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Q(Qﬁ‘ recently vead fn the press that tfen
" thensand were nucses ars fo Do
recruited shorly fo ease the present shortuge
of this caregary of ateff inoour medical
servires,

Thir news leads wy to think abour patient
care in our own haspital in general,

T the first plagey we musd be clear iy our
aver e inels advowr what we mean by ' Parient
Care "',

This consists of 1. Medical eare § e,
Exmiination, Diagnosis and Treatent of
the patient’s dseme. 2. Patlent Comfort
which is largely @ provinee af the nursing
profesdon anid other paestedical personnel,

This is certuinly an arbivary division made
only jor the purpose of clearer thinking. It
tr very swell kmpown that there is consideralie
tnterpiay between these two aspects and the
pewple concerned with one aspect show'd pay
adequate aftemion o the other, for the good
of the pavient.

We need not enforge upon medical care
because we think we have progressed fairly
rapilaly in s direction by turning out more
doctors and spectalists and providing greaily
improved ancillary services, e, g, We gee
that mare peripheral unity are being swoffed
with at leasi ane dactar which was not 59 a
few years age,

Coming fo Patlent Conmfort, we il de fine
it. Potier: Comfort is the attention given to the
mientod e physical reguivenents ofa patient,
apart from 1ie mere admingtration of drups
or the pecformmnee of surgical procedures
B i pationt,

o many of owr miraes and doctors si
davin and tatke ¢ a patient abowt hix work or
fis founifp 7 00 i3 indeed rave. It is rare
Becatise we have no time for this sort of thing
er o mind for i, No time becouse of the
large muwbers of patients in the wards, no
miwd for it becanse the large majovity of ws
are guilty of treating what should be o
veeation as a job being done to carna living,
duing no wore than what the boek of rules
require.

e fave varely seen in our experience a
ductor or purse asking « patient ** Are you
comfurtable ' Y Can | get you anything 7™
unless of course the patient happens to be o
relation or a fnowa pariy,

his may indeed be due to Lk of time ina
busy overcrowded ward but it is in a large
measure dug to our narrow mindedness and
selfishness as a soclety and due to poor baste
wiedical and mursing training,  Noi poor
bugie training in the skilful giving of infec-
tians, cold spenging or assistng or perform-
ing surgical procedires but in soctal relation-
ahips. It is futile to il about the lamp of




Nightingale and the Oath of Wippocrates i
ene conned reider expired air resuseitation
to a person of the oppasite sex who has been
dragped ont of @ well, drowned and apnoeie,
Just because socledy will frown wpon  the
procedure.

The antwer to the problem of poor patient
care dn Ceylon as a whole and Jaffan in
particular is not only o Increase the numbar
of medicsl and paramedical personnel  but
alto to reorientatz our mental md  social

attitwler to each other ar medical men aml
o andd towards all those who  will come
under our eare us patient s,

Let ws sturt this change of frears and
atiivude right heee in oar ows medical and
nurting schools and let soclety folfsw our
lead,  We should not be o bound by social
ruiey and ragulations or such a g sease of
our pogition that we should find it diffienlt to
spare a moment (o gk a paor sick  patfent
" Hoaware you today ™'






kst ‘PULMONARY THROMBOEMBOLISM —
B DIAGNOSTIC PROBLEMS

i ‘I huve bad the unplessant expericnce of

_being present at post-morie n exami-
natiuns of patients who had been under my
gore, who hnd apparenily died suddenly in
whom no ohvious eause was detected during
life, when pulmonary embalism wes revea'ed
a8 the fatal Tactor.  Tn my defepce | can
__'p'h_!yli_mu that my colleagues also missed the
disgonosis and [ quote the figures of Smith
- who in 1933 estimated that Lhe diagaosis of
ﬁp_lmunary embaolism was missed in 70% of
. gases during life.

' On glancing through the case notes of my
pitients who had ended on the postmorlem
it wis quite apparent that there were
always warting signs of the impending
catastrephe which during life did not e ppear
tetious enough to warrent a more thorough
inquiry as to their sigoificance. Evidence
‘such as persistant tachycardia, tachypnoea,
“ollacks of breathlessness, feeting chest pain
and anxicty were ignored when no causative
factor was apparent.

o I| ls with these disgnostic problems of
h b bolism (PTE) that |

shall ;Ieu] in this article.

_],,xulmnnary‘emhnlism may result from o
bload clot fat, air, foreign body or fragments
3 El malignant tumour beivg impacted in
1 pulmunnry blood wvesscla. The source
ofthe embolus inay arise in the heart or the
1 ."","‘l" veins.

“Clots arlse from the beart in suricu'ar
illation, congestive cardiac failure, myo-
el failure und myocirditis.

y

i the case of myocardial infarclion,
Anfarcts are usually to blame.

i 8. ANANDARAJA, M, D, (Cey.
il Physicion, General Hospital, Jaffaa,

oy
Y MLC P, (Lond ) M.R,C.I%, (Fdin )

Thrombosis cecuring in the syslemic veing
hivve various actiological Fuctars which may
be kriclly summarised as follows @

[, LOCAL VENCUS INJURY
I flummatory
Traumatic
Chemical
Infiltrative-malignant tumours
1. SLOWING OF THE BLOOD
FLOW
Congestive cardine failure
Lecal obstruction

L INCREASED TENDENCY TO
CLOTTING
Post-Operative-prolonged operations-

-Traumatic pelvie, eardiac
lower abdominal
capecially if care

. diac failure is
spuerperivim present

-polycythaemia

shasmoconcentration

-enteric fevers e g, typhoid

-Tissue breakdown ¢, g, Malig-

nency
and followi Y dial Infareti

ln Britain, pulmonary thrombe embo-
lism has been increasingly recognized as one
of the comonest acute chest conditions in
hospital praclice.  Short in 1952, cstimaleﬂ
that the incid o |
was higher than that or lobar poeumonia.
The condition is unfortunately oo ofwn
missed in its early stoges. [t is s1ill o major
cause of death in a distressingly large pro-
portion of hospital admissions.  The morta-
lity raie can be reduced by tmalmcm but

on a paper reail before the Jaffna Clinical Swicty n Novewber, 1965,




{his demands early dingnosis. ‘The inci-
denoe of PTE in Ceylon appears to be fess
than in Britain. II does however pccur
with sufficient frequency to wareant a serious
consideration of this problem.

Goodwin in 1963, deseribzd two main
clinical groups (1) Obvious source of
embolism was present and Lhere wis obst-
ruction of the large arteries and 1he condi-
tion was characterised by pleoritic pain und
haemoptysis (1) Ozclusion of the smuller
arterioles and microarieries without  an
obyious sonrce,

The clinical features here resemble those
of idi hic pulmonnry hyp ion, There
is however considerable overlap as patients
imgroup (1} May develop eoeclusion of
the larger urterizs and present with the signs
and symptoms of the group (1) patients.

The microembolization occuring in the
second group is said o be silent umtil
evidence of pulmonary hypertension deve-
loped with the onset of exertional dyspno-
ena, syneope and chest pain,  Tu Lhis paper,
[ shall magnly confine mysell 1o the problems
attenendent on the early diagnosis of the
first type. By defiaition, the second 1vpe is
silent until the late siages when, witli ithe
onset of pulmanary hyperiension, it s
clinically indistinguisable from idiopathic
pulmenary hyperlension unless it is associ-
ated with features which accur when the
Inrge arlerics are occluded.

The clinical presentation of PTE is olten
confusing and confident dingnosis is difficult,
The lack of pulmonary embolisu conseious-
ness is also a contributory factor Lo delayed
disgnosis.  The dilficulties of diaguosis are
due to several features, There is 0 group
of patients in whom there is a tendency for

tachycardia with the reault that & diaggs
of eurdiae arrythmia is made or ew
thyrotoxicosia.

Another group presents difficultic
accound of the inltial transient naturl
the early symptomatology with the abuy
of physical signs wnd positive invd
gotional result.  Further, there are |
Ieading sitent intervals in which the pa
iy wpparently well and symptom free bet
intervals of episodes of embolisation.
another group, dingnostic difficulties «
when the presenting symptomatology
extrathoracic and when there is no oby
source of embolism and no miilogical Fac
for venous thrombosis. 1t is indeed
fortunate that the classical features of P
such as cough, haemoplysis, pain and tag]
pnoea do nol appear in combination in
sufficient perszntage of patients, early in @
oniet Lo be of diagnostic value, It iz d
fortunate that there are no diagnostic la
ralory crileria which are of value in
carly stages. Eleotrocardiography and X-
examinalion may prove of little valie
Diggnosis rests on s good Listory aond oy
ful physical examinaticn,

There are certain imporwnt features wh
have been neglected in the usual textbo
descriptions. | believe that in certain ca
thess features could be of crucial diaghosi
value,

In order to bring these features of
dingnostic difieulties of PTE into rchul]
am here presenting an analysis of 100
of PTE.

This study is based on 00 patien
admitted to Whipps Cross Hospital, Lo
don, betwee 1957 and Auguost, 1963, [ ha
excluded those patients whoe have davelop@
PTE nl'u'; surgery, a3io these patients 1

1 s no problem.

one clinical feature to so0 d the over-
all picture that other lealures are obscured,
resulling in a confident yel mistaken ding-
nosis.  For ple the ing frature

This series docs not include all patien|
admitted to this hospital with pulmonal |
i us only a proportion of the ca ,

in a particular patient 'may be a persistent

4

notes of these patienss were available,




Sex lucldence: Thecondition was equ-
ally distributed between the sexes—49 males
and 51 females. Textbooks uswally give o
. higher incidence In females,

.. Sensonal Incidence: There appears to bo
no seasonal variation of any significance in
| thisseries. Tt has however been claimed
that a highet incidence ocours in spring and
oyt

oAge: The youngest in this series was 20
years and the oldest 65 years ol aae

Predisposing conditinns in order of des-
cending frequency are as follows :

CARDIAC DISEASE
25 patients had cardiac involvement of
some severity; 12 patients had rhenmatic
[ heart disease, Tt s well established that the
- icidence of PTE in rheumatic heart disense
i¢ high, (Ball, 1956; Goodwin, 1963), The
source of the embolus is the deep veing of
the legs in patients in cardiac fuilure,
Slupgish blood eirculation combined with
imobilisation are factors of importance,
‘Atrial fibrillation s often present and here
the' thrombus may originate in the right
slrivm. Though the left side of the hears
Ia mainly damaged in mitral stenosis, post
mortem  examination has shown that in
atrial Abrillation 90% of the cases have
thrombi in the right atrium as well, Atrial
fibrillation would bhave been present for
" aboul one year, Thrombosis in the pulmon-
oty arleries, may cccur in severs valvular
Isease.
here were four patients with hyperten-
sive: heart disease, Eight patieats had
ischaemic heart disease,
1t is worth rememfering that palients
with’ myocardial infarction may develop
TE', without eongestive cardiac lailure, as
gte ey be mural thrombi. Furthermore
combination of bed-rest and increased
gulability of the blood following on
rdiac infarction predisposes to deep vein

Hhirombosis.

CHRONIC BRONCHITIS

There were 14 coses wilh a history of chro-
nic bronchitis, In these patients, local changes
occuring in the pulmonary vessels may play
n signi part, fally when pul
hepertension is present.  Tmmobility in
hed-ridden patients probably plays its part.
The role of secondury palyeythacmia, often
sssocinted with chronie pulmonary diseasa
and increased viscosity of the blood may be
sirnificant, There is however some dispute
and conflizting evidence asto the incidencs
and importance of poleythaemia in chronic
branchitis.

I ant inclined to believe that the role of
chronic hitis in tho patl is of
PTH is of much preater importance than the
flgures in Ihis series indicates.  The clinical
picture of rocurrent pulmonary thrombo-
embolism may so simulata an acute exacer-
bulion of chronic bronchitis that the diag-
nosis of PTE is never entertained. The
greater majority of these paticnts eventually
ruccumb.  Post mortem examinations are
rarely made on known chronie bronchitics
thought to lave died of respiratory failure.

NEOPLASMS

Mulignant tumours were preseat in eleven
cases, ‘These occured in the bronchus,
colon, wterua, prostate, caecum, stomach
and the bladder, There was no predomin-
ance of any particular site.  These patients
had o other significant predisposing causes
to PIE. One of these paliznts had thrombo-
phlebitis miprans. There was no patient in
this series with carcinoma of the pancreas,
which is the site conventionally associated
with thromboaphlebitis migrans.

VARICOSE VEINS AND
SUPERFICIAL THROMBOPHLEBITIS

There were 12 patients, all of whom were
femsales.  Tm the past it used to be taught
that supet ficial thrombophlebitis was seldom

5
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reaponsible for PTE. It is now however
being increasingly recognised that it s not
sa and futhermore patients with superficial
thrombophlebltis are quite likely to have
thrombosis of their deep veins as well,

NEUROLOGICAL DISEASE

Neurological diseases  predisposed 1o
PTE in 11 patients. Six pitients had hemi-
plegia following cerebrovaseular accidents.
Byrne end O'Neil (1952) reported an in-
oreased incidence of PTE in hemiplegies. Tn
this serics, three had parkinsonism and one
had syringomyefia. Ten of these patients
were nok bedridden at the time of the throm-
botic cpisode.

A fact worth mentioning is that deep vein
thrombaosis occured on the paralysed side in
the hemiplegics,

TRAUMA

Trauma was responsible for deep vein
thrombosis in four patients,

PREGNANCY

Two patients were pregnant at the onset
of PTE in this series, There were no other
predisposing causes. This is surprising as
one would not expeet venous thrombosis
ond PTE ina slate of hyperkinetic circu-
latian. For example PTE i3 hardly ever

peratively in th

patients who hnvc had throideclamy,

DEHYDRATION
This was responzible for deep vein throm-
bosls followed by PTE in one paticnt who
was in the l.rrmmnl slages of anorexia
nervosa.

CORTICOSTEROID THERAPY
Curllm steroid therapy of over one year’s
was probably ible for deep
veid thwmboms snd I"IB in a patient
with o skin disease.

No obvious predisposing cavses were
present in by fur the, largest group of

6
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patiznts, There were 27 mates and B fegf— foil
in this group which from a disgnostic ff  will
of view Is of great importance. Inf— (his

patients, espreially If clinical evidency y
deep vein thrombosis is absent, the §

diagnesis of PTE is likely to be missed. | ':‘T
is worlhwhils stressing this feature of Fl 0
One should be prepared to make the d:___rn‘
nosis on availabla clinical evidence, andfi
to exclude it purely due to the lack of ol (0
aources for the emboli,  Obesity has B 'd“
blamed for most ailments.  {n this sef =

there appeared to e no predisposition).

the development of PTE in the obess, Of Ap
15 patients in this series were considy b l
to be overweight, e

Clinical Featares ¢+ The classical nresge e
tation of PTE with s combination of et P?
pain, cough, haemoptysis, tachypnoea o - :.01
tuchveardia is not so comman as is imaginf I
in the early stages. In the present serd f;

this combination occured in less thank.
thitd of 1he patients in the early stagl P
These features, bowever, are commi

enough in the latker stages with recurre: v
PTE or with massive embolism, Howe L
death not infrequently intervenes belef

the full clinical plc!urc unfolds jtselfl. O o
hag to bz prepared, fore, Lo di d
the condition on certain srgmlicsuq, ]
scanty, features in the early stages, i

Sigos and Symptoms ¢ Tachyproen a
diffieulty in breathing is of cardinal impo
ance, This was recorded in 81 out of
patients. In 8 of these patients this was (S
sole presenting feature.  The respirstor
rale is between 30 to 40 per minute,
breathiog is shallow. This feature may g
unnoticed in patients with chronis bro
chitis or heart disease,  Clese questionin
may however reveal that these episodes mug
have oceured in the past and ars not nece
sarily related to effort or pasture and i
already present, may become more severdd
The chrooic bronchitic usually gets shol
of breath on exertion or if in respirator)



fallure has it continuously. Tn a paticnt
witheut any spparent cause for tachypnoes
thin fenture is of the greatest importance,

When tachyhnoea oceurs  with  other
fentores it helps to confirm the dingnosis,
Marshall and Allison produced ex perimerital
¢ proof to show thal there need be no increase
in central venous pressura o account for
tachypnoea, Weidner and Light have shawn
- .ihat complete dennervation of the lusg will
-decrease the tachypnoea showing that the
vagal reflex was the main underlying mech-
apism,

Chest Pain:  Pleuritic pain occured in 64
patients and “was often associated with
lachypnoea, A point of importases about
_ pain was that it wes often hiloteral and
oceurred successively at different sites. A
significant numb.r of patients had pleuritic
pain unilaterally though there were bilateral
radiological and clinical signs,  Pleurilic
pain may contribute to the tachypooen as
the patient tries to breathe shallowly to pre-
vent the pain. Tachypooee however is not
solely due to the pleuritic pain.

Syb-st inh

I pain or Ligl
occured in 20 patients,  Uhis resembles that
due myocardial ischaemia only superficaci-
ally. Substernal pain due to PIE is often
Arsnsiens and uvorelated to effort while in
farction it lasts much longer and in
nngma pectoris it is usually related o efort,
- Occasionally the pain is of extremely severe
crushing natare and prolonged and in these
atients the condition was often fatal and
postmorts  examination showed masive
embolism in the pulmonary srterics,  Pain
fthe cardiac type however occured in 18
patients and in sowe was associaled with
ubsternal pain. In thess paticuts the
d{mmiu may be difficult, Paracsihesia,
o &nd heaviness of the lefl arm has been
miplained of, Others have pain radiating
the neck and back, Here too however
istory of effort is not always present.

Cloodwin stales that patient with pulmonnry
bypertension are uble to carry on moderate
activity il suddenty seized by a feeling of
sulfocation. The dilferrentiation from  pri-
mary cardise pein will depend often on the
presence of other featu

Pain of a cardine type has been attributed
to lowered [efl venbriculor ouipul  with
reduced coronory blood Dow. It has also
been attributed Lo reflex coronary vasospasm.
However, both the myocardisl end the
pulmonary vessels are supplied by the vagus
and it is concievable that pathology ab these
two sites should produce pein of similr
distribution,

Covgh :  was a signifieant Teature in onfy
42 patients. 1t was nsually of & dry pain-
ful, unproductive type.  The absence of
cough in over 50% is well worth stressing.

Haemoptysis :  again is a feature tbat
descryes mention mainly because it is abgent
im over 5L of cases, In thisseries it ocoured
only in 39 patients.

The beamepiysia may vary from slight
staining of the sputum to frank severe and
recurrent bleeding, The lalter leature iy
usually late and occurs in recurrent embolism
with infarction and lung destruction, Good-
win (1963) siates that when profuse haem-
oplysis occured and when there was a source
of emboli detectable, one of the larger
pulmonary vesseles is always blocked.

Hrorchospasm with wheezing occured in
11 patients, who had no history of chronie
bronchitis as asthma. It is possible that this
too js mediated by a vagal reflex mechanism,

Extrathoraci : The di

of PIE can be v:ry difficult when the
patient’s presenting symptoms are related
o systems outside the chest. The frue
diag is pilen 1 for a id
able tims as these extrathoracic manilesta-
tions dominate the cligical picturc, These
fealures are usually not mentioned or sullici-
ently stressed in popular teaching.




Abdominal paios was a prominent features
and often the main compluint in 24 patients.
The pain was either cpigastric or in either
hypochondria. Occasionally, there is pain
in the flanks. The pain is accompanied by
nausea and vomitting, Oceasionnlly, niusea

may be explained on the besis of the lhcor}
of ceptral misrepresentation.
The classical symp 5o often
a disgoostic, * the call for the bed pan
prior to death occurd only in 4 patientg)
This desire to have a metion is the resule
of o vagal reflex, It has been shown ex

peri 1y that when (he pulmonary arler
pressure reaches twico the pormal valug
laefacalion occurs and this can be prevented

and vomiting dominate the picture.  Ocea-
sionally the pain may be misleading in that
it may be related to food.

Flatul and di were prominent

Teatures in B patients while acute intestinul
obstruction was simulated in 2 paticnts,

Diahorrea of o persistent type ceoured in
5 patients and 2 patients had retention of
urine, Three patients with dighorea nnd
both patients with wrinary retention had
pelvic vein involvement.

Twu potients had signs snd symploms

ing un acute i innl obstruction

and di:d before contemplated lapsotomy
was done. One of these had thrombosis
involving the inferior vens cava, In the
other patient there was no intra-sbdominal
pathology. The severity of these abdominal
symptoms has been such that on admission
to hospital some of them had been disg-
nesed as cholecystitis, duodenal uleer per-
Toratten snd acute intestinal obstruction,
The onset of abdominal pain with or with-
out nausea or vowiting 1 of special diag-
nostic significance in (he chionic broochitic
in whom the viagnosis in the eatly stages

. can be extremely difficult, Though displrag.

manu pieunsy cun expliin seme of the
1

p other evidence of

dlaphragmal.ic involvement wus wol always
present im these patients, Furibermore,
patients with diaphragmatic pleurisy due to
other thorazic causes do ol appear to snﬂcr

by viigotomy. Symploms of PTE lollowe,
dacfacation in 4 paticnls, here the tespons
sible factor may be the valsalva manoeuvrs
Faints 12 paticnts gave a  histor
of fMaintivg or dizzy spells. In som)
the fainting was associaled with exertion
Fuintness o5 opposed 1o shock or collaps
does not carry with il a bad prognosis
treatment is iostituted early, There werg
paticnts who had a history of fainting befory
any other manifestation of PTE, This |
prububly due to a central reflex. When |
oceurs late in the condition recurrent em
bolisation and progressive hypertension witl
fall of left icular output and sub
cerebral ischaemin is responsibile,
prognosis is usually bad.
NeUROLOGICAL MANIFESTATION,
Frank peurological symptoms occured |
11 patienis. 5 bad epieptilform  seizures
5 had transient bemiplegias and one ha
Leansicul aphasia, Lhese symploms resembl
those scen in idiopathic pulmonury hiypes
tension and may be the presenting featurel
of micr.embolisation but they do also oceul
in frank PLE. Io two of our paticnts
epileptiform seizures were 1he presentin
features and in the others these neurologics:
et o I'ien. Drogresd
embelisation.  All \hese paticnis had P, M |

Here th

from such p and acule sbd
symptoms, nthc: evidence of dlaph;ugmnhc
involvement wag nos always present in these
patients.

pulmopary is supplied by
the vagus npd these nbd.omwui symptmns

g

apd no int ial lesion
were demonstrated, Drowsiness and a cog
fusionsl slate are common turminal ¢vent
They were recorded in a further 11 patientd

Mealal chonges: This is a very strikial
fenture of thromboembolism.  And it




Uurprising that it s hardly ever mentioned
Clin'the literature.  Ansiety and depression
~with reaslessness was a striking feature in
221 patients in this series. 1t occurs early
nd sometimes before cwset of pain or
chypnoes. In the absence of nny physical
signs in the chest, when marked anxiety is
secompanied by any other features such s
pelpitation, tackypnoea or tachycardin and
when the patient complains of pain here and
ere {n the chest or abdomen and when
itte is also a history of dizzy spells in the
ast, dt will not be surprising i & diaguosis
of:nnxlety neurosis ts made. Very often a
tlent. would have been already labelied
“hypochondriac. In one patient in  this
ries ' the psyehiatrist was consulted and
xle' confusional state diagnosed. Very
fien the patient would have been labelled
,the nursing stall as a troublcsome and
fumpy type. If inguiry into the post his-
Llory, of such patient reveals no newrotic
ndencies it is worth paying serious atten-
“flon tothis form of presentalion. In my
opinion this anxiety state is of great diag-
ostic value, especially when the predis-
position to P.T.E, is present,
 Romissloos and relapses ; wilh sometimes
0 silent intervals is another lignifr."mb

hali g '

tion was

Homan's sign in DUV.T, at 29%. A positive
Homan's sign in (he nbsence of other evi-
dence of DLV.T, was not detected in this
series.  1he usunl signs (o be expected are
aslight swelling, duskiness and increased
warmth of ono leg.  ‘The superficial veins
are fuller and empty slowly when the limb
iselevated, Tenderness may the detected in
the call or the sole of the foot.

CARDIAC SIGNS

Perhaps the most constant sign of diag-
nostic value was persistent tachycardia, 69
patients had o pulse rate of over 100, OF
these 21 hod a pulse rate between 110 to
130 and 24 had pulse rates over 130,

In 4 patients the pulse rate was so elevats
ed Uhat @ disgnsois of primary cardiac
werythmia was made and treated as such,

Persistent tachycardia may be the only
positive physical sign of value and in the
ahsence of sighificant cardiae diseass should
be a pointer to a posibility of PTE,

Palpitation due to extrasystoles are a
commoen  feature.  Auricular fibrillation is
invariably presest when rhewmatic heart
disease is in the primary condition, But
oceasionally auricular fibrillmion may come
with the onset of PIE, in the absence

ts in which the history dated ba:k
‘petiods varying from u weeks to six
When complete remission of symp-
s ‘occur it is likely that recanalisation
rombi may be a contributory factor,

nl ECO changes and carding size on
1 nlnsy will also show variations,

bysical Signs of Deep Vein 1arombosis,
[bical signs of D,V.T, may often be absent,
his ' series only 48 patients had any

1 evid. of deep vein inval nk.

of rt ic heart disease. On auscultation,
triple rhythm, sysiolic murmur in the pul-
menary area and a spliv pulmonacy secopd
sound may be heard, In this seties 13
paticats had triple rhythm, >ysiolic mue.
wurs were deteeied in 20 patients and the
split pulmonary second sound in 0, A
Graham Steele murmur may be occasionally
heard and a frictivn rub may be hcard over
the base of the distended pulmonary artery,
Evidence of right ventricular failure is fre-
quently present with a raised JYP and an
enlarged liver.

ndn's sign was posilive in ks than balf
patients with other evidence of D.V.T,
places the ingidence of a positive

‘Temp The chart is
vlten hefpful, The onsel of pecsistent Iow
grade pyrexia may indicate deep vein throm-
bosis and PIE. A temperaiure between

9



99 and 101'F was preseat in 37 |>aii¢uls.
Kinsey and White in 1943 pointed cut that
the on-set of fever in congestive cardirc
failure usually mweant pulmosary infarction.
Perhups u feature of greater diagnostic value
is the oecurance of a subnormal temperature.
This was recorded in 15 patients in all of
whom there was pulmonary embolistlion of
a significant degres,

CYANOSIS

Cenlral cyanosis was present in 34 patients
of whom six had chronic bronchilis and
four hod rheumatic heart disease. Whers
embolisation had been the main factor,
cyanosis wes commoner in the presence of
multiple emboli of which there were 17
cases.  Five pntients with single large cm-
boli had central cyanosis.

It would thus appear that central cyanosis
is an indication of fairly severs pulmonary
vascular involvement. It is not a feature of
early small embolisation. Ceatral cyanosis
may be dus to the development of Palmon-
ary A—V shunt or when pul ry hyper-

daundice : oceurred in six patients and i
four in whom the serum bilirubin was don
it was cleyated, In all these patients inf:
tion was seen on post-morlem eximination.s

Lupg Signs:  Physicul signs in the chestss
were detected in sixty nine patients. Tn thirtyy
there were bilatersl signs while in thirty 23
four there were only unilateral signs. Un--
ilsteral signs were commaner on the rights
The wsual signs found were crepitntions,
diminished breath sounds and impaired per-2
cussion note ut the bases. Pleural rubs were?|
frequently heard. Tt is important, if one| |
were to detect pleural rubs to get the patient!
ta breathe deeply to the point of paingy
The classicul signs of consolidation are nol
usually found as the usual texthook des-5
eriptions would have us believe, The dimlo.
shed breath sounds and impaired paroussion’
noteis often due not to underlying cons |
solidation but to an clevation of the diaph
ragm which is a common radiological find-:
ingin these patients, Pleural cffusion iss
usuplly detected climcally in the later stages
and may be massive persistent and recurrent,

tension is marked due to shunting of blood
through the fossa cvalis, Pulmonary oede-
ma which is often present may be a contri-
butory factor, In some cyanosis may only
be peripheral, and insome pallor is a merk-
ed feature,

Peripheral Cyanosis And Shock : Peripheral
. Cyanosis was present without evidencs of
shock in 18 patients, Sweating was a proms
inent feature, The onset of shock iz usually
ominous. In thisseries only two pauems pre-

pecially when jated with primary?
heart diseare or pulmonary iofarction, The
ploural effusion is usuully blood stained but
sometimes it is straw coloured.

INVESTIGATIONS A

Radiopraphy: Perhaps the most character-
istic features of pulmonary embolism is the
presence of bilateral lower zone involve-
meat. Inthe early stages there is diaphrags
matie involvement often associated with
streaky or mottled shadowiog in the lower!

senting with shock survived, O
sweating alone occurs without shock and this
was & feature in five panentu Daley et uI in

Iy, zones, O Iy, the apg may
ble that of consolidation or isalllﬂdh ]
rounded or oval shadows may be seen, The

1948 showed i action p ials in
the cervical sympathetio chains when emb:
lodged in the pulmonary vesselsin exper
mental snimals. This sympathetic stimula-
tion may not only explaing the sweating but
alao exploins other features such as palpit-
ations and the anxlety ayndmme which is so
often seon,

f0

of bilateral pleural effusion io the,
sameX.ray or when scrial X-rays shows the
effusions alternating from side to side should
alert one to the diganosis.  Horizontal din-$
phragmatic shadows are often seen and these £
are associated with an elevated diaphragm.¥-
Theso may be due to sgmontal atelegtal




Promi of the hilar pul v shad

sudden tapering of an enlarged pulmonary
" artery ot the absence of vascular shadows in
w'egment or lobe ia highly suggestive. In
{libte cased, tomography may be of value,

6“1 (radiological features which may
mmtly be noted are (1) Abscess ot the
tlie of arterial occlusion (2) Caleilicution
_of the thrombus  (3) Varylng size of the
rght heart snd (4) Prominence of the
pulmonary hilar shadows. In our series,
seyenty. four patients were X-rayed and of
¢ bilateral lower zone changes were seen
i, thirty the right lower zone changes in
: mnlg seven and lefi lower zone changes in
Cthirtesn,  Hilar prominence was noted in
lnuly two and diaphragmatic elevation in
18, Normal X-ray was reported in four
£ and in only one palient were Lhere upper
‘changes.

B, C, G, Tn pulmonary hypert-nsion with
rlght ventricalar hypertrophy there is often
‘Bwave inversion over the right prascordial
leads, If right venteicular dilaration oceurs,
& right bundle branch block may be present
#ttd somietimes may be the only indication
t°PTE, and is transient, In the case of
L RTE, this T-wave inversion may be seen as
fur'as ¥-5. The T-wave is accompanied by
& a'deep'S-wave, If the larger pulmonary
ateries are involved, dominent R-waves are
‘over the right proecordial leads,
ﬁht ventricular strain of an acule nature
in PIE, resulting in right axia devi-
‘alfon 8o that deep S-wave in lead I and
. nvsand an iaverted T-wave in lead 3
r. Lead AVF may also-show an
Right atrial strain may be
‘dt.ucudby tall P-waves.
he clockwise rotstion produces deep
vesdn V 3. and T-wave inversion is
‘often up to ¥V 3 bul on occasions as far

IJmh Iead pancrns may ba mistaken
y i i Haw-

ever, ST clevation does not ooeur.  Further
more there ure no Q-waves in lead 2 and a
reciproeal depression in Jead AVL or
Q-waves in AVE,

Blond W, B C. /D, €.  The white cell
count is usually raised in the presencs of
pulmonary infirction, though o normal
gount did not exclude un infaret,

E.8, R, Usually raised though, sgain, a
normil value does not exclude pulmonary
embulisation,

Serum g
values may be elevated but a normal value
does not exciude the diagnosis.

Blood Uren, May be raiszd but is not of
dingnustic value.

Serum Inctic dehydrogenase, This is pro-
bably of more value than the above investi-
gations, It was not done in anoy of the
patients in this scries. The levels rise in 24
hiours, reach a maximum in 48 hours and
alls to normal levels in 10 days,

DEATHS

There were 62 deaths in this series of
which 33 were females and 29 were males.
OFf these, PTE was disgnosed before death
in 4| patieats, Post mortem examinations
were done on 57 patiznts.

Post-noriem findings: Mulliple embaoli-
sation was found in 22 patienls, multipls
infarcts in 8 patients and ingle infarcts in
ten patients,

In this serics 24 patients were found to
have massive emboli, They were situsted
sitting astride the bifurcation of the pulmaon-
ary artery or in either pulmonary artery waa
more often the site of impaction than the
left,

When only unilateral pathelogy was pre-
sent the right side appoared to be more
often invoved than the left and in all the
post-mortems reported there was no men-

1



tion of npper zone involvement, The pre-
dominant involvement of tho lower zones
may be due to the greater pulmonary blood
flow to the lower lobes.

Deep vein thrombosis was found in 36
patients. OF these it was detcelrd during
life only in 17 paticots, Pelvic vein throm-
bosis, often associated with femoral veio
involvement was found in B paticnts, OF
these two patient had p:lvlc ncop]nsms

area split P2, the diastolic murmur of
pulmonary  incompetence and  the pa-
systolic murmur of tricuspid incompetence,
All these features develop also in patients
with frank PTE, if they live long enough,
unteeated. 1 suspect thal many patients
who present with features of pulmoenary 5
hypertension and are supposed to have had §
silent embolisation, would if carefully 48
questioned, give a history suggestive of re-

Inferior vena cava th is was d
in two patients.

Tho right atrium was the source of embo-
lism in one patient, Mo cbvious source of
embolism was detected in 6 patiemis, In
the balance six patients, no post moriem
reports were available,

TREATMENT

Forty patients had adequate anti-coagulant
therapy, Of these five patients died, i, &
BH% recovery rate. Sixty patients had no
anticoagalant therapy. OF these four survi-
ved ln\f were discharged but not followed

up. Fifly-six patients who had oo anti-
coagulant therapy died. Thus there were
93, death rate in untreated cases.

SUMMARY AND CONCLUSION

In this paper | have attempted to drow
attention to some of the features of pulmon-
ary thromboembolism involving the larger
pulmonary arteries which may help in early
diagnosis, Patients with recurrent small
emboli are claimed to present first clinically
with pulmonary hyperiension. The chief
features of which are extreme fatigue and
pmsn:lslve d)'upnol:a during exerlion and

Iy dysp follows i Left
ventricolar outpul is lowered and fealvres
of cardiac ischacmia such as anginal pain
and of cerebral ischacmia such as aphasia,
hemiplegia or epileptiform seizures may
ocolir.  These patients have pale cold extra.
mies, slight peripheral cyanosis, small pulse,
raised jugular venous pressure with charact-
eriptic flicking *"a™ waves, Auscultation
may reveal presystolic third henrt souad, an
ejection systolic murmur in the pulmonary
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eurrent such as atacks of
unexplainzd spasmodic dyspuoea, feeting §
paius in the chest, bronchospasm and ocea- |
sional fainting spells.  Anxiely may be o
prominent lealure, No source of embolus
is detected in these paticots. The most likely
site is the pelvic venous plexus.

IF patients who present with such transicnt
and indefinite clinical foatures date their
symptoms to a difficult labour and delivery
or o suggestive surgical procedure, the
diagnosis must be strongly suspected and
treated before the onset  of  obliterative
pulmonary hygertension.

Early diagnosis must be made and this is
only possible if we do nob consider micro-
embolisation as heing slways silent.  In
patieats with frank embolism too, early
features such as anxicty, flecting pains at=; |
tacks of fainting and spasmodic tachypnoea
do oceur and are probably due to earlier
microembalisation. Here, however unless
treatment is started early, occlusion of largee
vessels soon occurs and  the full blown
clinical picture evalves rapidly.  In my
opinion, sudden massive embolization with-
out i boli is
A careful retrospective inquiry into 1he
histary of these patients who were disgnosed
us massive pulmonary embolism on P, M.

i has always led features
seggestive of previous smaller embolisation,

A perusal of the stated causes of death
certifigation in this serics of patients would




i

of the ingid of

give an wrong i
embolism for another

sudden  massive
- feason.
Patlents bave been treated for pneumonia
ural effusions or congestive cardiae failure
© and these have apparantly shot offa mossive
embolus which bas killed them.  The truth
Js that in these patients’ the primucy
Hlloesa, was the result of embolisalion and

There app 1 to ba g of males
in this group with no predisposition—27
a8 compared to the & females. Deep vein
thrombosis has been reported to follow
even minor trauma such as sprains, This
may explain the male predominance in this
graup.

In conclusion, T would like to draw  your
attention once again to the figures quoted
earlier regarding  survival, 80% of those
treated with anticoagulant therapy survived

while 93% of those who were untreated

hed  Pul i h hali

B I
is therefore an emjucnlly I.rearnblc condition
especially if the diagnosis is made carly.




ACUTE OSTEOMYELITIS
By
T. PARAMESWARAN, M,B.B.S, (Ceylon), F.R.C.5, (Eng }, F.R.C.S, (Edin ),

Crihapaedlc Surgeon, General Hospltal, Jeffna.

ACUTB Osteomyelitis is loday considered

‘a curable disease, and ene not
pmenllng any particular problem. Bot,
having treated over forly patients during the
last twe years, | feel thet though we have
reduced mortalily to zero, morbidity is still
very high, The reason for this at Loast
in most cases, rests with the patient and his
adhzrenc: to the quacks.

Early diagnosis and prompt treatment is
very important if the morbidity is to be
reduced in the disease and the purpose of
this paper is to review this discase with
particular reference to early dizgnosis and
treaiment.

Pathology: Osteomyelitis mcans inflam-
mution of the cortex and medulla of bone.
The term dees not emphasise the initial
focus of infeclion in the metaphysiy of a
long bone and almost implies infection of
the shaft.  Mathan Smith (1804) said
“Inflammation is confined to the shaft of
long bones.” The term is aclually indicative
of those cases, where the infection has invari-
ably spread to the shalt when the doctor
asces his patient and i3 unfortunale in thal
it Fails Lo emphasise the all important carly
phase of the disease.

In the vast majorify, the offending orga-
nigm is the Staphylococcus aureus with an
uccnsmnal Slleplocoocul and very rarely a

i Acute O y
Ims is a local manifestalion of a blood
stream infection, which is usually transient
and which is secondary to primery sources
of infection such as Muruncles, sbrasions or

MLCH,Orth. (Liverpool), &8

of gases an obvious primary source may ng L
be found {Wandsworth 1944},

The upper end of the femur and lower end
of the tibin are tho commonest site involve
Increased liability to trauma and being t
site of maximum growth may be part of
explanation for this prediliction.

The first skeletal manifestation of
digease is commonly localised in a singhes
metaphysis of a lovg bone. The prima
souree of infection is NOT inthe shaft,
which the may spread subsequenty

Anatomical Features: The long bope of 1§
growing skeleton is divided into metaphys
epiphysis and diaphysis. Hent (1937) sta
“metaphysis represents the bone ma
recently formed from the epiphyseal cartd
age and is therefore more vascelar, mol
delicate, more susceptible and less immu
than the older bone of the shafi which is moff:
depnse and compact. The marrow of (I
shalt which cccupies the medullary. cavig:
is generously provided with cellular el
ments while the marrow of 1he melaphy
which fills the interstices between
traterculae of the cancellous bone, precenf:
a paucity of phagacylic cells.

Since Lexer in 1876, by intravenous if
jections of living Staphyloccecus aurcus §
young rabbits produced multiple abscs
near the ends of long bones, various expl
nations have been put forward Cor this ear!
lecalisation to the metaphyses,

Hobo studied the vascular arrangeme
ak the end of long hones. Metaphyse

upper respi y tract infecti In 56%
14
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melidnner as they approach the meta-
P],,mt region.  Just behind the epiphysenl
¢ ||]age. they leop back and open into lirgs
ous sinuges.  There i3 0 morked slowing
the blood stream. This, with a paucity
phagocytic elments, renders the bacterin

s the cireulation in the metaphyseal side
he epiphyseal plale becomes eut off from
iphyseal vessels by the age of one
, secondary involvement is not common
Idren,

eaf,

ole of Traumar  50% of the cases usually
a history of trauma. The injury is
gually In the form of  mild sprain, This
umably, causes a small haemorrhage in
.melaphyseal region, providing a good
us for the organism to seitle and thrive.

ally ‘80 near the cpiphyseal disc, in-
llpn wilhin the cnuu]loui metsphysis

ﬁilim cil of both proxi and
{ ,_',', 1 plates, Invol of
nts does not wsually occur, This docs
oeccur however in the proximal metaphysis
i the : femur which is intracapsular and
berefore the joint is involved directly,

Thus, in the ecarliest phase a * small
abscess” remains localised 1o the metephy-
9, for a few days. This is called the stage
acate haematogenous metaphysitis,

‘i Progress of Infectlon: The metaphyseal
\vgaels thrombaese, pusinvades the cortex, the
periosteum is lified off the cortex, disrupting
“all yatular connections and leads to cor-
necrosls and sequestration. The spread
Infection down the shalt is from sub-
hll.ul space via the Haversian canals.

Iﬂmls and Clinical Criterin:  There
ye.r been the slightest doubt abnut the

ful of eatly d
Al (1918} said MAcule Dneomyelim must

the clinical

be given the pride of place |
aner.’  Hent

coneiousness of the pra
(1937) wrote "“lhe incidence  of chronic
Osteomyelitis will only be reduced when the
lesion is sttacked during the stage of “acule
meirlphywma before perforation of the thin

ul corlex," Alt ir and Wands-
wnrrh {I'J‘IHJ in evaluating the rosulis of
treatment by penicillin in 71 cuses conclu-
ded. “The results  were  excellent, with
slmost complete healing of bone, with mini-
mul bone damage, when Pencillin was
started within three days of the onset of
symploms.

Acute Osteomyvelitis need not be a crip=
pling disease, if the dizgnosia is made early
and the lesion treated properly, This is
illustrated by the following case:—

K. R, waz admitted with ahistary of tranmn
of 3 days duration.  Clinicaliy, he was ten-
der over the lower end of radivs. X'ray
showed no abnomality, At operation onl
the same day, pus was cvacuated by dnllz
holes.  He made an uneventful recovery, -
and Jelt hospital in a lortnight.  He was on
Penicillin For three weeks and the E, S, ll(_l
was back to normal in thres weeks, He hag
no complaints since thea.

Pyrah (1933) Harris (1960) Trueta {1954)
Tound that more than 50% of the cases came
only wbout 4 to 5 days after the illncss and
Harris (1960} found that only in 257 of cases
was the correct dipgnosis made at the first
examination.

One wonders why & correcl diagnosis s
not made in lime. There are several factors
for the delay, The main reasons are us
follows :—

(1) Treatment by quacks. Well over 7%
of our cates came to us alter treatment by
quacks, when part il not the whole shaft
was involved, Trauma takes the patient to
the fracture speclalist of the “Ayurvedic
world" and this trsalment appearsto be
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fpathu” and “Magical Oil" for troumatic
puin,  Such people are doing a dis-service
to the communily, They makea diagnosis
of fracture or sprain and carry un this
“ireatment.” 1t is when the patient’s con-
dition deteriorates 1hat the paticnt comes to
us. Whereas early diagnosis means a cure
usually in three weeks, (hese paticuts
end up with pathological freclures and a
high risk of chronic Ostemyelitis. This is
well illustrated by the following case:—

Patient R.A, aged 6 years was admitted
on 20-4-65 with osteomyelitis of upper Tibi-
al Melaphysis. At operation, on same day,
a large Subperiosteal abscess was evacuated,
Patient was on Pencillin for five weeks and
on 26-5-¢6and 7-8-66 scquestreciomy was
done and the wound healed, This wound
broke down and a sequestrectomy had to
bo done five monthy later before complete
cure took place,

I1, Disgoosis of “sprein’ made: A his-
tory is obtained in 50%; of cases. Thisis a
veritable trap. The injury is uswally »
minor one and the patient is apparently
well for a few days,

Ii1. Disgoosis of Rheumatism or ['oliomye-
lithis ; We have not had any cases where
this conlusion Brose, but when in doubt as
Wilkinson (1951) wrote *“It makes very littie
difference if & patient with Rheomatic fever
or poliomyelitis is initially treated with
pencillin, but, it makes a great difference
both to leg and limb if o patient with
s ;

livis is given salicy

1¥, Confusion between Osteomyelitis of
tbe end of & long bone and Septic Arthritis ¢

Thig arises particularly around (he knee,
Sympathetic reactionary eflusion in the knee
Joint is not uncommon in infection around
the lower end of femur, Fresenes of local-
ised tenderncss in Osteomyelitis and the
fact that the knee can be moved in this con-
dition clinches |he diagoosis,
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¥, Paticat reporied tate for trea lment:
the early slage the constitutional upset o
not be much and local pain very
Henee the patient may ignore the conditi
for a few days cansing a serious delay
the diagnosis, leading to severe chro
Osteomyelitis,

Disguosis : The clinical picture of a chi
who is pyrexinl ill and toxic, who rese
interference, complains of pain iv a lim
and prescnts swelling, and tenderness ne
the end of the aflected long bone is
known,

But one must bear in mind that the te
perature may be below 100° or even norm,
W.B.C, ES R, and X ray chenges may n
be abaormal for sometime. Blood cultuy,
il pegative does pot preclude the di 1

The most important sign is marked local
ised tenderness aver the end of 4 long bong
Trueta {1954) found iv in cach of his 1
cases, Even in an unco-operative chilg
with patience, one can find a localised ten
er spol.

If the discase is kept in mind throug
cut and the poiot of localised tendernpef |
sought near the metaphysis of a long bon
mistakes in diagnosiz can usually be avoide
TREATMENT : )

The advent of Pencillin as a potent s
temie antibiotic was seized upon by tf -
eatire surgicel world, As the “be all @
end all” of the treatment of osteomycli
Florez (1943) reporting the results of tr
ment in his firss 15 cases of serious infect
treated by systemic pencillin 5% of whig
were cases of Acule Osteomyelitin saf
“with adegoate a dose of Pencillin Ogtel
myelitis could be contrelled without surg
interference,” Agerholm and Trueta (19
reporting on 30 cases bad a 100% cure raf-
Trueta however admilted that in cases wl
abscesses on admisslon, surgery was neod
sary.




dyiAntibioties and surgery are both cequired
¢ in practically all cases.

L] of Munsgement
(1) On admission 1he disgnosia is cotirely
nicali= X'rdys ate done (o confinm Osteo-
itis, or exclude other bone diseases,
ood culture, W.B.CyD.C. ESH. are
lly of 'no value und may mislead the
nexperienced,

JJ"»\m intic Therapy: We still use
Emcllilnfn spite of the Resistant Staphy-
occus aurcus.  This is changed 48 (0 72
hours later when culture and  Antibiotic
\ivily reports are available,

General condilion of the patient may
quire atiention. Ansemia, dehydration
require transfusion.

geMetaphysen] decompression should be
ied oul as soon as is practicable. There
othing to gain and everything 1o lose
by waiting.

JAn soalogy beiween acute metaphysitis
nd acule appendicilis is not out of plice
Ll very apl. The tragic complicaiions
bolh diseases are due (o *perforation’.
_ncll as accepled treatment of acute
icitis is surgery before perforation,
lnlllu best treatment of acute metaphy-
! dewmprualm before rupture inte
8 Iubpcrmaua[ space. A subperiosteal
cess should be considered analogus to
tonitis and be must regarded as failure 1o
Lute early treatment,

eta (1946, 1954) advoeated waiting
Hor twenty four hours before surgery is con-
dered in ncute cases, There are scrious
gtions to this line of treatment.

fler twenty four hours of antibiotic
Iment, it might oot beso *straight for-
to make a decision for or against
tion, The average (really over 90%)
of: osteomyelitis presenting in this
niry on admission have passed the slage

in which resolution with only antibibiotics
is likely and valuable time is lost.

On the other hand the advanlages of
immediate operation are many :

It is based on o sound pathological fact
thal the lesian is localised to the metaphysis
in the early stages. This is decompressed
before it has a chance to spread, It pre-
vents or minimises the (hrombosis in the
venous sinuses and outrient artery,  This
instantly relieves the pre-operative excrociat-
ing pain. The refiel of pain is very constant,

It affords an early opportunily of obiain-
ing a sample of pus before the patient has
received any appreciable amount of anti-
biotics,

I one follows the policy of immediate
operation in every case of osteomyelitis,
negative explorations are bound to occur,
But this does no harm.  In our experience
there has been no case of negative explora-
tions, as patients hardly come (o us at an
carly stage.

Guttering of the booe is preferred by
some to drilling the bone when the condi-
tien is more &dvanced than that of a very
catly metaphysitis,

Al times, inframuscular sbscesses cause n
periosteal reaction and present as cases of
caleomyelitis.  'We have had four of these,
in which one showed definite  peri-
osteal reaction, At operation  drilling
showed no pus. These wounds heal and
present no further problem.

Post-operative Management :—How long
should antibiotics be given7, We usually
give antibjotics for two wecks, if all goes
well with the wound and the patient in
general.  In lower limbs post. operative non-
weight bearingis also imporiant particularly
when the X-ray shows patchy destruction
of the bones without much newbone Tor-
mation, In these cases once (ho wound is
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healed, the limb is immobiliscd in o plaster
cast as long as i3 necessary.
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ERE are many circamstances in which
patient may rejuire the use of a

eatment of emergencies such as clec-
ghock, drowning or poisoning e.g. with
turates, salicylales or for far longer
s a3 in the treatment of poliomyelitis,
anius, Diptheria, Acute Tnfeclive Poly-
8, Crush Injurics of the chest ("Stove-
st) and in head injuries. Respirators
la0 used in anacsthesia for controlled
lation of the lungs and in the treatment
post-operative respiratory insufficiency
ny cause resulling from surgery or
thesia.

ould be realised by those who are
igned the task of managing these paticots

/they are dealing with ill human beings
have a poor cardio-respiratory reserve
Tunction and that they are easy victims
nfection, Their lives depend on const-
ical supervision and devoted care,

STERILITY

patient should be nursed in a clean
and all sterile precautions taken.
,should be worn by all who enter the
' The person attending on the patient
should scrub and wear sterile gloves
ully when attending to the tracheosto-
ound and during the aspiration of
¢ilons from the airway.

'THE TRACHEOSTOMY

i) pﬁl&cnlia to be kepton a respirator
length of time, o tracheostomy hau
e for three reasons viz.

By
B, W. RASIAH M.B.B.S, (Cey) F.F. A. R. C. 5, (Eng.} D, A, (Lom.}
Anaesthetist, General Hospital, Jaffna,

{1) 1tis easy to suck the airways free of
zecretions,  If secretions are  allowed 10
collcot in the nirways, these may get inspis-
sated and form a nidus for infection,  Also,
these secretiony may block the airway wnd
prevent adequate inflavion of the lungs.

() Ttis easy to give these patients inter-
millent positive pressure respiration (IPPR)
without inflating the stomach,

(3) The tracheostomy tubes used in this
sort of work are provided with inflatable cuffs
which when blown up, fit the tracheal wall
snugly snd prevent the entry of saliva,
mucus, blood and vomit into the respira-
tory passages,

The tracheostomy wound should be co-
vered with dressings soaked in an antiseptic
solution such as Chlorhexidine 1% solution,
This has beeo [ound to be very effective in
the prevention of wound infection in many
centres, Swabs from the wound should be
taken as often as possible and sent for cul-
ture and antibiotic sensitivity. One should
not handle the tracheostomy wound unnecss-
sarily eapecially with bare unclean hands,

The tracheostomy lube should be changed
every three or four days, depending upon the
amount of crusting and obstruction that is
encountered.

The cull of the trachecstomy tube should
be defiated every three or four hours for
whout five minutes at a times, This is pre-
ferably done during one of the suction pro-
cedures, The pharynx should be cleared
befere the cuff is released. Secretions can
collect between the glotiis and the tracheos-
tomy {ube cull, It is therefore very impori-
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ant to release the cufl and apply suclion at
the same time during this procedure.

HUMIDIFICATION

Mormally, the air we breathe is warmed
and moistened inits passage through the nose
and nasopharynx, This capacity to warm
and mofsten the air is losk once the patient
has & tracheostomy. This will resolt in
drying and crusting of secretions as mention-
ed earlier, Therefore, the air being pumped
into the patients lungs must be warmed and
moistened by passing the sir through a
humidifiee. There are several types of humi-
dificrs available. The best ones have a
thermostat which 'controls the temperature
automatically, The temperature of the ios-
pired air is usually kept betweea 30°C and
40°C, The required temperature of the
waler can be set on the humidifier, It is
important to see that the hose leading to
and from the humidifier ia not loose in
order to avoid loss of inspired volume, due
to leaks in the circuit,

CONNECTION TO THE RESPIRATOR

There are o large number of tespirators
inusein Intensive Care Units all over the
world, They vary widely in cost and com-
plexity and also in case of maintenance and
repair.  Examples are the Radcliffe series,
Baraet, Beaver, Cyclator, Engstrom, Dlease
Pulmoflator, The Drager Polivmat, Smith-

-Clarke, Bird eteo,

Every hospital worthy of its nome should
be equipped with lwo or three of these res-
pirators particularly because of the number
of conditions which may require its use
especinlly as an emergency, eg. Oae res-
pirator could be kept in the oul-patient
department, another in the operating theatre
and & third in & Thoracic Unit. Al three
should be frecly available to any ward in
the hospital whenever it is required.

The doetor and nurse looking afler the
patient should be thoroughly familiar with

il

the respirntor used in their place of warky
Indzed it is important for all doctors and

nurses to know this il adequate measures
are to be taken in the treatmoant of thess
diseages, The writer’s experience is that!
this knowledge is sadly lacking and ttempts
to get people interesied in this aspact o

nursing care have brea warewarding so far,

The nurse must be familiar with the work-
ing of the respirator because she is ths par-
san who will be in continuaus attendancs
on the patieat. This applizs to the House-
man too begause he will besummoned by 8
the nurse when things appear to be poing
wroog. |

Before the respirator is ready for use it
should be carefully checked for leaks in the @
cireuit and for any electrical faults, Oonef§)
should see that the monually operated part
of the respirator is functioning and ready in
order to be prepared for a power failure. If
the machioe ia driven by compressed air,
then spare cylinders should be kept ready B
Tor use.

After the patiznt is connected up to the §
respirator, it is important to see that the £
respirator is shifted to the opposite side of
the patient every twelve hours or so in order
to avoid prolonged pressure on one part of
the tracheal mucosa all the time, During'a £
suction procedure, an ussistant can emoty §5
the water traps of the respirator and also
check and replenish the water in the humi-
difier.

Oace the patieot iz connected to the respi- §
rator one should auscultate the chest and §5
check that the air being pumped in is enter- 4
ing both lungs equally and evanly and that §
the airways are always free of secretions.

MEASUREMENTS
(1) Tidal Volume

The volume per inflation should be
about 400ml to 500ml in the average |




adult and proportionately kss in the
children and infants,

(1) Minute Volume
This is the volume of air being pump-

ed in per minute. This is about 10 to
12 litres per minute in adults,

i

;- Both these values can be measuied
1,00 the volumeter provided on the res-
pirator (wsually a Wright or Drager
| respirometer)

These volumes should be measured at
lat intervals and if there is a progressive
[Iin the volumes s0 measurcd, there moy
A leak in the circuit or there may be
ralory obstruclion, eq.  seerelions,
er-inflaled (rachy tube cufl, trachy tube
bronghus. This should be attended to al
once, |

he volumes of the air required to ade-
ely ventilate each patient is given on a
called the Radford MNormogram relat-
og Age, sex, weight, bady temperature lo
latory requirements. In aclual practice
wever it has been shown that the values
en by the normogeam are less than 509
100% of the volumes actually needed by
patients.

"’l'lhe pressure of inflation

'In some machines like the Radelife res-
r, the pressure of inflation can be set
ingaset of weights up and down
rm connecied to the inflating bellows,
¢ pressuro indicated on the manomerer
‘the machine in the pressure ab the mowih
séntimetres of water. The pressure in
airways and in the alveoll lower down is

¥ e TR Bt AN L ST o

is found that the minute and the tid !
mes: show = progressive fall over a
0 peried, do not increase the infation
without checking for airway:

Always clear out the airway ol secretions
check the cull of the tracheostomy tuhe

and also its position, Usually, it is found
that with tracheal toilet alone the reapiratory
volumes revert to normal and no increase
in pressure is required. This wny of check-
ing applies to all respirators although indi-
vidual variations in operation and adjust-
ment may be encountered, It is therefore
impertant to koow how a particular respira-
tar in o respiratory unit is worked.

MOMNITORING OF PARAMETERS

When a patient [s ona respirator it is
important not only to see that the patieat is
being ventilated properly but also that all
physiological values are as normal or near
normal as possible,

(1) The general condition of the patient
should be continuously walclied 6g s he
i semi- inus or tose? Is
there any evidenes of dehydralion? Check
blood pressure, pulse rate and volume, colour
of the mucous membranes. Anacmia?
Cyanosis? In some centres the EC.G.is
continuously monitored by an oscilloscope
asis the E.E.G.

(2) The tidal volume and the Mioute
Volume.

(3) The pH of the blood, the arterial p0,
the p=0, and the standard bicarbonate of
the blood should be measured regularly.
The aim i3 to keep the arterinl p 20, at 40
mm Hg. It is sonetimes mistakenly thoughe
that if the arterial pC0, is kepy at 50 mm Hg,
then oll is well. But there are olber
factors such as metabolic acidosis {e.g
due o anoxia, diabetes mellitus, renal
Fiilure which are not allowed for in this
concepl,  Even il the pCO, is at or near
A0mmHg, the pH and the standard bicar-
bonate value may not be normal. The
respiratory volumes required to keep the
pCO, notmal in one patienl may not bs the
same a3 thot required in apather patient
because one lhas to compensate for any

bolicacidosis by an i d ventilatory
volume (i.e. create s compensatory res-
piratory alkalosis) and if this measure
is still inndequate, actively give drogs like
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Sodium bicarbonate ly or trishydroxymethyl
amino metheane (THAM) to overcome the
metabolic scidosls, This is why it is im-
portant o messure the pH and the stand-
ard biearbonate of the blood a8 well as
the pCOQ, of the blood.

However, it his been found that a resson-
able cverafl index of respivatory inadequacy
is 1he standard bicarbonate value of the
blood, If this isover the range of 24 fa
3Im, eq/100 ml, then there is a tendency to
alkalosis and the reverse means a femdency
to acidesis due presumably to overventla-
tion and underventilation respectively, ather
oauses of alkalosis and ¢cidosis being pre-
viously corected.

FEEDING

Intravenous drips must be avoided but
this may not always be possible e.g. paticnis
with traumatic injurics may require drips.
Generally, an intragasiric tube passed
pasally is usually adequate. Saline, dilute
milk, Casilan, Whole milk may be given in
that order prior to moving on to a oormal
diet

BLADDER CARE

This depends upon the type of cosc one is
treating. 1f the patient is passing urine
normally, it is best not to interfere witha
catheter. In other cases whers there isa
loss of bladder control, catheterisation may
be essentinl. The urine output should be
charted and a fluid chart maintained.

Skin Care

This is very imporlant. The patient
should be nursed on each side for two to
three bours apd then prome for apother
three houts, The Jimiting factar in this case
will be the poor circulatory state of the
paticnt,

L

The Envieon neatal Temperatvre

This should be around 70°F for reason-
able comfort in this country,

Conclusion

The foregoing is a general accouns of the
management of a patient on a respirator in
any disease or condition which requires
such treatment. Tn detail however there
are varigtions with each disease and also
varying practice in different Intensive care
units, What is common to all units is
the following of a set plan of reatmant and
unremitting devoted medicsl and nursing
care.
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’_11HE discovery of blood groups have had
£ their impact on medicine in various ways,
“Blood transfusion is practised on a large
scale, They have important medico-legal
pplications. (Fernando 1938). Blood groups
" are proving to be of great valug in anthro-
i pological studies, in the evaluation of rela-
= lionship between races and their migrations,
& (Mourant 1954, Weiner 1946).  Study of in-
I beritance of blood groups have contributed

N e R

2 ABO BLOOD GROUPS AND DIABETES MELLITUS

an anolysis of 300 Tamil diabetic patients

By

A, E. A, JOSEPH M, B, B, 5, (Cey.)
M. O, Blaod Bank, General Hospital, Joffna

relationship between group A and dinbetes
mellitus has been demonstrated. No other
reports of studies in this field in Ceylon are
available for comparison.

Source of materinl

The entire material was obtained from
diabetic patients being treated at the Govern-
ment General Hospital, Jaffoa, Al patients
studied were Tamils, These paticnts were

n large extent in the unde: ling of
human genetics.  During recent years it has
been realised that blood groups which were
gidered harmless variations and litle
fiected by sclection are in fuct closely
ssociated with considerable differences in
plibilities.

nce the attempt of Alexander (1921) to
tablish an ssscciation belween blocd
oups end diseases, numsrous studies have
n made in this field, Io this article o

gunosed as dial atone of the two medi-
cal elinics run at the above mentioned insti-
tution and were either continuing treatment
ut one of these clinics or had been referred
for routine therapy lo the diabetic clinio.
The control group for the study was obtain-
ed from the analysis of blood groups of
9000 Tamil patients and blood donors at
the same institution. These results have
been published in this Journal in August
1966, Yol—VI part IL

Table 1. Distribution of blood groups in the diabetic patients,

A B AD (o] Total

43 6l ] 62 171

34 36 3 36 129

17 97 8 118 300
Fercenlsge
Distribution 25.67 N3 2.67 30.33

Table 11. Perceninge distribution of the ABO groups in the
diseased and control populations,
olal No. examined AY BY ABY, ay
sed Contrel  Diseased Control Diseased Control  Dis, Con. Dis.  Con.
2567 20,56 2.3 EJ ) | 267 536 39,33 42077
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Ascould be seen from table 11 there is
an excess of Group A in the diseased popu-
fation, Application of the X {chi squared)
teat of significance to these figurés shows
that there is a significant difference in the
distribution of the blood groups in the two
groups.X? for 3 degrees of frecdom is 8,766
which is significant at the 4% level, Com=
paring Ahe relative proporticns of group A
and the rest taken together X* for one de-
pree of freedom i 4.7265, which is again
significant at the 5% level. Comparing
group O and group A, X* for one degree of
freedom is 4.063 which is also significant av
the 5% level.

Henee it would seem that (here is a signi-
ficant eacess of group A among the diaketic
patients.  This finding corresponds to the
findings of McConuell, Pyke ond Roberts
(1956), In the present study sub-divisions
into age aod sex groups have oot been
sttermpted due to the comparatively small
numbers, 10 is intended to do a more de-
tail study when a larger serics bas been
gathered and the resulls would be published
in this jowrnal in due course,

Historical account and comments

The first paper that wae published on this
subject of blood groups and diseases was by
Al der (1921} whe luded that there
was @ higher ptroentage of group B and AB
among patieots sulleriog from various Lypes
of carcinoma. Buchanan and Higley (1421)
conclude that there was no  association
beiween blood groups and diseases, They
based their conclusions on ke sludy of
2446 patients who wete classified into |7
disease groups. 1l was subsequently shown
that they had not correctly interpreted (heip
figures, and from those same figures it was
shown that 3 of the discase groups consider-
ed pamely chronje ulcers {almest all Peptic),
jaundice and pernicious unaemin showed o
distlnet  asscciation with blood  groups,
(Roberts 1957)

4

Further investigations of blood groupd
and discases appear to have bren on the
lines of discovering a possible change o
blood proups due to disease.

The nexl significant positive finding wa
that of Ugelli {1936) who cstablished the
association helween group O and peptis
uleer.

Though sporadic investigalions were bes
ing carried oul in this field the grealest con.
tribution was in 1953 by Aird Bental] and
Froser Roberts, They investigated the blood
groups of 2854 patients sulfering from car.
cinoma of the stomach and found that there
was & signilicant excess of group A and o
deficiency of group O.

Further these authors along with Woolf]
(|954] Anblic] 1 siutisli 1 pr d rﬂ
the unalysis of figures in this lield of investid
gations. Dueto the small sumbers the
were available at ecach centre it becamel
pecessary to combine data from different
centres and from diflerent countries. Simple
addilion of [requencies would not yield
correet combined estimate or lead o valid
tests of significance. Henee it became neces.
sary to weigh the dilferences in blood groug

id the di d and the
control series tking into account the diffar.
ences in the incidence of bluod groups ig
the normal population for the different areas,

Aird, Bentall, Mehigan and  Fraser
Roberts (1954) showed a statistically signifie
canl associalion  butween  group O and
peplic uleer. 1n that serics 1015 patients
with gastric aod duodenal ulcers were exams)
ined but there was no significant differencel
between the two types of ulcers,

Subsequently witha larger series it hag
been shown that the sssocialion between
group O and duodenal ulcer is closer than
between group O'and pastric ulcer, (Roberts
1957}

Stimulated by these positive findings
investigetions were being carried out om



b bese and other dissases, No wvarintions

. were obtpined in the series for carcinoma of
* fhe breast, bronchus, colon, and rectum
~from e controls, Couflictiog findings
wpin also reported, Wallace (1954) in Seot-
~ land, Billington (1936) in Australia found
. gn signlficant excess of group A in carcing-
. ma of the stomach. These samp investigat-

Group A women being moro feritle than
women in group O between the ages 25 and
35 and group O women being more fertile
before and after this period, This fndiog
too bas been contrndicted on various grounds
(Edwards 1957),

Faollowing the discovery of association of
patticular blood groups with certain diseases

+ g, found no significapt differences b
Cpopprols and patients  with gastric uleer,
“H weqer there are larger number of work-
s who have agreed with the findings of
Aird et al than those who have reported
* coniradictory fndings.

“Most of the reports on gastric ulcer nnd
el of the were

mlnad by Fraser Roberts with the malhe-
mtica] technique of Woolf of combining
il la from different areas and be showed n
flcant excess of group O in peptic ulcer
yonp A In carcinoma of (ke stomach
. rjh the over all analysis,

& Anumber of other diseases too have been
& stodied. Patients suffering from pernicious
fn min show an unduly high porcentage of
‘Hnnp ‘Al

" Bronchopneumonia studied by Struthers
(1957) showed significant reduction in
oup O and an increase in the groups A,
and AB, These findings have been con-
rudicted by others.

L0 Speedby (1959), Stewart and Krut (1962)
haye found o duficiency of group O in
tiznts, with coronary heart disease.

© Other diseases like piluitary adenoma,
tal circhosis, rheumatic fever, toxaemia
of pregoancy and hypertension have been
studied but contradictory findings have been
reported.
Besjdes disenses fertility, sox ratio, age of
se4. of menarche and other conditions
have been studied, Kirk, Kirk and Sten-
: ?Pule (1953) in their series claimed to have
own a highly significant trend ig fertility,

4

it became obvi that there were certain

d or disad hed to the
possession of certain gcnts for the respective
blood groups, Hence blood groups may
be said to have selective value.

From the classical work of Bernstein,
Fisher and others it waa clear that there
wig 8 poalymorphism as far os the blood
proups were concerned amd amply displayed
by the ARD system of blood groups. (Poly-
moerphism just means that normal human
chromosomes contain one or the other of a
pair of alleles, neither being rare or may
contein one or the other ol a series of myl-
tiple alleles of which all or somre have
appreciable l'nqucnc:es-([{uhcrls 1963),
Most p ions have apg
of 1he gems A, B and O wilh rare exceptions
like the uhsenc: of geae B in the Snu!h
American aborigi This poly
that has cxisted for centuries ne::aannly
implies a balanced polymorphism and conld
exiat beoause of its adventage Lo the species,
It must depend on the dynamic interplay of
seleetive forces and it is no mere accidental
concentration of genes of ncutral or of
#lmost neutral selective value (Roberts 1963),

The distinet susceptibilities of certain
blood groups to particular dlscuseu bence
would ibute to this bal
phism.

A number of explanations for Lhe associas
tion of blood groups with diseascs have
zen pub forward.

Anli-bodics of the blood group system
bave heen implicated but this does not hold
much grounds when it is realised thas the
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nnti-bodies present in grotips A and B are
both present in group O and henee it is
very unlikely thet they have diiferential
actlons in the individuols with different
blood groups,

H substance found in individuals with
group O has been incriminated in the
mechanism of cavsation of peptic ulceration.

‘This substance is found in a large measure
in the intestinal secretions of the secretor
group of individuals, However the H subs-
tance is also found in smaller quantities in
individuals of other blood growps and no
definite evidence is available to show that
the H substance which is a mucho poly.
saccharide plays a vole in the production of
peplic ulcer,

Similarly the group specific substance A
and B may be incriminated in ecither the
direch production of the disease or may
‘afford & protective action against any parti-
cular disease. This again appears rather
valikely for in the case of association of
group A with carcinoma of the stomach
vmw:d w1th the know]odga of chemical

hence be interesting to wbserve whethef
there is a higher frequency of group I assoy
ciated with disease in the Eastern races of
whether the Western pattern  prevails,
have pot been able to obtain any series
done in the Afro-Asian people, most of
this type of work having becn done in the
Western countries.  Koch (1957) stated thag
studies were being undertaken in Ceylon)
but the Author learns that these studie
were not completed for any relinble concl
sions to be made. In the nuthor’s presen|
series it would be observed that among th
Temils despite the fact that Group B ia the
predominant group there was a sigoificant
excesd in group A among the diabetics
which corresponded to fiadings of McCon:
nell Pyke and Roberts ina series done
Liverpool. This observation would thus
favour tho hypothesis of additional eifects
of major genes sccounting for the associa-
tion of certain blood groups with particular
diseases.

Summary

The frequency of ABOD blood groups
among 300 Tamil patients suffering from
liak mellitus has been studied and com.

could
hardly be blamed for the causation of cat-
cinoma,

It has also been postulated that major
genes may also produce additional effects,
+ though gereticists have usually conceived of
genes as having a single specific effect. Tow-
ever with the accumulation of knowledge in
the field of genetics this viewpoind is gain-
ing grounds,

The pattern of distribution of blood
groups in western Furope and Britain in
general approximately s group O 45%,
group A is 42%, group B 9%, and group AB
3%, (Koch 1957). Afro-Asians differ in
that group B shows a higher incidence.
‘Tamils follow the pattern in the Afro-Asian
countries (Hills 37, Seneviratne 41, Koch
53, Fernando 58, Joseph 66). It would

26

parisons made with control series.

A significant excess of group A iy
observed among the diabetics. In spite of]
the excess of group B in the control popula-
tion the discased group showing an excess
of group A, which corresponds to the dis.
ease pattern in the Western countries where
group A is the predominant proup, would
indicate that perhaps the association of
hlannd graups with discases is due to sn
i of the lar major
gene responsible for the blood group.
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CORNEAL GRAFTING

A CASE REPORT
by
P, SIVARAJAIL, M.B.B.S, (Cey,) D.O.,
{Eye Surgesn)
General Hospltal, Jaffna.

ATIBNT 5. S, 3 years of npe of
of Urulhrapurarn. a father of nine

child of def vision
alTecting both eyea His story was the sad
one so often heard in our clinics, Nine

yenrs ago he was struck in oneeye bya
paddy stolk, He received native treatment
for this eye injury, The result was thay he
was left with a blind eye with a whiteness
of the black of the eye |leucoma). Six years
later be losk the sight of the other eye after
o similar course of events. Onoe again he
waa: lefic with' the same type of corneal
opacity. He never sought eye treatment at
any State Hospital,

On 9-1-67 this man was admitted to the
Bye ward for the treatment of these bilateral
corneal opocities. He was blind and
miserable and had o be led about by
fomeonc.

On examination his vision was found to
be very poor.  Yision Right eyesscounting
fingers 1 2 1o, Vision Left eye=connting
fingers at | foot. He did nod have nystag-
mus or strabismus, The cornea was scarred
to the same extent on both sides. The
right corneal opacity was slightly vascula-
rised. There were three or four superficial
blood vessels running into the opacity from
the periphery, There were no desp blood
yepsels.  The iris and the pupil were visible
hazily under powerful light and with the
use of the corneal microscope. The anterior
chambers were of normal depth. The iria
wag not adherent to the back of the cornea.
The thickness of the cornea was diffioult
to assess, The state of the lens and oven

W

less 8o, the state of the vitreons could no
be reliobly guaged. Projection was good ing
boih eyes and is was concluded that ths
retinge of the two eyes were functioning]
well and that sight could be restored if g
successful corneal grafting operation’ verd
done. It was decided to gralt one eye, the
right eye.
Other Investigations:
The blood pressure was [30/80,
The WBC & DC was 7,600/ cmm.
Paoly morphs -
Lymphocyles .
Eosinophils —_
Urine report — Sugar, nil,
Albumin, nil,

Deposits, few opithelial
cells,
Conjupctival smear—MNo  pathogens  were

igolate:

The patient was judged clinically to bo of

normal health apart from his  wvisual
disability.

On 15-1-67 a non-peneteating (lamellar)
corneal grafling was done on the right eye,
The technique used is described below,

TECHNIGUE OF OPERATION
FPremedication,
Phenobarbitone gr. 2 was given at 7 A, M,
Pethidine 75 mg [M and, Largactil 25 mg

IM were given at 7-10 A. M, (Chlorpro-
mazine.)

Anaesthesin,
Local. (a) Coeaine hydrochloride 43, surface.
(b) Xylocaine 2%, 2.5 ml Facial
akinesia,




(¢} Xylocaine 2%, 1.25 ml Retio-
oculir.
(d) Xylocaine % lid infiliration.

auspected that the patient had developed dn
iritis, Atropine 1% in oil was insiifled, The
|n||rnt was also put on oral stegoid therapy
10 mg twice dailyl. On the

The aye wng by the

of sulures through the four reclus rnun.h.s
The two matiress overlay sulures crossing
¢ach other at right angles were then applicd.
The eye was then closed and the culting of
\lié grafs from the donor eye was starled,
The method used for cuiting the praft was
that jnvented by Garber. All that is re-
quired for cutting a lamellar graft is a sharp
razor blade and two sirips  of  stlf
sterile carboard, Special care was taken 1o
recain the haif of the disc cut from the donor
eotmen, bearing the epithelium, The cor-
neal dise was cut (punched out) using o 7 mm
Franchesehetti trephine. The next step wos
(o cut out a similar dise from the cornea of
(he patient’s right eye (the graft bed in the
recepiént eye). This was done by trephining
wilh the same trephine used oo the donor
cornea, to a depth of 0.5 mm, The dise
waos then cleanly split off from the patient’s
eye using & medium sized Desmarse's knife,
After the dise of diseased cornea was re-
moved, it was seen that a few scattered dots
of deep opacities were leit in the deeper
layers, . However a large part of the pupil-
lary zone was clear. The split danor dise
of cornea was then placed on the recepient’s
grafy bed, care being taken lo place the
graft with the epithelium on the outsids,
he gutures which had been drawn aside to

tmit trephining were now gently drawn
L the graft and tied, Locking sulures
placed at the intersections, The eye
dressed with chloramphenico | ointment
h.eyes were padded.

ng of Penicillin, 500,000 wnils
o day for & days. Sulphadimidine
theee times a day. Pethidine 75
‘Jni3h| of the operation day.

On l'he third pusl operative day, it wus
noted that the pupll was small and, it was

nh day the pupil was still uidilited. On
the 5th day the pupil was still dpdilaied' an
it wus thought to be the resdlt of adhr.‘lw 3
of the pupil to the |cn! {posterior sy iae),
On the 6th day the pupul had not_dilated,
The geaft was in its place but as the sutufes
and fibrin around the sulures weré preved-
ting a clear view of the itis and puplf fl wig
decided to remove the sutires, O thid Tth
day the sutures were removed though it wai
too early to do so,  After removal of lhe
sutiges it was seen that the pupil wis irreg-
ular and semidilated. On examination Jvil‘h'
4 loupe it was seen that the adhesmrlh wete
old ones probably formed d'urmg the time
of his eye injury, and treatment. T]lﬂe
were no signs of an active lesion 0 the
Lhere were d [ew corneal' opadities presedt.
Local sterold therapy was  donlmenced.
Prednisolone was reduced to 5 mg tds, OH'
the 8th day atropin was discontinued, Off
the 13th day the corncal opacities had be-
come smaller and slightly less dense.

On the 17th day Vision in Ihe op:rnlmt
eye was /24 with—2D spherical md—llf.‘l
cylindrical at 130 deg. Oa the 3rd’ day m:-
croscopic examination did not reveal any.
vascularisation of the graft, The pupil was
clear of exadates, The sight in the right
eye was 6 part (Tamil Test Type) with
the same glass as the one wied carlier. The
patient was able 1o read N5 (near vision)
without a glass. The patient insisted on
going home to see his [amily after threo
vears of sightlessness. 1n fact the last child
hiad died sooo alter birth during this period
and the patient had never seen the child,

The unsided sight in the operated eye
(right eye) at the time of discherge from
hospital was 6/24 distance vision and N3,
(norimal) near vision. The patient promised
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he would be back for further observation
an this eye and for surgery on the left eye.

COMMENTS

The commoncst eye operation done in
Ceylon is eataract extraclion in one form
or other, The same cannot be said of cor-
neal grafting or keratoplasty. Twe factors

have made this operation a comparalive

rarity, One drawback has been the diffi-
culty of obtaining suitable donor material,
meaning fresh humao eyes or preserved
corpae, The other has been paradoxically
enough the non-availability of cascs suita-

_ ble for corneal grafting. 1o short we have
“an abundance of complicated cases of cor-

neal opacities which have gone even beyond
the reach of corneal grafting, 1 will there-
fore be evident that we must aim at the
proper treatment and prevention of corneal
disenses before we can even think about
corneal grafting. The gquack treatment of
disease of the eye is an eoormous calamity
in this country. A full discussion of these
problems is beyond the scope of this arti-
cle.

1t ia the comparative rarity of this opera-
tion and the excellent vismal results ob-
tajned that have prompted me to report this
case, which is the second of a similar opera-
tions (three operations) done by me recently
in Jaffna, The eye used on this patient
“""‘.3 donated by the Gampaha Eye Dona-
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tion Sociely, The eye was that of a liule
girl 1% years of age. She died of gastro-

isti 1 inpg K hiol Enu-
cleation was done within one hour of death
on 13-1-67 at 7 p.m.  The eye was received
by me oo the 11th night at 9-30 p.m., ot the
roilway station. On the 15th mornjog the
eye was used at about 8 a.m. The cornes
was used for grafling 38 hours after the
death of the child.

Mode of Preservation and Transport

The cornea was sent in sterile liquid para-
fin im & small glass jar with a wide mouth
and well ftting glass stopper. The plass
jar was placed in a large ice flask surround-
ed by polytheno bags containing ice cubes,
The flask was sent by the express train—the
Yarl-devi. On opning the flask on 15-1-67
the eye was seen to be well preserved and
the cornea was found to be slightly cloudy,

Thenks are doe to the parents of the little
child who died an untimely death but give
a fresh lease of life to a poor man and his
large family. 1 must also thank the secre-
tary of the Gampaha Eye Donation Society,
Mr. Siriwardene for sending us the eye for
grafting. 1musé also thank the theatre
staff and ward nurse for the valuable help
given to make the operation a success. Ib
was something new to them but they were
eager Lo learn and belp.



MANAGEMENT OF A PATIENT IN
“IRREVERSIBLE" SHOCK

REPORT

By

D. 1. de S, EKANAYAKE, F.E.A,R.C.S, (ing.)

Anaesthetist,
General Hospital, Kurunegala,

CASE

ATIENT K. B, B. 9367VOR age 32 years
was admitted to ward 13R of the
General Hospital Kurunegale on 3-3-67.
The adm:ltm; om:m noles reid ' Severs
preg Ewelling
of the body. Frcsnnncy six”. On admis-
sion her Blood Pressure was 100,70 mm Hy.
Hb 25%.

~ Between admission and 17-3-67, the date
of delivery, shie was treated to a Hb % of 55,
The birth of a baby weighing 7 pounds was
uneventful, The plicenta  was upelled
lly, The g looked i
on exemination. She had puslparluru
haemorrhage. A blood transfusion was
given at 4-30 a, m. There Was no response

she was covered with sweal, very restless,
confused and dysponeic.  Morpline 8
milligrammes and promethezioe 13 mg. were
given intravenously, This made no differ-
enee to the elinical condition, she remained

restless, blood pressure not recordable,
covered with sweat, limbs cold and
cyanosed,

As ghe was still very restless at 10-45 a, m.
she was given Morphine 10 mpm intravenous-
Iy, This made no improvement to the clinical
condition, Around 11 a.m. ler condition
deteriorated, she was semiconscious and
confused, had an ashen countenence and
was very dyspooeic. The radial pulse was not
palpxhle, bland pre!sllm could not be
I and

0] An

was decided oo, The operation comment:ed nt
Sa.m. on 28:-3-67. A subtotal byslerec-
tomy was done, A piece of placental tissuz
was adherent to the wall of the ulerus, Two
piats of blood were transfused during the
operation, At the end of the operation, she
was conscious and rational and all reflexes
bad returned, She had a tachycardia and a
very low Blood Presaura st the end, No

YEry culd Oedema of lbe wlmlu hody was
observed  Intravenous therapy looked use.
less at this stage. She had progressed
gradually to an irreversible stage of shock.

Al 12-30 p.m, Promazine 20 mgm diluted
in distilled water was given intravenously
until the extremeties were flushed and warm
to the palpating hands and the flow indicated
hy the pulse monitor increased. About ten

record of the i con-
dition was made. She lms removed to the
recovery bay of the operating theatre at
6-30a, m, Belween 6-30 a.m. and §-30a.m.
she reccived two pints of cold blood rapidly,
one pint of Macrodex and two pints of 5%
Dextrose, to restore her blood volume.

after P ine she was quict.
Her breathing was less laboured and she
looked comfortable.

At 2-30 p m., she was guiet, looked comfor-
table, respirations regular and easy and extre-
meties were warm. Mo cyanosis, no sweal-
mg Oscﬂ[nﬂons of the pulse monitor were

At 8-30 a. m. her blood p was un-
recordable, pulse rapid and of low volume.

v, blaod flow

iph lic blood p

in the periphery, Sy

it



Wwas 95 mm E“ Pylso way 120 per minute,
regulne and !ia lume “had lmprow:d

a fpll in the peripheral blood flow. There-
after, mplral.lnns were regular, no cyanosis,
no ies were warm and

Promazine 15 mgm wai'given i
slowly at 2-45 p.m.

At 4-20 p.m. the patient was quiet with a
systolic blood pressure of #§ mm Hg. Pro.
muzine 10 mgm was ‘given slowly intra-
venously because the pulse monlil.or slmv‘voq

the pulse mcnnnr showed satisfactory blood
flow. Pulse was 125 per mioute volume and
full. The patient was fully conscious and
rationnl nnd comfortable at this siage. She
wus despatched to the ward with the follow-
ing instroctions :

(i) 1 pint of 3% Dexirose to be lollowed by i pint normal saline very slowly intra-
vénous for the vext twelve hours.
i} Record and chatt, respiratory rate, pulse, systclic blood pressure every ball hour.
Il o  Coj 5 i ion via pasal catheter continuous,
| i [iv] P;_m:p}c 10 mgm LV. slowly ot 7 pam.
The m}nrd read as follows :
590 pm. systolic blood pressure 90 mm Hg. pulse 128 p.m, respication 28 p.m,
& 00 p.m. systolic blood pressure 90 mm Hg. pulse 128 pom, respiration 28 p.m.

| 630 pam. s¥stolic blood pressure 90 mm Hg. pulse 138 p.m. respiration 28 p.m,
e Si) p.m. Blood pressure 90/10 mm Hg. pulse 140 per minute.
_ 1900 "P' Pmmazmu 10 mgm LV.
f Tﬁq Bm sysl.n Ic blt»?d prqsuuro 95 mm Hg. pulse 136 p.m. respiration 28 p.m.
| 800 io blood pressure 95 mm Hg. pulse 128 p,m, respiration 28 p.m.
| || s-w.p._m. systolic blood pressure 95 mm Hg, pulse 128 p.m. respiration I8 p.m.

| 11900 p.m. systolic blood pressure 95 mm Hg, pulse 126 p.m. respiration 24 p.m,
| ! ]0-1:0 p.m. ?romnmne 20 mgm, Morphms 12 mg n, LY. slowly.

" Batient galb_‘_!:ti&ed and 12 ounces of urine removed.

1f.1p p._n‘-{'r ic pressure 90 mm Hg. pulse 128 p.m, respiration 24 p.m.

00 p.m, systolip pressure 90 mm g, pulse 118 p.m, respiration 24 pm.
c pressure 95 mm Hg. pulge 124 p.m, resptrallnn 22 pam.

Ly
| &p |,.m- aymlnc pteuurﬂ 100 mm Hg. pulse 120 p.m. respiration 20 p.m.
| 3,00 a.m. systolic pressure 105 mm Hg, pulse 120 pm respiration 22 p.m,
It 530 a.m. systolic pressure 110 mm Hg, pulse 116 p.m, respiration 22 p.m.
J ] 29-3-67 Morning Temperaiure 94,8 degrees F.
[ #-10 A, Blood pressure 110/80 mm Hg,
|i Peristalsia present
Lungs aeraling and clear
Pusued 10 ounces of urine.
-From 29-3-67 she made an excellont recovery withont any eamplications.
The wouud healed well and she was discharged home on 16-4-67 with the baby,
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COMMENTS:

Anaomin complicating pregouncy is g
very common condilion one meets, It s
an sccepled fact that one of consequences of
sovere apacmin in pregoancy is the ease
with which citenlatory shock follows slight
trauma and heemorrhage. To severs hook-
worm i plicating ¢ '
fatal obstetric shock following normal
delivery was increased in patients with
baemoglobin concentration of 30% or less;
the degree of shock depending on the
severity of the anscmia. 'l'his palient wus

dmitted with a h

of 25. She was treated for 1h15 :ondumn
and feached a hacmoglobin percentage
55 of before delivery, Unfortunately for her,
she had post-partum haemorrhage and
underwent a major surgical operation. She
‘was transfused 5 pints of blood at various
intervals, after delivery and in the post-oper-
ative period,  As anticipated she was in o
state of peripheral circulatory shock at the
end of the operation. The causative fuclors
being (a) Ansemin and its effccts on the
heart leading to circulatory failyre, ()
hypovolaemia in anaemic cardiac failure (c)
cffects of emeegency surgery and anesthesia
on an anaemic patient, (d) rapid cold blocd
transfusion,

In the immediste post-operative period
she was treated for hypovolsemia and re-
ceived two pints of cold blood rapidly and
one pint of Macrodex, Her state of shock
did oot respond to blood volumu replace-
mept. Morphine and P ine did not

cold and fully vasoconstricted withoutl any
blood flow as shown by the absence of
oscillations of the pulse monitor (Cotel-
Keating). DBlood pressure was not record-
able, radial pulse was not palpable. This
picture was one of the “classical shook syn-
drome™ in typical cold hypotension. The
other features were cedematous hands and
feet.  She was cyanosed on oxygen.

This irreversible state was d
lime.  Asgessing the pation’s phylm]oglcal
atate, there was no doubt that she was in
motabolic acidosis arising out of prolonged

iction. Her lah d breathi
and irational beliaviour was due to the rise
in blood lactate levels,

At this stuge dilating the vascular space
was considered to be the only line of treat-
ment at the time, Mo biological measure-
ments were possible in the hospital. There
fore it was taken for granted that the patient
was in metabolic acidosis as judged by the
clinical stale,  Promazine (Sparine) was
preferred to Chlorpromazine  because of
less toxic ellects. The deug of choics
Phenoxybenzime  wes  not  available,
Fractional doses of Promazine were given
until the extremitics were warm and a good
blood flow shown on the pulse monitor
strapped ta the tip of the index finger, This
state was maintained for a few hours with-
out the addition of narcotics or fluids, Two
hours after dilating the vascular space, she
showed signs of improvemennt. She; ml
quiet, T § Wwas nob lah d,

improve her condition. Between 6-30 a.m,
and, 12-30 p, m, efforts to resuscitate her
failed,; Adrenergic amines and hydrocorti-
son  were with-held.

She gradoaily drifted to a state of irrever-
sible shock, not responding to blood volume
replaqcmunt narcolics and oxygen inhala-
Durmg the Iaue: msea she wal

and

¥ is, 10 g, and a systolic bluod
pressure of 95 mm Hg. was recorded.

From 2-30 p.m. to around 10 p.m, she
was maintained on LV, F ine given
just enough to keep her extremeties warm

when these showed signs of becoming cold,

At §-30 p.m, she was returned to the ward
and it will be seen from the record. of the

R 4

blaod p , pulse and rospiration thas
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ihe had she gradually improved. The follow-
ing morniong she had a stable blood pressure
of 110/80 mm Hg, OFf particular note was,
that in spite of a prolonged period of shock,
she had passed 22 ounces of urine in under

. 24 hours.

Oune of the reasons for 8 patient drifting

"+ into an irreversible siate is due to the pro-

longed vasocenstriction produced physio-
logically by the patient and pharmacologi-
cally by the individual treating the patient.
Vasoconsiriction in the skin and viscera is
a physiological response to blood loss and
shock. Vasoconstriction feads to anoxia of
the tissues and viscera, anacrobic meta-
bolism of the mitochondria takes place,
Blood lactate level rises and a metubolic

" acidosia results. 17 this is not corrected the

patient eventually dies.
i

" An irreversible state can be recogoiscd
when the fluids administered intravenously
do not preduce any improvewent in the
clinical: condition of the patient. At this
dtage | tho patient looks pale and ocede-
matous, a physical sign nol  seen
earlier, © The bhacmodynamics of  this
condition lie in the altercd response of the
precapillary sphineters which control the
opening and closing of the capillarics to
blood flow. The precapillary sphincters
controlling the micrecirculation apen and
&lose in response lo metebolic products
of glycolysis, and the oxygen needs of the
tssues, As metabolic acidosis increases the
precapillary arteriolar sphincter looses it
tone and does not respond to the normal
h 1 hani The sphi) at the
venule end retains ils tone. Blood and
fluids given at this stage accumulate bere,
engorge the capillaries and fluid seeps into
the exiracellular spuce depleating the blood
volume.

The rationale of dilating the vascular bed
and restoring the blood How seemp the most
bl lution in italing  such

34

patients.  Bleod flow to the tissues and
viscera are improved and maintained, The
liver and kidoeys are not deprived of
oxygen. Aerobic metabolism at the mito-
chondrial level takes place. In this patient
once adequate blood Dow was established
and maintained she was left to recover
gradually by her own physiological pro-
CEsses.

Blood pressure is not an index of blood
flow, Shock exists and persists when there
is inadequate tissue perfusion, Shock can
be attributed to (a) detericration of cardiac
Tunction, (b} inadequate blood volume and or
{c) enlargement of the vascular space.
Iiy failing to understand the haemodynamic
derangement, it is indeed very tempting to
reverse the most easly recopnised sign, the
lowered syslolic pressure with adreoergic
amines,  Allhough this results in & * lem-
porary improvemenl™, it aggravates the
few lissue parfusion and Lhe blood lactate
risgs,

The wse of hydrocorlisone is gaining
favour in be mapagement of paticots in
shock and indecd there has been clinical
evidence of improvement. The improvement
in these patients in shock may be due to
the inotropic effect on the heart, an sdreno-
Ivtic effect or a slabilization of the ccll
membrane. Hydrocortiscne has a placs in
the treatment of patients in shock who do
not show improvement to blood volume

pl The r ded dose of
hydrocortisone is 40 to 60 mgm per Kg body
weight, given intravenously, repeating one
fourth of this dose every six hours until the
desired cffect is obtained, 1t will be seen
that the limited finances of a hospital in this
country will not permil one to treat even a
single patient with hydrocortisone.

One has to consider the transfusion of cold
blood rapidly, as another possible cause of
persistant shock not responding to blood




volome  replacement,  Prolonged  vaso
consttiction  and lowered blood  pressure
may be the result of giving cold blood
rapidly. To prevent this state conlusing
the issue, warming of blood vin a very long
polythene tubing is recommended.  This
would not have conlributed very much to
this patients irreversible state of shock,

The scientific approsch in the manage-
ment of shock requires monitoring the cen-
tral venous pressure (o v p), treating the
lowered cardiac output, measuring the pH,
determining the blood lactate level and cor-
recting them with the necessary drugs, This
procedure could net be undertaken in this
hospital. The only guide to blood flow was
the pulse monitor— (Cotel Keating.)

SUMMARY:
‘The outline of the management of irrever-
sible shock is described. The traditional

approach in the nagemenh of shocked
patients,  Scientific methods  wers not
avnilable. A pulse monitor 15 a usclul
guide to the state of the peripheral circu-
lation and tissee blood flow,

ACKNOWLED GEMENTS:
I wish thank Dir. Ratpaike, Obaterician
for permission to report this case history,
1. British Journal of Anacsthesia; Sym-
posium on Trauma April 1966,
2. Anpesthesis and  Analg
Researches, Vol. No, 1 pe. 144,
Jan.—Feb, 1963,
Cold or Warmed Blood for massive
transfusion,
1. Wickramasuriyn, G.A. (1935) 1, Obster,
Gynaee, Br, Emp. 42, 217,
4, Circulation, Shock, Tronslusion and
Fluid therapy.
Year Book of Anaesthesia 1965— 1966,
5, The boundarics between Physiology,

Current

practice of using adrenergic amines and
hydrocortisone is discussed briefly. The
modern practice of vasodilation in Ireat-
ment of circulatory shock is based on the
understanding of the haemodynamic der-
angement.  The case demonstrates o simple

Irreversibility after Injury,
5. Sevitt, Lancet, 3rd Dee, 1966,
6, Old Unhuppy far off Things
A. R. Hunter, M.D, F.R.C.S.,
F.FARCS,
Annals of the B, C.5, Vol 40, Ne, 5.

3



MANAGEMENT OF A CASE OF *TOFRANIL'
(IMIPRAMINE) POISONING
CASE REPORT
oy

B. W. RASIAH, M.B.B.S, (Cey,), F.F.AR.CS. (Eng.), D.A, (Lond.}
Anaesthetist,
General Hospital, Jaffia,

Dr, (MISS) B, E. FERDINAND, M.B.B.S, (Cey.),
Hause Officer (Poediatrics)

Dr. (MISS) SYLYIA SAMULL, M.B.1.S, (Cey.)
House Officer (Paediatrics)

‘Tofranil' (Imipramine) is a drug used in
the of mental def espa.
Ccially as a substitute for eleciroconvulsive
therapy, when the latter is contraindicnted
for various reasons.

Ttis aveilable in 25 mgm tablets or as
ampoules of 2 ml containing 25 mgm far
intra muscular injection. The dose for
adulls fs 25 mgm to 50 mgm tda. Side
effects include dryness of the mouth, giddi-
ness, nausen, headache, fremor, Fatigue
swealing, skin rashes, constipation, urinary
retention, agitation and a molor disorder
which is seen in elderly patients.

This drug is frequently prescribed and
. bas an attractive colour and if lef around
the home by careless relatives it could be
taken in large amounts by children with
resultant poisoning. There is a possibility of
encountering ruch cases in the future.

The following isa report of a case af
Imipramine poisoniog in a child and its suc-
cesaful management.

Patient 5, 1% years, Male (BHT 15768/
1978) of 29-5-67) was admitted ta the Chil-
dren"s Ward with the history of haviog inges-
ted & “large number™ of pink tablets which
were being taken by another member of the
This was identified by the Out-
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door Dispensary and later by (he relatives’
clinic card as *Tofranil’,

Thers was no previous history of febrile
or afebrile convalsions or of epilepsy. The
child had been leading a perfectly healthy
life singe birth, On examination, the child
was very drowsy, interspersed by sudden
bouts of erying, rapidly followed by cramp
like spasms and breath holding, Both eyes
were rolled up during these attacks.

The BP was 120/9; Pulse rate 140min
and of small volume. The heart sounds
were normal.

The lungs were clear. There were no

other aboormalties.

A stomach wash was done and the wash-
ings were pink in colour and contained un-
digested grains of rice.

The child was thereafter kept in the ‘head
low" position. Penicillin | megaunit and
Streplomycin 0.5 Gm were given by inlra-
muscular injection in order to cover any
respiratory complication.

Soon after (he stomach wash, the convul-
sion was repeated; this time thero were
jecky clonic movements of all four limbs
and there  was opisthotonos.  Uoth  pupils
were dilated and fixed. The frequency and




duration of the convulsions vapidly increas-
ed nod the respirations became jerky and
- ghallow.

Paraldehyde 1.5 ml im was giveo aloog
. with Oxygen by a conical mask. A further
| dose of Paraldehyde 1.0 mlim was given
half an bour later followed by Sodium
- gardenal 30 mg im  after o further hall an
hour.

As the fits were still not controlled and
there were now poar respiratory ciforts with
‘secretions in the lungs, the child was re-
fecred to the Department of Annesthesia for
£+ ‘furiher lreatment,

{ The problems were * 1, To secure con-
. trol of the airway and maintain adequate
ration, especially during the convul-

1

| 2, To control the frequency and severity
¢ of the fits 3. To maintain an adequate circul-
ation and prevent circulatory failure,

The child was transferred rapidly to the
operating thealre in the *topsil’ position
(bead low, hips raised, lateral) with Oxygen

~ inhalation by wask. Io the Lbeatre, the
| pharynx was cleared of secretions and the
child then turned supine. A Magill size |
endotracheal tube was passed after laryngos-
copy and connected toa T-piece adaptor.
One limb of the adaptor was connected to n
Boyle’s machine and Oxygen &t 4 litres/min
delivered (o the patient. By oceluding the
open end of the T-picce it was possible to
inflate the lungs with oxygen and synchro-
nise each inflation with an inspiratory cffory
of the patient, Intermittent suction of the
airways was carried out vin the endotracheal
tube by 5 pgauge 00 polythene suction
catheter.

In order to control the fits, it was at frst
ged to give Thiop Sodium iv

1 by thoni Bloride (Seo-
line) iv and fully control the respiration.

fall

Bt since Sodium gardensl hod been given
anly a short while earlier and further bar-
biturate may have led to circulatory depres-
sion, a gaseous mixture of Mitrous Oxide
Jlitres/min and Oxygen 2 litres/min was run
in from the Hoyles machine and assisted
respiration continued. The idea was Lo sup-
plement the effects of Paraldehyde and Bar-
biturate given earlier with this gascous Mix-
ture. The fits ceased about 20 minutes alter
intubation of the traghea.  The paticnt was
watched for a further hour ofter cessation
of [ils, on Oxygen ulone and then returned
to the ward.

The temperature showed a tendency to
rise but was kept down below 99°F by
physical methods. The sirway was kept
clear by intermittent suction and respiration
assisted during the night,

There wos a gradual fall in blood pressure
from 12090 to 90y70. A cut down on &
linb vein was done and a drip of 5% Dextrose
was given (1120ml in 12 hours). In retros-
pect, we think that the latter figure was in
fuct the patient’s normal BP and the value
120090 was a raised BT due to the eflect of
the drug, It was neczssary to repeal the
Paraldehyde 1.0 m| only oncein the night
as the child was restiess but there were no
fits at all.

Alter about 16 hours of the ingestion of
the tablets, the child pissed wrine. Soon
afterwards the child opened its eyes and was
able to recognise the mother, Respiration
was now normal and as the child was strain-
ing on the endotracheal tube and coughing,
this was removed after pharynpeal toilet.
The temperature was normal,

The blood urea was 1B mg/100 mi and

liver function normal. There were no
neurological complications. ;

After further observation, the child was
discharged afier five days,
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COMMENT
In cases of convulsions of this sort, the
aim should be to
(1) Prevent anoxic episodes, keeping the
airway clear and protected and render-
ing respiratory assistance, should this
be required.
(2) Control the frequency and inteosity
of the canvulsion,
{3) Suppaort the patient’s circulalion
(4) Control the pyrexia which occur in
such cnses,
These measures were taken in this case ns
outlined,

It is much safer to carry out gastric lavage
in geverely comatose patients afler the
trachea bas been intubated, Even if gastric
lavage is carried out in the bead low, later-

" al position, there is & possibility of aspir-

ation of gastric contents und this probably
happened in this case. Again during a fir,
there is & possibility of gastric contenls
being forced into the uoprolected airway by
the violent moscular contractions of the fit,
Similar aspiration has been d rateed
during the fasiculations of skeletal muscle
after injected Suxamethonium i liesi

m
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It would have been ideal to give this
paticat Thiepentone sodinm rectally (as sup-
positorizs) but these were nos available, We
liad to use Sodium gardenal im,

As to the part played by Nitrous Oxide
and Oxygen in this case, it iy difficult to
assess. NMitrons oxide is a very mild anaes-
thetic and if it did anythiog here, it probab-
ly acted as a supplementary agent.
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JAFENA CLINICAL SOCIETY

President 1 Dr. K. Sivagnanaratnonm, L.M.S. (Cey.) re-clected
Secretary i oo M. Ramanathan M8, Ch,B (Aberdoen)

Asst, Secretary v, 5 Wignarajah M.B LS, (Cey.)

Treasurer ¢ +« . Rajasingham M.B.B.S. (Cey.)

Joint Editors : oo A Gabriel F.RUC.S, (Eng.)  re-elected

»a B W, Rasiah F.FARCS. (Eng.) re-clecied
General Comnilttes o T. Parnmeswaran FLR.C.S. (Eng.)
v M. Yisuvaratam dM,D, M.JR.C.P. (Lon.)
. B AL Mills M, R.C.O.G, (GL Brit.)
v o 5.C Jeyarnjah DO, DT, M & H {Lon)
oo A ) Jeevaratnem M.B.B.5. (Cey.}) re-elected
Library Commiriee i 4+ Y. T Pasupathy L M.S, (Cey.)
+» 9. Anandarajah M D, MR.C.P, (Lon,)
v+ K, Thuraisinghem F.R.C.S, (Eng.)
, 871, Stephen M.5. F.R,.C.S. (Eng)

CLINICAL S0OCIETY NEWS

Our former assistant seerelary, Dr. A, E, A, Jowpll has gone on transfer as
Iectum' in forensic medicine nt the University of Ceylon in Peradeniya.

=l The Annual General Meeting was held in April and the above office bearers
were elected. The meeting was followed by o symposium on “Acguired Heart Discase™,
The following spoke:- Dr, H.A.D, Weerasooria, Ur, S, Arandarajah, Dr, M. Visuvaratnem,
Dr, B, A. Mills, Dr. B. W, Rasiah and Dr, 5. J. Stephen. A dinner followed at the Palm
Court Hotel,

The second meeting waz an illustrated lecture on **Renal Hypertension™ by Dr,
K, Jeyasingham M. 5, F.R C.5., Lecturer in Surgery, University of Ceylon,

The third meeting was an interesticg illusirated talk by Dr, 5.7, Stspﬁen M5,
F.R.C.S. entitled “*A eritical review of 100 cases of carcinoma of (he oesophagus™.

The fourth mecting of the Socicly was addressed by two guest speakers Dr,

P. R, Anthonis F.R.CS, on “Post-Cholesystectomy symptoms” and Dr. B, 8. David
M.D.M.R.C.P. on “The horrors of starvation™. Both tulks were illustrated by slides,

Dr, Anthonis is Surgeon a4 the General Hospital, Colombo and Dr, B, 8, David

di General Hospital, Colombo South, The guests were entertained to dinner

nl lbe Jafina Rest House. ]

In the early part of the year, the elinical sociely received a gift of books from (he

© United States Information Service, The books wers handed over to the saciety by Mr,

John Rusgel, Director, U.5.1.5., at a tea party in the Murses’ Lecture Hall. Later Mr,
Russel was shown round the Jalfna Hospital. We thank the U.S.LS. and Mr, Russel for

this gife.
We wish to convey our sympathics to Dr. A, Gabriel on his recent burenvemcnl_

M. Ramaouthan,
Honorary Secretary.
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