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ROTATING
INTERNSHIPS—
RESIDENCIES

Oﬁered by

The Norwalk Hospital
Norwalk, Connecticut

Fully approved, modern, friendly 350-bed hospital
in city of 70,000; one hour from Yale University
(Conn.) and New York City; excellent teaching
program directed by certified specialists' and affil-
iated with New York University-Bellevue Medical
Center Regional Hospital Program.

Scholarships, covering travel to and from the U.S.,
available to qualified applicants. Certification by
Educational Council for Foreign Medical Graduates
required. Complete maintenance and liberal stipend.

Address inquiries to: Director, Medical Education
The Norwalk Hospital, Norwalk, Conn., U.S.A.




An essential
precaution
against

cross-infection

‘Naseptin® Nasal-Carrier Cream
has been shown to be the most
effective preparation for preventing
colonisation of the nose with
pathogenic hospital strains of
staphylococci.

The routine twice daily appli-
cation of ‘Naseptin’ will prevent
patients from becoming carriers of
these organisms. For established
nasal carriage amongst hospital
staff, more frequent applications of
‘Naseptin’ are recommended.

ADVANTAGES

% Easy and pleasant to use.
* Maximum effectiveness. “The noses of healthy individuals
* Resistant strains have not been encoun- probably form by far the largest

tered nor is resistance likely to be induced. breeding ground for the patho-
* Sensitivity reactions are most uniikely to genic staphylooooci.”

occur. Brit. med. J. 1959, ii, 658
% Treatment is extremely cheap.

°
N aseé t B I)  Gortains Hibitane' Chlorhexidine) Hydrochloride
rravg mupg  BE-C. 0.1% and Neomycin Sulphate B.P. 0.5%.

NASAL-CARRIER CREAM f':medin“a;ges of"..f‘gramm' o s.Basich‘l.H.S.oo:ti’Md.p.lusP.T.

IMPERIAL CHEMICAL INDUSTRIES LIMITED

PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE
Ph.6



Through the maze
of Streptomycins

follow
the leadenr

STREPTOMYCIN SULPHATE

Streptomycin Sulphate Glaxo
1 G vials in bozes of 10 5 G vials

Dry Stabilised Streptomycin Sulphate Glaxo
1 G vials in boxes of 10 5 G vials

STREPOLIN (Stabilised Injection of
Streptomycin Sulphate Glaxo)

1 @ vials (3 concentrations) in boxes of 10
5 G vials (3 concentrations)

1 G (2 ml) cartridges in wallets of 10

Streptomycin Sulphate for
Intrathecal Injection Glaxo

50 mg ampoules in boxes of 5
100 mg ampoules in boxes of 5

STREPTOM?CIN CALCIUM CHLORIDE
Streptomycin Calcium Chloride Glaxo
1 G vials in bozxes of 10 5 G vials
DIHYDROSTREPTOMYCIN SULPHATE
Dihydrostreptomycin Sulphate Glaxo
1 G vials in boxes of 10 5 G vials

STREPTODUOCIN
(Streptomycin and Dihydrostreptomycin:

DIMYCIN Dry Powder
1 G vials in boxes of 10 5 G vials

DIMYCIN Stabilised Injection

1 G (3 ml) vials in bozxes of 10

5 G (15 ml) vials

1 G (2 ml) cartridges in wallets of 10

GLAXO

The Glaxo streptomycin service
provides every form of streptomycin
you can ask for. Two of them,

often needed, have simplified names
easy to remember and to write—
DIMYCIN and STREPOLIN.

The service is unique to Glaxro—first
in Britain to manufacture
streptomycin and still the country’s
leading producers.

STREPTOMYCIN GLAXO

Glaxo Laboratories (Ireland) Ltd 35-37 Grand Canal Street Lower, Dublin Phone: 67296/7
Subsidiary Companies or Agents in most countries. Dimycin and Strepolin are Glazo trade marks



All through
the long

summer days

...alert and asymptomatic

‘Nilergex’ is a potent antihistamine for ‘Nilergex’ has these advantages
the symptomatic relief of allergic conditions ® Virtually no daytime restriction

. S ® High potency
such as hay fever; vasomotor rhinitis; aller- ® Low sedation

gic dermatoses and food allergies ; insect bites @ No reported toxicity

: @ Rapid and continuous action from
and stngs. - sustained action tablets

N i I e rg e x— the non-sedative antihistamine

Isothipendyl Hydrochloride Trade Mark

Available as ‘Nilergex’ Tablets 4 mg., ‘Nilergex’ S.A. (Sustained Action)
Tablets 12 mg. and “‘Nilergex’ Syrup 2 mg. per teaspoonful (3.5 ml.).

IMPERIAL CHEMICAL INDUSTRIES LIMITED
Pharmaceuticals Division Wilmslow Cheshire
Ph. 847



STRAINS AND SPRAINS...

These minor but incapacitating in-
juries occur chiefly around the joints.
Supportive treatment with Elastoplast
porous elastic adhesive bandages is
usually the mostsatisfactory procedure.
All Elastoplast bandages are porous
so that while providing firm elastic

support with the desired amount of
stretch and regain they also permit
evaporation of sweat. In order to
minimise rucking of bandages and
soiling of stockings the adhesive is not
spread to the fluffy, protective edges of
the bandage.

Elastoplast

SMITH & NEPHEW LIMITED

ELASTIC ADHESIVE BANDAGES (Porous) B.P.C.

* WELWYN GARDEN CITY * HERTS



Leading Contractors to Northern Ireland Hospitals Authorities
Public Institutions and Government De[mrtment:

«MT4

£
i
HANOVIA LIMITED ol

Sole Distributors
Northern Ireland:

PR

Ultra Violet Ray Lamps for
Medical, Scientific and
Industrial Applications

Therapeutic Infra Red Lamps
Water Sterilization

Bactericidal Units

A AN AN A AN AN
Drugs

Serums

Dressings

Chemicals

Pharmaceutical Specialities

Sole Agents
Northern Ireland:

GENERAL RADIOLOGICAL
LIMITED

X-Ray Apparatus
Electro-Medical Equipment
Blood-Pressure Recorders
Cardiographic Equipment

Vaccines

Films

Hospital Furniture
Surgical Instruments

Scientific Equipment

“LAWSON TAIT” Equipment ‘“EEL” Laboratory Instruments
“MULTITONE” Hearing Aids

FRED STOREY LTD.

29522 MANUFACTURING !CHEMISTS: WHOLESALE DRUGGISTS
X-RAY AND ELECTRO-MEDICAL ENGINEERS

Telephone:

(5 lines)

44 HILL STREET -

Telegrams:
Estoral,
Belfast

BELFAST, 1



Just Published

ROSE & CARLESS

Manual of Surgery
19th Edition B

Consulting Editor :

SIR CECIL WAKELEY, Bt.,, K.B.E., C.B., LL.D., M
D.Sc., F.R.C.S., F.R.S.E., F.R.S.A,, F.A.C.S., F.R.A

Editors :

MICHAEL HARMER, M.A.,M.B., B.Chir.(Cantab.), F.R.C.S.,
and

SELWYN TAYLOR, M.A., D.M., M.Ch.(Oxon), F.R.C.S.

Contributors:
Stanley G. Clayton, M.D., M.S., F.R.CS., F.R.C.O.G.; A. C. Cunliffe, M.D
William M. Davidson, M.D.; Murray A. Falconer, M.Ch., F.R.CS., F.R.A
C. H. Gray, M.D.,, DSc.,, FR.CP., FRIC.; Alan H. Hunt, D.M.,

b

.Ch.
.C.S.

F.R.CS.; Rainsford Mowlem, M.B,, FR.CS,; E. G. Muir, M.S., F
Sir Victor Negus, Hon. D.Sc., M.S,, F.R.CS,; J. G. Sandrey, Ch.M., F

.CS.

M.Ch.

R.CS.

S. ., FR.CS.

T. Holmes Sellors, M.D., M.Ch., F.R.C.S.; Francis E. Stock, M.B., B.S., F.R.C.S.
o

F.A.CS.; A. B. Wallace, M.B., Ch.B., M.Sc., F.R.CS., and H. L-C. Wood.,
MS., F.R.CS.

For more than sixty years Rose and Carless has been one of the best known textbooks of
surgery. Generation after generation of medical students have learned the elements of
%ulr{ggg from it, while many of them later on returned to it when studying for the Final

First published in 1898, the book has always been exceptionally comprehensive and this
is still the case, for the nineteenth edition includes sections on otorhinolaryngology,
ophthalmology and tropical surgery. Features of the revision include recent advances in
the management of electrolyte balance and chemotherapy, and new chapters have been
provided on the surgery of malignant disease, the endocrine system and pzdiatrics. The
sections on orthopzdic surgery, the surgery of the nervous system and the surgery of the
alimentary tract have all received particular attention and each has been redesigned in a
more logical form in keeping with modern trends.

This edition is virtually a new book, for the many advances that have taken place in
surgery during the seven years since the publication of the previous edition have
necessitated the re-writing of very nearly the entire work and the addition of some 370
new illustrations.

’
b
2
.
’
.
b
b

- One Volume 1404 pages 940 illustrations 12 plates 84s. (postage 2s. 9d.)

BAILLIERE, TINDALL & COX
7 & 8 Henrietta Street London WC2



SQUIBB HYDROFLUMETHIAZIDE (DI-ADEMIL)
AND SQUIBB STANDARDIZED WHOLE ROOT RAUWOLFIA
SERPENTINA (RAUDIXIN) WITH POTASSIUM CHLORIDE

 better than any
dmretw—antzhypertennve
compound avazlable

because . . .

Rautrax Improved contains DI-ADEMIL, &
diuretic which produces diuresis equiva-
lent to that seen with chemically related
hydrochlorothiazide type diuretics, but with
a LOWER POTASSIUM LOSS (Di-Ademil also
has an antihypertensive effect of its own),
and RAUDIXIN, a superior antihypertensive
with a gentle, sustained antihypertensive
action. Raudixin produces less gastro-
intestinal side effects than reserpine, and is
" less likely to cause depression. Although
Di-Ademil produces’ diuresis with a
LOWER POTASSIUM LOSS than any hydro-
chlorothiazide type diuretic available, 625
mg. of potassium chloride has been added
to give patients maximum protection against
possible potassium and chloride loss
during long-term therapy.

SUPPLY: R | d.ls supplied as capsule-shaped tablets
containing 50 mg. Di-Ademil; 50 mg. Raudixin and 625 mg. potassium
chioride. Available In botties of 25, 100 and 500.

ALSO AVAILABLE : Di-Ademil-K capsule-shaped tablets containing
25 mg. hydrofiumethiazide and 825 mg. potassium chloride and
Di-Ademil scored tablets containing 50 mg. Moﬁumdmuldo. Al
mlnmd”. 1”.!‘”. ., R .

A Oemm of Experience Builds Faltp

E. R. SQUIBB & SONS LTD
EDWARDS LANE SPEKE LIVERPOOL 24 ENGLAND

*RAUTRAX’ and ‘ RAUDIXIN® are trademarks




INSTRUMENTS THAT

LEAD THE WORLD

IR

RECHARGEABLE HANDLES

The Keeler Charge-a-Lite and the
.Single Charging Unit are the onlyitems
required to convert any Ophthalimo-
scope and/or Retinoscope to modern
rechargeable specifications.

THE CHARGE-A-LITE — a
rechargeable battery insert
(ref. 1631G).

THE NEW
PRACTITIONER No. 1
~ DIAGNOSTIC SET

with “de luxe” otoscope giving
3x or 6x magnification.

As shown . . . complete with
Practititioner Ophthalmoscope, in an UNBREAKABLE plastic case.

JOHN CLARKE & CO. LIMITED

8 DONEGALL SQUARE WEST :: 2 BELFAST,1
Telephone: Belfast 27256




The Vanden Plas

Princess 3-litre
at the Austin Distributors

COACH-BUILT is the key-word S New...
for this new 4-6 seat car. Looks... ‘
comfort ... finish ... performance
.. . the Princess 3-litre has every- IS TOp luxu ry
thing!
Inside, the seats are wide and
deep, with all-leather upholstery:
instruments are recessed: the
fascia is walnut.
The 6-cylinder o.h.v. engine
givesatop speed around 100 m.p.h.
50 m.p.h. is reached in 12.4
seconds from rest, and the servo-
assisted disc brakes fitted to the
front wheels, stop the car smoothly
in 40 feet from 30 m.p.h. Suspen-
sion is superb—and the boot will
take a cabin trunk and six fair- . .
sized suitcases! and the price is

Come and see it in our show- £985 0-0
| ]

rooms—or name a place and
e omomonation sum,  PlUS £411.10.10 P.T,

Vanden Plas (England) 1923 Limited.
Sales Division, Longbridge, Birmingham

THE AUSTIN DISTRIBUTORS

HARRY FERGUSON (Motors) LTD.

DONEGALL SQUARE, BELFAST, 1
Telephone 30566 (eleven lines)




GEORGE PRESCOTT

MAUD PRESCOTT, B.O.A.(Disp.)

DISPENSING OPTICIAN

WE SPECIALISE solely in the dispensing of prescriptions prepared

by Ophthalmic surgeons and hospitals. + Emergency work is

expeditiously carried out on the premises in our own workshop.

Particular attention is paid to children and to the more difficult
cases such as Cataract Lenses, etc.

We are in a position to supply the most up-to-date Lenses of all
types in Modern and Artistic Frames. The supply and care of
Artificial Eyes is a service to which we give special attention

Instruments for Ophthalmic Examination
can be supplied to the Medical Profession

Member of the Guild of British Dispensing Opticians

Established over 60 years

60 WELLINGTON PLACE - BELFAST

TELEPHONE No. 22123 The only address

For all

DENTAL
EQUIPMENT
and SUPPLIES

DUNCAN STEWART (N.L) LTD.

17 WELLINGTON STREET, BELFAST, 1. PHONE : 21186




QUALITY AND DISTINCTION

AT

=
E——

@ Specialists in Sanitary Equipment and Fittings.
® Planned Kitchens, Stainless Steel Sinks.
@ Electrical Appliances and Lighting Fittings.

STEVENSON &
TURNER LTD

WEST STREET BELFAST

LEAD PIPE MANUFACTURERS
Established 1890.
Telegrams: LEAD, Belfast. Telephone: 32561 (5 limes).



CITY MEDICAL
CORRESPONDENCE
COLLEGE

provides unrivalled coaching with a high rate
of successes in M.R.C.P (Lond. and Edin.),
Primary & Final F.R.C.S. Eng., M. & D. Obstet-
R.C.0.G,D.A, F.F.A,D.CH., D.P.M., D.Phys.
Med.,D.0.,D.L.O,, D.T.M. &H., D.M.R.D.&T.,
L.D.S., F.D.S., M.D. Thesis assistance, and
Diploma in Industrial Health and Diploma in
Public Health, etc.

Write to the Registrar, 56 Cannon Street,
E.C.4, stating qualification in which you are
interested.

To THE REGISTRAR,

CITY MEDICAL CORRESPONDENCE
COLLEGE,

56 CANNON STREET, E.C4

Dear Sir,
Please send me details

of your Course in._._...._. ...

MEDICAL BOOKS

BOOKSELLING DEPARTMENT. Very large Stock of Textbooks and Recent Literature
in all branches of Medicine and Surgery of all Publishers.  Catalogues on request.

FOREIGN DEPARTMENT. Books obtained to order at the most reasonable rates and

with the least possible delay.

SECOND-HAND DEPARTMENT

Medical Books:
Scientific and Technical Books:

} Two Departments

A large number of recent editions always in stock. Old and Rare Books sought for and

reported. Large and small collections bought.

LENDING LIBRARY — Medical & Scientific
ANNUAL SUBSCRIPTION from £1 17s. éd.
PROSPECTUS POST FREE ON REQUEST

THE LIBRARY CATALOGUE revised to December, 1956, containing classified Index
of Authors and Subjects. To Subscribers £1. 5s. net; to Non-Subscribers £2. 2s. net,

postage 2s.

H. K. LEWIS & Co. LTp.

136 GOWER STREET

Telephone: EUSton 4282 (9 lines) Established 1844

LONDON, W.C.1

Telegrams: ” Publicavit, Westcent, London."”
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To Dr. M. G. NELsoN,
THE LABORATORY,
RovaL Victoria HospiTAL,
BELFAST.
Dear Sir,
Fellowship

of the Ulster Medical Society—
Membership

We nominate for

Name of Candidate
Postal Address

Year of Qualification and Degrees

Signature of Proposer

Signature of .Seconder

BANKER’S ORDER
(Ulster Medical Journal)

Name of Bank ...

Address of Bank or Branch ...

Please pay to the account of the Ulster Medical Society (Northern
Bank, Shaftesbury Square, Belfast), ULSTER MEDICAL JOURNAL
Account, the sum of fifteen shillings, and continue to pay this amount on

the 1st November each year until further notice.

SAGNAtUTE......o]

AdAress e e

This should be sent to the Honorary Treasurer, DR. M. G. NELsoN,
The Laboratory, Royal Victoria Hospital, for registration.



Have you
a “yen”
to travel?

You can’t travel abroad, on holiday or business, without foreign

currency, whether it’s Dollars, Francs, Escudos, Florins, Schillings,

Deutschemarks, or Pesetas. The Ulster Bank can supply you with

currency and Travellers Cheques for most of the principal

countries of the world. What’s more, this service is available to -
customers and non-customers alike. Any of the Bank’s branches

will be glad to give you further information, and at a large

number of them, including this office, the required currency—
as well as Travellers Cheques—can be obtained over the counter,

on production of your passport. Remember, travel to the

Continent—or farther afield—free of financial worries, starts at

your branch of the Ulster Bank.

ULSTER BANK LTD

Head Office:
WARING ST. BELFAST |
Branches throughout Ireland

$5TAstisnio 16




s your Car Fit?

Tthoccorsthe man to keep yau. A

~fit. Have you got 2 m
- - keep your car fit? Hesamanyouw
~ must get to know and trust.. '

Our Ford Service mechanics afe as
skilful as Doctors with their precision .
mstrumcnts Ford trained, they're ex-

| e :vcryPordcarand;‘_”“
Thamcs Trucﬁﬁgbtm.gﬁt. e

Atrungo tcr a Sorvioo nov and enJoy .
Tow ixad pricos. ) :

e A i,

A MILTC ON.

& co‘”‘l.w ———

) Telepbons éscss (s ﬁnes)‘?"

mem FOR rm: 'ULSTER mem soc;tm BY“GKAHAM AND HESLIP; LIN
".7'. ADVERTISEMENT :AGENTS; GEO: ‘A, STEWANT 1ZD;, 38 DONEGALL PL
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NOTICE TO CONTRIBUTORS

. Authors are reminded that concise and clearly expressed papers are those most
welcomed by recaders and by the Editorial Board.

. Manuscripts should be typewritten with double spacing and with wide
margins. They should be fully corrected, and contributors will be responsible
for the payment of any sum charged for alteration in printer’s proof in excess
of ten shillings per sheet (16 pages).

. References should be given as in the publications of the British Medical
Association and in most other modern British journals. If contributors are
uncertain of the correct abbreviation for the title of any journal, as given
in the World List of Scientific Periodicals, they should give the full title.

. Tables and illustrations should be reduced to a minimum, and should be sent
detached from the typescript of the paper. Line drawings should be used
whenever possible. All illustrations must be in a finished form ready for
reproduction. Authors will be charged for all blocks at cost price. Half-tone
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ON BONE SETTING

By R. J. W. WITHERS, M.D., M.Ch., F.R.C.S.(Edinburgh)
Royal Victoria Hospital, Belfast

AN ADDRESS
to the Belfast Medical Students’ Association on 22nd January, 1960

In times of stress, of pain or of sorrow, the human being will go to any length
to try to find help, forgetting all that he may have learned of science or of truth.
He may resort to prayer or incantation and this sometimes helps by the process
of auto-suggestion. He is ready to jump at any cure or suggestion of cure that
may be offered to him, never stopping to enquire as to the motives of those
who would heal him or as to the basis on which their claims may rest. He is
often swayed by any strong suggestion that may be made and accepts, without
thought, explanations of his trouble which are neither based on known facts nor
even fit in with common sense.

Primitive people have explained disease as the result of seizure of the body by
demonic influences. The cure, if this theory is accepted, rests on the conjuring
of the demon from the body. Later arose the idea of sin, either of the sufferer
or of his parents, as the cause of ill health and the visible effects were evidence
of God’s displeasure. Many examples of this are to be found in the Bible. Thus
arose the belief in the healing powers of the priest craft and in the value of the
prayer that the priest might utter. Thus, too, came the acceptance of the
remarkable virtues that seem to be inherent in the laying on of hands, for the
priests, the medicine men, and the healers of all types soon found that incantation
or suggestion accompanied by physical contact was far more effective in securing
results than simple prayer alone.

The notion of Divine intervention, through the hands of man, in curing or
alleviating the disease, which the same power has produced, is not peculiar to
any age, race or religion or state of civilization. The healers of savage tribes
believed that their powers to heal came to them from a divine source. It comes



as no surprise, therefore, to learn that the leaders of our modern pseudo-medical
cults likewise believe themselves to be divinely inspired and to have what the
public call the “curing hands” or the “healing touch.” The medicine man of
the past was surely a student of psychology; he knew the simple nature of his
people’s mental outlook, he appreciated the importance of the fundamental urge
of sex, and, most important of all, he' realized that a strong claim, no matter how
improbable, is far more convincing than a weak one if neither can be proved.

From such an ancestry modern medicine slowly and painfully arose. Even
yet it has not shaken off all the absurdities of the past and has still a long way
to go before it can bask in the sunshine of eternal truth, and can finally, by its
scientific efforts, discredit the quack healers inside and outside the profession,
who are still to be found in fair numbers in every society.

Of all the cults of healing which have existed, that of the bone-setter holds
pride of place, though in more modern times he has appeared under a variety
of names, best known of which are the osteopath and the chiropractor.

We have always had manipulators and layers-on of hands with us. The
osteopathic and the chiropractic titles date back a mere eighty years, during
which short time their high priests and disciples have, thanks to the understand-
able though occasionally irritating conservatism of orthodox medicine and also
to the frailty of suffering humanity, enjoyed the applause of the credulous and
something more than a good living.

They have had offspring too, conferring on themselves strange combinations
of letters which indicate to the unwary public what they can do and which
seem to add authenticity to their claims. To the unwary these alphabetic
appendages may seem in some cases to be straightforward medical qualifications
as, for example, the peculiar diplomas that the healers of the British Chiropractors’
Society have displayed in law courts from time to time. M.D., F.B.CS. looks
very like our own high medical qualifications M.D., F.R.C.S., which an orthodox
practitioner can only obtain after many years of study and hard work. But no,
the chiropractor’s diploma states that he is a Master Diagnostician and a Fellow
of the British Chiropractors’ Society. Before the last war this high-sounding and
impressive diploma, or should I say fraudulent diploma, could be obtained
overnight, without study or preparation, by the simple method of sending a
cheque to the London masters of the cult. The diploma came by return of post.

The story of quackery and of healing cults is a never-ending tale and a
complete picture of the farcical scene would require endless research. Here it is
sufficient to note that the United States, without doubt, gains first place so far
as healing cults are concerned, and, of all the nations of the world she is most
afflicted by her “healers.” She has been lax in the past in recognising all sorts of
quacks as reasonable practitioners in certain fields and has had a long uphill fight
as a result in ridding the country of its unqualified “healers.” She has not yet
completely succeeded.

We have to admit that the healing art, as practised today by orthodox medical
men, is a comparatively new development. In the last century, and especially
in the past forty years, scientific medicine has advanced more than in the previous
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two thousand years. Up to the seventeenth century much of the practice of
medicine, both in England and in Europe, was in the hands of unqualified persons.
Even where recognised training had been taken and the practitioners considered
to be qualified most of the methods employed in treatment were mere quackery.
Indeed this state of affairs continued until the genius of Robert:Koch and Louis
Pasteur burst upon an unbelieving world. From these men modern scientific
medicine and surgery have stemmed and preventive medicine, the wisest surely
of all approaches to disease, was finally born.

The unqualified men of past centuries were not, however, secret practitioners.
They published many practical methods for the treatment of bone and joint
injuries. Of such were the Wundirzte of the German-speaking countries, the
Rabouteurs of France, and the Natural Bone-setters of England. They met the
needs of the common people for conditions involving bone, joint or muscle, and
were considered as reasonable and responsible practitioners, not only by the
public but also by the law and by such enquiring medical minds as were to be
found during those centuries of medical darkness.

The skill of the bone-setter was believed to descend in families, passing from
father to son or even occasionally to daughter, much in the manner of other
skilled trades. In the lay mind there was a considerable element of awe and
mystery surrounding the peculiar talents of these men and it is therefore not
surprising, when orthodox medicine finally arose in repudiation of bone-setters,
that the practitioners of the art encouraged this awe and mystery.

In 1745 Prince Charles unfurled the Jacobite flag on the Braes of Mar in
Aberdeenshire and how near to success this rebellion was. In the same year a
rebellion of a different kind took place in London and was crowned by success.
The surgeons who had been linked with the barbers for centuries petitioned
Parliament to set them free from their old guild which had for long borne the
title “Masters and Surgeons of the Mystery and Commonalty of the Barber-
Surgeons of London.” They were willing to sacrifice all claims to the worldly
wealth of the old City Guild in order to work out a new ideal. Their prayer was
granted and a new body corporate was created with the title “The Masters,
Governors and Commonalty of the Art and Science of Surgeons of London.”
In the opening years of the nineteenth century this body became the Royal
College of Surgeons of England.

Henceforth, the surgeons were determined to have done with “mystery” and
in future there were to be no private, secret or occult practices, but a common
fund of knowledge to which all might have access—a fund which every member
might see, sample, sift, and prove and, wherever possible, increase. That their
ambitions were crowned with success no one now doubts, though the going was
slow until the days of Lister.

Since then surgery has moved from strength to strength though I might add
that its advances in the past thirty years have made many a little uneasy and
have caused not a few to wonder “whither are we drifting.” The ability of men
to reason and to think has probably not advanced at all during the period when
surgery has advanced literally a thousandfold. Therein lies a tremendous challenge
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to the future generations of our society—can we control scientific advance or
will it engulf us and finally, like Frankenstein, destroy us?

At the time of the split in the barber-surgeons society there existed in England,
and in Wales particularly, a class of practitioners known to the public as bone-
setters. They were regarded in the eighteenth century as the legitimate prac-
titioners of native orthopzdic surgery : they treated fractures, dislocations, sprains
and congenital deformities for the simple reason that the doctors either would
not or could not deal with these conditions.

In Cheselden’s time—he was the first warden of the newly formed Surgeons’
Society—came the parting of the ways. The bone-setters continued to gather
their knowledge in the school of local tradition, guarding their secrets jealously
and working to rule of thumb as their predecessors had done for centuries. They
were content to continue to work in the dark without trying to discover why
the means they employed sometimes succeeded and at other times failed. The
apprenticed surgeons, on the other hand, set their affairs in order to ensure for
their successors and for the public a commonwealth of knowledge. It became a
bounden duty of each member of the new company to try to find out the cause
of disease and to search for a rational means whereby the cause might be removed
or its effects combated. As a result, the surgeons began to study those conditions
which the bone-setters had for so long considered to belong to them. British
orthopzdic surgery owes a lot to the bone-setters, though opinion about their
influence is divided. Some have rejected the art of the bone-setter without
hesitation, others have allowed that in certain cases he can do a good job and
yet others were apparently openly referring patients to him at the end of the
nineteenth century. On the whole, however, the reputation of the bone-setter
declined as orthopzdic knowledge became more and more a part of the armamen-
tarium of general surgery—I use the word “general” in its proper context, not
in the restricted sense in which it is nowadays employed. :

By the latter part of the nineteenth century bone-setters were no longer
thought of in connection with the problems of fractures and dislocations. As
surgeons explored orthopzdics and made rational observations about bone disease
based on dissecting room and autopsy study, the bone-setter was gradually
relegated in the public mind to the position of a quack. In England, by the end
of the last century, the natural bone-setters had all but disappeared and were
replaced by trained professional men who at last were interested in orthopzdic
problems.

Today one thinks of bone-setters as unqualified men who claim to cure disease
or disorder simply by replacing something which is stated to be out of place.
Manceuvres are practised for the replacement of a bone, a tendon, a muscle or
nerve, and more recently, of course, an intervertebral disc, with an assurance
which is nothing short of wonderful. The facts of anatomy, physiology and
pathology, on which orthodox medicine is based, would only be a hindrance and
an embarrassment to modern bone-setters, and so they don’t trouble to learn
them. It is the complacency with which they dispose of these fundamental
sciences that amazes the orthodox practitioner most. Nevertheless, it has to be
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admitted that they do help some people where orthodox medicine has failed even
though their conception of what is at fault might not agree with known fact.

The methods of the bone-setter arec manipulative, by forcing or wrenching
a joint through its full range of movement or twisting it against the restraining
influence of its ligaments. In this way adhesions in or around a joint following
fracture, dislocation or prolonged immobilisation can be broken down and so full
movement rapidly restored and with this the disappearance of pain. The “locking”
of a knee by semilunar cartilage tearing and displacement can be overcome almost
immediately. “Sprains” of joints, i.e., incomplete tearing of ligaments with
hzmatoma formation in them can be quickly relieved when the manipulation
either disperses the hamatoma and the pain of its tension, or else, by rupturing
the ligament, converts an incompletc and painful lesion into a complete and
therefore painless one. Chronic sprains, with their well-known adhesive
tendencies, form a happy hunting ground for the manipulator. Lastly, the
so-called “hysterical joint” provides a not uncommon opportunity for a bone-
setter’s victory. The strong persuasive psychological effect of manipulation may
often be the trigger which discharges the patient’s mixed-up mental reaction and
sets free the “matter” from the “mind.” Many patients simply love to be cured,
without effort on their own part, by a wonder or a miracle, and mental persuasion
accompanied by the laying on of hands is accepted by the unthinking as such
a wonder.

I feel sure that many bone-setters are consciously deluding and seeking worldly
wealth, but there is undoubted evidence that certain of them are sincere
practitioners of their art and are firmly convinced of their powers to heal. They
do something which is at times helpful but they do not really understand what
they are doing; otherwise how could they claim to replace a bone which does
not exist into a normal position of which they know nothing? In other words,
without knowledge of anatomy, they are left groping in the dark, and are forced
to use a jargon of pseudo-medical terms which may or may not make sense to
them but which would not for one minute delude anyone who has had the
privilege of dissecting the human body. In this way we hear of joints which are
“out” being replaced, of tendons or intervertebral discs which have “slipped”
being put “back,” and of bones being put “in.” Why these structures are “out” or
“slipped,” or why they don’t go “out” again oncc they have been replaced it is not
thought necessary to explain. These terms suggest to the orthodox a conception
of dislocation or subluxation which is known scientifically to be absolutely untrue,
but which may make a little sense if one accepts the terms to have, not an
anatomical, but a functional significance. Necvertheless, the manipulative art can
be used successfully in certain cases and the first to admit it is the orthopzdic
surgeon. Day and daily, orthopadic surgeons manipulate joints with satisfaction
to their patients. Unfortunately, in the profession as a whole, there is still a
peculiar feeling that manipulation is not quite orthodox and that it is still some-
thing to be spoken of in a whisper and preferably in a subdued light. Indeed
the whole thing is rather “Non U” to use a modern expression. It is this “hush
hush” attitude to a practice, which is now on a reasonable, anatomical and entirely
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rational basis, that has driven manipulative treatment underground or, if you
prefer it, into the hands of the unqualified. Who can doubt that adhesions, round
a healed fracture, or associated with a joint which has for long been immobilised
or a joint which has been subjected to sprains, are not crying out to be stretched
or broken down by the hands of a manipulator?

Through the work of Hey, Annadale and many others, manipulative treatment
of a torn and displaced semilunar knee cartilage is today on a scientific basis and
there is no necessity to go to the unqualified if such a condition is present. The
doctor, trained in modern orthopadic mecthods, can do as much, if not more,
for these types of case than the bone-setter can hope to do, since the qualified
practitioner’s manceuvres are based on sound anatomical knowledge whilst his
unqualified brother must of necessity vaguely and often vainly imagine what lies
under his hands.

The art of manipulation must be preceded by the ability to diagnose correctly.
Without this ability disasters take place, when tuberculous joints and tumorous
bones, for example, are manipulated by the unqualified with the idea that
“something” is “out of place.”

The qualified orthopzdic specialist has, too, a most valuable weapon denied
to the unqualified—anasthesia—though he should use this with caution. When
his patient is anzsthetised he is able to distinguish between the joint which is
stiff through protective muscle spasm and the one which is stiff from adhesion
formation. Only in the latter case does he manipulate, in the former he will, if
he is wise, continue to insist on rest to the affected part.

Unfortunately there is reason to believe that a considerable number of qualified
doctors know nothing of the work of Hey and Annadale and nothing of the
discoveries their colleagues in the past fifty years have made in regard to the
physiology of joints and the abnormal anatomy of trauma. Indeed there are many
in practice who have forgotten much of anatomy, physiology, and pathology.
What a terrible tragedy this is! The rules of this game of “healing” are founded
on these three basic sciences: without them we cannot play the game with any
assurance and we certainly cannot play it freely and for its own sake. So long
as we allow ourselves to sink into this unreal and unreasonable state we shall have,
and deserve to have, quacks who will profit by our mistakes, We will have to
admit simply and humbly that we, ourselves, arc nothing more than “qualified
quacks,” at any rate in regard to those “cases which bone-setters cure.” Let us
therefore put our house in order and study these cases and their treatment based
on the facts of anatomy and physiology which, as practising physicians, we
really should know. The modern bone-setter has undoubtedly helped not a few
sufferers; on the other hand he has done irreparable damage to cases which
orthodox and diagnostic medicine could have cured. His successes are advertised,
and, as his failures and disasters do not make public headlines, the public cannot
be completely blamed when it thinks that bone-setters know something which
orthodox medicine does not know. It is my firm belief that the view taken by
certain sections of the public that bone-setters have a secret which is hidden from
our eyes is entirely wrong and absolutely groundless.
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Hugh Owen Thomas, who was the leader in England of orthopzdic surgery
at the end of the last century, was a descendant of a family of bone-setters who
had an excellent reputation and who had practised for many generations. His
father, however, was wise enough to recognise the trend in medicine in the
middle of the last century and insisted on his son taking formal medical training
in Edinburgh University. He also taught him the family secrets of bone-setting.
In spite of his origin Thomas was not inclined to think very much of bone-
setting. On one occasion he said this—“In the practice of bone-setting nothing
is to be found that can be added to our present knowledge, yet discussing the
matter will show our own ignorance. That some bone-setters, who practised in
past times, were in some special matters superior to their qualified contemporaries
I know to be a fact, but this assertion does not apply to their general knowledge
or practice, and concerning disease of joints I have never met with the slightest
evidence that any of them had any knowledge on the subject which was not
entirely wrong.” About this statement of Hugh Owen Thomas we have no way
of being absolutely certain, for the simple reason that bone-setters never publish
papers, nor do they ever tell to the qualified profession what the public refers
to as their secrets. Why is this? Is it that they have really nothing to tell or is
it that they are bound together by some secret bond which enforces silence upon
them. Surely the former is much more likely than the latter! '

About two famous bone-setters we know a little. Mr. Richard Hutton had
established himself as a professional bone-setter in London about the middle of
the last century and his consulting room was frequently crowded with patients
coming from all classes of society. He was the descendant of a family in the
North of England who had exercised the art of bone-setting from father to son
from time out of mind. Mr. Hutton became seriously ill in the year 1865 and
was looked after by a certain Dr. Hood. Hood had heard of Hutton’s care of
many sick people and of many poor people from whom he had refused to accept
fees. Hood refused to accept any fee from Hutton for what he did for him and
in gratitude the bone-setter offered to teach Dr. Hood the secrets of his cult.
Dr. Hood sent his son, Wharton Hood, who was a member of the Royal College
of Surgeons, to observe the methods which Hutton used.

Wharton spent many hours with the bone-setter watching him treat the kind
of cases that were in those days, and to a lesser extent today, the despair of the
legitimate practitioner. After Hutton’s death in 1871, Hood published a detailed
account of the kind of cases treated and the methods Hutton employed. As a
matter of fact, Hutton really had no secrets to reveal. His methods were known
and used by his predecessors in John Hunter’s time.

In 1927 Sir Herbert Barker (he was knighted in 1922) published a book entitled
“Leaves from My Life.” This book consists of two parts—the first has to do
with his early life and the six months’ training which he had from his uncle,
another unqualified bone-setter; the second part consists of copies of testimonials
from patients whom he had treated and paper-cuttings suggested the intolerance
of the medical profession. A consideration of this book only bears out the
long-held contention that bone-setters never tell. In Sir Herbert Barker’s book
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not one word is to be read of what he does, what his conception of the lesions
which he is treating consists of, or on what he diagnoses disease process. The
book simply tells us that he treats patients, that many of them write testimonials
to thank him for it, and that orthodox medicine will not or cannot see “the light.”

A consideration, therefore, of the lives of Sir Herbert Barker and of
Mr. Richard Hutton only bears out the belief of our profession that there is
nothing in bone-setting which, with a little thought based on anatomical and
-physiological knowledge, we could not practise ourselves, There is, however, ‘a
fundamental difference—none of us would ever claim to “put back” imaginary
bones into imaginary positions, though we would claim to force joints through
their full range of movement, thereby breaking down adhesions which are
limiting the movement of these joints and causing disability.

As previously stated, the United States of America has been more pestered by
a multiplicity of “healers” than any other country. Fortunately Britain has been
comparatively free from various healing cults, so we must now turn to the
US.A. for information about the “modern manipulator.”

Osteopathy, like many healing systems, had a semi-religious origin. In June,
1872, Andrew Still, flung to the breeze the banner of osteopathy. Before flinging
it, Still had been a free-lance doctor among the Shawnee Indians in Kansas.
Whilst travelling about on the old American frontier Still became interested in
some bones dug up in an Indian graveyard. He cogitated on what he saw and
soon was convinced that bones are the most important elements of the living
body and that the backbone is the bone of all bones in the control of disease.
At this point, as he himself has written, he felt himself the recipient of a Divine
revelation and this he emphasizes repeatedly in the story of his life. This aspect
of his mission was perhaps a necessary ingredient lighting an inward flame which
gave the founder and prophet the power to attract hordes of fanatical followers.
He was finally convinced of his belief by a case which he treated in Missouri
in 1870. He followed a woman and three children on the street and noticed that
one of the children was suffering from what he calls “a bloody flux” so severe
that a discharge was visible all along the sidewalk. He offered his help and
describes vividly the course of the cure: “I picked him up and placed my hand
on his back. It was hot whilst the abdomen was cold. I asked myself what is
‘lux.’ T began to reason about the spinal cord which gives off its motor nerves
to the front and its sensory nerves to the back, but this gave me no clue to flux.
I examined the child’s back again—I found rigid and loose places in the muscles
and ligaments of the whole spine. The thought came to me in a flash, that there
might be a strain or a partial dislocation of the bones of the spine and that by
pressure I could push some of the hot into the cold places and by so doing adjust
the bones and set free the nerve and blood supply to the bowels. On this basis
of reasoning I treated the child’s spine and told the mother to report the following
day. She came the next morning with the news that the child was completely
recovered.”

The apparently miraculous cure of the boy with diarrhcea naturally resulted
in numerous calls for the services of the spinal adjustor and he modestly admits

8



that he treated many cases with success. Later he settled in Kirksville, practising
osteopathy and teaching it to his four sons. Finally, in 1894, he secured the
charter of the “American School of Osteopathy,” the institution which was to
deliver upon the people of the United States many thousands of followers and
practitioners of the osteopathic system of diagnosing and treating disease.

The original Divine revelation of Still was that the primary cause of every
disease is some interference with the blood supply or nerve function to the
affected part, always caused by a displacement of one of the bones which make
up the spinal column. This displacement, Still believed, brings about a change
in the size of the intervertebral foramina through which the nerves pass from
the spinal cord to the parietes. The result is pressure on these structures and
disease at whatever distant point of the body to which the nerves may lead. The
cure was therefore to adjust the spine by manipulation, so that nerve function
becomes unimpeded. But the osteopathy of Still, which was handed down from
heaven, was a somewhat different osteopathy from that which exists today.

The modern osteopath, while still holding on warily to these spinal manipu-
lations or adjustments, though substituting the term “lesions in tension” for the
original spinal displacements, has reached out to embrace all he can of modern
medicine. He uses antibiotics and modern drugs, realises the value of X-rays, and
in some cases even employs an®sthesia and surgery, for he would dearly like to
be thought of as a doctor in the modern sense of the word.

In the osteopathy schools of the U.S.A. the students learn anatomy and
physiology to the same standard as do the medical students. Thereafter their
ways diverge—medical students to study disease for five to six years, and
osteopathy students for a much shorter time, depending on the school they
attend. All this must be taken as evidence that the osteopathy of today is
essentially an attempt to cut down time and cost in preparation and to enter the
practice of medicine by the back door.

Some osteopaths, even today, cling to the original spinal displacement
hypothesis of Mr. Still and rant and rave about the ineffectiveness of orthodox
medicine. In a book, published by a certain Mr. Wilfred Streeter in 1935, and
entitled “The New Healing,” we can read of what he calls the great medical
superstition of bacteriology. He quotes from Bernard Shaw’s “The Doctor’s
Dilemma” to prove the point he thinks he is making. He states dogmatically
that osteopaths repudiate the conception that bacteria are the primary cause of
bacterial disease and it is here that orthodox medicine and osteopathy diverge.
The osteopath asserts that where bacilli are found in the body in association with
disease they are there for a secondary reason; they have been caught in bad
company. Bad company, i.e., disease, is due to maladjustment, derangement or
impairment of the structural integrity of the body which stops, clogs or interferes
with the flow of vital fluids. These words, and what do they really mean, are
simply a restatement of the osteopathic founder’s belief. To anyone who has
watched the triumphs of bacteriology and its practical applications these words
of Streeter condemn at once himself and the system of treatment which he
practises.
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The average osteopath would not now agree with Mr, Streeter, though I am
sure he would have some other explanation for the continuation of “spinal
adjustment” as a sensible approach to treatment.

It was, indeed, a weakness of osteopathy that it had ambitions to be a science
and that it strived for respectability. When its schools increased their entrance
requirements in primary education and when they extended their hours of study
they had turned the corner and were on their way out. Osteopathy, growing
complex and scientific, ceased to meet the demands for simplicity and so the
blacksmiths, barbers, motor men, farm hands, etc., who sought an easy road to
healing, turned by their thousands to the chiropractic schools where no pre-
liminary education was demanded and where a diploma to any aspirant who
could pay the necessary fees was guaranteed.

Looking over the successive calendars of the schools of osteopathy shows that
their teachings have gradually been expanded and that the most modern of them
now teach much that is taught in the older schools of medicine. Indeed one is
left with the feeling that an intelligent modern osteopath who has been through
a modern osteopathic school is not far short of an ordinary doctor in his theory
and practice and only carries out manipulations in those cases where some local
lesion might demand forcible movement for its amelioration. In other words, he
practises medicine without his M.B., and manipulates at times so as not to be
completely unfaithful to the memory of Andrew Still, and his absurd system
of healing.

“The spine is a series of bones running down your back. Your head sits on the
top end of it and you sit on the bottom.” This is a simple explanation only
surpassed in simplicity by the words of the late Fats Waller—“The hip bone’s
connected to the back bone and the neck bone’s connected to the head bone.”
Surely this should be sufficient for the average man. But the spine is much more
complex than that. Ask any chiropractor. He will tell you things about the
spine which would bring a blush to the cheeks of anatomists, physiologists, and
pathologists, or to any others who have not lost this delightful peripheral
manifestation of emotional expression.

About twenty years after Andrew Still had flung to the breeze the standard
of osteopathy a certain D, D. Palmer, of Iowa, laid his hands on the back of an
office janitor who had lost his hearing following a back strain. Palmer manipulated
the back and within ten minutes the janitor was cured of his deafness.

This story was later told in court by Palmer’s son, who asserted that, as a
result of the experience in the case of the janitor, his father had arrived by pure
logic at the conception of chiropractic. But there is some evidence that the elder
Palmer, whilst practising as a magnetic healer, also took a course down Kansas
way from old man Still. It is difficult for the orthodox practitioner to see, at
least in the early days of this century, any great difference between osteopathic
manipulations and chiropractic thrusts. ’

The explanation offered by the chiropractor to account for all disease is very
simple, and hence well calculated to attract the minds of those who like to think
in the absence of facts. As one famous, or infamous, chiropractor once said,
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“Don’t talk to me of anatomy, physiology or other superstitious ideas, it is the
system and the ‘thrust’ which are the important things.”

The chiropractor’s creed is simply that disease is caused by certain bones of
the spine impinging on certain nerves and naturally disease is cured by pushing
these bones off the nerves until, by some unknown mechanism, they are
persuaded to stay off.

In the original school, founded by the elder Palmer, it is quite clear that anyone
could embark on the study of chiropractic. It was not even necessary to be able
to read or write, though at the time of the First World War the standard was
higher than this. No primary education was necessary, though Palmer did insist
and I quote his words “that each student must have a brain and know how to
use it.”

By 1921 there were may schools in America and the business of training
practitioners for chiropractic was a most flourishing one. In the courses provided
for students five points were discussed—the phllosophy of chiropractic, how to
use the chiropractic “thrust,” how to “adjust” patients, something of obstetrics,
and a lot about salesmanship.

In this year, 1921, Palmer made a speech at a convention of chiropractors in
Montana. He appears to have been a little incautious, or perhaps the strong wine
of success had gone to his head, for here’s what he said: “Our chiropractic school
in Davenport is established on a business and not a professional basis. It is a
business where we manufacture chiropractors. They have got to work just like
machinery. A course of salesmanship goes along with their training. We teach
them the idea and then we show them how to sell it.”

Part of the business too was advertising and one can find some interesting side
lights in the American papers of the twenties and early thirties. For example,
there was an organisation in Indiana formed to aid the chiropractor in reaching
his prospective clients. It was frank when it admitted that “to advertise, inside
the chiropractic, medical, and truth laws, requires some adroitness, some ingenuity
of expression, and some more than common ability as a word-smith.”

As might be imagined, the osteopaths and chiropractors soon became involved
in arguments as to which cult was the superior, though, as I have said, there was
a time when the orthodox observer could really see no difference between them.
Later, osteopathy tried to become scientific and respectable; chiropractic never
had such ambitions.

Mr. Palmer went ahead for a while when he suddenly appeared with a little
device of his own called the “Neurocalometer”—*the little wonder instrument
which so accurately locates impinged nerves.” From that time onwards all the
chiropractor had to do was to buy one of these instruments, put it on the spine
and he immediately knew where to do his pushing. I may add that to obtain a
“Neurocalometer” all you had to do was to pay two hundred dollars down and
then fifty dollars a month for eighteen months. It is interesting that the
“Neurocalometer” split the chiropractic brethren into two camps—those who
thought it wonderful and those who, having tried it, wanted their money back
because the machine did not do what was claimed for it. This device of Palmer’s
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was possibly introduced as a counterblast to Abraham’s Box, the sale of which
was limited to physicians and osteopaths. The humble chiropractor was excluded.

Albert Abrams was the quackiest of all quacks, though the first half of his
life was spent in an orthodox fashion. He was a qualified doctor, and indeed at
one time was Professor of Pathology in San Francisco. What he did after this
is pretty strong evidence of, to say the least of it, gross eccentricity.

He introduced an electric machine of such apparent complexity as to make a
Heath Robinson device look like simplicity itself. The box, or “dynamiser,” was
connected to several rheostats and finally to the forehead of some healthy in-
dividual. Into the box was placed, upon filter paper, a drop of blood from the
patient. The individual at the other end of the machine stripped himself to the
waist and then faced west in a dim light. The operator then percussed the
abdomen of this healthy individual for various areas of dullness. It was Abrams’
delusion that by this method he could tell whether the person, whose blood was
in the box, was suffering from tuberculosis, cancer, syhpilis, malaria or various
forms of sepsis. Not only that! The severity of the disease was measured in
ohms of resistance. Still more wonderful, he asserted that he could explain,
according to the position and amount of the dullness, the religion of the person
whose blood was being tested. By this method he recognised six types of religion
only—~Catholic, Methodist, Seventh-Day Adventist, Theosophist, Protestant, and
Jew. Not a bit of wonder, therefore, that the box was sold for cash only, no
credit being allowed.

Scientific investigations were by law finally made on “The Box,” and the
conclusions were that it was a veritable jungle of electric wires violating all
known laws of electric circuit construction and, from the standpoint of physics,
the acme of absurdity. In spite of these findings the box flourished and in 1937
there was a famous case in Manchester, England (not Massachusetts), brought
to light the fact that the box was not by any means unknown in Britain. Here
the healthy individual was the operator’s wife, who stood in black silk pyjamas,
thereby adding lustre and delight to the whole absurd test. The box made two
million dollars for Abrams, but is now in the limbo of forgotten things.

The use of these machines has sometimes been referred to as pseudo-scientific.
To use such a term is to dignify these devices far beyond their merit. They are
an absolute fraud and a continuous proof that a considerable number of people
are willing to believe in anything that they do not understand.

But to finish with the chiropractor. It has been said that osteopathy is essentially
a method of entering or trying to enter the practice of medicine by the back
door. Chiropractic by contrast is an attempt to arrive through the cellar. The
man who applies at the back door at least makes himself presentable. The one
who comes through the cellar is covered with dust, he may carry a crow+bar and
he often wears a mask.

Why do people go to bone-setters, osteopaths or chiropractors, anyway?
Don’t they ever help anybody?

People go to them because they have been directly influenced by advertising,
in which reputable physicians do not indulge. They go also because they know
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of some friend who has been helped, or thinks he has, by some manipulation or
other. They go because they themselves believe that regular manipulations of
joints are essential to well-being, and they get a kick out of it. They go because
they say they have no faith in doctors.

They go when orthodox medicine has failed to help them. Let’s be quite
honest about this; doctors do fail at times and for four main reasons, I imagine:

First, our knowledge of life and of disease, in the widest meaning of the word,
is unfortunately still very incomplete. The ordinary man in the street, when ill,
feels that doctors should, by some unexplained means, be able to restore him to
health, and that soon. Homo sapiens is still unable or unwilling to accept what
he knows in his heart to be true—that he must one day die and disappear forever
from this earthly stage. When orthodox medicine, therefore, is faced by as yet
mortal or incurable conditions, or prolonged illness and has had to bow its head,
who can blame the main actor turning to the unorthodox if cure, or the hope
of cure, is offered him.

Secondly, there are in practice, enormous numbers of cases of self-limiting
disease from which recovery is the rule and time and patience the cure. In these
conditions, orthodoxy simply uses assurance and prescribes a placebo which it
knows has not the slightest effect on the underlying disease process, but which
is ordered as mental succour to the patient. The average patient knows nothing
of the healing powers of the body, and if in his impatience he turns to the un-
orthodox he is certain to attribute the eventual spontaneous cure to the measures
employed.

Thirdly, our approach to mental illness and psycho-somatic disturbance leaves
much to be desired. In the first the spiritual healer, be he psychiatrist, cleric or
mystic, has his successes, and, in the second the manipulator, the bone-setter or
the osteopath have a huge field in which to reap fame and fortune.

Lastly, but maybe this should have come first, a poorly trained, stupid, in-
competent or unprincipled doctor is as great a threat to scientific medicine as all
the quack cults of healing put together.
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THE 1957 EPIDEMIC OF POLIOMYELITIS IN BELFAST

By S. N. DONALDSON, M.B.(Belf.), D.P.H.,

Assistant Medical Officer of Health, Belfast
(now Assistant Medical Officer of Health, Co. Londonderry)

D. S. DANE, B.A., M.B.(Cantab.),

Lecturer in Microbiology, Queen’s University, Belfast

with MOYA BRIGGS, B.Sc., and R. T. NELSON, A.LM.L.T.

IN the summer and early autumn. of 1957 there was an epidemic of type 1
poliomyelitis in Northern Ireland. The principle area involved was Belfast County
Borough (population approximately 450,000), where there were 162 cases of
acute poliomyelitis, of which 114 were paralysed, giving a paralytic attack rate
of 25 per 100,000.

Immunization against poliomyelitis was started in Belfast during May, 1957,
but supplies of vaccine were limited, and by November, when the epidemic was
over, only 1,523 children had completed the primary course of two injections.
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Fig. 1—Notified cases of acute poliomyelitis in Belfast from 1913 to 1957.
The notifications for 1913 are from 16th September onwards. Since 1955 the
figures are based on laboratory confirmed cases and not simply on notifications.
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Since that time extensive vaccination has taken place and the 1957 epidemic may
be regarded as the last one uninfluenced by vaccination.

THE INCIDENCE oF PoLioMYELITIS IN BELFAST SINCE 1913.

Although outbreaks of acute poliomyelitis had occurred in Northern Ireland
before 1913 the disease did not become notifiable until the 16th September of
that year, and between then and the 31st December, 1913, 27 cases were notified
in Belfast. From 1914 until 1946 there was relatively little poliomyelitis reported
and seldom as many as half a dozen cases were notified from Belfast in any one
year; the greatest numbers occurred in 1935 and 1945 when there were 22 and
20 cases respectively (see Fig. 1).

In the summer of 1947 there was an epidemic of poliomyelitis in the British
Isles and many areas, including Northern Ireland, recorded the highest incidence
of the disease that had ever been experienced. In that year sixty cases were
notified in Belfast. Since then there has been a marked increase in the number
of cases reported (see Fig. 1). Despite great fluctuations in prevalence from year
to year the average overall incidence has risen sharply. Thus the average number
of cases per year from 1937 to 1946 was only six, but from 1947 to 1956 it was
thirty-seven. Some of this increase is probably more apparent than real because
of better notification, but it undoubtedly reflects the growing importance of
the disease.
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Fig. 2—The monthly incidence of acute poliomyelitis in Belfast, 1957.
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Tue 1957 EpipEMIC.

In Belfast during the first four months of 1957 there were seven scattered cases
of acute poliomyelitis, and there was nothing to suggest that an epidemic was
to follow. However, in May, twelve cases were reported and nine of these were
confined to adjacent streets in two areas. At this time an epidemic seemed likely,
not only because the distribution of cases suggested a high attack rate among
children, but also because the number of cases reported was high for the month
of May and appeared to be increasing. In June the number of cases rose sharply
and reached a peak in July, but by September the incidence declined and in
October only sporadic cases were occurring (see Fig. 2). At first the majority of
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Fig. 3—The age of poliomyelitis patients in Belfast, 1957. There were four patients
over 20 years of age, and all were paralysed.

cases were confined to certain parts of the city, but later the disease spread to
involve all areas, though the attack rate varied considerably in the different city
wards, from 5 to nearly 70 per 100,000.

Eighty-one per cent. of all patients were under the age of six years (see Fig. 3).
There were no cases recorded in infants under the age of six months and only
four in infants between seven and twelve months. The distribution of cases by
age was similar to that found in other years since the war, and followed the
pattern which was predicted from the results of a poliovirus antibody survey
made in 1955 (Dane, et al., 1956). The small number of cases in older children
and adults is readily explained by the fact that the majority of children in
Belfast experience inapparent natural poliovirus infections early in life and are
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subsequently immune. The absence of cases within the first six months of life
probably results from the high proportion of infants possessing passively acquired
maternal immunity.

Of the 162 cases in all age groups 114 (70 per cent.) were paralytic and 48 (30
per cent.) were non-paralytic (see Fig. 3). Two of the paralysed patients, who
were aged 4} years and 6 months, died. There was no significant difference
between the ratio of paralytic and non-paralytic cases in pre-school children
and school children, but out of a total of thirty-five children under the age of
two years there were only two who were not paralysed. We consider that the
difficulties involved in making a clinical diagnosis of non-paralytic poliomyelitis
in this age group must partly account for this high proportion of paralytic cases.
There were only seven patients over the age of sixteen and all were paralysed.
Among the forty-eight non-paralytic cases four (8 per cent.) had encephalitis
and the remainder had aseptic meningitis.

In nine families there was more than one reported case, but in only two of
these nine families was there more than one paralytic case.

LABORATORY AND EPIDEMIOLOGICAL INVESTIGATIONS.
The laboratory diagnosis of cases.

Specimens were received from 188 patients diagnosed provisionally as suffering
from acute poliomyelitis or aseptic meningitis. Every known case of paralytic
poliomyelitis and every case of aseptic meningitis admitted to hospital in Belfast
during 1957 is included in this series.

Tvpe 1 poliovirus infection was diagnosed in 159 of these 188 patients. In 156
instances the diagnosis was based on the isolation of type 1 poliovirus in monkey

TABLE 1.

TuE LasoraTory DiacNosis For 188 PaTiENTs wiTH A CLINIcAL DiagNosis
oF AcuTe PoLioMYELITIS OR ASEPTIC MENINGITIS.

LaBoraTorY REsuLTs LasoraTory DiagnNosis  No. oF Casks
Type 1 poliovirus isolated. ... Type 1 Poliomyelitis... 156
No virus isolated. Fourfold or greater ... Type 1 Poliomyelitis ... 3
rise in C.F. antibody to type 1 virus.
EcHo virus isolated. ... Ecno virus infection ... 4
No virus isolated. C.F.T. negative. ... Not Poliomyelitis ... 17
No virus isolated. No neutralizing ... Not Poliomyelitis ... 3

antibody to any poliovirus type in
convalescent serum.

Adequate specimens not available. ? 5

Torar - - - 188
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kidney tissue cultures from fzcal specimens (see Table 1) and in three instances
by the demonstration of a fourfold or greater rise in complement fixing (C.F.)
antibody to type 1 poliovirus. In twenty patients from whom no virus was
isolated it was possible to exclude the diagnosis of poliomyelitis by serological
tests. Only one of these patients was paralysed. There were four patients with
EcHo virus infections, two of whom had mild or transient paralysis. Lastly there
were five patients from whom inadequate specimens were available: three of
them were paralysed and almost certainly had type 1 poliovirus infections, and
they have therefore been included in the final total of 162 cases of acute
poliomyelitis.
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Fig. 4—Neutralizing antibody patterns to the three poliovirus types in convalescent
blood samples from 157 type 1 poliomyelitis patients.

Tbhe incidence of previous heterotypic infections in
cases of type 1 poliomyelitis.

Convalescent specimens of serum were available from 157 of the 159 laboratory
confirmed cases of type 1 poliomyelitis and these were tested for the presence of
neutralizing antibody to each of the three types of poliovirus. As might be
expected, all of the 157 patients possessed type 1 antibody as a result of their
recent infection, and the majority were found to have no type 2 or type 3
antibody indicating that they had not experienced previous inapparent infections
with these types of virus. Previous heterotypic experience was several times more
common with type 3 than with type 2 virus (see Fig. 4). At the time of the
epidemic it was not possible to make a survey of poliovirus antibodies among
normal children in Belfast, but from the results of a survey made in 1955 (Dane,
et al,, 1956) it seems likely that about one-half of the normal population of the
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same age as the poliomyelitis patients would have had type 2 antibody due to a
past inapparent infection with that virus, In contrast only 9 per cent. of the
poliomyelitis patients had type 2 antibody. This finding is in keeping with a
former observation that the incidence of previous type 2 infection was consider-
ably lower in patients with acute poliomyelitis caused by type 1 virus than in
the general population of comparable age (Dane and Briggs, 1956). One ex-
planation of this is that an immunizing infection with type 2 virus may render
children less liable to paralytic disease if they are subsequently infected with
type 1 virus. A

A follow-up survey of the functional capabilities of patients.

All patients were seen by one of us (S.N.D.) between six and twelve months
after discharge from hospital, and an attempt was made to gauge their functional
capabilities. As the majority of the patients were children a system of grading

TABLE 2.

THE GRADING OF FunctioNAL CAPABILITY.

Grade I ... Slight weakness. ... Ordinary school.
Grade II ... Moderate weakness., Appliance ... Ordinary school.
. needed for stability.
Grade III ... Severe weakness. Can move ... School for physically
' with appliance. handicapped.
Grade IV ... Immobile. ... Education outside normal

educational programme.

was devised which took into account the effect their disability might have on
their education (see Table 2), using the Handicapped Pupils Regulations
(N. Ireland), 1950, as a guide. It was felt that this type of grading would give
a more accurate picture of the impact of the disability on the child’s life than
one based purely on residual muscle weakness.

TABLE 3.
RECOVERY IN PArRALYSED PATIENTS.

No. oF Grape AT FoLLow-up
Patients  Complete — A ——
Recovery I IT Jii v
Initial I ... 19 .. 14 5 0 0 0
.Of m ... 18 .. 7 1 9 1 0
Patients: | v ... 27 .. 2 5 13 7 0
Torar ... 112 38 20 46 8 0

N.B. The two fatal cases are not included in the table.
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The grade at onset which was assessed from the clinical findings in hospital
during the acute stage of the illness was compared with the grade found six to
twelve months later (see Table 3). Of 112 paralysed patients 38 recovered
completely, 20 were left with slight weakness insufficient to need an appliance
for stability, 46 needed an appliance but could attend an ordinary school,
and only 8 were left with such severe disability that they had to attend a school
for the physically handicapped.

Of the forty-eight children classed on follow-up as Grade II it seems fairly
certain that after a time some will cast their calipers and move into Grade L

The prognosis in acute poliomyelitis is known to be more favourable in young
children than in adults and older children, and this may account for the fairly
high rate of recovery or near recovery found in the present series.

Provocation paralysis.

It has been established by many investigators that inoculation of combined
diphtheria-pertussis vaccine may provoke paralytic poliomyelitis. The provoking
effect of the inoculation lasts for a few weeks and if inoculated individuals
become infected with poliovirus during that period they are thought to be more
likely to suffer from a paralytic illness than if they had not been inoculated.
A correlation between the site of inoculation and the site of first paralysis has
been demonstrated.

Four of the 162 patients in the present series had a recent history of
prophylactic inoculation with combined diphtheria-pertussis vaccine. All were
paralysed and in three of the four the site of first paralysis was in the inoculated
limb (see Table 4). This comparatively small number of possible cases of

TABLE 4.

DeraiLs oF DipHTHERIA-PERTUSSIS IMMUNIZATION
IN Four PoLiomyELiTis PATIENTS.

SITE OF Srte oF ONSET TiMe INTERVAL
PATIENT INocuLATION oF ParaLYSIS IN Days
P.T. Arm Right leg 21
W. L. Left arm Left arm 11
G.D. Leg Both legs 3
T.L Right hip Right leg 12

“provocation paralysis” may reflect the general awareness among medical
practitioners of the dangers associated with inoculations against diphtheria and
pertussis during poliomyelitis epidemics. It should be added that there is no
evidence that immunization with poliomyelitis vaccine has a provocative effect.

Poliomyelitis and smallpox vaccination.
It has been suggested that successful vaccination against smallpox may give
some protection against paralytic poliomyelitis (Mclver, 1956). We were reminded
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of this suggestion during our investigations when paralytic poliomyelitis occurred
in one identical twin who had not been vaccinated against smallpox while the
other who had been vaccinated showed no clinical evidence of poliomyelitis.
If smallpox vaccination provides some protection against acute poliomyelitis
it is reasonable to assume that any effect would be most readily demonstrable
soon after vaccination. For this reason all poliomyelitis patients under the age
of three years were examined for evidence of successful vaccination. The
proportion of these patients who had been successfully vaccinated was compared
with that of the general population of the same age which was obtained from
local records (see Table 5). On the null hypothesis the number of patients

TABLE 5.

SMALLPOX VACCINATION IN PorLioMmYELITIS PATIENTS
AND AMONG THE GENERAL PopuLATION.

No. or PERCENTAGE OF Expecrep No.

AGE IN No. or VacciNatep  GENERAL PoPuraTiON  OF PATIENTS

YEars PaTiENTS PATIENTS 'V ACCINATED VACCINATED
{1 4 3 69%, 3
1 31 16 62%, 19
2 24 17 72%, 17

expected to have been vaccinated in each age group was calculated. No
significant difference was found between the incidence of smallpox vaccination
in paralysed patients and in the general population of the same age. We are
unable, therefore, to confirm the suggestion that smallpox vaccination may confer
protection against acute poliomyelitis.

SumMMARy.

In 1957 there was an epidemic of type 1 poliomyelitis in Belfast. The main
features of this epidemic are described, and a brief account is given of certain
epidemiological and laboratory investigations which were made.
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TREATMENT OF INFECTED FINGERS,
ILLUSTRATED BY A SHORT SERIES OF CASES

By C. J. H. LOGAN, M.B., B.Ch.
Late Senior House Officer, Septic Clinic, Royal Victoria Hospital, Belfast

THue number of spells of certified incapacity due to cellulitis and abscesses of
fingers was 6 per cent. of the total from all causes in 1953-4 (Ministry of
Pensions and National Insurance, 1953-4). Despite the fact that gross infections
requiring radical treatment are now rarely seen, this figure prompts constant
vigilance for advances in treatment. This paper reviews the treatment of infections
of the fingers and illustrates it by 186 consecutive cases seen in ten weeks.

BacrtEeriOLOGY.

The bacteriology of finger infections is important to trace the source of the
infection and to find the sensitivity of the organism to antibiotics. Swabs were
taken from 150 finger infections and from 100 infections on other parts of the
body in a different series of cases.

TABLE 1L
OrGaNIsMs 1SOLATED FROM 150 FinGer INFECTIONS.
. FinGer INFECTIONS GENERAL INFECTIONS
ORGANISM No. % No. %
Coagulase—Positive Staphylococci _
only - - - - 119 ... 793 .. 82 82
Coagulase—Positive Staphylococci
found with other organisms - 12 .. 8 3 3
Other organisms (including Coag.
Negative Staphylococci found
alone) - - - - 12 .. 8 4
Sterile - - - - 7 .. 47 ... 11 11
ToraL - - - 150 ... 100 .. 100 ... 100

It can be seen from Table I that coagulase positive staphylococci were found
in 87.3 per cent. (79.3+8) of finger infections and 85 per cent. of infections
from other parts of the body. Thus, the great majority of finger infections are
due to coagulase positive staphylococci and the proportion due to that organism
is similar to that found in infections in other parts of the body. The fingers are
probably infected from the same sources as other parts of the body.
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TABLE II.

SensiTIvITIES OF CoAGULASE PoSITIVE STAPHYLOCOCCI FROM
FiNGErR AND SkiIN INFECTIONS.

FINGER

SkIN

COMBINED

|

Sensitive

77 (58.8%)

53 (62.4%)

130 (60.2%)

Penicillin Resistant - 54 (41.2%) 32 (37.6%) 86 (39.8%)
ToraL - 131 85 216

Sensitive - 131 (99.2%) 84 (98.8%) 214 (99.1%)

Terramycin Resistant - —1 (0.8%) _i (1.2%) _E (0.9%)
ToraL - 132 85 216

Table II shows the sensitivities of staphylococci (coagulase positive) to penicillin
and terramywcin in both finger infections and infections on other parts of the body.

It is seen that 41.2 per cent. and 37.6 per cent. of the coagulase positive
staphylococci are resistant to penicillin in each case. Statistically there is no
difference between these and consequently when combined we find that 39.8
per cent. of the organisms are resistant to penicillin and 0.9 per cent. are resistant
to terramycin.

A figure of 39.8 per cent. of staphylococci resistant to penicillin is very much
higher than 17 per cent. found to be resistant by Anderson (1958), but Meleney
(1953) found 26 per cent. of staphylococci isolated from out-patients in 1953
to be resistant to penicillin and Williams (1956) found 23 per cent. resistant. Only
0.9 per cent. of the organisms in our series were found to be resistant to
terramycin. Meleney’s (1953) figure of 12 per cent. of coagulase positive
staphylococci resistant to terramycin (isolated from out-patients) is significantly
higher than this and indicates the need for restraint in the use of these drugs so
that the emergence of further tetracycline-resistant strains of staphylococci may
be avoided.

GENERAL CONSIDERATIONS OF TREATMENT.
1. Incision.

Many cases may not require incision, the infection being aborted in the early
stages by antibiotics. These cases are not usually seen in hospitals and in this
series 88 per cent. of cases required incisions. If incision is to be carried out two
important principles must be observed.

(2) Incision should only be carried out when one is sure pus is present—if
one cannot guarantee the presence of pus nothing is lost by one or two
days’ conservative treatment (i.e., antibiotics, analgesics, and splinting).

(b) Incision should not be more extensive than is absolutely necessary. and

trauma should be minimal.
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2. Anesthbesia.

This can be either general or local. Local anzsthetic used as a digital nerve
block can be employed when the infection is either on the middle or terminal
phalanx, but the risk of spreading the infection precludes its use when the
proximal phalanx is involved. Used in conjunction with a tourniquet (vide infra)
this provides a rapidly acting and effective an®sthesia and no complications have
been seen from the use of this form of an®sthesia. Ethyl chloride spray must
be strongly condemned because the ansthesia it provides is never complete,
nor is it sufficiently long acting.

3. Provision of bloodiess field.

This can be achieved by either tying a piece of rubber tubing around the
proximal phalanx or by inflating a sphigmomonometer cuff on the forearm. The
former method is by far the simpler and it is also very effective. The use of a
tourniquet is condemned by Gordon (1951), but the value of a bloodless field
in aiding thorough exploration and removal of slough far outweighs the
disadvantage of a few minutes’ ischemia produced by the use of a tourniquet.

4. Dressings.

These should be simple and only dry surgical gauze should be used. Antibiotic
powders form hard crusts which prevent drainage. Williams, et al. (1955), has
shown that the use of paraffin gauze prolongs the healing time by an average of
two days. Damp dressings should not be used, as pyogenic organisms thrive best
in a moist environment and frequent dressings should be avoided as this increases
the risk of cross infection. Harrison, et al. (1949), advocated dressing on the
third post-operative day and every seven days thereafter. I have found it best
to dress the wounds three days after incision, and then at intervals of four days
because in the more extensively infected cases considerable pus and serous
discharge accumulate. However, if the wound is dry and merely awaits
epithelialisation, dressing can be less frequent. The gauze dressing is covered with
“tubegauz” which provides a neat dressing, and also splints the finger.

5. Imtmobilisation.

In the early stage of finger infections immobilisation of the finger by plaster-
of-paris provides great relief of pain. The method advocated by Pilcher, et al.
(1948), has proved most successful—a plaster back slab is put over the hand and
wrist, with the fingers held slightly flexed by turning the end of the plaster over
the tips; the whole arm should be put in a sling with the hand elevated.

6. Antibiotics.

The use of antibiotics can be divided into two stages, i.e., pre- and post-
operatively. As Table II shows, penicillin will be useless in 41.2 per cent. of cases
in either stage. Webster (1947) and Gordon (1951) are in agreement that penicillin
is a help in cases where pus has not formed, some infections being aborted by
its use, and Harrison, et al. (1949), showed that patients receiving penicillin had
a shorter mean healing time. Williams (1956) found that the number of acute

24



paronychia healing within one week was increased by the use of penicillin.
Robins (1952) gives three uses for penicillin in hand infections: —

(i) It is employed to abort early infections.

(ii) Penicillin helps to localise the infective process and to limit its spread once
suppuration has occurred.

(iii) Penicillin has radically altered the prognosis in severe infections involving
bone, joint, and tendon sheaths.

Post-operatively Anderson (1958) found that “routine post-operative penicillin
does not hasten healing in septic lesions of the hand which require surgical treat-
ment, provided that a careful technique is based upon anatomically accurate
diagnosis.” It is impossible, in view of all the above findings, to lay down a
series of rigid rules for the use of penicillin, and experience reveals the lesions
most likely to benefit from its use. I favour the use of penicillin in the following
circumstances: —

(i) To abort early infections.

(ii) When suppuration has occurred, but there is considerable surrounding
cellulitis. '

(iii) Post-operatively in gross infections.
(iv) In special infections (vide infra) where there is risk of osteitis developing.

When used, crystalline penicillin 4 mega and procaine penicillin 600,000 units
are given initially, and procaine penicillin 600,000 units is given daily thereafter,
and never for less than three days.

The use of tetracyclines obviously has its place and possibly the number of
infections which could be aborted could be increased by their use, but the risk
of increasing the number of resistant strains of organisms prevents its use except
in the following circumstances: —

(a) In patients who would be given penicillin but who are sensitive to penicillin.
(b) In gross infections where the organism is shown to be resistant to penicillin.

(c) In cases where osteitis can be demonstrated, either at operation or radio-
logically. In this case the infection is sufficiently grave to permit the use
of a tetracycline immediately instead of waiting for the results of sensitivity
tests, especially as approximately 40 per cent. are penicillin resistant.

TABLE III.
GENERAL ANALYsIs OF 186 Cases oF FINGER INFECTIONS.
PATIENTS AVERAGE
No. oF ADMITTING ‘WEEKLY
Caskes MALE FemaLe Rrt. Hanp Lerr Hano  Trauma WaGE
18 ... 116 ... 70 ... 109 .. 77 .. 93 ... £618 0

(62.4%) (37.6%) (58.6%) (41.4%)  (50%)
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ZTIOLOGY.

Table III shows that 50 per cent. of cases admitted trauma and this agrees with
Bolton, et al. (1949), who found the same figure; however, trauma may be minor
in many cases and may not be remembered by the patient. The organism may
enter the skin through the sweat or sebaceous glands, but trauma must be
considered the most important single factor. This is borne out by the fact that
the average weekly wage of the patient was £6. 18s., placing them in the labour-
ing class, and that 62.4 per cent. of the patients were male. Again the right hand
was involved in 58.6 per cent. of cases (and the right long finger was most
frequently involved, 1e., in 19.4 per cent. of cases). Paronchia seem to be the
important exception to this in that 50.7 per cent. were female and only 32.8
per cent. admitted trauma; here some other factor or factors seem to be involved.

CLASSIFICATION.

Table IV shows the classification of sites of infections in the fingers. Not all
lesions fall neatly into each group, e.g., infections on the lateral surfaces, but this
classification is simple and easily understood. In this table the “duration of the
infection” is calculated from the time the patient first felt pain till he was

TABLE 1V.
CrassiFicaTioN oF FINGer INFEcTIONS, THEIR DuraTIiON, ETC.
AVERAGE AVERAGE AVERAGE
PosITION OF No. or No. or Duration No. or AVERAGE
INFECTION Cases Days BEFORE OF Days No. or
ATTENDING INFECTION ATTENDING ATTENDANCES
Paronychia - 67 ... 42 ... 133 .. 41 ... 41
(36.0%)
Dorsal (excluding
Paronychia) - 39 .. 38 .. 154 .. 121 .. 52
(21.0%
Pulp - - 34 ... 46 .. 182 ... 130 .. 52
(18.2%)
Subcuticular - 13 ... 23 .. 8.7 .. 58 ... 32
(7.0%)
Apical - - 13 ... 41 ... 174 .. 150 .. 57
(7.0%) '
Volar - - 13 ... 37 ... 119 .. 79 ... 41
(7.0%
Subungal - 7 ... 57 ... 139 .. 82 ... 37
(3.8%)
Tora - 186 ... 41 ... 144 .. 104 ... 45
(100%)
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discharged from the clinic. It is to be noted that the “healing time” is not given
as this only shows the efficiency of incision (being the time from incision till the
wound is healed). I feel that the “duration of infection” is the most important
time, as it indicates the length of time the patient is incapacitated, and this is the
time we must strive to shorten.

\ Discussion oN THE INDIVIDUAL INFECTIONS.
1. Apical.

This is an infection occurring at the tip of finger and sometimes extending
under the nail. This area lies very close to the bone and osteitis is therefore very
liable to occur. In this series of 13 cases, 3 (23.1 per cent.) developed osteitis.
These three cases attended the clinic for an average of 24.3 days; the cases not
developing osteitis attended an average of 11 days. Thus early incision (removail
of necrotic tissue and overlying nail) is indicated, and penicillin therapy till the
sensitivity of the organism is demonstrated, and then the appropriate drug is given
till the infection is overcome. ‘

A ) C D

(a) Through-and-through; (b) Hockey stick; (c) Alligator mouth; (d) Saucerisation.

2. Pulp. _

Much has been written on the subject of pulp infections. Ztiologically trauma
seems to be the most important single factor. Bolton, et al. (1947), and Robins
(1952) found that two-thirds of their cases admitted trauma and here 61.8 per cent.
had suffered an injury.

Some early cases may be aborted by antibiotics (as advocated by Gordon
(1951)), but the majority (97.1 per cent.) in this series, on coming to hospital,
required surgery. These patients had had pain for an average of 4.6 days. Incision
is carried out immediately the presence of pus is assured. The “alligator mouth”
incisions, whereby the whole pulp was opened from side to side, and “through-
and-through” incisions (see figure) are not now generally advocated. Some
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authors (Lowden (1951) and Robins (1952)) advocate the use of the “hockey
stick” incision opening one side of the pulp as shown in the diagram. I find it
best to “saucerise” the affected area. If a sinus is forming and pus can be seen
under the cuticle this area is opened by an eliptical incision, removing all cuticle
undermined by pus. The sinus to the deeper part is now explored and if necessary
enlarged, allowing pus to drain freely. Slough, if present, is removed. If pus
cannot be seen before operation the incision is made through the point of
maximum tenderness and the same procedure carried out. It is claimed that tender
scars are liable to result when this method is used on tactile surfaces. In the
majority of cases this has not been my experience.

The most common complication of pulp infections is osteitis, and this occurred
in 2 (5.9 per cent.) of the 34 cases. These cases attended for an average of 30.5
days, while the remainder attended for an average of 11.3 days. Osteitis may
be suspected when there is gross infection involving the whole pulp, or when
the incised abscess discharges for longer than four to six days. Radiological
evidence (rarefaction of the bone) appears earlier than is generally supposed and
can usually be appreciated within one week. In my experience osteitis results
in two types of case—(1) where the infection has been neglected and the pulp
is converted into a bag of pus; (2) where inadequate incision has been carried
out, often under ethyl chloride anzsthesia, and only the superficially placed pus
has escaped. This emphasises the necessity for providing adequate facilities for
drainage when incision is carried out.

It was thought formerly that osteitis was due to ischemia of the bone resulting
from increased pressure in the pulp space. Boulton (1949) thinks that the bone
is involved by direct spread from the pulp space. Provided the patient secks
medical aid sufficiently early osteitis need never occur. Once it is suspected the
patient should be immediately given a tetracycline antibiotic (vide supra) for
at least four days, advised to rest in bed, and the hand put in plaster-of-paris and
supported in a sling. If sequestration has occurred the sequestrum should be
removed. The bone infection can generally be controlled in a few days, but
usually there is considerable soft tissue damage, and it is this which causes the
prolonged healing time.

3. Volar abscesses of the middle and proximal phalanges.

These abscesses are not so common as the pulp abscesses, but are particularly
liable to occur over the joints. Byrne (1954) suggests a right-angled incision
across a digital crease and along the lateral aspect of the finger. Robins (1952)
uses an antrolateral incision when the skin is intact, and when there is skin
necrosis the abscess is incised through the devitalised skin. I have found the
former type of case the more common and a transverse incision is made, excising
a small ellipse of cuticle. The finger is then put in plaster-of-paris (in moderate
extension) and this holds the skin edges apart and allows drainage.

4. Paronychia.
This was the infection most frequently seen (36.0 per cent. of cases) and the
advanced state of the lesion frequently caused amazement. The position of the
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infection and the extent of the nail fold involved cause separate problems and
are best dealt with separately.

(a) An early paronychia without pus formation (redness and tenderness, usually
at one of the corners of the nail) can be best treated by dry dressing and
antibiotics. Unfortunately few of these are seen, but the majority heal
rapidly without surgery.

(b) When pus is present, but has not undermined the nail, only the cuticle need
be removed and the pus mopped out. These cases heal rapidly and do not
require antibiotic therapy.

(c) When pus is just undermining the lateral edge of the nail a wedge of
overlying nail is removed. Antibiotics are not required and healing is again
rapid. When pus undermines more than the lateral half of the nail it is
best to remove the nail in toto. The difficulty in these cases is in knowing
exactly how much nail to remove and no hard and fast rules can be made.

(d) When the proximal part of the nail is undermined by pus the proximal
half of the nail is removed, leaving the distal half of the nail in situ. This
is the most ditlicult type of paronychia to treat, as healing is inevitably
slow.

When incising paronychiz which have no obvious subungual involvement
it is important to stress that a probe should be gently introduced under the nail
to find if the infection has spread under the nail.

5. Dorsal infections of the proximal and middle phalanges.

These are usually boils or carbuncles arising in the hair follicles. They are
frequently extensive and considerable tissue damage leads to slow healing. The
best treatment is the administration of penicillin which aids the localisation of the
infection, and the hand is immobilised in plaster-of-paris and supported by a sling.
When the infection points the cuticle can be gently removed without anzsthetic
allowing the pus to drain. Unless the abscess fails to point surgery should be no
more extensive as healing may be very prolonged. Thus treatment in these cases
should be mainly conservative.

6. Subungual infections.

Sometimes splinters of wood, fish bones, etc., penetrate under the nail and
infection results, Treatment is simple and obvious—the overlying nail must be
removed. Antibiotics need not be used once surgery has been carried out, but
may be used if there is no obvious pus present.

7. Subcuticular infections.

These are frequently stated to be infected blisters, but this is not always the
case. Pilcher (1948) advocates the removal of the cuticle without ansthesia.
[ think it is better to use ansthesia as all the raised cuticle must be removed.
Also it is not always appreciated that these may be the superficial extensions
of more deeply placed “collar-stud” abscesses, and these require more extensive
surgery, and very careful cleansing is sometimes required to discover this.
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SuMMARY.

The bacteriology, @tiology, and treatment of infections of the fingers are
discussed. These are illustrated by a series of 186 cases of finger infections. The
organism in the great majority of cases is a coagulase positive staphylococcus
and these organisms are found in a comparable proportion of infections in all
parts of the body. Of the coagulase positive staphylococci 39.8 per cent. were
found to be penicillin resistant.

Infections of different parts of the fingers are discussed individually, and the
results of therapy are commented upon.

I wish to thank Professor H. W. Rodgers and Mr. R. H. Livingston for their help in the
preparation of the paper, Dr. Nelson and his department for the bacteriological studies, and
Mr. G. Smith for making the diagram.
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REPORT OF THE VIRUS REFERENCE LABORATORY*
QUEEN’S UNIVERSITY, BELFAST, 1959

By J. R. L. FORSYTH, M.B., D. S. DANE, M.B., and G. W. A. DICK, M.D.
with D. C. WILSON, F.LM.L.T., and J. J. McALISTER, F.LM.L.T.

Thwis is the third report of the Virus Reference Laboratory and covers the work
done in that laboratory during 1959. During the year specimens from 538
patients were examined in addition to a number of special investigations. The
Northern Ireland Hospitals Authority has created an S.H.M.O. post for this
laboratory and has established two technicians and one animal attendant.

PoLioMYELITIS.

Only 19 of the cases notified as poliomyelitis during 1959 were confirmed
clinically; of these 13 were paralysed and 6 were “non-paralytic.” In addition
there were 3 paralysed patients who were not notified. The viruses isolated from
fecal specimens from these patients are shown in Table 1.

TABLE 1.
SHOWING VIRUSES RECOVERED FrRoM PoriomyEeLITIS CASES.

No. FROM WHICH

SUITABLE Virus IsoLATED
SPECIMENS Poliovirus Echo/ No
No. FROM 1 2 3 Coxsackie Vimrus
) Paralysed - - 13 .. 10 .. 6 0 0 .. 2 .. 2
Notified Not paralysed - 6 .. 4 .. 00 1 .. 2 .. 1
Not Notified Paralysed - - 3 ... 2 2 00 0 .. 0

Type 1 virus was recovered from 8 of the 12 paralysed patients from whom
suitable specimens for virus isolation were obtained. No isolations of type 2
virus were made during 1959 and only one type 3 strain was isolated, and this
from a patient with no paralysis. This is in contrast to 1958 when 22 type 3
viruses were isolated—20 from paralysed and 2 from non-paralysed individuals.

The cases of poliomyelitis were widely scattered over Northern Ireland and
the majority of the isolations were made during September-November inclusive.

Vaccine surveillance.

As in previous years, efforts were made to follow up all diagnosed cases of
poliomyelitis and to obtain information on their vaccination status. Of the 16
paralysed individuals 8 were infected with type 1 poliovirus and 2 with a non-

*Assisted by a grant from the Northern Ireland Hospitals Authority.
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poliomyelitis enteric virus. In 6 of the paralysed patients the clinical diagnosis
could not be confirmed by virus isolation: from 4 of them suitable specimens
were not obtained and in the other 2, although sensitive techniques were em-
ployed, no virus was recovered. The vaccination status of these paralysed patients
is shown in Table 2.

TABLE 2.
VacCINATION STATUS OF ParaLysep PaTiENTs.
No. 1N VIRus No. wite 0-3 Doses oF VACCINE
Group Group IsoLATED 0 1 2 3
A ... 8 .. Type 1 polio. .. 6 ... 1 .. 0 1
B ... 6 .. None .. 3 o .. 3 0
C .. 2 .. Non-polio. enteric... 1 0 0 1

It may be seen that in the 8 individuals with paralytic poliomyelitis which
was confirmed by virus isolation 6 had received no vaccine. The individual in
this group who had received only 1 dose of vaccine showed symptoms three days
after the injection. The time interval is too short for a causal relationship to be
considered, or for antibody to have developed, and as far as vaccine effectiveness
is concerned this child would be considered as unvaccinated. In Group B (Table
2), 3 individuals had received no vaccine and 3 two injections. The severity of
the residual paralysis sixty or more days after onset in these two groups of
patients is shown in Table 3.

TABLE 3.
SEVERITY OF ParRaLYSIS AT Sixty 4+ Days aNnD VACCINATION STATUS.
Dosks oF No REspuaL ParRALYSIS WHICH WAS:
Group VacciNE  ParaLysis MiLp MODERATE ~ SEVERE DEatHs ToraL
A o ... O 0 4 1 1 6
Poliovirus 1 ... O 0 1 0 0 1
isolated 3 .01 0 0 0 0 1
B
Poliovirus 0 0 0 0 3 0 3
. 0 2 0 1 0 3
not isolated

The only individual (Table 3) who had received three doses of vaccine was
admitted to hospital as a case of “post measles radiculitis.” His weakness was
mild and transient and he made a complete recovery. Indeed there may be some
doubt as to whether the type 1 virus recovered from this child was responsible
for his symptoms. Although the numbers are small, it can be concluded that
during 1959 no child in Northern Ireland who had had three injections of vaccine
suffered any permanent disability from infection with poliovirus. On the other
hand, of the 9 paralysed individuals who had had no vaccine one died and the
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others had moderate or severe residual paralysis when followed up sixty or more
days after the onset of the illness. Of the 3 individuals who had had two
injections, the only severely paralysed person was a pregnant woman. Pregnant
women are known to have an increased susceptibility to poliomyelitis,

Non-ParaLyric PoLioMYELITIS AND AsEPTIC MENINGITIS.

As explained in the annual report for 1958 (Report, 1959), “non-paralytic
poliomyelitis” is not a satisfactory diagnostic term, for symptoms of “non-paralytic
poliomyelitis” may be caused by polioviruses, Echo and Coxsackie viruses, mumps
virus, etc. A more satisfactory clinical diagnostic term is Aseptic Meningitis (q.v.).

During 1959 six cases of non-paralytic poliomyelitis were notified (Table 1),
from only one of whom was poliovirus (type 3 isolated). Two strains of type 1
virus were isolated from cases of aseptic meningitis. The vaccination status of
the three individuals without paralysis from whom poliovirus was isolated was as
follows: —

No. FrRom wHOM VIRUS No. witH 0-3 Doses oF VaccINE
IsoLATED 0 1 2 3
3 2 0 0 1

Aseptic meningitis.
The total number of cases investigated and the viruses isolated are shown in
Table 4.

TABLE 4.

Virus IsoLaTioNs FROM PATIENTs wiTH ASEPTIC MENINGITIS
(excLupING NonN-ParavLyric PoLiomMYELITIS).

NuMBER NuMBER FROM WHICH NUMBER FROM WHICH VIRUs IsOLATED
OF SurTABLE Poliovirus Coxsackie UNTYPED
Chasks SPECIMENS 1 2 3 Echo Viruses ENTERIC
66 61 . 2 0 1 1 11 . 12

Excluding the 3 patients who had aseptic meningitis due to polioviruses, of
the 58 patients with aseptic meningitis from whom suitable specimens were
obtained for virus isolation, non-polio. enteric viruses were recovered from 24
(41 per cent.). There was no evidence that there was any particular outbreak
of infection with any of these non-polioviruses and, as with the polioviruses, the
majority of the isolations were made during the autumn months. As noted in
Table 1, viruses of the Echo/Coxsackie group were isolated from 2 patients who
were notified as paralytic poliomyelitis. The paralysis in one of these patients
was mild and transient and in the other it was of moderate to mild severity when
followed up at sixty days. (The latter patient had had no polio vaccination and
the former patient three doses of vaccine.)
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. MENINGO-ENCEPHALITIS.
Mumps virus.

Five cases of meningo-encephalitis due to mumps virus were diagnosed
serologically during 1959. This is in contrast to the epidemic of mumps meningo-
encephalitis which occurred in 1958 when there were forty such cases (Murray,
Field, and McLeod (in press)).

Otbher wviruses.

In addition to the patients with mumps meningo-encephalitis, 30 cases of
meningo-encephalitis or encephalitis were reported to the laboratory. In 2 of
these there was serological evidence of infection with a virus of the Russian-
spring-summer/Louping-ill group of viruses, and from one of them an unidentified
enteric virus was isolated. As in previous years, there has been no evidence of
infection with the virus of lymphocytic choriomeningitis in Northern Ireland.

There still remains a number of patients diagnosed as having encephalitis in
which the cause has not yet been established. In some of these the illness began
abruptly with fits, and it is hoped that further work will establish the cause
and epidemiology of these infections.

Miscellaneous Coxsackie virus infections.

Coxsackie group B virus was isolated from two patients with clinical syndromes
associated with infection with this virus. One of these patients was a child with
Bornholm disease and the other a patient with myocarditis,

REsPIRATORY VIRUSES.
Influenza.

In the first half of the year serological evidence of recent infection with
influenza A virus was found in 31 patients and 6 had infection with influenza B
virus. One strain of influenza A virus was isolated. In the autumn months three
strains of influenza A virus were isolated from patients in Belfast and it was
shown that these viruses were similar to the Asian (A,) virus. These isolates in
September were the first to be made in the United Kingdom during the autumn
of 1959. No further isolates were made in Northern Ireland.

In view of the Northern Ireland experience with influenza during 1957 and
1958 it was predicted that a severe epidemic of influenza was unlikely during
the winter of 1959-60 and it was advised that no extensive vaccination campaign
against influenza was necessary.

Adenovirus infections.

One hundred and ninety-two paired sera and 139 single sera were examined
by complement fixation tests for evidence of infection with adenoviruses. Of
these sera 52 were found to have titres of 1: 8 or over, suggesting past infection
with an adenovirus. Only one patient showed a rising titre indicative of recent
infection. As in previous years, there has been little evidence that adenoviruses
are responsible for many cases of respiratory illness in Northern Ireland.

Psittacosis.
No cases of infection with the psittacosis group of viruses have been detected.
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SPECIAL INVESTIGATIONS.
Poliomyelitis vaccines.

The effectiveness of the inactivated poliovirus vaccines in current use depends
on their antigenicity. This is unfortunately subject to some variation and reports
from North America indicated that at one time the antigenic potency of the
important type 1 component in some batches of vaccine fell well below the
useful level.

In order to check on the potency of batches used during 1959 in Northern
Ireland samples of poliomyelitis vaccine were obtained from different manufac-
turers in Britain, North America, and France. The majority of the North
American and British products tested were samples of batches which had been
used in Northern Ireland. Vaccines were tested by an extinction limit titration
of antigenicity in guinea-pigs (the Gard test).

The results are expressed as the highest dilution of vaccine which will still
elicit an immune response in half the guinea-pigs inoculated (see Table 5).
Unactivated Mahoney type 1 poliovirus, titre 105'TCD;, per ml. was used as
a control antigen for comparison.

TABLE 5.

THeE TypE 1 ANTIGENIC PoTENcY oF PoLio VaccINEs.
CouUNTRY LaBoraTory CopE LETTER HiGHEST ANTIGENIC
oF OriGIN ofF VaccINE Barcu DiLuTioNn

Britain A 1:16
2 B 1 . 50
v E 1:16
North America C 1:3
1] F 1 N 6
» H 1:25
I J 1:50
France M 1:160
Type 1 Mahoney Control 1:40

Considerable variation in potency was found between the different batches
tested. None of the vaccines can be considered as below the useful level, but an
improvement in the general level of type 1 antigenicity is desirable. The most
potent of the vaccines tested were produced using the monolayer tissue culture
technique as opposed to the chopped tissue technique. More manufacturers are
now using monolayer cultures, and in addition the type 1 component of British
vaccines is being increased, therefore it is likely that the vaccines available in
1960 will be of a higher standard than those available in 1959. Indeed, a
progressive increase in vaccine potency can be expected during the next few years.
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Enteric wvirus survey.

Because of the very low incidence of poliomyelitis in Northern Ireland during
1959 a survey was made of the enteric viruses being excreted by children
during the autumn. From the results of this survey it was hoped that the virtual
absence of clinical poliomyelitis during the usual “polio season” might be
correlated either with a low incidence of poliovirus circulating in the community
or with the presence of polioviruses of reduced neurotropism.

There are considerable administrative difficulties in obtaining large numbers
of fzcal specimens from a sample of normal children and therefore it was decided
to test specimens from all children admitted to the Royal Belfast Hospital for
Sick Children (R.B.H.S.C.) and in two wards in the City Hospital. In addition,
Dr. V. D. Allison sent samples of all fecal specimens from children which the
Central Laboratory had received for bacteriological investigation. Specimens were
collected as- soon as possible after the children had been admitted to hospital.
During the last week in August and during September specimens from approxi-
mately 250 children were tested in monkey kidney tissue culture for cytopathic
viruses. Fifty viruses were isolated but only one of these was a poliovirus (type 1).
This was from a child who was transferred to the Northern Ireland Fever
Hospital as a frank case of acute poliomyelitis shortly after admission to the
R.B.H.S.C. Identification of the remaining 49 viruses is incomplete but the
majority will be classifiable as Coxsackie or Echo viruses.

From this survey we conclude that the low incidence of poliomyelitis during
the summer and autumn of 1959 in Northern Ireland was probably associated
with very limited dissemination of polioviruses at that time, rather than with the
circulation of comparatively avirulent poliovirus strains. Nineteen hundred and
fifty-nine was the first year when a significant proportion of the susceptible
children in Northern Ireland had received poliomyelitis vaccine. It would be
most unwise to conclude on the basis of one year’s experience that vaccination
was interfering with the customary spread of polioviruses in the community
during the summer and autumn, but we have no evidence that this was not the
case.

Viruses and disinfectants.

During the year a number of common bacterial disinfectants were tested
for their ability to inactivate type 1 poliovirus and influenza A virus. These two
viruses were chosen as representative members of the enterovirus and the
myxovirus group respectively. There are no standard quantitative methods for
estimating the action of disinfectants on viruses and therefore the technique
described below was devised.

Disinfectants were tested at the dilutions recommended for anti-bacterial action.
They were allowed to act at room temperature on a high titre suspension of
partially purified virus for certain specified times. At the end of a time period
a rapid 1:1,000 dilution of the virus-disinfectant mixture was made and the
residual virus titrated. By this method a time-inactivation curve was plotted and
the time taken for 99.9 per cent. of virus to be inactivated was calculated. The
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difficulties involved in detecting complete inactivation of virus are very great.
For this reason it was considered that the time taken to reduce infecticity
1,000-fold, which is much more readily estimated than complete inactivation,
would serve as a convenient comparative measurement and also as an indication
of possible effectiveness in the field.

Poliovirus suspended in water was inactivated very rapidly by the two chlorine
disinfectants tested. However, the time taken for 99.9 per cent. inactivation was
lengthened to several hours if organic matter in the form of 1 per cent. serum
was added to the virus-disinfectant mixture. The coal-tar and chloroxylenol
disinfectants tested had no action on poliovirus suspended in water, even over
a period of twenty-four hours. Seventy per cent. alcohol was found to be rapidly
effective, inactivating 99.9 per cent. of virus within a few minutes, but 50 per cent.
and 10 per cent. alcohol had little or no action.

Though the chloroxylenol disinfectants had no action on poliovirus they were
found to be highly effective against influenza virus. Inactivation of influenza
virus occurred within a few seconds or a few minutes, depending on the
concentration of disinfectant used.

We wish to acknowledge the continued help given by Dr. F. F. Kane and his colleagues
of the Northern Ireland Fever Hospital, and the assistance given by members of the College
of General Practitioners in the influenza-spotting scheme which is run in co-operation with
W.H.O. influenza centre. We are grateful to Professor F. M. B. Allen and the Matron,
Royal Belfast Hospital for Sick Children, for their help with the enteric virus survey.

REFERENCES.

Murray, H. G. S, Fierp, C. M. B.,, and McLkop, W. J. Brit. med. J. (in press).
Report (1959). Report of the Virus Reference Laboratory, Queen’s University, Belfast, 1958,
Ulster med. |., 28, 61.

37



AN ASSESSMENT OF THE VALUE OF THE INITIAL GLUCOSE
TOLERANCE TEST IN SELECTION OF PATIENTS FOR
CHLORPROPAMIDE TREATMENT
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and ALAN P. GRANT, M.D., F.R.C.P.I., M.R.C.P.
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Lirrie information as yet is obtainable on the reliability of the pre-treatment
glucose tolerance test as an indication of subsequent control of diabetes on
chlorpropamide. Agreement on other indications of likely success (age of onset
of diabetes over 40 years, absence of previous ketosis, relative stability, etc.) has
been reached in numerous papers (Murray, et al. (1958), Hills and Abelove
(1959), Lowenthal, et al. (1959), Ruiz-Guia (1959), De Salcedo and Borges (1959),
Reyes, et al. (1959), Duncan, et al. (1959), Hamwi, et al. (1959), and others).
It must be admitted, however, that even in diabetes arising before the age of 40
and not apparently brittle there may be a good response to chlorpropamide.
Yuen (1959) claims good results in youn