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We propose here to consider in detail 

this 

valuable report by Dr. Rogers on a disease which 
has been almost as fertile a source of confusion 
to medical men as it has been destructive to 
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life and labour in the districts affected. We 

welcome it all the more because it contains 

incidentally the fullest exposition of the sequelae 
of malaria which we are acquainted with by any 
Anglo-Indian writer. We will take up the sub- 

jects in the order they are given in the report. 
It is not necessary to summarise it, as an excel- 
lent resumd of its contents has already been 

published in the form of the letter of the Sani- 

tary Commissioner of Assam given in our last 
issue (November). 
We need not trace the well-known history of 

kcila-azar from its recognition in the Garo Hills 
to its present widespread distribution. The 

descriptions written by Dr. Clarke and by Mr. 
McNaught fifteen years ago are stillexcellent and 
true, nor is it necessary to more than briefly 
refer to the recent controversy about the disease 
which arose over the publication of Dr. Giles' 

extremely able report of 1889. It is well-known 
how Dr. Giles, having found the anchylostoma 
parasite in cases of kala-azar, concluded that 
the disease was an ankylostomiasis, complicated 
with malarial cachexia. Dr. Giles, however, 
began his study of the disease at a period of the 
year, the cold weather, when it is, as is now 

shown, at its minimum, and as kala-azar is 

essentially a chronic disease, it is clear that it is 
only by observing cases all through, especially 
during the rainy season, that it is possible to get 
a complete picture of the disease 

* We may state 
that after reading the clinical descriptions of cases 
of kala-azar, we are convinced of the identity 
of kala-azar cachexia with the ordinary severe 
malarial cachexias, only too familiar to us in our 
jails and civil dispensaries; but for the purpose 
of emphasizing these points we must briefly run 
through some of the s}7mptoms. Just as in our 

jail returns so in kala-azar dispensaries we find 
the disease (malarial cachexia) often entered 
under various headings, viz., anaemia, diarrhoea, 
dropsy, or that quaintest of diagnoses (!) 
" 

debility." 
It is only when the sick person is continuously 

observed for months that a correct view can be 
taken of the disease, as Dr. Hogers has pointed 
out and acted upon, for it is essential to grasp 
the fact that the disease is a cachexia. Fever of 
the intermittent 01 remittent type may be 

present or absent at any particular date, but the 

progressive weakness and prostration remain. 

Turning now to the detailed symptoms of the 
disease an enumeration of them will show how 

closely they are alike in both chronic and epi- 
demic malaria. The pearly blue or dusky yellow 
conjunctivae, the pigmented patches on the buccal 
mucous membrane (though here we agree with 

Dr. Rogers and Dr. Maynard [Indian Medical 
Gazette, October 1897], in thinking these of 
anthropological interest only), the dropsy of 
cardiac origin, the enlarged spleen, the cirrhosed 
liver, the oedema of ankles, feet and face, the 
small hearts found at post-mortem examination, 
the nyctalopia, the occurrence of pneumonia, 
the sudden onset of oedema of the lungs, the 

atrophy of the mucous membrane which allows 
of the food passing through the intestinal canal 
undigested, the rarity of albuminuria, the low 

sp. gr. of the urine (common in all rice-eaters), 
the dusky leaden hue of the face and com- 

plexion, all these are well-known familiar signs 
of ordinary malarial cachexia, and all these are 

found in cases of kala-azar. 

We have referred to these details only to point 
out that the symptoms of kala-azar given by 
Dr. Rogers exactly correspond with our experi- 
ence of ordinary malarial cachexia, and this 
fact is an important confirmation of Dr. Rogers' 
view that kala-azar is only intensified mala- 
ria. There are, however, one or two points which 
We are surprised to see not given in the descrip- 
tion of kala-azar cases. In Bengal at least 
there are two very familiar symptoms of malaria 
which Dr. Rogers does not refer to and which we 
expected to find in kala-azar cases, viz., dysen- 
tery, which all Bengal jail medical officers recog- 
nise as a frequent terminal phenomenon of 
malarial cachexia cases. We expected to hear 
more of the kala-azar cachexia cases dying 
of dysentery. Again at the end of every fever 
season in our Bengal jails and dispensaries 
we see numerous cases of spong}7 and ulcerated 

gums which, as Dr. A. Crombie pointed out 

37ears ago, are certainly not scorbutic, nor do 

they respond to anti scorbutic treatment, more- 
over they are only found in malarial years. They 
were conspicuouslj7 absent from the jails in Ben- 
gal during the healthy years, 1895 and 1896. 
The very high death-rate given by Dr. Rogers 
for kala-azar, viz., 96 per cent., contrasts Very 
strongly with any recorded death-rate from 

anchylostomiasis, but as kala-azar is ex hypo- 
thesi the most severe form of malarial cachexia, 
this high rate is scarcely surprising. 
We have not much to say about the remarks 

on treatment in the report. It is obvious that 
not much can be expected. As in ordinary 
malaria so in kala-azar vigorous anti-malarial 
treatment in the early stages is strongly indicat- 
ed, good food, plenty of milk, change of air, 
quinine, arsenic, and iron are the lines of treat- 
ment in both cachexias. Dr. Rogers' use of bone- 
marrow is suggestive; it should also be tried in 

ordinary cases. 
We now come to an important chapter in the 

report?on the blood changes in kala-azar and 
anchylostomiasis. Here Dr. Rogers considers 
he has grounds for making a certain differential 
diagnosis between these two diseases. We may 

* This argument cub* both ways, it is possible to say that 
Dr. Rogers, observing- the disease during the malarial fever 
season, has attributed to hala-azar symptoms due to ordi- 
nary seasonal fever, and upon these fever-symptoms has 
built up his clinical picture of the disease. 
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sum u|> the differences as given in the report, in 
tlie following table : 

TABLE I. 

BLOOD CHANGES. 

Kala-azak. ! Axchylostomiasis. 

1. Haemoglobin reduced to i 1. Haemoglobin reduced to 
3-3 per cent, (average). 

2. Both the haemoglobin and 
the numberof the red corpuscles 
almost equally reduced. 

3. White corpuscles reduced 
(except during the leucocytosis 
of an actual fever attack). 

4. Sp. gr. of blood slightly 
reduced, av. 1048. 

15 per cent. (Rogers) 
26 ,, ,, (Sandwith). 
16 ,, ,, (Leichens- 

tern). 
2. Haemoglobin reduced al- 

most twice as much as the 
numbers of red corpuscles are 
reduced. 
3. White corpuscles very 

slightly reduced. 

4. Sp. gr. much reduced, av. 
1034. 

The following table is quoted for the benefit 
of observers in other countries who may not see 
the report, more especially as much attention 
is sure to be paid to this point in countries like 

Fiji, Ceylon, Borneo, &c., where both malaria 
and the anchylostoma prevail. If Dr. Rogers' 
opinion that 

" the anremia of ankylostomiasis 
differs from that of kala-azar" (and we may 
add ordinary malarial cachexia) 

" in every way it 
well could," be confirmed, it is clear we have 
here an important means of distinguishing 
between the two diseases. 
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In order to exclude the possibility of kala-azar 
being a new disease, Dr. Rogers made a series 

of examinations and cultures bui failed 10 tind 

any specific organism. In this point his experi- 
ence exactly agrees with that of Dr. Giles. 
As regards the presence of the malarial amoeba 

or plasmodium, Dr. Rogers states that he spent 
much time in examining the blood in the hopes 
of finding some new form of the malarial para- 
site which would account for the virulent nature 
of kala-azar malarial fever, but though the 

ordinary familiar forms were regularly present, 
he saw nothing new nor anything; which would o ?/ o 

serve to differentiate kala-azar from ordinary 
malaria. 
At page 117 begins a discussion on the nature 

of kala-azar which we have already referred to. 
It is clear from the report that the parasite 
(anchylostoma) is not sufficiently common nor 
found in sufficient numbers in cases of kala-azar 
to justify the disease being even in part attri- 
buted to this parasite. It only complicates, says 
the report, about 6 or 7 per cent, of kala-azar 
cases just as it complicates every other disease 
in Assam. For a long time we confess we were 
strongly attracted by the view that kala-azar 
was a combination of ankylostomiasis and 
malarial cachexia, and even after reading this 
report we cannot altogether dismiss a parasitic 
cause. Dr. Giles' report was of extreme value 
in being the means of calling the attention of the 
profession to the widespread prevalence of this 

parasite in India. At present in Upper Assam 
there are plenty of cases of anchylostomiasis 
(meaning thereby a cachexia produced by the 
worm), but we have the recorded opinion of the 
planters' doctors assembled at Kukilamukh that 
the kala-azar cases shown to them "were entire- 

ty unknown in Upper Assam," and "differ in 

every particular from the ankylostomiasis cases 
with which the}7 were familiar." 

* 

These cases are apparent^ returned as 

ankylostomiasis but are often spoken of as 
" 

beri-beri," meaning thereby cases like the 

"anpemia of Cej'lon." Will the misuse of this 

grotesque word beri-beri never die out? 
Though it is perhaps outside the scope of his 

report we would have liked Dr. Rogers to 

explain how it comes that the parasite which is 

admittedly so widespread in Assam does not 

do more harm in that province to the inhabi- 
tants whose conservancy arrangements were de- 
scribed in Dr. Giles' report, and are certainly as 
bad as those of the coolies in Ceylon, Egypt? 
and elsewhere, where the ravages of the 

parasite are admitted. How is it that in the 

kala-azar affected parts of Assam the parasite 

, his is not a very clearly expressed opinion. It can 
only mean that cases like those (of kala-azar) shown to them 
do not prevail in Upper Assam with a history of infectious- 
ness, j-o. or in epiilemio prevalence. For as clinically an 
individual case of kala-azar is ex hypothcsi identical with 
a case of malarial cachexia, it cannot be meant that ordinary 
malarial cachexia is " unknown" in Upper Assam. What 
they meant to emphasise was that kala-azar is something1 
quite different from ankylostomiasis. 
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does not spread, and is found in its hundreds 
and thousands in the intestines of the inhabi- 
tants as it is in Egypt of to-day ? In fact, the 
worm being admittedly present, how is it that 
it does not "sap the lives" of the Assam 

peasantry as Dr. Sandwith tells us it does in 

Egypt ? We know that Dr. Rogers does not say 
the worm is harmless, but only that it does not 
do the harm in kalci-azar. Yut as this ques- 
tion is interesting in every country to which 
the useful and ubiquitous Indian coolie pro- 
ceeds, we would like to have seen this point 
discussed, more especially as the report will be 

considered as a direct refutation of Dr. Giles' 

theory. 
To return, however, to the report. It appears 

to be clearly established that kala-azar has 
?low died out in the parts first affected,* and 
this fact we look upon as fatal to Dr. Giles' 

theory. It is strange also to find that the dis- 

appearance of the disease was recorded in a 

district report as far back as 1887, two years 
before Dr. Giles' investigations. How was such 
a fact not brought to his notice? 
We must perforce pass over much in this 

interesting report as we have got to consider 
some of the most important points. We have 
shown that we are inclined to accept Dr. Rogers' 
arguments that kala-azar is an intense form of 
malarial cachexia though we are not of his 

opinion that the disease is exceptional!}7 rapid in 
course. We have certainly seen in Bengal cases 
of ilh less which terminated in profound malarial 
cachexia and death in five or six months from the 
first attack of intermittent fever ; of course such a 

patient inay have had ague several times before 
in other years?few escape it, and the same must 
be true of kala-azar cases. 

This however is by the way. We have now to 

consider Dr. Rogers' views as to the origin of this 
* l ? ? 

epidemic malarial fever and the important ques- 
tion of its communicability. 

As regards its communicability. This is a pre- 
valent opinion, it was admitted by Dr. Giles, and 
no one after reading section 7 of this report can 
doubt the fact. This being granted, it undoubt- 

edly raises the presumption that the disease must 

be of other than of a malarial nature. Now Dr. 
Rogers' view of the origin of kala-azar is that 
it arose " from an intensification of the Rangpur 
malarial fever of the early seventies owing to a 
succession of unhealthy seasons," and that it 
crossed over from that district along two lines 
of communication between Bengal and Assam. 
Now this involves the proposition that malarial 
fever may exceptionally attain to contagious 
properties. As no one has ever succeeded in 

finding the amoeba of Laveran outside the blood 
corpuscles, it is obvious that no laboratory ex- 
periments can be made to prove an intensifica- 
tion of the germ possible. We must therefore 
fall back upon analogies in other diseases and 

upon history. Dr. Rogers quotes the instance 
of the " Burdwan fever" epidemic (1862?73), 
which was almost certainly purely malarial, 
and which was also contagious or communica- 
ble in the same way and to the same extent 

as kala-azar is shown to be. The case of 

the great malarial epidemic in Mauritius 

(1865)? is not quite on all fours with the 

Burdwan epidemic, for it was_ introduced, it is 

said, by Indian coolies into an island which had 
hitherto been free from the disease, and it is 

well-known how terrible at times is the fatality 
of a disease when first introduced among a 

people with no ancestral experience of it, and 
amonc whom there can be no protective evolu- 
tion against it,?for example, tuberculosis has 
caused the gradual extinction of the Maories, 
and it is well-known how measles ravaged the 

Fiji Islands when first introduced there. Dr. 
Rogers also quotes the case of pneumonia being 
at times infectious, and from accounts of its 

spread in outbreaks on the North-West Frontier 
and Bilucliistan, it is difficult to deny that it was 
on these occasions infectious. Pestis minor is 

probably another example of a non-infectious 

t}7pe of a certainly infectious disease. Some 

people have even said that dysentery has been 
at times infectious in certain Bengal jails. 
There are numerous examples in history of 
sudden and widespread outbursts of malaria such 
as happened to Wellington's Army before 
Cuidad Rodrigo and to the British Army at 

Walcheren, but these are probably only examples 
of great prevalence and severity rather than 
contagion. O 

The malarial germs are however said to be 

saprophytic, having their normal habitat outside 
the human body, though capable of existing 
within it, and as they have been shown to 
be affected, becoming less malignant and 
less prevalent, by cultivation, drainage, 
deforestry, &c., it is, therefore, not im- 
probable that they can likewise assume an 
increased malignancy under long continued 
favouring conditions of heat and moisture, such 
as Dr. Rogers has attempted to prove existed in 
Rangpur at that period; but becoming more 
intense in the sense of being more virulent or 

* Yet we find Dr. Fink, Civil Surgeon of the Garo Hills, 
writing in this journal a few mouths ago, speaking of 
seeing cases of kala-azar withiu the present year. Some 
cases he describes among Native Christians with paretic 
symptoms are certainly not kala-azar, whatever else they 
may be. It is certain, however, from his lengthy article 
that the Garos themselves are not aware of their good luck 
in having got rid of the epidemic The fact seetns to be that 
epidemic contagious malarial fever is absent from the Garo 

District, but of course plenty of ca-es of malarial cachexia 
remain which individually resemble cases of kala-azar. This 
fact of kala-azar having passed away from districts 

formerly affected is a strong argument against the worm 
theory, unless it can be shown that such parasitic diseases 
have also a tendency to die out or pass away. Can any in- 
formation that auchylostomiasis has passed away from 
portions of Ceylon or Egypt, &c., be produced in the 
absence of great sanitary improvements ? If so, this would 
be a great argument in favour of the worm theory. 
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more prevalent is not the same as a non-infec- 
tious disease becoming infectious. Tt is clear 
therefore that these arguments though in favour 
of Dr. Rogers' contention do not amount to a 

proof that malarial fever whether in Rangpur 
or not became infectious. We say 

" whether in 

Rangpur or not," because we are not convinced 
that kala-azav had its origin in that district. 
From what we read of the fever of Rangpur and 
Dinajpur from 1870 to 1875 it is certain there 
was an extremely bad form of malaria present, 
but we have no evidence produced that the fever 
of Rangpur was 

" 
a travelling fever" which 

" 

appears, spreads, prevails for a certain time, and 
disappears" as was written of the Burdwan 

epidemic, and as Dr. Rogers has shown Jcala- 
azar to be. We agree, however, with Dr. Rogers 
that the present Assam and the old Burdwan 

epidemic are essentially identical. We observe 
that the Sanitary Commissioner of Assam calls 
attention to an apparent difference between the 
Burdwan and the Assam fevers, in that the former 
was said to be frequently attended with cerebral 

symptoms. Certainly such cases were noted, and 
on account of their sudden and striking character 
attracted much attention, but we have 
before us the testimony of an able though 
anonymous writer who wrote a pamphlet* in 

186-fc, criticising the opinions of a committee 
who had been investigating the disease. He 

distinctly states that he had seen cases through- 
out the epidemic, and that " the primary action 
of the fever was on the blood, and was de- 
structive of the red corpuscles; 

" 

also " that 
cerebral congestion was a very rare phenome- 
non of tlce present epidemic the fever was 
one of constant relapses the type of the 
disease being essentially asthenic." This is 

important contemporary confirmation of Dr. 

Rogers' remark that cerebral cases were the 

exception in the Lower Bengal epidemic. 
Space forbids us to deal further with this 

interesting report. We have shown that we 
consider it a valuable one,and that we feel bound 
to accept Dr. Rogers' view that kala-azar is only 
an intense form of malarial cachexia, which has 
acquired contagious qualities in a way not cer- 
tainly determined, but probably under conditions 
such as started the Lower Bengal epidemic in 
Jessore. 

From the evidence given in the report, and 
from the fact of the epidemic having left parts 
formerly affected, we feel that we can. no 

longer consider the anchylostoma theory of 
Dr. Giles tenable, though we confess our inabi- 

lity to understand why this parasite has been 
unable to be as destructive in Assam as it is 
known to be in Ceylon, Egypt and many other 
countries. 

We have no space to discuss the recommenda- 
tions in the report for mitigating this veritable 
plague. They appear reasonable and practical, 
and we trust they will speedily be put into force. 
We congratulate Dr. Rogers on his able and 

extremely well-written report, which will remain 
a valuable contribution to Indian medical litera- 
ture. 

* " The Epidemic of Fever in Lower Bengal." Calcutta : 

Stanhope Press, 18(54, obtainable from Messrs. Thacker, 
Spiuk & Co. 


