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to as horticulture and so tbe experiences are put forward for what tbey 
are worth. 

Tbe fact that it was possible to remove a series of mosquito breeding 
places such as are shown in fig. 2 without the laying of masonry drains 
suggests a temporary measure which may be applied prior to the laying 

FIO 5.- The foreground corresponds to t.he area shown in fig. 4. 

of such drains and even a more permanent measure where there is a 
small intermittent normal flow of water. In either case it has been proved 
tbat no harm is done and both possibilities are now being tested locally. 

Acknowledgment is due to tbe Cantonment Engineer and tbe staff of 
the Sanitary bran cb of the Healtb Department of the Secunderabad 
Cantonment Authority for the execution of tbe work, and to Bl·igadier 
H. St. G. S. Scott, C.B., D.S.O., President, Secunderabad Cantonment 
Board, and to Colonel H. L. Howell, O.B.E., i\I.C., Health Officer, 
Secunderabad, for permission to forward these notes for publication. 

CORONARY THROMBOSIS: A PERSONAL EXPERIENCE. 
By "X." 

AN article in the June number of tbe Journal on tbe "Examination of 
Elderly Men for Fitness for an Active Physical Life" devotes some space 
to the subject of coronary occlusion, and as tbis threat to the senior ranks 
seems to be increasing in frequency it is thought that an account of a 
personal experience may be of interest. 
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188 Clinical and other Notes 

The patient was described in his medical history (written by a young 
house surgeon) as a " well-preserved" man of 52. Family history good. 
Previous medical history unimportant with the exception of a certain 
amount of malaria, and a chronic amoobic dysentery, which had never given 
much trouble, and had finally been cured about eighteen years previously. 
After an active life he had settled down to more or less sedentary work. 
He had for years been a moderate pipe smoker. 

The weather was hot and he had been very busy. For some days he 
had noticed a slight ache in his antecubital fOSSffi, particularly the left. On 
June 8 this was marked in the evening when he knocked off work, and was 
unusual enough to make him wonder vaguely whether it was really 
"rheumatic" after all. The possibility of a cardiac origin crossed his mind, 
but was dismissed as absurd. The pain disappeared after a short rest and 
was forgotten until next day. 

On June 9 it was very hot, and after a busy morning he had lunch at 
1 p.m. and afterwards sat down to smoke a pipe. He was feeling tired and 
the pain in his antecubital fossffi had returned. Un~ccountably restless and 
ill at ease he left his office and going to the laboratory took 5 grains of 
aspirin which he thought might help. Ten minutes later his restlessness 
had increased and had become a definite feeling of apprehension. He took 
his own pulse and found it so slow-under 30-that he thought he must 
have counted wrong. 

Just at this moment one of the surgeons came in and seeing the patient's 
state made him lie down on a couch while he went off to get help. After 
lying fiat for a moment the patient felt that he simply must get up, so he 
rose and staggered into the hall, where he would have fallen but for the 
arrival of assistance. He was carried back to the couch in a state of 
collapse, but did not lose consciousness completely. 

The notes of the case state that the patient had severe oppression and 
grasping pain in the sternal region, but the subject of the notes has no 
recollection of any very severe pain, and certainly had no sense of 

. impending dissolution. 
He was put to bed at 2.45 p.m., pulse J8, and heart sounds very subdued 

in quality. Systolic blood-pressure recorded as 75. 
By 6 p.m. under appropriate treatment the pulse had risen to 57 and 

the blood-pressure to 118/90. . 
At 5 p.m. the patient vomited, and thereafter nausea and vomiting were 

a distressi~g feature for the first forty-eight hours. Glucose intravenously 
brought relief, .and the nausea did not recur. 

On June 10 a tendency to Cheyne-Stokes' respiration was noticed by the 
patient himself, and confirmed by the attending physician, who also found 
distinct pericardial friction. Leucocyte count on this day was found to be 
21,600 with 91 per cent polymorphonl.lclears. The temperature was 
100'6° F. It was remarked that the patient's colour was very bad, that 
pain in the arms was distressing, and that tightness in the chest was 
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M. B. King 189 

complained of. This was relieved by intennjttent administration of 
oxygen. 

The temperature remained slightly raised for several days and the 
evening reading did not return to normal until June 18. Definite auricular 
fibrillation occurred several times during the first week, the pulse reaching 
110 on June 13, and there was a fairly constant red uplication of the second 
sound. 

By June 19 the patient was definitely convalescent, the leucocyte count 
had fallen to 9,200, and he was discharged from hospital and sent home by 
ambulance on June 29. 

For the first three weeks of this illness the patient was given absolute 
rest, with special nursing care night and day. After about a month he was 
allowed to sit up, and was walking in six weeks. He returned to work on 
September 1, but took things easily for a good long time. Extrasystoles 
were rather annoying at first but cleared up rapidly under treatment. 

The very enlightened medical care and ,excellent nursing which were 
available probably carried the patient through what seems to have been a 
moderately severe attack. Giving up smoking was a hardship, and he still 
misses it after three years' abstinence. He still takes it easy but this is 
from inclination rather than from necessity. 

The importance of early recognition of the underlying cause in an attack 
of coronary occlusion is obvious, for if the·devitalized area is subjected to 
strain before repair is complete there will be danger of rupture, or at least 
bulging of the heart wall. If the heart can be tided over the first shock 
and given as little work as possible to do until the scar is firmly organized 
it would seem that recovery is assured provided the area of cardiac wall 
involved: is not too extensive. 

• 
U:ra"e[. 

TWO MONTHS' LEAVE.1 
By MAJOR M. B. KING, M.C. 

Royal Army Medical Corps. 

IT was an article in the Field that convinced me that a small shoot in 
Africa need not be much more expensive than two months in Kashmir. 
Agents' advertisements, however, were definitely not encouraging, and I 
had almost abandoned the idea when a friend said: "Why make any 
bandobust with an agent? Why not just blow in? You'll have a holiday in 
a jolly country anyway." I owe that friend a lot. 

It was, however, without much confidence in the outcome that I 
sailed from Bombay in the" ElIora" on July 10,1935, bound for Mombasa 

1 Published by permission of the Hoghunters Journal. ' 
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