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Introduction

This report is being written primarily at the
request of the army and civil authorities who

Article

are undertaking the organization °f emergency
hospitals and camps for dealing with — sick
destitutes' in Bengal. For these emergency
hospitals special lists of drugs and requirements
(vide Appendix I) have been prepared to 'cover
the essential needs only, and the treatment out-
lined in the pregent notes is based in general
on the items included in these lists.

This report is written on the basis of experi-.
ence in Calcutta during the months of September,
October and November 1943, when acute or
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sub-acute starvation was widely seen, and it is
Possible that in the future in different circum-
stances the situation may be rather different and
demal’ld rather different measures. It is how-
ever felt that these notes should be of general
value.

Types of cases.?0One feature noted in Calcutta
is the relative rarity of marked gigng of vitamin
deficiency. Frank of Deri-beri, scurvy.
etc-, have not been It geems, however,
Possible or probable that in more chronic starva-
tion these “vitamin deficiency diseases will be
piore common, and also that, unless the vitamin
intake is adequate, the patients will develop
these gdigeases during or after the treatment for
Sllb-acute starvation.

The cases admitted to hospital from the ' sick
destitutes' found on the streets of Calcutta
could be divided roughly into three groups
jﬁgnthose suffering from inanition due to starva-
to

cases

seen.

only, (b) those suffering from inanition due
@ combination of starvation and {igeagse, and
'c) those Showing relatively little inanition but
suffering from acute disease. The methods of
handling and management Of these groups of
c&ses therefore differ somewhat.
Diagtiosis.?The diagnosis of
comrparatively easy. The patient is usually very
thil' and weéak and shows the characteristic
Cental picture of inanition, often a marked
aPathy. The skin is dry and cold, all the organs
and tigsues are shrunken, the subcutaneous fat
completely absent, the temperature is sub-
Normal, systolic, diastolic and pulge pressures
31€ reduced. The eyes are shrunken and there
flre frequently other signs of dehydration. Often
he wasting of the limbs is masked by the
Presence of oedema. (Care should be taken to
JjﬂAkIe sure that this is not caused by nephritis.)
€L€ is sometimes present = diarrhoea and colitis
Pfh may be neither bacillary nor amoebic,
the  §iagnosis in patients ©of the second
1F0UP, those ghowing inanition plyg disease,
left.en more difficult. The predominating clini-
3% picture is that of ipanition, and moreover
presence of disease may be completely
masked by the inanition. The patients will fre-
quen%]g/ show malaria parasites in the blood,
. € no temperature and show no gplenic

inanition is

A
en B%E[Peqt,, . . .
1larly in the presence of an infection which
commonly causes high fever, the temperature
'nay be gypnormal, apparently as the result of
lnanition. 1In the same yay, cases of amoebic
‘ sentery may show little diarrhoea and stools
typical of the disease. Such patients are
.requently admitted to hogpital and treated for
anition, and when the general condition begins
unprove they develop the fever and other
Ay&@ toms which are characteristic of the infec-
pfrom which they are also Suffering.
The diagnosis in patients ©of the third group
Presents no particular feature. The patients,
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though weak, are ugually not collapsed, the pulse,
is good though often rapid, the body temperature
is frequently raised, and the patients show the
typical manifestations of the diseases from which
they are suffering.
have been malaria mostly malignant, dysentery
sometimes amcebic but more oftven bacillary,

pneumonia, nephritis, bronchitis, Naga sore',

The common diseases found

tuberculosis, an?emia, urinary tract {inpfections,
etc.

Treatment, general.?If the predominating
clinical picture is that of {igegse, then the

emphasis should be laid on treatment for that
disease, but if, as is Usual, the predominating
clinical picture is that of ipanition, then the
inanition should be treated first. Many of the
patients have been exposed to cold and have
little or no Clothingl and a good supply of
clothing, blankets and bedding is essential. The
treatment of inanition and of the diseases fre-
quently found in these ' sick destitutes is des-
cribed below.

Dosage of drugs.?In considering the treatment
of these patients it should be remembered that
the body-weight of most of them is abnormally
low, and also that they are usually very weak.
The dosage ©f drugs therefore has to be planned
accordingly. IT general, the ordinary standard
dosage °f any drug should be halved, and this
principle has been gadopted throughout these
notes.

Treatment, dietetic.?Diet treatment in disease
superimposed on starvation is important. &
healthy person suffering from acute infection
may require little diet during treatment, since
he has adequate starved person
suffering from acute infection has no reserves,
and the diet must be kept at the maximum

reserves. A

possible level. (Qnly in inanition and severe
gastro-intestinal disorders should the diet be
markedly restricted and then gply for the

minimum possible time. A highly nutritious
fluid diet is of vital importance in this work.

Inanition

A considerable number of patients may be
brought to hospital in a state of collapse.

Treatment of collapse.?The general treatment
for collapse should be zdopted?rest, warmth,
warm flyids, etc,, followed by = suitable diet,
but in intravenous therapy IS
strongly indicated and gpecial preparations of
protein hydrolysates containing vitamin B com-
pleX with glucose are bej_ng made available. If
this is not available, or is contraindicated, 5 per
cent glucose saline may Pe given.

Intravenous peptone glucose.?Intravenous
injections ©f peptone glucose are recommended
for all advanced cases Of starvation in a gtate of
collapse. (Cases ©f group I and gometimes of
group 1T vide infra.) The injections help to
revive the cases quickly and* enable them to take
suitable diet by the mouth,

severe cases
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Peptone glucose for injection is gypplied in
screw-capped transfusion bottles. It is a mixture
of 5 per cent glycose, 5 per cent protein hydroly-
sates and contains yipoflavine, nicotinic acid
and thiamin. It is of a clear port-wine colour,

free from precipitate o turbidity. Every batch

before issue is tested bacteriologically for
sterility, immunologically for freedom from
allergic reactions, and pharmacologically for

absence of toxicity.

The quantity contained in each bottle is
usually 200 c.cm., which represents the average
dose for one injection for an adult. Bottles
containing 400 c.cm. are also gupplied.

The bottles are best stored in the dark in a

cupboard at room temperature. Storage tends
to deepen the colour but this is of no consequence.
Bottles showing precipitate or turbidity e=
giving out a foul odour on opening should be
rejected. ©Omn opening the serew caps of good
bottles, a noise is heard due to the rushing of air
into the vacuumized pottles; when the o,pg are
found ]poge, it is best to reject the bottles. Once
the cap is opened, the material must be injected
within 2 hoyrg, as otherwise bacterial contamina-
tion and growth will occur.

Selection of cases.?Before giving injection to
a patient, it is advisable to examine the urine for
albumin and castg, but this is not absolutely
essential. Even where no urine is available or
where the patient is in an extreme state of
collapse or the urine shows traces of albumin (as
most cases of advanced starvation dp), peptone
glucose may be safely administered. But if there
is general oedema, and if kidney and liver

damage is suspected, it will probably be advis-
able to adopt other methods of treatment.

Nutritional oedema may lmprove

markedly after peptone-glucose injection.
Technique.?The intravenous injections are

best given with the help of Haye's pattern
transfusion set (figure 1). The screw cap Of the

bottle is removed and the cork of the transfusion
set (previously washed and gsterilized) fitted on
to the bottle. The bottle is inverted and hung
u]), and the clamps o= the rubber tybing adjusted
till the fluid comes out in drops (60 per minute)
from the needle. The latter is then introduced
into the vein and the fluid allowed to 4o in
slowly. An injection of 200 c.cm. should take
an hour to administer. Rapid administration
may not be tolerated well. 400 c.cm. is the
maximum daily dose. It may be gj_ven in one
dose or preferably in two doses of 200 c.cm.
each, one in the morning and the other in the
evening. The effect is often immediate and lasts
about 24 hours.

cases

The cases generally need as
many as three injections on 3 consecutive days.
A total of 600 to 1,000 c.cm. in 3 days often
results in marked j_mprovement and should be
supplemented by nasal feeding (vide injra' or by
hospital diet by mouth as indicated.,, It Is
essential t,0 remember that one injection provides
only about 100 to 200 calories, and therefore as

the patient improves it should be gupplemented
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by proper diet. So far there has not been any
necessity for giving injections for mexe than
3 clays, but if required they may be continued for

another 3 days with benefit.

FPgg. 11 ?PHype 5s ppateepn ibhravesnuss trarasiasoon
teebhndgee .

Reactions.?In none of the cases so far injected
lias any adverse reaction been noted.'"! Improve-
ment in the pulse, respiration, blood pressure
and general condition ygually follow the injec-
tion. In a few cases a latent malarial infection
has flared up after ome or moxre injections and
prompt treatment with anti-malarial drugs has
cured the disease.

C]_eanj_ng and sterilization.?After using the
transfusion g, it should be immediately
washed thoroughly in clean water and resterilized
forl use. This 1is important, aslotherwise the
fluid in the set may decompose with the forma-
tion of toxic substances which if not properly
washed magy give rise to untoward results.

Dietetic treatment

Selection of cases.?To gimplify dietetic treat-
ment, may Pe roughly categorized o=
admission as follows : =

Group I.?Collapsed cases, likely to die with-
out parenteral feeding and therapy. These pay
be (edematous or geverely dehydrated and are
in the last stages of acute ox chronic starvation:
They are incapable of taking even simple liquid
diet by ordinary methods of feeding, as they are
usually semi-comatose.

cases

“In a few more recent
been seen ?Editor,

cases, Milcl reactions havQ
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Group II.?Less markedly collapsed cases,
capable of recovery ordinarily by oral feeding.
Anorexia and failure of thirst may bPe
Present, so that individual spoon feeding may
" necessary. Semi-solids and even milk may

be retained in the first day or two after
admission.

.Group HI.?Cases capable Oof taking simple
milk giet,

Group IV.?Cases usually capable of obtain-
%ng nourishment from a good gruel and ]_lke]_y to
e‘able to look after themselves after a few days
™™ hospital.

Treatment.?Treatment of group I patients by
Intravenous peptone glucose has already been
lscussed (vige supra). This should be supple-
mented Ly appropriate diet. Where pecessary
nasal feedj_ng may be resorted to.

Aasal feeding'?ln the treatment of cases of
S}\Oup ix (anc{ aiso in cases of group I during

phase of recovery) the administration of
Aniall amounts of food at yery short intervals
. The following note describes one
thod of feeding such patients.

the apparatus used is the same as that for

P?Ptone glucose. & Ryle's tube is pagged into

even

Fig. 2.?Nasal feeding through Ryle's tube.

stomach by the nasal route attached to the
aPter of the infusion apparatus and left in the
stomach,
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A suitable fluid for administration is as
follows : =
Protein
L-/cu01108
grammes
Milk (skimmed or ghol), 4 pints 800 80
Glucose, 4 oz. 450
Salt, i oz
Eqgs, 2 4+ 120 10
Shark liver oil, i oz. 50
Compound Vitamin tablet, 1
1,420 90

Up to 4 pints can be given in a day which
contains about 1,500 calories with 90 grammes
protein and large quantities of all vitamins.

If liver is peeded, 2 to 4 ounces of liver is
pulped and sieved through muslin. One to 2
ounces of this pulp can be run down the stomach-
tube twice daily, after disconnecting it tem-
porarily from the drip apparatus, this adds a
further 160 to 320 calories. The stomach-tube
should be taken out and boiled every day When
liver is administered.

Hospital diets.?A of hospital diets
roughly corresponding to the needs of cases in
groups II, III and IV is given below. Each case
may be put o= the appropriate scale on admission
and uypgraded according to progress. The need
for administering vitamin concentrates from the
early stages is stressed.

It is evident that = somewhat crude and incom-
plete programme Oof hospital treatment will be
necessary, if the small number of beds available
is to be used to best advantage'

Cases in hogpital should be ypgraded as
rapidly as progress permitsg in order that beds
may be freed.

For gimplicity in treatment, the
hospital kitchen should prepare Stocks of the
various food mixtures according to the recipes
given below, in quantities corresponding to the
numbers of patjents in each category. The
medical officer could keep =a card with each
patient, stating his clinical group (changed
according to progress) and the amounts of each
mixture to be fed daily (adjusted in accordance
with ;4e and clinical condition). The work of
actual feeding could thus be reduced to a drill.
Caloric values for the standard diets and for
half-pint quantities of the standard food mix-
given to simplify caloric contrcl>1.
Adult patients should receive no less CalOII‘leS
daily than those provided i» each standarld diet.
Children should receive smaller portions % pro-
portion to their size. )

Ration scale.?'The following ration scales are
suggested =s = basis for the bulk provision of
food. They are designed for a unit of 10
"average' patients (including
children) being fed daily. Provisionally it may
be assumed that equal numbers of patients will
require ®ach type of diet,

series

dietetic

tures are

women and



78 THE INDIAN MEDICAL GAZETTE

Daily
Corresponding to
clinical group
Fluid diet II

Flour (parley, rice or maida) 2 8

Sugar 2

Milk, fresh (tinned, dried or
ghol) (a)

Cereal mixture (b)

Dhal

Vegetables (c)

Salt

Condiments

Compound vitamin tablets

Shark liver oil i

Calories per head (approx.) 800

Extras (per 10 patients).
(Admissible on demand, in addition
1. Yeast 5 oz. 6.
2. Liver 1 1b. 7.
3. Onions 5 oz. 8
4. Buttermilk (a) 8 oz. 9
5. Citrous fruits 10 10.
Notes.?(?) Buttermilk (gliol) is intended for use
as a ‘'starter' for making curd, etc., from ordinary
milk.

(b) Cereal mixture should contain not less than 50
per cent rice, the balance being made yp from atta or
maida flour as available. Millets should not be used
in 2 hospital dietary.

(¢) Vegetables should
vegetables.

include 50 per cent green

Standard recipes.?The following recipes give
quantities for 10 average patients.

(a) Fluid diet, conjee.?Make 2| pounds
flour into a paste with yater, and add water to

make yp 3 gallons. Bring to the boil and cook
until a thin gruel is produced. When COO]., add

pounds sugar and 5 ounces salt and stir in.
Shark liver oil 2% and yeast 5 ounces may be
added (gpproximate calorie value?150 per half
pint).

Fruit drink.?If materials are gyailable, make
a drink from fruit juices, sugar (or glucose) and
water.

(b) Milk diet, conjee.?May be prepared as
above.

Milk.?If not tolerated, dilute with water as
necessary. TWO ounces 0f gygar should be added
to each seer of milk. (Approximate calorie value
of swefetened undiluted fresh milk or canned or
dried milk diluted to fresh milk equivalence?
220 pey half pint,)

Ghol.?A po;ftion of the milk available may be
used to make ghol'. To each gallon of Slightly
warm fresh or diluted tinned or dried milk add
4 ounces of prepared buttermilk (yide extras
no. 4), Stir and allow to stand overnight in
a warm place, Next day churn up the curdled

scales
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of hospital rations

per 10 patients
Milk diet III Gruel diet IV
1b. oz. 1b. oz.
1 4
8 2 8
20 10
6
1 8
2 8
5 5
1
(*o) 10 (No) 10
i i
1,200 1,900

to above diets if zyailable.)

Non-citrous fruits 1 1b.
Fresh fish 1 1b.
Glucose 1 1b.
Compound vitamin

tablets.

Shark liver oil.

mass.
pint.)

(c) Gruel giet,, gruel.?Put pounds of dhal
into = large veggel, and add 1% pintg of water
and boil till soft. Then add 1 gallon of water
and 6 pounds of cereal mixture. Again bring to
boil. When the cereal is half cooked, add 2-v
pounds of chopped vegetables and continue cook-
ing till cereal is fully cooked. Remove from the
fire and add 5 ounces of salt and 1 ounce'of
condiments, and stir in. (If onions are available
they may be added with the vegetables. Sugar
may also be 3dded, according te the taste of
patients.) Approximate calorie value?340 pey
half pint.

Preparation and gerving.?The above food
preparations may Pe prepared in bulk in the
kitchen according to the numbers of patients omn
each type of diet. The medical officer should
note on each patient's card how much of each
mixture should be given, and at what intervals.
He can easi]_y estimate the number of calories
being provided from the figures in the preceding
paragraph. It may be noted that the calorie value
of the average fluid and milk diet is too small to
support life indefinitely. These two diets should
therefore be considered as interim treatment
designed to carry over the patient until fit to
consume the gruel diet.

The actual portion of each food given to
patients should be prescribed by the medical
officer in accordance with the sge and condition

(.Approximate calorie value?200 e half

of each. The calorie intake should therefore be
higher than ' gyerage for adults, and lower for
children.

The jmportance in many cases of small fre-
quent feeds has already been stressed,
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Malaria unnecessary. Of the less acute ogopgitions bacil-
. !
As already stated inanition pgy mask malarial lary .dysentery 18 much  more common than
amoebic, and since picrogeopical examination

"Section, and the gigng of malarial infection
may not be present o= admission, Put fever, etc.,
may develop later. In areas in which malaria
1s mghly endemic and in the malaria geason,
malaria may be so common as to ]UStlfY mass
treatment of all patientsl but in other areas and
?ven in highly endemic areas outside the malaria
*gon, this will not be justified. In view of the
sﬁorta,’ge of quinine, accurate diagnosis of
Malaria is pjgply desirable and, if available,
Microscopic examination of blood films should
'® used.” (Field's method of rapid staining i
tr1g! llse™u” in such circumstancesl vide appendix
v | Clinical diagnosis can be fairly accurate
th experienced workers.

Malaria in starved or semi-starved persons 18
jl dlly treated by ordinary methods, the dosage
) émg regulated according to body-weights;
ngera.ll¥1 15 grains, and not 1Inore than 20 grains,
Y quinine should be gj_ven in a day and treat-
1fleT1.t shoidd be given for 7 days. Oral adminis-

altllon‘ls usually effective. For this purpose
quinine gylphate (or cinchona feprifuge) is recom-
mended.

In gevere cases with vomiting or cerebral
symptoms, intravenous injections are
merided but they should be given with great
g(ar _A‘ more than 5 grains should be injected
md it should be dissolved in at least 20 c.cm.

distilled water and injection should take at
€ast 10 minutes. Or preferably the quinine
may be given in 200 c.cm. of glucose saline.
QU.inine bihydroch]_oride sll'xould Ib(—? usled for this
purg%se. As soon as poss;ble, injections should

andoned for oral administration.

recom-

o 1 '
t".18 not ysually considered pecessary to give
quinine for more than 7 days. The routine use

Pamaquine is mnot considered advisable.
- tebrin or mepacrine in half the usual dosage
lay be used if quinine is not available. The
2 ' army course of malaria tregtment, the 2, 5,

.‘ treatment, is not considered necessary ©°F
(1%86&)16 in these cases.

Pneumonia

>,Aases of pneumonia Should be treated with

693, 2 tablets at once and 1 four_hourly

the temperature falls; = four-day course

usually sufficient. Adequate fluids must be

g}\éeglé (Pneumonia wmay develop during the
of recovery from inanition.)

Intestinal disorders

Acute purging, vomiting, etc., may be due to
nolera, bacillary dysentery, or £ood poisoning.
. ¢ more chronic diarrhoeas may be due to
<aciHary dysentery, amoebic dysentery, or to
j_@mél'ne diarrhoea'. The fulminant dysepteric
a€lack should be treated along the same lines as

?lera, and therefore differential djagnosis is

., .This information is given in our editorial (p., 73)
appendix II is omitted.?Editor,

n>

Will‘usually not ll’e available, dysenteries should
be tieated as pacillary unless there is a gefinite
indication to the contrary (e.), absence of fever
character of gtgolg, lack of response to the sul-
phonamides) .

Bacillary dysentery.?This should be treated
with gsulphaguanidine, 3 grammes given at once
and 12" grammes given four-hourly; or by M&B
693, 2 tablets at once and 1 tablet four-hourly.
Sulphaguanidine is less toxic but has no effect on
the respiratory[ urinary and other infections
from which these patients are often suffering.
M&B 693 is effective against all these’ but is
An adequate intake of fluids is
essential during its administration. Under either
treatment the gymptoms should abate within
24 to 48 hours and treatment for limited periods
(4 days) 1s usually effective. If gymptoms do
not gubside, the correctness of the diagnosis
should be questioned.

Amoebic dysentery.?Thig should be treated
with emetine, half-grain doses injected daily
for 6 days. If the diagnosis 1is correct, diminu-
tion in symptoms should be observed by the
third day

Nutritional diarrhoea.?This is frequently seen
and should be treated glong dietetic lines.

Cholera.?Cholera cases should be isolated and
treated along usual lines with the immediate
rapid transfusion of up to 3 pints of hypertonic
saline, followed if pogsible by slow drip feed, o=

repeated transfusions, of isotonic saline until the
blood pressure shows a reasonable and main-

tained rj_se, and until the urine output average
in 4 hours. If guppression of urine
persists and gigns of uraemia zppear, hypotonic
saline with alkalies should be given intra-

venously. sAS soon as pogssible = large intake of
fluids ,bv mouth should be established.

more toxic.

6 ounces

CEdema

(Edema is commonly seen among sick destli—
tutes. There are two main causes : (3) nutri-
tional oedema, (6) nephritis commonly secondary
to gseptic skin conditions particularly scabies,
and exposure to cold. In the cold weather the
second group may predominate.

It is important to distinguish between the.
two types since in the second type intravenous
injection of saline and protein hydrolysate i
absolutely contraindicated.

Nutritional oedema is less eXteHSIlve: i
marked. Albumin in the urine 1if present s
very small in amount, and there aie me casts,
red cells, etc. In such cases the blood pressure

' i k but noimal in
may be low, the heart 1s wea

and less

action.
In nephritis the oedema may be very exten-

sive and marked general anasarca, ascites, etc.,
are common, Cthe urine usually shows albumin

casts, red cells, etc. (though these may very
occasionally be low or even ahgent), and the
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blood pressure is not low, and in the acute cases
seen here the heart has been normal. In similar
reported elsewhere in Bengal cardiac
complications have been reported.

In cases of pephritis, 1ow diet, low-fluid intake,
salt-free diet, etc., should be the treatment.

cases

Ancemia

Some degree ©f anaemia, usually macrocytic,
lias been seen in 80 per cent of Calcutta cases
and in some cases it has llneen very se.vere.
Directly and indirectly anaemlia mgvy, contribute
to the death rate.

All patients in hospital should get some form
of animal protein, at least 2 or 3 times a week,
and except in cases of diarrhoea or dysenteryl
ferrous gulphate in doses of 3 to 6 graing should
be given to all persons. Yeast may also be added
to the diet with great advantage.

In all patients showing marked anaemia,
treatment should be promptly instituted. Liver
should be given, by injection 2 to 4 c.cm. daily
up to 6 days, and this course should be repeated
after two weeks. If adequate supplies of inject-
able liver products are not ayailable, 100 to 200
grammes ©f liver, powder, liquid or lightly
cooked, should be given daily for 7 to 10 days
to the less severe cases of anaemias.

Anaemia associated with malaria will usually
respond well to treatment for malaria which
should therefore be given first. Later, if neces-
sary, the anaemia should be treated. In very
severe anaemia with pglaria, treatment for the
two conditions should be given.

Skin conditions

Ulcers.?Phagedenic ulcers, particularly' Naga
sores, are yery <ommon 1n such patients. If

untreated, the ulcers may extend deeply, affect
bones and death. The general treat-

ment consists Of regt, good food and personal
hygiene. The local treatment recommenced is
as follows : =

(a) The application twice a day of compresses
consisting of saturated magnesium sulphate
solution or a mixture of saturated magnesium
sulphate and 1 in 2,500 potassium permangan-
ate, equal parts. These gapplications are con-
tinued until the sloughs have separated.

(b) The wulcer 1is then dusted with boric
powder containing ! in 10 gylphanilamide powder.
This dressing can, if pnecessary, be left for several
days. The dressing is continued until the ulcer
heals.

Scabies.?The patient is given 2 good wash
with go3p and warm water; the skin surface is
scrubbed well with a hard brush or a2 rough

cause

towel; the wash is given preferably towards
evening. The patient is then given a quantity
of the ointment (unguentum Sulphuris B.P.

1 dram to 1 ounce) sufficient to cover his whole
body (about 3 ounces of ointment is required
for one gpplication for every adult); this he
rubs in vigorously for 20 minutes to half an hour
and then pytg his clothes on and goes to bed.
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This process 1is repeated for 3 consecutive
nights and on the morning of the fifth day he
gets @ good bath and wears fresh clothes and
the treatment is complete.

Any sores which are left after this treatment
should have dilute ammoniated mercury Ointment
! per cent to gpply daily.

APPENDIX I
List of drugs, etc., issued to hospitals
Acute' hospitals
Amounts for a fortnight

n 20 bedded 50 bedded
J hospitals hospitals
1. Aspirin tablets 5 150 tablets 375 tablets
grains.
2. E.C. 2 bottles 5 bottles
3. Ferri  gylph,, 3- 200 tablets 500 tablets
grain tablets.
4. Hypertonic saline 63 tablets
tablets.
5. Inj. camphor in 6 ampoules 15 ampoules
ether.
0. Inj. emetine 10 grains 25 grains
7. Inj.glucose saline, 20 pints 50 pints
5%.
& Inj. quinine bi- 12 ampoules 30 ampoules
hydrochlor.
9. Inj. morphine hy- 4' grains 12 grains
drochlor.
10. Kaolin 2 1b. 5 1b.
1. Lig. paraffin 1 1lb. 2 1b.
12. M&B 693 150 tablets 375 tablets
13. Mag. sulph. 2 1b. 5 1b.
14. Pot. brom. . 1 1b. 3 1b.
15. Pot. permanganas ilb. 1 1b.
16. Quinine tablets 300 tablets 750 tablets
17.  Sodi bicarb. 1 lb. 3 1b.
18.  Sulphaguanidine 200 tablets 500 tablets
19. Sulphanilamide 500 tablets 750 tablets
20. Tr. iodine (me- 1 1b. 3 1b.
thyl).
21. Vitamin tablets 1.000 tablets 2,500 tablets
22. Ung. hydrarg. 1 1b. 3 1b.
ammorn .
23. Ung. sulphur 1 1b. 3 Ibi

24. Yeast or gqui- 1.000 tablets 2,500 tablets
valent, e.g. mar-

mite.
25.  Zinc gylph, for eye 1 oz. 2 oz.
drops.
Surgical
1. Bandage 1 than 3 thans
2. Lint- 1 1b. 3 1b.
3. Infusion apparatus 1 2
4. Wool 2 1b. 5 1b.
Disinfectants
1. Bleaching powder 50 Ilb. 125 1.
2. Soap 8 cakes 20 cakes
‘Chronic' hospitals
Amount for a
Drugs fortnight for
50 beds
1. Acidboric?zinc-starchpowder 2 1b.
2. Ammon. carb. 1 1b.
3. Aspirin (5-grain tablets) 350 tablets
4. Aqua dist. (double dist. for i/\ 50 ampoules
use) ?ampoules of 5 c.c.
5. Bismuth carb. 3 1b.
6. Calcium lactate 2 1b.
7 Carbon tetrachlor. 25 c.c.
8. Carbarsone tablets 150 tablets
9. Chloroform (pyre) 1 1b.
10. Castor oil 10 oz.

11, Dettol 5 oz.



is
1q

20
L
22
20"
24
26"
2fi

to"

54

06
57
58
7'
60
61"
62

riv
54

Feb., 1944g

MEDICAL NEWS

APPENDIX I?concld.
Amount for a
Drugs fortnight for
50 beds
ergot liquid 1 oz
Ext. kurchi 20 oz.
Ether 1 1b.
%erri-  sulph. L b
Glucose pulv. 3 1b.
Xlycerine 2 oz
rium acacia 10 oz.
rar6 subchlor. 1i drams
gpertonlc saline tablets 75 tablets
t atropine 1 tube
H] calcium glyconate 10 ampoules
, . campPhor in ether 12 ampoules
nj_ el:\etine ‘ 50 grains
n ?*ucose saline, 5% solutio: 20 pints
in]; morphine sulph. 5 grains
" P*uitrin 5 c.c.
-gL{ulnlne bihydrochlor. 100 ampoules
Kao 3 1b.
Lig. arsenicalis 1 oz.
Lysol 8 oz.
M&B 693 600 tablets
Mag. carb. Levis 2 1b.
Mag. sulph. 5 1b.
Phenol 1 oz.
Pot. brom. 10 oz.
Pot. citras 2 1b.
3 R iodide 2 1b.
p permanganas 3 oz.
or arSyrol 23 grains
9u1n I?e sulph., pulv. 2 1b.
QUln ne gulph., 5-grain tablet, 1,400 tablets
2 oz.
L%do"nblcarb 2 1b.
chlor. tablets 50 tablets
' JUlphonamide tablets 600 tablets
q Pag‘uanldlne tablets 600 tablets
nion mat . 2 oz.
gPt. methylated 1 pint
4 oz

71;Pt- rectificatus
T reg stibamine
?r- belladonna
%r. card. co.
T. digitalis

10 grammes

2

oz.

. i0fi'ine (methyl) i11).
_ ?pi1 2 oz.
e chrysophanic 1 1b.
ng. hydrarg. amnion. 2 1b.
sulphuris 2 1b.
V2! 1 1b.
o tablets 1,500 tablets Ex-
Xeast tablets (or solution) 1,500 tablets elude.
E.C. 4 bottles
Apparata
Cholera apparatus 1
Disinfectants
Reaching powder 1 cuwt.
Carbolic,” 5% 10 cakes
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