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patient, a wood-worker, who states that he is able to
" carry on his work as before the accident." He adds,
however, that extension, though full when the forearm
is pronated, is slightly limited if the forearm is supinated.
In this connexion it is interesting to recall that Mackenzie,
in his book on The Action of Muscles (1918, p. 75), insists
that the biceps is essentially a supinator and not a flexor
of the elbow. In the second case the injury occurred
in rather a curious way. While playing fives and striking
at the ball, the patient, apparently quite lightly, just
touched his opponent's elbow with the tips of his fingers.
A sharp pain shot up the arm to the shoulder, and he was
obliged to stop the game. The local signs appear to have
been of the slightest, and the true nature of the injury
was overlooked. He was not seen by me till over two
years later, when his age and other considerations made
operative treatment inadvisable. The disability, as regards
lifting weights, was still considerable.
The only other point I wish to refer to is the ligamentum

patellae. When this tendon is ruptured I believe it is
always advisable to reinforce the suture line with a fascial.
or tendinous graft, while with a patient operated upon a
considerable time after the injury a supplementary graft
is absolutely essential to success.-I am, etc.,
London, XVW, Mfay 5th. HW A. T. FAIRBANK.

CORONARY THROMBOSIS- AND MYOCARDIAL
INFARCTION, WITH GLYCOSURIA

SIR,-Dr. E. Tytler Burke's interesting letter published
in the Jouryal of May 2nd refers to a case of coronary
thrombosis which was under my care during the last two
weeks of the patient's fatal illness. My object in record-
ing the case was to draw attention to the association
between coronary thrombosis and -glycosuria, rather than
to discuss the etiology and pathogenesis of coronary
disease.
While fully recognizing the syphilitic element in the

present case, I purposely refrained from speculating upon
the probable histo-pathology of the patient's arterial
system. Being unprovided with the means of ascertaining
the nature of the microscopical changes in these tissues,
I applied to them the intentionally vague term " vascular
degeneration." Though I am not so completely un-
familiar with the modern pathology of syphilis as Dr.
Burke appears to assume, I should like to have some more
detailed information than is provided by the naked-eye
appearances of the tissues before attributing a purely
syphilitic origin to widespread cardio-vascular changes in
an elderly labouring man, exposed to the effects of
alcohol, tobacco, and one knows not what other circum-
stances likely to affect the integrity of the circulatory
system.

It seems scarcely fair to say that " a syphilitic etiology
. . was neither considered nor acted upon,'" or that
the modern pathology of syphilis . . . was not taken

into consideration." There is not much opportunity for
"action" when one is dealing with an old man in the
last stages of cardiac failuire, and even the most ardent
syphilologist would suLrely hesitate to suggest that the
last fortnight of the life of such a patient was a suit-
able time to apply active antisyphilitic remedies.

I am in complete agreement with Dr. Burke in what he
writes regarding Levine's estimate of the role of syphilis
in the etiology of coronary thrombosis. I do not think,
however, that (in this country, at least) the general
tendency to overlook syphilis is so great as Dr. Burke
suggests. Indeed, one notices an unfortunate inclination
to blame the Trepotema pallidumn for almost any lesion
occurring in association with a positive Wassermann

reaction, while other etiological factors are apt to be
ignored.

Dr. Burke's scheme for the exclusion of a diagnosis
of syphilis is difficult to apply in routine cJinical work,
and its complete validity is still a mnatter of opinion.
His letter is of value for its insistence upon what I would
be the last to deny-the important part played by
syphilis in the etiology and pathogenesis of coronary
thrombosis. His remarks upon the relationship between
syphilis and glycosuria open up such a wide field that,
from considerations of space, I refrain from commenting
upon them.-I am, etc.,
Glasgow, Afay 4th. NORMAN CRUICKSHANK.

FRACTIURES OF THE LONG BONES
SIR,-Mr. McMurray has misread me. In my lecture

in your issue of May 2nd I did not contend that Sir
Robert- Jones suggested that " posture can reduce
deformity "-exactly the opposite, and I cannot see that
the words I used can have any meaning other than that
which I intended them to convey. I refer to " the
context " in which Sir Robert specifically- states that
flexion of the arm without correcting the deformity is
insufficient; which surely shows'that we are in agreement.
Will Mr. McMurray tell'me how Sir Robert Jones's views
have been in the slightest way distorted by my quotation of
" small isolated portions " of his article? I have read it
again and can see no wrong deduction, but if Sir Robert
Jones thinks that I have in any way misquoted him, I
of course offer him a very sincere apology. I do regard
flexion as a most important factor (if not the chief) in the
production of ischaemic contracture: in truth, it is the
combination of flexion with swelling which does the harm.

I can recall only one case of ischaemic contracture in
my ward in the last ten years, and as it was well estab-
lished wheii I first saw the boy I catnnot vouch for its
early treaRnent, but it was said to have been put up. at
once in full flexion. I have seen some half-dozen others
at Examinations, and in none does it appear to me that
malposition-that is, failure of reduction-is a marked
featture. I cannot agree with those who hold that the
chief factor is pressure exerted by the misplaced lower
end of the upper fragment, but Sir Robert Jones's state-
ment that he has " not seen or heard of one case where
flexion with complete replacement of fracture has been
responsible for this condition " must be given due weight
in showing that deformity is a factor to be reckoned
with.
Of course, my view may exaggerate the influence of

flexion, for, as Mr. Slesinger points out, contracture does
not occur after dislocation of the elbow ir which swelling
may be as marked as after fracture, nor does it occur after
local injuries of the soft parts; therefore he argues that
the fracture is a very important factor. He, in a spirit of
kindly criticism, rightly charges me with inconsistency
because I urge immobilization in antigravity positions and
yet refuise to fix fractures near the elbow in flexion, which
is the antigravity position of that joint. I have not met
with subsequent loss of flexion after immobilization of
the elbow at a right angle.

In his fourth paragraph Mr. AMcMurray surely " falls
into the g'rave error of misrepresenting the writings of
another surgeon "' when 'he states that. I am of opinion
that " retention after reduction is unnecessary." I feel
that this is the unkindest cut of all, for I was compelled
to re-read my lecture carefully, and cannot find a siigle
word to support his statement. If he had written

retention in full flexion is unnecessary " I would agree.
The fracture which he then uses as- an example-the

small fragment consisted of a flake of diaphysis, external
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