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Instructions to Contributors

Ceylon Medical Journal, 1983, 28, v_vi

The Ceylon Medical Journal is published by the Sri Lanka Medical Association and contains original
papers dealing with the medical and allied sciences, as well as lectures delivered before, and the
proceedings of, symposia and seminars held under the auspices of the Association.

Articles are accepted for publication with the understanding that they are contributed solely to the
Ceylon Medical Journal.

Although rejected manuscripts are always returned to the author(s), the Editors are not responsible in
the event of any manuscript being lost.

Statements contained in articles are the sole responsibility of the authors and do not in any way
reflect the opinion or attitude of the Sri Lanka Medical Association. Published articles may not be reproduced
without permission.

FORMAT OF THE MANUSCRIPT

Manuscripts should be typed double spaced on one side of the paper, with 14> margins. The title of the
paper, and name(s) of the author(s), their present posts and the place where the work was carried out should be
typed on a separate sheet (the title page). Authorship should be limited to direct participants. Technical
assistance can be acknowledged as a footnote. The title should be brief and meaningful to facilitate indexing.
The usual plan, — a short summary, introduction, material and methods, results, discussion, and references,
should be followed, whenever possible.

The Introduction should be not an extensive study of the literature but a review of only the portion
which is pertinent to the subject material. Material and methods must be clearly and adequately described to
enable proper assessment of the methods used and results. The Discussion must be restricted to the significant
findings presented. Wide digressions cannot be permitted.

Drugs should be designated by their generic name. The trade name may be given after the generic name.

ABBREVIATIONS

Abbreviations used in the article should conform to those given in the Appendix (See page vi). Non-
standard abbreviations especially of infrequently used words should not be used.

TABLES

Tables should not exceed 8 X 6 in size. They should be self-explanatory and should supplement, not
duplicate, the text. Since the purpose of the data is to compare and classify related items, the data must be
logically and clearly laid out. Tables should be typed on separate sheets, be given roman numerals and
each must have a caption above and explanatory notes below the tabular material.

ILLUSTRATIONS

Illustrations consist of all material which cannot be set in type, such as photographs, drawings, graphs
and charts. For drawings and graphs use only black Indian ink on white bristol board or white drawing
paper. Photographs and X-ray films must be supplied as sharp glossy prints. Illustrations in full colour are
accepted for publication if the editor believes that such colour is absolutely necessary to illustrate a significant
point. When full colour illustrations are accepted the expenses must be borne by the author(s).

All illustrations must have arabic numerals and be cited in the text. FEach illustration should
be accompanied by a descriptive legend typed on a separate sheet and numbered, as figures
corresponding to those on the illustration. The following information should be written in pencil on the
back of each illustration: figure number, title of manuscript, name of the first author and an arrow
indicating the top of the figure.

Digitized by Noolaham Foundation.
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Vi Instructions to Contributors

REFERENCES

The number of references cited should be kept to a reasonable minimum.
bear the author’s surname and the year of publication within parentheses, €. g. (P
author’s name is a part of the text sentence, the year of publication of the reference,
follow the name, e.g. “as Fernando (1960) observed...”

In the text, references should
eiris, 1958). When the
in parentheses, should

If the reference is to a joint publication, names of all authors should be indicated on first appearance
e. g. (Singham and Pieris, 1960), while in subsequent references the form should be: (Singham ef al., 1960).

References should be listed at the end of the text in consecutive numerical order. References to articles
and papers should mention: 1. Name(s) followed by the intials of the author(s); 2. Year of publication in paren-
theses: 3. Title of Journal in full; Example: Nordin, B E C and Fraser, R (1960) Lancet, 1, 947.

If several papers by the same author and from the same year are cited, a, b, ¢, etc., should be written
after the year of publication, e. g. Mendis (1923a).

References to books and monographs should include: 1. Author(s) or editor(s); 2. Year of publication;
3. Title underlined; 4. Page referred to, where specific; 5. Town of publication; 6. Publisher.

Example: Marshall, F H A (1922) Physiology of Reproduction, p. 305, London. Longmans Green.
When both authors and editors are involved, the form should be as given in the following example:

Hunter, T D (1967) in New Aspects of the Mental Health Services, ed. H Freeman and J Farndale
p. 64, Oxford. Pergamon.

Authors are responsible for the accuracy of the references.

GALLEY PROOFS

Galley proofs wili be submitted to the first named author, unless otherwise requested, for minor correc-
tions and should be returned to the editor within 4 days. Careful checking should be made of the numerals in
text, tables and figures.

REPRINTS

Reprints, if required, should be ordered directly from the printer, and paid for by the author.
Communications in this connection should be addressed to the printer at the time the galley proofs
are returned by the author(s) to the editor. No free reprints are supplied.

The Price per copy of the journalis Rs. 50/~ for non-members of the Sri Lanka Medical Association.
Members are supplied with free copies. Annual subscription for membership is Rs. 60/-. Communications in
this connection should be addressed to the Hon. Secretary, Sri Lanka Medical Association, Wijerama
House, 6. Wijerama Mawatha, Colombo 7.

ADVERTISING

All inquiries in connection with production, advertising space and rates of this Journal should
be addressed to:
The Editor, Ceylon Medical Journal,
Wijerama House,
6, Wijerama Mawatha,

Colombo 7.
APPENDIX: ABBREVIATIONS

Blood Pressure BP Inches in Milligram mg
Centimetre cm International Unit IU Minute min
Cubic millimeter cu mm Intramuscular im Milliliter ml
Feet ft Intravenous v Molar M
Fluid ounce fl oz Kilogram kg Ounce oz
Gallon gal Litre J & Per cent 574
Grain gr Metre m Pint pt
Gramme g Microgram mcg Pound Ib
Hour h Milliequivalent mEqg Year yr

Vol. 28, No.1, March, 1983
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for asthma

Selective steroid therapy

‘““If a drug could be produced that had the anti-asthmatic
properties of steroids without their side-effects, the trials

and tribulations of asthmatic patients would be at an end.’’
(Lancet 1966, 2, 13,54.)

‘Becotide

Such a drug is now available

Becotide Inhaler gives steroid control
without steroid side-effects.

Becotide Inhaler contains Beclomethasone dipro-
pionate BP, a stefoid which differs from those
previously administered to asthmatics by aerosol
in that it is highly active within the lungs in doses
which are not systemically active. Used as an
aerdsol it provides remarkable control of asthma
without causing significant systemic effects. This
result is attributable to the intrinsic properties of
the compound and to its localisation at the intended
site of action.

Extensive clinical trials of Becotide Inhaler have
shown that it gives effective control of asthmatic
symptoms in patients who are no longer obtaining
adequate relief from bronchodilators or sodium
cromoglycate. In addition, it has been shown that
Becotide Inhaler can be used successfully to replace
systemic steroid; even in asthmatic patients who
have become steroid dependent.

In a double-blind controlled trial involving asthe

matic patients, Becotide Inhaler provided control

which was at least as effective as that obtained
from oral prednisolone: the only significant diffe-
rence was that plasma cortisol levels were NOT
depressed with Becotide Inhaler therapy.

(Brit, Med. J., 1972, 3, 314)
Becotide Inhaler ensures for your asthmatic
patients :
1) Highly effective treatment controlling the

three main pathological processes involved

in asthma-bronchospasm, oedema of bron-
chial mucosa and hypersecretion of mucus.

“‘Topical treatment with beclomethasone dipro-

pionate by means of on oerosol (Becotide

inhaler) thus provides excellent control of

pectstlents with asthmo.'" Practitionet, 1973, 211,
id

2) Freedom from steroid side-effects including

adrenal suppression. '
“Beclomethasone dipropionate aerosol
would seem to provide an alternative to
long term oral steroid therapy in many
cases of chronic perennial asthma,
Effective control of the asthmaisachieved
with no evidence of systemic absorption
or of steroid side-effects.”

(Brit. Med. J..j972, I, 585.

**They now remain as well, if not better, controlled
on the ateroid serosol in a dose-of 100 mcg. four
times a day and all -have normal plasma cortisol
levels."” Lancet, 197Z I, 1361.

3) A fuller and less restricted life as the
advantages of steroid therapy can be
introduced at an earlier stage of the
disease.

PRESENTATION

Becotide Inhaler s a metered aerosol
which delivers 50 mcg. beclomethasone
dipropionate BP per inhalation. Each con-
tainer of Becotide (Inhaler provides 200
inhalations.

It is manufactured by Allen & H_anb\.lm
Ltd., U.K. 2 member of the Glaxo Group of
Companies.

in asthma Becotide Inhaler is highly effec-
tive and without systemic effects.

Glaxo

Glaxo Ceylon Limited,
P. O. Box 1653, Colombo.

Melville Assauw Designs
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prevention and suppression e with hyperprolactinaemia
of postpartum lactation -

Parledel may be used whete there X acromegaly
are urgent reascns icr lactation

prevention ¢l suppression and

general nursing measures appedar

to be inadequate.

PARLODEL

SANDOZ

SANDOZ LTD., BASLE, SWITZERLAND

Composition:
Each tablet contains 2.5 mg bromocriptine as the mesilate

Agents : A. BAUR & CO. LTD.




- in—gramicidin

eradicates bacterial
conjunctivitis and other
eve infections duecto
| susceptible organisms-

® highly effective against almost all pathogens
which invade the eye, including Pseudomonas
and Staphylococcus aureus

® bacterial resistance rarely develops on repeated
or prolonged use

® low aliergenic

Full information is
- l”
available on request, ﬁ

(8] sttiiitedt by
Union Traders Ltd

Lady Catherine Estate we"come

Ratmalana, Sri Lanka Research is our only shareholdsr
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TECHNICAL DATA

STERILISED ABSORBABLE SYNTHETIC SUTURE
COATED POLYGLACTIN 910 VICRYL*

Presentation The basic VICRYL
(Polyglactin 910) Suture is prepared from a
copolymer of glycolide and lactide. The
substances are derived respectively from
glycolic and lactic acids. The empirical
formula of the copolymer is
(C2H202)m(C3H402)n.

Coated VICRYL (Polyglactin 910) Sutures
are obtained by coating the braided suture
material with a mixture composed of a
copolymer of glycolide and lactide and an
equal amount of calcium stearate. This
coating does not affect the biological
properties of the suture.

VICRYL (Polyglactin 910) Sutures are
coloured by adding D & C Violet No 2 during
polymerisation of the lactide and glycolide.
Suture may also be manufactured in the
undyed form.

These sutures are relatively inert,
nonantigenic, nonpyrogenic and elicit only
a mild tissue reaction during absorption.

Action Two important characteristics
describe the in vivo behaviour of
absorbable sutures. The first of these is
tensile strength retention and the second
absorption rate or loss of mass.

Subcutaneous tissue implantation studies
of both VICRYL and Coated VICRYL Suture
in rats show at two weeks post-implantation
approximately 55% of its original tensile
strength remains, while at three weeks
approximately 20% of its original strength is
retained.

Intramuscular implantation studies in rats
show that the absorption of these sutures is
minimal until about the 40th post-
implantation day. Absorption is essentially
complete between the 60th and 90th days.

Uses VICRYL and Coated VICRYL
synthetic absorbable sutures are intended
for use where an absorbable suture or
ligature is indicated.

Dosage and Administration
By implantation.

Contraindications, Warnings, etc.

These sutures, being absorbable, should
not be used where extended approximation
of tissues under stress is required.

Sutures placed in skin and conjunctiva may
cause localised irritation if left in place for
longer than 10 days and should be
removed as indicated.

The safety and effectiveness of VICRYL
(Polyglactin 910) and Coated VICRYL
Sutures in neural tissue and in cardio-
vascular tissue have not been established.

Pharmaceutical Precautions
Do not re-sterilise.

Legal Category P Pharmacy medicine
sold to surgeons and hospitals through
surgical dealers.

Package Quantities Various lengths of
material packaged in sealed aluminium foil
sachets. This primary pack is contained in a
peel-apart secondary pack. The unit of
sales is 12 packs contained in a film
wrapped drawer style carton.

Adverse Reactions No suture related
adverse reactions were reported during
clinical trials, although a number of minor
reactions were classified as being of
unknown cause.

Product Licence Nos PL 0508/0001
PL 0508/0009

ETHICON LTD.
PO BOX 408, BANKHEAD AVE
EDINBURGH EH11 4HE

*Trademark
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24 hours relief
with twice
daily dosage

Detailed information available to physicians on request
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GARADS

60 seconds. To check yourblood sugar

5. Fully portable. Compact. With
It requires only one drop of whole accessories and carrying case
blood.
6. The HEMASCOPE Blood Analyzer System
Results in just over 60 seconds, for is fully guaranteed. That includes
blood glucose. the most comprehensive after-sales

service programme imaginable.
Unambiguous clear-cut digital display =
We are only a telephane call

Two-way power system with built-in away — wherever in the island you are.
rechargeable batteries or AC mains Why not ¢ontact us for more details?
source — AC adaptor supplied, We'd be happy to oblige.

L) (C HEMASCOPE

m g GENERAL SYSTEMS LIMITED

' 104 Keyzer Street
Colombo 11.

Telephone: 26726, 23961,
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In acute diarrhoea* the duration of the symptoms and the
frequency of loose stools differ from patient to patient.
Treatment should preferably be tailored to fit the
individual pattern of the symptom.

Imodlu

A6
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(no overdose, no underdose)

N A

The correct dosage of Imodium &
takes into account the individual
evolution of an acute diarrhoea™ : two capsules to

Start with. Thereafter each further capsule must be 1%( 2 Stat
“earned” by an unformed stool. Thus, when stools
have become normal, the patient himself will and 1 /at each
automatically stop the treatment. This minimizes the
risk of constipation and promotes economy of medication. loose StOOl

* Full prescribing information (including dosage for chronic diarrhoea and for children) is available on request.

Janssen Pharmaceutica =,
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PETTAH PHARMACY Ltd. 23, Dam Street - Colombo 12
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Editorial

Acute Respiratory [nfections

Ceylon Medical Journal, 1983, 28, 1-2

Acute respiratory infections (ARI) are
a heterogeneous group of diseases which
have recently acquired prominence as a
public health problem in children. More
than 300 antigenic types of viruses and
bacteria are responsible for these illnesses
which may affect the upper or lower
respiratory tract.l Among the viruses the
commonest pathogens are the respiratory
syncytial virus, adenoviruses, parainfluenza
and influenza A and B viruses. Strep-
tococcus pneumoniae and Haemophilus
influenzae are the commonest bacterial
causes of ARI. Many infections which
are originally viral in nature end up
with secondary bacterial invasion.

ARI are responsible for much mortality
and morbidity among children throughout
the world. Most of the developing
countries including Sri Lanka do not have
reasonably  accurate figures for the
mortality and morbidity from ARI, but
in South East Asian countries 5 to 107
of children’s deaths occurring in hospital
are due to ARI  The majority of
deaths are caused by pneumonia (in-
cluding bronchopneumonia), bronchiolitis
and acute obstructive laryngitis (croup).
An important observation is that the
mortality in developing countries is 20
to 50 times higher than in the developed
countries.

On the other hand, as regards incidence,
it is similar in both the developing and
developed countries, but the frequency
and severity of lower respiratory tract
infections, specially pneumonia, is perhaps
double in the former countries. Socio-

economic factors play a major role in
this difference in the mortality and
morbidity patterns in different regions.
Poor nutrition, overcrowding, easier access
to health centres and better child care
services are important factors. Parental
smoking is associated with an increased
incidence of ARI. Domestic smoke
generated by burning fuel may also be
a factor that has not been adequately
studied.

The wide disparity in mortality between
the developing and developed countries
has only recently been appreciated. The
World Health Organization has taken
the stand that if deaths could be prevented
in developed countries which too have a
similar incidence of ARI as the developing
countries, then strategies could be
developed to achieve a similar end in
the latter countries.

The WHO has now evolved a plan of
action for the control of ARI which is
being launched initially in a few selected
countries. One of the important elements
in this plan is immunization against
diseases that lead to respiratory compli-
cation, namely measles, diphtheria and
whooping cough.?2 As vaccines are deve-
loped against other diseases the impact
of this measure should be increasingly
felt. The advantage of this programme
is that it does not require separate imp-
lementation as the WHO sponsored ex-
panded programme on immunizations (EPI)
is already in operation in many countries,
including Sri Lanka. In Sri Lanka, how-
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ever, vaccination against measles is not
one of its components at present.

Measles not only contributes to imme-
diate pulmonary complications but may
lead to bronchiectasis where a child is
consigned to a life-long cough. It is
difficult to understand why Sri Lanka
should lag behind other countries in not
adopting measles vaccination as a matter
of policy. Measles vaccine is safe and
effective in preventing the disease and
its pulmonary complications.2 Its inclusion
in the EPI should contribute to an over-
all reduction in mortality and morbidity
from ARL

An analysis of the reasons for the low
mortality from ARI in developed coun-
tries shows that the efficient use of anti-
microbial therapy is one of the important
contributory factors. In the developing
countries, specially in the rural areas,
access to proper medical care is limited.
The WHO has now embarked on a pro-
gramme of implementing ARI control

Uragoda C G

through the primary health care system
in these countries. In Sri Lanka where
primary health workers have limited tech-
nical training their participation in the

‘programme will be mostly limited to

selecting children who, according to an
easily recognisable set of criteria, should
be referred without delay to medical
centres or general practitioners for more
specific therapy. The prompt institution
of antimicrobial and other definitive mea-
sures in these selected children should
help to reduce the mortality from ARI.
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(1983). The problem of acute respiratory
infections in children in developing coun-
tries. WHO/RSD/83.11, World Health
Organization, Geneva. (Mimeographed).
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respiratory infections in children, Report of
the first meeting of the technical advisory
group, 7-11 March 1983, Geneva. (Mimeo-
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Fordladi'es who h_até_t'o wait...
the fast, new cure for candidal vaginitis.
New Gyno-Daktarin Ovules :

New Gyno-Daktarin
Ovules cure 90% of all
patients in 3 days. 1)

The uncommon ovule...
is a capsule.

The gelatin shell melts
within 2 minutes to enable
the specially developed
miconazole formulation to
immediately cover and
penetrate the vaginal
mucosa.

New Gyno-Daktarin
Ovules clear candidal
vaginitis in a matter of
days.

They bring a new flexibility
to the treatment of
candidal vaaginitis.

Patient compliance
enhances Gyno-Daktarin's
fungicidal properties.
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1) Dierickx, P. et al. : Multicentre Evaluation,
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Composition

Each Gyno-Daktarin gelatin ovule contains 400 mg
miconazole nitrate in the form of a hquid
excipient. After insertion in the vagina, the gelatin
coatin rapidly decomposes and the active
suspension 1s almost instantaneously released
Properties

Gyno-Daktarin imiconazole nitrate R 14889115 a
synthetic 1-phenethyl-imidazole derivative which
combines a potent antifungal activity against
dermatophytes and Candida with an antibacterial
activity against gram-positive bacillh and cocci. In
most cases Gyno-Daktarin produces a rapid and
complete clinical and mycological cure of vaginitis
caused by yeasts

Indications

Vulvo-vaginal infections by Candida

Due to its antibacterial action against gram-
positive bacteria, Gyno-Daktarin can be used to
rreat mycoses secondarily infected by these
micro-organisms

Dosage and Use

Once a day (before retining) for three days, deeply
insert one ovule in the vagina If required. this
dose can be repeated

For serious infections and in pregnant women the
treatment i1s preferably administered for 6
consecutive days

Side-effects

The vaginal treatment with Gyno-Daktarin gelatin
ovules 1s usually very well tolerated
Contra-indications

None known

How supplied

Box containing 3 gelatin vaginal ovules at 400 mg
This preparation can only be kept for a limited
period : check the expiry date on the package.
Formula

Miconazoli nitras 400 mg, paraffinum liguidum,
vaselinum, gelatina, glycerolum, titanu oxydum,
aethyhs parahydrexybenzoas, propylis
parahydroxybenzoas a.s. pro ovul. un
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one anthelmintic

worm infections

Pinworms

Whipworms

SURE

Vermox replaces all other anthelmin-
tics.- Only Vermox is active against
whipworms, hookworms, large round-
worms, pinworms and threadworms
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Tapeworm

SAFE

Vermox destroys all common worms
without causing discomfort to the
patient, whatever his physical con-
dition.
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Address by Dr. Dennis ] Aloysius, President of the
S.L.M.A. at the Inauguration of the 96th Anniversary

® #
Sessions
Ceylon Medical Journal, 1983, 28, 3-7

Your Excellency, Honourable Minister
of Health, distinguished Past Presidents,
Members of the Council of the Sri
Lanka Medical Association, members of
the Sri Lanka Medical Association, dis-
tinguished guests, ladies and gentlemen.

We are honoured, Your Excellency,
by your presence here this evening and
your acceptance of our invitation to
inaugurate the 96th Anniversary Scientific
Sessions of our Association. On behalf
of the Council and the members of the
Sri Lanka Medical Association, I thank
you for having included this inaugura-
tion ceremony in your arduous and
important schedule of events.

Your Excellency, we are sure, that of
the professional associations in Sri Lanka,
the Sri Lanka Medical Association is
one that is close to your heart. When
you inaugurated our 94th Anniversary
Sessions two years ago, you mentioned
that one of our past presidents Dr. W. G.
Vandort delivered you into this world
on the 17th of September, 1906. You
added that several of our past presidents
have been your friends, some of them
your relations and some have treated
you — for trivial ailments !

In recent times, your brother Dr. R.P.
Jayewardene played an active role in

* The 96th Anniversary Session was cere-
monially inaugurated on 23rd March, 1983
by His Excellency President J. R.
Jayewardene.

our Association. He was the Editor of
our prestigious Ceylon Medical Journal
for 7 years. He also held several offices
including that of Secretary. Your brother
Mr. H. W. Jayewardene, was President
of the Organization of Professional Asso-
ciations (OPA) — of which the Sri Lanka
Medical Association is a founder and
active member — and to which it has
made a significant contribution.

The reason why I am saying all this,
Your Excellency, is to induce you to
accept our invitation to inaugurate these
scientific sessions every year till we are
well past our centenary.

The Sri Lanka Medical Association is
the oldest national organization of doctors
in Australasia. We will be celebrating
our centenary in 1987 — in four years
time. A centenary committee has already
been appointed and this committee is
working energetically to ensure that we
shall celebrate the occasion in a manner
befitting an organization of our stature.

The Sri Lanka Medical Association has
made the building programme its main
project for the current year. For the
first 77 years of our existence we had
no headquarters of our own. For 73
years of that period we were guests of
the Colonial Medical Library — later
called the Ceylon Medical Library. For
4 years we sought temporary refuge in
the Consultants’ Lounge of the General
Hospital, Colombo.



4 Address by Dr. Dennis J Aloysius, President of the SLMA

Then in 1964, thanks to the magnani-
mous gift of the late Dr. E. M. Wijerama,
we moved into our present headquarters
at No. 6, Wijerama Mawatha. This year,
19 years after that historic event, we
have commenced building a sizeable ex-
tension to Wijerama House. This will
house an auditorium named after the
late Professor N. D. W. Lionel who was
our President—elect and who would have
been on this podium this evening had
he not died unexpectedly last August.
This auditorium will be used for medical
educational activities.

The construction costs of this building
have been met by the pharmaceutical
trade and industry, several medical asso-
ciations and the medical profession. We
are still short of our budgeted target —
but I am sure the donors from the
above sectors who see the building in
progress will help wus to bridge the
deficit. If all goes well, as I am sure
it would, we will complete this audi-
torium by August 29, 1983 — the first
anniversary of Professor Lionel’s death.

We have revived the monthly clinical
demonstrations. The clinical cases pre-
sented have evoked tremendous interest
and the attendance at these meetings,
has been beyond our expectations. The
Sri Lanka Medical Association records
its gratitude to Dr. S.J. Stephen and
Dr. Nihal Perera who played an active
role in this revival.

In the pursuit of continuing medical
education, we arranged several didactic
lectures which were delivered by specia-
lists from abroad.

We continue to hold our provincial
clinical meetings with great success. This
year the venue was Matara and our

hosts were the Matara branch of the
Independent Medical Practitioners Asso-
ciation and the Ruhuna Clinical Society.
This meeting proved to be a great
success with over 18 clinical papers being
presented. The medical dance was an
outstanding success this year with several
young doctors attending.

We plan to continue the precedent set
last year by Dr. Stella de Silva by
holding a health camp in June this year
The venue will be the Mahaweli region.

Over two years ago Dr. Wallooppillai
handed over to you an expert report on
rabies. This year in view of the high
incidence of snake bite deaths in our
country estimated at over two a day,
the Sri Lanka Medical Association has
appointed an expert committee on snake
bite poisoning. This committee will
issue its report in the course of this
year.

Your Excellency, the Sri Lanka Medical
Association is the national organization
of doctors. Our membership is open to
every segment of the medical profession.
We are prohibited by our constitution
from acting as a trade union.

We have from time to time made
representations on medical matters of
national importance in order to ensure
better health care for all our people.

In the current year, we have expressed
our views on several issues such as
drug regulations, the Medical Council Act,
medical education, unqualified practi-
tioners, changes in the health care
delivery etc. We must place on record
the patient hearing and prompt response
to our view by the successive Ministers
of Health, Mr. Gamini Jayasuriya and

Ceylon Medical Journal
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Address by Dr. Dennis J Aloysius, President of the SLMA ‘ 3

Dr. Ranjith Atapattu, the Secretaries of
Health Mr. B. C. Perera and Mr. Leo-
nard Panambalana, the Director of
Healih Services and the officials of the
Ministry of Health and Department of
Health. We are confident that our new
Minister of Health Mrs. Sunethra Rana-

singhe will be equally responsive to our
representations.

Your Excellency, there are three

important issues, I would like to touch
upon today.

1.

Drugs and pharmaceuticals

The repeal of the Price Control Act
in order to remove restrictions,
encourage competition and allow thg
market forces to determine the price
of goods has brought benefits to
the consumer. Unfortunately when
the Price Control Act was rescinded
drug control also was revoked along
with it. It was proposed to pass
the Cosmetics, Devices and Drugs
Act immediately after and the drug
regulations were to be framed under
this new Act.

Unfortunately, your Excellency, al-
most five years have passed and
still the amendments to the Cosme-
tics, Devices and Drugs Act, in
order to make it effective and the
drug regulations that flow from it,
have still to reach the statute books.
We are reliably informed that the
delay has been at the Legal
Draughtsman’s Department.

In order to expedite action on this
issue, we respectfully urge you to
issue a directive to the Legal Drau-
ghtsman’s Department to treat this
as a matter of urgent and national
importance.

Vol. 28, No. 1, March, 1983

At the present time, the only con-
trol we have over the unrestricted
import and sale of pharmaceuticals
is at the point of registration of
imports — beyond that, at the points
of distribution and sale, there is an
absence of governing regulations.
This has resulted in the increasing
misuse of potent pharmaceuticals by
unqualified practitioners who have
no knowledge of, or training in
their proper use. With the effective
removal of drug control a new
abuse has crept in — the arbitrary
substitution of low priced pharma-
ceuticals for the higher priced ones
by unscrupulous persons who are
only in search of unconscionable
profits.

When a doctor prescribes a product
it is based upon his knowledge,
experience and confidence in the
product which can be negated by
substitution at the retail level by
unprincipled persons.  Substitution
is something the average patient
cannot detect. One of the places
where substitution does mnot take
place is the Osu Sala, which adheres
strictly to the prescription of the
doctor. Therefore we request the
State Pharmaceuticals Corporation to
open up several Osu Salas around
the country, or if this is not feasi-
ble, to appoint accredited agents
around the country, who adhere to
the drug dispensing policies of the
Osu Salas, so that the public in
the periphery will be assured of
safe and effective drugs at the
correct prices without substitution.
The Osu Salas will also result in a
stabilizing effect on prices to the
CONSUmer.
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Returning Professionals

Your Excellency, with the policies
followed by your Government, we
of the medical profession, are ex-
periencing a new phenomenon. Sri
Lankan medical professionals who
sought employment in greener pastu-
res are returning to Sri Lanka, now
that under your administration our
pastures have turned green.

The Sri Lanka Medical Association
welcomes this reversal in the direc-
tion of the wind. The experience
and expertise of these persons will
prove useful to our country. We
request, Your Excellency, to ensure
that in the absorption of the retur-
ning professionals, that those doc-
tors who stayed behind and served
the country in leaner times are not
placed at any disadvantage. If these
professionals from abroad make pro-
posals to change the health care
delivery system in our country, we
respectfully request you to have
discussions with the Sri Lanka Medi-
cal Association which is the national
organization, whose membership com-
prises experts from every segment
of the medical profession.

English

The Sri Lanka Medical Association
is of the view that a working
knowledge of an international langu-
age is absolutely necessary for proper
undergraduate, continuing and post
graduate medical education. Since
we have been wusing English for
over a century, we welcome your
Government’s proposal to declare
English as a national language. In
point of fact, Your Excellency, the
Sri Lanka Medical Association near-

ly three years ago, proposed that
the medium of education in the
Medical Faculties in Sri Lanka be
English. At that time, you in your
capacity as Minister of Higher Edu-
cation while considering our proposal
favourably, were kind enough to
communicate to us the problems
involved in the implementation of
such a proposal. It has been brou-
ght to our notice, Your Excellency
that the standard of English of a
fair percentage of medical under-
graduates is poor and that they
have difficulty in coping with their
studies.

The Sri Lanka Medical Association
therefore suggests that an intensive
course in English of 6 months
duration be conducted for all those
chosen to enter the Faculties of
Medicine.

The key to the rich medical litera-
ture of the world is English and
therefore a working knowledge of
English is the sine qua non of a
good medical student and a good
doctor.

Your Excellency, these scientific ses-
sions of the Sri Lanka Medical Asso-
ciation have been held every year with-
out a break, since our Golden Jubilee
in 1937 — when Sir Nicholas Attygalle
was our President and Dr. E. M. Wije-
rama the Secretary. These annual ses-
sions bring together the medical men
and women from all parts of the island
for four days of intensive activity —
academic and social. The impact of
these sessions cannot be overestimated.

This year we have a record number
of scientific papers being read — over

Ceylon Medical Journal
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Address by Dr. Dennis J Aloysius, President of the SLMA 7

sixty in number. This augurs well for
the centenary year and certainly disproves
the wrong notion that the doctors of
today are too busy with their private
practice and private pursuits to devote
time to writing of scientific papers, do-
ing research and transfering knowledge.

In addition we have had ten applica-
tions for orations of which we have
chosen two for these sessions. The
prestigious Sri Lanka Medical Associa-
tion oration will be delivered today after
this inauguration ceremony by Dr. S. J.
Stephen who was also the orator 2 years
ago when Your Excellency declared open
the 1981 Scientific Sessions.

The S.C. Paul oration will be deli-
vered by Dr. S. Ramachandran on the
flnal day of the sessions. On Friday
the 25th, we will be having a seminar
on chronic liver diseases. This year
we have broken new ground by inviting
one of our own members Dr. Hudson
Silva, to speak on his special field of
interest “Eye banks in Sri Lanka.”
He has achieved international recognition
in this field — he 1is undoubtedly the
world’s best eye collector —so our
Association has decided to honour him.

The enjoyable annual “Musical Even-
ing” presented by doctors and their
families will be held tonight — and the
traditional medical dinner will be held
on Saturday the 26th at Pegasus Reef
Hotel.

Vol. 28, No. 1, March, 1983

I thank all those who worked very
hard to ensure that we will have a
magnificient 96th Annual Sessions.

I must make special mention of Drs.
Stella de Silva, Lalith Perera, Satkuruna-
than, S.J. Stephen, Lakshman Ranasin-
ghe, D. W. Jayasinghe, Joe Wijayanaya-
gam, Gamini Karunaratne, Chris Ura-
goda, Upul Wijayawardhana, Nihal Perera
— and most of all the Convenor Secre-
tary Dr. D. N. Atukorala.

Your Excellency, I recall when you
addressed the medical students last year,
you said ‘“one must work hard; one
cannot always command success but one
can at least deserve it”’. Considering
the volume of work Dr. D. N. Atuke-
rala and this team of doctors have put
in, they deserve success— 1 am sure
that success will be their lot.

I must also thank the office staff
of the Sri Lanka Medical Association
— Miss Rani Abeysekera, Miss Malsiri
Perera, Mr Walter Perera and Mr Gregory
Joseph.

Your Excellency, once again, on be-
half of the Sri Lanka Medical Associa-
tion I thank you for gracing this occa-
sion and I request you to inaugurate
these sessions by lighting the traditional
oil lamp.

Thank you very much.
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Surgical Management of Mitral Stenosis

® ¥

in Pregnancy

S J STEPHEN!

Ceylon Medical Journal, 1983, 28, 8-15

Mr. President, Members of the Council,
distinguished guests, ladies and gentlemen.
First let me thank you, and the council for
this great honour in inviting me to deliver
the fifth S. L. M. A. oration. I look upon
this oration as a forum for the members of
the profession to express their scienfific
thoughts and ideas, in the hope it will
stimulate the interests of the younger mem-
bers of the profession. My talk this even-
ing is “surgical mangement of mitral steno-
sis in pregnancy”. Majority of patients in
this study were referred by the late Prof.
D. E. Gunatilaike. This idea for this study
was born when Prof. Gunatilaike chaired
the symposium on the managemeut of heart
disease in pregnancy in Colombo in 1976.
I have had a close liaison with Dr. Guna-
tilaike from the time we were at Ratnapura
in 1957, and was introduced to gynaecolo-
gical surgery by him. I wish to record my
gratitude to him on this occasion.

Heart disease is the commonest non—
obstetric cause of maternal death during
pregnancy and is responsible for 7% of
these deaths.! Most patients with pregnancy
complicating heart disease do well. In a
few, surgical correction of the defect may
have to be done to increase the cardiac
capacity when medical measures fail and
there is threat of maternal death.

® Sri Lanka Medical Association Oration,
7983.

Y Cardiothoracic Surgeon, General H ospital
Colombo.

Most reports of heart disease in pregnan-
cy are dominated by rheumatic heart dis-
ease.?2 Unlike in the west, the incidence and
severity of rheumatic heart disease in Sri
Lanka are not on the decline.3 In our ex-
perience there has been no decline in the
number of patients requiring surgical treat-
ment for rheumatic mitral stenosis. Further,
the number of new cases of mitral stenosis
in young women being referred from mater-
nal clinics is on the increase and so is the
number of first valvotomies in young per-
sons with uncomplicated mitral stenosis.

During recent times there have been con-
flicting reports on the role of mitral valvo-
tomy in pregnancy.4 The purpose of this
study is to evaluate whether mitral valvo-
tomy can be safely performed during preg-
nancy and whether such a procedure will
improve the chances of survival of the
mother and infant through pregnancy and
the years subsequent to pregnancy.

MATERIALS AND METHODS

The material consists of 110 patients who
had closed transventricular valvotomy for
mitral stenosis in pregnancy during a eleven
year period from May 1971 in one of the
thoracic units in the General Hospital,
Colombo. During this period 1360 valvo-
tomies were performed for uncomplicated
mitral stenosis.

Patients were referred for surgery from
the obstetric, cardiac and medical units for
various reasons, namely recurrent pulmonary
oedema, haemoptysis, failure to respond to
conservertive therapy rapidly and adequately,

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



Surgical Management of Mitral Stenosis in Pregnancy 2

progressive symptomatolology during the
first half of pregnancy and for classification
of patients according to New York Heart
Association criteria® functional class 3-4
early in pregnancy.

Incidence

The incidence and type of heart disease
in pregnancy varies markedly in different
countries and in differet hospitals, being 2%/
in the United States of Americaé, 0.9%
Scandinavia,” 0.5% Australia8 and 0.9% Sri
Lanka.? In 1962 Amerasinghel® reported
88(0.59;) cases of heart disease among
14,410 deliveries at the De Soysa Maternity
Hospital, Colombo and there were 9 (10%)
maternal deaths. During the period January
1974 to June 1977, 6,119 patients were
admitted to the University Obstetric Unit
at the De Soysa Maternity Hospital and 51
(0.83%) had heart disease of which 74.3%
were rheumatic and 18% congenital. Of

the 39 with rheumatic heart disease 25 (64%)

had mitral stenosis and 14 (56%) had valvo-
tomy in pregnancy.ll In our surgical series
during pregnancy 110 had valvotomy for
mitral stenosis, 3 for closure of atrioseptal
defect and one for ligation of patent ductus
arteriosus.

Age at operation

The age at the time of valvotomy is shown
in Table 1. The maximum age incidence
was between 25 and 30 years. The mean
age at operation was 26.9 years. There were

only 8 patients above 35 years at the time

of valvotomy.

Parity

The parity of the patients is depicted in
Table 2. Majority of the patients (37.8%)
were in their first pregnancy.
Month of operation

Three (2.7%) had the valvotomy duriflg
first three months of pregnancy, 61 (55.49;)

Vol. 28, No. 1, March, 1983

between the fourth and sixth months and
46 (41.8%) during the last three months
(Table 3). Twelve (10.9%) had valvotomy
during the ninth month of pregnancy. The
mean month of valvotomy was 6.2.

Table 1

Age of patiehf_ﬁ at time of valvotomy

;Age No. Ve
(years) :

1822 19 ' 2 1.8
20 - 24 11529 26.3
25 — 29 43 39.3
30 - 34 28 25.4
35 — 39 8 7.2
' 110 100.0

Table 2

Parity of patients

Pregnancy No. %

P1 41 37.3
P2 23 20.9
P3 21 19.1
P4 . 17 15.5
P5 1 7.2

110 100.0

Table 3

Month of pregnancy

Month No. A

2 | 0.9
3 2 1.8
4 10 9.0
5 31 19.0
6 - 30 27.6
7 a2 19.0
8 13 11.8
9 12 10.9

110 100.0
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Clinical features

The clinical features of the patients are
depicted in Table 4.

Table 4

Clinical features

No. %
Progressive dyspnoea 54 50.0
Haemoptysis 27 24.5
Pulmonary oedema 20 18.0
Nocturnal dyspnoea 14 12.7
Congestive cardiac failure 11 10.0
Atrial fibrillation 5 4.5

Haemoptysis

Haemoptysis is frequent in mitral valve
diseasel2 and in early stages results from
rupture of a bronchial vein. Haemoptysis
is relatively common in pregnancy, and
occured in 27 (24.5%), while in the valvo-
tomies done in a comparable group apart
from pregnancy, the incidence was 16%.

Pulmonary oedema

The danger to patients with mitral steno-
sis i1s pulmonary congestion and oedema.
British authors have emphasised the occu-
rence of acute pulmonary oedema often
unanticipated and frequently fatal, which
may occur in relatively young women with
only slight cardiac enlargement.4 Pulmo-

Stephen S J

nary oedema occurred in 20 (189)) in preg-
nancy while the incidence in the valvotomies
done apart from pregnancy was 9%;. 3

Details of the influence of age, parity,
and the stage of pregnancy on pulmonary
oedema are shown in Table 5. The highest
incidence was among the young (20 to 30
years), first pregnancy (60%), and during
the early months of pregnancy (75%).

Congestive cardiac failure

Congestive cardiac failure is not present
unless some complication such as high pul-
monary vascular resistance or uncontrol-
lable atrial fibrillation occurs. A history
suggestive of congestive cardiac failure was
obtained in 11 (10%), while the incidence
in the non-pregnant group was 20%. This
low incidence of congestive cardiac failure
is due to the early stage of the disease in
pregnancy and, may be, reduced incidence
of pregnancy in advanced heart disea se.

Atrial fibrillation

The incidence of atrial fibrillation in
our series in low. There were 5 (4.5%) in
atrial fibrillation, while the incidence in the
non-pregnant group was 119/. Thismay
account for the absence of thromboembolic
complications in our patients.

Table 5§

Distribution of pulmonary oedema according to age, parity and stage of pregnancy

Age Parity Stage of pregnancy
Years No. Scale of preg. No. Month of preg. No.
20 - 24 9 (45%) P1 12 (60%) 4 4 (20%)
25 -29 8 (40%) P2 5 (2554) 5 3 (15%)
30- 34 2 (10%) P3 1 (5%) 6 8 (40%)
35-39 I G P4 7 1 552
PS5 2 (10%) 8 2 (10%)
' 9 2 (10%)
Total 20 (100%) 20 (100%) 20 (100%)

Ceylon Medical Journal
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Auscultation

The hyperkinetic circulation during preg-
nancy causes heart sounds to be accentuated.
A third of the patients who were diagnosed
preoperatively as having tight mitral stenosis
were found to have moderate stenosis during
surgery. The increased flow during preg-
nancy may in itself call forth otherwise in-
audible murmurs, such as in mitral stenosis!3,
This partly explains why many rheumatic
valve lesions are found for the first time
during the early part of pregnancy.

Radiology

Teleradiograms were available in only
42 (38);) as routine radiological examina-
tions are avoided during pregnancy. They
were normal in 6 (14.29;). 14 (33%) showed
cardiomegaly and in 22 (52%) the only
radiological abnormality was left atrial
enlargement, suggestive of early disease in
pregnancy.

Electrocardiography

Electrocardiograms were available in 80
patients. They were normal in 16 (20%),
no ventricular hypertrophy was seen in
52 (65Y%) and in 42 (53%) the only abnorma-
lity was left atrial hypertrophy.

Echocardiography

Echocardiograms were done in 38 (34.5%)
and the findings in 31 (81.5%) correlated
well with the operative findings. Four
(10. 59%) in whom the diagnosis of tight
mitral stenosis was made on echocardio-
graphy were found to have moderate steno-
sis of the mitral valve during surgery.
Echocardiography is the most reliable non-
invasive technique to diagnose mitral steno-
sis in pregnancy. However, this needs fur-
ther evaluation.

Results of mitral valvotomy

Brock14, Cooley and Chapman!5, Logan
and Turner,16 and Masonl?7 were the first

Vol. 28, No. 1, March, 1983

to report on surgical treatment of mitral

‘stenosis during pregnancy. In 1961, Harken

and Taylor18 collected 394 cases in which
the maternal mortality was 1.8% and the
foetal mortality 9%.

The present personel series of 110 mitral
valvotomies were performed during pregnan-
cy without any mortality. Twelve were per-
formed during the ninth month of pregnan-
cy, and 2 during the immediate postpartum
period. There were 3 (2.7%;) foetal deaths.
Of the 12 patients who had valvotomy du-
ring the ninth month of pregnancy, 7 (58.3%)
went into labour within 24 hours of valvo-
tomy without any infant mortality.

Operative finding in the mitral valve

The anatomy of the mitral valve found
during surgery is compared with the findings
in 466 mitral valvotomies in non-pregnant
women of the same age group. This is
shown in Table 6.

Table 6

A comparison of mitral valves seen at
valvotomy in pregnant and
non-pregnant women

Valve Pregnant Non-pregnant
women women

(No. = 110) (No. = 466)
_ o o

1. Orifice

Tight 67 82
Moderate 33 18
2. Mobile cusp 98 84
3. Classification 2.7 9

Degree of stenosis

The incidence of tight mitral stenosis in
pregnancy was 679, while in the non-preg-
nant group was 82%. One third of the pa-
tients who had valvotomies during pregnan-
cy had moderate stenosis. This correlates
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well with the findings in 42% of pa-
tients who had symptoms for the first time
in pregnancy.

Mobility of the anterior cusp of the
mitral valve

The most important factor which deter-
mines the result of closed mitral valvotomy
is the mobility of the anterior cusp of the
mitral valve. The high degree of cusp mobi-
lity (98%) in pregnancy assures excellent
results with closed mitral valvotomy.

Calcification of the valve cusp

The low incidence of calcification of the
mitral valve in mitral stenosis in Sri Lanka
has been documented earlier.3 The inci-
dence in the valvotomies performed during
pregnancy was 2.7%, being one third of the
incidence among the 1360 valvotomies for
uncomplicated mitral stenosis.

Size of the pulmonary artery

The size of the pulmonary artery is an
indirect measure of pulmonary hypertension.
The size of the pulmonary artery was graded
from 0 to 6, 0 being normal and grade 6
corresponds to the maximum size encoun-
tered during surgery. The size of the pul-
monery artery seen during surgery was
graded in the 110 patients and is shown in

Stephen S J

Table 7, and is compared with the findings
in 466 valvotomies performed in the non-
pregnant group.

In the pregnant group in 83(75.4%) the
grading of the pulmonary artery was bet-
ween 0 to 3, while in the non-pregnant
group with the identical grading the inci-
dence was 13.5%. These findings suggest
that the incidence of vascular pulmonary
hypertension in the valvotomies done during
pregnancy is very minimal.

Pregnancies after valvotomy

The incidence of future pregnancies in
women after mitral valvotomy is shown in
Table 8. The combined series of 260 pa-
tients after mitral valvotomy were followed
up for a minimum period of five years.
This includes the 60 women delivered at
term following valvotomy during pregnancy.
The results of the number of pregnancies
experienced by the 60 women who had
valvotomies during pregnancy was compared
with 200 women who had valvotomies
apart from pregnancy, after a five year
period of follow up. The first group of
60 women experienced 72 pregnancies,
an incidence of 1.2 pregnancy per head,
while the second group of 200 experien-
ced 148 pregnancies, an incidence of 0.7.
Sixty six women were over thirty years

Table 7

Size of pulmonary artery seen at mitral valvotomy

Grade Pregnant women Non-pregnant
women

No. % No. 7%

1 5 1. i I
2 19 17.2 17 4
3 59 53.6 37 8
4 23 23.6 380 81
5 4 3.8 23 5

6 0 —_ 2 0.5

Total 110 100 466 100

Ceylon Medical Journal
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Table 8

Pregnancies in women after mitral valvotomy

(5 year follow up)

No.

1. Valvotomy
during pregnancy 60

2. Valvotomy
in non-pregnant
women 200

3. Age over 30 years 66

at the time of volvotomy and experien-
ced only ten pregnancies, an incidence
of 0.15 pregnancy per head. There were
eight mitral revalvotomies during pregnancy.
The mean time interval after the first
operation was 7.3 years. There were 16
pregnancies in the eight patients during
the intervals between valvotomies.

Mitral restenosis

The 60 women who delivered at term
following valvotomy during pregnancy
were followed up for a period of five
years, 2 (3.3%) developed restenosis, while
in the 284 women who had valvotomy
apart from pregnancy 15 (4.2%) had res-
tenosis after a similar period of follow-
up. The incidence of restenosis in our
series is less than that in the group sub-
mitted to valvotomy outside pregnancy.
This distinction is contrary to earlier re-
ports19,

DISCUSSION

Rheumatic mitral stenosis is still the
most common form of heart disease in
pregnancy. However, there is a relative
variation in the geographical incidence.
Reports from continental Europe20 have
usually shown less rheumatic and more
congenital heart disease, while in Sri Lanka

Vol. 28, No. 1, March 1983

No. of subsequent Incidence/head

pregnancies 7o
72 1.2
148 0.7

10 0.15

there has been no decline in the inci-
dence of rheumatic mitral stenosis. Mitral
stenosis as seen in Sri Lanka is different
from that in western countries; it occurs
in the young and the results of closed
transventricular valvotomy are excellent3.

Brock14, Cooley and Chapmanl5, and
Logan and Turnerl®é were the first to
report in 1952 on the surgical treatment
of mitral stenosis in pregnancy. They
treated 11 women with commissurotomy
during the middle part of pregnancy and
noted one maternal death and one pre-
mature delivery (with a viable child).
Since then, there has been an increasing
number of patients treated with valvotomy
during pregnancy with a maternal mor-
tality of 1.89; and foetal mortality of 9%18.
In 1977, Szekely and Snaith21 reported
from Newcastle, one maternal death in
29 valvotomies performed during pregnancy.

In the present series of 110 valvoto-
mies performed during pregnancy there
were no maternal deaths, while the foetal
mortality was 0.9%. The good surgical
results are attributed to the young age
of the patients, mobile valve cusps free
from calcification, good myocardial function
and the abscence of thromboembolic
complications.
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The favourable outcome of pregnancy
for both mother and child signifies clear
cut improvement in cardiac performance
following surgical treatment. According
to earlier published reports!8 22, the in-
cidence of restenosis at the end of five
years after surgery was 5%, and within
nine years 60%. We noticed a lower
rate at the end of five years (3.3%) in
women who had volvotomy during preg-
nancy, compared to the incidence of 4.2
in the non-pregnant group after a similar
period of follow-up.

The incidence of future pregnancies in
60 (after valvotomy in pregnancy at) the
end of a five year period was 1.2 preg-
nancy per head, while in the 200 who
had valvotomy apart from pregnancy, the
incidence was 0.7 pregnancy per head.
In the combined series of 260 patients
after mitral valvotomy 66 (25)7) were
over thirty years at the time of surgery,
they experienced only ten pregnancies,
while the 194 under 30 years had 138
pregnancies. Women with mitral stenosis
should have early valvotomies, and preg-
nancies before they are in their thirties.

Although mitral valvotomy is a safe
operation during pregnancy, it is best
avoided during the last month of preg-
nancy, as half the patients who had
valvotomies during this period experien-
ced premature labour. Further, postopera-
tive oedema of the breast is a common
complication in the valvotomies performed
during the last month of pregnancy. This
is avoided by a posterolateral thorocotomy
for access instead of the usual anterola-
teral one.

The incidence of pulmonary oedema
was high in our series and one fifth of
the valvotomies were for pulmonary
oedema in  previously asymptomatic
patients, Majority of patients in this

Stephen S J

group were in their first pregnancy. In
42%, symptoms occurred for the first time
in pregnancy and the diagnosis of heart
disease made for the first time. Mitral
stenotic murmur may be heard for the
first time during pregnancy due to increased
blood flow through the wvalve!3. This
emphasises the need for thorough physical
examination of the heart of all pregnant
women regardless of the medical history.

The early stage of the disease at the
time of valvotomy is reflected in the
absence of significant radiological and
elecrocardiographic findings, moderate size
of the pulmonary artery observed during
surgery and the high incidence of moderate
stenosis of the mitral valve.

In 36 patients, the valve stenosis was
classified as moderate; the valve orifice
just admitted the middle phalanx of the
index finger and 28 (55%) of them had
repeated atttacks of pulmonary oedema.
It is clear from this, and others’ ex-
perience23 that the functional degree of
stenosis is sometimes greater than ana-
tomical degree as judged by the exploring
finger. From our studies it is clear that
mitral valvotomy 1is a safe operation
during pregnancy, there is a low incidence
of restenosis and chances of future preg-
nancies are greatly increased.

SUMMARY AND CONCLUSIONS

1. During a eleven year period closed
transventricular mitral valvotomy was
performed in 110 patients in various
stages of pregnancy and the results
evaluated as to the safety of the
procedure during pregnancy, the chan-
ces of future pregnancies and incidence
of restenosis.

2. Majority of patients were in the early
stages of evolution of mitral stenosis.

Ceylon Medical Journal
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3. Maternal mortality il
mortality of 0.9%.

and foetal

4. High degree of mobility of valve
cusp (98%)

5. Low incidence of restenosis.

6. Incidence of future pregnancies higher
than in women in whom valvotomies
were done apart from pregnancy.

7. Majority of patients were in their
first pregnancy and in half symptoms
occurred for the first time.

8. High incidence of premature labour
in valvotomies performed during the
last month of pregnancy.
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Eye-Banks

HUDSON SILVA!

Ceylon Medical Journal, 1983, 28, 16-21

Mr. President, Members of the Coun-
cil of the Sri Lanka Medical Association,
ladies and gentlemen.

I do most sincerely thank the Presi-
dent, Council of the Sri Lanka Medical
Association and the honourable members
for the great and unique honour confer-
red on me and through me to the Sri
Lanka Eye Donation Society, by inviting
me to deliver this Guest Lecture. At
the very outset, I confess that I am not
a specialist as this term is understood in
the medical circles. 1 simply cannot
stand shoulder to shoulder with the renow-
ned men and women who have hallowed
this rostrum, delivering lectures on pro-
found scientific and medical subjects.

The only claim I have to this special
position is that I have been successful in
obtaining thousands and thousands of
gift human donor eyes for research and
keratoplasty, while throughout the world
persons with many academic qualifications
and access to unlimited resources in men,
money and materials have not been
successful.

The august assembley here will surely
pardon me for referring to “I”” and “me”’
while referring to the movement, and the
work that has resulted in international
recognition for the work I have pionee-
red. 1 shall also refrain from referring

* Guest Lecture delivered at the 96th Anni-
versary Session. '

! Medical Director, Sri Lanka Eye Donation
Society.

to persons by name except when paying
compliments; but some unpleasant situa-
tions and incidents have been mentioned
here merely to illustrate the odds against
which this movement had to be built up
and sustained.

The narrative is in two stages — one
where Lord Buddha 25 centuries ago re-
ferred to the donation of eyes mentioned
in Sivi Jataka. A careful scrutiny of the
story makes it clear that the restoration
of vision to a blind man with the aid
of the eyes donated by the Bodhisatva
was not a miracle but a surgical opera-
tion performed by the royal physician.
When King Sivi offered to have his eyes
removed to restore vision to a blind man
at one stage the physician said halfway
through the operation, that if the king
wished to withdraw the offer, it was the
last chance; if he went a step further
there was no chance of regaining vision.
This obviously was the stage at which
the optic nerve was to be severed. There-
fore it is abundantly clear that the ope-
ration was not a mythical case of ‘eye
grafting’. If that were possible the physi-
cian would be able to graft an eye to
the king later if requested.

There is a tendency in western litera-
ture to refer to Erasmus Darvin in 1796
as the first person ever to mention the
possibility of making a hole in an opaque
cornea so that the tissue that will grow
into it will eventually produce a clear
corneal area. It was more than 90 years
later that the German ophthalmologist
Arthur von Hippel achieved the first
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successful cornea graft from one human to
another.

Eye banks of the world

There are hundreds of eye banks in
the world today, because every large eye
unit and even many small ones start an
eye bank to collect, process and utilise
human donor eyes. Thus in U. S. A. there
are at least 680 eye banks, in Japan 46
and many more in the USSR, England,
Germany and France. Many other coun-
tries have eye banks of various descrip-
tions, most of which serve only the insti-
tute to which each one is attached.

The world’s oldest and still the largest
is the Eye Bank for Sight Restoration
in New York, established in 1948. Over
the years they have collected many thou-
sands of eyes for keratoplasty and re-
search. They do not send any eyes out-
side the United States.

The eye banks at Moorfields Eye Hos-
pital and at East Grindstead in England
are also well known for the large num-
ber of donor eyes received and utilised.
They do send donor eyes to some foreign
destinations particularly on special pro-
jects where their doctors go to foreign
countries to teach and demonstrate kera-
toplasty techniques. As patients come
from under-developed countries to the
UK for keratoplasty, this service too is
international.

Washington International Eye Founda-
tion is an institute that started sending
eyes to foreign countries in significantly
large numbers. They used a method of
dehydration of corneas in glycerol. Ex-
cess eyes from numerous eye banks in
USA were sent out to distant places by
them starting an international donor ser-
vice. But dehydrated corneas have very
limited uses and therefore have not be-
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come popular even in remote areas in spite
of the keeping qualities claimed up to3
Or more years.

Eye banks in Australia and New Zea-
land have sent out some eyes to coun-
tries in the neighbourhood but the supply
has proved to be irregular, meagre and
therefore undependable.

In the USSR there are eye banks in
all major eye institutions and the supply
is reported to be adequate. The supply
of eyes in the Peoples Republic of China
is inadequate; keratoplasty is done only
in large cities.

Out of all the countries I had an
opportunity of visiting and getting infor-
mation, Sweden appears to be the coun-
try with the greatest potential for donor
corneas. As an autopsy is done on every
cadaver in every hospital, and the doctors
are free to remove any tissue deemed
necessary, there seems to be a potential
for 3000 or more corneas annually. But
they obtain only about 50 corneas out
of this vast pool to meet their own re-
quirements. In a medical world starved
for donor corneas, the greatest anomaly
is thus sadly witnessed in Sweden — a
country famous for its welfare work.

In countries with huge populations such
as India and Indonesia with much cor-
neal blindness caused by malnutrition,
trachoma and also mal-treatment of eye
diseases, the supply is pathetically low.
Even in countries such as Japan and
Taiwan with well developed medical ser-
vices, the supply is tragically low. It is
with this background in mind that we
now look at our own Eye Bank in Sri
Lanka. We have managed to develop an
eye donor service which has helped 115
cities in 44 countries to receive 11,995
eyes within 18 years, in addition to
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supplying the total known needs of Sri
Lanka. In the first year (1964) we sent
out only 6 eyes to Singapore as an ex-
periment and also to meet a challange
by an ophthalmologist published in a
newspaper that eyes cannot be sent abroad.
In the next year, we sent 27 eyes to
Addis Ababa and some to Bombay, Hong-
kong, Bangkok, Delhi and Singapore mak-
ing a total of about 60 eyes.

The service expanded much beyond our
expectations and resources until now, when
the average number of eyes and corneas
sent abroad annually is over 1500. The
time interval between the 1st eye and the
100th was 996 days; this improved to 69
days for the 100 eyes between 1401 and
1500. The interval has been shortened
further to 17 days for the 100 eyes com-
pleting 11,900.

Taking in groups of 1000 eyes, first
thousand eyes took 3163 days (nearly 9
years), while the interval between the
10,000th and 11,000th was 201 days.
The next 1000 is expected to cut the
time to 170 days. When these figures for
international donation of eyes are announ-
ced, there is a fallacious tendency to

believe that we disregard the needs of -

our local doctors.

Figures for Sri Lanka are not accura-
tely known to us because some eyes are
collected by the local institutions and uti-
lised independant of the eye bank. The
demand by our doctors (both public and
private sectors) is only about 200 eyes a
year which is a mere 10, of the total
supply. Local demand is supplied on a
priority basis, and a patient has to wait
more than 2 or 3 days for a cornea
only if the surgeon prefers to use the
eye of a young donor.

But it is known to us that sometimes
patients are kept waiting for a cornea

Silva Hudson

graft due to reasons unconnected to the
supply of eyes. Some of these are the
dearth of anaesthetists, lack of water,
failure of electricity, lack of sutures and
sometimes the refusal of patients to be
operated on a particular day owing to
the wrong position of the stars in the
heavens. A very rare occasion is the case
of a doctor who keeps patients in hos-
pital for months and months at govern-
ment expense without requesting corneas
either from the eye bank or from the
health administration; and discharges them
later saying ‘no eyes for Sri Lankans, but
no shortage for Japanese, Taiwanese and
Saudis™.

Methods of collection, preservation and
transport

Donor eyes are collected in the shor-
test possible time, but preferably within
4 hours of death. The longest period on
record is 26 hours for a young person
who committed suicide. His body went
into refrigeration at the Police Morgue
within 2 hours, and the eyes removed
after the autopsy on the following day.
The permissible time interval between death
and enucleation is shorter for an elderly
person and for a patient who dies of a
prolonged illness. An unconscious patient
can have his corneas spoilt by exposure
keratitis even before death, unless the
eyes are kept closed or moistened frequen-
tly. This is done only in intensive care
units as a routine.

We use three different methods of pre-
servation at our International Eye Bank
depending on the final destination to which
eyes are to be sent. For Sri Lanka, India
Pakistan Indonesia and many other coun-
tries the moist chamber method is wused.
Here, the eye is fixed to a metal frame
with the cornea looking upwards and the
frame placed inside a bottle which has a
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little moisture (sterile water or saline) but
not to immerse or touch the eye. When
preserved at 4°C such eyes can last 3
days and sometimes even 4 days. Such
eyes can be used for penetrating grafts
as well as lamellar grafts.

EPK fluid: Eye Preservative Kyoto
is a fluid developed at Kyoto Medi-
cal University to preserve the whole eye
for up to 6 days. The main constituents
of this fluid are the tissue culture
medium TC 199 an chondroitin sulphate
giving it protection against oedema by
osmosis. Eyes preserved by this method
at 4° C have been sent to Japan, Taiwan
Switzerland and Ecuador for many suc-
cessful penetrating grafts. Quito in Ecua-
dor is the most distant place in the world
for gift eyes from Sri Lanka, and eyes
reached it via 3 flights through Bom-
bay and Frankfurt within 28 hours.

MK fluid : This fluid developed by
Mc Carey and Kaufmann in USA also
contains TC 199 (in dextran). It is used
for the preservation of a corneo-scleral
button (the cornea with a 2-3 mm rim
of sclera) cut out from the donor eye
The cornea is immersed in this fluid and
preserved at 4°. These corneas have been
used up to 5 days, but only for pene-
trating grafts.

Organ culture medium: A new method
of organ culture for corneas has been
developed very recently at the Minnesota
State University giving a life-span of up
to 30 days to donor corneas (buttons) at
room temperatnre. Experimental work has
been successfully completed, and some
clinical trials too have been successful.
We too had an opportunity of contribu-
ting to the final clinical trials through
Project Orbis which brought this method
to Sri Lanka for the first time.
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Having the double advantage of a phe-
nomenally long life span for donor cor-
neas, and doing away with the need for
refrigeration at 4° or any other specific
temperature the remotest corners of the
world now become accessible to our eyes.
All these years we were limited by a
time interval of about 30 hours between
despatch and utilisation.

Transport : Transport is done in an
expanded polysterene (rigifoam) box deve-
loped at Westminister Eye Hospital, Lon-
don. They claimed a life span of 18-22
hours for transport at 4° with the ori-
ginal methods. We modified it by inser-
ting a new type of bottle from Buffalo
Eye Bank, and using a solid block of ice
instead of the original cubes, thus increa-
sing the life span to 34 hours — adequate
to send eyes to Quito, San Francisco and
Rio de Jeneiro from Colombo. We will
have to continue using this method for
a long time because the new organ cul-
ture method of preservation is extremely
expensive at present. It is essential to
take cultures for pathogens from the me-
dium at specified intervals, because any
contaminant will multiply fast in the tis-
sue culture medium at room temperature.

Now let us take a brief look at the
beginnings, troubles, tribulation and the
triumph :

It was way back in early 1957 when
I happened to be a member of a group
of medical students who watched a kera-
toplasty operation done by Dr. P. Sivasub-
ramaniam FRCS. While describing and
demonstrating the operation he alluded to
the shortage of donor eyes. Earlier there
was a steady but meagre supply from
prisoners hanged in the gallows. From
1956 when the death penalty was suspen-
ded that supply dried up leaving a long
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waiting list — some patients had waited
as long as 9 years for a graft.

Then I decided to give my own eyes
after death, and when I mentioned this
to my mother, she said “son, before you
die I will be dead; start this campaign
by taking my eyes”. I prepared a news-
paper article “Life to a Dead Eye” ex-
plaining how eyes can be given after
death and gave it to a newspaper which
was not inclined to publish it thinking
it might be a publicity stunt; and also as
the author was a mere unknown medical
student. After 3 months of waiting, the
article was withdrawn from that paper
and given to Sunday Lankadipa which
published it on 19th January 1958 giving
a start to a massive publicity campaign
which resulted in the enrolment of 514,000
persons including social and religious lea-
ders of all descriptions.

Even if all the required facilities had
been provided these achievements would
stand out; but when it has been achieved
in the face of powerful, organised and
consistent opposition, I am really grati-
fied to recall the struggle. For nearly 18
years, I was not only the doctor to the
eye bank, but also driver, messenger, ty-
pist, duplicating machine operator, fund
raiser, public relations officer, telephone
receptionist etc, assisted by my wife and
a few volunteers.

I now refer to a few incidents to illus-
trate the odds against which we had to
work :

I had been discontinued from the
Department of Health for criticising it
with regard to the large scale wastage
of donor eyes, and it was the Medical
Superintendant of the Eye Hospital who
had to bear the brunt of the criticism.
He issued instructions to all government
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hospitals that I was not to be permitted
to remove eyes inside the institutions as
I was a discontinued officer.

To overcome this, I got the donors
bodies out of the hospitals and brought
them home to my garage at Ward Place
during the day; and removed eyes on the
roadside with the aid of street lamps in
the night. Some minor employees in the
hospital mortuary risked punishment by
permitting me to remove eyes in the
morgue when taking the body out was
impractical. I carried the bottles in my
pockets to prevent being detected from far.

Then instructions went out to all the
eye units in hospitals that eyes were not
to be received from voluntary organisa-
tions unless they had been affiliated to
the Eye Hospital eye bank (a mere name).
At the same time a request went out to
the Principal Collector of Customs that
eyes should not be permitted to be expor-
ted, unless cleared by the Eye Hospital
as ‘“not needed for use in Sri Lanka’.
During the period it took us to wriggle
out of this situation about 120 good hu-
man eyes rotted away. To spot-light this
cruel situation, I sent a package of rot-
ten human eyes to the Permanent Secre-
tary of the Ministry of Health with a
note that the stench in the package
depicts the state of affairs in the D part-
ment of Health. With the front-page
publicity this episode brought, some of
the obstacles were reluctantly removed.

The other incident illustrates the effort
it takes to have a pair of eyes delivered
to a destination in spite of having the
facilities now. On 25th November 1981,
Dr. S. Anandarajan FRCS wanted a pair
of eyes to take to Male with him to
perform the first-ever keratoplasty ope-
rations in the Maldives. He left Colombo
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at 12.00 noon as we had no eyes to
give him. But we received eyes at
12.35 p.m. I realised that I could still
catch the plane if I rushed to Katunayake
at highspeed.

I drove the car myself with the driver
by my side to be on the look-out for
speed traps. If we noticed one in time,
we were to slow down; but if we went
through one without noticing it, the
decision was to proceed regardless, and
explain or take the punishment Ilater.

Having had no time to obtain a permit
to enter the airport, I rushed inside,
mentioning to the Air Force guards that I
had to get this package into the plane
immediately. Customs officers and security
staff inside had been informed already
by Dr. Anandarajan personally, and by
my wife by telephone.
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To my great dismay, the ladder to the
plane had been removed, and the doors
closed; but with a radio-telephone message
we managed to get the door re-opened :
but the Air Lanka ground hostess was
not tall enough to hand over the package.
Ultimately a tall man came to the scene,
and managed to get the package into the
plane, and on to Dr. Anandarajan’s lap.
thus bringing relief to all, including two
patients at Male.

Over the years such instances have been
many. The invitation by the Council of
the Sri Lanka Medical Association to me
give this Guest Lecture has given me an
opportunity of looking back over the
years and feel happy for what has been
achieved.

Thank you for Ilistening, ladies' and
gentlemen.
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Contaminated Opium as a Source of Chronic
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SUMMARY

Sixteen adult opium dependents were
studied. Thirteen had a diffuse, generalized
hyperpigmentation involving the palms
soles and dorsum of the hands and feet,
Nine (56.3%) had strong biochemical
evidence of arsenic poisoning. A sample
of opium had arsenic in a concentration
of 60 mg/100g.

Opium as a source of arsenic poisoning
has been previously described in India and
Sri Lanka. A large number of opium
dependents may be thus suffering from
chronic arsenic poisoning.

INTRODUCTION

Chronic arsenic poisoning occurring in
 opium dependents due to ingestion of
opium contaminated with arsenic was
initially recognised in Sri Lanka in 1982.1

The present study consisted of clinical
and biochemical evaluation of male opium
dependents who were admitted to the

% Paper presented at the 96th Anniversary
Session of the SLMA. Joint winner of the
Dr. E. M. Wijerama Award.

1 Lecturer in Medicine.

2 House Physician.

3 Senior Lecturer in Medicine.

4 Professor of Medicine,
University Medical Unit, General Hos-
pital, Colombo.

University Medical Unit from January to
December 1982.

MATERIALS AND METHODS

Sixteen patients admitted during this
period were included in this prospective
study. Their ages ranged from 29 to 69
years (mean of 41.5 years). A detailed
clinical examination and certain laboratory
investigations were done. Analysis of urine,
hair and nails was done for arsenic using
the Gurzeit test — semiquantitatively when-
ever possible.2 Samples of opium obtained
by the patients were also analysed for
arsenic content.

RESULTS

The initial admissions were in January
1982 for intercurrent illnesses such as
acute bronchitis, bronchial asthma and
bacillary dysentery, but others complained
of symptoms which could be considered
more specific for chronic arsenic poisoning
such as nausea, abdominal colic, peripheral
paraesthesia and pigmentation. All the
patients confessed to addiction to opium
and had ingested it almost daily for the
past 2 to 30 years (mean of 13.6 years).

On examination, 13 of them had a
diffuse, generalized hyperpigmentation pre-
dominantly involving the palms, soles and
dorsum of the hands and feet. One had
involvement of the palms only. Seven
patients had a superadded spotty hypo-
pigmentation which is considered to be
quite characteristic of chronic arsenic
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poisoning. Five of the patients had hyper-
keratosis of the palmar — plantar surfaces.

The other clinical features are shown in
Table 1.

The details of the laboratory investi-
gations are presented in Table 2.

Thus, 9 patients (56.3%) had strong
biochemical evidence of arsenic poisoning.
A sample of opium showed arsenic in
a concentration of 60mg/100g. This is
nearly 170 times the tolerance limit used
for fruits and vegetables in the U.S.A.3
Other striking laboratory features were the
evidence of liver cell dysfunction with
elevated serum glutamic oxalacetic tran-

saminase (SGOT) in 9 patients and elevated

serum glutamic pyruvic transaminase in
1 patient, anaemia (2 patients) neutropenia
(3 patients), and thrombocytopenia (2
patients).

DISCUSSION

In the presence of a high arsenic content
in the opium consumed by these patients,
it is reasonable to conclude that the
vehicle for their poisoning was opium.
The commonest clinical feature encountered
was hyperpigmentation. Unlike the classical
description of a diffuse hyperpigmentation
involving the areas exposed to light* our
patients had predominant involvement of
the palms and soles. The black-foot
disease occuring in Taiwan where well
water contained a high level of arsenic
differs by the presence of a proliferative
and degenerative arterial change leading
to ischemic necrosis of tissues.> Muscular
pain, weakness and sensory motor peri-
pheral neuropathy are common with chronic
exposure while abdominal colics and anorexia
are well known features of acute arsenic
poisoning.6 We were unable to find any
patients with Mee’s lines or skin malig-
nancy in our series. Liver cell damage

Vol. 28, No. 1, March, 1983

‘cytopenia observed in some

with fatty infiltration and central necrosis
occurs in acute arsenic poisoning? but
usually the organic arsenic compounds
cause a cholestatic jaundice, with slight
parenchymal damage.8 In India chronic
arsenic poisoning has been implicated in
the causation of portal hypertension.®
Bone marrow depression is also a well
known haematological complication of
arsenic poisoning which would explain
the anaemia, neutropenia and thrombo-
of the
patients.1® Thus the presence of certain
symptoms of acute poisoning may have
been due to the high dose of arsenic
ingested by these patients.

Adultration of opium with arsenic leading
to chronic arsenic poisoning in opium
dependents has been reported in India
by Datta in 1978.11 It was suggested
that the arsenic was added in the belief
that it had aphrodesiac properties. In
Sri Lanka too, it is possible that the
arsenic is deliberately introduced for this
purpose or to add bulk to the opium. With
this increase in bulk the illicit pedlar
can increase his profit margin. There is
an estimated 37,000 to 58,000 opium
dependents in Sri Lanka.l2 Thus it is
possible that a large number of our opium
dependents are having chronic arsenic
poisoning. The latent cases can be detected
only by biochemical screening. The medical
profession in Sri Lanka should bear in
mind the possibility of chronic arsenic
poisoning in every patient who is addicted
to opium particularly if he shows evidence
of hyperpigmentation.
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SUMMARY

A patient who was admitted to Colombo
South General Hospital with alcoholic
liver disease was found to have chronic
arsenic poisoning. As he was an opium
addict a field study of opium addicts
from his area was undertaken. Further
six cases of arsenicosis were detected
among opium addicts and none among
non-addicts.  Contamination of opium
with arsenic is discussed.

INTRODUCTION

Arsenic poisoning may be accidental,
suicidal or homicidal. Of these, chronic
arsenic poisoning is a feature either of
accidental or homicidal poisoning. In
cases of chronic poisoning, the arse-
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nic has to be ingested in small doses
for a considerable period in order to
produce classical arsenicosis.

Accidental arsenicosis is documented in
Sri Lankal, In other countries, acci-
dental poisoning from coloured wall paper,
artificial flowers, wax candles, confec-
tionary etc. has been documented2.
Contamination of beer caused an epide-
mic of arsenicosis in England, while that
of food and drink has also been repor-
ted3. Analysis of ilicit opium has revealed
arsenic contamination in India%, but
arsenicosis resulting from ingestion of
contaminated opium is a novel feature.

MATERIALS AND METHODS

A patient admitted to a medical ward
of Colombo South General Hospital with
alcoholic liver disease showed skin and
other manifestations not attributable to
hepatic failure and was referred to the
Judicial Medical Officer for an opinion.
A clinical diagnosis of arsenicosis was
made and this was subsequently confirmed
by analytical toxicology. When the patient
was discharged he was contacted at his
residence and the purpose of this study
was explained to him. When he was
convinced he gave details of how opium
is consumed and revealed the addresses
of others taking opium in his area. All
these persons and their immediate family
members were examined. Six of these
persons showed dermatological manifesta-
tions of arsenicosis. All these six per-
sons confessed to being opium addicts
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and gave details of the amount and
frequency of consumption of opium. Fur-
ther a total of 106 controls who pre-
sented at the office of the Judicial Medical
Officer Colombo South during this period
for various medico-legal purposes from
the same area were examined for possi-
ble signs of arsenicosis. None of them
showed any such signs.

All the cases of suspected arsenicosis
were then requested to visit the office of
the Judicial Medical Officer, Colombo
South, where a careful history was ob-
tained and a physical (including derma-
tological) examination performed. The
following laboratory investigations were
done on each of the cases:chest x-ray,
ECG, blood urea, serum alkaline phos-
phatase, serum proteins, serum bilirubin,
serum glutamic pyruvate transaminase,
thymol turbidity and blood picture.

24 hour 17 — keto — steroid excretion,
buccal mucosal biopsy and other relevant
investigations were performed as and
where indicated.

Samples of hairs and nails were remo-
ved from each of the patients; the hairs
being head hairs, cut close to the root,
and nails being nail scrapings. These
were analysed using Gutzeit’s techniqueS
for elemental arsenic content.

Samples of opium obtained through
the patients and elsewhere were analysed
for arsenic content.

Following the diagnosis of chronic
arsenic poisoning, the patients were ad-
mitted to Colombo South General Hospital,
where each of them received a course of
British Anti-Lewisite (dimercaprol) and
any other therapy appropriate to incidental
conditions. They were then referred to a
psychiatrist for the treatment of addiction.

Balachandra A T, et al

RESULTS

Non-opium addicts in the area inclu-
ding the members of the families of the
patients showed no evidence of arsenic
poisoning. Of the seven patients one
was an alcoholic. Five non-alcoholics
took alcohol on occasion. They were all
cigarette smokers smoking the same pro-
prietary brands of cigarettes used by other
smokers of the area. All the patients
were males 28 - 48 years of age, con-
suming 5 - 15 g of opium per day for
the past 5 - 15 years (Table I). They all
obtained their opium from a network
run by a single dealer. The local vendor
himself was affected. They all noticed
untoward effects at or around the same
time, about a year prior to examination.
Nausea, bitter taste in the mouth, ex-
cessive sleepiness and anorexia were the
first symptoms experienced ; these were
followed at various intervals by skin dis-
coloration which developed gradually and
then progressed. Giddiness, vertigo and
other neurological manifestations were
present in three out of the seven cases
(Table 2).

Physical examination showed coffee
brown, uniform, bilateral pigmentation of
palms and soles in all cases (Fig I).
Marked hyperkeratosis of palms and soles
was seen in all the cases. In some
instances, the palmar pigmentation was
‘spotty’ but the classical ‘raindrop rash’
depigmentation was not seen in any of
the cases. Four out of the seven cases
showed classical ‘Mee’s lines” on the
nails. Pigmentation of buccal mucosa
was seen in four of the cases (Table 2).

One of the cases showed clinicial evi-
dence of hepatic failure due to alcoholic
liver disease (Table 3).

X-ray of the chest showed an area
of pleural thickening in one of the cases,
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Table 1

Age distribution, duration of addiction, daily intake of opium and
arsenic levels in hairs and nails in the seven cases.

| | 1 !l
~ Duration of : : ~ Elemental Elemental |
(I:\?;? Age (years) = addiction I)i.e:gk:p(lu)m ~ As in hair As in nails |

| (years) | 2 (p- p- m.) (p. p- m.)

1 37 | 15 15 | 99 116
2 39 | 15 10 | 68.5 112 .
. N - ' 1
3 36 | 18 10 28 08 |
i o 9 10 47 208 1 |
L 5 L) Al }
5 a8 ey | 15 5 45 | gl
WS |
6 48 | 25 5 58 74 !
7 28 ‘ 8 5 11 131 i
, ' e 0.01 to 0.05 to

[ Normal values for Sri Lankans 0.05 54l ’

all others being normal. ECG showed
no abnormalities. The blood urea levels
were within normal limits, there being
no evidence of renal involvement. Blood
picture only showed evidence of coinci-
dent pathology, there being no evidence
of bone marrow suppression. Symptoms
referable to the central nervous system
were present in three of the cases, muscle
wasting being demonstrated in each of
them. Three of the cases showed some
sensory loss below knees.

The analysis of hairs and nails showed
very high concentrations of arsenic com-
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pared with the normals for Sri-Lankans
(Table 1). The samples of opium obtain-
ed from the patients gave a negative
result for arsenic ; however, some of the
samples obtained from elsewhere showed
heavy contamination.

DISCUSSION

It has been argued that the concentra-
tions of arsenic found in opium in India
are well within permissible limits for
foods. In a series of cases of arsenicosis
with portal hypertension investigated in
India the possibility of ingestion of
arsenic via opium was considered, but a
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Table 2

Distribution of dermatological and nurological signs in the seven cases

Case | Case i Case | Case | Case | Case I Case
1 AR [ - 4 3 6 i
LAl - — Fer . =
Hyperkeratoisis of !_ + o & e + - 7
palms and soles
Pigmentation of e n 4 e TR n
palms and soles |
Skin pigmentation + + =2 — e Sk L2
L L ey SN s B IR o IE
Rain-drop rash = i = i = s> <
Skin hyperkeratosis o= Ve = =l £ = 'y
Buccal pigmentation 4 5 24 ELS L = b
Mee’s lines + ~ - ik it i = -y
Numbness and tingling b + s — = o -
| |
| |

Muscle weakness + - it o A s s
Wasting Al <2 2y <t - = i 2o
Sensory loss oo 1 = g Sl 2 i a1
Motor signs = 2 ) = Fa s 208

history of opium intake was not obtain-
ed”. Various forms of food, especially
shell fish, are said to contain high quan-
tities of arsenic2.

So far as our study is concerned, only
opium addicts in the study area were

affected ; none of the non-addicts examin-
ed or members of the addicts’ families
showed signs and symptoms of chronic
arsenic intoxication. This rules out the
possibility that the arsenic intoxication
was due to contaminated food, drink or
environmental factors. The only possible
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Table

3

Results of the biochemical investigations in the seven cases

! | Serum | Serum |
Blood Albu- | Globu- | Total | bili- |alkaline; Thymol
Case | urea |SGPT| min lin |proteins| rubin | phos- | turbi-
No. | (mg./ | iu. | (g/100 | (g/100 | (g/100 | (total) phatase| dity
100 ml) ml) ml.) ml.) | (mg./ (K.A.U/ii (units)
¥ 100 ml.){100 ml.) |
i e R e B T R B T R 1L
2 20 10 3.8 3.2 7.0 0.9 1. 7 3.0
| v 2 | &
‘ 3 24 6 3.8 2.8 6.6 0.5 6 2.0
4 20 9 30 1|36 U660 0T N 8 3.0
|.
5 17 o T o 6 O 7 (R T
e
6 26 9 3.0 2.1 5.1 0.8 7 ‘ 3.0
7 16 o 480 088 (1140 WETRLY D6t as l‘ 2.0

common vehicle for arsenic therefore
was the illicit opium to which they were
all addicted.

This theory is further supported by
the fact that the severity of signs and
symptoms bears a distinct relationship to
the quantity of opium ingested daily dur-
ing the preceeding year (Table 1). Our
cases showed hyperkeratosis and pigmen-
tation of the palms and soles as the
main dermatological features of chronic
arsenic poisoning. Although a combina-
tion of Mee’s lines, raindrop pigmenta-
tion and classical toxic neuropathy has
been described as the main diagnostic
features of the condition2.8, it is our con-

Vol. 28, No. 1, March, 1983

tention that one should not await the
development of the full clinical picture
if permanent damage is to be avoided.

The use of British Anti-Lewisite in the
treatment of chronic arsenic poisoning is
contentious. However, our cases showed
a definite improvement following a course
of therapy with the drug. It is true
that none of our patients showed evidence
of permanent neurological damage. It
thercfore appears that in arsenical poisoning
detected before such damage has set in,
treatment with chelating agents may pre-
vent further damage and restore normality.

QOur patients have been opium addicts
for variable lengths of time. However,
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the duration of addiction showed no
relationship to the severity of disease
(Table 1). Moreover, only some, but not
all, of the samples of opium analysed
contained arsenic. The quantity of opium
consumed during the preceeding year bore
a definite relationship to the arsenic
content of hairs and mnails (Table 1).
These facts suggest that the opium sold
in the preceeding year was contaminated
with arsenic. It must also be remembered
that the signs of sub-acute poisoning
appeared at or about the same time in
all our cases, the contention being that
the particular consignment was heavily
contaminated.

Deliberate contamination to enhance
aphrodesiac properties of opium has been
suggested?. If this is true, the adulterator
would be careful to add only sufficient
quantity and no more of arsenic. In view
of the fact that our series showed a
uniform picture of sub-acute poisoning
following ingestion, this supposition appears
to be unlikely. But errors in proportion
of arsenic and opium during deliberate
contamination cannot be ruled out.

It is therefore our contention that the
contamination was accidental and could
have occurred in the poppy fields, the
processing plants or in transit. Whichever
way it occurred, it is our view that the
contamination was limited to a single
import consignment and that this had
been distributed island-wide. If this be
the case, there may be many other cases
of chronic arsenic poisoning from this
cause scattered throughout the country
and we submit that it is incumbent on
the profession to seek out the sufferers
before permanent damage occurs, in order
to treat them. To this end, we suggest

Balachandra A T, et al

that every opium addict and every patient
presenting with dermatological conditions
that may be consistent with arsenic toxi-
city be screened for . arsenic, either by
analysis of hairs and nails or by assay
of urinary arsenic excretion, if necessary,
following a 24 hour course of dimercaprol.
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Fig. 1
Coffee brown pigmentation of palms
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Fig. 1
Herniation of omentum before repair

2 - : : Hig: 2- - |
Demonstration of omental herniation at repair
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Asymptomatic Omental Herniation Following

Laparoscopic Sterilisation

D S RAJAPAKSA*
Ceylon Medical Journal, 1983, 28, 35-36

Laparoscopic sterilisation using Falope
rings was introduced into Sri Lanka only
about six months ago. With the increase
in demand for female sterilisation, quic-
ker and less complicated methods requir-
ing shorter post-operative stay are being
sought. Day procedures are becoming
increasingly popular. Laparoscopic steri-
lisation under local anaesthesia has all
these advantages. However, it is not a
procedure without complications. A case
of asymptomatic omental protrusion thro-
ugh the laparoscopic incision is described
below.

A 28 year old mother of four living
children, the youngest of whom was
3 years old, was a thin woman who
had not had any previous surgery. Un-
der local anaesthesia a 10 mm skin inci-
sion was made on the inferior aspect of
the umbilicus. A Verres needle was inser-
ted through the incision and the abdo-
minal cavity insufflated with 2 litres of
carbon dioxide. The trocar was then
inserted at an angle of 45 degrees to the
skin. The Falope rings were applied and
the laprocater removed. The gas was let
out through the cannula without pressing
or squeezing the abdomen.

The post-operative period was unevent-
ful and the patient went home after 3
hours. She returned on the 5th day to
have the stitch removed. As she had no
complaints, preparations were made for

# Opstetrican and Gynaecologist, De Soyza
Maternity Hospital, Colombo.

removal of the stitch. The nurse then
reported the presence of an ‘unusual
growth” at the site of the surgical incision.
She had absolutely no symptoms.

Laparotomy was performed on the same
day via a mid-line incision just below
the laparoscopy scar. The omentum was
seen protruding through the track made
by the trocar (Figs. 1 & 2). The omen-
tum was pushed back into the perito-
neal cavity after resecting the portion
that was protruding. The rectus sheath
was then repaired and the patient made
an uneventful recovery.

DISCUSSION

This is the first reported complication
after 350 laparoscopic sterilisations in Sri
Lanka. Corson and Bolognesel in an over-
view and results of a series of 1545 cases
had omental hernia only in 3. Keith et
al?2 have reported one case after having
reviewed 172 patients undergoing puerpe-
ral laparoscopic sterilisations. Bishop and
Halpin3 reported a case of omental pro-
trusion following dehiscence of the lapa-
roscopy wound. Loffer and Pent# in their
review of 56,106 cases have reported omen-
tal hernia only in 6. It is obvious from
these papers that the incidence of omen-
tal hernia following laparoscopy is rather
low. This problem occurs exclusively with
the larger trocars. Patients with chronic
coughs and umbilical hernias may be at
increased risk. It has also been sugges-
ted that a Z track should be used for
insertion of the trocars. However, the
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abdominal wall of most Sri Lankan women
is less than 3cm in thickness and there-
fore there is little room for any kind of
manoeuvering with the trocar. Every care
must therefore be taken during the remo-
val of the canula and when letting the
air out. The wound inspection at the
time of removal of the stitch is equally
important.
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A Study on the Incidence of Bronchial

Carcinoma in Sri Lanka
C G URAGODA*

Ceylon Medical Journal, 1983, 28, 37-41
SUMMARY

16 cases of bronchial carcinoma were
diagnosed at the Central Chest Clinic,
Colombo in 1978-79, an incidence of
47.25 per 100,000 symptomatic patients.
This represents a significant increase in
incidence over the figure at a compara-
ble chest clinic in the country more than
a decade earlier. During the past 19 years
the consumption of tobacco in the coun-
try has progressively increased. Exposure
to asbestos was also a factor in two
cases In the series. The increasing inci-
dence of the tumour shown by this study
is probably relevant to other developing

countries with similar economic progress
and industrialization.
INTRODUCTION

The incidence of bronchial carcinoma

has increased sharply in many countries
during the recent past, almost reaching
epidemic proportions in some of those in
the west. Sri Lanka is one of the coun-
tries that has been spared such a steep
rise, but of late clinicians have felt that
there is a slow but upward trend in its
incidence. The present study was under-
taken to determine whether there was
tangible evidence to support this impres-
sion, and to identify the factors influen-
cing this trend. The results of this study
may be of more than local interest, for
the findings may be relevant to other

* Physician in charge, Central Chest Clinic,
Deans Road, Colombo, Sri Lanka.

developing countries with similar econo-
mic progress and industrialisation.

The first study pertaining to bron-
chial carcinoma in Sri Lanka was
carried out by Cooray and Lesliel. Dur-
g the period 1954-56 they found only
22 cases among 1149 admissions to the
only thoracic unit in the country at the
time. They also reported that there were
only 5 cases among 2462 consecutive
autopsies performed during the 5-year
period 1952-56. A decade later, at a sur-
vey conducted at the chest clinic, Kandy
only 13 cases were diagnosed during the
S-year period 1962-662. More recently,
Stephen and Uragoda3 reported 84 histo-
logically proven cases seen at three tho-
racic units in the country during the 10-
year period 1963-72. These studies tes-
tify to the infrequency of the tumour
during the two decades from 1952-72,
However, these were not designed to
demonstrate a time trend.

MATERIALS AND METHODS

Central Chest Clinic where the pre-
sent study was conducted 1s the only
such institution in Colombo which has a
population of 800,000. It attracts patients
not only from Colombo zand its environs
but also from other parts of the country.

The number of cases of bronchial car-
cinoma diagnosed at this clinic out of
the patients seen personally during the
period 1978-79 form the material for this
study. The advantage of selecting this
clinic for the study was to enable a valid
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comparison to be made with an earlier
study2 which too was carried out at a
chest clinic.

All the suspected cases of bronchial
carcinoma were referred to any of the
three thoracic units at the General Hos-
pital, Colombo for investigation and treat-
ment. Only those cases where the diag-
nosis was thus confirmed were admitted
to the study. It may be mentioned that
the diagnosis of bronchial carcinoma in
Sri Lanka is difficult as the majority of
the tumours are peripheral. Only 29.7%
of the 84 cases reported by Stephen and
Uragoda3 were bronchoscopically visible.

RESULTS

During the period under review a to-
tal of 66933 persons were radiographed
at the chest clinic. A large proportion of
them, namely 33068 attended the clinic
for pre-employment radiography. The
majority of them were in their early
twenties and were asymptomatic. As ex-
pected there were no cases of bronchial
carcinoma in this group. The remainder
were symptomatic patients and among these
33865 patients 16 cases of bronchial car-
cinoma were diagnosed, an incidence of
47.25 per 100,000.

7 cases were histologically proven on
bronchoscopic or scalene node biopsy,
and in another two the diagnosis was
confirmed at thoracotomy. In the remain-
der the subsequent course of the disease
and the development of secondaries left
little doubt about the diagnosis.

Incidence

The previous study in a chest clinic in
Sri Lanka was carried out at Kandy
which is only second to Colombo in size.
The categories of patients who attended
the clinics at Colombo and Kandy were

Uragoda C G

similar in that they consisted of patients
with respiratory symptoms as well as new
recruits for pre-employment radiography.
In the Kandy study 13 cases were detec-
ted among 53032 symptomatic patients,
while in Colombo 16 were diagnosed out
of 33865 over a decade later. This diffe-
rence is statistically significant (X2 = 3.18).

The only available figures for bronchial
carcinoma which are representative for
the whole country are those compiled by
the Registrar General from causes of
death entered in death certificates. In
1967 there were 83 deaths (0.71 per 100,000)
while in 1977 the figure was 118 (0.85
per 100,000). This data however suffers
from infirmities inherent in this type of
material. There may have been a lack
of uniformity in reporting the cause of
death. In some cases death may have
been incorrectly attributed to bronchial
carcinoma, while on the other hand many
cases may have escaped detection, espe-
cially when the pattern of the tumour in
Sri Lanka makes diagnosis difficult.3 How-
ever, these figures serve to indicate a
slight upward trend in incidence during
the course of a decade. For purposes of
comparison, the number of deaths from
pulmonary tuberculosis in 1977 from the
Registrar General’s figures was 1461, being
12.4 time more common than deaths from
bronchial carcinoma for that year.

Sex ratio

In the present series there were 14
males, a sex ratio of 7:1. In the pre-
vious studies, the ratios were 2.7:11
2.25:12, and 3.9:13 respectively. These
figures show a progressive increase in the
proportion of males affected. This trend
is also shown in the Registrar General’s
statistics. In the 3 years 1970-72, there
were 223 male and 105 female deaths,
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a ratio of 2.1:1. More recently during
the period 1975-77 the figures were 281
males and 77 females, a ratio of 3.7-1.

The proportion of affected males seems
to be low in Sri Lanka, at least till re-
cently. Ashhey and Daviest cite several
western studies where the proportion ran-
ged from 6:1 to 22:1. The Sri Lanka
situation appears to be a playback of the
British scene half a century ago when
smoking was much less than it is today.
In the United Kingdom the increase in
the incidence of bronchial carcinoma did
not begin until 19215. In a series cove-
ring the period 1908-28 the ratio was
2.4:1¢ a figure far removed from the cur-
rent proportion in the United Kingdom
and one that approximates to the Sri
Lanka ratio of the 1960’s. As the smok-
ing habit spread first among the males
in the United Kingdom, there was an
initial rise in the male component of the
ratio, but Dick expects it to revert back
to pre-rise proportions as more and more
females take up to smoking. If these
considerations are applied to the Sri Lanka
situation, it appears that the recent rise
in the male component is associated with
increasing consumption of tobacco by them.
It may be mentioned that the vast majo-
rity of women in Sri Lanka are non-
smokers. A survey has shown that only
1.6% of females of 15 years of age and
above smoked?. Even if the smoking
habit were to get a foothold in women
in Sri Lanka, it would be many years
before it reaches significant proportions,
and it would take a further decade or
more before this is reflected in a rise in
female cancers.

Smoking

In Sri Lanka tobacco is consumed
mainly in the form of cigarettes, beedi,
cheroots and chewing tobacco. The beedi
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is made of a special grade of tobacco
wrapped in the dried leaf of Diospyros
Melanoxylon. It weighs one fifth that of
a cigarette. A cheroot is similar to a
cigar but both ends are open. It weighs
thrice as such as a cigarette. Chewing
tobacco is used along with betel leaves
in the popular practice of betel chewing.

Table 1 shows the annual consump-
tion of smoking tobacco in the country
from 1961 to 1979. It was compiled from
data provided by the Department of Agri-
culture, Sri Lanka. The per capita con-
sumption of cigarettes has gone up from
0.16 to 0.41 kg during the past 19 years,
an increase of 0.25 kg. On the other hand
the total consumption of all forms of
smoking tobacco has gone up by only
0.17 kg. While cigarettes have become in-
creasingly popular the beedi and the
cheroot have lagged behind. The cheroot
has a disagreeable odour which the rising
generation does not favour. Beedis are
a cheap substitute for cigarettes and there-
fore are associated with a lower social
status.

The increase in cigarette consumption
has taken place against a backdrop of
repeated and frequent rises in taxation.
The inference is that with progressive
economic development of the country and
higher incomes the people are able to
afford the more expensive cigarette in
preference to the beedi and the cheroot.
This preference for the cigarette with its
known carcinogenic properties, is a dis-
turbing trend which is probably valid for
other similarly placed developing countries
as well, In such countries an increasing
incidence of bronchial carcinoma could
well be expected.

In the present series 4 smoked more
than 15 cigarettes a day and another
smoked 15 beedi and 2 cigarettes a day.
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Table 1
Annual tobacco consumption in Sri Lanka 1961-79
Year Cigarette Beedi Cheroot Total Per capita Per capita

(metric (metric and cigar (metric  consumption consumption

tons) tons) (metric tons) (kg) of cigarette
tons) (kg)
1961 1600 1300 700 3600 0.35 0.16
1962 1600 1600 700 3900 0.37 0.15
1963 1800 1600 700 4100 0.39 0.17
1964 2000 1600 700 4300 0.39 0.18
1965 2000 700 800 3500 0.31 0.18
1966 2200 1800 800 4800 0.42 0.19
1967 2300 2200 800 5300 0.45 0.20
1968 2300 2200 800 5300 0.44 0.19
1969 2600 1100 1100 4800 0.39 0.21
1970 2700 900 1100 4700 0.38 0.21
1971 3000 2000 1100 6100 0.48 0.24
1972 3500 900 1100 5500 0.42 0.27
1973 3700 % 1100 & B 0.28
1974 3800 ¥* 1100 * * 0.27
1975 3500 1100 1100 5700 0.42 0.26
1976 3900 1100 800 5800 0.42 0.28
1977 5400 1100 800 7300 0.52 0.39
1978 5500 900 1100 7500 0.52 0.39
1979 5900 * 1300 * * 0.41

* Figures not available.
There were 4 non-smokers including the try, while esophageal carcinoma ranks

2 females. The remainder smoked less

than 15 cigarettes a day.

In the context of local incomes only
people from the higher income groups
could afford to be heavy smokers. The
4 men who smoked more than 15 ciga-
rettes a day belonged to this group. In
contrast to bronchial carcinoma where a
fair proportion of those affected could be
expected to come from the better income
groups, patients with buccal and esopha-
geal carcinoma are generally from the
lower income groups. Buccal carcinoma
is the commonest malignancy in the coun-

fourth. There is a well documented etio-
logical relationship between betel chewing
and buccal carcinoma. There is evidence
to suggest such a relationship in the case
of esophageal carcinoma too8. Betel chew-
ing is an alternative habit to tobacco
smoking and is generally indulged in by
the lower income groups®. This probably
explains the socio-economic pattern of
these tumours.

Occupation

Two of the patients in the present
series were asbestos workers. One of them
had been an engineer for 17 years in
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an asbestos factory manufacturing roofing
and ceiling sheets. He did not smoke
except for an occasional cigar. He had
an adenocarcinoma. The other man had
been fixing asbestos roofing and ceiling
sheets for 16 years. He had smoked 1

to 2 cigarettes and 15 beedi a day for
37 years.

These two cases underline a new trend
in the development of bronchial carcinoma
in Sri Lanka. In none of the previous
reports on bronchial carcinoma was there
a mention of an occupational association.
However, such a development is not sur-
prising in the context of industrial deve-
lopment which has progressively conver-
ted an entirely agricultural economy into
a mixed one.

The manufacture of asbestos roofing
and ceiling sheets was introduced into
the country a couple of decades ago and
several factories have now been establi-
shed in order to meet an ever growing
demand for these items. In a country
where the tumour is still uncommon, the
occurrence of even a few cases of occu-
pational origin is significant.
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A Review of Psychiatric Aspects for Termination

of ; Pregnancy

H V PERERA®

Ceylon " Medical Journal, 1983, 28, 42-47
SUMMARY

This paper discusses the controversial
and poorly reported subject of the psy-
chiatric aspects of termination of preg-
nancy by reference to articles published
from time to time by specialists in this
field. The views on this important topic
vary from country to country. The psy-
chiatric morbidity occuring in pregnancy
is discussed as well as indications for
terminating pregnancy. The Abortion Act
of Great Britain (1967) with reference to
carrying out legalized therapeutic abortions
has liberalized this operation. The prob-
lems of consent and safeguards necessary
for the specialist are reviewed.

In conclusion a workable frame of
reference, indicating psychiatric illness,
where termination of pregnancy could be
instituted is presented. However it must
be emphasised that each patient should
be considered as a separate problem.

INTRODUCTION

Termination of pregnancy or abortion
is the cxpulsion of the contents of the
pregnant uterus at any period prior to
full term. The expulsion of the foetus
may occur in the first, second or third
trimesters. Abortions may be classified
into three separate groups: therapeutic,
spontaneous or criminal. Spontaneous abor-
tions may be caused by diseases of the
mother or disease of the foetus itself.
If the expulsion of the uterine contents

¥ Consultant Psychiatrist, Colombo.

is procured unlawfully, it constitutes a
criminal offence. These two classes of
abortion do not come within the purview
of this article. Theraputic abortions have
been carried out in varying proportions
in different countries for medical, eugenic
or humane reasons. Theraputic termination
of pregnancy is carried out where the
continuation of the pregnancy would
endanger the health of the mother. These
are for medical reasons such as severe
diabetes, tuberculosis, cardiac conditions,
hydatiform moles and severe states of
toxaemia in the mother. With advances
in the science of genetics it is possible
to detect abnormal chromosomes in an
unborn foetus which could lead to multiple
physical malformations and severe mental
handicap in the child. In some countries
pregnancies are thus terminated for eugenic
reasons. In Scandinavian countries humane
or social grounds are also taken into
consideration. An example is a woman
with too many children of advancing
years who cannot have any more children
without being adversly affected. In recom-
mending terminination of pregnancy the
wishes of the patient, her husband and
her parents, if they happen to be con-
scientious objectors, and religious consider-
ations should be taken into account.
Certain medico-legal implications which
could follow an abortion should also be
considered. A frame of reference which
a psychiatrist could follow when recom-
mending termination of pregnancy on
psychiatric grounds is not readily available
as the subject is controversial, differs
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from country to country and varies from
one consultant to another. This paper
attempts to formulate a frame of reference,
after reviewing the work of specialists
in this controversial field.

Psychiatric aspects

In Denmark and Sweden special laws,
liberalizing the termination of pregnancy
on psychiatric grounds have been intro-
duced. These include psychotic states,
reactive depressions with suicidal risks,
psychasthenic conditions as well as eugenic
and social reasons.! On the other hand,
as puerperal psychoses have a good
prognosis, Sim has stated that there are
no psychiatric grounds for the termination
of pregnancy.2 In Japan psychiatric indi-
cations for termination of pregnancy need
not be supported by medical evidence,
whilst in Italy and Spain such indications
however urgent are not permitted. In
Britain the new abortion act passed in
1967 and which came into force in 1968
has liberalized the law in relation to
the psychiatric grounds for the termination
of pregnancy.

Schizophrenia is a serious mental illness
associated with thought disorder, blunting
of emotions, primary delusions, loss of
volition, lack of insight and at times
hallucinatory phenomena. The prevalence
rate for schizophrenia is 0.99, in the
general population. The first attack of
the illness has a favourable outcome with
modern neuroleptic medication. Martin
following up 43 schizophrenic patients for
a mean period of four and a half years
showed that only 3 developed a further
puerperal illness.3 With relapses the person-
ality shows deterioration and may ter-
minate in a schizophrenic defect state
where the patient’s thinking becomes so
disorganised that she would be incapable
of looking after children. Therefore ina
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patient who has had a number of
pregnancies each of which had preci-
pitated exacerbations of the schizophrenic
illness, termination of pregnancy could be
recommended.4 Protheroe has stated that
in this type of relapsing schizophrenia,
therapeutic abortion could well have
prevented a recurrence of schizophrenia
with its long term defects.5 Manic dep-
ressive illness has a good outcome with
antidepressant medication, ECT, lithium
prophylaxis, supportive therapy, and would
not by itself constitute grounds for the
termination of pregnancy. However, suicide
is a very real threat in this group of
diseases especially in the presence of
agitation. If a patient has made serious
suicidal attempts due to severe depressions
with agitation precipitated by pregnancies
earlier, then termination of pregnancy is
justified on psychiatric grounds. In reactive
depressions and neuroses where a suicidal

attempt is only a manipulative gesture,
termination of pregnancy is not justified.
The neuroses respond to supportive therapy,
environmental adjustments and mild anxio-
lytic drugs.

Another problem would be a mother
who has shown an agressive psychopathic
personality deviation. These people are
usually unmarried, associate with criminals
and show violent propensities. The preg-
nancy is unwanted and the future mother
talks of violence directed towards the
unborn child. If the child is born, the
‘battered baby’ syndrome could result.
The mother’s environment is usually totally
unsuited for child rearing. In such a
situation if a suitable foster home for
the baby cannot be found, terminating
the pregnancy is justified, as the child
would be at risk. Another instance where
a mother is totally wunsuited for child
rearing is the problem of a pregnancy
in a woman with a severe degree of

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



4

mental handicap. The IQ would be below
50 and the degree of severity should be
such that the woman does not realize
what a pregnancy would entail. These
mothers are usually not married and the
pregnancy is a result of a man taking
advantage of the woman’s low intelligence
and seducing her. In such cases if a
suitable foster home cannot be found for
the baby the pregnancy should be ter-
minated. Complications may arise in
obtaining consent. The mother is usually
incapable of giving consent and therefore
the consent of her parents should be
obtained.

A pregnancy following rape or incest
constitutes a special problem. After these
offences, the victims show hysterical beha-
viour patterns, anxiety and depression.
In the majority of cases these symptoms
remit with psychotherapy and anxiety-
relieving drugs. Thus rape or incest and
the psychiatric sequelae following these

criminal offences are not grounds for
terminating the pregnancy.
More recently eugenic grounds for

terminating pregnancies are coming into
vogue. The diagnosis of heriditary foetal
abnormalities associated with severe mental
handicap is now possible in the prenatal
stage. The diagnostic procedures include
amniocentesis, foetoscopy with or without
sampling of foetal blood or tissue and
foetal ultrasound scanning.® Neural tube
defects wusually associated with mental
handicap have been detected by amniotic
fluid alfafetoprotien assay.? Other multiple
birth defects associated with severe mental
handicap are seen in the Smith-Lemli-
Opitz syndrome.® Prenatal diagnosis of
this dysmorphic syndrome is possible and
is important, as this condition carries a
risk of recurrence within families. Mongo-
lism or Down’s syndrome with brachy-

i
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cephaly is the most common cause of
mental handicap. Down’s syndrome is due
to nondisjunction of chromosomes during
gametogenesis in one or other parent.
Prenatal diagnosis is offered in Britain
to high risk pregnancies where one parent
has a translocation of chromosome 21 or
is mosaic for normal and 21 trisomic
cells. In Britain and the U.S.A. a
screening programme for mongolism is
offered to all older pregnant women. The
other common chromosomal cause of mental
handicap is X-linked mental retardation
with a fragile X chromosome. This could
now be detected in the prenatal stage.®
If the foetal abnormalities in these cases
could be detected, termination of preg-
nancy is advocated for eugenic reasons
as the child would show a severe mental
handicap.

Suicide

Patients who have had a psychotic or
other obvious psychiatric illness constitute
only a proportion of cases where a decision
about therapeutic abortion may have to
be considered. Very often a psychiatrist
would be called upon to express an opinion
regarding therapeutic abortion in an unwed,
neurotic, anxiety ridden mother, threatening
suicide. The psychiatrist would then have
to assess the seriousness of the suicidal
threat. Often it is a blackmail attempt.
There may be a history of instability,
irritability and impulsiveness with no
definite depressive symptoms in these
patients. In the majority of such cases
early hospitalisation, psychiatric advice,
environmental adjustments and supportive
therapy would be sufficient. There are
some patients who cannot be brought to
face pregnancy due to their neurotic
temperament, associated shame and the
disruption of family ties. In these cases
the risk of suicide will have to be
assessed. Suicidal acts are not rare in
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pregnancy. According to Whitlock and
Edwards 59 of all female suicides have
been associated with pregnancy.1® In their
own study 7.2% of 483 women who had
attempted suicide were pregnant. Boxall
and Chauvel in another Australian study
obtained similar figures.11 Harrington and
Cross obtained identical figures in Great
Britain.12 These studies indicate that
risks of this order are grave and cannot
be ignored. Furthermore, an unwanted
pregnancy is a threat to the future welfare
of the mother and child. In a Swedish
study children born to mothers who have
been refused termination on psychiatric
grounds were followed up till the age of
21; 60% born out of wedlock were
subjected to delinquency, psycopathy, edu-
cational retardation, alcoholism and in-
security as compared with a matched
group.13 It is more difficult to assess the
suicidal threat in an unwed mother.
It may only be a sort of blackmail attempt
or it may have to be treated as a grave
hazard. Serious prognostic indicators are
an unstable neurotic personality, depressive
symptoms, severe associated guilt and
shame, unsympathetic parental attitudes,
persistent threats of self destruction by
violence, lack of hysterical outbursts and
a previous history of a depressive reaction
to stress or failure. It is useful to obtain
confirmation of serious suicidal inclinations
from a close relative in these patients
when assessing their mental state.

Psychiatric sequelae

Ekblad following up 479 cases of ter-
minated pregnancy found that 119 expressed
serious self-reproach and 249, showed a
mild form of guilt reaction.l4 But these
reactions are easily amenable to psycho-
therapy; in fact the great majority of
patients after therapeutic abortion are
«well, cooperative and grateful”.13
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Medico-legal considerations

The legal considerations could be briefly
summarized as follows; two registered
medical practitioners must form in good
faith the opinions set out. The opinion
must be to one or more of the following
effects. (a) the continuance of the preg-
nancy would involve risk to the life of
the pregnant woman greater than if it
were terminated. (b) it would involve risk
of injury to the physical or mental health
of the pregnant woman greater than if
the pregnancy was terminated. (c) There
would be a substantial risk that if the
child were born it would suffer from
such physical or mental abnormalitles as
to be seriously handicapped. In Great
Britain these considerations were incorpor-
ated into the abortion act of 1967.

In the opinions set out above, termi-
nation of pregnancy does not pose a
hazard, provided the operation is per-
formed by specialists, in suitably regis-
tered hospitals. Therefore the operation
itself as described in (a), (b), and (c),
constitutes only a neglible risk 1o the
mother. Furthermore, the psychiatric
sequelae following termination of pre-
gnancy are not serious and easily amenable
to therapy.

Psychiatrists need only concern them-
selves with opinion, (b) and (c) as set
out earlier. If there is a grave risk to
the mental health of the mother, if
serious physical harm or death should
ensue in an attempted suicide or if
there is a substantial risk that the child
would develop a scrious mental or physi-
cal handicap, then therapeutic abortion
is justified.

Arnother important legal consideration
is the question of consent. Written con-
sent of the patient should always be
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obtained. If the woman is married it
is advisable - to discuss matters with the
husband and obtain his written consent
too. If the husband objects due to reli-
gious convictions, it is wise to consult
the opinion of another colleague. How-
ever, the doctor will have to finally make
the decision to terminate pregnancy and
if he acts in good faith, it is most un-
likely that he would get into serious
trouble in courts. If the patient 1is
single no consent is required from the
alleged father. If the unmarried mother
is under 21 years of age, it is wise to
get parental consent after obtaining the
girl’s authority to do so. If the girl is
under sixteen years of age, parental con-
sent should always be obtained even if
the girl forbids it.  Parental consent
should also be obtained in writing. If
the girl consents, but the parents refuse,
lawful termination should be carried out
if clinically justifiable. However termina-
tion should not be carried out if the
patient herself objects.

In giving an opinion for termination
of pregnancy on psyciatric grounds, obtain-
ing a second opinion of another psy-
chiatrist is prudent.

In Sri-Lanka the legal position is quite
different. @ The penal code with its
archaic laws specifically states that ther-
apeutic abortion could only be carried
out if there is danger to the mother’s
life. Therefore in this country the only
psychiatric grounds for terminating a
pregnancy would be (1) a severe agita-
ted type of endogenous depression with
suicidal intentions precipitated by preg-
nancy where the sucidal risk is grave.
(2) A serious suicidal threat in an agita-
ted unwed mother with an impulsive and
neurotic personality, attendent shame,
critical parental attitudes and who cannot
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be brought on to face a pregnancy with
supportive  therapy or environmental
adjustments.

The laws in this country do not re-
cognise dangers to the mother’s mental
health or foetal deformities as indications
for therapeutic abortion. In the U. K.
these are incorporated into the mental
health act. In that country further
indications for the operation are for
humane or social reasons. Therefore in
the U. K. additional indications are (a)
a chronic schizophrenic illness where
earlier pregnancies had precipitated pro-
gressively severe recurrences of the illness
with deterioration of the mother’s per-
sonality. (b) A prenatal diagnosis of
multiple birth defects usually associated
with severe mental handicap. (c) Preg-
nancy in a woman with a severe degrec
of mental handicap where a suitable
foster home cannot be found for the
baby. (d) A psychopathic, unwed mother
with violent propensities and criminal
tendencies where the environment is totally
unsuited for child rearing and where a
suitable foster home cannot be found.

Recently, there have been moves in
Sri-Lanka to incorporate some of these
indications for therapeutic abortion into
new legal reforms. Such changes in the
Jegislature should take into consideration
the religious attitudes prevalent in this
country.
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Many years ago, in Oxford, the English
philosopher Dr. Samuel Johnson made a

profound, if wunorthodox assertion. He
said . ... “yet, many additions to our
medical knowledge might be got in

foreign countries. It is in vain to send
our travelling physicians to France, and
Italy, and Germany, for all that is known
there is known here; I'd send them out
of Christendom; I’d send them among
barbarous nations.”! We must presume
that Dr. Johnson used the term <barbar-
ous’ here in iis original context, meaning
‘foreign’ — and not with any other con-
notations !

It is only recently, however, that wes-
tern medical science has come to ack-
nowledge that there is, perhaps, something
to be learned from these mnations. We
do not propose, in this paper, to des-
cribe the whole gamut of the eastern
approach to the delivery of health care;
rather we shall attempt to briefly tell
you about some of the achievements in
the field of medicine that were made
by our ancestors in Sri Lanka

Our country, known at different periods
in its history as Taprobane, Serendib and

¥ Text of a paper presented at the third
overseas meeting of the Royal College
of Surgeons of Edinburgh in Colombo
17th February, 1982.

L Consulant Surgeon, Lady Ridgeway Hos-
pital for Children, Colombo.

Senior House Officer, Nuffield Ortho-
paedic Centre, Oxford, England,
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Ceylon, was the seat of one of the early
civilizations of Asia. The Island’s history
from the third century B. C. onwards has
been well documented; the best known

of the early chronicles is the Mahawamsa

which has been periodically updated. To
day, English translations of this Pali work
are available 2.3.

The material in the historical chroni-
cles is corroborated by an extensive body
of stone inscriptions, found all over the
country. Some of these inscriptions date
as far back as three hundred years before
Christ.

From these early times, Sri Lanka's
kings maintained systems of medical care
for their subjects. As the Mahawamsa
records, King Dutugemunu (161 to 137
B. C.) maintained several hospitals in his
kingdom during the 2nd century B. C.
It is pertinent to recall that Saint Bar-
tholomew’s, considered to be the oldest
hospital in Britain, traces its founding to
nearly thousand years later — in fact, to
the year 1123 A. D. 4.

Today, hospitals and health authorities
are allocated funds from a central bud-
get, supplemented, if lucky, by philan-
thropists and service organisations — and
cut back, when times are bad, by poli-
ticians! The method of maintenance of
hospitals in early Sri Lanka is rather in-
teresting. Hospitals were assigned lands
or whole villages by the king, the reve-
nue from such estates, which at times
were located at a considerable distance
from the hospital, provided for its up-
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keep. To quote but one example, the
Culavamsa records that King Kasyapa V
who reigned from 914 to 923 A.D.,
built a hospital in the city of Anura-
dhapura and assigned it villages 2. In
1963, Lankan archaeologists deciphered
the inscriptions on the stone pillars of a
tenth century building and found that it
delineated «the boundaries of certain lands
set apart for the benefit of the hospital
built in the inner city of Anuradhapura
by Kasyapa V5 — thus substantiating
the story in the chronicle.

For those interested, there is an infor-
mative article in the Ceylon Medical
Journal of 1977 by Dr. C. G. Uragoda,
about the medical references in the many
stone inscriptions found by archaeologists
in our country 6.

To mention but one, the inscription of
King Udaya II (885 to 896 A. D.) reads:
“We have endowed on the hospital at
Madirigiri the land enclosed within the
boundaries where we have set up sto nes.’

This inscription is from a stone pillar
discovered in 1947 in Anuradhapura 7,
Not long ago, in the present town of
Madirigiriya were discovered the ruins of
what appears to be this hospital. An un-
usual item found at the site was a stone
medicine trough. Similar stone structures
have been found at other sites where the
Mahawamsa records hospitals to have
existed. These troughs have been carved
to accommodate an average human body ;
they were probably used to treat diseases
such as rheumatism, which required the
entire body to be immersed for a period
of time in a bath of medicinal liquid.

With regard to medical science, our
ancestors largely availed themselves of the
very comprehensive medical literature of
India. The ancient philosophy was known

Vol. 28, No.1, March, 1983

as Ayurveda — from the Sanskrit ‘ayuh’
(life) and ‘veda’ (knowledge), One of
the basic tenets of Ayurveda was the
theory of <tri dosha”, or the three
constituent forces of the body. These
three — vayu, pitta and kapha — have
been imprecisely translated into English
as wind, bile and phlegm. A more
accurate interpretation is to describe them
as the processes of transmission, metabo-
lism and secretion.

Disease was primarily considered to be
due to a derangement in the balance of
these three forces. Although the existence
of germs, and the infective nature of
certain diseases were recognised, Ayurve-
dic medicine aimed to restore health by
correcting the imbalance of the ‘tri dosha’.
It relied to a large extent on herbal
preparations, and on what is today re-
ferred to as physical medicine. In spite
of the lack of modern equipment for
experimental observation, however, Ayur-
vedic physicians had a wvast body of
knowledge to draw upon. Just one exam-
ple of the precedent nature of this know-
ledge (compiled long before the Corpus
Hippocraticum of western medicine) is
evident in the following text in the Sus-
ruta Sambhita 8.

“Take the fluid of the pock on the
udder of the cow ... upon the point of
a lancet, and lance with it the arms bet-
ween the shoulders and elbows until the
blood appears; then, mixing the fluid with
the blood, the fever of smallpox will be
produced.”

Thus is can be surmised that, centu-
ries before Edward Jenner and Sarah
Nelmes were born, the cowherds of the
Indian sub-continent were practising a
kind of vaccination against smallpox.

Advances in surgery often reflect the
social customs prevalent at a particular
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time. The then common custom of puni-
shing prisoners of war, criminals and even
unfaithful wives by mutilation stimulated
the advancement of plastic surgeory —
and produced surgeons skilled in rhino-
plasty, the transplanting of sensible skin
flaps and fashioning of artifical ears.

One drawback to the advancement of
ayurvedic surgery was the stigma associa-
ted with human dissection. For genera-
tions in the east, those who worked with
the dead (for example, grave diggers and
embalmers) were looked on as outcasts.
For the Ayurvedic physician, who tradi-
tionally belonged to the educated stratum
of society, to work with corpses — even
in the quest of knowledge — was unthinka-
ble. As a result, in a caste conscious
society, cadaver dissection was abando-
ned, and surgeons had to rely on text-
book descriptions without any experience
of practical anatomy.

Despite these drawbacks, the surgery
performed in those early times is amazing.
To a great extent, surgery in Sri Lanka
followed the teachings of Susruta, the
famed surgeon of Varanasi who compiled
the Susruta Samhita. This encyclopaedia
of surgery includes precise descriptions
of operations such as laparotomy, vesical
lithotomy and cataract couching. I quote
from the Sinhalese version of the Susruta
Sambhita, placing on record my gratitude
to Ayurvedic Dr. W. I. Fernando who hel-
ped me with the translation into English.

«Now we shall describe the surgical
treatment to be employed for curing a
case of linganasa — that is, obstruction
of the pupil with a cataract. In cases
where the affected part of the eye does
not appear thin in the middle, nor hard
nor irregular in shape, nor marked by

a large number of lines or a variety of
tints, and where it is not painful or red

Wijesinha S S and Wijesinha C Y

in colour, the patient should be prepared
with sneha and sveda at a suitable time
of the year. Then the limbs of the
patient should be sccured with proper
fastenings and he should be made to sit
Jooking with both eyes at the tip of his
nose.

Having carefully drawn apart the eye-
lids fully with his thumb and middle
fingers, the surgcon inserts the yava-vaktra
(needle instrument) at the precise mid-
point between the lateral canthus and the
outer margin of the iris. Care is taken
not to pierce the blood vessels; the left
eye should be pierced with the surgeon’s
right hand, and the right eye with his
left. The efficacy of the perforation is
indicated by a characteristic sound, and
the emission of a drop of clear fluid;
if the perforation is not done in the
correct place, blocd would come out.

At the time of perforation, the eye is
sprinkled over with pure breast milk.
The needle instrument should be retained
in place, and pressure should be exerted
from the outside on the cataract; then
the internal aspect of the pupil should
be scraped from the inside with the end
of the needle instrument. The pupil
should be regarded as properly cleared
when it assumes the glossiness of the
cloudless sun, and is free of pain. The
mucus accumulated in the affected eye
should be removed by asking the patient
to snuff it off by closing the nostril on
the non-operated side.

The needle instrument should be gently
withdrawn and the affected eye sprinkled
with pure ghee and bandaged with a piece
of linen.

During the next ten days, the patient
should be laid on his back in a com-
fortable chamber, free from dust and

: Cequr_: Medical Journal
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smoke, and be warned to refrain from
such bodily functions as coughing, eruc-
tation, yawning, spitting, sneezing, etc.
The diet should consist of light articles
of food, and be given only in small
quantities.”

These post-operative instructions, given
almost 3000 years ago, sound remarkably
like those given to present day patients
after cataract removal. Susruta gives an
accurate description and measurement of
the needle-instrument which should be
employed, and stresses that it should be
made of copper, iron or gold. Susruta
also lists the symptoms and signs of
disorders resulting from defective surgery
— for example, puncturing the eye at the
wrong place, unsteadiness of the instru-
ment during the course of the operation,
and attempting to remove a cataract be-
fore it is mature. For each of these
complications, he lists the appropriate
measures of treatment.

An English translation, made in 1907
in Calcutta, of the original Sanskrit text
of the Susruta Samhita8 is available
in more than one library in Britain today.

While Hippocrates and Galen consider-
ed intestinal perforations to be invariably
fatal, Susruta described with clarity
the treatment of penetrating intestinal
wounds 9. The method advocated by him
utilised large black insects, a kind of
ant, to close tears of the gut wall. An
ant was applied to the opposed edges of
the wound : once the edges were bitten in
the strong jaws of the insect, the rest of
the body was broken off from the head.
Unorthodox, unsterile, and unfair perhaps
to the ants — but the method appears to
have been effective !

Two significant works on Sinhalese
medicine which are still extant are the

Vol. 28, No.1, March, 1983

Sarartha Sangrahaya composed in the fifth
century A.D., and the Bhesajja Manjusa
from the thirteenth century. The former
was composed by King Buddhadasa (341
-370 A.D.) who was himself an eminent
surgeon. His situation does not seem at
all implausible when one considers that
in the recent past, several countries —
notably Malawi, Singapore and Malaysia
— have had medical men as heads of
government ! King Buddhadasa’s book,
written in Sanskrit, describes various sur-
gical instruments and operations ; diagrams
of the human body are given, with
directions as to the various points that
should be avoided in surgical operations.

The Bhesajja Manjusa is a work in
the Pali language, written by a learned
Buddhist monk whose title is given as
‘Principal of the Five Colleges’. Written
for the use of Buddhist monks, the book
is available in other Buddhist countries
of the region such as Burma, Kampu-
chea and Thailand, where versions of
this work in the vernacular are found 10,
A Sinhalese translation, made in the
seventeenth century by Rev. Weliwita
Saranankara, the head of the order of
Buddhist monks at the time, is also In
existence. The book has, inter alia chap-
ters on fistula, carbuncle, bladder stone,
and fractures.

The wide variety of surgical instru-
ments in vogue at the time is remarka-
ble. Even as old a work as the Susruta
Samhita describes over a hundred diffe-
rent blunt instruments, 20 sharp ones and
28 different catheters, sounds and syringes.
The forceps were fashioned in the form
of different animals. Diagrams and
measurements of each instrument are given,
and mention is made of caustics used
to clean them. Susruta describes suturing
materials of hemp, cotton and plaited
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horsehair, — as well as the fumigation of
the operating room with the fumes of
mustard, butter and salt. Several types
of alcoholic drinks administered as anaes-
thetics before and during operation are
mentioned. The soporific effects of hen-
bane and Indian hemp are described,
and their use recommended for pre-medi-
cation.

We have attempted in this paper to
give you a brief glimpse of Sri Lanka’s
medical heritage. Much might be learned
from a study of the ancient works,
bearing in mind the possibility of utilis-
ing such knowledge in the management
of patients in the present context.
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Pernicious Anaemia — A Case Report
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M H R SHERIFF4 and K DHARMADASAS

Ceylon Medical Journal, 1983, 28, 53-56
SUMMARY

A case of pernicious anaemia is repor-
ted. This is probably the first patient
to be reported in Sri Lanka.

INTRODUCTION

Pernicious anaemia is a disorder charac-
terized by megaloblastic haemopoiesis and/
or a mnervous system disorder due to
vitamin B;, deficiency resulting from
severe atrophic gastritis. This condition
has its highest frequency among people
of Nothern Europe (United Kingdom,
Scandinavian countries) and in countries
populated by emigrants from these coun-
tries, such as North America, Australia
and New Zealand.! However this condi-
tion has been found in many races
including Chinese,2 Japanese,® Arabs.4
Indonesians and Asiatic Indians.5

CASE REPORT

A 32 year old man was admitted to
the University Medical Unit of General
Hospital, Colombo with a history of pro-
gressive dyspnoea, generalised weakness
and tiredness of five months duration.
He did not complain of paraesthesiae,

1 Registrar in Medicine.

2 House Physician.

3 Lecturer in Medicine.

4 Senior Lecturer in Medicine.
5 Professor of Medicine.

University Medical Unit, General Hos-
pital, Colombo.

weakness of limbs or unsteadiness. There
was no family history of a similar disorder.

On examination, he was found to have
marked pallor, mild icterus, vitiligo and
greying of hair. The liver was palpable
4 cm. below the right costal margin and
the spleen was felt 5cm. below left
costal margin. There was no free fluid
in the abdomen. Neurological examina-
tion did not reveal any abnormality.
Cardiovascular and respiratory systems
were normal and there was no glossitis.

Investigations

Results of peripheral blood examination
are given in Table 1. Bone marrow
aspiration biopsy showed a hypercellular
marrow with a large number of megalo-
blasts, and scanty megakariocytes. Urine
did not have any bile, but urobilin was
found in increased amounts. Serum
bilirubin was raised to 2.1mg/100ml the
indirect component being 1.lmg/100ml.
Results of histamine stimulation test are
given in Table 2. ESR was 90 mm in
Ist hour and serum proteins were 6.5mg/
100ml;3.8gm/100ml being albumin and
2.7 mg/100ml globulins. Parietal cell anti-
bodies were detected in the serum.
Gastroscopy showed a pale mucosa with
a reduction in the number of mucosal
folds, but the barium meal screening
failed to show any evidence of atrophic
gastritis. Finally a therapeutic test using
2/ug of vitamin B;,/day intramuscularly
was done. Haemoglobin and reticulocyte
counts were done daily and WBC and
platelet counts once in 3 days. Eight
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Table 1
Hb — 7.2 G /100 ml.
RBC — 1.2 million / mm3
MCV — 100 cumm
PCV — 16%
MCHC — 34%
Reticulocyte count — 2%
WBC — 2200 /cumm
Platelet count — 70,000 / cumm

Peripheral blood
film

Macrocytosis, hypersegmented polymorphs present.

; | Table 2

Results of histamine stimulation test
(histamine 2 mg — given at 9.30a.m.)

Time interval

Volume of Free acid
gastric juice (ml.)
8.30 — 9.30 a.m. 30 nil
9.30 — 9.45am. 8 nil
9.45 — 10.00 a.m. 18 nil
10.00 — 10.15 a.m. 14 nil
10.15 — 10.30 a.m. 15 nil

days after the reticulocyte count had be-
come normal, following the initial rise,
oral folic acid 200/ug were added and
the test continued. The results of the
therapeutic test are summarized in Fig. 1.

Bone marrow aspiration biopsy was
repeated 2 days after the commencement
of vitamin B;, injections and it was
found to be completely normoblastic.

DISCUSSION

Peripheral blood macrocytosis, pancy-
topenia and elevated serum bilirubin
suggested the possibility of a megabo-
lastic anaemia and it was confirmed by
bone marrow aspiration biopsy.

Therapeutic test using vitamin B,, 2/ug
I. M. daily resulted in bone marrow
becoming completely normoblastic in 2
days. Haemoglobin content improved,
white cell and platelet counts increased
and the characteristic reticulocyte response
was seen; reticulocytes increased to a
maximum of 45% on the 7th day and
became normal on the 16th day. (Fig. 1.)
The addition of folic acid, after the
reticulocyte count became normal, failed
to improve haematological parameters

further, excluding a co-existant folic acid
deficiency. Though the serum vitamin
B,» levels were not available, the response
to 2/ug of B,, seen in the therapeutic
test is diagnostic of B,, deficiency.13

Ceylon Medical Journal

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



Pernicious Anaemia — A Case Report

1
I
| %
5 & -
3 T
3 é w0
2 3 -~ Q
E L o s
Wl T
z 8
- = -
z =] =
E - E o
S B |
- 5 '3 0
| 3 §
S
s X 8 %
13
240 + ol 2t
220f L [

200f OFSOF 10F

N R R R
t6of 8Faot 8F
wo0r 1r Tt
20 6F30F 6}
wor 5k gt
got 4p20Fat
0 >t 8 1

40 F 210 F 2

FIGURE I

55

RESPONSE TO 2 ug OF VIT B2 fo.

" e —
-

OLOihO-OI 1 i

Vitiligo6 and premature greying of
hair? are well documented associations
of pernicious anaemia, and these two
features together with a megaloblastic
haemopoiesis due to vitamin By, defi-
ciency made this diagnosis a possibility.

After stimulation with histamine the
volume of gastric juice rose only up to
a maximum of 55ml/hr which is only
just above the lower limit of average
basal hourly output which ranges from
50-150ml. Free hydrochloric acid was
not found. This was good evidence of
atrophic gastritis. Furthermore, gastros-

Vol. 28, No. 1, March, 1983
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copy showed a reduction in the number
of mucosal folds though the barium meal
was normal. Though atrophic gastritis
with achlorhydria is seen in other condi-
tions as well, megaloblastic haemopoiesis
with or without a neuropathy in associa-
tion with atrophic gastritis is seen only
in pernicious anaemia.?

Parietal cell antibodies were present,
but this can be produced by other types
of atrophic gastritis as well.9 10,  Anti-
intrinsic factor antibodies are more spe-
cifict1,12 but cannot be done in this
country.
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Vitiligo, premature greying of hair,
megaloblastic anaemia, positive therapeutic
test showing vitamin B;, deficiency,
histamine fast achlorhydria together with
the presence of parietal cell antibodies
were adequate for the diagnosis of per-
nicious anaemia in this patient.
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! ;;:onzranndlcated or ad itional therapeutrc A
i measures be required when thereisimani- *" |
i fest hvpoka!aemia derangemem of atrio-
“ventricular cond_ucfmo_n‘or patholegical LA
bradycardia (according to the severity of :
the eondition). During glycoside therapy,
parenteral administration of calcium,
particularly simuitaneous administration,
s inadvisable.
Precautions:
Just as with any other digitalis therapy.
side-effects such as nausea, vomiting. .
. and gastro-intestinal complaints as well
_ as rhythm and visual disturbances may *
oceur. These side-effects must be parti-
“cularly expected in patients who are
oversensitive to glycesides or have a

For more Safety in the disturbed electrolyte bafance.Frorﬁ the

Y | same considerations, care in digitalisa-
treatment of the fa“'n heart .~ [ tion must be exercised in cases of acute
g tor puimonale, especially with intra-*
: | venous treatment: In patients with renal

! insufficiency, a reduced glycoside re-
¢ quirement may. be expected.
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- Our fepresentative inSri Lanka:
- JL. Morison, Son & Jones (Ceylon) Ltd..
:Sri Lanka

Lanitop B

metildigoxin . e : ‘

1w 2.

Almost Rapid onset
complete of action
absorption

Lanitop® embodies
3 decisive advantages for
your glycoside therapy:

Your partner in
| ‘diagnosis
1and therapy

Favorable
elimination
rate

toehringer | Boehringer Mannheim Gr-TabH
\_) D-6800 Mannheim 31
West Germany

mannheim
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PETTAH PHARMACY UTD.

PETTAH PHARMACY LID.

PETTAH PHARMACY UTD.

23 DAM ST. P.O.BOX 875-COLOMBO 12

WHOLE SALE & RETAIL
CHEMISTS & DRUGGISTS

PROVEN IN PRACTICE
accredited agents & representatives of
| modern pharmaceutical research companies



