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Doctors by thelr very trammg”i ‘
~ are particular people . . cin
the realm of clothes, whether-

it b»e_the_, doctor or patient, o

cleanliness and freshness are -

essential to one’s well-being

To make certain that every stain
and every crease is removed and .
much of the ongmal charm of -
'your clothes. restored, ‘send them_f" i
for Elegant Dry Cleamng to

The Cleaners of u:;te,_

and note the distinctive d:ffercnco

vDUNMURRY BELFAST
~Tglephone 1 Dunmurry  2344 (Jlmas) ‘ -

>

LAUNDRY& DYFWQRKS f ,

e Tbthll 'Marka‘v




The combined attack

+ CRYSTAMYCIN’

‘T'rade matk

eves the swiftest most decisive results

o
0
-2

Combined, the two antibiotics annihilate organisms unresponsive
to cither penicillin ot streptomycein used alone. Combined, they
markedly reduce the risk of bacterial resistance development.

* In single duse vials of } gm. sodinm penicilliz plus
0.25 gm. streptomycin base and 0.25 gm. dibydrostreptomyein base.

GLAXO LABORATORIES LTD., GREENVFORD, MIDDLESEX BYRON 3434



See the NEW

JAGUARS

: The Type ‘M’ 3t Litre
Mark VII Saloon

~ AND THE
BRILLIANT NEW
Two-point-four

LITRE

" These cars can be inspected now
in our Showroom

EARLY DELIVERY CAN BE HAD OF THE MARK Vil MODEL

SOLE DISTRIBUTORS FOR. N. IRELAND

V‘ 1: C I or)

‘l UPPER QUEEN STREET, BELFAST
Telephone 21677 (2 lines)




“AVLOPROGIL’

"CRESTALLINE PENICILLI ‘SALT)
AQUEOUS SUSPENSION
‘AVLOPROCIL’ A.S. affords a éon-
venient and effective means of 6bta.ining
prolbnged thempéﬁtié levels of penicillin.
Each c.c. contains 300,000 l‘;ﬂits of pro-
caine pemcxllm G in aqueous suspension "
~and requires no dilution or preparation before

- wse. A single daily injection of 1 c.c. of
« Avloprocil’ A.S. is usually sufficient
for effective penicillin therapy.

® Easy to inject.
e Onlynquireswmcm-

e Ady .gmngc and aeedle are not essential.

d Stdhdrmw?!

BEA&Y 70 USE...

Tssued in wmulti-dose, ulxmtrcatdﬂh of 5 and 10 ¢.c.

‘al ‘IMPERIAL CHEMICAL (PHARMACEUTIGCALS) LIMITED
~ FULSNAW NALL, WILNSLOW, MANGCNESTER
N AMWQ{IWICWIMM:IJA"M Phsoa

.:z :‘s



Tomorrow’s design today

The entirely new long, low and wide Zephyr
sets the fashion for tomorrow’s fine cars.
Radiator and tail styling add distinctive
Zephyr elegance. The spacious interior has
more comfort for six people. Wide, soft seats
and the new instrument panel are brilliantly
designed. Powerful brakes increase road safety.
The new 2553 c.c. 6 cylinder ‘oversquare’
engine has a polished performance—smooth,
and thrifty over fuel and engine wear.

— — — — — ——— — Sa— — —— — — — t— — — S—

in our showrooms now

and our Ford Service too
R. E.

HAMILTON

& CO. LTD.

The Showrooms

32 LINENHALL STREET, BELFAST
Telephone 29855 (5 lines)




CONGESTIVE

Cheyne-Stokes

Respiration

Cardiac failure

Bronchospasm

Oedema

A CLEAR CASE FOR CARDOPHYLIN.
Best known and most widely used of
the purine derivatives, Cardophylin
Theophylline-ethylene-diamine is the
one drug which combines four
methods of treating heart failure.
It is a respiratory stimulant; it
controls bronchospasm; it increases

S

A clear case for

coronary flow; and it is a diuretic.
1T IS PRESENTED in tablets, supposi-
tories, and ampoules for intravenous
and intramuscular administration.
FULLY-DESCRIPTIVE LITERATURE
is available and a Technical Infor-
mation Service is always at your
disposal.

Trade Mark

Manufactured by WHIFFEN & SONS LTD. and distributed by

BENGER LABORATORIES LIMITED * HOLMES CHAPEL ' CHESHIRE




ULSTER BANK LIMITED

ESTABLISHED 1836

Affiliated to Westminster Bank Limited

Capital Authorised and Subscribed £3,000,000
Capital Paid Up - £1,000,000

] £2,500,000
Reserve Fund - £1,500,000

COMPLETE BANKING SERVICE

With Special Departments for the Transaction of
Executor and Trustee, Foreign Exchange, and
Income Tax Business

TELEX FACILITIES AYAILABLE AT HEAD OFFICE

By means of 109 Branches and 76 Sub-Offices

throughout Ireland, and through Agents and

Correspondents in all parts of the world, the

Bank offers a comprehensive service transacting
every type of Banking business

HEAD OFFICE

WARING STREET, BELFAST




ACGUTE OTITIS MEDIA

THIS CHILD is suffering from
acute otitis media. The parents
are anxious. Inflammation and pain
must be relieved and infection
controlled.

A CLEAR CASE FOR AURALGICIN.

Auralgicin—widely known, trusted
and prescribed —alleviates pain,
reduces the incidence of compli-
cations, promotes drainage and

encourages resolution. It is quickly
and easily administered. Instruc-
tion leaflets for the guidance of
patients can be supplied to pre-
scribers.

FULLY DESCRIPTIVE literature

is available and a Technical
information service is always
at your disposal.

A clear case for AU RM.G'G'N

BENGER LABORATORIES LIMITED :© HOLMES CHAPEL - CHESHIRE

A

BENGER

FPRODUCI




Lem]ing Contractors to Northern Ireland Ha.rpita[: Authorities

Public Institutions and Government Deparlment:

T
Sole Distributors Q’

Northern Ireland: 5

Sole Agents
Northern Ireland:

HANOVIA LIMITED % «,f GENERAL RADIOLOGICAL

Ultra Violet Ray Lamps for ?\T'—c— LIMITED
Medical, Scientific and s E X-Ray Apparatus

Industrial Applications Electro-Medical Equipment

“Elmqvist” and

Therapeutic Infra Red Lamps “Mingograph”  Electrocardiographs

Water Sterilizati Elema and Schonander
ater Stertlization Angio-Cardiographic Equipment
Bactericidal Units Blood-Pressure Recorders
Telephone 29522 (5 lines) Telegrams Estoral, Belfast

FRED STOREY LTD.

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

44 HILL STREET -  BELFAST

Drugs Chemicals Films Accessories
Serums Vaccines Hospital Furniture
Drcssings Sundries ' Surgical Instruments
Pharmaceutical Spcciélities Scientific Equipment

“LAWSON TAIT” Equipment: “MULTITONE” Hearing Aids
SIEMENS ERLANGEN KIFA, SWEDEN




Intramuscular Iron

and the

Anaemias of Infancy

The value of Imferon in Nutritional Anaemia of Infancy and in the

prophylaxis and treatment of Anaemia of Prematurity has recently been

convincingly demonstrated. ‘
* “There was obvious rapid clinical improvement in all cases as shown

by the return of appetite, change of disposition, improvement in colour,

and gain in weight.”

* “The daily rise in haemogtobin during the first two weeks after treat-
ment was almost 1.5%.”—Brit. Med. J., 1955, 2 700.

Imferon is the most practical and effective means of administering
iron to infants who do not make progress on oral preparations. The
increase in haemoglobin concentration is about 209, in two weeks—
more than can be achieved with any form of oral therapy.

THE INDICATIONS FOR IMFERON IN INFANCY ARE :

| Nutritional anaemia in infants who do not make progress on oral iron.

2 Nutritional anaemia in infants whose home conditions are poor and
who would otherwise have to be admitted to hospital.

3 The prophylaxis and treatment of anaemia of prematurity.

4 As an alternative in some cases to blood transfusion.

FURTHER INFORMATION IS AVAILABLE ON REQUEST
Imferon is issued in ampoules of 2ml. (100 mg. Fe) in boxes of 10 and 100.

Imferon..

IRON-DEXTRAN COMPLEX

————A PRODUCT OF | BENGER ] 1L.ABORATORIES ————v

BENGER LABORATORIES LIMITED . HOLMES CHAPEL . CHESHIRE




RECENT PUBLICATIONS

THE PRINCIPLES AND PRACTICE OF MEDICINE : A Textbook for Students and Doctors

Third Edition. Edited by SIR STANLEY DAVIDSON, M.D., P.R.C.P.Ed. 1,080 pages.
109 illustrations. 35s.

DISEASE IN INFANCY AND CHILDHOOD

Second Edition. By RICHARD W. B. ELLIS, O.B.E., M.A., M.D., F.R.C.P. 718 pages.
333 illustrations. 50s.

DISEASES OF THE NOSE, THROAT AND EAR: A Handbook for Students and Practitioners
Sixth Edition. By I. SIMSON HALL, F.R.C.P., F.R.C.S.E. 476 pages. 112 illus. 20s.

HISTOLOGICAL APPEARANCES OF TUMOURS .
By R. WINSTON EVANS, T.D., B.Sc., M.R.C.S., L.R.C.P. 789 pages. 989 illus. 90s.

QUANTITATIVE PROBLEMS IN BIOCHEMISTRY
By EDWIN A. DAWES, B.Sc., Ph.D., F.R.I.C. 238 pages. 44 illustrations. 21s.

THIOPENTONE AND OTHER THIOBARBITURATES
By JOHN W. DUNDEE, M.D., F.F.A.R.C.S., D.A. 320 pages. 65 illustrations. 22s. 6d.

BODY FLUIDS IN SURGERY
By A. W. WILKINSON, Ch.M., F.R.C.S.E. 222 pages. 7 illustrations. 16s.

PULMONARY CIRCULATION AND RESPIRATORY FUNCTION

A Symposium held at Queen’s College, Dundee, University of St. Andrews, September,
1955. 56 pages. 14 illustrations. 12s. 6d.

NURSING CARE OF THE NEWLY BORN INFANT
By W. S. CRAIG, B.Sc., M.D., F.R.C.P.E., F.R.S.E. 480 pages. 272 illustrations. 35s.

OUTLINE OF ORTHOPZDICS
By J. CRAWFORD ADAMS, M.D., F.R.C.S. 432 pages. 347 illustrations. 32s. 6d.

CARDIOVASCULAR INNERVATION
By G. A. G. MITCHELL, O.B.E., T.D., M.B., Ch.M., D.Sc. 368 pages. 216 illus. 55s.

PERIPHERAL VASCULAR DISORDERS

Edited by PETER MARTIN, V.R.D., M.Chir., F.R.C.S.Ed., R. B. LYNN, F.R.C.S.,
J. HENRY DIBLE, M.B., F.R.C.P.,, and IAN AIRD, Ch.M., F.R.C.S. 856 pages.
568 illustrations. £5. 10s.

THE PATHOLOGY AND SURGERY OF THE VEINS OF THE LOWER LIMB

By HAROLD DODD, Ch.M., F.R.C.S., and F. B. COCKETT, B.Sc., M.S., F.R.C.S.
470 pages. 511 illustrations. 65s.

FRACTURES OF THE FACIAL SKELETON

By N. L. ROWE, F.D.S.R.C.S.(Eng.), L.R.C.P.(Lond.), H.D.D.R
H. C. KILLEY, F.D.S.R.CSS.(Eng.), L.R.C.P.(Lond.), H.D.D.R.C.S

.S.(Edin.), and
n
1,236 illustrations. )

.C
.(Edin.). 960 pages.
£6.

FRACTURES AND JOINT INJURIES

Fourth Edition Reprint. By SIR REGINALD WATSON-JONES. In two volumes, not
sold separately. 1,130 pages. 1,613 illustrations. £6. 10s.

E. & S. LIVINGSTONE, LTD.
TEVIOT PLACE . EDINBURGH




MEDICAL SUPPLIES
OF——ALL— KINDS

Consistent with availability of

goods to-day, we guarantee

PROMPT SERVICE AND SATISFACTION

C. MORRISON LTD.

PLEASE 18 BEDFORD STREET

NOTE ADDRESS B E L F A S T
TELEPHONE BELFAST 26969

For all

DENTAL
EQUIPMENT
and SUPPLIES

DISTRIBUTORS

IN NORTHERN IRELAND
FOR THE LEADING
DENTAL MANUFACTURERS

DUNCAN STEWART (N.I.) LTD.

17 WELLINGTON STREET, BELFAST PHONE : 21186




cieatnn

to counter
the

All the available

e of
the development of
bacterial resistance
points to the need for
a safe and effective
means of securing
control of local
infections without the
employment of those
antibiotics which are
of greater value for
systemic use.

a new advance in wound therapy:

CICATRIN POWDER has advantages
over existing modes of wound therapy
for the following reasons :—

% is bactericidal and bacteriostatic.

% minimises the risk of the develop-
ment of resistant strains.

% is effective against most of the path-
ogens including those resistant to
penicillin and streptomycin.

% Healing is stimulated by selected
amino acids

% is not cyto-toxic.

* is active in the presence of blood and
tissue exudates.

% is non-allergenic.

FORMULA: Each gramme contains:

Neomycin Sulphate 5 mg.
Zinc Bacitracin 250 units.

1-Cystine 2 mg.
-Threonine 1 mg.

Glycine 10 mg
PACK: 15 gramme polythene sprinkler.
PRICE: 6/- (plus P.T.)

amino acid and
antibiotic powder

LONDON:

Telephone: c A '. M Ic I. I M I T E D 2 Mansfield Street, W.1

Crewe 3251-5

Tel: LANgham 838-9
CNI

AUSTRALIA: 458-468 Wattle Street, Ultimo, Sydney, N.S.W. CANADA: Terminal Buildings, York St., Toronto.



Brigh'ter the Baby

~ whose daily diet includes Bavita, the ideal
food for Babies. Bavita is the complete

cereal food that contains )
milk. s

“1.

It is so easily prepared —
just by adding hot water;
so easy to digest, too, and
Babies love it.

BABY FOOD

Produot of WHITE, TOMKINS & COURACE, LTD., Clarendon Miils, Belfast




Elastoplast Bandaging Technique
in the treatment of
Fractures

In certain types of fracture it may be impossible or unnecessary
to obtain fixation by plaster of Paris splinting, Such fractures
can often receive adequate support and immobilisation by the
application of Elgstoplast.

~ FRACTURED RIBS

Pain produced by respiratory
movement may be relieved by
applying long strips of Elastoplast
well over and beyond the site of
the fracture. Moderate tension
should be used and the application
carried out with the chest held

in the position of expiration.

, Other similar uses

FRACTURED CLAVICLE prevention of overriding of fragments resulting

fmm waght of limb and muscle action,
FRACTURED PATELLA pending operation, the fragments are prevented
FRACTURED MANDIBLE for external support after reduction of
Elastoplast clastic adhenive bandages (Porous) 8.P.C. are prescribable

on Form B.c.10.
Outside the British Commonwealth Elastoplast is known as Tensoplast

FULL DETAILS FROM SMITH & NEPHEW LTD - WELWYN GARDEN CITY - HERTS

&




Bailli¢re,
Tindail and Cox

A Therapeutic Index

by C. M. Miller, MD., M.R.C.P., Con-
sultant Physician; and B. K. Ellenbogen,
M.D., M.R.C.P.

Invaluable to the houseman or general
practitioner, this book sets out alpha-
betically the conditions most frequently
encountered in general practice and
gives the salient points of treatment.
“Saves many a laborious search for
information.”—The Lancet.

160 pages. Price 12s. 6d. Postage 1s.

A Handbook of
Medical Hypnosis

by Gordon Ambrose, LM.S.S.A.; and
George Newbold, M.B., B.S., MR.CS.,
D.R.C.0.G., D.CH.

Shows how. hynotherapy can be used
in general practice and gives many
examples of its value in treating con-
ditions of a kind frequently encountered
in any surgery.

270 pages. Price 2ls. Postage 1s. 2d.
extra.

7-8 HENRIETTA STREET, LONDON, W.C.2

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 50 years

60 WELLINGTON PLACE - BELFAST

TELEPHONE No. 22123

GEORGE PRESCOTT_____
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.

The only address




We've got the car
that's got the lot —
the NEW AUSTIN A.105

Come and see the great new Austin that’s just arrived in
our showrooms. The car with a 6-cylinder 2.6 litre high
compression engine, twin carburettors, automatic overdrive.
With duotone colours, polished wheel discs, whitewall tyres.
With new powerful brakes, twin wing mirrors, fog lamps,
windscreen washers. With everything, in fact. And all
these luxurious extras are its normal equipment.

€739 erUs
£370.17s. PUR. TAX

Call here for a complete demonsiration
and a free trial run

THE AUSTIN DISTRIBUTORS:

7" SERGCUSON ,
ot

Donegall Square Belfast
Telephone 25444 (eleven lines)



Smith & Nephew

introduce

MARK

- Gypsona
CEXTRA

a polymer-reinforced

plaster of paris bandage

incorporating a catalyst

an {ScN

product

This new development in plaster of paris bandages
has these advantages.

Y Casts are of exceptional durability and strength and
are resistant to water and exudates.

Y Casts are lighter and more comfortable.

Y Casts are thinner, permit better X-ray photographs.

Y% Dual economy — up to 409 fewer bandages needed
when correctly applied and casts last longer.
(Gypsona standard bandages remain available for
those cases where the qualities of GYPSONA EXTRA
are not required.)

Write for details from:
SMITH & NEPHEW LTD « WELWYN GARDEN CITY ¢ HERTS



H. K. LEWIS & Co. Ltd.

Recently published. 80th thousand. 10th Edition. With 1411 illustrations (271 coloure(l).3
93” x 6§”. 4s. net.

A SHORT PRACTICE OF SURGERY
By HAMILTON BAILEY, F.R.C.S.(Eng.), F.R.S.E., Emeritus Surgeon, Royal Northern Hospital,

London, and R. J. McNEILIL LOVE, M.S.(Lond.), F.R.C.S.(Eng.), Surgeon, Royal Northern
Hospital ; with chapters by JOHN CHARNLEY, F.R.C.S.(Eng.), Orthopzedic Surgeon, Manchester

Royal Infirmary, etc., WILLIAM P. CLELAND, M.R.C.P.(Lond.),

F.R.C.S.(Eng.), Surgeon,

Brompton Chest Hospital, etc., and GEOFFREY KNIGHT, F.R.C.S.(Eng.), Senior Surgeon,
West End Hospital for Neurology and N’euro-surgery.

PRACTICAL UROLOGY: Case Comment and

Late Results
By ALEX. E. ROCHE, M.A.,, M.D.,, M.Ch.
(Camb.), F.R.C.S.(Eng.). With 132 illustra-

tions. 8;" x 54”. £1. 15s. net; postage 1s. 6d.

THE CLINICAL EXAMINATION OF THE

NERVOUS SYSTEM
By G. H. MONRAD-KROHN, M.D.(Oslo),
F.R.C.P.(Lond.), M.R.C.S.(Eng.). 10th Edition.
With 165 illustrations. 83" x 54”.
£1. 16s. net; postage lIs. 6d.

MENTAL HEALTH AND HUMAN
RELATIONS IN INDUSTRY
Edited by T. M. LING, M.D., M.R.C.P., with
the assistance of eight other contributors
and with a Foreword by LORD HORDER,
G.C.V.0,, M.D.,, F.R.C.P. With 10 illustra-
tions. 8;" x 54”. £1. 4s. net; postage lIs. 6d.

INTRODUCTION TO GENERAL PRACTICE
By D. CRADDOCK, M.B, Ch.B, D.Obst.
R.C.0.G.,, with a Foreword by SIR W.
HENEAGE OGILVIE, K.B.E, F.R.CS.
83” x 54”. £2. 2s. net; postage 1s. 6d.

BIOCHEMICAL INVESTIGATIONS IN
DIAGNOSIS AND TREATMENT
By J. D. N. NABARRO, M.D., M.R.C.P. With
illoléxstrations. 84”7 x 5%”. £1. 5s. net; postage

THE ANATOMY OF THE EYE AND ORBIT

Including the central

and comparative anatomy of the visual
apparatus
By EUGENE WOLFF, M.B., B.S.(Lond.),

F.R.C.S.(Eng.). 4th Edition. With 406 illustra-
tions (52 coloured) in plates and the text.
10” x 74”. £3. 5s. net; postage 2s. 1d.

H. K. LEWIS & Co. Ltd.

Telephone: EUSton 4282 (7 lines)

136 GOWER ST., LONDON, W.C,1 -

“puhli :

Telegrams: “P

PIONEERS IN 1825 . . . FOREMOST IN 1956

Ireland’s Leading Pharmaceutical Chemists

£srAscisneD 1828,

of CORN MARKET, BELFAST

BRANCHES AT:
31 UNIVERSITY ROAD
257 WOODSTOCK ROAD
199 LISBURN ROAD
117 OLDPARK ROAD

GRATTAN & COMPANY

LARGEST STOCKS IN IRELAND
OF PURE DRUGS, TOILET and
PHOTOGRAPHIC REQUISITES

Mineral Water Manufactory :
108 Great Victoria Street

AERATED WATER AND
CORDIALS RENOWNED ALL
OVER THE WORLD

Original Makers of Ginger Ale

LIMITED

—




Ophthalmic Surgeons’ Prescriptions

Eyeglasses, Spectacles, Lenses
of every description

Cataract Bi-Focal Lenses
Lightweight Cataract Lenses
Prism Controlled Bi-Focals
Contact Glasses, Artificial Eyes
Safety Glass Len'ses for Games

Ophthalmoscopes, Retinoscopes

MURRAY ‘@ ABERNETHY

DISPENSING OPTICIANS

15 DONEGALL SQUARE SOUTH. BELFAST

TELEPHONE 21669




‘SIOPEL’S’ UNIQUE PROPERTIES

Smooth and easy to apply - Non-
irritating, non-greasy and inconspicu-
ous - Retards loss of natural fats,
thus keeping skin healthy - Water-
repellent barrier can be maintained by
one or two applications daily.

A NEW SKIN PROTECTIVE
FOR MEDICAL USE—

Like water
| off a
duck’s back

‘S1oPEL’ CREAM is a new development in skin
protectives for medical use. Containing a specially
selected silicone fluid, it can safely be applied as a
protective against water-soluble irritants, and to
prevent the skin from becoming macerated by
moisture or discharge. ‘Siopel’ is therefore indicated
(1) in the management of occupational dermatoses
caused by water-soluble irritants, (2) in post-operative
care of the skin following colostomy, ileostomy,
hazmorrhoidectomy and the like, and (3) in dealing
with the effects of incontinence in padiatric

and geriatric practice.

IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD., FULSHAW HALL, WILMSLOW, MANCHESTER.

Incorporating a specially selected silicone - Issued in tubes of 50 g. and containers of 500 g. @

A subsidiary company of Imperial Chemical Industries Limited ™
- 873



Invalid Furniture and Accessories

OR many years we have specialised in, and supplied, Fumisﬁings
to the chief Hospitals, Nursing Homes, and other Institutions

) WE manufactare, under the most modern conditions, all classes
of Bedding, including The Hew_ Spring Interior Mattresses

EMERGENCY Mattresses made promptly for Invalids to Prac-
titioners’ exact requirements : ,

Agents for the leading Hospital Bedstead Hanufacturers

The Furnishing House of

ROBERT WATSON © CO., Ltd.

90, 92, 94 DONEGALL STREET - - BELFAST




Debonair ’
Service

For the Medical Man

WHY NOT decide to-day to make
regular use of the
Debonair DRY CLEANING SERVICE
"and make certain that your clothes
are in the best of order . . . always

We are specially equipped to give that
prompt attention members of the Medical
Profession invariably require, being, as they are
so often, pressed for time.  Ask for details of the

Debonair

Service

where, for a fixed charge, we will collect, Dry Clean by our
new Debontone process, return beautifully finished, selected
garments at regular weekly, fortnightly or monthly intervals

Debonair
CLEANERS

BELFAST'S MOST FASHIONABLE CLEANERS
68-70 CASTLE STREET BELFAST

For Van Collection in all. districts —' phone
BELFAST 57448

PRINTED FOR THE ULSTER MEDICAL SOCIETY BY GRAHAM AND HESLIP, LIMITED, BELFAST.
ADVERTISEMENT AGENTS: GEO. A. STEWART LTD., 38 DONEGALL PLACE, BELFAST.
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The Clinical Value of Gastric Secretion Tests

By Bewner J. E. Iare, m.p.(stockmOLM)
Physician in Charge, St. Erik’s Hospital, Stockholm

A Lecture delivered at the Queen’'s University of Belfast on October 31st, 1955,
under the auspices of the British Council.

You all know the story about William Beaumont, the army surgeon, who took
care of Alexis St. Martin, the young French Canadian, who was severely wounded
by an accidental discharge of a shotgun, which left him for the rest of his life
with a hole in his side, through which his stomach could be inspected. William
Osler, in an address in 1902, gave a fascinating picture of how the man and the
opportunity meet—and match. The opinions on gastric physiology in the beginning
of the nineteenth century were so confusing that we understand William Hunter’s
pithy remark, ‘‘Some physiologists will have it, that the stomach is a mill, others
that it is a fermenting vat, others, again, that it is a stew-pan: but, in my view
of the matter, it is neither a mill, a fermenting vat, nor a stew-pan; but a stomach,
gentlemen, a stomach.”

Beaumont’s observations, published in 1833, anticipated our present knowledge
of gastric function. His observations on gastric secretion and on the gastric
mucosa were of such fundamental importance that very little was added before
the works of Pavlov.

However important Beaumont’s observations were, they had very little influence
on the opinion concerning gastric diseases of his contemporaries, who were rooted
in the anatomical conception of gastritis, as being the most common cause of
stomach trouble. This conception had been presented by Broussais, the Frenchman,
and was based on post-mortem findings, which later were shown to be due to an
erroneous interpretation of post-mortem putrification.

The introduction of the stomach tube as a routine diagnostic aid (Kussmaul,
1867) and the test meal of Ewald-Boas brought on a change of this anatomical
view on gastric diseases. The interest during the last decades of the nineteenth
century with regard to gastric disorders was mainly focused on the diagnosis of



disorders of gastric secretion. Particularly on the Continent, with the German
clinicians en téte, the diagnosis of different forms of secretion disturbances
flourished, such as heterochylia, functional achylia, and hyperacidity, which were
regarded as responsible for the various symptoms of which the patient complained.

The development of gastric surgery and the beginning of the rcentgen era gave
rise to a critical reaction against these diagnostic subtilities. In 1923 Moynihan,
the famous English surgeon, made the following comment regarding the Ewald
test meal: “‘I found that so little information was given, at so great an expense
of time and trouble, both to the patient and to ourselves, that I was glad to abandon
the procedure altogether.’’
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Fig. 1. The relations of the concenirations of H+, Nat, K+ and Cl— lo the secre-

tion rate. All the resilts in this figure are obtained from one dog. Each dot is ob-

tained at a steady state secretion value. The full lines for [H+], [Na+] and [C]—]}
are according to the diffusion formulas. — TEORELL (1947).

Since then the clinical value of gastric secretion tests has been discussed many
times on various occasions, and the discrepancy of opinion has been marked. On
the one hand, it has been emphasized that, apart from the finding of a Congo
positive gastric content, the usual gastric secretion tests give very little of
diagnostic value. On the other hand, the importance of a careful analysis of the
gastric secretion for the understanding of the symptoms has been pointed out as
a guide in the treatment of gastro-intestinal disorders.

If you ask what can we get out of a gastric secretion test, the answer depends
to a very high degree on how much time and work you are willing to spend on the
performance of the test. If you like to get reliable information about gastric
secretion, you must realize that the acidity of a gastric sample says very little
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about the secretion capacity of the stomach, if you do not know the secretion rate.
To get reproduceable values you have to employ, firstly, a stimulus that gives
a powerful stimulation of the gastric glands, and, secondly, a recovery technique
which is satisfactory.

Fig. 1 shows the correlation between the dose of histamine, the secretion rate,
and the acidity. When the secretion rate has reached a certain level, the acidity is
high and does not change, and here you get the same acidity if the secretion rate
alters considerably. With low secretion rates the acidity is low, in which case
small changes in the secretion rate result in great changes in the acidity. When
studying the effects of an inhibitory drug the results may vary from one case to

Fig. 2. The Lagerlof—Agren double tube.

another. In one case with hypersecretion, for instance, you may get a reduced
secretion volume, but the same acidity, and in another case with a low secretion
the drop in the acidity values may be much more marked than the small decrease
in the secretion volume. Thus, when studying gastric secretion in clinical material
you have to use a powerful stimulus where small changes in the secretion rate
influence the acidity as little as possible. Histamine is the most powerful stimulant
known, and gives you a picture of the chemical phase of gastric secretion under
maximal conditions. The cephalic phase of gastric secretion is best studied with
insulin, which, by means of insulin hypoglycemia, gives a strong vagal stimulation.

It has been said that gastric secretion tests after parenteral stimulation do not
reflect physiologic conditions and that the Ewald test meal and the fractional
test meals with alcohol, caffein, and arrowroot are more physiological than a
histamine test, and that is perhaps the reason why those unreliable tests are still
in use in so many places. It may, however, be doubted if physiologic conditions
exist when a patient comes to see a doctor, and 1 feel very dubious about the ease
and the relaxation of the patient when a tube is passed into his stomach. We know
that gastric secretion may be inhibited by impulses from the brain through the
vagus. It has been shown that such impulses do not only inhibit the vagal and
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the spontaneous secretion but that the response to histamine is somewhat reduced
at the same time. Some gastroenterologists in the United States find the ex-
amination of gastric juice aspirated over successive ten-minute periods under basal
conditions, without any special meal or stimulus, the simplest method. In the
case of a Congo negative gastric juice, the test is supplemented by a further study
after the injection of histamine. I cannot consider this method as being a
simplification of clinical work, but only an unsatisfactory way to study the
spontaneous secretion, which must often be supplemented by an ordinary histamine
test.
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Fig. 3. Gastric secretion tests performed at three subsequent days in

the same patient. On the first two days the acidity values were low

due to the admixture of bile and saliva. On the third day a continuous

suction of the gastric juice as well as of the saliva demonstrated normal
acidity values.

As I have already mentioned, the acidity of a gastric sample says very little
about the secretion capacity of the stomach, if you do not know the secretion rate.
In routine examinations reliable information can only be obtained by a quantitative
recovery of the gastric juice by means of a technique, in which the admixture of
regurgitated duodenal juice and swallowed saliva is avoided as well as the loss of
gastric content through the pylorus. A continuous aspiration of gastric and
duodenal juice through a double tube as well as the simultaneous collection of
saliva is the ideal (Fig. 2). It is, however, impossible to carry out in routine
examinations owing to the difficulty in reachng the duodenum.

The histamine test with a single tube is generally carried out with withdrawals
of the stomach content at intervals of 10-15 minutes after the subcutaneous
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injection. It is, however, easy to demonstrate that a continuous suction of the
gastric juice gives a more satisfactory recovery and higher acidity values. This is
true not only in sccretion tests after parenteral stimulation, but also when studying
spontancous secretion. In order to avoid admixture with the gastric juice it is
necessary to have continuous suction of the saliva. It is not sufficient only to make
the patient expectorate the saliva. This is to be seen in Fig. 3.

Fig. 4 shows the distribution of the average corrected number of parietal cells
in the areas of eight normal stomachs according to a histo-topographical study by
Berger (1934). In the black arca the average proportion of parietal cells was

Fig. 4. The distribution of the average

corrected number of parietal cells in

the areas of eight normal stomachs,
according to Berger.

maximal and was designated as 100 per cent. In proportion hereto, in the cross-
hatched area, they were 75 per cent., and in the heavily shaded area 50 per cent.
Conscquently, if the whole acid secretion is to be collected during a test, it is
necessary to have the lowest openings of the tube on a level just below the gastric

angle.

Iig. 5. The right place of the tube
with the lowest openings of the tube
just below the gastric angle. The left
picture shows the stomach before, the
right after the suction has been begun.

Fig. 5 shows the tube in the right place with the patient in a sitting posture.
The left picture shows the stomach before, the right after the suction has been
begun. The suction reduces the gas bubble in the upper part of the stomach, which
is sucked together, and this facilitates the recovery of the gastric juice. Roentgen
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controls in a series of cases have shown that if the following course is taken the
tube will be in the right place.

The patient is examined in a sitting posture. The gastric juice is recovered by
continuous suction with a negative pressure of 35-40 mm. Hg. through a somewhat
stronger duodenal tube than the one generally used with a metal tip and 3-4 small
openings at 1-2 cm. from each other at the lower end. The tube is lowered so that
the distance from the lips to the lowest opening of the tube corresponds to the
patient’s body height, minus 100 cm. The gastric content is recovered with a 20 ml.
syringe and the stomach is then blown up by injecting 100-140 ml. air through the tube.
This is done to prevent the tube from coiling up within the upper part of the stomach.
The gastric content is once more completely recovered. The right position of the tube
is now controlled by injecting air through the tube. If the same amount of air can
afterwards be recovered in the syringe, this indicates that the openings of the tube
are placed at the right level. If this is not the case, the position of the tube has to
be changed—usually it has to be raised a little. The tube is now fixed to the cheek
with plaster. The suction of saliva and gastric juice is begun and the gastric secretion
test can be carried out.

TABLE 1.
COMPARISON BETWEEN THE RESULTS wiTH DOUBLE AND SINGLE TUBE.

SiNnGLE TuBg
Free HCl/total

DousLe Tuse
Free HCl/total

Sex and MI. per acid. in Megq. MI1. per acid. in Meq.
No. age Date 60 min. maximal conc. 60 min. maximal conc.
per 20 min. per 20 min.
@23 ... 156.2. ... - - .. 75 ... 105/120
18.2. ... 87 ... 131/140 ... - ... -
65 ... 141/150 e = -
o47 ... 17.2. - .. - .. 160 ... 100/106
3. 3. 155 116/126 ... - ... -
12. 3. 148 110/120 = -
24. 3. 158 108/117 = -
14. 4. 165 128/134¢ ... - ... -
29. 10. - - ... 136 ... 112/123
Q16 ... 19. 4. - . - .. 63 ... 146/152
21. 4. 65 ... 147/162 ... - .. -
29 ... 25.8. - .. - ... 70 ... 80/90
27. 8. 91 ... 98/106 ... - ... -
g3l ... 19.6. - - ... 180 ... 98/106
27. 8. 140 124/130 ... - .. -
230 ... 4. 9. - .. - .99 L 52/67
LT .. B0 . - .. -

Table 1 shows a comparison between the results with a deuble and a single tube
after histamine stimulation. The gastric as well as the duodenal content was
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collected with the double tube, the single one only collecting the gastric content.
There is a fairly good agreement between the results, and a statistical calculation
of a great number of tests showed no significant difference between the mean errors
of the secretion volumes with a double and a single tube. The histamine test,
according to the technique described, gives more reliable information as to the
secretion volume and acidity than any other clinical secretion test. On the basis
of the statistical calculation of a normal material, examined according to the
technique described, a secretion volume of more than 180 ml. per 60 minutes
after a histamine dose of 0.1 mg. per 10 kilo body weight has been regarded as
hypersecretion. High acidity values are not to be identified with hypersecretion,
as you will realize from what I have already said. Higher acidity values than in
the normal stomach are not to be found. Thus, the term hyperacidity has no
clinical support when applying a reliable gastric secretion test (Fig. 6).

Number
of cases

551 Ulcus duodeni
501 (204 cases)

Ulcus ventriculi
15 (60 cases)

10+
5
c i

Normal material
151 (33 cases)

10+

51

0 v ¥ —— v

0 20 40 60 80 100 120 140 160
Free HCL mN

Fig. 6. Frequency distribution of maximal acidity in one of the

twenty-minute portions in duodenal and gastric ulcer and a normal
material.
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The finding of a histamine refractory achlorhydria has a pathognomonic
importance in some diseases such as pernicious anzmia and some types of
sideropenic anzmia. Here the recovery technique is of fundamental importance.
The admixture of bile and saliva may neutralize small amounts of hydrochloric
acid and thus give the false impression of an achlorhydria. However, even with
a satisfactory recovery technique, histamine refractory achlorhydria is a rather
relative conception. With an increased dose of histamine up to 2-2.5 mg., it is in
some cases possible to demonstrate hydrochloric acid, where an ordinary dose has
failed. This high dose of histamine gives no untoward effects if, as Kay (1953)
has proposed, 4 ml. ‘‘anthisan’’ is given 30 minutes before the histamine injection.
However, if we wish to distinguish between a true achlorhydria, that is to say
where the parietal cells have definitively stopped secreting hydrochloric acid, and
a hypochlorhydria we have to use the neutral red test. Neutral red is a dye which
is red at pH 6.8 and yellow at pH 8. If given intravenously, it is excreted by the
parietal cells and the gastric juice thus turns red. In true achlorhydria, where the
parietal cells have stopped the secretion of hydrochloric acid, the dye does not
appear in the stomach when histamine is given simultaneously with the neutral red
injection. The test is negative in pernicious anamia as well as in a great number
of histamine-refractory achlorhydrias. Hallén has shown that if hydrochloric acid
is instilled into the stomach an excretion of neutral red may still be demonstrated
in some cases of pernicious anamia, which shows that the parietal cells lose the
capacity to excrete neutral red later than the capacity to secrete hydrochloric acid.
The same is true with regard to the secretion of pepsin. In most cases, even in
pernicious anemia, where the secretion of hydrochloric acid has disappeared, the
secretion of pepsin remains and can be demonstrated after the instillation of
hydrochloric acid into the stomach.

Thus histamine-refractory achlorhydria is not a uniform conception. It comprises
different grades of hypochlorhydria down to the neutral red refractory state, when
the parietal secretion has completely stopped, as well as conditions with preserved
pepsin production down to the complete apepsinia.

In the majority of gastric diseases gastric secretion tests have a rather limited
value. This is largely owing to the fact that secretion disturbances are to be found
even in healthy subjects. In healthy children achlorhydria is uncommon. The
incidence of hypo- and achlorhydria rises with increasing age. According to
Polland (1933), achlorhydria was found in 3.5 per cent. between the ages of 20
and 30, whereafter the frequency rose gradually, and was 27 per cent. between
the ages of 60 and 70 in healthy subjects without any stomach trouble. In peptic
ulcer hypo- as well as normo- and hyper-secretion is found. Hypersecretion is
relatively uncommon in gastric ulcer. It is, however, a common finding in duodenal
ulcer, particularly in men. There seem, however, to exist some geographical
differences. Hypersecretion, for instance, is a more common finding in duodenal
ulcer in the southern parts of Sweden than in the north. A hospital material in
Stockholm, examined according to the method described, showed a frequency of
34 per cent. hypersecretion in duodenal ulcer. The finding of hypersecretion is
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always suspicious of duodenal ulcer. and if this cannot be demonstrated the patient
must be regarded as a duodenal ulcer candidate.

If you want to get a complete picture of the gastric secretion you must examine
the spontaneous secretion as well as the secretion after histamine and insulin.
The spontaneous secretion may either be studied during 1-2 hours in the morning or

Night secretion test.

m Maximum 14 days interval between the two tests.

12hrs
2000+

1600+

1200+

200+

o |

Fig. 7. Night secretion tests performed at two different
occasions in twelve patients. The secretion volume was
recovered continuously during twelve hours.

as a night secretion test. Even with a careful recovery technique the results of a
night secretion test may differ considerably with regard to the secretion volume
during 12 hours (Fig. 7). If a high night secretion is found, the secretion after
histamine and insulin, as a rule, is also high. A hypersecretion after histamine,
however, is not always combined with a high night secretion (Table 2).

The old view that achlorhydria is a common finding in cancer of the stomach
is incorrect. Several investigations have shown that 30-40 per cent. of patients
with cancer of the stomach have preserved hydrochloric acid secretion. In the
differential diagnosis between gastric ulcer and carcinoma of the stomach the
finding of a histamine refractory achlorhydria is of decisive importance, total
achlorhydria being incompatible with the presence of a benign ulcer. The presence
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of total-achlorhydria may, however, only be regarded as definite after 2-3 histamine
tests, preferably with a dose of 2-2.5 mg., as advised by Kay (1953).

Evidently the secretion of hydrochloric acid takes place at a constant level of
about 170 Meq. This primary acidity when recovered—even if the admixture of

TABLE 2.
CoMPARISON BETWEEN THE HiSTAMINE TEST AND THE NIGHT SECRETION
IN EicHTY PATIENTS.

Hypergecretion
No.of | N° H{pe "~ Only to | Only at
Diagnosis | Cases | #¢r®t9" [xHistamine [xxNight | Both
Duodenal
Ulcer 66 18 24 5 19
Gastric '
Ulcer 9 8 - 1 B
Prepyloric - -
Ulcer 5 3 2
—
Total 80 29 26 6 19

x>180 mlL per 60 minutes
xx >1025 ml per 12 hours (7 pm.-7 am.)

duodenal juice and saliva is avoided—has dropped due to the nonparietal or

mucous secretion, and to an acidity-reducing diffusion process. In a stomach with
gastritic changes, both the nonparietal secretion and the acidity-reducing diffusion

M/20min| Gastric ulcer Chron. gastritis Chron. gastritis

mN| 843 yrs Ieryrs 433 yrs
100- 1 4
Secretion 137m! 92ml, 66ml, .,
Saliva 60ml % 73ml}/ 60 nSmly 60
801 Hist. 1 Hist. 1 Hist.

_‘—J,TJ_
o’ S0 )
. . vol.
! _#&‘H’Total acid.

/;0/0\0 / o

o 7 ofree HCl

Ret.0 20 L0 60 Ret.0 20 40 60 Ret.0 20 40 60 min.
Fig. 8. Histamine tests in chronic gastritis.
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process may be increased, resulting in low acidity values, though the secretion
volume is considerable. A comparison between the histamine test and the gastro-
scopic findings confirms this. Acidity values under 90 Meq. at a secretion volume
of at least 60 ml. per 60 minutes indicates the existence of chronic gastritis (Fig. 8).
Acidity values up to 130-140 Meq. are indicative of a normal mucosa in an
endoscopic examination. (Fig. 9). '

m
VZ(:nm’l‘n Ulcus duodeni
0] 1953y
_ototal acid.
120- J Hist. llo free HCL

/!
/
J
I
1

g

0d—r——— — T
Ret. 0 20 40 60 Ret.0 20 40 60 Ret. 0 20 40 60 min.
Fig. 9. Acidity values up to 130-140 mN are indicative of a
normal mucosa.

Bloomfield, in the textbook edited by Portis (1953), draws the following
conclusions in a chapter on clinical aspects of gastric secretion. ‘‘Analysis of the
gastric secretions usually gives little or no information of clinical use. In certain
special situations—for instance, when duodenal ulcer or pernicious anzmia is
suspected—the determination of gastric acidity may be helpful. ‘Routine’ gastric
analysis is a waste of time; the procedure should be reserved for the occasional
case in which useful information may be obtained.’”” I am of an opposite opinion.
Not only in pernicious anzmia and certain types of sideropenic anzmias, but also
in the treatment of peptic ulcer, regurgitation cesophagitis, gastritis, and diarrheea
it is of importance to know the gastric secretion. The choice of the operative
procedure in peptic ulcer has to be accommodated according to the results of the
gastric secretion tests. A Billroth I operation is not advisable in a hypersecretory
stomach. Here we prefer a Billroth II operation possibly combined with a
vagotonty in order to depress the secretion and avoid the occurrence of a marginal
ulcer. In diseases of the digestive system the clinical examination is not complete
if a gastric secretion test has not been carried out.
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REVIEW

MODERN TREATMENT YEARBOOK, 1956. A yearbook of Diagnosis and
Treatment for the General Practitioner. Edited by Sir Cecil Wakeley.
(Pp. viii+344. 2bs.) London: Published for the Medical Press by Bailliére,
Tindall & Cox, Ltd., 1956.

Tue high standard of former yearbooks is fully maintained in this present number. The first
article, on biliary obstruction and its treatment, is contributed by Sir Heneage Ogilvie in his usual
lucid and attractive literary style. It is followed by a full account of the treatment of burns by
Clarkson and Evans. The treatment of ulcerative colitis is well summarised by Dick.

A most informative chapter on antibiotics in general practice to-day is written by Martin Hynes,
who discusses the capabilities and limitations of the chief antibiotics. It should bring some
comfort to the general practitioner’s ‘‘amour propre’ to learn that the phenomenon incorrectly
termed ‘‘acquired bacterial resistance’’ is probably not attributable to his unenlightened use of
these drugs.

Dr. Sheila Sherlock contributes an interesting chapter on acute virus hepatitis,

““Soon the student will be considered ill-equipped if he is not as expert in geriatrics as he is now
required to be in pazdiatrics.”” So states William Gooddy in a chapter on brain disease and mental
deterioration in later life. He discusses its varied aetiology, clinical signs, and diagnosis, and
declares that ““with accurate diagnosis and skilled management dramatically good results are often
obtained.”

These are only a few selections from the thirty-seven subjects considered, and each author
presents his material in a masterly manner. This is a volume well worth careful perusal by all
family doctors. W.G. F.
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Retrolental Fibrop]asia :

A mysterious type of blindness affecting premature infants

by O. D. Fismer, m.p., M.r.C.P.(LOND.), D.C.H.
Department of Child Health, Queen’s University, Belfast

This condition was first reported in Boston in 1942 when Terry (1942), an
ophthalmologist, detected a form of blindness in children which had not hitherto
been described. It occurred only in those children born prematurely and of low
birth weight. Examination of the eyes showed a white fibrous mass behind the
lens which obliterated the retina—a condition he named ‘‘retrolental fibroplasia.”’

In the following few years, the incidence of this disease increased alarmingly
and many cases were reported from all parts of the United States. The first case
in England was detected in 1946, and by 1950 this disorder had become the
commonest cause of blindness in the pre-school child. For example, in one
maternity hospital three out of every four premature infants below 4 lbs. birth
weight at one period were noted to show evidence of the disease. In Belfast, by
1951, thirteen children blind from this disease had already been seen at the
Royal Belfast Hospital for Sick Children. The full extent of this catastrophe in
Ulster, as elsewhere, is difficult to assess, as additional cases may possibly have
been seen at other eye and children’s hospitals or departments.

RECOGNITION.

How can the disease be detected clinically? It is confined to premature infants,
especially those under 4 lbs. weight at birth. The affected infant’s eyes appear
normal at birth, but within a few days or weeks the iris becomes injected and the
vitreous slightly hazy. The retinal veins are full and dilated, the arteries tortuous.
(See Fig. 1.) This change is best seen peripherally where new vessels develop,
and hemorrhages may occur. The retina becomes pale and cedematous and later
folded or detached. (See Fig. 2.) Finally, the retina becomes obliterated by a
mass of white fibrous tissue so that, on looking into the eye, only a white reflex
1is seen and little or none of the detail of the retina can be appreciated. Up to the
stage of retinal detachment the changes are reversible and in about half the cases
they regress partially or completely. In the former, pigmentation and scarring
follow, but some useful sight remains. (See Fig. 3.) At the stage of retinal
detachment the changes are permanent and vision is grossly or completely impaired.
The lesion is almost always bilateral; but the severity of the disease is not
necessarily equal in both eyes, for the condition may regress in one eye and progress
to blindness in the other eye. Later, the anterior chamber appears shallow and
the iris grey and atrophic. Microphthalmos, glaucoma, and cataract may ensue.

The pathological changes found in the eye occur principally in the nerve fibre
layer of the retina where there is excessive proliferation of vasoformative tissue.
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This may burst through the retinal layer and invade the vitreous; it results in
cedema and hamorrhage leading to retinal detachment and later fibrosis which
results in the formation of the dense retrolental membrane.

A NEw DISEASE.
Retrospective surveys indicate that retrolental fibroplasia is, in fact, a new
disease, since it was not observed in premature infants born before 1940, nor has it
been seen in children of a similar age group in schools for the blind.

ZETIOLOGY.

Since it is a disease which occurs only in the premature infant, the search for
the wtiology was limited to factors such as prematurity and its causes, or the
management and environment of the infant in the early weeks of its life.

Investigation had shown that no factor such as parity, maternal age, maternal

TABLE 1.
RELATION OF BIRTH WEIGHT AND INCIDENCE OF RETROLENTAL FIBROPLASIA.
M.R.C. (1955).

Incidence of Retrolental
No. of Infants Birth Weight Fibroplasia (per cent.)

61 Under 2} lbs. 16.4

152 233, 15.8

298 3 -3 ,, 11.7

580 334 2.6

Torar, 1,091 4 omitted with congenital cataracts.

disease or anaesthetic agent could be incriminated. Likewise, there was no
evidence that a toxic element in the diet, whether breast or artificial feeding, or
in the dietary supplements such as iron, vitamins A and D, or C, given to the
infant was responsible. There was no association found between retrolental
fibroplasia and other angiomatous conditions such as skin naevi, or with exposure
to light or with ultra violet irradiation.

THE ROLE OF OXYGEN,

By 1950 most of these theories had been investigated and excluded and a most
promising clue was being followed up. Was retrolental fibroplasia due to the
increasing use of oxygen in the management of the premature infant? For example,
Crosse (1952) had observed that reducing the duration of oxygen treatment had
lowered the incidence of retrolental fibroplasia. She also noted that the disease
occurred particularly in those premature baby units in modern hospitals in the
United States where oxygen was used extensively. Campbell (1951), in Melbourne,
had also noted that more cases of retrolental fibroplasia occurred in premature
infants in one maternity unit where high concentrations of oxygen were used,
but fewer cases occurred in two other hospitals where little oxygen and lower
concentrations were available.

If oxygen is the causative agent, how could this be safely proved?
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CLiNicAL EVIDENCE.

In 1951 the Medical Research Council organised an extensive clinical investigation
in seventeen maternity hospitals in the United Kingdom, including the Royal
Maternity Hospital, Belfast. One thousand nine hundred and ninety-nine premature
infants of less than 4 lbs. birth weight were observed and of one thousand and
ninety-five who survived for at least two months, eighty-four (7.7 per cent.)
developed retrolental fibroplasia, forty-five (4.2 per cent.) progressing to blindness.
The Medical Research Council’s report (1955) showed that retrolental fibroplasia
occurred almost exclusively in premature infants below 4 lbs. in weight and that
the incidence of retrolental fibroplasia rose progressivly as the birth weight fell
(Table 1). The condition only occurred when oxygen was given and that the longer
oxygen was administered the more likely was retrolental fibroplasia to develop
(Table 2). '

TABLE 2.
INCIDENCE OF RETROLENTAL FIBROPLASIA IN RELATION TO
DURATION OF OXYGEN TREATMENT.

M.R.C. (1955).

No. of No. of Days Cases oF RETROLENTAL FIBROPLASIA Total per cent.
Infants in Oxygen Blind Regressed Incidence
344 - - - -

237 5 5 1 1 0.8
230 5-10 b 8 5.7

214 11-30 25 16 19.2

40 <31 11 13 60.0

Between October, 1951, and May, 1953, of one hundred and nine premature
infants who survived at the Royal Maternity Hospital, eleven showed evidence of
retrolental fibroplasia; in four of these the changes regressed, but in seven blindness
developed in one or both eyes.

This 10 per cent. incidence of retrolental fibroplasia at the Royal Maternity
Hospital represented the fifth highest in the seventeen hospitals in the Medical
Research Council investigation. There are at least three reasons for this apparently
high figure. Firstly, every surviving infant was successfully followed up, and it
is most unlikely that a single case of retrolental fibroplasia in the Royal Maternity
Hospital survey escaped detection. Secondly, and most important, the overall
survival rate—67 per cent. of premature infants below 4 lbs. birth weight—was
the highest of the seventeen hospitals in the trial. Thirdly, a few of the English
maternity units were aware of the possible association of oxygen and retrolental
fibroplasia somewhat earlier in the trial. Since 1952, when lower concentrations
of oxygen have been in use at the Royal Maternity Hospital, the incidence of
retrolental fibroplasia fell immediately, and from June, 1953, there have only been
two definite and one doubtful cases of retrolental fibroplasia, all of which regressed
before the stage of retinal detachment, and so blindness has not developed. In
1955 there have not been any examples of the disease.
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The importance of oxygen has also been shown by Boyd and Hunt (1955) in a
survey of all premature infants born in England and Wales in 1951. This revealed
an incidence of 2.1 per cent. of retrolental fibroplasia in premature infants born in,
or transferred to hospital, whereas no case of retrolental fiboplasia occurred in
premature infants reared at home, presumably without oxygen therapy.

ExPERIMENTAL EVIDENCE.

That oxygen is an important, if not the sole agent causing this form of blindness
in premature infants has been confirmed by the experimental work of Ashton and
his colleagues at the Institute of Ophthalmology (1953 and 1954).

These workers noted that kittens’ eyes at birth are at a similar stage of develop-
ment as those of the small premature infant and became mature about three weeks
after birth. They showed histologically that a marked constriction of the retinal
vessels resulted when the newborn kittens were reared in high concentrations of
oxygen. This constriction affected the arteries especially, beginning in less than
twelve hours and going on to complete obliteration of the vessels after about
thirtv-six hours in a concentration of 70-80 per cent. of oxygen. The degree of
vasoconstriction varied with the duration and concentration of oxygen used and
the immaturity of the kittens’ eyes, i.e., a 35 per cent. concentration of oxygen
did not produce any ‘constrictive effect regardless of the duration of treatment.
After three weeks of age no change could be induced in the kittens” eyes with high
concentrations of oxygen. : ‘

After a high oxygen concentration had produced a vasoconstriction of the retinal
vessels the exposure of the kittens to air again resulted in a new development. A
revascularisation of the retina began, the constricted vessels reopened, filled with
blood, the pattern being now grossly abnormal and irregular. Heemorrhage and
retinal detachment followed rupture of the vessels, exactly the pattern that is seen
in the early stages of retrolental fibroplasia in the premature infant.

Using the limbal window technique, Ashton and Cooke (1954) have observed and
recorded cinematographically the actual changes in the retinal vessels, how, when
the newborn kitten is placed in 80 per cent. concentration of oxygen, the retinal
vessels become constricted and even obliterated in as short a time as eight hours.
These vascular changes do not occur, however, in the vessels of the brain or other
par:s of the body.

There is, thus, experimental and clinical ev1dence to show that - retrolental
fibroplasia is liable to occur in premature infants, particularly in those below
4 1bs. in birth weight when kept in a high concentration of oxygen for a prolonged
time. .
TREATMENT AND PREVENTION.

Knowing now how the blindness develops, what can be done for the victim?

In a condition in which spontaneous remission may occur the effect of therapy is
difficult to assess. Adrenocorticotrophic hormone (A.C.T.H.) andadrenocortical
steroid, e.g., cortisone, have been advocated, but there is no definite evidence to
confirm their efficacy, and death has resulted in the premature infant as a result
of such therapy. Likewise, vasodilators, such as tolazoline hydrochloride (Priscol),
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have been tried but without effect. So far there is no effective therapy in the
reversible stage and once retinal detachment has occurred the blindness which
results is permanent,

How, therefore, can premature infants be protected from this tragic form of
blindness?

Prevention of this disease is possible, urgent, and imperative.

At the Royal Maternity Hospital the following precautions are taken. Oxygen
is not given to premature infants as a routine but only when indicated for feeble
respiratory movements, cyanosis, apncea, etc. Oxygen is used for as short a period
as possible, usually one to four days, the concentration of oxygen is checked
daily for individual incubators or boxes, using the Oxygenaire pyrogallic acid
oxygen analyser, and the level is recorded for each premature infant receiving
oxygen. For everyday use, a concentration of 40 per cent. of oxygen is not
exceeded, this being obtained by a flow of not more than 2 litres per minute,
as recorded by the flowmeter for the Oxygenaire type incubator, or 11 litres per
minute for the Queen Charlotte’s Hospital canopy-type incubator. The oxygen
concentration is reduced slowly by opening progressively the air vent on the
Oxygenaire incubator or by propping open the lid of the Queen Charlotte’s Hospital
box with wooden pegs increasing in size from % in. to 4} ins. There is a piped
oxygen supply to the premature infant nursery which is controlled by float-type
flowmeters permanently fixed to the walls which prevents the possibility of tilting
or damage when attached to or detached from the oxygen cylinder.

The eyes of all premature infants who weigh less than 44 lbs. at birth are
examined as soon as the individual infant is fit enough. One drop of 1 per cent.
homatropine solution is put in each eye one and a half hours and half an hour
before the examination which is made at weekly or fortnightly intervals or more
frequently if indicated. Special miniature lid retractors, made by Weiss Ltd.,
facilitate the examination.

THE INFLUENCE OF OXxYGEN THERAPY ON SURVIVAL RATE.

Is retrolental fibroplasia, which is a man-made disease with the premature infant
as the victim and oxygen as the weapon, the price to be paid to lower the mortality
from prematurity? Since oxygen has been used as a valuable ally in the fight to
save the premature infant, but is now regarded as a dangerous drug in high
concentrations and for prolonged use, is there any evidence to show that these
higher concentrations and longer duration of therapy do, in fact, increase the
survival rate of the premature infant? In the Medical Research Council report it
was concluded that, though there were many other variables to be taken into
account, the nurseries in which' little oxygen was given and which were free from
cases of retrolental fibroplasia did not, on the average, experience survival rates
inferior to nurseries using more oxygen. It is interesting to.compare the survival
rat>s of premature infants over the past twenty years at the Royal Maternity
Hospital, Belfast. In the four years, 1932-1935, every premature infant under
3 Ibs. birth weight died, whereas the overall survival rate up to 53 Ibs. birth weight
was 64 per cent. By 1947, 21 per cent. of infants under 3 lbs. birth weight survived
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and the overall survival rate had risen to 74 per cent. In 1952, during the early
part of the Medical Research Council investigation, when the use of oxygen was
unrestricted, 55 per cent. of the infants under 3 lbs. survived, while the overall
survival rate was 84 per cent. But in 1954 only 23 per cent. of infants under 3 Ibs.
survived, while the overall survival rate had also fallen to 80 per cent. (Table 3).

TABLE 3.
PeEr CENT. SURVIVAL OF PREMATURE INFANTS AT
RovaL MATERNITY HosPiTAL, BELFAST.

Average

BirTH WEIGHT IN LBs. anp Ozs. Survival

> 2.15 3-3.7 3.8-3.15 4-4.7 4.8-4.15 5-5.8 (per cent.)
1932-56 ... o .. b6 .. T .. 72 .. 8 .. 8 .. 64
1947 .21 L 63 ... 8 .. 72 .. 79 .. 9% .. 74
1952 ... b6 ... 68 .. 91 .. 8 .. 9 .. 98 .. 84
1964 .. 23 ... b9 .. 8 ... 8 .. 93 .. 98 .. &0

The only major change made in the management of the premature infant at this
time was a reduction in the duration of oxygen administration and careful control
of its concentration.

Can the decrease in the survival rate in the smaller premature infants in 1954
be due to the use of lower concentrations of oxygen, as the survival rate in the
higher birth weight groups of premature infants in 1954 was the same as the 1952
level?

TABLE 4.

FATE OF PREMATURE INFANT BELOW 3 LBS. BIRTH WEIGHT AT THE
RovaL MATerNITY HospiTaL, BELFAST, IN 1952 anp 1954.

NuUMBER OF INFANTS
Birth Weight

lbs. ozs. lbs. lbs. ozs. Total Per cent.
1952—Period of unlimited oxygen >115 2-2 15 Surviving
therapy : Alive - - ... 22 ... 22 ... bb
Dead - 7 ... *11 .o 18 L -
19564—Period of restricted oxygen
therapy : Alive - - ... 7 oo T 23
Dead - 6 ... *I7 .23 .. -

*Includes one infant born with congenital malformations incompatible with prolonged survival.

To eliminate three possible variables in these groups the following analysis
shows that the number of cases and birth weight distribution are roughly the same
for premature infants under 3 Ibs. in 1952 and 1954, and also that there is the
same number of congenital abnormalities incompatible with prolonged survival
(Table 4). This suggests that at the Royal Maternity Hospital the use of higher
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RETROLENTAL FIBROPLASIA

Fig. 1—Fundus at 3} weeks. Fig. 2—Fundus at 13 weeks.

Fig. 3—Fundus at 21 weeks.

Reproduced from ‘‘British Journal of Ophthalmology,’”’ Vol. 56, page 281, 1952.



concentrations of oxygen over prolonged periods in 1952 may have been a factor
improving the survival rate for the smaller premature infant. However, the
definite risk of causing blindness in a premature infant when using high oxygen
concentrations far outweighs the possibility of a slightly higher survival rate in
the small premature infants, and the use and concentration of oxygen must continue
to be carefully controlled in the treatment of the premature infant.
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Orf
(Contagious Pustular Dermatitis of Sheep)

By J. Martin Beare, M., M.r.CP.
Department of Dermatology, Royal Victoria Hospital, Belfast

DuRrING the spring and early summer of 1955 an unusually large number of cases
of orf were seen in patients attending the various skin clinics in Northern Ireland.
The condition aroused considerable interest, and it is hoped that these notes may
prove helpful to local practitioners.

Orf is an infective disease, caused by a filtrable virus of the pox group, affecting
commonly sheep and goats. The lesions which occur in animals are often secondarily
infected with pathogenic bacteria and appear as vesicles and pustules on the skin
of the lips, legs, and genitalia, frequently followed by ulceration, suppuration, and
necrosis. Orf occurs throughout the world, and though the mortality from the
uncomplicated disease is negligible, the rapid loss of weight and condition of the
young animal is serious. The infestation of the lesions of orf with the screw-worm
fly in Texas causes enormous animal losses (Boughton and Hardy, 1936). The
condition in humans is, of course, usually seen amongst those who work with
sheep, and was reported for the first time by Peterkin (1937).

VETERINARY ASPECTS.
There are three main clinical types in sheep (Krdl and Novak, 1953) :

(a) Labial, which is the most common with small vesicles occurring on the mouth,
lip, and nose. These vesicles rupture, are secondarily infected with resulting
ulceration, so that eating and swallowing becomes painful and the young
animals frequently develop ulcerative gastro-enteritis and broncho-pneumonia.
The mortality rate is about 90 per cent.

(b) Podalic form or foot rot. The lesions are present between the hoof clefts or
in advanced cases up to the knee joint. Ulceration leads to necrosis of
ligaments, tendons, and bones. This type is almost always fatal.

(c) Genital form affecting the vulva and skin of mucous membrane underneath
the tail, and in males the prepuce.

The prognosis in young animals is poor, especially if more than one clinical
form is present.

Prophylactic measures include the maintenance of strict hygiene, periods of
observation before putting newly purchased sheep in with old flocks. Vaccination
has occasionally been carried out successfully.

The treatment is mainly local since the sulphonamides and antibiotics have not

proved of any value.
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ORF IN THE HumaN.
Clinical Features.

The incubation period is a short one of 3-7 days. The initial lesion is a firm,
painless, dusky-red papule. These lesions are generally on the fingers where the
skin might come in contact with a lesion on the mouth or elsewhere in a young
animal. A nodule about 10 mm. diameter is present within 14 days, and later may
grow to as much as 2-3 centimetres (Fig. 1). The centre is depressed, covered by
a white membrane. In an early lesion, when this membrane is broken, a fluid
material can be seen, but in older lesions the contents are semi-cheesy. The lesions
may be single or multiple. There may be associated lymphadenitis, possibly from
secondary infection. The disease is self-limiting, lasting about 8-10 weeks
(Goldsmith and Hellier, 1954). Occasionally an erythema multiforme-like eruption
with general constitutional symptoms is associated (Blakemore, Abdussalam, and
Goldsmith, 1948). This was seen in one of our cases (Fig. 2).

Etiology.

The virus was discovered in 1928 and has been adapted to many animals, in
some of which a solid immunity can be achieved by vaccination with active virus.
Blakemore et al. (1948) inoculated material into several lambs producing lesions
of orf. The disease was further transmitted to a human volunteer. Agglutinins
were detected in the serum of the patient as late as 132 days after infection.
Lyell and Miles (1950) cultivated the virus from man on living chick embryo and
reproduced the disease from this in a lamb.

Differential Diagnosis.

The condition, once seen, is easily recognised again, particularly if the history
of contact with infected lambs or sheep is available. Molluscum contagiosum is
an uncommon condition in adults and the lesions are never as big as are those of
orf, but, of course, orf can and does occur in young children who may play with
and feed young lambs. Molluscum sebaceum is a benign tumour which does not
often affect the fingers or hand (Fig. 3). The central part of the molluscum sebaceum
lesion is a mass of hard keratin (Beare, 1953). Squamous carcinoma may give
rise to difficulty, but the short history in orf and the inflammatory nature of the

lesion are distinguishing features. Granuloma pyogenicum is more vascular and
friable (Fig. 4).

Treatment.

The treatment is entirely local since the sulphonamides and antibiotics have no
effect on the condition, though these may be necessary to control secondary
infection. Destructive measures are occasionally advocated, but our recent cases
have been treated with potassium permanganate soaks, and the lesions seem to
have settled down quite satisfactorily.

The patient shown in Fig. 2 was particularly interesting because of the erythema
multiforme eruption limited to the light-exposed areas (face, -hands, wrists, and
knees), but this eruption settled within twenty-four hours on admission to hospital,
presumably because he was no longer exposed to direct sunlight.
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Orr

Fig. 1

Fig. 2
Typical example of orf.

Orf on the back of forefinger and hand

of a young boy, also showing erythema

multiforme reaction on the parts
exposed to light.

Fig.”3
Typical molluscum sebaceum on knee.

Fig. 4
Pyogenic granuloma of palm.
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him, and the full significance of its influence cannot yet be measured.
He was undoubtedly one of the most outstanding men the Belfast
School has produced.
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Jobn Alexander Sinton
V.C., O.B.E.,, M.D. (honoris causa), D.Sc., F.R.S., D.T.M.

Brigadier Indian Medical Service
2nd DECEMBER, 1884 — 25th March, 1956

Educated at the Royal Belfast Academical Institution and Queen'’s
College, Belfast, he obtained, with first-class honours, the degrees of
M.B., B.Ch., B.A.O., of the Royal University of Ireland in 1908.

As a Captain of the Indian Medical Service he was awarded the Victoria
Cross “for conspicuous bravery and devotion to duty. Although severely
wounded in both arms and through the side, he refused to go to hospital
and remained as long as daylight lasted attending to his duties under
heavy fire. . . .”

His researches, particularly in malaria, earned for him wide fame and
the Fellowship of the Royal Society. Among many other distinctions he
treasured the Honorary Fellowship and the Robert Campbell Medallion
of our Society.

He was a Pro-Chancellor of the Queen’s University and Honorary
Colonel of its Officers Training Corps. Elsewhere it has been written of
him that ‘‘his greatness sprang not so much from his unusual intellectual
gifts as from the simple qualities of absolute integrity and tremendous
industry. . . . He was by nature the kindest, most generous, and gentlest
of people.”

He bore his last, long painful illness with smiling courage. Truly “he
remained as long as daylight lasted attending to his duties. . . .”



Blood Loss in the Third Stage of Labour

By T. Wuson Rooor, M5, B.cH., B.A.O.,, M.R.C.OG.

Senior Lecturer in Obstetrics and Gynzcology, The University of Malaya, Singapore;
Formerly Principal Registrar and Tutor in Obstetrics
The Royal Maternity Hospital, Belfast

THE third stage of labour has often been the subject of much discussion and
dissension, yet it is the least understood, the most ill-managed and the most
tampered-with stage. Control of post-partum bleeding continues to be one of the
highly important problems which are encountered by obstetricians throughout the
world. Post-partum hamorrhage is always a dangerous and alarming accident,
requiring prompt and vigorous treatment. Dr. Gooch (quoted by Swayne, 1884)
said : ‘‘In these cases . . . the life of the patient depends on the man who is upon
the spot; he must stand to his gun, and trust to his own resources. A practitioner
who is not fully competent to undertake these cases of hzmorrhage can never
conscientiously cross the threshold of a lying-in chamber.”’

There has been a striking decrease in the maternal death rate during the past
fifteen to twenty years, caused by a sharp reduction in two of the leading causes
of maternal deaths, namely, puerperal sepsis and the toxzmias of pregnancy.
However, maternal mortality caused by obstetric hamorrhage has remained
practically constant except for minor fluctuations. Although obstetricians are all
seriously concerned when a woman bleeds to death from a post-partum
hamorrhage, it is suggested that frequently there is not sufficient concern shown
for the woman who does not die but who sustains a greater than normal blood
loss which invites infection, delays convalescence, and interferes with the nursing
of the baby. The patient also is robbed of the high level of health and happiness
she deserves, and is burdened with several months of ill health.

Many women lose comparatively large amounts of blood during labour without
noticeable effect, while others may be seriously affected by a relatively small blood
loss. A small third-stage hamorrhage, plus a low hzmoglobin level, can be a
very grave matter. The combination of profound anzmia, with even a moderate
haemorrhage in labour, is probably, the world over, the most common cause of
death in child-bearing.

Calkins et al. (1931) analysed a series of approximately 5,600 deliveries and
found the average blood loss in the third stage to be about 5 fl. ounces (150 ml.).
This figure is considerably less than the amount given as an average by the
majority of other investigators. In most hospitals the recognised upper limit of
normal blood loss is 20 fl. ounces (570 ml.), though most standard obstetric
textbooks state that a third-stage loss greater than 10 fl. ounces (286 ml.) is
abnormal. A study of obstetric reports from British hospitals, where the upper
limit of normal blood loss is taken as 20 fl. ounces, indicates that the incidence
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of post-partum haemorrhage is somewhere between 2 and 6 per cent., and even in
well-regulated institutions deaths from post-partum heaemorrhage, although rare,
do occur. Figures from American sources are similar in showing that the overall
incidence of third-stage and post-partum hzemorrhage is not less than 5 to 6
per cent. (Davis, 1940; Davis and Geady, 1946), and, if accurate measurements
of blood loss were always made, the figure might approach 10 per cent. It is
evident that the incidence of post-partum hamorrhage shows no appreciable
decrease, but is, in fact, increasing. One reason for this increase is undoubtedly
the adoption of more rigid criteria as to what constitutes abnormal bleeding.

In an attempt to get an accurate idea of the third-stage blood loss an analysis
of the amounts lost following 1841 consecutive vaginal deliveries, which occurred
in the Royal Maternity Hospital, Belfast, during 1953, was made. In this hospital
care is taken to collect as much as possible of the post-partum blood loss and the
amount is measured. Where this has not been possible the loss is recorded as
normal or moderate. Although, no doubt, far from being accurate, a moderate loss
is assumed to be anything from 10 to 15 fl. ounces (285 to 435 ml.). It is important
that the blood loss should be measured when at all possible, as the measured loss
nearly always exceeds, and at times greatly so, the estimated loss.

In this series of 1841 patients there were 263 (14.3 per cent.) who had a
third-stage loss greater than 10 fl. ounces. The percentage with a- blood loss
greater than 20 fl. ounces, the usual criterion of a post-partum hzmorrhage, was
2.4 per cent. This latter figure compares favourably with other hospitals. For
patients delivered with forceps, under anasthesia, 16.3 per cent. had a loss greater
than 10 fl. ounces, but only 1.7 per cent. had a loss of more than 20 fl. ounces.
In the series there were 50 cases of twins, of which 12 per cent. had a loss greater
than 10 fl. ounces and only 2 per cent. a loss greater than 20 fl. ounces. The
complete results are shown in the following table : —

No. of No. with loss No. with loss
Patients. over 10 fl. oz. over 20 fl. oz.
Whole Series - - 1,841 263 44
(14.3%) (2.4%)
Normal delivery - - 1,332 189 35
(14.1%) (2.6%)
Forcep delivery - - 342 56 6
(16.3%) (1.7%)
Breech delivery - - 12 2
(10.2%) (1.6%)
Twin delivery - - 50 6 1
(12%) (2%)

If it is accepted that a third-stage loss of 10 fl. ounces is the upper limit of the
normal, then the cases analysed revealed that post-partum haemorrhage occurred
nearly as often after normal as after abnormal deliveries. Taking a figure of
20 fl. ounces as the upper limit, as is usual, then the incidence of post-partum
haemorrhage was greater after normal than after abnormal deliveries. Contrary
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to the usual teaching, there was no evidence that twins, prolonged labour, or
multiparity were predominantly associated with excessive third-stage bleeding. It
was interesting to note that the average duration of normal labours which had a
third-stage loss greater than 10 fl. ounces was 13.3 hours for primigravide and
8.2 hours for multipara. The normally delivered patients who suffered a loss greater
than 20 fl. ounces had actually a shorter average duration of labour—10.8 hours
for the primigravidee and 7.1 hours for the multiparze.

It is interesting to compare the results in this present series with figures
published by de Boer (1955). In an analysis of 2,444 successive vaginal deliveries
at the London Hospital in the years 1950 to 1952 the overall incidence of a
post-partum hzemorrhage of 20 fl. ounces or more was 16.5 per cent. From his
figures he noted -that prolonged labour, forcep delivery, and anasthesia are
important ztiological features in the production of post-partum hzmorrhage. The
figure in this series seems high when compared with that from the Royal Maternity
Hospital, Belfast. The incidence of manual removal of the placenta in the Belfast
series was 1.07 per cent. and in de Boer’s series 2.04 per cent.

What can be done to prevent excessive third-stage blood loss? In the first place,
prevention must begin with the proper conduct of the terminal phase of the second
stage of labour. For the placenta to separate properly it is of the utmost importance
that the baby be delivered slowly. The time taken to effect delivery should be at
least three minutes, taking a half to one minute pause after the delivery of each
shoulder. "

Secondly, knowledge of the mechanism of placental separation must be kept in
mind if undue haemorrhage is to be avoided. It matters little whether one accepts
the older view of separation by means of a retroplacental heematoma,. or the more
modern view of a decrease in size of the uterine cavity and area of placental
attachment Ieadmg to a partial and finally complete separation. In this latter view,
as the uterus contracts and retracts, its walls become thicker and thicker and the
area of ‘placental attachment smaller, so that eventually the compact placenta can
no longer follow the changes and is consequently separated from the uterine wall.
It is important that no attempt should be made to hasten this process. The practice
of massaging and squeezing the uterus, after the birth of the baby, to separate the
placenta, as well as the less traumatic plan of holding the fundus, are mentioned
only to be condemned. By such procedures nothing is gained and much may be
lost by unnecessary traumatism. The ecchymotic and contused abdominal walls,
the sensitive and bruised uterus, and the relaxed and tender uterine llgaments
are still occasionally seen to-day‘ '

Thirdly, the signs of placental separation and descent must be appreciated. In
short, the fundus rises and becomes smaller, harder, and rounder. There may be
a small gush of blood from the vagina and the cord outside the vulva lengthens.
When these have occurred. the placenta is expelled by grasping the fundus uteri
in the hollow of the hand, and as soon as it is felt to harden, strong and firm
pressure is made upon it, downwards and backwards, in the axis of the pelvic brim.

The management of the third stage of labour may vary from place to place,
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but the fundamental principles do not change. If these are remembered, good
results should be obtained. The value of giving oxytocic drugs after the child’s
head is born and before delivery of the placenta still evokes much discussion, but
whether these drugs are given or not seems to be mostly a matter of individual
experience. Good management of the third stage of labour is vital, and all those
practising obstetrics should realise that the prevention of post-partum hsemorrhage
is much easier than the treatment. In the year 1767 John Harvie stated that
‘“‘nature is to be assisted, to be followed and supported, but seldom or never
forced.”” These words are worth remembering.

SUMMARY.

1. The third-stage blood loss following 1841 consecutive vaginal deliveries at
the Royal Maternity Hospital, Belfast, is analysed. ‘

2. A blood loss greater than 10 fl. ounces (285 ml.) occurred in 14.3 per cent.
of cases and 2.4 per cent. sustained a loss greater than 20 fl. ounces (570 ml.).

3. Post-partum hamorrhage occurred as often after normal as after abnormal
deliveries.

4. There was no evidence that prolonged labour, forcep delivery or anzsthesia,
twins or multiparity were predominantly associated with excessive third-stage
bleeding.

5. Prevention of excessive third-stage loss depends on the proper conduct of
the terminal phase of the second stage of labour, knowledge of the mechanism
of placental separation, and the ability to recognise the signs of placental
separation and descent.

6. An endeavour to hasten placental separation is a basic factor in many cases
of excessive third-stage bleeding.

I wish to thank Professor C. H. G. Macafee for his advice in the preparation of this paper
and the members of the Consulting Staff of the Royal Maternity Hospital, Belfast, for
permission to use the records of patients who had been admitted under their supervision.
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The Inheritance of Tylosis Palmaris et Plantaris
in Two Families in Northern Ireland

By H. P. Swan, M8, B.Ch, B.A.O., D.P.H.
formerly Deputy Medical Officer of Health, Londonderry County Borough

STEVENSON and Pearson (1953) recorded the inheritance of tylosis palmaris et
plantaris in one large family in Northern Ireland, and an isolated case which they
regarded as an example of a new mutation. It seems worth recording two
additional families for a number of reasons. The condition is an example of a trait
carried by a regular dominant gene, which appears always to be expressed. It
seems likely from the writer’s experience, from that of the Department of Social
and Preventive Medicine at Queen’s University, Belfast, and from the records of
the Dermatological Clinics in Northern Ireland over the last four years that all,
or a very high proportion of all, the subjects affected by this trait in Northern
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Ireland have been identified. It is therefore possible to estimate the prevalence of
this trait with some confidence, a matter on which relatively little information is
available concerning single gene determined traits. Finally, linkage data have
been collected which are complementary to those of Stevenson and Pearson (1953).

The condition of affected individuals in the families here reported shows a very
marked uniformity. The skin on the palms of the hands is, in every case, thicker
and harder than normal, with the flexure lines appearing as deep fissures or cracks
in a smooth expanse of thickened skin extending from wrist to finger tips. The
appearance of the hands is so characteristic that it could be immediately determined
by a single glance whether or not an individual was affected. The appearance of the
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feet is not so immediately conclusive, for the skin on those parts of the soles which
are not normally in contact with the ground is relatively soft and tends to_have a
more normal appearance, although it is abnormally thick. The skin cavering the
plantar surfaces of the toes and the parts of the soles normally in contact with
the ground is thick and horny and deeply fissured at flexure lines.

In a number of cases the hard, thickened skin spreads on to the dorsal surfaces
of the digits at their tips and reaches the nail beds, causing deformity of the nails
and occasional discomfort, but many affected individuals -have normat nails. In a
few cases there is also some thickening of skin over the dorsal aspects of the distal
interphalangeal joints. No other encroachment of abnormal skin on to the dorsal
surfaces of hands or feet was observed in any of the affected individuals interviewed.

All affected individuals suffered discomfort as a result of the fissuring and peeling
of the horny skin of the palms and soles. Discomfort was not continuous, but was
almost always present during very warm or very cold weather; it was also
exacerbated by manual labour especially if the work involved exposure of the hands
to moisture and cold—e.g., cement mixing in winter was mentioned by one
affected individual as being a particularly unpleasant occupation. Peeling of horny
skin took place from time to time in all cases, but varied in frequency from once
to three or four times a year in different individuals.

No affected individual showed any thickening or other defect of the skin elsewhere
on the body, or any other malformation or characteristic which could be related to
the condition.

Most affected individuals had experimented with various methods of treatment.
There was fairly general agreement that applications intended to soften the skin
made the condition less comfortable, and that rubbing the horny layers away with
pumice improved the appearance but gave little, if any, relief from discomfort.
At the time of interview no affected individual was carrying out any treatment
intended to cure or alleviate the condition.

Examination of individuals showed that the condition was virtually indistinguish-
able in members of all three families. The only point of difference appears to be
that a minority of members of the family previously described and of Family T3
here reported had a thickening of the skin over the distal interphalangeal joints on
their dorsal aspects, while none of the individuals in Family 1 showed such a
condition.

GENETICAL CONSIDERATIONS.

For a number of reasons it was impossible to interview all the individuals who
appear in the pedigree of Family 1-—some are dead, some live in England and
some in the U.S.A., while the members of the family resident in Ireland have lost
touch with others—consequently, the accuracy depends to some extent on memory.
However, as there is no clinical doubt as to whether a particular individual is
affected or not, and as the information about dead or absent members was received
independently from several members of the family interviewed, and in every case
information from these different sources tallied exactly, it may be reasonably

presumed to have a high degree of accuracy.
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In Family 2 the affected mother was a foundling, who was deposited on the
steps of an orphanage, and nothing is known of her parents.

The pooled sibships of the offspring of affected individuals in the two families
show twenty affected and eighteen unaffected. (Ten affected males and ten un-
affected; ten affected females and eight unaffected.) This suggests the full
manifestation of a single dominant gene transmitted entirely in accordance with
theoretical expectation.

INCIDENCE.

In Northern Ireland at the present time there are thirty-six known living persons
showing this trait, as detailed in Table 1. As the population of Northern Ireland
is about 1,371,000, this gives an incidence of about 1 in 40,000 in the population.

TABLE 1.

Males Females ToraL
Stevenson and Pearson family

and sporadic case (T1) - - 11 11 22
Family T2 here reported - - 3 6 9
Family T3 here reported - - 2 e .3 b

ToraL - - - 16 20 36

It is not possible to calculate a mutation rate because any fertility reduction
would be too small to be detectable. Unfortunately, the linkage data are too in-
complete in Family T3 to demonstrate linkage, but they are reproduced as they
may be of value taken together with data collected subsequently elsewhere.

SuMMARY.
Two families are described where tylosis palmaris et plantaris has been
transmitted by a dominant gene mechanism.
An incidence rate of 1 in 40,000 for this condition in the population of Northern
Ireland has been calculated with some confidence.

REFERENCE.
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I wish to express my thanks to Professor A. C. Stevenson of the Department of Social and
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criticism the preparation of this report would not have been possible. My thanks are also
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the sera. Finally, some of the expenses for this survey were met from a grant to the
Department of Social and Preventive Medicine by the Nuffield Foundation.

Appendix overleaf (page 30).
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APPENDIX.

Family T,. All living sibs were seen; 1 (2) was a foundling who knew nothing
of her parents and all efforts at tracing them through an orphanage
failed.

LINKAGE Dara.
No. Ref A Sex CV Taste ABO Rh Lea Leb Lua K Fya P MNS Sec.
T, I1 U M + + 0 RR, - - - +  MNS
2 A F + + 0 rr - - - + MNS
II1 A F + - 0 R r - - - + MNS
2 A F + + 0 Rr - - - + MNS
3 A M . .. .. .. .. ..
5 A F - + 0 R,r - - = + MNS
6 A M + - 0 R,r - - - + NNS
7 U M + + 0 R,r - - - + NNS
9 A F + + 0 Rr - - - + NNS
10 A M + + 0 Rr - - - - MNS

Family T,. 1 (1) had some sibs and stepsibs, their number, condition and that
of their parents could not be discovered. Those seen were 1 (3),
(4), (6), (8), and (9); mr (12), (19), (21), and (23); v (1), (2),
(3), and (4).

(Some of these individuals reside in the Irish Republic, hence the apparent
discrepancy in numbers recorded in Table 1.)
1 (1), 1t (1), and (10) and 1 (15), (16), (18), and (21) are dead.
1 (2), (5), and (7) and 1r (1), (2), and (3) reside in England.
mr (4-11) are in U.S.A. and, although their father was seen, he
was rather elderly and confused, and only knew that he had eight
children, all unaffected.
LINKAGE DarTa.
No. Ref. A Sex CV Taste ABO Rh Lea Leb Lua K Fya P MNS Sec.
T, II 38 U M + A, T .. - - .. + MMs
4 A M + - 0 T - 4+ - - + + MMs
6 A F 4+ + A T + - +  MMs
8 A M - A T - - + MMs
9 U M + - A T + - + MMs
III 12 U M + - 0 T -+ - - + + MMs

19 A F + + 0 Rr + - - MMs

21 A M o+ - A rr - - - MMS

23 U M + - 0 Rr - - + MMs

v A F + + 0 R R, - - + MMs
2 U M + + 0 R R, - - + MNs
8 U F + + 0 T + - + MMs
4 A M + ? 0 Rr - - + MMS
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Subcutaneous Emphysema in Bronchial Asthma

By R. J. Kernonan, M.p., M.R.CP., D.P.H.,, D.CH.

Waveney Hospital, Ballymena

THE following case is reported to draw attention to the occurrence of subcutaneous
emphysema in bronchial asthma.

CASE REPORT.

A man, aged 28 years, developed an attack of asthma on 8th October, 1955.
He had been subject to asthmatic attacks from early infancy. The attacks had been
recurring with decreasing frequency, and the previous severe attack was five
years previously. Treatment at home failed to relieve his symptoms, and he was
admitted to hospital on 12th October, 1955.

On examination, he was in acute respiratory distress. He was sitting upright,
sweating profusely, cyanosed, and gasping for breath. The left side of the face was
swollen. There was marked subcutaneous emphysema about the neck, and over
the anterior chest wall. The air entry was poor, with marked prolongation of
expiration. There were no crackling rales along the mediastinal border or
synchronous with the heart beat. The blood pressure was 130/80. The pulse rate
was 120 per minute and regular,

X-ray chest revealed subcutaneous emphysema in the supraclavicular regions.
There was no evidence of pneumothorax or mediastinal emphysema.

He was treated with intravenous aminophylline, adrenaline hydrochloride.
(1: 1,000) subcutaneously, and prednisolone. Within forty-eight hours he had
improved considerably. The emphysema gradually subsided, and he was discharged
home after two weeks in hospital.

COMMENT.

Subcutaneous emphysema is due to air escaping into the subcutaneous tissues.
The Macklins have shown that air in the extra-pulmonary spaces originates from
an initial pulmonary interstitial emphysema. They have demonstrated that
pulmonary interstitial emphysema results from rupture of the ‘‘marginal”’ type of
alveoli. The bases of ‘‘marginal’’ alveoli rest against structures such as bronchi,
bronchioles, blood vessels or pleura, in contrast to ‘‘partitional’”’ alveoli whose-
bases rest against other alveoli with which there is intercommunication by means
of pores. Over-expansion of alveoli, without a corresponding widening of the
lumen of the blood vessels, results in the formation of a pressure gradient which
may cause leakage of air. The air seeps through multiple small ruptures in the
alveolar bases, and enters the pulmonary interstitial tissue. The blood vessels
underlying the alveolar bases become compressed, and the pulmonary circulation
is impeded. The air then travels along the vascular sheaths to the mediastinum.
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This may cause circulatory embarrassment due to pressure on the heart and
mediastinal vessels. From the mediastinum the air may escape into the neck and
subcutaneous tissues. Rupture may occur into the pleural cavity, causing
pneumothorax. Occasionally the air may pass downward along the aorta into the
retroperitoneal space.

The clinical findings depend upon the amount and position of the ectopic air.
The symptoms and signs of mediastinal emphysema may be obscured by the
co-existence of subcutaneous emphysema. Mediastinal emphysema is diagnosed
by the combination of substernal pain, a peculiar crunching sound synchronous
with the heart beat (Hamman’s sign), radiological evidence of air in the
mediastinum, and sometimes subcutaneous emphysema. When mediastinal
emphysema is marked, subcutaneous emphysema tends to be slight, and vice versa.
The escape of air into the subcutaneous tissues of the neck may lead to sudden
improvement in the clinical condition, such escape having a decompression effect
upon the mediastinal structures.

Spontaneous mediastinal and subcutaneous emphysema have occurred in
influenza, pneumonia, pulmonary tuberculosis, diphtheria, after trauma to the
chest, by lung blast from explosions, and following excessive coughing. This
complication is very rarely encountered in status asthmaticus. There is no indication
for surgical interference. Air infiltration into the tissues ceases, and within two
to three weeks the air is completely absorbed.

SUMMARY,

A case of subcutaneous emphysema complicating status asthmaticus is described.
The causation of this complication is briefly discussed.
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Unrccognised Rib Fracture Simu]ating Pleurisy

By W. T. Warmineron, M.D.
Enniskillen Chest Clinic, Cornagrade, Enniskillen

WiTHIN fifteen months three patients with unsuspected rib fracture were referred
to Enniskillen Chest Clinic because of chest symptoms. The first rib was fractured
in two cases, and the tenth rib in the remaining one. All fractures were on the
right side.

Two case histories are given :—

(1) Miss M. McA., aged 32, consulted her doctor because of violent cough and
acute chest pain, diagnosed as right-sided dry pleurisy, followed after one week
by swelling and joint pains in the lower limbs. Two weeks later, on 3rd February,
1956, an X-ray at the Chest Clinic showed fracture of the tenth rib on the right
side, with some displacement of fragments. Callus formation was well marked
on a film taken 17th March, 1954. No pulmonary abnormality was present on
either film. On questioning, she recalled that she had slipped while pushing a
car about the time of the onset of her chest pain. Although she ‘‘wrenched
herself,”’ no impact was sustained. On 3rd February, 1956, the B.S.R. was normal
(7.0 Cutler 1 hour) and the Mantoux test negative to 1 mgm. old tuberculin. The
fracture was considered to have been the cause of her symptoms.

(2) John L., aged 19, took influenza on 14th March, 1955, for which he spent
one week in bed. He had slight cough and sputum. Two weeks after onset he
had pain in the right scapular region, at first worse on moving, but later on
coughing. This persisted until he was seen at the Chest Clinic on 10th October,
1956, having complained of right infra clavicular pain three-four days previously.
On examination, no swelling or tenderness was found, but chest X-ray showed a
fracture of the first rib on the right side. B.S.R. was normal (5.0 Cutler 1 hour)
and Mantoux positive to 0.1 mgm. old tuberculin. The infra clavicular pain for
which he was referred was due to this fracture. Both instances of fracture of the
first rib occurred without known cause in right-handed muscular young men.

These cases show that unsuspected rib fracture must be borne in mind as a
possible, though rare, cause for chest pain associated with cough.
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REVIEWS

CHILD HEALTH AND DEVELOPMENT. Edited by Richard W. B. Ellis,
O.B.E., M.A., M.D., F.R.C.P. Second Edition. (Pp. x+525; figs. 81. 42s.)
London : Churchill, 1956.

For this new edition the work has been substantially rewritten and new subjects discussed include
Genetical Aspects of Child Health, Child Guidance, Vocational Guidance, Health Education,
Punishment, and Child Health in the Tropics. Many of these, and the other activities discussed
in Part II—Social Aspects of Child Health, are now also the concern of a large number of trained
lay workers employed by the State and Local Authorities. If medical men are to continue to
interest themselves and advise on all that concerns the health and well-being of children they must
also be informed on these activities. Nowhere else will they find so much useful information on
these topics collected and discussed within a reasonable space.

About half of the book is devoted to development, and this includes chapters on prenatal develop-
ment, the newborn, digestion, nutrition and feeding, feeding habits, postnatal growth, puberty
and adolescence, intellectual, emotional and instinctive development and immunity. Throughout the
book is concerned with the healthy child, his physical and mental growth and his place in society.
It is not directly concerned with the diseased child.

The editor is responsible for five of the twenty-three chapters and for a broad-based and
stimulating introduction. He has had the assistance of sixteen other contributors. The outcome is
an up-to-date book, well edited, and providing the practitioner with information both for everyday
application and for reference.

RECENT RESEARCH ON VITAMINS. British Medical Bulletin; Volume 12,
No. 1; January, 1956. (Pp. 1-90. 15s.) London: British Council, 1956.

Tuis number of the British Medical Bulletin was planned under the direction of Sir Edward
Mellanby. It now appears as a fitting memorial number and carries a tribute to Sir Edward
by Sir Charles Harington.

Medical men, as well as those engaged in research on vitamins and nutrition, will welcome this
number. Some of the contributions are highly technical, but much information of value to those
concerned with applied nutrition is also provided. A valuable article, ‘‘Vitamins in Nutrition :
Orientations and Perspectives,’’ by B. S. Platt, and an article on the B vitamins in the blood and
intestinal tract by L. J. Witts are among those of greatest interest to medical men. A useful
review of the effect of processing on the vitamin content of food is provided by L. W. Mapson,
and the more specialised reader will be interested in the report on the chemistry and mode of
action of vitamin B ,.

This must be considered one of the most valuable and generally useful of the important series
of symposia published as numbers of the British Medical Bulletin.

DISEASES OF THE NOSE, THROAT AND EAR. By I Simson Hall, M.B.,
Ch.B., F.R.C.P.E., F.R.C.S.E. Sixth Edition. (Pp. xiii+ 463; figs. 84. 20s.)
Edinburgh and London: E. & S. Livingstone, 1956.

Diseases of the Nose, Throat and Ear, by I. Simson Hall, is one of the relatively few books on
the subject suitable for students and practitioners. It covers the whole field of the speciality
superficially, but with sufficient detail to enable diagnosis and treatment to be carried out
successfully.

It has not, perhaps, been brought fully up to date; the illustrations of instruments particularly
could be improved; some of the more modern techniques have not been included. But for the
purpose for which it was intended it is one of the best publications we have,

The text is clear and adequate in size and the paper of good quality; the illustrations and

diagrams are adequate, and clear in their presentation.
' F. A. MacL.
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REVIEWS

CHILD HEALTH AND DEVELOPMENT. Edited by Richard W. B. Ellis,
O.B.E., M.A., M.D., F.R.C.P. Second Edition. (Pp. x+525; figs. 81. 42s.)
London : Churchill, 1956.

For this new edition the work has been substantially rewritten and new subjects discussed include
Genetical Aspects of Child Health, Child Guidance, Vocational Guidance, Health Education,
Punishment, and Child Health in the Tropics. Many of these, and the other activities discussed
in Part II—Social Aspects of Child Health, are now also the concern of a large number of trained
lay workers employed by the State and Local Authorities. If medical men are to continue to
interest themselves and advise on all that concerns the health and well-being of children they must
also be informed on these activities. Nowhere else will they find so much useful information on
these topics collected and discussed within a reasonable space.

About half of the book is devoted to development, and this includes chapters on prenatal develop-
ment, the newborn, digestion, nutrition and feeding, feeding habits, postnatal growth, puberty
and adolescence, intellectual, emotional and instinctive development and immunity. Throughout the
book is concerned with the healthy child, his physical and mental growth and his place in society.
It is not directly concerned with the diseased child.

The editor is responsible for five of the twenty-three chapters and for a broad-based and
stimulating introduction. He has had the assistance of sixteen other contributors. The outcome is
an up-to-date book, well edited, and providing the practitioner with information both for everyday
application and for reference.

RECENT RESEARCH ON VITAMINS. British Medical Bulletin; Volume 12,
No. 1; January, 1956. (Pp. 1-90. 15s.) London: British Council, 1956.

Tuis number of the British Medical Bulletin was planned under the direction of Sir Edward
Mellanby. It now appears as a fitting memorial number and carries a tribute to Sir Edward
by Sir Charles Harington.
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number. Some of the contributions are highly technical, but much information of value to those
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MODERN METHODS OF FEEDING IN INFANCY AND CHILDHOOD.
By Donald Paterson, B.A., M.D., F.R.C.P., and George Newns, M.D.,
F.R.C.P. Tenth Edition. (Pp. ix+188; figs. 15. 15s.) London: Constable,
1956.

THE most recent edition of this book presents a clear picture of orthodox British practice in the
feeding of young children. The section on breast feeding is excellent and incorporates several recent
advances in the physiology and management of lactation. Infants who have the good fortune to
be artificially fed on the lines put forward by the authors should never go hungry, for Drs. Paterson
and Newns recommend three ounces of milk per pound body-weight daily against the traditional
‘“‘two and a half ounces per pound per day’’ generally thought to be sufficient.

Whilst agreeing that chloramphenicol is often effective in the treatment of ‘‘gastro-enteritis,”’
the reviewer feels that some mention should have been made of its potential toxicity to the
bone-marrow and liver.

The discussion on wasting in infancy is unfortunate in that it fails to make any reference to
important and well-recognised metabolic disorders such as hypercalcemia and renal acidosis which
often masquerade as ‘‘feeding problems’ with failure to thrive, for which the authors suggest
‘“‘improving the hygiene and nursing care.” In such cases an estimation of the serum calcium
and alkali reserve might provide the diagnosis and indicate the correct treatment.

With the above reservations, this book can be recommended as a helpful guide to all those
concerned with the feeding of babies and young children. The type and illustrations are good,

there is a complete and accurate index, and by present standards the price is reasonable.
R.D.G. C.

PSYCHOLOGICAL MEDICINE. By Desmond Curran, M.B., F.R.C.P.,
D.P.M., and Maurice Partridge, M.A., D.M., D.P.M. Fourth Edition.
(Pp. viii+407; figs. 20. 21s.) Edinburgh: E. & S. Livingstone, 1955.

THE first edition of this book was published in 1943 at a time when physical methods in the

treatment of mental illness were coming to the fore and long-established concepts were being

re-examined in the light of knowledge gained in the midst of total war.

To the preparation of the fourth edition Dr, Curran brings the authority and experience of those
intervening twelve years and his collaborator is a worthy successor to the late Dr. E. Guttmann.
The aim, as in earlier editions, is to present the elements of psychiatry to medical students and
to the practitioner requiring a concise and up-to-date account of psychological medicine. Wisely,
a plethora of technical terms has been avoided and, although the authors do not hesitate to express
personal opinions, the subject matter is presented in a balanced and objective manner, the clinical
approach predominating.

The book has been extensively revised, the treatment of alcoholism and schizophrenia receiving
more attention and the section on psychiatry in war time being omitted.

Most of the illustrations, including examples of schizophrenic drawings, to the uninitiated so very
like certain forms of contemporary art, have appeared in earlier editions, but are none the less
worth retaining.

This book is what it claims to be, namely, a short Introduction to Psychiatry. Those who require
more than that will be disappointed, but no medical student or busy general practitioner should
be without it. J. B. N.

BRITISH JOURNAL OF TUBERCULOSIS AND DISEASE OF THE CHEST.
Vol. 50, No. 1. (Pp. 1:104. 12s. 6d.) London : Bailli¢re, Tindall & Cox, 1956.
WE welcome this Golden Jubilee number. It is a proud record for a specialist journal and the
successive editors and the publishers are to be congratulated. The enlarging interest of the journal
and the decision in 1943 to include all diseases of the chest was timely, and we hope the journal
will continue to survive the hazards of medical publication.
The present number is mainly occupied with ‘“‘Fifty Years On—Then and Now,” and includes
a series of articles reviewing progress in these islands and throughout the Commonwealth,
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FRACTURES OF THE FACIAL SKELETON. By N. L. Rowe, F.D.S.R.C.S.,
L.R.C.P., M.R.C.S., L.M.S.S.A,, H.D.D.R.C.S., and H. C. Killey,
F.D.S.R.C.S., L.R.C.P.,, M.R.C.S.,, L.M.S.S.A,, H.D,D.R.C.S. (Pp.
xxxvi+923; 1,231 illustrations, 14 in colour. £6.) Edinburgh: E. & S.
Livingstone, 1955,

Sk REGINALD WaTsON-JONEs, in a foreword, describes this book as monumental and likely to

become one of the classics of surgery. Your reviewer entirely agrees. Its scope is encyclopadic and,

in addition to a consideration of the fractures of the mandible and maxilla, there are sections on
associated injuries of the scalp, skull, brain, and eye; a section on the special problems of
anacsthesia in maxillo-facial injuries, one on radiography, another on gunshot wounds of the face
and jaws, one on the treatment of the residual traumatic deformities, one on facial lacerations,
and a final chapter on the historical background. The joint authors are the consultants in oral
surgery at the Plastic and Maxillo-Facial Surgery Unit at Basingstoke, but contributions have
been made by, amongst others, Patrick Clarkson, Sir Harold Gillies, and D. T. Gilchrist of

Belfast. Considerable reference is made in the section on head injuries to the work of C. A.

Calvert.

Although large, the book is not verbose, and is obviously based on a wide and extensive
experience of facial injuries. The style is lucid and the English so good that an occasional lapse
(page 226, last sentence) is the more noticeable. The authors’ attention to detail and their
descriptions of the practical procedures reveal the care they have taken to perfect their operative
technique—as, for example, in the paragraphs on the preparation of eyelet wires (page 68). The
text is dogmatic, at times too much so, and the definitive statement of the date of the death of
Homer (page 847) would come as a surprise to most classical scholars. The fixation time of six
weeks for a simple fracture of the mandible (pages 81, 118) seems somewhat long, and the use
of antibiotics is recommended rather too frequently. The illustrations are superb, not so much the
clinical photographs as the diagrams of the underlying skeletal structures and the relationship of
the bone to fracture lines or displacement. The book is well produced in clear type and has an
extensive bibliography.

Altogether an outstanding book. P.J.S.

DISEASES OF THE NOSE AND THROAT. By Sir St. Clair Thomson, M.D.,
F.R.C.P., F.R.C.S.; revised by V. E. Negus, D.Sc., M.S.(Lond.), F.R.C.S.,
with the assistance of G. H. Bateman, M.A., B.M., F.R.C.S. Sixth Edition.
(Pp. xvi+1,040; figs. 353. 90s.) London: Cassell, 1955.

Tue sixth edition has been produced instead of reprinting the fifth edition, which was exhausted.

G. H. Bateman joins the author as collaborator in this edition. The general structure is little
changed. The section on stridor in children has been rewritten, the classification and nomenclature
being revised. Each subject has been brought up to date by minor changes. The newer anti-biotics
are described. The technique of trans-palatine approach to the naso-pharynx is described. A little
more has been added to the description of laryngocele and its treatment. The administration of
helium with oxygen is mentioned as an important factor in reducing the necessity for tracheostomy
for acute laryngitis in children.

Woodman’s operation for bilateral laryngeal paralysis is described in some detail. It is now
thought by the author that improved results are now being obtained by operation, although he
still favours a valve tracheostomy tube in most cases. The operation of pharyngo-cesophago-
laryngectomy is described in detail. The improvement in the prognosis of laryngeal tuberculosis
with the widespread use of streptomycin is noted. Streptomycin is also advised as the best treatment
for scleroma.

The book is beautifully produced by Cassell & Co. Ltd. The type is clear, and fifty-two
illustrations are new, and match the very high standard of previous editions. The sixth edition is
a worthy successor to the previous editions, and will remain the standard English text-book on
diseases of the nose and throat. K. H.
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LOCAL ANALGESIA, HEAD AND NECK. By Sir Robert Macintosh, D.M.,
F.R.C.S.(Edin.), F.F.A.R.C.S., and Mary Ostlere, M.B., M.R.C.P.E,,
F.F.A.R.C.S. (Pp. vii+134; figs. 145. 27s. 6d.) Edinburgh and London:
E. & S. Livingstone, 1955.

Tins book is divided into two parts. The first part deals with the anatomy of the region, where
necessary in some detail, for, as the authors rightly point out in the preface, success depends
in large measure on the knowledge of the relevant anatomy. The second half of the book shows
how this knowledge may be used to produce analgesia for practically every operation on the head
and neck. Surprisingly, the thyroid is not mentioned. Both the anatomy and technique of nerve-
blocking are beautifully illustrated by frequent line-drawings and coloured pictures of a standard
such as one has come to expect from the Nuffield Department of Anzesthesia. The pictorial method
of teaching is borne out by the fact that the 134 pages of text contain 145 illustrations. The
descriptions of the techniques are simple and unambiguous.

This book will prove a boon to candidates for the F.F.A. examination, and will be an excellent
reference book for those who only practise local analgesia on rare occasions.

The book is well produced and bound. The glossy paper may be essential for the illustrations,
but it makes reading, especially in artificial light, more trying than a matt finish. W. M. B.

OUTLINE OF ORTHOPZEDICS. By John Crawford Adams, M.D., F.R.C.S.
(Pp. vii+423; figs. 299. 32s. 6d.) Edinburgh: E. & S. Livingstone, 1956.

WHEN a student approaches his final year he must often have a sense of confusion with regard
to things surgical. With this book in his study he need no longer feel this way about one very
large branch of surgery—orthopadics—for, in John Adams’ book he will find the answers to all
his orthopzedic worries.

The book contains 432 pages, and is well illustrated by 299 photographs, X-ray reproductions,
and line drawings. Each chapter is delightfully prefaced by hints on clinical examination which is
one of the highlights of the book, for the examination of an orthopzdic case in the final medical
examinations is often ‘very badly carried out by students. A most useful classification of the
disorders to be dealt with in each chapter follows the hints on clinical examination. Fractures
are not included, reasonably enough, and rare diseases have been left out.

The presentation is easily read, is concise, synoptical in its form, but yet avoiding the horrors
of a true synopsis.

Whilst written primarily for medical students, others of more mature years will find in this
book a ready reckoner of orthopaedic essentials.

I can strongly recommend this book to medical students. R.J.W. W.

PULMONARY CIRCULATION AND RESPIRATORY FUNCTION. A
Symposium held at Queen’s College, Dundee. (Pp. xii+44; illustrated.
12s. 6d.) Edinburgh and London: Distributed for the University of
St. Andrews by E. & S. Livingstone, 1956.

IN September, 1955, many of the leading workers in Great Britain on the pulmonary circulation
and on respiratory function gathered for a two-day symposium in Dundee. Though some of the
papers as printed read more like preliminary abstracts than verbatim reports of an informal
conference, and though the discussion recorded also seems condensed and lacking in the vitality
and asides found in some reports of other symposia, the record is a valuable and informative one.

The symposium probably attempted to cover too wide a field, and, especially on the day devoted
to the pulmonary circulation in health and disease, many of the contributions appear somewhat
isolated from one another.

This symposium is concerned with problems where rapid advances are being made. This report
shows the close and valuable collaboration of physiology, experimental medicine, and surgery. It
will repay careful study by those interested and its prompt publication is commendable.
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LOCAL ANALGESIA, HEAD AND NECK. By Sir Robert Macintosh, D.M.,
F.R.C.S.(Edin.), F.F.A.R.C.S., and Mary Ostlere, M.B., M.R.C.P.E,,
F.F.A.R.C.S. (Pp. vii+134; figs. 145. 27s. 6d.) Edinburgh and London:
E. & S. Livingstone, 1955.

Tins book is divided into two parts. The first part deals with the anatomy of the region, where
necessary in some detail, for, as the authors rightly point out in the preface, success depends
in large measure on the knowledge of the relevant anatomy. The second half of the book shows
how this knowledge may be used to produce analgesia for practically every operation on the head
and neck. Surprisingly, the thyroid is not mentioned. Both the anatomy and technique of nerve-
blocking are beautifully illustrated by frequent line-drawings and coloured pictures of a standard
such as one has come to expect from the Nuffield Department of Anzesthesia. The pictorial method
of teaching is borne out by the fact that the 134 pages of text contain 145 illustrations. The
descriptions of the techniques are simple and unambiguous.

This book will prove a boon to candidates for the F.F.A. examination, and will be an excellent
reference book for those who only practise local analgesia on rare occasions.

The book is well produced and bound. The glossy paper may be essential for the illustrations,
but it makes reading, especially in artificial light, more trying than a matt finish. W. M. B.
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TEXT-BOOK OF OCCUPATIONAL THERAPY, with chief reference to
Psychological Medicine by Eamon N. M. O’Sullivan, B.A., M.B., D.P.M.
(Pp. x+319; figs. 18. 21s.) London: Lewis, 1955.

THis work fills a long-felt gap in medical literature in bringing together in one volume the salient
details of the use of occupational therapy as a method of treatment.

Dr. O’Sullivan gives a clear history of the development of occupational therapy in the United
Kingdom, America, and on the Continent.

The application of this form of treatment in a mental hospital is the main theme of the text,
but the practical, economic, and commercial sides of the activities are given full consideration.
All the activities as described are directed towards bringing the patient in contact with reality and
establishing in the hospital a social and community spirit so essential in helping towards recovery.

Occupational therapy is so frequently regarded as the simple employment of a number of
patients in various handicrafts that it is refreshing to find equal emphasis being placed on
recreational, social, and re-educational activities.

A chapter is devoted to the re-education of regressed patients and describes in detail the planning
of a scheme for their rehabilitation.

For those engaged in the administration of hospitals the chapters dealing with administrative
personnel, the formation of special occupational units and the use of occupational therapy in the
wards is extremely helpful.

For non-medical personnel the sections describing mental illnesses and the selection of special
classified occupational activities for the various types of illness should be of great value. Not all
activities in occupational therapy can be described in detail in one text-book, but the author gives
a comprehensive analysis of willow craft, cane craft, wood craft, and weaving.

In criticism it would appear that the author advocates the formation of units requiring very
large capital expenditure, but a more careful survey shows that he recommends the gradual
building up of the unit till the point is reached where between 85 per cent. and 90 per cent. of
the patients in hospital are daily occupied in some form of occupational therapy.

I have no doubt that this work will be most beneficial to all whose work takes them in contact
with mental hospitals. If the principles set out are followed, not only will a great change be
apparent in the mental health of those in hospital, but all employees of the hospital, from doctors
and nurses to tradesmen and domestic staff, will find new interest in their work, and will approach
their patients with a new understanding. J.A.S. M.

REFRESHER COURSE FOR PRACTITIONERS. Specially contributed articles
from the Journal of the Indian Medical Association. Volume 1. (Pp. xiv + 364.
Rs.8.) Calcutta: Journal of the Indian Medical Association.

THis volume contains a collection of articles on certain diseases commonly encountered in general
practice. They have been reprinted from-the Journal of the Indian Medical Association and follow
the lines of similar articles in the British Medical Journal.
The subjects considered include certain cardiovascular and pulmonary diseases, anamia, tropical
diseases, such as malaria, cholera, and amcebiasis, burns and senile enlargement of the prostate.
The information conforms in general with that in standard text-books and directions for
treatment are both comprehensive and precise. W. G. F.

THE BOKE OF CHYLDREN By Thomas Phaire. Edited by A. V. Neale,
M.D., and H. R. E. Wallis, M.D. (Pp. 76; plate 1. 7s. 6d.) Edinburgh and
London: E. & S. Livingstone, 1955.

Tuis book, the first written on children’s diseases by an Englishman and published in 1545, is of

particular interest to the padiatrician and medical historian. The honest philosophy and keen

observation of Thomas Phaire are readily apparent from his writings, while his ‘“‘physicke’” has a

contemporary and fully botanical flavour. O.D. F.
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BODY FLUIDS IN SURGERY. By A. W. Wilkinson, M.Ch., F.R.C.S.
(Pp. ix+212; figs. 6. tables 29. 16s.) London and Edinburgh: E. & S.
Livingstone, 1955.

SurFICIENT knowledge of the physiological mechanisms which regulate the volumes and composition

of the body fluids now exists to permit a logical approach to therapy of fluid and electrolyte

imbalance. This book aims to set out, in reasonable compass, the aspects of this subject of particular
interest to surgeons in the management of their clinical problems. In the main, this purpose is
achieved. The author divides his subject into chapters on the body fluid, the chief body cations,
acid-base balance, and the effects of shock and various types of fluid and electrolyte imbalance.

Each chapter commences with a short physiological introduction, follows with a discussion of the

causes of, and the clinical and metabuolic results of derangement of body chemistry, and. concludes

with a section on treatment. This presentation is satisfactory, and avoids undue repetition in the
various chapters.

In the discussion on the exchanges of fluid between the extracellular and the intracellular
phases, insufficient emphasis is laid on the importance of the osmotic regulation of the movement
of water between the body compartments. This concept is so fundamental that it might be
considered more fully and. illustrated diagramatically. In the section devoted to the treatment of
hyponatreemia and cellular overhydration, the author correctly advocates the administration of
hypertonic saline; but he does not indicate that the amount of salt, in excess of water, that is
required to achieve correction may be calculated as the product of the fall in sodium concentration
below normal multiplied by the total body water (estimated as 60 per cent. of the body weight).

The chapter on potassium contains two errors of statement concerning the metabolic consequences
of potassium depletion. On p. 51 it is stated that Black and Milne observed extracellular acidosis
in two subjects depleted of potassium by dietary restriction, whereas these workers showed that
extracellular alkalosis resulted. Fourman and Ainley-Walker produced potassium depletion and
acidosis, but in their study the depletion was induced by the ingestion of an exchange resin in the
ammonium cycle. Uncomplicated potassium depletion is always accompanied by an alkalosis. On
p. 48 it is stated that the shift of sodium into cells that occurs in potassium depletion results in a
contraction of the extracellular fluid. This only occurs if sodium intake is simultaneously restricted.
Potassium depletion is usually accompanied by retention of sodium in, and expansion of, the
extracellular fluid. Clinically, cedema may occur. In the treatment of potassium depletion more
stress might be laid on the fact that in many instances of potassium loss there may also be severe
losses of salt, with resultant contraction of the extracellular fluid volume. In these circumstances,
the initial concentration of potassium in the serum may be well above normal, despite an overall
potassium deficit. Appreciation of this fact would lead to modification of the advice that in pyloric
stenosis, ‘‘The replacement of potassium is therefore the primary consideration, and potassium
chloride should first be administered, followed by a mixture of potassium and sodium chloride”
(p. 111). Such a line of treatment would lead to a dangerous hyperkaleemia in a significant
proportion of cases.

The concluding chapters on ‘“The influence of associated disease on fluid and electrolyte balance,’’
on ‘‘Diagnosis,’”’ and on ‘‘Treatment’ are satisfactory, except that it is doubtful whether the
scheme for calculating losses of fluid and electrolyte given on pp. 152-153 would be very useful in
practice. R. W.

NURSING CARE OF THE NEWLY BORN INFANT. By W. S. Craig, B.Sc.,
M.D., F.R.C.P.(Edin.), M.R.C.P., in collaboration with M. F. G. Buchanan,
M.B., B.Ch., M.R.C.P.(Edin.), and R. ]J. Pugh, M.B., Ch.B., M.R.C.P.,
and M. Pattullo, R.G.N., S.C.M. (Pp. viii+472; figs. 224. 36s.) Edinburgh
and London: E. & S. Livingstone, 1955,

THis book covers fully that most important period, the first month of life. It contains much

practical advice and is especially written for nurses. This volume should be of particular value for

the pupil or practising midwife and children’s nurse; it should be read also by the candidate for

the Diploma of Child Health. O.D. F.
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A HANDBOOK OF MEDICAL HYPNOSIS. By Gordon Ambrose, L.M.S.S.A.,
and George Newbold, M.B., B.S., M.R.C.S. (Pp. xiv+256. 21s.) London:
Bailliére, Tindall & Cox, 1956.

A BRIEF history of medical hypnotism is given, following the development of the subject from the
religious cults of Ancient Egypt through such workers as Mesmer in the latter half of the eighteenth
century, John Elliotsen and the Edinburgh surgeon, James Braid (1795-1860).

The hypnotic state is considered as consisting of three stages, namely, light, medium, and deep
or somnambulistic. In the latter stage amnesia for events occurring during hypnosis, sensory
hallucinations and pronounced effects from post-hypnotic suggestion are among the many
manifestations which appear.

Technique in the methods of induction of hypnosis are briefly described with a short consideration
of auto-hypnosis.

The remainder and greater proportion of the volume is devoted to the application of hypnosis
in diverse fields of medicine and surgery. A range of subjects from tics to tuberculosis, amenorrheea
to accouchement is covered with a large section devoted to gynaecology and obstetrics. Each
section is illustrated with one or more case-histories. These are in many instances scanty, and one
might wonder about the diagnosis in the case of ‘‘the attractive young woman of 30"’ with dis-
seminated sclerosis whose ‘‘lower limb reflexes were absent.”” Clinical investigations, if they have
been done, are not quoted in any instance.

Not all observers would agree with the statement (p. 79) that in anorexia nervosa ‘‘death may
occur from cardiac failure, tuberculosis or coma, but fortunately most cases recover.” Nor
would most gynacologists be prepared to accept a psychogenic basis for menorrhagia in the
presence of pathology of the uterus and adnexa such as fibroids (p. 185). The authors also state
that ‘““hypnotherapy is indicated if the patient suffers from heart disease such as mitral stenosis,
and is allowed to proceed to term. This is to ensure that labour becomes less of a strain on the
cardiac muscle.”” It is fairly generally known that such cases, if they do not decompensate during
pregnancy, have an uneventful labour. There are few obstetricians who would consider hypnotherapy
as an adjuvant in the management of pre-eclampsia.

There are numerous controversial statements of this nature. Hypnotherapy is embarked upon in
many instances with what would appear to be insufficient appreciation of the organic aspects of
the condition, e.g., failure to carry out radiography or exclude congenital anomalies in cases of
enuresis.

Bibliography is scant and references in some places incomplete (pp. 49 and 75). The authors
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