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insulin, and their blood sugars are estimated. Every
patient tests his own urine before breakfast about three
times a week, and enters the result in a notebook, which
is produced each time he attends the follow-up clinic.
I find little difficulty in persuading patients to attend the
cinic regularly. It is only by careful clinical and chemical
after-care that the diabetic can be kept in good health
and the disease held in check.

Treatment of Elderly Diabetics

The treatment of diabetes in elderly people is rather
different from that which is adopted in the case of the
yoL:ng or middle-aged, since arteriosclerosis is so often
associated with the disease, and may appear to be the
primary condition. In such cases symptoms of diabetes
may be absent, so that the condition may not be dis-
covered until a routine examination is made for some
other complaint, often one due to the cardiovascular,
ocular, or central nervous system. If, however, the
diabetes is allowed to continue unchecked symptoms will
very likely occur, and ketosis and even coma may follow,
though not so commonly as in younger people; but I have
during the past year seen one patient with diabetic coma
and two on the verge of it who were over 65 years
of age.

In elderly people diabetes unaccompanied by ketosis
should not be treated too energetically by great restriction
of carbohydrates, or by large doses of insulin with the
idea of lowering the blood sugar to the so-called normal
values and rendering the urine free from sugar for the
whole of the twenty-four hours, because they will certainly
not feel so well, and their general condition, including
quite possibly their heart muscle, will deteriorate. On
the other hand treatment must not be neglected: judicious
limitation of diet of all kinds, especially if the patient
is obese, together with increased exercise and possibly
thyroid, and insulin in selected cases, will help. Zinc
protamine insulin with its slow action is very useful for
elderly patients who need insulin.
The criterion of improvement in patients suffering from

diabetes associated with arteriosclerosis is certainly not
determined in the laboratory by finding a. urine free from
sugar and a blood sugar of normal value, because the
normal level of the blood sugar may not be the ideal.
Rather it is the general clinical improvement, with absence
of symptoms, at which one must aim in treatment.

Conclusion

With regard to the value of the newer and less soluble
insulins, whilst they have passed the purely experimental
stage and are ready for clinical use, nobody yet has suffi-
cient experience to lay down hard-and-fast rules. At
present one can only indicate how they are used, try
them out on suitable cases under proper control, and
note the results. The time is hardly ripe to decide
whether or not they are a success. The newer insulins
are powerful weapons with certain dangers, and therefore
should not be used except with proper precautions, and
their effects suitably controlled so that serious hypo-
glyeaemic attacks may be avoided.
Although one must not generalize from this small series

of cases which have been investigated personally and
treated with high carbohydrate diets and zinc protamine
insulin, yet my experience is that in suitable cases, with
the proper use of the newer less soluble insulins, a step
forward has been made in the treatment of diabetes
mellitus.

PERSISTENT OVERMOULDING OF THE
SKULL BONES CAUSING FITS

IN AN INFANT
BY

G. C. GORDON, M.B., Ch.B.
(WITH SPECIAL PLATE)

A female infant 14 days old was admitted to hospital with
a history of one fit, occurring approximately an hour
before admission.

Case Report
When first seen the child was very pale and rather drowsy,

and lay perfectly still with closed eyes. Its temperature was
97.8'F., the pulse rate 138, and respirations 26. The mother
said that the pregnancy had been normal and full-time. On
March 29, 1937, the membranes ruptured; labour pains began
at 11 p.m., and the child was born at 11.55 p.m. the same day.
It weighed 7 lb. 8 oz. No instruments were used. The child
cried after birth, but the mother stated that on being washed
it made a "curious noise " for the rest of the night. After-
wards it became abnormally quiet, and was continually drowsy
without remission. The infant had to be " wakened " for
every feed, and did not suck satisfactorily. Although fed
every three hours its weight dropped to 6 lb. 1 oz. The stools
had been normal since birth.
This was the second child, the first being a healthy, normal

boy, now 3- years old. There was no history of illness or
fits, and there had been no miscarriages. Investigation of the
family history of both father and mother revealed no specific
disease, epilepsy, or other illness which might have a bearing
on the child's condition. The mother was Wassermann-
negative.

Soon after admission another fit occurred. The child
suddenly became deathly pale, the pulse and respiration were
imperceptible, and the lips took on the light bluish coloration
usually seen in death. The limbs were flaccid, and not the
slightest muscular movement could be observed; the eyelids
were peacefully closed and the child did not cry out-in
other words it appeared to be dead. Very slight movement
of the chest could be seen on close examination, and the heart
sounds were slow and almost inaudible. Oxygen was adminis-
tered, and after two minutes the colour improved and pulse
and respirations returned to normal.
A complete examination failed to show any pathological

change. The stools were offensive and relaxed. No abnor-
mality of the heart was present, and between fits examination
revealed no lesion of the central nervous system, the child
having full use of its limbs with no apparent sensory loss. The
temperature was found to be invariably subnormal during
the fits, and at no time did pyrexia occur. The usual causes
of convulsions and fits were ruled out one by one, and
further cause had to be sought. The skull bones were seen
to be persistently overmoulded, the frontal and occipital bones
being inserted below the parietals, with complete obliteration of
both anterior and posterior fontanelles. In view of this a
provisional diagnosis of slight cerebral haemorrhage, causing
irritation and pressure on the brain without paresis, was made.
The frequency of the fits increased, however, and during the
period from the fourth to the eighth day after admission they
were almost continuous. Their length varied from fifteen
seconds to two minutes roughly, with an interval between each
of from five to fifteen minutes. All the fits were similar to the
one previously described, and it was noticed that they were
prone to occur immediately after feeds or when the child was
handled.

Since admission almost all feeds had been vomited. Starving,
rectal wash-outs, stomach wash-outs, and the usual methods
of treatment were carried out, but they failed to allay this
symptom. In consequence the child lost 1 lb. 4 oz. in
seventeen days, dropping to 4 lb. 13 oz. By a combination
of rectal salines with glucose and frequent feeding with a
pipette enough nourishment was given to keep it alive.
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On the eleventh day after admission the fits ceased, but the
child was now very weak and continued to vomit occasionally.
By careful feeding the general condition improved and the
infant gained weight, reaching 5 lb. i0 oz., but on the twenty-
first day after admission continuous fits occurred for two hours,
resulting in a loss of 10 oz. in the following week. During
the quiet period the stools had been normal, but after the
second series of fits they became green and offensive again.
Following this the fits and vomiting ceased completely, and
after an interval of a week weight was gained rapidly.
Repeated examination failed to reveal any pathological con-
dition. It was noticed at this time that the overmoulding of
the skull bones was not quite so marked as at first, and a
very small anterior fontanelle could be felt. Also the child
made no attempt to grip anything, and paid no attention to
the feeding-bottle. Examination revealed that it was blind.

Commentary

No muscular paresis or cutaneous sensory loss had
become evident throughout the course of the illness, and
in view of the nature and frequency of the fits I came to
the conclusion that they were directly due to the per-
sistent overmoulding of the skull bones causing pressure
on the brain when physiological increase of the cerebro-
spinal fluid occurred. The points on which I base my
diagnosis are that the fits were of an unusual nature and
that they appeared to be due to a depression of vital
centres in the brain rather than to irritation or reaction
caused by toxic products of any pathological condition.
Although the stools were green during the first series of

fits and a gastro-intestinal condition might be inferred
from this, there was no rise in the temperature and none
of the usual signs of toxaemia. Also the stools were
normal between the eleventh and the twenty-first day of
admission, and only became green again after the short
second series of fits, being an effect and not a cause of
the fits. The pulse rate did not rise above normal. The
fits were not of an epileptiform nature, and the family
history was devoid of any stigmata.
The provisional diagnosis of slight cerebral haemor-

rhage due to overmoulding and possible rupture of the
tentorium cerebelli was untenable in view of the con-
tinuous fits combined with the non-appearance of paresis.
Also the blindness points to general cerebral pressure
rather than to local irritation caused by haemorrhage.

It is reasonable to assume that after feeds or during
handling of an infant there is a physiological increase of
cerebrospinal fluid pressure, and since the fontanelles
are obliterated, the tentorium Gerebelli stretched taut, and
the anterior and posterior fossae encroached on by the
persistent overmoulding, any increase of pressure would
exert its full effect on the brain, causing vomiting. In
addition the medulla oblongata would be lower than
normal, extending approximately to the foramen magnum,
and the increase of pressure would tend to force it further
down, causing pressure on the vital circulatory, respiratory,
and heat-regulating centres in the medulla. Lumbar and
cisternal puncture would thus be contraindicated. Excep-
tion might be taken to this view on the grounds that such
dislocation of the medulla does not occur in hydro-
cephalus, but in that condition the fontanelles and sutures
are open, and any rise in pressure would be taken up by
the lax tissues until the skull bones adjusted themselves to
the increased calibre of the brain.
With regard to the late appearance of the fits, it is

probable that the rather precipitate birth and conse-
quent sudden overmoulding of the skull bones caused-a
severe degree of shock, resulting in a lowered blood pres-
sure and decreased secretion of cerebrospinal fluid, the fits

only appearing when the child began to recover and
normal function was restored.

Rectal salines would seem to be conteindicated, but
starvation did not allay the fits, and it became obvious
that their occurrence after feeding had to be accepted or
the child would die from lack of nourishment.
The blindness is probably due to optic neuritis follow-

ing on the intermittent pressure. Light reflex and accom-
modation are normal, and there is no paralysis of ocular
muscles.
There has been no recurrence of fits or vomiting; the

child weighs 7 lb. 14 oz., and cries lustily on occasion.
It has the full use of its limbs, with no apparent cutaneous
sensory loss. The anterior fontanelle is now about half
an inch wide; the posterior fontanelle is non-existent,
and the moulding much less than on admission. The
blindness is improving.
The x-ray plate shows the overlapping bones, the photo-

graphs being taken when the child was 3 months old.

CHRONIC DISSEMINATED TUBERCULOSIS
ILLUSTRATED BY A CASE OF CORTICO-

PLEURAL DISEASE
BY t

F. A. H. SIMMONDS, M.A., M.B., D.P.H.
AND

W. PAGEL, M.D.
(From the Middlesex County Sanatorium, Clare Hall, and

the Sims Woodhead Memorial Laboratory, Papworth
Village Settlement)

(WITH SPECIAL PLATE)

The primary complex resulting from the first infection
with the tubercle bacillus and the established stage of
phthisis are clearly defined and familiar conditions. So
are some of the results of haemic dissemination such as
acute miliary generalization, meningitis, and tuberculous
disease of. the bones. Chronic, haematogenous tubercu-
losis of the lungs is not so well known, but it deserves
particular attention, for there are good reasons f6r think-
ing that it may be the precursor of other important
conditions. Either it may for a time remain abortive, and
after recrudescence and local invasion of the bronchi
precede and produce ordinary (bronchogenic) phthisis, or
more directly and within a shorter time it may develop
into a chronic pulmonary condition superficially resembling
ordinary phthisis but having its own characteristic features.
Hence chronic haematogenous disease of the lung may
present itself in a variety of ways, which Pagel (1933) has
classified and described in detail. These generalized forms
of tuberculosis, which include the so-called chronic
miliary tuberculosis, show distinctive features in the lungs,
which Sayd (1937) thus summarizes: "There is constant
involvement of the lungs, in which the lesions assume
both as regards situation and stage of development a
symmetrical lobar distribution. . . . One finds fibrous
miliary lesions and hyperplasia of the interstitial tissue,
and marginal distribution, diffuse interstitial emphysema,
caseous pleurisy, and a special type of cavity-'dry, not
surrounded by dense lung tissue, round thin-walled (Loch-
kaverne).' These cases nearly always die of meningitis or
acute miliary tuberculosis." The determining cause of
death is therefore the last overwhelming discharge into
the blood stream of bacilli which have most probably
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F. A. H. SIMMONDS AND W. PAGEL: CHRONIC DISSEMINATED TUBERCULOSIS
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Fio. I.-MRiliary tubercles in cortical areas and along interlobar fissure.

s~~~~~~~~~~~.~~~V

FiG. 2.-Miliary tubercles in cortical zone: small emphysematous bullae: pl ural thickening
and adhesions.

G. C. GORDON: PERSISTENT OVERMOULDING OF THE SKULL BONES CAUSING FITS IN AN INFANT
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4.1

Radio>graphs showing the overlapping txbnes at age of 3 nmonths.

J. M. TURNER: UNUSUAL CASE OF CHONDRIFICATION OF PATELLAR LIGAMENT

F P g f A i i oc

F1G. 1.-Photograph of the cartilaginous mass excised. Fio. 2.-Lateral view of left knee-joint. Note (a) cartilaginous
mass in the patellar ligament; (b) upward displacement of the

patella.
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