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I. GENERAL INSTRUCTIONS

PURPOSE: The purpose of this manual is to aid the
intern while on the Medical Service to approach
the patient from a definite point of view, estab-
lish the diagnosis, and institute treatment as
soon as possible after entrance into the hospital.
This not only bemnefits the service but reduces
waste of hospital days. The service is a busy
one and entails much detailed work and for this
reason each intern should quickly learn to plan
his day's work in asdvance.

ADMISSIONS: He is responsible for the admission
of the patient and for the assignment of that
patient to the correct service. Patients are ad-
mitted on the admission book. Since the hospital
does not have an admitting service, one cannot
always be sure from questioning the patient or
relatives as to which is the proper service.

RE-ADMISSIONS AND NOTIFICATION OF NEW PATIENT: If
a change is necessary, it is permissable for the
intern to whom the patient has been assigned to
re~-admit the patient, after examination, to the
proper services This must be done within one
hour of admission. Hence, one should be notified
by the floor to which the patient is admitted at
once and should s=e that patient as soon as poss-
ible. Patient's may be re-admitted but once. To
re-admit a patient change the admission note on
the chart and the admission book.

PROPER SERVICES: In general if there is doubt as

. to the diagnosis, admit the patient to the medi-
cal service. ALl gall-bladder and thyroid patients
are to be admitted to the medical service unless
they have been thoroughly studied and sent in
from the Outpatient Clinic for operative proced-
ures.



TRANSFZRS: Transfer of patients from one survice to
another is pormissable only by reosidents. It has
been agreed upon that each resident shall trans-
fer cases only to his own service. This is done
by making a notation on the chart and in the ad-
mission book. All previous orders on the patient's
chart arc cancelled on transfer and new orders must
bo written by the intorn assigned to ths casc.

HISTORY AND PHYSICAL: Tho history and physical must
be completed within twenty-four hours of admission.
Patients admitted before 5:00 p.m. should have
complete historv and physical on their chart on
the day of admission. Patients admitted aftor
5:0C p.m. may have their chart comploted by noon
of the noxt day, providing they are not seriously
ill. '

NEW PATIENTS: Pationts that have never beon in the
hospital or the Cutpatient Clinic are given o
double front sheet. Ths history and physieal arc
to be written on this shect. This should come
from the main offico soon aftor the paticent is
brought to the floor. Insist on obtaining this
sheet as soon as possible and do not delay in
writing up the cose for important distails are quick-
ly forgotten.

OLD PATIRNTS: If the patient has been to the hos-
pital or Outpatient Clinie previously, the history
and physical arc written on the single sheet. 4
chest stomp is provided in the studont's laboratory.
411 patients who are admittod should have this
sheet filled in. Do not write just an admission
notc on the progress sheet because your history
and physical may not agrece with that taken pre-
viously.

ADMISSION NOTES: An admission note should be made
on the pregress shoet at the time of ‘mtry.

ORDERS : Nevor write an order on a patient for whom
you are not responsible. All patients admitted

before 6:00 p.me must have orders written by
this hour. This allows the nursing staff to
copy their night orders before the nurses change
duty. The metrie system is to be used through-
out this hospital by order of the Dircctor of
the hospital. Learn to think in this system and
you will find it very helpful.

Orders for all procedurcs and therapy are to
be written on the Order Sheet. Do not expect
the nurses to fulfill verbal orders. If they
arc askod for in an smergoeney, writc them on
the Order Shecect as soon as possible. This re-
lieves the nursing staff of unwarranted rospon-
sibility. Vhen cach now order is written, in-
sert o now order slip in the chart to direet the
nurses attontion to the new order.

MONTHLY REVISION: Discontinue all previous ord-:urs
for each patient and rewrite the ordors com-
pletely by the first of each monthe.

DOCTORS' ORDER BOOK: On 1 W, 1 E, and 2 W there is
o doctors' order book. This contains suggestions
taken down by the floor supervisor during daily
rounds ond suggestions by the rosidents, staff
men, and consultants. Check it over each cven-
ing and cross out thosc itams which apply to
your casgs and which you have fulfilled.

ROUTINE LAB WORK: A routific blood examination,
urine examination, and seorology are to be done
on cach patient within twenty-four hours of ad-
mission, regardless of whether they are old or
new patients.

BLOOD HOUR:  For your conveniance botwecen the hour
of 8:00 and 9:00 a.m. there will be a nursc on
duty on cach of the medical floors to help you
procure your hlood samples for the day. She
will clean and sterilize the blood syringes. At
all other times of the day it is necussary that
you cleanse the syringos ond noodlese.



DISCHARGLES:

PROGRESS NOTES:

STAFF MAN:

CONSULTATION:

ORDER SLIPS: The only slips which can be filled out

and scnt to the Laboratory by the nursing staff
ars the routine urine slips. All others arc te be
made out by the interms. Make out tho sputum and
stool examinations in ~dvance as nccessary and
leave thesce in the chart. Flectraocardiograph re-
quests should statc the patisont's name ond floor.
They arc to be left in the envelope at the main
offico. In ordering X-ray oxaminations placo a
note on ths order shect as to what manner the
patient shall be transported to the X-ray dopart-
ment.

Ylhen a paticent is to be discharged,

sce that the chart is up-te-date and that tho roa-
son for discharge, homc orders, and therapy arc
wiritten on the progress shest. Then obtain the
signaturce of the rasident on the discharge ordor.
Delay theo time of return to the Outpatient Clinic
sufficiently that the chart may be completed and
roturned to the central rocord room. This is very
important.

Progress notes arc to be written
cvery fourth day on the Progress Sheet. HMoke in-
telligent, informative progress notes, noting any
change in thoe patient's cendition, therapy, re-
sponsc to therapy or preccdure., If the patient is
acutely ill, it will probably be nceassary to make
svon morc freguent notes.

Each intern is assigned to onse of the
three regular staff physicians. These physicians
makc rounds twice a wock. Anticipate their visit
and show them every now casc. Make a note of their
impression, sugzostions for troatment, and points
for furthor study on the progress notos in rod ink.
This must bec dono in evoary casce. Be sure that the
opinion of the attending physician is written on
the chart and signed.

If, at the discretion of the intern or

his stoff man, a consultation is desired on any
particular eascu, a censulbtation sheet is providad.
This is to bo filled ocut and handed to the resi-
dent to be signod. It is thon placed in the
proper compartment of the consultation file. Bo-
foro consultation is askoed for sce that you have
completed all tho nceussary procedures relative
to diagnosis that the consultant may desirc.
Under no circumstonces ask for o consultation by
a steff mon on another survice without passing
the request through the corrcet chamnels. It
servos only to confusc thosc in chargo.

ROUNDS: Daily rounds begin at 1:00 p.me Plan your
work so that you ars free at this hour and can
cppear promptly on 1 We These rounds arc of
mutual bencfit to tho intern and the Rosidentse.
It permits the intern to sce and follow the other
pationts not on his sarvice and it mokes it poss-
ible for him to say: "I hove visited all my
poticnts today."

Therc is onc hour in which to see all the
medical pationts. For this reason omit social
calls and coafinc your attention to medieal prob-
loms of the patient. Onc pationt is scen at o
time. If he is your patient, step forward and
give any now developments in the case, point out
any findings of unusual intercst, answer ques-
tions as te his case quickly, and makc sure that
the floor supervisor notes dowm ony suggestions
that arc made. Then pass guickly on to the noxt
casc. BE GUARDED IN WHAT YQU SAY IN FRONT OF THE
PATIENT. The pationt stroins to cateh every word
that is said. If you wish to say anything that
yvou feel the pationt should not hoor, state it
between wards. JLAvoid discussing medication,
eriticisms of tho staff, food, or nurses befors
the paticnt. Tho chiof of the Modical staff
makes rounds on Thursdays.




DIRECTOR'S ROUNDS: Theo Director of the hospital

makes daily rounds in the morning. You arc not
required to make rounds with him but wheon he on-
ters the ward in which you may be oxamining a
patient, stop all procedures and stand until he
has left the ward.

CLINICAL CONFERENCE: On Thursdays at 3:00 pems

there is held in the classroom on the lower floor
a clinical conforence. If one of your cases is

to be presonted, have the case history in mind so
that it may be given without the chart and have
the X-ray plates, if any, at hand. It is the duty
of cvery intern in the Madical Service to be pre-
sent at this confercnee. The intoernes on anaes-
thesia and X-ray, laboratory and eye, and derma-
tology and anacsthesia arc to obtain from the
Resident the names of the cases to be shown and to
bring these patients to the conference room and
return them to thoir proper ward.

PATHOLOGY CONFERENCE: Pathology conferecnce is held

cach Friday at 8:00 a.m, during the schocl year.
Every intern on the Medical Service is expocted to
be prescnt. Those having cases assigned arc to
hand in a summry of the casc to tho Residont in
Pathology by the provious Tucsday.

TIME OFF: Timc off -- as doscribed in the instruction

shcets at tho beginning of the year. In an cffort
to stimulate dependability, infraction of the time
off rulc will be reported. It appears heroic to
say you will tcke anothor man's service but it is
unfai® unless you rociprocate by trading time off.
No onc man shall take more than two services at onc
timc. When you step out of the hospital, as over
to the Clinie, leave your destination and approxi-
matc time of stoay with tho telephonc operator. Do
this evory timc you leave, cven though you belicvo
she und ;rstands that part of your service is at the
Outpatient Cliniec. Vhen loaving the hospital over

night, sign out and chango the indicator in the
office. After roturning from time off, look
over the admission book for naow pationts entercd
on your serviece. If you are taking some onc
clses calls over o weck-end, it is permissable te
make a short summry of the salicnt faets of tho
case on the progress sheet and allow the regular
intern to work this easc up fully on his return.
The only two cxceptions te this rule arc in case
tho patient is oxtremely ill or in casc of pneu-
monia, or like complaint, in which the patient
might be much worse by the time the regular in-
tern arrived and so ill that a full history and
physical examination is precluded.

DEATHS: When notified that onc of your patients has

oxpired, dn not wastc a second to get to the bed-
side. Tost for ovidunecss of death (heart tones,
corneal reflex, ete.) and if the patient has ox-
pired, note tho time and dote of expiration on
the Order Sheet with your signaturc. Do not pro-
nounce another intern's patient expired because
you may interfere with the permission for an
autopsy.

POST MORTEM EXAMINATION: Autopsiocs are to be ob-

tained in every case no matter how simple the
casc may seem. Cbtain the confidence of the
pationt's relatives before the pationt's death
and your request will be granted. When the
office is notified of the death of a patient,
they will ask the relatives to roport to the
hospital at cnces They do not tell tho relative
that the patient is oxpired. You will be noti-
fied whon the rolatives comse. Greot thom with
the knowladge that they de not know »f the pa-
ticnt's death and toll them gently of their less.
It is the aim of the hospital te have the rela-
tives notified when the patient is eritieal that
they moy be at the bedside.

A Post-mortam Permit is to be obtained from



the offico, Have the: nonroest relative sign tho NOTES:
parmit.e (m this shoot plaec the full medical
diagnosis, tho intern's and Rosident's name, nnd
state whether this case is dosirablc for pathology
cnnforence. 41l eases which hove been wntehad

with groat interest arc desirable for confercnco.
Ask tho potient's relatives to return in twn weceks
seo that you may give them a full roport of thec casw.

DIABETIC BLQODS: The thres intorns on medieal sor-
vice shall alternate so that ecne of them shall ob-
tain bluod samplos on all dinbetic pationts in the
hospital on Tucsday morning., Obtain a list of the
diabetic pationts on the preovious night from the
ossistant medical Residonts These blood samplos
are to be taken botireen the hours 7:00 and 8:00 aenm.
and placod in the refrigerator in tho laboratory.

CHANGING SERVICES: When the «nd of your sorvieo is
approaching, make surc that all your charts arc up
to date. lMake rounds with the man who roplaces you
on the last day of your sorvico.

ZMERGENCY CASES: Cascs that arc sent to ths hospital
for X-roy examinations, spoeial treatment, ns ro-
dium applientions, ote., shall not be treated in
oany fashion until the chart is obtained so that a
note may be mnde as to what was done and what wes
found by oxcminati-ne This rule is absolute for
infractions lead to medico-legnl disputes.

NOTES:



II. SPECIAL SERVICES

ANARSTERTICS: Order of call for anacsthetics:

AJM, till 12:30 P.M.

1.
2.
3.

4,
5.
6.
Te
8.

12:30
1.
2e

3e
4.
5'
6.

Full time c~nacsthotist

Anocsthosia and X-roy intern

Dermatology ond Syphilis intern, except on
Tucs. and Thurse until tho Staff moan
has made rounds

Orthopadic intern

Urology intern

Tar, Nosc, & Throat Intern

Gynoeology intern

Gyneeology intern

P.M. till 4:30 P.M.
Full time anacsthetist
Lab. and Eye intern, oxcept on week=-cnds and
holidays when toking medieal intern's
calls
Ear, Nosc, ond Throat intern
Urology intern
Orthopedic intorn
Dermatology and Syphilis intern

Aftor 4:30 P.lls

1.
2

Anaosthesic and X-ray intemn
Dormatology and Syphilis intern

Interns, while on General Medieine, arc net to give
anacsthetics.

DERMATOLOGY AND SYPHILIS:
A. General:
1. Eocch pationt when assigned to this depart-
ment dircetly or by referencc is to roccive and
have rocorded detailed dermatological history

and oxamination, same to be in addition to find-

ings in other dopartments if referrcde.

2. The above record is to be completed on date

of cntrance or reference.

3. Progress notes arc to be made at least four

times o wock, denoting change in patient's con-

dition, medication, treatment, cte.

4, All treatment of in-patients on this service

shall be carried out by the intorn under supcr-

vision of attending staff; this to include:
(a)« Routine lumbar puncturc on all lueties;
(b)e Administration of all intramuscular
and other speeial anti-luctic therapy;
(e). All spocicl dermatological therapy, in-
cluding follow-up of actinie, X-ray, and
other special types of therapy.

5. Each syphilitic, at time of discharge, is
immediately tronsferred to the Outpatient
Clinic and the intern should sce that his treat-

ment is continued in the latter dopartmont.

B. Rounds:

1. Rounds will be made by.the staff mombers ot
luast twice weekly at which time all data rola-
tive to the patient will be available for clin-
ical discussion.

2. It is the desire of this department to placo
its scrvicos to the disposal of all hospital
departments and to this end the intern will be
expectod to place himself in contact with derma-
tological material in other departments.

3. To the above end interns will moke rounds
with tho Medical Staff cach Thursday aftcrnoon.

C. Complection of Seorvice:

Each intern at tho complotion of his sorvieo
shall be responsible for acquainting the incom-
ing intern with the details of the service, tho
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pationts undor treatment, their medication, otec.
To this end it is cxpected that the out-gning and
in-coming intern, together, moke rounds with staff
membors at coch change of scrvice.

De Finally the department desires to imprass upon
the intcern of so d swoloping the sorviee that the
interns may rceeive the moximum instructions in the
alloted time. To this ond, cach intern dosorves to
feol entirely frooc to call upon the staff at any
time a question moy arise, the immediate solution
of which may bo to the advantage of either the pa-
tiont or the intern.

Ee Attondance and partial supervision of clinies:
1. Ilenday, Vednesday, and Friday, 1:00 tn 2:00 p.m.,
Dermatology, OPC.
2. Vodnasday, 12:00 to 1:00 pem., Clinic, MCH.
3. Tucsday and Friday, 8:00 to 10:00 pe.m., rounds.
4. Thursday pem., Modical rounds.
5. Dopartment "L", ORC:

Monday ==~ 1 and 6:00 p.m.

Tucsday -- 1:00 p.me

Wednosday = 6:00 peme

Thursday - Mcdieal rounds

fridoy =-- 6:00 pem.

LABORATORY .MND EZYE:
l. Bach morning at 8:30 laboratory service at the
Outpationt Clinie under zuidance of the Diroctor
of the Laboratory.
2. lionday, ifednosday, and Friday, Eyc Department,
Outpationt Clinic.
3« Care of all cyo casss in the hospital under tho
supcrvision of the Rusidont in Zyo.
4. acrgoney laboratory work after 4:30 pem. ond
on days tho laboratery is closced. Chart your ro-

sults, hoading them "Emorgoney".

ANAESTHESIA AND X-RAY:
l. /inacsthosias as deseribed before.
2. Spend as much time in the X-ray department
as possibles Be therc whon the X-ray stoff man
recads tho films.

NOTES:



III. DIETS

Tho Dictotic Dopartmont is composed of a Chief
Dictitian, Assistant Diotitian, and Student nurscs
on dietetic service.

Dict orders for patients ar: written on the order
sheot. Prescription dicts arc copied by the Supor-
visor when sent to the diet kitchen. Hore the dict
nurses proparc the qualitative diet list which is
checked by the dietitian. Speciasl dishes are preparcd
by the diet nurses in the diet kitchon. Paticnts on
preseription dicts orc chocked after each moal and
tho calorie intakc is rccorded. The general housec
menu is planned by the dietibdian. All spocial dicts
are plannod by the diet nursecs assisted by tho dieti-
dian using the general housc menu as o basis.

A+ Full diet, gencral or house diet:

Whon a pationt is ordored this diet, it is the
rosponsibility of the diotieion and the supervisor
to serve a dict with:

l. Calorics to maintain normal weight;

2. Protein to build tissues;

3. Carbohydrates and fat within normal limit;

4, Bulk or residuc to produce a normal bowel

motility;

5. Mineral salts for normal motabolism;

6. Vitamins for body requirement.

Bs Liquid diot, 1500 calorios:

Broth ice cream

toa ices

coffce gruels

fruit-juice crean soups (strained)

milk golatin (plain)

buttermilk junkect

maltod milk Feodings te be given if patient is

ogg-nog awake at: 6 a.me; 8a.m.; 10 aeme;
12 e} 2 Pelle; 4Pom.; 6 Pelle; 8-pom.

C. Soft diet, 1800 calorics:

Toast, crackers, bread, soups (strained), soft
cooked oggs, custards, soft puudings (without scods),
vegetable purcees, baked, mashed, or riced potatocs,
stowed fruits (without sceds), jcllies, cereals,
macaroni, cottage cheese, sponge cake, one glass of
milk (each meal).

411 foods listed on liquid dict may be included
on soft diet. Additional feedings to be given, if
paticnt is awakec, at: 10 aeme; 3 peme; 8 peme.

D. Light diet, 2000 calories:

Seraped beef, stoaks (broiled), chops (mo pork),
chicken, fish and bacon, oystors, frosh fruits, green
vegetables, potatoes, no coarse vegetables unless
ordered.

4ll feoods listed on liguid and soft diet may be
included en light diet.

Nourishment at 10 aem. ond 3 pem.unless other-
wise ordered.

Aok sk g ke e

The following diets arc variations of the pre-

ceding and are used in special types of casecs.

Cardiac Diect:

1, What is desired is a well-balanced diet of
easily digested foods with a minimum of fluid intake.

2. Total fluid intake for twenty-four hours to
be ordercd by intern.

3. Sodium chloride is as uscd in cooking. Add
no salt when scerving and do not serve with a salt
shaker unless a spceial order is obtained.

4, Foods to bo aveided: All fried foods; rich
pastries; highly seasoned foods; condiments; gaseous
vegetables, such as cabbage, enuliflower, sprouts,
cucumbors, corm, navy beans, onions, turnips, rutoc-
bagas, and meats as pork, veal, ond corned boef;
coffee, and tea.




Karell Dict consists of 800 cc. of whole milk por day.
This has a water content of 696 cc. and a enloric val-
uc of 560. No other fluid or food is allowed. One
glass of milk at 8:00 a.me, 12:00 m., 4:00 p.m. and
8:00 pem. Thec medication nurse is responsible and
should chart thc milk given. HModifications of this
diet, such as the Gibson dict, and modificd Karell
diet are obtainablc.

Bland Dict:

A bland diet is one which causes no chomical, mech-
anieal, or theormel irritation. High carbohydrate foods
allowed. .wdditional foodings may be added, making an
ideal preoperative diet in most cases.

Soups: Croom soups with vegetable puresse.

leats: One daily; chickon, fish, or sweotbreads pre-
pared any woy coxcopt fried or sautoed.

Tggs: Boiled, pocched, scrambled, croamed, balked, or
in souffles.

Chucse:  Cottage, Philadelphia ercam, or mild amorican.

Vogotables: Potatoes mny be bouiled, baked, mashed,
croamed, cscaloped, or au gratine Two of the follow-
ing wvegetables purcoed o day: beets, carrots, cel-
ery, corn, mushrooms, peas, spinach, squash, string
beans.

Pruits: Two of tho foll-wing fruits por day: peach
sauce, pear sauce, white cherry sauee, apple saucco,
baked poaches, baked poors, baked apples, baked
banonas. Skins ond scods of fruit are not allowed.
All fruit must be thoronughly cooked.

Salads: Onec daily, of fnods allowede Sclad dross-
ing, if used, should bec half mayonnise and whipped
croam. « small amount of leaf lcottuce may be
caten if woll chaowed.

Dossecrts: Custards, junkot, tapioea pudding, corn-
starch puddings, rice puddings, Bavarian creom
puddings, sponge coko, cngolfoed eake, simple
buttor cakes, fruit whip, fruit (scc list abnve).

Broad: Whitc bread only, must be one day old or
tonsted through and crisp (Molba tonst). Soda
crackers arc allowed.

Corcals: Croom of Whoat, Farina, polished rice,
oatmeal gruel.

Croam: 4As desired.

Butter: is desired.

Beverages: Milk, buttermilk, malted milk, ogg-nog,
Ovaltine, encna, Postum, Sanka or Kaffec-Hag
coffoo, weak tea, pear juice, peach juiece, and
white cherry juico.

Miseellancous: Macaroni, noodles, spaghetti (with-
out stimulating saucus) and honey.

Foods not allowed: Fricd foods, relishes, pickles,
olives, spicos, highly scascnod foods, ice-croom,
iced and carbonated beverages, nuts, hot bread,
biscuits, waffles, muffins, etc. sea-foods,
oysters, lobster, shrimp, otce.

High Caloric Diect:

A variation of a full diet made by increoasing
caloric value from 2500 to 3000 calories additional.
This can be donc by adding fat in the form of butter,
mayonnaisc dressing, or crecam and by adding carbo-
hydrate in the form of jelly, prescrves, or fruit
juices. Vhen the patient cannot take the normnl
bulk of the full diot, the bulk may be docrcased and
the fat inereased, moking o low bulk, high fat diet.
By thus inecreasing the fat, the quantity of food can
be lessened without deercasing the ealeries. Some
of the fat may be given in the form of cgge-nog or
milk and cream betweon mealse.

Suggestions:

l. Twanty psrcent cream -~ 100 grams cnd whole
milk 100 gramse. Serve tei.de

2. Forty pereont croam -- 100 grams, tomato
purce - 5C grams ( a speck of soda and salt) and



Serve Qs cream sSoupe

3. Uso twenty percont cream for making cocoa
and malted milk.

4. i doublc portion of lactose may be used in
place of sugar for sweetness.

5. fidd melted butter with a dash of paprika to
vegetables and potatoes before serving.

6. Vhippod crecam mey bc used on cream soup,
cocon, ogg-nogs, fruit dessorts, otce.

Ulcer Dicts:

These diets are very monotonous and covery effort
should be made te avoid disgusting the patient. The
night nurse should wnsh and boil the bottles used
for milk and ercam foodings cach night and wash the
jars used for ice and wator. Sce that both contain-
ers arc filled by 7:00 aems i 9040 cc. mark with a
red glass pcneil should be made on a glass for
moasuring. A clean medicine glass, a spoon, and a
watch should be at the bedside.. It is of greatest
importance to see that the milk and cream is at
hand on the allotted hour.

Gall Bladder Diot:

This dict is the Diet No. 1 under gall bladder
discasos. It is of the low cholesternl, low fat,
and low caloric type. The other diets undoer gall
bladder disecases are givon so that the patient may
be given a diet list at the time of discharge or
to corrcet other factors., Non-surgical types of
gall bladder discascs arc not treated for any length
of ¥imc in the hospital after the diagnosis is made.

BRELKFAST
Fruit: Orange juicc, bokod apple, cpple sauce, or
stewed pruncs, with a 1little sugar and milk, no
croam.
Eggs: Onc ogg moy bo tekoen three times weekly, soft

¢«

boiled or poached, with a thin sliecc of lean, crisp

bacon.

Broad: 4 half slicc of toastod whitc breat with o
little mormalade, jelly, or jome

Beverages: A small cup of coffee, Sanka coffee,
Postum, or tea, with 1 teaspoonful of crooam,
1 lump of sugar.

LUNCH 4AND DINNER
Soups: A small portion of conscmme, chiecken, tomato
or clear vegetablo soup may be takon once daily,
No crcamed soups or fatse.

Meats: A small portion of loan meat or fish, twicc
daily.
Mcat: roast beef, lamb (lcg), chicken, ham.
Fish: Cod, trout, halibut, weakfish, bluefish,
blackfish, flounder, striped bass, red
snapper.
Vegetables: Two green vegetables daily, as spinach,

peas, beans, beet tops, asparagus, string beans,
or beets, earrots, squash, boiled mushrooms,
stewed tomatoes, stowed celery, boiled ckra.
Not prepared or caten with butter or croam.

Salads: Lettuce with stewed fruits or cooked vege-
tables. Liquid petrolatum or lemon dressing.
Bread: as above.

As above or a small glass of buttermilk.

Desserts: Stewed fruits, as peaches, pears, plums,
cherries, grapes, prunes, pincapple, or apple
souee, Gelatin, fruit ices, prunc souffle.

Beverages:

Avoid; Butter, cream, meat fats, grease gravies.
111 foods fried, hashed or warmed ovor.
Inner organs, as brain, liver,Xkidneys, swcob-
broads. 411 rieh and highly seasoned fonds,
creamncd foods, and foods prepared with croom,
butter or eggs. Oils, as olive oil, cod liver



0il, salad dressings.

Heavy cheeses, nuts, olives, spiced foods.
Candies, cakes, pies, postries, chocolate, cocon.
Acid foods, econdiments, alcohol, smoking,.

Rough foods, as cabbage, cucumbers, pickles, bran
and whole wheat products.

With digestive disturbaneos, salads, raw fruits,
and raw vegetables should be omitted; all vege-
tablszs should be purced.

Typhoid diet:

The most important facters in the treatment of this
discasc arc hydrotherapy, rest in bed, and dietary
managemnent. At loast forty calnries per kilogram per
day with one gram of protein per kileogran should be
given. During the pyrexial stage, onc can usc as a
basis:

Thole milk -~ 1500 cc. C - 245
Lactosc —==-= 250 grams B 60
20% croam --- 500 cc. F - 160

This mixture gives a total caloric value of 3000
calories. Feed every twe hours during the day as
long as fever persists. Additional caloric value
should be obtained from strained gruel, plain jecllo,
custards, and strained fruit juices. When the
temperature has been ncrmal for three days add cggs,
twice sicved baked potatocs, buttercd toast, and
fine cereals. VWhen the temperature has been normal
for osnec week add, scraped beecf, bacon, jolly, moc-
aroni and noodles, and twice sicoved fruits.

Purin-Frce Diots:

When using o Purin-Frce diet, the following foods
should be excludaed:

Qe Memt and Flhaly

2. HMoat soups, broth, and gravies;

3. Wholc grain cerenls including oatmeal;

4. Greoham and wholc whoat broads

5. All legumos as peas, beans, and lentils;

8. Coffece, tea, and chocolate;
7. Asparagus and spinache.

NOTES:
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V. .PPROACH TO MEDICAL CASES
Qutline of Therapy -- Medical Department

FOREVARD: In treating any medical patient two things
must bo kept in mind: first, the purpose of the
treatment; second, has that purpose beon accomp-
lished.

CARDIO-V.iSCULLR SYSTEM
1. Congostive failure.

2« Rost -- absolute and total rest in bed with
back rest in a Fowler bed.

b. Fluids:

(1)« No dependent cdema - 1500-1800 cc.

(2)e Mild dependent edema - limited to legs,
1200 cc.

(3). Scvere dependent edema - 800-1000 cc.

(4). iny pationt with fluid restriction
should have intake and output charted.

Ce Diet:

(1). Cardiae dict.

(2). Sovore cases may be started on Karell
dicte.

d. Special nursing care: HNurse must do cvery-
thing in her power to prevent exertion on the
part of the patient. She shall take the apex
rate on all cardiac patients.

e+ Medication:

(1). 500-750 cc. venescction at once or at
any timec in the course if necessary. If
severe anemia is not present, do o6n all
cases showing a high venous prossure with
peripheral cyuanosise. Venescction is te be
done by cutting down on the vein using
apparatus in the vonescction packet found
in surgery. Before necedle is withdrawn
50-100 nc. of 25% doxtrose should be in-
Jjected.



(2)s Oxygen. In cll cases with severc orthopnen,
cyannsis, and pulmonary edema. Uso nasal oxy-
gon at 4-6 liters por minutce.

(3)e Scdations
(2)e Morphine sulphate 10.0 mg. by hypodermic

on admission to allay apprchonsion and dis-
tress in severe coscs.

(b)e. During acutc failure, tr. opium 0.75-1.0
cc. overy 4-6 hours as nccessary for com-
plcte sedation. Prescribe for 4 days --
renew if necessary for a like period.

(¢). Onc of the most frequent causcs for
opprchension end restlessness in o card-
inc paticnt is Cheynce-Stokes respiration.
This bocomes most noticcable at night.
Morphine oftun exoggerates it. Give amino-
phylline 0.5 in 10 cc. of saline slowly,
intravenously, at night or in scverc cascs
beieds Morphine sulphatc 15 mg. and
caffeine citrate «25 g. by mouth is of
greater value than eontinuced hypodermic
coses of morphine.

(a). During convalescence, barbituates are
given not later than 8:00 p.m. for the
necessary nocturnal rest. Suggest barbi-
tal 043-0+6 gme

(4). Digitalis: Has pationt hod digitalis with-
in the past two wocks? If has not: --

(). Extreme cmergency -- severce orthopnea -
cdoma - cyanosis - high cardiac rate - low
blood pressure - and patient will probably
die within 48 hours. Call the Residont.
Strophanthin or Oubaine 0.25 = 0.3 mg. in-
travenously. May reopeat in one hour if no
toxic effeet noted. No digitalis to be ad-
ministered for 48 hours. Caffeine sodio-
benzoate 0.5 gm, may be given in the same
type of caso and repeated as necessary.

(b). Digitalis: 04125 cc. per 1b. of
body weight, using the standardized
U.S.P. tincture. Give 1/4-1/8-1/8-31/8 of
the total dose at 4 hour intervals. Then
give 1/8-1/8-1/8 of the total dose at 6
hour intervals. This gives effect in
48 hours. Then the daily ration is to
be determined for the individual patient.
This varies from 1-3 ce. per day. Give
every day in one dose a day.
Toxic signs to be watched for:
1). pulse below 60;
2). nausea and vomiting;
3). Bigeminus or frequent premature

beats;

4). diarrhea.

Slow digitalization -- in those cases
where previocus digitalis is know or
quéstioned having been given. Give 1 cc.
every four hours for four doses a day and
reduce to one dose a day when toxic symp-
toms appear.

Optimum cardiac rate and possible excep-
tions to digitalis medication:

1). aortic regurgitation 85-95;

2}« all other cases 70-90;

3). acute coronary thrombosis;

4). subacute coronary thrombosis.

(e). Diuretics. -- Diuretics are indicated
in all markedly edematous patients, those
with orthopnea, and dyspnea. It is a
principle in the use of diuretics to give
one for 2-3 days and then change. Salyr-
gan should not be given oftener than
every 4th day.

1). Salyrgen -- 0.5 cc. intravenously



4).

as & test dose. Next day 1-2 cc, intra-
venously, or, if there is difficulty in
getting in the vein, it can be given
deeply intramuscularly, or, in cases
with ascites, it can be given intraperi-
toneally with good results. Use 4 cc.
in a 10 cc. syringe. Aspirate ascitic
fluid sufficient to fill syringe and
inject. Avoid getting ony outside of
vein by using a 5 cc. syringe and as-
pirating 3-4 cce. of blood before injec-
ting. If any has inadvertently been
injected outside of vein, inject 1%
novocaine about the area and order hot
packs for 48 hours. Salyrgan is contra-
indicated only in cases of acute glo-
merular nephritis and chronic glomer-
ular nephritis with elevated blood

urea nitrogen. It is given every 4th
or 5th day until edema is controlled.
Give in a.me

2). Ammonium Chloride 6-8 gms, or ammonium

nitrate 10-12 gms. per 24 hours are of
value in themselves and increase the
efficiency of salyrgan.

3)e Ammonium Bromide 4.0 gms. dally given

2 days before the salyrgan dose is a
good method to use in preparing the
patient for salyrgan.

Aminophyllin 0.5 in 20 cc. water as
a retention enema beie.de Do not give
longer than 2 days. Give betweoen salyr-
gan injections,.

5). Theocin suppositories -- cach contain

0.3 gm. Give onc t.i.de. for 2-3 days.
Paracentesis of the chest, abdomen, and

scrotum may be necessory.

Vasodilators (coronary):

Theobromine =- In all heart cases where

coronary artaoriosclerosis is suspected.
CGive 0.3 gms. teleds five times weckly.

(f). Gastro-Intestinnl Disturbonces.

Pationts in'eordiac failure, as part of
their rest regime, should have soft
formed stools. lMagnesium Sulphate 30 ce
of sot. sole. is given cach cems ot 6:00
a.me This may be inercased or decreascd
as neeessary. Distention may bust be
relicved by o proper dict. If diston-
tion occurs, o Lovin tube is introducad
into the stomach thru the noso if dis-
tontion is chiofly gastric. If colonie,
it is best rolioved by the roturn flow
or injecotion of 30 ce. glycerin in 90 cc
water.

(g). Mania -- May be controlled by onc or

o combination of the following mcasures.

1)e Lumbar puncturc with withdrawal of
fluid until normal pressurc is reachac
This is of groat veluc and is done
1-2 times daily as neccssary. 20-30
ce. fluid is usually ramovcde.

2). Hypertonic Dextroso in 25% solu-
tion given intravenously in 50-100 cc
amounts as nucossarye

3)s Scopolaminc Hbr. O 5 mge (E) is of
value in some cases and can be com-
binced with morphinc sulphate 10-15 mg
This may be ropeoated if ncecssary.

4)., Paraldchyde 5-20 cc. may bo given
well dilubed with ico water or milk
orally or 20 cc. in 60 cc. of olive
0il as o rotontion cnemr. Moy reo-
peat in eight hours. Paraldchydo is
of speecial wvalue in cases of long
continucd monia.

5}. Disorientation is froquently produe
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ced by morphinc. Give aminophylline
intravenously in cases with Choyne-
Stokes rospiration.

Acute Coronary Thrombosis:
Prineiples:

Qe

b

Coe

de

Ce

f.

e

Absolute rest must be maintainceds Rest, relief
of pain, and oxygen constitute the major mcans
of therapy. Digitalis is not indicated if con-
gestive failure is not presente The chief don-
ger during the period of the 5th to 1l4th day is
rupture of the hecart and the pationt must be
kept at absolute rest. Embolism with resultant
infarction is not uncommon.

Vasodilator drugs arc utilized for diagnostic
purposcs on admission to diffcrentiate angina
from thrombosis. Nitroglycerine O.6 mge under
the tonguc may be uscd.

Morphine sulphate should be given to offect and
its action sustained by even, adequate, repcated
dosagec. 30 mge on admission and 8-15 mg. ory
2-3 hours as necessary.

Oxygon is indicatoed and continucd as long as
pain, rapid, weak pulse, and other evidences of
acute failure persist. Nasal oxygen ot 6 liters
or the oxygen tont with 50% concentration is
used.

Bed rest for 6 weeks to 2 months. B.:d rest,
dict, fluids, etc. are to be utilized if con-
gestive failurc is present as indiecated before.
Acute thrombosis of the right coremary artery
with rapid congestive failure may be treated by
bleeding or applicatien of sphygmomanometers or
tourniquets to all four extremities.

In an effort to combat ventricular tachycardia
with resultant fibrillation, quinidine is given
teleds in 0.2 gm. doses in all eases. Watch
for this complication.

4.

he. Stokes-Adams attaclss arc combated by giving
aminophyllin 0.5 gme in 10 cc. saline, slowly,
intravenously b.i.d.

i. Diabetic patients developing this complica-
tion should have the blood sugar madnbained
closa to throshold level for one month.

je Thrombosis occurring in luetic hoart disease
is not treated with anti-luetic therapy for
one month and then only KI and Hg is used.
Arsenicals should probably ncver be given.

Anginal Failurc:

Principles:

a. This condition occurring without thrombosis
is treated by vasodilators and attempt to
elicit the causal factors for the angina and
teach the patient to avoid these factors. It
is justifiable to leave with the patient 2-3
toblets of nitroglycerine as nccessary for his
OWNL USCe

b. Tissue extract 7#568 S&D 3-5 cc. initial dose
and give every other day for 5 wceks using a
progressively decreasing dose so that the last
dose is 1 cc. has been shovm to be of value.

¢. Angina at rest -- These are serious cases.
Give aminophyllin 0.5 gm. introvenously once
daily for 10-14 days. Then give aminophyllin
suppositorics (0.36 gm.) t.i.de

Arrythmies -- Acute tachycardia, acute paroxys-
mal tachycardia, flutter, and fibrillation.

de EoKeGe is indicnted in acute cases on ad-
mission.

bes Pressure over carotid sinuses, eyeballs, and
deep respiration and holding the breoath may
give rolief. Note how the pulse falls if
success is obtained. If this fails, guinidine
is used, 0.2 gm. at oncec and 0.3 gm. every
four hours if no abnormality is noted after
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the first dosce Urder quinidine for 10 days
only. im ieec bag over the precordium may be
approciatnd.

In auricular fluttor give Digalon 3.0 cec. in-
travenously daily until bradyeardia rosults--
then stop.

Peripheral Vascular Collapso:

This condition is characterized by rapid,
feoble pulso, low B.P. nnd appearance of shocl.
Tt occurs in cascs of ccute toxicity, acuto
jinfoetious disnases exeept diphtheria, post-
oporativ: sonditions, troumn, ond acutc hom-~
orrhage. In tho lattor condition with o lorgoe
vossel bleoding one must first stop the hom-
ocrrhago.

Trootnont is cimed ot restoring the diastolie
£illing of tho heart and rostoring blood volumc.
(1}). Hpincphorinc ot rmce == 0.3 cc. intra-

muscularly with frequent massage of the in-
joction site and repotition if ncecssory
thru thoe tubc of the intravenous sot-upe

(2). Intravenous fluids =- 500 cc. of 6% of

acacia solution. A&mpoules are in drug room
and the surgery. 1oto that this solution
spoils the white eount for throo doys.

)e Intravenous fluids -- 250 cc. of 25% dox-
trosa.

)e Hotify rosident.

)e Blood for typing and
)+ Blood transfusion of

3

cross=mnatching.

(
(
€
( 500~750 cc.

Routinc ordors in cardicc cascs:

1.
2.
3

4.

Routine blered, urine, cmd sorolngye

Chart fluid intale ond output.

Bloecd pressures to be charted on the tompora-
turec charts.

Hoart rate at apox is reutinely obsorved on
the Medical cordiac pationts.

—

5. Blood urca nitmgon if hypertonsion is
presonte.

8.,K.G. stat bofore thorapoutic ~ffocts ocecur.

Fluoroscopy and chest plates are not omor-
geney measures for hospital cases and should
be doeferred but arc nenossary in most casose

Serum proteins if cdoma provos very resistant
to troatment.

Urinalysis daily for 5 days if congostive
failure is present and onee tweckly therecfter.

Ge
Te

8.

Se

Discharge notcs:
In addition to o short summry of the coursc in
the hospital, the patient should be instructoed
as to his condition and mcthods of pruserving
the resorve thot he has gainoed while in the hos-
pital. Do not loave this up to the 0.P.C. os
the pationt may nover return to the 0.P.Ce but
will next appear at the hospital in econgestive
failurc agcine

NOT=S:
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PNEUMONIA
obar pneounmonia:

Rest =- In position most comfertable to the
pationt. Ko oramination or prol: nged history
other thon nocessary after the dicgnosis is
medc.

Fluids =-- Fluids until thc deily urinary oute-
put is 2000-2500 cc. This may be given by all
routes but preferably by hypedormoelysis in
the thighs, usinz 5% doxtrosc in salinc.

Diet «- Onc is not intercsted so much in diet
the first few days if tho patient is acutely
ill. Othcrwise, onec attanpts to give casily
obsorbed food such as lnetose, eggs, and milk
and croom mixtures. Soo typhoid fevor dioct.
Urange juice is c ntra-indicnted becousc of its
groat tondeney to producc tympanities.

Spaeial nursing carc -- This type of cosec
domands o special nursos
Scc that tho roonm is cool, not cold, and free
from droughts. Xocp potient covoered with o
light blanket and the chest blanket should be
of light mtorial of o singlo thickness and
drap:d about the shouldurs.

Sponge bath not often thon once every other
day unless orderede.

Make surc that the nurse notes Be.P., pulse,

roctal temporaturoe, rospirations, veonous

prossurc, suddm chonges in condition of pa-
tiont, and presonce or absence of cyanosis,
every two hours.

Patient should be screencd with partial isola-

tion.

Medication:

Principles: Scdation and oxygen therapy arc
the chicf measures. Oxygon therapy should
bo started when:

(1)« cyonosis is first noted;



(2) plouritic pain is oxtrome;
(3) respiraticns are rapid, shallow, and
laborcd.

Scedation -- These pationts arc usually apprchen=-
sive due to toxicity. Morphine sulphntc is
of great valuce Give 8 mg. cvery three hours
whilc awcke. More or less as necessary to
insure quiet.

Carbogen -- To be given at diserction of the Resi-
dont.

Digitalis -- Should not be used routincly.

Peripheral failurc -- Sec previous notes undoer
cardiac cascs. Venescction is indieated in
right heart failure with replacomoent with
257% dextrosc.

Serum -- If the discasc is less than 48 hours
o0ld and shown te be Type I or II scrum moy bo
considercd.

Inhalation therapy =- Steam inhalations using
bonzoin and ocuecalyptus mixtures are of def-
initec value but must bs properly givone

Supportive thorapy is utilized as under periph-
cral failurc if this condition be prosont.

Liver eoxtract 3 cc. intramuscularly in casos of
low white count. Observe the count the next
day and if any inocroesc in white cells has
occurred, one is justified in continuing this
therapy.

Hyperpyrexia of temperaturcs over 165° F. roc-
tally should be combatted with o tepid sponge

ath until a roduction to 102° F. is attainod.

Distontion must be anticipated and proventive
measures instituted. Daily salinc enema with
or without a 1little soap for irritating offcet
is utilized. A recburn flow is ideal if signs
of distention have appecred.

Acute dilatation of thce stomach with poriphoral
failure must be watched for. Suspoet if tho

patient displays any sudden change for the
worscs Aspiration with a Lovin or Ewald
tube should bc donc at oncce

Mania moy ocecur and scopolamine Hbre. 0.4 mg.
overy four hours to offcet ean bo usacd.

Suspuet the complicatirns of pneumonio if your
ecasc is not improving in 7-12 days.

After tho fever has subsided, do o whitc count
and scdimentation rate every third day as
a means of detormining progrosse

Pationt should remain’ in bed onc and cnc-half
tim:s as long as thoy havo had fever.

2. Brinchopneumcnia:

Principles -- Bronchopnoumnnia is o discasc to be
pravented and prophylactic measures are the
most important.

e Potionts unable to turn thomselves should
be turncd four tinmos daily, alternating
cach side and backy

be Any pationt with acute pharyngitis or ncut.
trachoco-bronchitis ;

¢. iny sovercly ill patient;

de Any patient with an ebdominnl oporetion;

2. Any poerson with dysphogine

In any patient in whom on incipient broncho-
pneumenia is presont, as indieated by his con-
dition or tompernture, carbogen is indicated
in addition to turning. This is given overy
four hours and if fover is present, ovury 2
hours for 4-6 timec and thon every 4 hours.
Ordor for 30 scc:mndse

Treatment: -- The treatment for severe broncho-
pnoumonia varies little from that of lobar
pneumenia except that earbeogen is mere useful
thruout the course and great carc must be
given to sec that the eough reflex is reduccd
only just mough to ramove the parrxysms. As
long as the cough is productive, it is usoful,



Laboratory Ordors: PEPTIC ULCER

l. Routinc bleoad, urine, and serology. Prineciples:
2. 24 hour spubunas. 1. Peoptic ulcor histnrics contain definite diag-
3s TMirst 24 hour sputum tro the laboratory for nostie points. Quostion tho diagnosis in
predoninant organisms. overy casy oven tho the patient entoers vith on
4. Typo of pnoumccoccus if lobar pneumnnia is AZ-ray report of an irrogularity in the contour
presont end tho potiont has beon i1l less of tho sbtomach or duodenum. Mony focts con-
than 48 hours. corning thesce cases can be leamed to a botter
5. If tuberculosis is susp:eted, one should advantage than by the use of the barium meal.
send throo 24 hour sputum spscimons for Th. For this reason an accurate approach to these
and then thres more for concentration test : cascs is dosircd. Follow cach test carcfully,
if provious roports ~rc negetive. Discon- —_— £ observe the roesults, and rocord.
tinuu if twc pesitive spoeimens are szoured. 2. It is only fair to the surgeon, if theo casc
ultimately nceds surgery, to be able to ap=
e praisc him of the cxnet function of the gastro-
NOTIS : intost%nal tra?t so that he may dgtcrmi§e th?
. type of oporativo prucedure to be used in this

particular casce

3. Surgery is indicated in cases with perfora-
tion, perigastric abscess, obstruction that
is not relisved ofter 2-3 weeks of menogoement,
cnd in cases of gastric carcinome, nctual or
suspeeted.

4., Trineiplos nf troctment aro:
2+ Maintainance of gastric contents at neu-

trality or alkalinity.
b. Mainteinancc of fluids ond nutrition.
= i ce Relief of retention.
de Coroetion of anomia,
2es Dotemination ¢f renal funetion.
f« Doterminntion of active foci of infeetion
and romoval.

S5« Thore is no routine troatment. Speeify cach

portion of your treatment.
Uncomplicated Active Poptic Ulcer:

l. Rest ==~ Bed rest with bathroom privileges.

2. Fluids == Ld libitum. The fluid intako
should cesur during the day. Allow no fluids
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after stopping the alkali and aspiration at

night.

Dint -- This must be speeified on the chart.

90 cc. of whole milk and 20% croam overy hour
from 7:30 ae.me to 7:30 pemts

Alkaline powdor cvery hour from 8:00 a.m. to
8:00 pe.m. and at 8:30 and 9:00 pem.

Alknline powders =-

No. 1 -- Caleium Carbe. 1.3 gms. Alkeline

No. 2 =- Calcium Carbs 0.3 Alkaline and

Mege Oxido 0.6 laxative

Give lloe 2 powder 2s NGCOSSAry. Averago is

four No. 2 ond ton No. 1 powders per day.

If, aftor 3-5 days, the pationt is confortable
and aspirations roveal no, or but little,
acid, mmc starts additiomal fcedings of
soft food.

Additional feedings:

1st day - add well cooked ceroal (bran froc)
90 gme ot 7:30 oere

2nd doy - add o baked potate at 5:30 pem.

3rd doy - Add a soft boiled ogg at 7:30 a.m.

4th day - Add beked custard 120. ot 5:30 pen.

5th day - .dd a small stoak ot 11:30 ceme

6th day - add a slico of toast with ecach neal.

7th day - Rogular soft tray at monl time. Tho
ovening meal should bo light. Thus the pa-
ticnt is on threc mecls a day with milk and
croan mixture with alknlic omitted at cach
meal ond hourly milk and ercam alternating
with alkaline powders between meals.

Aspirations:
Aspirations sorve to dotermine the amount of

rosidual in the stomnch, whother the alkaline
therapy is adoquato and to compty tho stomach
for the night. Mcasurc the amount of fluid
sbtained, tost the roaction with litrus paper
and rocorde Usoc the Bwald tube and by finosso

and oncouragement tho patient can, in most
cascs, learn to aspirate his own stomach.
It is not nocessary to boil the tube. Have
the nursc clecnse it thoroughly with soapy
wator and rinsc it well before usinge Take
the patient to the utility room for aspira-
tionse.

Aspirations should bo done every night at 9:30

peme for the first four nights. A retum
in excess of 50 cce is an indieation to con-
tinue aspirations. Acidity to litmus is an
indication for aspiration at 4:30 pem. and
an inerecasc in the amount of sedative given
the patient. Do not attempt to centrol the
acidity during the day by excess alkaline
powders., Night distress is combatted by
continuing the alkaline powder, giving it
at 10:00, 10:30, and 11:00 pem. If this
moasurc fails, aspirate at 12:00 midnight
and continuc this thorapy as long as night
distross persists.

Onc of the commonest causes of failure of

treatment is continued scerotion. This
oceurs most frequently in duodenal uleer.
It is charncterized by vomiting of watery
matorial and dehydration. In thesc cascs
stop theo milk and crcam mixture, insert a
Levin tube thru the nostril into the stom-
ach and aspirate every 4-6 hours with an
asepto syringe. Give threc small fecdings
a day, alkalinoe powders cvery hour as be-
fore, and mointain fluid intake thru the
use of proctolysis or parenteral methods.
Control the fluid intake by maintaining an

output of 1500-2000 cc. of urine per day.
Thesc cases must be differentiated from
thoso with pyloric obstruction. Tho latter
cases vomit all meterial taken into the
stomach .
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Antispasnodics: Tr. Bolladenna 0.5 cc. to
0e8 cce telaede

ydation: -- Phonobarbital 30 mge tei.d. and
90-180 nb- q::‘l-s.
inemia may bo ermbattod with 6.0 gms. of ferric
amonium oitrate daily. Cive 4.0 cc. of 50%
sol. with the milk ond croam te.i.d.

Pricedures:
ae aftor tha history and physical arc done ond
the patient ecmplains of ﬂungur pain givo
him:

4.0 gn. of ccleiun earbonate - roturn in 20
minutes. If he still states that his dis-
tross is prosent, aspirate the stomach
contents and tost for acidity with lit-
muse. If neoutral or alkaline, tho aeidity
has boon corrected and the distress is
not that of ulecr. If it is aeid, the
aeidity is not controlled and moro alkalic
rust bo givan. Ropoat the test using 8.0
of alkalic and aspirate if distross con-
tinuoes.

If the distress is relievoad by adegquate alka-
linization, it may be on an ulcer basis.
If it is, it should not be made worsc or
recur on giving tho pationt 1 glass of
¢old nilk and 1 hard boiled ogr. If dis-
tross has boen unaltered or rocurs on tho
last tost, onc is strongly suspiciocus that
this pationt!s corplaints arise from
a fhul*y bow:1l function. This may or may
not bo due to roflex from a phthologlcal
gall bladder.

be Obtain routine blood end urine studics. If
anemic is suspoetod, ordor indicos.

c¢. Stonols to laborat-rr for cccult blood for 5
days, then on clturnate days umtil throo
nogative specimens cre obtnined and then onece

TR
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weokly. If patiomt is go tt‘ﬁﬁ iron,

note it on your slips so tho teehnician
will de the prover cthoer extraction tost.
If oesult bloed persists in the stools
while undor troctmont, bo suspicious of
carcinoma but first thortubhly oxclude
blcoding gunms, opisbaxis, homorrhoids,

ote.

d. Tho noxt stop is to dotormine tho
emount of pylerie obstruetinn. This is
dene: mm the day of ontrance by the

follawing mothodss
(1). Liotor meal this consists of a
largo meal emmbaining food which can
be recognizsd after aspirntion.
Pricd potatoes, string boans, carrots,
spirach,otes At lonst 3 vogetablos
are given. Sliced bread and buttcer,
cheose, raw applo, dill pieklos,
soody joms, obe. Too leaves are
rendily reeognizoed whon lator seon.
This meal should loave tho stomach
in 7 hours. Retontions amounting to
1000-1500 cec. indieatc an high grado
obstruction. Rotomtions of 300-400
cc. indientos o luow grade obstruction.
(2} Inflation of tho stemache The pa-
tiont is givon 4.0 gms. «f scdium bi-
arbonate in solutisna.. This is
fﬂllﬁWbd by 4.0 gms. of tartaric ceid
in solutimm. Carben dioxide is
ovolved and seorves to dilatoe the
strmach so that its boundaries can be
percussod and if obstruetion of high
or medium grodo is present, onc can
sce p*rvst“llc waves nassing from
loft to right ceross tho abdomon.
Ce .~ . Order an Bwald meal. -- This con-
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sists of 3 graham crackors and onc glass
of water, boforc breakfast, at 7:15 a.m.
given by the nurse. Sho will call you in
time vo aspirate at 8:15 asme The timo
is cno hour. Do not alter the test by
incccuracy.

If there is a doubt concerning the diffeor-
ontial diagnosis botwoen peptic ulcer and
gall bladder disease, order the gall bladder
study before the gastro-intestinal X-ray
study. The gall bladder study begins on tho
day of ontroance and if it is not to be done,
the X-ray studics can bo done the noxt a.m.
as the patient should have had only the Ewnld
meal which was aspirated. If L-ray gastro-
intestinal studics are te be done, give 046
mnge of atropine sulphate subcutancously be-
fore gning to Z~ray departmente
Should a gell bladder study be desirable
after & barium neal has been given, ordar
cloansing onomas, ote., sufficient to be sure
that the bow:l is clear of barium. ilso the
pationt should have no alkaline powders for
three days previous to a gall bladder study.
Notc on your xz-ray slip that the patient has
had alkaline powdorse

A blood urea nitrogon estimation should be
obtained if ronal impairmont is suspected.

The alkalie resorve figure is to be obtainoed
once weekly and oftener if necossary. Watch
for allkelosis and suspoet if the patient
states that his milk tastes bad, has parcs-
thesias, or is oxcecodingly nervous and irri-
table. Reducc the powders at onec and if he
does not improve, discontinue the alkaline
powdors. Forco fluids and doxtrese and
chock the alkalie roserve figurc frequontly.

Woigh paticnt on ontrance and once weckly.

A1l vomitus is to be saved until observod
by the intern.

ke Cecrtain caoscs may bo utilized for
treoatmont with larostidin or similar
proparations.

Peptic Ulcer with Pyloric Obstruction:

Principlos:

Nearly all cases of pyloric obstruction are due
to duodonal ulcer. Two factors are concerned
in thesc cases. One is spasm of the pylorus
and the othor is tissuc norrewing or scar
tissuc centractiocn. .bout 104 of the cascs
arc due to tissuc narrowing and can only be
rolicved surgically. Thoy arc ideal cases for
gastro-cntorostomy but such an operation on a
case in which the obstruction is duc to spasm
results in little improvement. For this rea-
son vns should scparcte those two types of

ases.

High grade sbstruetions in which a motor meal
would romnin in the stomech over 12 hours is
nccompanied soener or later by gastrie dila-
tation. 1In these casos food and fluids by
mouth are withheld so that thce stomach wall
muy rogain its tonuse

Continucus suection with a Lovine tube in plaoce
is utilized to empty the stomache. Irritation
of the nostril may be overcome by spraying
with 1% cphoedrine in vil t.ieds Fluids in
the form of intravennus, subecutnneous, and
roctal fluids should be givon until tho daily
urine volume is maintained at or abovs 1500 cc.
This roquires 3000 to 4000 cc. of 5% doxtrose
in saline per day. 4atropince sulphate 0.4 to
0.6 nmg.(H) g. 4 h should be given, wntching
for reactions. A4t the ond of the third day
pleco on Sippy moncgenont. Aspirato at 4:30
perte and 10:00 pems to scc if thore is ony
marked rotention. If thore is, roplace the
Lovine tube and maintain the stemach empty



for another three day period. If at the end of
the sccond porind, obstruction still porsists,
the G.I. consultant should be ealled.
ases with partial cbstruction ars tn be treated as
an une~mlicated easc, nr if nocessary, as o
casc with comploete obstruction, depending upon
the degroe of obstruetion.
Poptic Ulcor with Homorrhogoe:

| Ninety posreont of casos with homatomesis arc duc to
poptie ulcer. Bleeding must be stopped before
on absolute diagnosis con bo made.

Pationt is placu” at abs»lute bad rest. If shock is
presont, clovate the foot of the bede 4in ico
cap is pleced on the abdomen if appreeiated, ob-
tain donors, and typce bloods Transfusion should
be done if signs of shoek are present. 500 ce.
are givon voery slowly. Fluids arc maintained by
par~1torul routes as indicated by dehydration,

aleium earboncte 4 groms overy hour for twenty-
four hours with just onough woter to aid in
swnllowing is givone It is mointained until
gross bl nd hos disappeared from the stool.
Opiatus nay bo necassary te obtain absclute seda-
tion.

Aftor the gross blood has disappearc.! from the steool
gl
Milk and cream -- 30 cc. q hour for first 24 brs.
filk and ercam -- 60 cc. g hour for 2nd 24 hours.
Milk and ercoam -- 90 cee. q hour for 3rd 24 hours.

Thon the rogular Slppy management is maintained un-
til the stnol is nogntive for occult bleod, which
usually rcquires about lO days. additional feod=-
ings moy bo added and study procedures instituted
whon occult blood has disappeare? from the stool

I for ten days.

- Daily stool speeinens aro ordered to the Lab. after
gross blood hes discppecrod from the stool.

f Iron and Jsmonium Citrats is used to corrcet tho

anomice.
Peptic Ulcor with Partial Porforatiin:

Troat as uncomplicatad uleor for ton days. If
regrossion of x-ray findings and pain wcour,
goentinue treotnonte I symptons comtinue or
inereasc ask for o surzienl emsultation.

Peptic Uleor with Perforation:

This is o surgical problom and surgical consul-
tation should be asked at oncos

NOTES:



G:ASTRIC CARCINOML

Prineiplos:

iny petiont over forty years of age whose complaints
aro of fairly rucont dato and whose dofoct is on
the stomach side of the pyloris should be consid-
cred applicable for surgery. If the dofcet is
on thoe greater curvaturc this is absnlutc. liass-
ive hemorrhage and long duration of symptoms
spock for ulecr.

Obtain consont £or oporation and donors for blocd
transfusion. Transfuse tho paticnt until tho
blood ecount and hemoglobin are within normal
range.

Ask for surzical consultation.

Inopcrable Careinomos

aticnts with gastrie earcinema, to be eonsidered
inoperable, shoruld show definite ovidonece of
motostases as found in livor, neck, roctal shelf,
umbilicus, and lungs. Zven at laparotomy, in
d-ubtfyl cascs, short cireviting opesrotions may
be of groat value b the patient tho the careino-
no displays metastoscse.

Thesc patients with carsful regime can be brought
back to o fair food toleration. Tho mothod is
the some as that of peoptie ulcer but the alka-
linc powders are oftom not necessary. S-1id
foods sheuld be a’ded slowly and in smell amounts.
The anemia ean bo contrnllnd with forric armon-
iun eitrate.

The coursc of thesc pationts nay bo long. Pain
should always bo adegquately controlled but one
should save tho opictos for soveore terminal
rain. Hypodermic medication should be doforred” .
likowisc, duo to o short duraticon, until abso-
lutely nocossary.

iiost of theso pationts con bo 4discharzed frem the
hespital after fond tolorntiasn is acecomplished
and allowred t roturn when symptoms boeesme worse.

NOTES:



VOMITING 104 If the above methods should fail, which
Prineciples: happens very rarely, feed thru a ducdenal tube.

1. Seck for and roamove the causce of vomiting.

2, If 'mc is not able to find a causc for
vomiting, troat symptomatically.

Troatmont: NOTES:

1. Absolute rest in bed.

2« No food or fluids by mouth until 24 %o 48 hours
after vomiting hoe oowsods Moy rinse mouth
with water or orange juice, and eracked ice
may be usaed.

3. Liquids containing bromides arc given as ncco-
ssary for dohydration and sedation. Give two
to four grams of sodium bromide in 500 ce. of
tap water every four hours by rectum.

4, Cleansing cncma covory morning previous to the
retention cneme. If patients do not retain '
the rctention cnemn, give the fluids by HMurphy
Dripe.

5+ Tthen starting foods by mouth, utilize a dry
diet. Give meat, potatoes, bread and butter
to the amount of one-half feeding. If no
vomiting in twenty-four hours, continue the
diet.

6. Liquids may be started if the dry diet is
tolerated. Begin with a glass of water but
give no liquid three hours after meals or
within one hour before meals. Discontinue — =
fluids by rectum as soon as patient is able to
take one liter by mouth per day.

7. Bromides are given by mouth as soon as the
patient has ceased vomiting. Watch for signs
of brgmism,

8, Tincture of belladonna may be of value.

9. In severe type of nervous vomiting bromides
are given in sufficient quantities to stop
vomiting or produce bromism, -
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DIARREEA
Acute Gastro-enteritis:

2

Principles:
a. Remove the irritant.
b. Sooth the inflammed bowel.
¢. Restoration of the fluids to normal.
Treatment:
a. Rest -- bed rest.
be. TFluids -- forced orally and parenterally if
NneCessarye
c. Diet -- bland.
d. MNedication:
(1). Oleum Ricini 6-15 cc. at once.
(2). Tollow in 30min, with 8.0 cc. dosss gs 2
hours of the following mxture until diarrhea

ceasess
Bismuth subcarbonate 12.0
Ceamphe Tr. Opii 24,0
Tr. Gambir Comp. 8.0

Elix. Lact. Pepsin ges. 90.0
"Shake Well"
e. If vomiting is severe, the patient may be as-
pirated or given an ocmetic.
Laboratory:
Routine laboratory work and a stool culture.
Acute Bacillary Dysentary:

Principles:

a. Start treatment as for acute gastro-enteritis.

b. Routine laboratory work and stool culture.

c. Isolation with disinfection of stools with 5%
lige cresolis comp.

d. 4 small amount of saline laxative is given
daily. Use 4-8 cc. of sat. sol. of sodium sul-
phate every 2 hours for the first day and then
4 cc, every 6 hours until recovery.

é. Polyvalent serum should be considered in all
acute cases.

f. Diet -- 3land. High carbohydrate diet.

ge Fluids should be maintained. These must be
forcede.

h.

Shock and colicky pain in the abdomen may be .
relicved by heat to the abdomen.

3. Fermentative Type of Diarrhea:

Sce irritable bowel.
4. Ulcerative colitis; amoebic Dysentery:

Special considerations. Keep thesc two etio-

NOTES :

lorrical factors for diarrhea in mind.



; CONSTIPATION
Irritable Bowel.
Principles:
1. This condition does not require hospitiliza-

2.

S

5

6

tion but is o frequent accompeniment of other
discases. It is nccossary to consider its
ctiology and to treat the bowel during the
hospital stay.

. definite history of cxcessive use of cath-
arties or encmas, o psychonourotic pieturc or
reflex irritants as goll bladder, reectal, or
kidney diseasc arc the most froquent ctio-
logical factors.

Other conditions as ulcerative colitis, cte.,
may be excluded by proctoscopic, stool, and
fluoroscopic oxamination.

Troatment is dirccted towards climination of
the pracipitating factor or factors and cstab-
1ishmont of normal bowel physiology.

The troatment is individual but very satis-
factory if earried out.

If tho irritable bowsl results in a stool of
the fermentative type, one should test for
acidity in the mushy stool that results. These
patients often give a histery of explosive:
bowel movements.

Treatment :

1.
2

Rest with BeReP.

Fluids -- Fluid intoke is very important. .t
leoast 8 glassos per day when stomach is normally
empty. 2 glasscs before broakfast, 2 in late
forenoon, 3 in afternoon, and 1 in cveninge.

Dict =- For tho first 2-3 wocks the diet should
be bland, frec of fried foods, coarse or raw
vogotables, nuts, aleohol, condimonts, rough
corcals as prepared breckfast foods, and wholo
wheat productse o cold food or drinks. after
the distross has been overcome, the following

may be added gradually and in order: Cooked
vegeotables, raw vogetables, cooked fruits,
roaw fruitse

4, The pationt should be cdueated against the
usc of eatharties, cencmas, internal baths, and
foar of missing a day without a bowel move-
ment. He should bo told what he can eat and
to boware of food fodism, vhen discharged.

5. Hot wot packs to the abdomen for onc hour
pe. if nocessarye.

6. Bstablishment of the daily stool habit time
while in thec hospital.

7. During the early days of treatment, if the
bowels arc not moving, usc 60 cc. of warmed
liquid potrolatum as 2 retontion cnema at
night followed by a 500 cc. cnema of cool
wotor in the morninge. 4 glycerin suppository
may be uscd instead of the enemi.

8. Tr. Bolladonns 0.5 cc. teied. 3 hour a.c.

Tr. Hyoscyamus 1.0 cce teiede %~hour Qe Ce MAY
be of more value in some CQSGSe

9. Troatment of the fermentative type: Loon
moat, cgss, fish, sca foods, gelatin, cloar
broth, checsc -cxcept cottagoe cheese, grapo-
fruit ond 5% vegetables, one half slice of
white toast with cach meal; butter odske In
4-5 days con add the softer starches as cooked
cerecls, rice, macaroni and leave milk and
potatoes from the dict until the last.

Atonic Bowels:

Principles:

1. The treatment of this condition is almost
tho antithosis of that of the previous typce
Foods of an irritating naturc end large bulk
are used

2. Rost is not indicated and the pationt should
maintain excreises designed to inerecase the
toniecity of the abdominal musculature. Deep




oreathing of the dicphragmatic type using a
weight on the abdomen is very helpful if the
patient is confined to bed for other reasons.

Treatment:

l. Rest -- As indicated above.

2. Fluids -- 8 glasses por day as above.

S5« Dict -- 4 well rounded diet with a large com-
plement of vegotables and fruits. Full tray.
Foods to be taken liberallys all of any fruit,
raw or cooked, as desired. Vegetables, raw
(a.g. celory, lottuce, cte.) or cooked. Jams,
figs, borries, raisins, dates, ctece Foods to
be teken sparingly: meat, milk, egss, cheese,
fish or fowl. (These contoin necossary proteins
and from them 2-3 servings daily must be taken).
4All pies, pastries, ices, ice ercam, white bread,
fresh or hot bread.

4. licdication:

a. Fl, dxt. Cascara Aromat. 4-8 cc. daily, as
neccssary.

b. Liquid Petrolatum, 15 cc. g. he s po re n.

c. Agar agar.

d. Combination of the abovc.

¢s If much difficulty be encountered carly in
the treatmont in emptying the rectum, ~ 500
cc. oncme of cool water may be used cvery
third day.

NOTES:

JAUNDICE
after the history and physical there arce certain
laboratory aids that should be donc on oll poe-
tionts with joundiec in addition tc routine bleod
ond urine studics.
le Urinc =-- daily for 10 days.
2 Routine;
be Urnbilinegen, bilc pigmeont, and bile
salts.
2. Blood:
f. Routine;
be Icterus index -- ropeat as noccessary;
ce. Dircet vandonberg test.
3. StOQl H
ce Routine;
be. Bilec pigment and urobilinogen;
c. Daily steol color to bo recorded by nurse.
4. Rarcly familial hemolytic ictcrus moy be sus-
pected from tho history.
as Red ccll fragility;
b. EReticuloeyte count;
c. Red cell diometer.
5. Blceding and clotting time.
6. Flat plate of ganll bladder area.
7. Chelecytoegrams in mildly joundiced patients
if gall bladder diseasc is suspected.
8. Blood typing ond soarch for donors in severe
COSOSe
9. Surgical comsultation on all cases of painful
Joundice ot once.
Dict == high CHO -- low fat diet. The following
foods should be avoided:
le Groasy and fried foods.
2« Raw veogetables. No fruits except cooked
peaches and apricots.
3. No cabbage, beans, cucumbers, rutabago, or
COTIM.
4. No strong coffce or tea.

-



Fluids -- 2000-3000 cce por 24 hours.
Medication:

l. Caleium chloride 5%, 10 cc. in vein twice
woekly except in cases with sovere bleeding
or pruritus when it should be givon daily.

2 Introvenous 5% dextrosc in salino pro-
operatively and if vomiting has occurred.

3« For relicf of sovere colic:
ae  Nitroglycorin C.6 ag. undor the tonguc.
be Calcium chloridec intravenously.
¢. Dilaudid 2-3 mg. subcutaneously.
de Pantapon 15-20 mg. subcutaneously.
e+ A4tropine sulphate 0e4 - 0,68 mg. subcu-

tancously. Useful in combination with
the provious two medicaments.
f. liorphine sulphate should not be usecd.

4. Viostecrol 0.6 = 1.0 ce. teieds This is given
to patients with prolonged bleeding time to aid
in calcium absorption that risk in prospective
operative procedures may be reduced,

5. lMagnesium sulphate == 15 cc. of 50% sol. each
Qeme before brookfast.

6. Pruritus may be combatted with intravenous
caleium and calamine emulsion with 2% phonol.

NOTES:

DISZLSES CF THE GALL BLADDER
Acute Choloecystitis:

Principles:

1. The donger note in this type of easc is to
rulc out acutc cmpyema of the gall bladdor.
For this rcason in all acutc cascs with fover
it is well to obtain surgical consultation at
ONnecce

2+ Thesc cases arc usually not joundiced and re-
liof of pain, correcction of fluid loss, bed
rost, and eare of the bowel are the important
factors.

Rest -- ibsolute bed rest until fever freo and as
many days as fever has been presconte

Fluids -- If vomiting has been frequent, give
intravensus 5% dextrose in saline and repeat
as necessary. If vomiting persists, lavage
the stomach with 5% sods bicarb. Otherwise,
give fluids to 250C ce. daily.

Diet -- Gall bladder diet with high carbohydrate
drinks betwecn meals.

Hedication:

1. Pantapon or Dilaudid with or without
atropinc sulphate is given thosec cases with
colic. Scc jaundice.

2e Ice bag over upper right quadrant for 4
hours on and onc hour off if apprecinted.

3« Mag. Sulph. 15 cc. of 50% sol. overy a.m.
before breakfast. 30 cec. may be necessary
to obtain the gall bladder drainage desired.

After the acute inflammatory stage has subsided,
the pationt should be studied as for chroniec
choleeystitise

Chroni¢ Cholecystitis:

Principlcs:

1. 4aftor this disecasc is diangnosed, one is con-
fronted with the detormination of the type of
pathology presente This may be doterminecd by:

.
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a. Awald meal;

be. Choleeystogram -- orally aend if nccessary
intravenously;

ce Gastro-intestinal study;

d. Laboratory work:

(1)« Routinc blood and urinc;

(2)s Urobilinogen, bilc pigment, and bilo
salts in the urine daily for 5 days ond
thon onece woekly;

(3)s Stool for routine, urobilinogen, and
daily rscord of the color of the stool.

i pationt with chronic cholocystitis, rogoerd-
less of type, that dooes not rospond to adequate
mcdical trectment can bo considered a surgical
COSCe

Paticonts with chronic inflammation of the gall
bladdor frequently have roflex gastro-intestinal
symptoms that may be the chief clinical mani-
fostations of the discaso,.

Treatmont should bo dirccted toword determin-
ing whother the case is onc of poor function of

the gnll bladdoer wnll, spasm of the sphinctor,
or whethor the celic is due to stunca

Typos of cases: -- From the study of thesc patiocnts
thoy moy bo grouped int~ five classes:

1.

2.

3

Non=filling gall bladder, confirmed by intra-
venous test aro usually duc to stone in the
cystic duct. These eascs may or may not have
paine. Their troatment is surgical.

The lazy gall blodder charceterized by atomice
onlargement and poor omptying is treataed by the
high choleccystokinin diet. and physiecal thera-
poutic methods. Dilute hydrochloric acid
4-6 cc. in a glass of water sippoed with meals
is given if achlerhydria is proscnt.

Infoctod gall bladder in which tho gall bladder
£ills prorly, is smnll with thickonod wmlls, and

4.

5.

may or may not empty poorly. This type pro-

duces symptoms many of which are due to

disease of the gall bladder itself.

Stone positive gall bladder: In the treat-
ment of these last two types every effort
should be made to prevent stimulation of the
gall bladder. Reflex gastro-intestinal dis-
turbances are frequent. Cholecystokinin-free,
bland, fat-free diets are useds No alecchol,
cold foods, spices, condiments, or strong tea
or coffee are allowed. Meals should be small,
regular, and be given four and preferably five
times daily. The day should be started with
a glass of hot water before breakfast. Laxa-
tives and enemas should be avoided.

Spastic sphinecter type. These cases, in
addition to dyspepsia, frequently display
attacks of biliary colic. Treatment is aimed
at relaxing the sphincter of 0ddi and favoring
biliary drainage.

a. Magnesium sulphate 30 cc. of sat. sol.
each a.m. This may be reduced to 15 cc. if
liquid stools occure.

be. Follow in one hour with a high cholecysto-
kinin diet. The other meals are of the
general tray type.

ce Dilute HC1l well diluted; sipped with meals.

de tispasmodics as Tr. Belladonna 0.5 -0475
cCe teleds %-hour 8eCe

e. Exercises as walking and deep breathing
should be encouraged.

SPECIAL DIETS

Diot I -- Low Cholesterol, Low Fat, Low Caloric (Low

Fruit:

Cholecystokinin):

BREAKFAST
Orange juice, baked apple, apple sauce, or

stewed prunes, with a little sugar and milk, no
cream.

e

p

- .



3Iggs: One egg may be taken three times weekly, soft
boiled or poached, with a thin slice of lean,
crisp bacone.

Bread: A half slice of toasted white brsad with a
little marmalade, jelly or jam.

Beverages: A small cup of coffee, Sanka coffee, Pos-
tum or tea, and 1 teaspoonful of cream, 1 lump of
SUgLY s .

LUNCH AT DINNER

Soups: A small portion of consomme, chicken, tomato,
or clear vegetabls soup may be taken once deily.
No creamed soups or fats.

Meats: A small portion of lean meat or fish, twice
daily:

Meat: Roast beef, lamb (leg), chicken, ham.
Fish: Cod, trout, halibut, weakfish, bluefish,
blackfish, flounder, striped bass, red snapper.

Vegetables: Two green vegetables daily as spinach,
peas, beans, beet tops, asparagus, string beans:
or beets, carrots, squash, boiled mushrooms, .
stewed tomatoes, stewed celery, boiled okra. Not
prepared or eaten with butter or cream.

Salads: Lettuce with stewed fruits or cooked vegetables.
Liquid petrolatum or lemon dressing.

Bread: As above.

Beverages: As above, or a small glass of buttermilk.

Desserts: Stewed fruits, as peaches, pears, plums,
cherries, grapes, prunes, pineapple or apple sauce,
Gelatin, fruit ices, prune souffle.

Avoid: Butter, cream, mcat fats, grease gravies., All
foods fried, hashed, or warmed over. Inner organs
as brain, liver, kidneys, sweetbreads, All rich and
highlv seasoned foods, creamed foods, and foods pre-
pared with cream, butter, or eggs. Oils, as olive
oil, salad dressings. Heavy chesses, nuts, olives,
spicad foods. Candies, cakes, pies, pastries,
chocolata, cocoa. Acid foods, condiments, alcohol,
smoking. Rough foods, as ecabbage, cucumbers, pickles,

bran and whole wheot products.

With digestive disturbances, salads, raw fruits
and row vogetahles should be omitted: all vege-
tables should be purced.

Diet 2 -- Low Cholesterol, Low Fat, High Caloric.

BREAEFAST

Fruits: Orange juice, boked apple, apple sauce, or
stewed fruits, as prunes, pears, peaches, with
milk and sugar.

Cercals: Cooked, as farina, cream of wheat, wheatena
oat meal, rolled oats, with milk and sugar.

Eggs: One egg may be taken three times weekly, soft
boiled or poached, on toast, with 2 slices of lean
erisp bacon.

Bread: Two slices toasted vhite bread, rolls, or
corn bread, with jam, marmalade, or jelly.

Boverages: Milk, half milk end coffec, .Sanka coffeec,
Postum or weak tea, with 1 teaspoonful of cream
and 2 lumps of sugar.

LUNCH AND DINNER

Soups: Small portions of tomato, chicken, plain
vegetable, gumbo, or oxtail.

Meats: Leon meat or fish at least once daily.

Meats: Roast heef, chicken, ham or lamb.
Fish: Cod, trout, weakfish, whitefish, bluefish,
flounder, striped bass, blackfish, red snapper.

Vegctables: Potatoes, baked, mashed, or beiled: or
sweet potatees, macaroni, spaghetti, Spinach,
peas, beans, beat greens, beets, carrots, squash,
asparagus, boiled mushrooms, string beans, stewed
tomatoes or celery. Not to be eaten or prepared
with butter or cream.

Salads: Lettuce with stewed fruits, or canned
fruits, or cooked vegetables, with liquid petro-
latum, or lemon dressing.

Bread: As abovee

Beverages: As above or mnlted milk.

Dssserts: DPuddings, as bread, tapioca, cormstarch,



or sago. Stewed fruits, as peaches, pears, plums,
prunes, berries, apple sauce, baked apple, with
milk ond sugar. Gelatin, junket, baked banana,
plain cakce

Intermcdiate feedings: A glass of milk, malted milk
or ovaltine, to be taken at 10 a.me., 4 pem. and at
bedtime. With zwieback, plain, or arrowroot
crackers, breadsticks, or toast. Jeclly or marmo-
lade:moy be added if desired.

Avoid: TFoods listed to be avoided in Diet I.

Diet 3 -- Bland, Low Cholesterol for Gastric Hyper-
acidity.
BRTAKFAST

Stewed or conned, as peaches, pears, apricots,
prunes. Baked apple, apple sauce, no sugar added.

Cereals: Cooked as farina, cream of wheat, wheatenc,
strained oatmeal, with milk and little sugar.

Eggs: Onc egg, soft boiled or poached, on toast, with
a slice of lean crisp bacon if do2sired.

Bread: One slice of toasted white bread with marmalade
or jolly. ¢

Beverages:

Fruits:

Milk, Postum, weak tea, with milk ond sugar.
LUNCH AND DINNER

Lean meat or fish twic¢e daily, not fried.

Meoats: Roast beef chicken, lamb, ham, chopped meat.
Fish: Cod, trout, weakfish, whitefish, blackfish,
flounder, striped bass, haddock, pike.

Vegetables: Potatoes, baked, boiled, or mashed. Maeca-
roni or spaghetti, no saucee Vogotables, purced
only, as carrots, beats, spinach, pecas, beans,
asparagus tips, squashe.

Salads: Lettuce with stewed fruits or cooked vegetables,
liquid petrolatum dressinge

Meats:

Bread: As above.

Beverages: Milk or malted milk.

Desserts: Puddings, as cornstarch, bread, tapioca,
sago. Stewed fruits, as pears, peaches, prunes,

cherries. Gelatin. Bakced banana.

Avoid: Foods listecd to be avoided in Diet 1.
Dict 4 -- High Cholesterol, Low caloric.
BREAKFAST

Fruits: Orangc juice or stowed fruits, as poeaches,
pears, prunes. Boaked apple, apple sauce with
eream and SUgar.

Gggs: One ogg (soft boiled or poached) may be taken
daily with o slicc of lean, crisp bacone.

Bread: A half slice of toasted white bread with
butter.
Beverages: Milk, tea, coffee, or Postum, with crecam

and sugare

LUNCH AND DINNER
Soups: A small portion of consommc, vegetable, ox-
tail, pea, or tomato soup may bo taken once daily.

Moats: A smnll portion of lean meat or fish twice
daily.
Meats: Chicken, roast boef, lamb chop, lcg of

lamb, mutton, or veal.

Fish: Cod, trout, halibut, weakfish, whitefish,
flounder,

Brains, liver, kidneys or swootbreads threc times
weckly.

Vegetables: Two abt cach menl (preforcbly groem), as
spinach, asparagus, string beans, bect gremms,
carrots, squash, stewed tomtoes, colery, or okra.

Salads: Lettuce with conned or stewod fruits.
Liquid potrolatum.

Bread: As above.

Beverages: As aboves.

Desserts: Stewed fruits, as peaches, pears, pine-
apple, cherriocs. Gelating apple sauce, prune
soufle.

Avoid: All foods friced, hoshed, or warmed overe

Rich and highly soasoned foods, spices, condimonts.
Hoavy checses, nuts, olives, pickles. Candics,



cakes, pies, pastries, chocolate, cococ. Rough foods,
as cabbagc, cucumbers, bran and wholc whoat productse

With digestive symptoms, sclads, row vegetables and raw
fruits should be omitted: all vegetables should be
pureced.

Diet 5 =- High Cholosterel, Hjgh Caloric.
BREAKFAST

Fruits: Orange juice, stawed or canncd fruits, or
prunes. Bakcd apple, apple saucec, with cream and
sugars

Coreals: Cooked as wheatena, creom of wheat, farina,
catmeal, with cream and sugar.

Bggs: Two soft boiled or poached cggs daily, with two
slices of lecon, crisp bacon.

Bread: Two slices of toasted white bread with butter.

Beverages: Teo (weak), milk, Postum, with creom ond
sugars

LUNCH AND DINNER

Scups: Consommec, croamed, tomato, vegetable, oxtail.

Meats: A small portion of lean meat or fish.

Moots: Lamb chops, roast lamb, log of lamb, chicken
or other fowl, roost beof, steak.

Fish: Shad, trout, halibut, woakfish, whitcfish,
piks, flounder, bass, blackfish.

Brains, liver, kidneys, or sweectbroeads three times
weckly.

Vegctables: Baked, boiled, or mnshed potatoes with
cream, or butter; or macarmmi or spaghetti.
Spinach, asparagus, carrots, beocts, beoat groens,
squash, boiled mushrooms, stowed tomatoes.

Salads: Lettucec with stowed fruits or cooked vege-
tables. Mayonnaise, liquid petrolatum or lomon
dressing.

Bread: Two slices toasted white bread, with butter.

Beverages: As above.

Duossorts: Custards, puddings, os ricec, tapioea,

broad. Stewed fruits or canned fruits with

crackers. DBaked apple, cpple sauce with cream

and sugar. Plain coke, ice cream, junket, gelatin.
Olive 0il: A teaspoonful of olive oil is tu be taken

o half hour boforc cach meal, this cmount is ©o

be increasod o teaspoonful ecch wock until o

tablespoonful is token boforc ecach mual.
Intermediate Feedings: A glass of milk, malted milk,

egg-nog or ovaltine is to be tokon at 10 aem.,

4 p.m. and ot bedtime, with zwicback, crackoers,

toast, or breadsticks. Butter or jam if desired.
Avoid: Foods listed to be avoided under Diet 4.

The general principlec of a bland diet is followed in
each of the five dietss The first three diets
are limited in cholesterol (cholecystokinin stime
ulating factor) ond fat intoke and arc indiegted
for those poticents having an intolorance tc fats,
active inflammation of the gall bladdar, a none
functioning gell bladder (previous to cperation)
o hypercholestercmia, or cholelithiasis. Diet 1
has 2 low caloric value for use in obese paticnts.
Diect 2 differs from Diet 1 in that it has in-
eroased carbohydrate and caloric value and is
thercfore usceful in undcrweight patients as well
as in cases of cirrhosis of the liver or jaundice.
Diet 3 differs in tho more strict avoidance of all
stimulating and irritating fecods and is used for
potionts having excessive gastric hypeoracidity.
Dicts 4 and 5 arc relatively high in cholesterol
and moderately high in fat contont; thesc dicts
are used to stimulate the evacuation of the gall
bladder in patients having an atonic or poorly
functioning gall bladder {with patent ecystic duct)
without fat intolerance, hypercholesteremia, or
cholelithiasis, Diect 4 is low in ealoriec value
(for obese patiocnts). Diet 5 is high in carbo-
hydratc and caloriec value.



NOTS - RENAL AND URINARY DISFEASES

Principle:

The diagnosis and differmtial diagnosis of these

conditions nccessitates:

l. In any casc displeying hyportonsion, pros-
tatic hypertrophy, facial edemn, uremic broath
or coma, o blond urea nitrogeon should be done
within 24 hours.

2. If tho blood urea nitrigen is under 50 mg.,

a urec clearancs test should be donse If the
€| — blood urcae nitrogon is under 50 mge and there
is no edema present, o dilution and concentra-
tion test should be done. If the blood uren
nitrogon is over 20 mg., on alkalie raescrve
ond crentinine should be ordered on the blacd
specimon.

3. Urinalysis ~n admission and daily routine
urinalysis for 5 doys with at least cvne urin-
alysis per wook, thersaftor.

4. If 2 plus pus or morc is found in the voided
urine, a sterile cathectorized speeimon should
bc sont te the lab. for:

a. routine urinalysis;

b. stoin and culturc of orgmisms.

5. If renal codome is marked, o guentitative al-
bumen test on the 24 hour urince should be ord-
erocd and examination for doubly refracting li-

| poids asked for. Also a scrum protein esti-
mtion md & blood chalastorel.

6+ Any casc showing pus in the cathoterized
urine (without fover) or hamturia in o pationt
not obviously having glomcrular nephritis,
should have pyclogmms.

T« If ncphrosis is suspected, o blood cholesteral,
BeMeRe and 2 eongo red test should be donce




Urcmia:

~

Principles: The treatment of uremia calls for

le

2e

special nursing earce True uremic and cclamptic
uremia arc treated the same but the results in -
tho former arc but temporary in chronic cases.
Onc attompts ¥» reliove cercbral cdemn and main-
tain the alkali reserve figurc within normal
limits.

Lumbar puncture is used with removal of suffi-
cient fluid t» reducc theo pressurc to 100 mm. of
wators.

Hypertonic dextrose solution intraveonously 200 ce.
of 25% -=- inject slowly with the arm kept lovel.

400 cc. of 25% sole. of mag. sulph. by Murphy
Drip at 40-60 gtts. por min. Ropont peren. cvery
4-6 hours.

The alkali reserve figure may be corrccted by:
2. Calculated amount of Sod. Bicarb. orally:

Rise in alk. rocse fig. desired X kg. body wt.
38

This gives gmse. of sod. bicarb. to be given.
It moy be given by mouth or intravenously.
By the latter route, onc uses freshly pre-
parad 5% solution in sterile distilled water.
bs Holar lactate solution. This is converted in-
to sod. bicarbe and is diluted 6 times with
sterile freshly distilled water before using.
Dose in cc. of molar sol. (undiluted) equals
60-2l1ke ress fige x 0e3 kg of body weight.
When the alke ruse. figs is not known, 10 cc,
of molar sol. per kge of body wt. can be
given. It is bost to give one-half of the
diluted sol. intravenously and the other half
subcutancously or intraperitonecally.
ce MNormal saline mry be used. The patient eox-
crotes the ion not desircde. This methed is
slow in its action,

de Alkelosis is ermbatoed with saline, dilute
HC1 orally or ammonium chloride intraven-
ously if necessary.

Drop in alkeres.fig. desired x kg. body wt
&t 60

equals gms. Ammon. Cl. Dilute each gram
with 100 cce sterile distilled water to make
1% sol.

5. Rest -- Place on a back rest in a quiet room
and avoid all excitement.

6. Fluids -- given as above and when patient is
under control give fluids equal to the last
days urinary output. Fluid intake and output
must be charted. The patient should be under
control in 48-72 hours but the therapy must be
maintained. If the blood urea nitrogemn is
rising and if over 60 mg., force fluids even
tho edematous but have hypertonic dextrose at
hand. Great care must be taken not to give
intravenous solutions too fast.

7. Sedation: Barbituates may be used if nece-
S5arye

8 In cases with prostatic obstruction, a re-
tention catheter may be necessary. Watch for
bladder distention.

Acute, Subacute and Acute Exacerbations of Chronic

Glomerular Nephritis:

Principles:

1. To maintain the body at absolute bed rest in
semi-Fowler's position.

2+ To maintain the optimum urinary output.

3. To maintain the serum proteins and alkali re-
serve at normal levels.

4. Prevent the onset of uremia.

5. To prevent the onset of acute left ventricu-
lar failure and pulmonary edema.



6. Careful search and removal of sources of toxin.
Removal of foei of infuections should be avoided
during the fulminating stage unless clear cut
sources are evident. It is well to have an E.N.
T. consultant in every case.

Rest: -- In this condition bed rest should be mainteined
for 4 months after the acute symptoms have subsided.

Nursing care: =- It is most important to maintain the
skin tone, guard against chilling, and avoid sudden
changes in the room temperaturc.

Fluids: =- The fluid intake should equal the urinary
output of the previous day. Not less than 500 cc.
and not over 1500 cc. of fluids if edema is present.
If the blood urea nitrogen is above 60 mg., the
fluid inteke should be incrscased with the production
of intentional edema. Anuric patients and patients
with o daily urinary output of less than 200 cc.
should, also, have forced fluids.

Diet: == Protein 1.0 gm. por kilo in adults. 2.0 gm.
per kilec in children. This should include meat at
least once daily and should be increased as nece-
ssary to compensate for urinary albumen loss. Car-
bohydrate and fat given in sufficient amounts to
make a total basie caloric requirement. In the
hospital one can vary the diet to compensate for
changes in the alkali reserve figure, otherwisc the
diet should be of the neutral ash type. Coffee,
tea, alcoholic bevercges, and condiments arc not
allowed. A low salt diet is indieated in the pres-
ence nf cdemn.

Medication: -- Hoadache and backache are the chief
complaints. The former if scvere can be relieved
by lumbar puncturs and hypertenic doxtreose solu-
tion. 1iilder types of hecadache and backache ean
be combatted with small doses of codeine combincd
with coal tar derivatives as in tho analgesic cap-
sule. The use of oral or intravennus

mognosium sulphntc should be utilized at the
diseretion of thosec in charge of the casce. 4all
cases should bo watched daily fer ovidences of
pulmonary cdama as this is nobt on infrequent com-
plication of nephritis. One attempts to deter-
mine if this is duc tr generanlized tissuc cdomn
or loft ventricular failure., The latter is cvi-
deneed by a fall in BePe, gellop rhythm and
sudden inercase in eardisc ratc. Both are treate-
ed by the upright position, intravenous doxtrosc
25% and, in the case of eardiac failure, vene-
section and digitolis may be necessary. Morphine
sulphatc 8 mge should be given as nceessarys
Philocarpine ond heot sweats are not to be

uscda

Sedation: -- Barbituates nre usede In order of
preference are amytal, phencbarbital, and barbi-
tal as they are destroyed in tho body in this
order.

Chronic Glomerular Nephritis:

Uncomplicated eases of chronic glomcrular neph-
ritis as characterized by o large output of
urine, and dchydration are treated as a uremia
casc with forcoed fluids. Do not assume thesc
cases to be hopclcsse UWith proper treatment
they can oftan be discharged from the hospital
for years of active life.

NeEhrosis:

Prineiples:

l. Maointain the serum proteins.

2. Roducc cdoma.

3. Removal of foeci of infection.

Rest: -~ Bed rest while in the hospital.

Diet: =-- Low salt with or without salt substi-
tutes during the cdemtous stage. High pro-
tein diet containing 150-200 gms. of protein
daily.



Fluids:=s~ Fluids to 1000 cc. daily.

Diuretics: =- Morcurial diuretics con be used if thore
is no urea rotention, rise in blood pressure, or
red cclls in the urine. Paracentesis of the chest
and abdomen may bo nceessary. Great carc should

Other treatment: -- Dessicated thyroid my be used

Pyclitis and Cystitis:

be used in the ascpsis during these procedures.

to bring the B.lleRe to normal,

Principles: -- Cystitis is practically always and

1.

2
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pvelitis in most eases are sccondary to othor
CoUSOS.e

Obstruction to urinary flow should be looked
for. The most common causcs are urcthral
stricture, hypertrophicd prestate, cystocele,
pelvice neoplasms ineluding enreinoma of the
cervix, ond cord bladdsr.

Determination of the rasidual urine.

Maintainance of & rapid flow of urinc and com-
vletec amptying of the urinary tract.

Catheterization and passage of instruments
should always be done under entiscptic or
aseptic conditions,

In any severe case or in any casc not respond-
ing to treatment within 10 days, ask for uro-
logical consultation ot once. Have a blood
urca nitrogen, pese.ps excretion and 3 urine
analyses before consultation is sought.

Rest: == Bod rest without lavatory privileges in

severe cases. Fowler's position or elevation of

the head of the bed may be of value,

Fluids: -- 4000-5000 cc. per day.
Troatment: -- Urinary P.H. Onc should change tho

roaction of the urina opposito to that found on
admission. This should be altered at 5-7 day
intervals. During the aecid regimo th~ P.H.
should be above 7.4. Urine is tested daily and

recorded by thoe nurses Tost first with lit-
must end if alkaline, ad 0.1% phenolphthalein
in equeous scle This turns red at 7.4. If
acid to litmus, 2dd several drops of 0.05%
methyl red in 50% alcohol. This turns red at
S5ed.

Dict: -- Dict is an important factor and must not

be overlooked. During the ceid regime high
proteoin, coreal, and neutral frods, as butter,
tapioca, vegotable oils, and sugar are used.
During the alkaline troatment, milk, vegetables
fruits, chocese, and nuts may be coten.

Therapy: -- Alkcline-Sod. Bicarbe. beginning with

at lesast 4.0 gms. 6 times daily. Acid-ommon-
ium chloride - 2.0 gmse. 4 times daily with
meals in solution or capsules. Cooated tablets
“mmonium nitratc - 2.0 gms. 4 times daily with
meals in 0.5 gme ontorice Sode Acid Phosphate
1.0 gmse 4 times daily with meals,

Dilube HC1 - 4 cce woll diluted thru glass
tube with mealse

Acid medication should be accompanied with
methenamine -~ 1.0 gm. threo times daily 1 hour
eCe

Antispasmodics: -- Tr. Hyocscyomus 1.0 cc, te.ied.

is very helpful for tenosmus.

Pituitrin: -- 0«3 - 1.0 cc. subcutaneously cvery

4-18 hours ond continued until improvemeont re-
sults is of waluec in pyclitise. Onc must bc
sure that no marked obstruction te urinary flow
is present.




NOTES:

e ]

THYROID DISEASES

Hype rthyroidism:

Principles:

1. ®Establishment of the diagnosis and determin-
ation of the state of toxicity.

2, Bed rest ond quiet atmosphere.

2. Avoidance of emotional or physical activitye.

4., Yhen the diagnosis has been established ond
operative procedures ore to be done, the pa-
tient should be transferred to the Department
of Surgery for preoperative, operative, and
post operative care.

Rest: Absolute bed rest.

Fluids: Fluids ad 1ib.

Diet: High calorice.

Laboratory:

1. Routine blood and urine.

9. B.M.R. to be determined after three days
hospital stay without previous medication
of any type. Recheck the B.M.R. the next
morning if it is above nommal.

3. Fasting blood cholesterol.

Hypothyroidism:
Principles:
1. Once the diagnosis is established the treat-
ment is specific but offers several problems.
2. The special laboratory procedures are BasMeR.,

| e fasting blood cholesterol and electrocardio-

gram once weeklye

3. Treatment consists of dessieated thyroid.
Begin with 15 mg. per day and increase until
a maintenance dose is established.

4. Beware of coronary occlusion which occurs if
thyroid medication is inereased too abruptly.




NOTES: DIABET®ES MELLITUS
(Diabetic Coma=--see Coma)

Uncomplicated Diabetes:
In past years the dianbetic patients have been un-
der the care of the intem. This proved unsatis-
factory, and the care of diabetes was placed un-
der the full control of the Resident in Medicine.
The result was that when the intern left the medi-
cal service he had learned little concerning the
care of this important group of medical patients.
In en effort to correct this, a change will be
made this year. If full cooperation is obbtained,
it will remnin. The intern is to have the full
responsibility of the diabetic patients under his
care on the medical service. However, every or-
d:r, or change in orders, is to be made only after
consultation with the assistant medical resident.
The assistant Resident in Medicine is to take
charge of the dianbetic problems in patients on
cther servicese.

Prineciples:

1. Bach diabetic case requires careful daily
supervision.

2. The success of the treatment depends upon:

ane The intelligence of the patient;

be The coopemtion of the patient;

¢. The care and accuracy with which the nurs-
ing stoff earry out the procedures delegated
to their responsibility.

d. The eare and accuracy with which the
dietition and her staff use in preparing
the weighed diets, satisfying the food
fancies of the patient and the education of
the patient.

3. The hospitalization is utilized for two pur-
pOses:

2. Estoblishment of the proper diet and
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insulin if necessary.
b, Bducation of the potient.

Since hospitelization should not extend over
10-14 days, it is imporative that all depart-
ments carry out the procedures delegated to
them from the day of entrance.

The education of the patioent as to the prin-
ciples of diabetes is the responsibility of
the dietitian. If the patient is not mentally
qualified or does not speak English, some
qualified membor of the family should be found.

Determination of the presence or absence of
complications frequently scen in the diabetic,
Seec and follow the scetion on peripheral vascu-
lar diseasce

Establishment of proper weight curve.

Give the following instructions to the paticnt
on the day of entrance or as soon s the diag-
nosis is establisheds
a. Full cooperation must bc given;

b. All the urine must be saved. Used the urinal

beforc¢ the bowels are empticd. The urine is
necassery in determining the degree of dia-
betes,

¢. All the food on the tray must be eaten, if
possible. Thoe food is the chief medicine
while in the hospital. Do not cat anything
not on your tray and do not cat anything
between moals.

de Bo out of bed at 8 nems Exercise as much as
possible thru the day and do not get in bed
until 8 P.M.

c. ileigh cvery day.

f. Carc of thoe foot.

gs Toke carcful notes and work hord on learning

about dicbetos and its problcoms.

h. Notc the CePs ond Fe mrked on your tray esvery

day and learn to visualize your food.

Methods:

1.

2a

Diot:

Carbohydrate - minimum is 10C gms.

Protein = 2/3 to 1 grom por kilo or higher
whon the C is over 150 gms.

Fot -- sufficient for caloric value of o main-
tenance, submaintonance, or above maintan-
ance standard, depending upon the corrsctive
weight factor. The minimum is 30 groms.

An effort should be mnde, if adequate time is
available, to discharge the pationt on a
diet suffieciently high in carbohydrates to
satisfy the appetite.

When the earbohydrate is roised 20 gms., the
fat is reduced 9 gms. to maintain an iso-
ealoric diet.

Insulin:

Insulin should not be started until ot least
3 complete 24 hour urinc g@ollections have
been cstimated quantitatively for dextrose.
If the cmount of dextrose shows a substan-
tial reduction each day and indieates de-
sugarization by diet alonc, added time
should be allowod to make the urine sugar
free without insulin. If the roduction in
dextrose excrction does not occur in appre-
ciable degree, insulin should be started.
First start with two doses. B (broakfast)
and S (supper).

Usually 5/8 total dose at B.

3/8 total dosc at S.

Start with small doszs. One unit for
cach 4 gms. of doxtrosc in the 24 hr.
specimen of urine. Insulin is given
15 minutcs before meals unloss other-
wise orderede

Increase in insulin dosage deponds upon:
a2« Oms. of dextrosc excreted in thc 24 Hr.



urine samples

be Single specimen urine tests.

c. Need for ~dditional doses as a D(dinner)
or N (bedtime) dosec.

Insulin is inercased by 2 units at each dose
depending upon the results of tho single
specimen urinc tests. Raisc the precceding
insulin dose 2 units when singlec test shows
SUZAT .

Decrease in insulin dosage depends upon:

a. Time of insulin reactions. Recduce B

’ dose if renctions occur before noon

meal. Reduce D dose if roactions occur
before uvening meal and reduce S dose
if reactions occur after the cvoning
meal.

b. Additionnl exercise.

c. Increcasc in carbohydratc tolerance.

d. Inability to eat regular meals.

Excoptions to deercasc in insulin dosagoe:

2. Reactions which follow unusual exercisc.
b. Inability to eat full meal,
c. Vomiting not duc to ncidosis or sepsis.
3. Urinc tests:
24 hour urinc collection:

A1l the urine is collected in a clean bottle

to which 1 cc. of toluol has been added. Shake

after oach addition of urine. The urine is
collected from 7:30 a.me to 7:30 aom. If the
spreimen is incompleteo, it should be marked

"incompleto" with the roason on the urinc slip..

Single specimen urinc tests:

Urine spocimen is obtained at 7:30 a«m. A por-

tion is utilizod for the single specimen test

and the romainder is placed in the 24 hour
samplc of tho previous day and a now 24 hour
collection is begun,

Single spceimen tests arc done 15 minutes be-

fore the insulin is given. For cxomple: at

4,

5.
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7:30 aeme, 11:30 aems, and 4:30 pems if
thoe patient is on three doses of insulin
before moalse.

The spocimens should be properly labeled and

exomined qualitatively for dextrose as soon

as possibles The result and the insulin

dosage are to be rccorded on the chart on re- -

turning from administration of the insulin.

The result of the singlc spocimen test should

be checked by the supervisor on the floor and

the balonce of the specimen not used in the
test should be cdded to the 24 hour collection.

When additionnl single specimen tests arc or-

dered, results should be recorded os to time

of day.

The patient should always be instructed to

empty the bladder 1 hour before the single

spocimen is collected. Follow ench voiding
with a full glass of water.
Weight :

The caloric intake should be regulated to pro-
duce the proper weight curve. Weigh the
patient overy day at 3:00 pem. and record
the weight.

Activity:

Exercisc should be cncouraged to the point of
approximting, while hospitalized, the
amount of oxercise or netivity eangoged in
when not hospitalizede.

Wackly blood sugar tests:

On cach Tuesday aeme onc of the interns on the
Medical Servicec obtains fasting blood sugar
specimens from the diabetic pationts as
stated before.

Records:

Therc is o special pink slip for these patients,
On the front of th: shect there arc spaces
for pertinent data. Acctone tosts, re-
actions, substitutional focdings, cte. are




rocorded under the miscellancous column.
On the reverse side progress notes concem-
ing the diabetie rogime ore mndes
Complicated Diabetes:
Sepsis and Fever:
In the presencc of thesc factors the diet should
be divided into 5 equal C.P. and F. liquid feod-
ings. They arc given at 7-10, 1-4, and 7 o'clocke.
The insulin dosc should be rapidly raised to
maintain the urine sugar-free.
Anorexia:
In the abscence of fover, whon the pationt is un-
nble to eat o meal, 3 tho insulin dosc is givon.
In the prosonce of fuver give the full dosc and
more dcponding on the urine tests.
Precoma ond coma:
Sce Coma,

NOTES»

1.

2.

3.

4.

PERNICIOUS ANEMIA

Principles:

The diagnosis must be definitely cstablished.

Obtain:

Routinc hematology;

Indieces, including icterus index;

Reticulocytc count;

Urobilinogen in the urine;

Stools for blood ond parasites;

Histamine meal -- Subcutancous injection of
0¢25 mg. of histemine (Ergominc B & W)
%-cc. of 1:1000 sole. Aspirate stomceh in-
20 minutes and again in 30 minutes and send
to laboratory.

Roticulocyte, hemoglobin, and red blood cecll
count to be repeated daily for 14 dayse.
Treatmont :

a. Intramuscular liver extract, onc-half of
week's dosage given in coch buttock, intra-
muscularly, at oncc, Ropoat weckly until
hemoglobin ond red ecll count approach
normal limitse.

b. Transfusion to be considered in those
cases with red coll counts below onc million.

¢. Iron my be ncccssary if the Cel. ond S.I.
drop bolow 85.

de Dilutc HCl 4-6 cc. in glass of water to be
sipped during the meal. Drink thru a glass
tube. Lemon and sugar may be addede.

Dischargo:

tthen this patient is ready to be discharged,
explain the prosont conception of this con-
dition and plan o method whoreby he may
maintain his liver intake. Liver prepara-
tions arc not furmished at the Outpatient
Departmont o



NOTES:

BRONCHTIAL ASTHMA

The following things arc to be done on oll theso pa-

tients:

1. Careful analysis of the history in respect to
allergens, scasonal variations, moans of re-
lief, and femilial tendencics.

2. Routine blood, urine, and serology.

3. Sputum aftor cleansing mouth. Label "For
Allergy Clinic".

2. Eosinophile count.
b. Culturc on blood plate with count.
c« Vaccine.

4. Stool to Lab. in sterile containor. Labocl
"For Allergy Clinic."

a. Culturc.
b. Vaccinec.

Treatment:

DON'TS:
l. Don't administer opiates.

ae Patients not infrequently succumb with use
of opiatcs. Question of sensitivity.

be Danger of addictions '

c¢. Tendency to further neglect of truc
therapy of o more permancnt naturce.

2. Don't administer acctylsanlicylic acid. Sensi-
tivity?
Immediate relief of acute attack:

1. Epinephrinc 0.3-0.5 cc. subcutaneously,
proferably not oftencr than every 3 hours
with attontion to rubbing site of inocula-
tion to get prolonged action. ZSphedrine
may be usced -~- will probably be of no value
if epincphrine did not give relief. Use
24-45 mg.

2. Atropine Sulphate 0e4-0.6 mge Give sub-
cutancously if no rosults with epincphrinc.
Observe resultse.



3, Ether: -- 30 cc. in 90 cc. olive oil or
liquid petrelatum as a rctontion enema. Ro-
poat as nccossary. This is utilized in cascs
of cpinophrine intolcrance. The intolerance

to cpinephrinc mny disappear by the next morn-

ing cnd be of waluce.
4, Strychnine Sulphate 1-2 mg. May be of valuc
in listless patients with poor venous return.
5. Scopolaminc Hbr. 0.4=0.5 mg. may be useful.
6. Nasal oxygon.
Prophylactic and Curetive Trcatment:
1. Sodium iodide -- is indicated in any casc of
asthma.
2. Tr. Belladonna -- is indiecated if colon is
spastic and breathing is particularly difficult.
3. Lig. Potassii Arsenitis -- Secms to be somewhat
specific in asthma and aids nutrition. It is a
cumulative druge.
4, Tr. Nucis Vomicas -- Empiriccl usuage has found
it very hclpful.

Small dosos of these medicaments arc preferred.
arc to be given teieds ot first and then reduced to
bei.de and thon gqe. day with cvening motl.

Stock prescriptions:
Sodium iodide, 10.0
Tr. Belladonnza, 8.0
Blix. Loctotod Pepsin

QeSse, 120.0
Sig: Dosc is 4 cce

Sodium Iodide 10.0
Tr. Belladomno 1540
Tr. Nucis Vomicas, 6.0
Lig. Pot. Arsenitis,
6.0
Elix. Loct. Pope Qese
120,0
Sig: Dosc is 4 cc.
Dict: =- The dict should be on tho basis of a thorogh
testing using both cutancous and intracutancous
tosts. Lean meats as boef, lamb, and chicken arc
favored if no specific recctions. Pork is an ex-

They
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coption and should be aveided.
scroals arc likewiso favorod. Nuts are frequont
of fonders. Fruits should be woll cooked. Fruits
offocts aro of two types: spucific, as betrayed
by (1) immodinte reaction to cutancous test and
(2) 24 hour intracutancous roaction, and the non=-
spocific roaction which acts syncrgistically with
tho real ccusal agont of the asthma. Vegotobles
als~ display in addition %o o specifie action in
some eascs, o non-specific 24 hour roaction which
is dofinite, fobrile, ond universale String
boans, spinach, asparagus, and tho gourds arc
frequent of fondors of this typoe. Tho gourds are
squash, pumpkin, mclon, cucumbor, ctece

cina: -- Begin with 0.02 cc. of the vaceinc which
is a mixturc of thc organisms found. OUnec moy usc
the whole broth culture or a washed culturc. Ob-
sorvo and rocord the sizo of the wheel and the
crythemn of both the immediatc and 24 hnur ro-
nctions and ostimrte the dosage tu be uscede Or-
dinarily onc bogins with 0.05 ¢c., thon 0.07 cc.,
then Oel cc. ond give the latter at 3-5 day intor-
valse

Milk, oggs, and




ARTHRITIS

Aeutc Khoumatic Fevor:

Principles:

1. This condition, which is not commonly sccn
in this hospital, is vory important becausc
of its eardiologigal aspocts cond generalized
involvement of almost all tissues of the body.

2. Reduction of pain and absolute bed rost are
very important in the troatmont.

%, Carcful wateh for cvidence of periearditis.

4. Maintenance of rast vntil all cvidences of
infoction arec gonce

Rost: -- Absolute bad rast.

Fluids: -- Fluids to 3000 cc. daily.

Diet: -- Full diet.

Nursing cnrc: The nursc must utilizo her ability
in psycheothorapy to keop the patient quiet and
sotisfiocd and to remain in beds In chonging
linen, she must utilize her knowledge to avoid
pain os much as possible.

Treatment:

1. All affoctod joints should be wrapped in cotton
and be woll protected to prevent contact of bed
clothes, A light crndlo should be utilized and
tho bed clothes must be changed often cnough to
koop them dry.

2. Mecthyl salicylate shovld be carcfully opplied
tc the joints ecach day at the time tho linen is
chongoede

3. Acid acctylsalicvlic 1 gram.

Sodium biearbonatoc l% grams covery hour with at
loast a glass of woter for five doses or until
snlicylism is produced. Ropeat the above do-
sage svory threo hours for five doscs o day and
dceroasc if nucessary. In ecase salieylates are
not tolerated by mouth, roctal or intravoncus
routcs moy be uscd.

4, Hypnotie barbital, 0.2 g.hess if nocossary.

5. Casos with cardiac complication. The eri-
toria to gauge the amount of infection in the
girculatory systum arc:

a. Rapid and unstablc pulse;

b. Any abnormality of rhythm;

ce dny small riscs in tomperaturc or tronsi-
tory joint pains;

de Prosonee of any changing eardice murmur or
ovidamen of cardiac dilatationg

¢. Prolongation of tho P.R. intervaly

f. Scdimentation rato ineroasocs

6, Paticnt must maintain a bea rest for twe to
four mmths aftor all ovidences of infection
heve disappoarcd.

7. Foei of infection can be removed while still
in bed after cvidence of infoetion has disa-
ppearcde.

8. 1If foeciof infeection are removed, one should
obsorve the pationt from one te two weoks and
if no cxacorbation oceurs, he may be sont
home for convalasconcoe.

Atrophic Arthritis:

Principles:

1.
2
3

Ruost: =-- Bod rost with o minimum of active motion w

Fluids: -- Fluids should be encournged.

Relief of pain.

Provention of deformity.

Doterminotion of source snd removal of infoc-
'ti. M e .

during the painful stage execpt for passive
motion within tho range of tolorance. When
pain ond constitutional symptoms havo dis-
appearcd and joints not cffocted, active oxor-
¢iso in bed must be meouraged. & dofinite
progrom, including diaphragmatic breathing,
should be taught to the patient.




Diect:

guarentoed te the patient.

to

xcess vitamin intoke must be
It moy be nccossary
add vitomin ermecentrate to the dioct.

-~ Full diet.

Soarch for foci of infoction:

1.

2

3.

4.

5.

Bar, nosc, ond throat, and dental consulta-
tion on cach paticnt.

Prostatic smeoar follawing the prostatic
nassage on male patients.

Corvieal ond urethral smears on female pa-
tients.

Gall bledder study in patients in which gall
bladder discas: is suspectod.

Stool, sputum, tonsillary crypts, nasal so-
crction, prostatic scerctions, and cerviecal
scerctions for culturc as indientod.

Thorapy:

1.

3.

4,

Analgesic, hoat cradlo and salieylatos as
nacassarys Upintes must not be used. lMothyl
salicylato to be provided the prtient so that
hce may massage his ovm joints threc times a
day.
Thorapoutic:
a, Rlimination of foci of infoction;
be. These paticnts froquently have disturbed
bowecls. This should be eorrocted. Sce
irritable bowel ond atonie constipation.
Vaeccine thorapy. There are threo types of
vacecinoe which may be utilized in cithor sub-
cactive or rocctive doses. Thoy arc to be
given at tho discretion of the staff physicion.
a. Autogonous vaceino.
b. Foreign protein rcaction as with typhoid
vacecine.
c. Streptocaceus vaceing.
Joints: =- Each joint should bo moved pass-
ively thru the nwnm-painful range of motion
beisde

W

5 If ankylosis scem inovitable, the joint
should bo maintainced in tho position of
optimum function.

6. BElcetrothorapy: -- The potiont is €o be
scnt to Physiotherapy at the diserction of
the staff physician for diathermy or short
wave pyrexial therapy.

Hyportrophic fArthritis:

The treatment of this condition is pallintive
but foei of infcetion should be sought for
and removcede Theose patients will suffer
trovmatic cxncerbetions in isolated joints
that will respond to heat and bed rest. If

offusions occur, aspirate the joint and apply

o tight bindor for o fow days. Thesc pa-
ticnts arc not hosgpitnl pationts unlaoss
cther complicotions are prosent.
Gonorrheal Arthritis:
Thosc cascs arc troated by the Surgery Depart-
ment .

NOTES:



PERIPEERAL VASCULLR DISEASE

Principles:

In

any cose of atherosclerosis, diabetes mellitus,
gangrene, or ulceration of an extremity, pallor
cyanosis, paresthesias or pain in the extrem-
ities, the peripheral vascular system should

be carefully examined. Therce is, as yot, no
dingnostic test which makes an accurate his-
tory and careful examination unnecessarye

Method:

le

Note color and temperature of the limb in
horizontnl positioni marked pallor, mottling,
undue redness, or cyanosis is pothologicals
Pallor is the result of constriction of the
superficial vessels. It is scen in associa-
tion with arterio occlusive disease only when
this occurs suddenly ond in this case it psr-
sists until gongrone or superficial or collat-
eral circulation is established.

With the patient in the recumbent position
elevate the 1limb to the vertical. Marked
blanching does not occur normally. If it does,
it is indicative of extensive compensatory
constriction of the suporficial capillaries
and the degrece and speed of appearmnce of the
blanching arc in proportion to the involvement
of the cutaneous circulation. After blanching

as occurrsd, the limb should be lowered
quickly to the dependent position. If redness,
or redness and cyanosis, appears, the deep
vessels are probably diseased. The angle of
circulatory officiency is determined in each
ense for it is valuable in diagnosis ond in
following the progress of the ecase. It is
that sngle from the vertical at which normal
color, or what is more frequent, redncss and
cyanosis, just appear. The lower the limb hos
to be placcd after blanching has been produced



3e

4.

5

6.

in ordor to obtain a return of color, the greater
is the degree of circulatory involvement. Occo-
sional vasomotor irritability causes blonching to

orsist and the tost is not accurate. Plantar
pallor-is a simplc bedside proccdure of definite
valuce The ball of the foot is observed before
and aftcr cctive cxercisc in the form of flexion
and dorsifloxion of the foot. Rapidly doveloping
pallor is significant.

Trophic changos are alsc noted. These occur
particularly in slowly developing arterial occlu-
sions. Thinning of the¢ skin, loss of subcutan-
eous fat, giving the skin a shrivelled appearance,
o loss of normal softness and oilincss of the
skin aro notede In addition there moy be a thick-
ening and-brittlencss of tho nails, ospecinlly
that of tho great toc.

Gangronc duc to occlusion of the vessols is fre-
quently unilateral, or, if bilateral, is not
symmotrieal., Whilc o disturbance of vasomntor
origin, tho gangrenc tonds to be both bilateral
and symmetricals One must rocognize tho tiny
gangrenous spots which occur around the bases of
the noil in relatively ecarly vascular discasce.

If the serious import of this comparatively
slight tissuo death is reengnized, many pationts
if proporly treated con be sparcd the tragic prog-
ress of the discasce.

Venous circulation is determined by locating
the prcsoneeor abscnce of cdemz, cyanosis, and
variensitics. Onc should carcfully palpate for
venous thrombasis in suspuetoed cases. Thrombo-
phlcbitis of the migratory typc should arousec a
suspieion of thromboangiitis obliterans.

Abscnec of pulsation of the peripheral cccess-
ible arterios is fairly reliablce cvidence of
occlusive diseasce In the lower oxtromity of a

Te
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normal individual, the pulsation of thc phom-
eral, popliteal, posterior tibial, ond dor-
salis pedis arterics arc usually easily fclbe

X-ray studios of the peripheral vesscls arc
of scecomdary importance. However, they give
some idon of the oxtent ond doegree of caleium
deposition and the occurwmece of bane rarcfretion
can be detorminoed.

Histominc teost: The chiof velu@is to doter-
minc the cfficiency of a superficinl circula-
tion. The following is Starr's technique for
the test: Histamine acid phosphate 1:1000 in
distilled water is usede "The patient is
placed in o horizontal position with the tocs
pointing inwnrd to prevent the histomine solu-
tion from running ovor tho dorsum of the foot.
The upper surfaccs of the fost and anterior
surfoeces of the legs arc cloansed geutly with
alecohol, which is cllowed to dry. About 0.5 cc.
af the histamine seolution is drowvm uwp in o
hypodermic syringe nnd onc¢ drop is plnced on
the dorsum of onc foot. About ten intracutan-
cous punctures are made in rapid succoession
through the drop of histemine. The procoss is
repoctod on the dorsum of the other foot ond
in rapid succsssion in the midline at both
ankles, extermal to the erest of the tibia be-
low the kneces and in tho midline just above
both kncos. With a little cxpericnce the eight
test may be performed in one minute. Reoadings
of the renctions are taken ot 2%, 85 10, and
15 minutes, after the first intradermal injce-
tion and, if possible, 2ll eight of the tests
should be read within the lamgth of time which
is nececessary for the injcetion.

"The reaction normally consists of two parts;
therc is first o zonc of erythoma due to arter-
iolar dilatation. This is called tho 'flarct,



In addition, therc is locatad in the conter of
this g wheal which is duc to cxidation of plasma,
The d¥#meter of both the 'flars! and tho wheal
arc ndted at sach injoetion site ot ench roading.
Hormally both the wheoal and the 'flarce’ begin to
appear within fivo minutes and increosc in inten-
sity up tc the fiftcon minuto recading and then
begin to fade. The 'flare' is usually about the
size of a ton cent piocc, but variations in tho
size of the roaction cre not of diagnostic im-
portance unless the renction is so smnll as to
be negligible. It also occasionnlly happens

that only the 'flare! or only tho wheal appear.
Along with most workors in the field, we beliove
that this appearance of an incomplcte reaction

is not noccessarily abnormal. From a diagnostic
standpoint, significanco must be attached to
foilure of runction to cppear ot 2ll or to appear
only after five minutes have elapscds The re-

action ordinarily is more intenso as onoc approaches

the knce. This is not neeessarily so, howover,
and not infrequently the roaction is loss marked
at the ankle than it is over tho dorsum of tho
foot. This is probably indicative of the loss
well-devoloped superficial eireulation in tho
former rogion." \

The imminence of gangrenc in casos in which tho
decp vessels arc known to be occluded can be de-
tormincd with tho histemine test. ibscnce of
the roaction or its appearance after on abnorme-
n1ly long time shows involvemont of both tho
superficinl and doop vessols and gangrenc is
likcly to occur under theso circumstancos. "In
advaneed vascular discase, amputation should
elweys be performed above tho lovel of o normal
rosponse to histamine in order to be surc thore
will be hoalthy tissuc at the sitc of operotion,”

i —
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9, Differontintc the number ~f spastic eloments
from the amount of ocelusive ocloments in an
arterial discase of the oxtromitics, o moons
~f obtaining vosculor reloass mist be sought .
Acotyl choling injection, ancusthesia of the
sympatheties, local annosthesia, or genaral
anaesthesia may be used, teking tomperatures
of the cutaneous surfacc. .. contigrade ther-
momoter mey be strapped on the skin or o thormo-
couplec may be usoed. Accurate vasomotor indox
determinntions require the lattor.

A fairly accurato method in determining whother
occlusive or spastic discasc is prcsent and
its dogroc is to dotermine the rise in temper-
ature of the inferior extromities following
immersicn of the superior cxtromities in worr
water. Aftor exposure of the inforior oxtrem-
ities to constant room temperature, the skin
tomperature of the arca to be tested is rocord-
ede The forcarms arc then immersed in water
at o tomperoturs of 43-45° ¢ for at least 20",
Normally, the surface temperature should reach
5° ¢. It mey bo stated that if tho surfaco
tomperaturce oxescds 31.5° ¢, significont
occlusive diseas: is not present.

The rosults should be choelred by spinal bloek and
thermocouple in doubtful casos.

Treatment

The treatment is quite individual depending upon
the otiology and type of lesion. The otiological
factor should be treatod and corrceted if possible.
Frank gongrenc should be scen by Surgicel sorviea.
The most important thing is to recognize impaired
circulatory conditions before scrious trouble
occurs and the potient instructed ~s to proper
care of extremities. The functionnl cn acity in
circulatory disecaso of the oxtromitics is Jjust as



important as it is in cardiac conditions. CARE OF THE UNCONSCIOQUS OR HELPLESS PATIENT

le This typc of paticnt is dopendont upon the nurs-
ing staff. Death from bronchopnoumonic and deo-

NOTES: cubitus ulecration is likely to occur unless
proper nursing carc is followed. One must main-
tain skin tone, fluid intake, cealoriec intakeo, and
cleanliness. Bronchopncumonia and decubitus ul-
ceration arc provunted by frequent turming of the
paticnt and proper back carc. Turn the paticnt
on onc side, then the back, than the other sido,
thon back, cte. at four hour intervalse. This
does not mean swinging one arm and clevating onc
shoulder slightly instead of turning the patient
on his side. By thc usc of pillows and correct
position, the patient mny be maintained in a
state of relaxation,.

2. Restraints must be in place at all times.

3. Keep the patient warm,dry, and cleoan. In the
cars of the bowel it may be saving in both linen
and time to give cnemas and inserta o retention
catheter.

4, Temporaturc should be taken rectally.

5, All apparatus which is utilized in woarming the
patient should be covered. No heat over 110° F.
should be utilizod ond no burns will result.
Burns arc the rosponsibility of the nursing staff
ond the hospital.

| K 6. The carc of the mouth is very important. Oral
scpsis is a precurscr of parotitis and broncho-
pneumonia. Thoe mouth should be thoroughly
cleansced with the finger covered with a soft, moist
cloth. Do this three times daily.

T« If the potiont is able to take fluids, these
should be muintainecd to the amount speeified or
if ordcred ad libitum, bebwoen 1500 and 2000 cc.
should be given por 24 hours. This means 6-8
glasses of fluid = day, given whother the patient
asks or does not ask for it.




NOTZS:

COMA

Prineciples:

1.

2

3

Se

6e

Te

This condition is an emergency. The diagno-
sis must be made and the proper troatment in-
stituted at the carliest possiblc moment.

Obtain vhat informtion you can from the
rclatives or ambulance driver before they
leave.

Know thoroughly the differontial diagnosis
and the treatmont of the common causes of
coma. Procend in an orderly fashion to make
the diagnosise.

4 casc of coma cannot be adoguately studied
until a cerebrospinal fluid cxamination, urin-
alysis, bloed sugar, blood urca nitrogen, nnd
alkali reserve figure arc obtained.

A caso is not dingnosed until tho causs of
the comn is proven. 4 fall may have been due
to some other factor and the resulting head
injury is not the primary cause of the coma.

In any casc suspecctod of having beon poisconed
or if vomiting, aspirate the stomach contonts
and save for toxicological cxamination.

The commen ccusos of coma arc:

e Troumtic injuries:
(1)s Subdural hamorrhagoe;
(2). Skull fracturc with concussion;
(3)e Extra-dural hamorrhage.
bes Cercbrovascular acecidats:
(1)s Thrombosis; el (2). Hemorrhago;
4).

(3)s Embolism; Vascular spasm.
ce. Mectabolie:

Acidosis (diabetie, nephritis, in-
jostion of acids);

(1%

(2)« Uromio; (3). Hopatic toxemiag
(4:) . f‘xlk&lOSiS;
(5)« Hypoglycecmia;

(6). Tctany.



d.

f.

ge

Rest:

Toxic agents:

(1)s Morphine

(2)e Alcohol;

(3). Carbon monoxide;

(4). Mcrecury poisoning;

(5). Barbituate intoxicotion;
(6). Phcnol.

Speeifie discases of the Brain and Meninges:
(1)s HMoningitis;

(2). Encophalitis;

(3). Meoningo-cnecphalitis;
(4). Brain abscess;

(5). Paresis;

(6)e Brain tumor.

Cardiac:

(1)s Paroxysmal tachycardia;
(2). Hoart block;

(3). Coronary thrombrsis;
(4). Aortic stenosis.
Iiscellancous:

(1)s Epilcpsy;

(2). Hysteria;

(3)e sicuto hemorrhage;

(4). Shock; '

(5)« Syncopo.

==~ Bed rost with restraints.

Proccdure:

1.
2.

3

4.

Notify tho Residoent.

See the rclatives or ambulance driver for
history, previous illness, position, and con-
dition of thc patient when found, poison in
vieinity, ctec.

Order catheterization tray and lumbar puneture
sct-up. ;

gxamination of the head, orifices, breath,
pupils, fundi, extra-o¢ular muscles, mucous
membranes of the mouth, pulse, neck for stiff-
ness, Kernig's sign. Note the nasio-labial
folds for inequality, raise the various ex-

S

6.
5%
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10.

tremities and let fall to detect inequality,
elicit the deep reflexes, look for abnormal
reflexes, and muscle twitching. Take the
blood pressure and determine the size of
the heart and gross deviations from normal
auscultatory findings and note the condi-
tion of the peripheral vessels. Look for
evidences of skull fracture and rupture of
the liver or spleen.

Percuss the bladder. Do a rectal on males
and a vagino-rectal examination on females.

Catheterize for urine sample.

Obtain 20.0 cc. of blood using 5.0 cc. for
the unoxalated sample.

Do a lumbar punctur: and note the pressure
with the manometer, Queckenstadt's taest,
color, and appearance of the fluid obtainod.
If the pressure is inereased, reduce it to
normal. A posterior fossa tumor may be
present but to have this case entor the
hospital in coma would be very rare. How-
ever, onc should always reduce the pressurec
slowly. 10.0 cc. of cercbrospinal fluid
should be taken for examination. Be pre-
pared to introduce 30.0 cc. of antimeningo-
coccic scrum if cloudy fluid is obtainecd.

The examinations thus far should be com-
pleted within 30 minutes of the time of on-
trance into the hospital. If any difficul-
ty is encountered in gaining the proper
assistance of the nursing staff, report it
to the Resident at once.

Order all laboratory work as an emergency.
If the laboratory is closcd, call the lab-
oratory intern at once and then obtain the
samplos for him and let him start the lab-
oratory work and he shall assist you in
completing it.



11. As scon as shoeck, syncope, and the cardiac
group have been cxcluded, raise the head of
the bed. 1fost other typos will be benofited
by hypertonic dextrosce.

Diabetic Coma and Prccoma:

Principles:

1.

2.

Se

When this diagnosis is suspected or established
by the procedures ouvtlined above, search for the
factor which precipitated the coma. Acute in-
feetious processos arc the most frequent causes.
If the patient has any fever, be especially
watchful for a surgical cmergenecy. If signs and
symptoms persist after the acidosis is corrected,
be espeeially cauticus that you are not overlook-
ing a masked infectious process, i.c., pncumonia,
otitis media, appendicitis, ctc.

Procced thru the samc cxamination as under coma.
Work speodily.

Kectosis and anhydromia arc to be combatted and
not hyperglyccmia.

Proceduroc:

11

2e

3

4.

Order:
ae. Bxternal heat with cxtra blankets;
be Lumbar puncture sct-up;
c. Stomach aspiration set;
d. Indwelling catheter;
ce Benediet's qualitative reduction teost and
acctonc test every 30 min. for 2 hours and
then every hour.
f. Intravcnous seb-up with arm-boardy
g+ Special nursc.
In a known diabetic without sugar in the urine
give 20.0 cc. 25% doxtrose intravenously.
Insulin: -- Give 40 units at once, then give
20-40 units cvery 2-3 hours until the urinc is
free of kotonc bodies,
Fluids: -- Intravenous salinc is given with

S

6

Te
8.

Se

insulin in sufficient guantity to maintain the
urinary roductions between 1 and 3 plus and
the urinary output volume at 100.0 cc. per
hour. When largo amounts of fluid are noce-
ssary, it is wisc to give tho major portion
subcutancously so that the circulatory system
bc not cmbarrasscd. If the urino becomes
sugar-fres, give 5% doxtrosc intravenously.

Caffeince Sodio-Benzoate 0«5 intravenously or
045 = 140 cc. of cpinephrinc solution subecu-
tancously or possibly intravenously may be
neccessary with circulatery collapse.

Aspirate the stomach if gastric dilatation is
suspeeted and lavage with 5% sodium bicarbon-
ate solution., &l1}ow 50040 cc. of the solution
to reomain in the stomach.

Do a lumbar puncture.

As soon as the urine is frec of ketonc bodies
check the alkali reserve.

If the alkali rescrve is normal, continue with
dextrosc ond insulin to insure a good glycogen
roserve. If the pationt is consecious and can
tolerate oral feedings, the fluids and dex-
trosc may bo given by mouth. Usc onc of the
following mcthods at same time foreing wator.
a. Orange juice (10% CHO) 200.0 cc. (1 glass)

5 times daily at 7-10-1-4-7,

Orange juice 100.0 cc (% glass) with 2
teaspoons sucrosc as abovo.,

Milk (5% CHO) 200.0 cc. (1 glass) with 2
teasp. sucrosc as above.

b. Insulin units: 10 is given subcutanecously
receeding cach liquid fceding unless the
urine reduction done before cach feeding is
negatives 5-10 cc. of insulin at midnight
is ofton nccessary.

c. Urinc reduction tests before cach of the
five feedings.



10, The next day order Ce 150, P. 50, oand F. 50
with 5 liquid feedings per day. Insulin to bo
given as judged by the blood sugar and urine
tostse.

11, On the followins day begin the ostablishment
of the daily routinc as under diabotes, plus
that of any infectious process found.

NOTES:

CEREBRO-VASCULAR ACCIDENTS
Prineiplos:
1. Prevention of corebral compression, broncho-
pnoumonia, and decubitus ulcorse
2. Troatment of initial shock if proscnt.
3. Provention of urinary bladder distontion.
. Gradual dccomprossion of the bladder if dis-
] tontion is founde.
4, Maintonance of normal fluid intake and novr-
’ ishmont .
,[ 5. “wyoidancc of medication.
| — 6. Rostraint of pationt.
‘ Rost: Bed rost with back rost and rostraints in
position.
| Nursing carc: As under tho carc of the unconscious
or holpless paticnt.
1' Diot: If thc patient is in coma over 48 hours, or
i has dysphogia, nourishment and fluids should be
! givon thru a Levine or Ewald tubc.
‘ Fluids: The most conveniont method is thru the
stomach tubec at tho time of feodings. If poss-
| ible, give by mouth.
i Therapy: In goneral onc should avoid medication but
i a mild scdativc may be necossary. “nemas are
| necessary in most cascse Lumbar punctures should
| be donc as often as is nocossary to maintain
| normal cerecbrospinal fluid pressure and relicve
| headache. Thay arc also donc as nccossary to re-
move bloody spinal fluid. This moy roquire lum=
bar punctures every 6-8 hours for the first 48
] hourse.
Laboratory work:
1. Houtine blood and urine cxamination.
2, Lumbar puncturc on admission with routine
cerobrospinal fluid oxaminntion.
3. Blood uroa nitrogen, blood sugar, and alkali
roserve as undor comie




NOT

Convaluscancce:
Those pationts should bo oncourcged to be up aftor
three wocks. The pationt that is maintained in
bed over a much longor period will tend to ramnin
in bode It is noesssary that the nursing stoff on-
courago those pationt and help thom to gain confi-
d.mee and to teach theom how to walk. If the prtiont
is slow in loarning how to walk, send them to
physiotherapy throc times wockly to use the walkoer.

NOT=S::

MENINGITIS:

Prineiplos:

1, 4 lumbar puncturc should bo donc, at onco, on
21l eases disploying scvere hoadnche or stiff
nock, providing a postorior fossn tumor is not
suspectod and choked dises arc not proscnt.

Da o Queckonstadt's test and rocord pressurcs

2. If cloudy fluid is obtaincd, antimoningococcic
sorum should be injeeted beforc the ncedle is
withdravm.

3., Suffieicnt fluid should be withdraom to ro-
duce the pressurc to normal and provide fluid
for comploto cxamination. If the laboratory
is elosed, o smear ond coll count arc noecssary.

4, Isolatc all pationts v til infuctious proccsses
arec ruled out.

Rost: Bed rost with rostraintse

Nursing eare: 4 speeial nurse should be providod.

he pationt moy bocome maniacal at any timo.

Striet isolation is ncccssary in meningoeccecice

moningitis.

Dict: Tho pationt is often in coma and unable to
takc nourishmont. If the patient is able to take
nourishment by mouth, n diet similar to that in
typhoid fover is utilized. If not, onc must use
fluid and dextrosc by vein or subcutancously.

Meningococcic::

A subarachnoid block must boc watched for in thesc
casoss It is suggested if the Queckenstadt
test is negative or if the fluid coeasues to
flow nfter only a fow cees hove boen withdrowm,
using ot loast o 16-18 gaugo nocdle. If o
block develops, call the Residont ot oncec.

Antimeninecocoeeie polyvelent scrum is used intra-
spinally. This must be carcfully warmcd to
but not cxcceding 110° F, Give 30 cc. intra-




spinally c<very 8 hours for the first 36 hours
and thon cvery 12 hours. Test the pationt for
sonsitivity to horse sorum by making an intra-
cutancous injoction of 0,05 ce. of a 1:10 dilu-~
tion of thc sorume Give in an oxtramity. It
is not necessary to doscnsitize o paticnt if
tho serum is given only intraspinally but it is
well to kmow if tho patient is scensitive to
horsc secrum.,

Scrum is maintained until the spinal fluid is froc
of organisms and 3-4 injoctions thoreaftor.
Sond a specimen to the laboratory daily to
follow the ccll count. However, the ccll count
is of no valuec in gauging rccovery.

¥Watch for dchydration, circulatory collapse, pnou-
monia, and urinary rctontion. Thosc cascs fre-
quently develop an urticarial rash for which
calamino with 2% phcnol is applicd. Sedation
must be given in most cases.

Tuberculous:

This typc of meningitis ig fatal and treatment is

palliative.

Moningitis produced by gram positive coceis:
This type requires speeial procodurc and carec.

Syphilitic Mcningitis:
This is a manifostation of sceondary syphilis.
Froquont lumbar puncturcs ars nccossary. Thesc
may have to be done as ofton as every four hours,
Give intravonous sodium iodide 1.0 gme beiede

NOTES:



Prineci
1.

2

Se

4.

NOTES :

TUBERCULOSIS
ples:

Cascs in which the diagnosis of pulmonary
tuborculosis is suspceted should be isclated
at oncc.

Order threc unecncentroted and throe concon-
trated sputum tests. Obtain two positive
testse Order daily sputum volume to be re-
cordcde.

Cases with soverc homoptysis:

o2. Notify the Resident.
b. dAbsolute bed rost with back reste
ce Iced drinks and cold food only.
de Sodium Bromide 2.0
Sodium Phenobarbital 04120
Aqm‘. QeSe 120.0
4ive os retention ocnema gqe 4 hrs.
Ge 10.0 cc. of 5% Sodium Chloride intravenously
stat and oncec daily.
f. Give no opiates.

If fluid is rcmoved from the chost or othor
eavities, ord.r o routine fluid cxamination, and,
if the easc isunprovedd, o guinac pig inoculation.

If tuberculin tests arc to be done, usc the
purificd pr-tein derivativoe.

Pationts arc to be transforrced to the tuberculosis
hospital ns soon as possible,

Ho typo of collapsc theropy is to be instituted
unless ordered by the chest consultant. Pulmonary
tuberculosis is not to be treated in this hospital.

NOTES :



MALARIAL THERAPY

Syphilitic paticnts to whom malarial thorapy is to be
given arc under tho coro of tho psychiatry dopert-
ment. Bofore inoculation thors should be a note on
the chart rocommending the therapy by onc of the
mombers of this department. Also, it is nceossary
tc obtain o writton pormit for treatment from the
potiont, if he is mmtally clear, or tho pationt's
rclatives.

The pationt comes to the hospital, after boing givon
o hospital permit, and is inonculntoed. He then re-
turns home with instructions to come back to the s
hospital when his first chill occurs. This re-
quires 5-10 dayse Inoculotion is made by inject-
ing 1040 cc. of frosh malarial blood intramuscularlye

Routine physical, history, and laberatory cxaminctions
arc donc on entrancc. Blood pressurc recdings are
taken daily ond recorded on the tomperaturc charte
The patient is allowed to have 10-12 chills if no
c.ntra-indication developse. If the systoliec blood
prossurc falls below 90 mm. or cxecssivo anemia
dovelops, it is nccessary to discontinuec tho
meleriel thorapye Forric ammenium citratc and
fluids, 2500-3500 cc. per day are ordered <m cn=
trance. '

If the chills stop, contra-indications develop or
sufficiont ehills have been given, order 1.0 quinine
sulphate t.i.d. The pationt is maintained in the
hospital for onc wook following the ccssation of
the malarial therapye.

NOTES ;





