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3. Nasal regurgitation due to palatal palsy, bilateral in one patient (male, 55 years) and unilateral in 
the other (male 16 years). There was no clinical or electrophysiological evidence of polyneuropathy -

The underlying mechanism of these neurological phenomena is not clear. Yet, it is worth remem­
bering these manifestations as possible neurotoxic effects of OP pesticides, especially in view of the high 
incidence of insecticide poisoning in our country. •' 
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Patients (n-20) with chronic hyperventilation syndrome (F : M ratio of 2.33 :'l and m^an age 
of 33 years) showed as their characteristic cardiorespiratory feature a respiratory distress punctuated by inter­
mittent "sighs". This distress was relieved by sighing (95%), burping (60%) and yawning (45%).' Eight 
(40%) patients noticed an increase in their respiratory movements. 

Palpitations were experienced by eighteen (90%) patients—the majority (65%) obtaining relief with a 
hot drink. 

Chest pain occurred in eighteen (90%) patients. The site of the pain was retrosternal (44%), left sided 
(39%), diffuse (11 %) or right sided (6%). The pain was often tightening in nature (56%) but was occasionally 
pricking (22%) or non-specific (22 %). Radiation of the pain to the back or neck was seen in only 28%. 

The heart rate and blood pressure were normal, with a mean of 81/min and 120/75.mm Hg respectively 
The mean respiratory rate was 32/min (range, 16-44). 

The electrocardiogram was normal in all patients. The main non-specific changes seen were T inversion 
(39%) and flat T (33%) in lead I I I , an upright T in V1 (56%) and extension of T inversion to leads V 3 or 
V 4 (11 %) and V , (6%). The O R S and T axes were 38.1° + 26.9' and 31.1° + 23.7° (mean + S.D.) respec­
tively from the horizontal. The Q R S — T angle was usually narrow and was either positively (mean of 22.8°) 
or negatively (mean of— 16.6°) directed. _ . . 

C L I N I C A L D I A G N O S T I C C R I T E R I A F O R H E P A T I C A M O E B I A S I S 
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The diagnosis of hepatic ameobiasis is based in clinical practice on the 
clinical criteria. We present an objective set of diagnostic criteria based on a 
admitted to our Unit.' 

(I) Hepatic Criteria 
(i) ' Right hypochondrial pain , . • 

(ii) Enlarged tender -liver - • 
or 

tender epigastric lump . . . 
(iii) " Right intercostal space— 

tender and full . . " .*. 
definite tenderness 
ill defined tenderness 

use of varying and non uniform 
retrospective' analysis of patients 

Points 
1 
3 

5 • » 
• 5 

• 4 
1 

14' 
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(I) Hepatic Criteria (cont.) Points 

(iv) Elevation of right dome of diaphragam (over 2.5 cm) 3 

(v) Aspiration of Amoebic pus. 10 

(vi) SGPT— Normal 1 
Mild elevation 1 
Over 60 I,U. ( " ) 1 

(vii) Definite clinical jaundice -• ( - ) l 

Extra Hepatic Criteria 

(A) (i) Fever— Less than 100°F 1 
Over 100°F . . 2 

(ii) Neutrophil count— 7000-10,000/cu mm 1 
Over 10,000/cu mm 2 

(B) (i) Definite alcoholic history 1 
(ii) Blood and mucus diarrhoea within 6 months 1 

(iii) Right basal lung signs 1 
(iv) Right shoulder tip pain . . • 1 
(v) . ESR— Over 100 mm/hr 2 

50-100 mm/hr 1 

A diagnosis of Hcpattic Amoebiasis could be made with 

a. 10 points from (I), 
or b. 10 points overall with at least 

5 points from (I) -
and 2 points from I I A or 1 point each from I I A and I I B. 

A N A E R O B I C S T A R V A T I O N O F STAPHYLOCOCCUS EPIDERMIDIS 

R . S i vakanesan 

(Dept. of Biochemistry, Faculty of Medicine, 
University of Peradeniya) 

Starvation is one of the principal stresses which micro-organisms may undergo in their natural environ­
ment. Furthermore, a study of this nature will be useful in the elucidation of many complex processes taking 
place in multicellular organisms during starvation. 

Staphylococcus epidtrmidis described earlier was starved in sterile phosphate buffer at 37°C (bacterial 
density 2 mg dry wt ml-1). The.carbohydrate content of the organism declined from 5.0% to 3.2% over a 
period of 14 hours of starvation, but an equivalent amount, of it appeared in the suspending buffer. Over the 
same period, the protein content decreased from 49 % to 40 % and the net loss in protein was only 2 %. So it 
is unlikely that the organism utilizes the degraded protein for its endogenous metabolism. The amino acid 
pool was rapidly depleted; a net decrease in total free amino acid with the release of ammonia occurred. The 
R N A content declined from 13% to 3.8% after 10 hours. Nearly 37% of the nucleotide formed during R N A 
degradation could not be accounted for and therefore it was concluded that they provided endogenous substrate. 

Both the viability and energy charge declined rapidly from the onset of and during starvation. The 
viability declined to 5 % after 10 hours. Therefore it could be concluded that S. epidermidis dies when the energy" 
available for maintenance is no longer sufficient to support essential cellular functions. 
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