
INDIAN FEVERS. 

Br Thomas O'Faeeell, M.A., M.D. Surgeon, A 2f. D- 

Iiie pyrexial diseases of this country have engrossed a la1"?0 
sliare of our attention, and to a certain extent our efforts i11 

this field of enquiry have been attended by success. Uuhappi" 
ly much still remains to be done, but let us hope that the constant 
elForta of the Indian Medical Gazette, to keep this important 
subject beforo its readers, may in the end succeed in accumu- 

lating such a heap of evidence, and in bringing to light such 
a number of facts, that wo may at no distant period sit do*11 

to tho work of generalization and classification with every 

reasonable probability of accuracy. 
As an humble contribution to tho history of Indian Fevers 

1 

beg to lay tlie following considerations before the profession* 
and first of all I would solicit tho readers' kind attention 
Dr. Aitken's division of diseases duo to malaria as the ono 

most 

generally received, and best illustrating tho remarks I nUl 

about to make. He divides tho mabtrial group into : !? 
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or Intermittent Fever. II. Remittent Fever. III. Malarial 

Yellow Fever. Now the history of the agues is happily so well 

known, and the course, symptoms, and diagnosis so thoroughly 
made out, that we may dismiss them from further consideration. 
Far differently however is it with remittent fever: here, most 
of the discussions of the disease are scanty and bald, in some 
cages ambiguous, generally unsatisfactory; and there can be 

little doubt if ever we hope to unravel the tangled skein of 

Indian fevers, we must bring all the powers of mind and the 
instruments of modern research to bear upon the diseases 

grouped under this head. That there are fevers, of a well 
marked remittent character, met with in this country, no one 
can deny, and I could bring forward cases proving their occur- 
rence. The kind of fever alluded to is best described by saying? 
" If you can imagine a quotidian ague, where the cold stage is 
badly marked, where the fever lasts over 2i hours, and where 
there is no special distinction between the hot and sweating 
stages, then you have what we call a remittent fever," I had 
almost said " mild remittent fever," for they are seldom fatal. 
It is however the great class of mortal remittents that call 
loudest for elucidation ; unfortunately it is here also that our 

information is scantiest. 
In most recognized class books we hear a lot about " lulls" 

alternating with "tempestuous" action, and we are constantly 
warned not to let the "golden opportunities" of remission 

pass through our fingers, yet where is the thermometric proof 
of these hurricanes and calms ? Do we not look in vain for a 

single history of a fatal case with an uninterrupted bed-side 
account of the fever from its outset until it terminates in 
death? Are we not entitled to reliable information on the 

subjects of temperature, pulse, respiration, and character of the 
excreta? Above all where are the post-mortem examinations 

(in which all important organs are examined) which prove, 
beyond the possibility of doubt, that no other known diseaso 
could have killed the patient ? 
The truth of the matter appears to be, that there are very 

few fevers of the class described in books, which are supposed 
to kill so many of our soldiers so insidiously that no traces of 
their past visit can be found in the body after death, except 
perhaps engorgements of the liver aud spleen, conditions by 
the way common to most pyrexial states. And there seems 

strong grounds for believing that most of the diseases hereto- 

fore known in India as " Adynamic Remittents" and 
" Perni- 

cious Paludal Fevers" are in reality the same as those which 
we now know by the name of. Enteric Fever. In fact that they 
are all synonymous terms expressive of one and the same patho- 
logical state. Perhaps as well as being synonymous they may 
to a certain extent be convertible expressions, and we may with 

equal justice say that most of the enteric fever cases in this 

country are paludal remittents, claiming however for these 

paludal remittents the constant presence of an affection of the 

intestinal, solitary and agminated glands, and it must be con- 
ceded that there are unequivocal reasons for saying that some at 
least of our enteric fever cases have a paludal origiu. 
That enteric fever as we see it is pretty much the same as 

the so-called mortal remittents, and that no very appreciable 
difference exists between them is apparent whenever an 

attempt is made to lay down diagnostic rules for our guidance. 
It is said that gastric and duodenal disturbance are present in 

all remittent fevers, absent in enteric. To this we answer,?we 

don't know about the duodenal, but certainly gastric irritability 
is so common as to be almost constant in the enteric fevers 
of this country. The distinction grounded 011 the fact, that 
remittent fever stools are dark and bilious, while those of 

enteric are yellow-coloured, &c., is not of such value in our 

e.ves, especially as we have seen cases run their course to a 

fatal termination, where the motions were brown, black, or 
many tinted, the autopsy demonstrating the anatomical sign of 

enteric. We feel very much inclined to doubt that apart 
from the epigastric and hepatic regions, abdominal tenderness 
is generally absent in remittent fever. It is laid down that 
" if a hcemorrhagic tendency evinces itself in the course of a 

remittent, the blood proceeds from the mouth, nose, urinary- 
organs or bowels, while in enteric fever it is from the intes- 

tines only, at an advaneed stage, during the separation of the 

glandular sloughs now one of the most constant symptoms 
met with in Enteric Fever, as we see it, is epistaxia, occurring 
sometimes three or four times daily, and frequently to an 

alarming extent; it is usually early in the fever, but not 

always so, and bleeding from the throat, lips and tongue are by 
no means unusual. It is said that in India the spots are more 

frequently absent than present in enteric fever; all we can say 
is, this does not accord with our experience. While admitting 
that the face in enteric fever is generally flushed over the 

malar bones, it is not always so ; we have seen the countenance? 

as 
" muddy" as that of typhus, therefore the expression cannot 

always be depended upon as a satisfactory distinction, It is 

given as a distinctive character of remittent that the fever is 

more or less paroxysmal, while it is continued in enteric ; we 

altogether doubt the truth of this, and we think a glance at 

any tliennometric chart will show the fever of enteric to be 

every bit as paroxysmal as that of remittent ; and, in conclusion, 
from our knowledge of how the disease occurs in this country 
we fear that "a careful examination into the history with an eya 
to causation" will do very little to help us out of our difficulty. 
It may however be advanced that you never find disease of the 

intestinal glands in cases of remittent fever. We answer,?prove 
it. When you show us some fatal cases of some duration (and 
Dr. Maclean says they seldom terminate before the seventh 

day) displaying the characteristic symptoms claimed for remit- 
tent fever, and with no other post-mortem signs than engorge- 
ment of the liver and spleen and other obscure congestions, 
then and only then can we admit the truth of what you 

advance. It is worthy of note that Dr. Muclean, when giving 
the diagnosis in India between the two diseases, makes no 
mention of the absence of intestinal disease in remittent. 

The following analysis of the casualty reports of the 63rd 
(West Suffolk) Regiment since its arrival in India will show 

how few victims can be claimed by remittent fever : 

The 63rd Regiment landed in India on the 9th November 

1870, and from that time up to the present date, 1st July 1874, 
or about three years and eight months, forty men of the rank 
and file have died. Fifteen of the deaths belonged to the febrile 

group, and twenty-five to all other diseases. There are however 
two cases classed with all other diseases which would seem 

more deserving of a place among the fevers. One was 

returned as a case of acute dysentery, the other as acute 

asthenic bronchitis. A careful study of the symptoms and 
the condition of the intestines disclosed by the post-mortem 
dissection casts grave doubt on the accuracy of the diagnosis 
in botli cases, and it would seem that, in the first case, the 

bloody, stools and abdominal symptoms were rather connected 
with disease of the agininated and solitary glands than witli 

the separation of dyseuteric sloughs, ami, in the second case, 
it would appear that the diseased condition of the lung was 
subsequent to and consequent upon a pyrexia which was asso- 
ciated with ulceration of the glandular apparatus of the intes- 
tines ; in fact that it was a case of concurrent broncho-pneu- 
monia, a condition of the respiratory organs very frequently 
met with in enteric fever cases. 

However, leaving these two cases out of the question, merely 
noting what a ready channel certain kinds of dysentery and 
bronchitis offer for a mistake in diagnosis, we will say that the 
febrile group caused 15 deaths. Now in 13 out of the 15 (or 
nearly i of the total deaths due to all causes) there was disease 
of the solitary and agminated glands of the ileum, and a glauce 
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at the accession, course, symptoms, termination and necros- 

copy would convince the most sceptical that they were 

genuine cases of enterio or typhoid fever. 

In the other two the intestines were free from any very 

appreciable change, and they were seemingly quite different 

diseases from one another and from the thirteen enteric cases. 

That they cannot be claimed as belonging to the remittent 

{.'roup I think the history will satisfactorily prove, that is, if we 
take the account by the standard authors as giving a fair 

description of the mortal remittents. 

I now proceed to describe the only two pyrexial diseases 
which caused death in our ranks while the intestines were 

unaffected. I Would merely premise that I am well aware how 

faulty they are in some respects; all I claim for them is, that 

they are the conscientious description of the symptoms as they 
seemed most important to humble observers whose sole object 
was a search for truth. 

The first case was under the care of my friend Dr. Hanna, 

A.M.D., and this account is derived from our combined notes 
taken at the time and independently of each another. 

Private W. E., aged 35 years, service 14 years, came out from 

England with the regiment, and was admitted into the Regi- 
mental Hospital, Hazareebaugh, 3rd October 3871. He was 

under observation on the 2nd, and was reported to have been 

ailing some nine days previous, though he only became bad on 
the 1st October. On the 2nd he had intense pain in the head 
and vomiting ; at noon he felt very cold and shivered ; all the 

thermometric readings are given in one table at the end. 
October 3rd or 11<A day.? Hecomplained of fever and 

general pyrexial symptoms ; appeared in a very depressed state ; 

his tongue was covered with brown fur; pulse 120, soft and 

compressible ; bowels rather constipated ; etools light-coloured, 
like white clay ; considerable pain in the head and vomiting. 
He had 15 grs. of quinine, and was ordered sedatives to check 

vomiting. 
4/A or 12th day.?No improvement; he was jaundiced ; tongue 

covered with a yellowish-brown fur; respirations 32; pulse 
(reclining) 128; had pain at times in the belly, especially over 
the liver, with gurgling and tenderness in the right iliac fossa ; 
he had quinine by the rectum, aa vomiting precluded its being 
given by the mouth. 

Tespere? Was in an exceedingly depressed state; there was 
evidently an exacerbation of the fever coming on ; occasional 

hiccough; skin exceedingly yellow; sordes on the teeth and 

gums; the stimulants were increased and the quinine enema 

repeated ; only vomited three times. 

5th or 13th day.?Tongue brown ; has bad hiccough for the 
last 24 hours ; did not pass much water, apparently from 

suppression rather tban retpntion ; vomited three times; his 

pulse counted 128, and he was slightly delirious at night; he 
had twenty grains of quinine, and was at the stool three times. 

6th or 14th day?The hiccough was intermittent, all the day 
of the 5th, but for the last six or eight hours, has been con- 
tinuous. Bowels were opened once, stools white and solid ; 

pain in the hepatic region on pressure. lie vomited twice, the 
vomited matters inky black in color; there was a tendency to 

haemorrhage, as exemplified by petechias on the forehead ; pulse 
100, compressible ; complained of cramps in the legs on moving 
them. There was a cold moisture on the forehead; he does not 
otherwise sweat. Quinine was repeated, and lie got podophyline 
pills every third hour. The skin was exceedingly yellow. 
Examination of urine ?Morning.?Urine not fresh, very 

scanty, of a yellow brown color and sickly disagreeable odour ; 
specific gravity 1014 Boiling and nitric acid when used 

separately caused no precipitate, conjointly they effected a well 
defined albuminous precepitate when the fluid was slightly 
acid. Simon's and Pettenkofer's tests did not prove the pre- 
sence of bile. The urine sediment put under the microscope 
showed crystal of oxalate of lime, but no tube casts. 

Evening.?Eight ounces of urine were drawn off by catheter; 
reaction acid ; specific gravity 1010. Boiling caused a ppt. 
insoluble in excess of nitric acid. Nitric acid by itself caused 

no ppt., and its presence prevented precipitation by heat. 
7th or 15th day. He was three times at the stool ; motions 

offensive, thin, of a green brown color, darker since the podo- 
phyline lias been used. Pulse 122, intermitting; black sordes 
on the teeth ; scales on the tongue quite black; he moans 
constantly, hiccough less, is much weaker, jaundice not so 

bright. There was well marked prominence of all the exter- 

nal veins all over the body ; there were no bronchitic rales 

heard when the chest was examined. Urine.?There was little 

or no urine in the stools passed during the night, and only 
two ounces and a quarter could be drawn off by catheter. 

?was not very high coloured ; specific gravity 1012. The soluble 
albumen in the urine was affected by reagents in exactly the 

same manner as Inst evening. Simon's teat failed to show the 

presence of bile. He died at 7'30 I'.M; death apparently 
beginning at the heart. 

Case I.?Vie. Wm. JE. Died 1th October 1871. 

Datb. 

October 1871 

2nd October 

3rd ditto 

4th ditto 

?th ditto 

6th ditto 

7th ditto 

99 1 

100-2 

102-4 

Hours a.m. 

10 

104' 

11 12 

1011 

101 4 

102-1 ; 

1011 

101-2 

103-4 

103*1 

Hocns p.m. Hours a.m. 

10 11 12 1 2 3 

102 4? ! 

103 3 

102 2 

103-1 

101-3 

994 

103 1 
, 

Died 

Post-mortem appearances 13 hours after death. 

Dody, in a fair condition, skin bright yellow in colour. 

Rigor mortis complete; a large quantity of mucus in mouth 
and oesophagus. 
Brain.?Small quantity of fluid in the calvarium. Longitu- 

dinal einus empty ; vessels of the dura and pia mater very well 

marked, enlarged and full of blood ; there was a small quantity 

of fluid in the Intersil ventricles; choroid plexus healthy? 
vessels of tho convolutions congested ; substance of brui'1 
firm and natural. Weight 31bs. 8oz. 

Thorax.?Extensive oid and recent adhesions on the anterior 
surface and base of right lung. The lower lobo of the right 
lung was perfectly hepaliaed, except a small portion anteriorly 

> 

in the lower portion this has reached tho Btage of grey hepatJ" 



September 1, 1874.] INDIAN FEVERS.?BY T. O'EARRELL. 233 

zution. The upper portion of right lung stuffed with tubercles, 
and about two inches from the apex a cavity, the size of a wal- 
nut, existed. The reflection of the pulmonary pleura between 
the middle and lower lobes of the right lung inflamed, and on 
separating these lobes about two ounces of serous looking fluid 
escaped; the weight of this lung 21bs. 8oz. Left lung congested 
slightly posteriorly and at the base; it was otherwise healthy. 
Heart.?External surface of the pericardium inflamed with 

recent and also old lymphy deposit, internally it is so closely 
adherent to the visceral layer that it can only be separated 
with difficulty. Walls of left ventricle thin, pule and flabby. 
There was a large yellow fibrinous clot adhering to and 

hanging loosely from the border of the mitral valve. Wall 
?f the right ventricle extremely thin, only one-eighth of an 
inch thick ; fibrinous masses 011 the tricuspid valve, atheroma- 
tous deposit on two of the aortic valves, preventing their 
closure also in the arch of the aorta, inuoininata, subclavian, 
and carotid arteries. The heart weighed 14 oz. 
Abdomen.?Liver enlarged, the external surface of a brown- 

ish-yellow colour. Gall bladder immensely distended with 
bile. On pressing the liver a large quantity of frothy, thin, 
sanious fluid escapes from the portal vein. On section of the 
liver this fluid can be squeezed out from the branches of 
that vessel. The whole structure is somewhat friable and of 
an intensely yellowish green colour; 110 reaction with iodine. 

Spleen very much enlarged and friable. Weight lib loz. 

Kidneys?Right very much enlarged; on section both cortical 
and tubular portion tinged with the colour of bile ; other- 

wise healthy. Weight 8 ̂oz. Left also much enlarged and of a 
peculiar lobulated shape; yellow 011 section. Weight 9oz. 

Pancreas.?Weight four ounces. Normal. 

Stomach very much distended with a large quantity of 

dark-yellow, grumous-looking fluid; mucous surface healthy 
Intestines.?A. few patches of congestion along the ileum, in 

some parts this is very marked; Peyer's patches perfectly 
natural, no sign of ulceration or disease, either in large or 

small intestines. No entozoa. 

Ci3E II.?No. 1106, Private Henry B., aged 22 years, was 
admitted with pyrexia of two days' standing on the 23rd August 
1872. He had then a dull depressed appearance, his tongue 
was furred, his skin was hot, and his bowels were loose, and his 

temperature was as low as 100" F. for some hours. 

August 2oth.?Pyrexia still continued, there was a tendency 
to delirium, bowels open twice. 

26th or 5th dag.?He was delirious all last night; there was 
a great deal of gurgling, but no pain in the right iliac region. 
Temperature 7 a.m. 100?, 4 p.m. 10A?. He got 15 grs. of 

quinine in the morning. 
27th or 6th day.?He had restless delirium all the night 

of the 26th, and early this morning he was rather purged; 
stools of a dark dirty brown colour; there was pain and 

gurgling in the iliac fossa ; continued the quinine. Pulse 96. 

Temperature 6 a.m. lOS'l0, 10 a.m. 101?, noon 1014", 4 p.m. 
101-4,?, 8 p.m. 104?. 
28th.?He was noisy and delirious all the night before ; the 

tongue though moist was covered with a white fur; the pupils 
were dilated and not much affected by light; bowels not opened 
since yesterday morning ; ho had a blister to the head. Tempera- 
ture 6 a.m. 101-4?, 4 p.m. 102?, 8 p m 1014?; morning pulse 
96, evening 80 

29?A o?' 8th day.?He was very much worse ; he was affected 
by convulsions, opisthotonos and strabismus ; he passed yesterday 
twice the ordinary amount of urine for a man in health ; his head 
symptoms were unrelieved ; there was evidently inflammation 
and effusion 011 the brain. Temperature 6 a.m. 100 4?. He 
died at 12 noon on the eighth day of the sickness and sixth in 
hospital. Temperature immediately before death 104 4? F. 

Post-mortem examination four and a half hours after death. 
External appearances.?Body in good condition; no exter- 

nal marks except an ecchymosis on the left arm ; this was not 

of a post-mortem character. 

Head.?Brain, no fluid was found on taking off the cal- 
variuin; vessels of the posterior lobes very much injected. On 

removing the brain there is found extending from the optic 
commissure over the medulla oblongata for some little 

distance down the cord and over the cerebellum a layer of 

organized lymph of some thickness, especially so over the 

medulla oblonguta ; vessels of cerebellum and the base of the 
brain intensely congested. The lateral ventricle on the right 
side contains ?vi of opaque serum, having several small flakes 
of lymph floating about in it. The left ventricle also contains 

a similar quantity, but of a bloody appearance; flakes of 

lymph are found in this also. The choroid plexus very pale, 
but the vessels of the optic thalamus very much injected In 

the floor of the fourth ventricle there is a patch of inflammation. 
Puncta vasculosa in white substance rather well marked ; the 

pia mater at the base very much congested. Weight of brain 
3 lb s. 6oz. 

Neck and thorax.?(Esophagus healthy ; ljirynx and trachen 

healthy; bronchi filled with frothy mucus. Lungs healthy; no 
tubercle ; right weighed lib. 8oz., left lib. 8oz. 

Heart ?Both sides filled with dark fluid blood ; a large white 
fibrinous clot in the right auriculo-ventricular orifice; also a 

similar one in the pulmonary artery; heart's structure and 

valves perfectly healthy. Weight lOoz. 

Abdomen.?Liver?weight 3fl3s. 4oz., health. 

Spleen ?Healthy, weight 12oz. Pancreas, weight 4oz , healthy. 
Intestines healthy. 
Kidnet/s enlarged and slightly congested; weight of right 

8oz., left 8oz. ; no entozoa. 

The intense headache, bright yellow skin, the inky or black 

vomit, the partially suppressed and albumenuric urine, stool 

deficient in bile, cramps in the legs, persistent hiccough, 

hcemorrhagic tendency and irregular pulse, taken in connection 
with the state of the pericardium, stomach and other abdomi- 
nal viscera, would suggest that the first case was one of Dr. 
Aitken's third class " Malarious yellow fever." Indeed, except 
that it did not appear to be at all infectious, it corresponds 
in many important particulars with the best descriptions of 

specific yellow fever (vide Dr. J. D. Macdonald's article in 

Kejnolds). I look on the tubercle found in the upper 
lobe of the right lung as in no way accounting for the death or 

symptoms, and it probably existed previous to the last illness. 
With respect to the second case, if we compare the symp- 

toms during life (especially those immediately before death) 
and the post-mortem examination with the accounts of cerebro- 
spinal fever, we cannot fail to be struck with the resemblance. 
The opisthotonos, strabismus, and delirium are common to 

both, thefever, the purging, the dulness of aspect and blunting 
of the senses are very similar, and though in this case no 

petechiao or vibices were seen during life, an ante-mortem 

ecchymosis was detected after death. The appearance of the 

nervous system in cerebro-spinal fever is given in a variety of 
ways, but most agree in finding " membranous lymph about 
the pons and upper part of the medulla oblongata, and great 
congestion of the membranes at the base of the brain, a 

deposit of lymph on the brain, and a drachm of fluid in the 

ventricles 
" 

Then again, " opacity of the arachnoid in patches 
the congestion most intense at the base of the brain, accom- 

panied by lymph and traces of purulent matter about the pona 
and upper part of medulla." The man had received no injury 
of the head or spine. 

In pointing out how like the first case is to malarial yellow 
fever and the second to cerebro-spinal fever, it has by no 
means been my intention to say they were more than like those 
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diseases; in fact I decline to diagnose them as such, but I 

trust by thus bringing prominently forward the salient 

symptoms, they may be better impressed on our memories. 
In the foregoing considerations we have been dealing solely 

with cases, where the post-mortem dissections allowed us in 

most cases to " clinch" the diagnosis, in fact we may say to 
a certain extent, we were dealing with known quantities or 

certainties. When, however, we review the large number of 

grave fever cases which have recovered since the arrival of the 

regiment in this country, referring especially to those with 

a fatal tendency we find the same broad proportions obtaining. 
The great majority were cases of well marked enteric fever, 
and a good many others appeared to be the same disease in a 

milder form where some of the diagnostic symptoms (the 
diarrhoea for instance*) were badly marked or even entirely 
absent. The resemblance was, however, in other respects so 

perfect, one could not fail to see the relationship. On the 

other hand, I caunot positively say I have seen a true case of 
remittent fever that tended towards a fatal issue since we 

came to India. 

And when I call to mind the number of patients in whom 

the seeds of destructive lung disease must have been laid by 
the pulmonary complications of enteric, I have no hesitation 

in saying,?" That of all the diseases which cause death and 

sickness and otherwise deteriorate the mental and bodily 
health of our European Army, enteric fever in my experience 
is far and away the most potential." The effects of dysentery, 
hepatitis, &c., compared with enteric, dwindle into insignifi- 
cance. Remove enteric fever and the dangers of Indian 

service would be wonderfully reduced. Now with respect to 
this removing or stamping out of enteric fever we can offer 

no suggestion. But while recognizing the comparatively non- 
contagious nature of the disease, I think the theory, stating 
that the disease is in no way communicable from the sick to 

the healthy, either through the medium of the discharges, 
fresh, decomposed, or otherwise, is by no means proven and is 
a very dangerous one to act upon while our information is 
so scanty. 

Jiiansi, Eundlecukd, 1st July 1874. 

Ii 
^'r ̂ m- says the presence or absence of diarrh?>? ia Heopmlnnt on tbe presence or absence of disease of the large gut. 

8 dePenilent 


