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vision (see WVestminster Hospital Reports, vol. xx, 1929).
The failure to look for possible sources of sepsis, which
may be the roots of previously extracted teeth in an
edentulous patient, is responsible for many unsuccessful
cataract extractions. By carrying out this procedure and
employing modern methods of local anaesthesia, the risks
of a cataract operation, of which Dr. Traquair speaks,
have been greatly diminished during the last few years.-
I am, etc.,
London, Wi. 1, June 8th. A. F. MACCALLAN.

SIR,-The letter by Dr. H. M. Traquair in your issue
of June 6th in reference to the above is of considerable
interest, and I thinnk brings out the point that each case
must be decided on its own merits, and that no hard-and-
fast rule can be laid down as to the advisability of opera-
tion in cases of cataract where there is still useful vision
in the other eye.
The patient, of course, generally expects to recover full

single binocular vision after removal of the cataract.
This, unfortunately, is an impossibility, as one can readily
understand from a brief study of the optical principles
involved so that if one does remove a cataract from one
eye whilst the other eye has 6 / 18 vision or more, the
patient is then faced with the choice of using either the
sound " eye or the operated eye with a correcting lens.

He cannot use both together (if he wears his cataract
lens) without getting diplopia, owing to the difference in
the size of the retinal images. He will generally, as
Dr. Traquair says, prefer to use the unoperated eye even
though the other with a correcting lens may have the
better vision.
One practical point, of great advantage in these days

of fast-moving traffic, which I think should be considered
when deciding for or against operation in cases of cataract
where there is still useful vision on one side, is that while
it cannot restore single binocular vision it does restore the
normal field of vision for moving objects-thus enabling
the patient to walk with much less risk in traffic.

I think the same point arises when one is considering
whether to remove a cataract from the second eye subse-
quent to a successful operation on the first. If the patient
is active and able to walk about, I think his chances
of avoiding accident in the street are much increased by
removing the second cataract. In this connexion I have
heard it stated that there is more risk, other things being
equal, in operating on the second eye than on the first,
and I would be glad to know if this is a general expe-
rience, as it is contrary to my own.-I am, etc.,

Bournemouth, June 6th. DAVID HARDIE.

OBSTETRIC SHOCK
SIR,-The paper on obstetric shock by Professor Miles

H. Phillips in the Journal of May 16th was so admirable
and well reasoned that I hesitated to point out what to
me appears a tiny flaw in it-the inconsistency of his
opening assumption that " a fatal case of shock following
a labour is a rare experience for any individual medical
practitioner " with his conclusion as to " the grave danger
caused by the use of chloroform." The latter phrase, torn
from its context, does not quite represent the meaning
of the paper; but if chloroform were as active in the
production of shock as Professor Phillips, on theoretical
grounds, insists, obstetrical shoc:k would be an occurrence
familiar to most of us. In general practice the drug is
still widely used.
What leads me into this discussion now is a desire

to amplify certain factors which may bear upon the
tragedies cited in detail by Professor Phillips (p. 837)
and Dr. Peter McEwan (p. 955)-protracted iabours,

both, in which death took place hours after delivery,
with the placenta still in utero-emotional shock or
pituitrin being blamed or suspected as cause. Dr. F. G.
Crookshank (p. 912) emphasizes the psychological aspect
which moderrx obstetrics, for all its preoccupation with
the affai.rs of expectant mothers, tends to ignore. The
majority of women are obsessed with the idea that they
will die in labour. Women h'ave always felt so, and
generally they are silent about it; but their dread cannot
nowadays be diminished by the publicity given to facts
and figures concerning maternal mortality, the vivid
definition of the risks of motherhood. For months they
live under sentence; but things reach a crisis in labour
the woman is tortured -with apprehension as well as
racked with pain. Mental excitement and physical effort
exhaust her nerve centres. If labour goes briskly for-
ward she hopes again, but delays make her alert to every
look and whisper-and modern obstetrics is, too often,
a matter of " masterly inactivity " and looks and
whispers. Professor Phillips says that the onset of shock
is predisposed to by- the- use of chloroform " on two or
more occasions during a labour-for example, for the
induction of labour, or for a thorough examination in
the earlier stages, and later on for the actual delivery
or for repairs of lacerations "-and his words conjure up
the disappointments and protraction of too many modern
labours. Even wheni she awakes from the anaesthetic
a woman may be disappointed. Consciousness that the
placenta has not come away will engender dread. I am
not advocating reckless intervention, but ther.e is such
a thing as reckless inaction, and a woman may easily
reach exhaustion in efforts, hour after hour, alone or
aided only by doses of pituitrin, to accomplish the
impossible or the next-to-impossible. When she awakes
from the anaesthetic the realization that her task is quite
accomplished is one great antidote to obstetrical shock.
Another, as Professor Phillips hints, is the support of a
firm binder.-I am, etc.,
Belfast,'June 1st. ROBERT WATSON.

BLOOD TRANSFUSION AND DAMAGED KIDNEYS
SIR,-I would like to express my appreciation of Dr.

Arnold Osman's timely warning against blood transfusion
when the kidneys are known to be damaged.' I have
had to deal with a number of cases of blackwater fever,
and the profound and progressive anaemia associated
with haemoglobinuria tempts one to seek the aid of blood
transfusion. My early impressions of this remedy would
have persuaded me to hail it with enthusiasm, but further
experience has brought enough wisdom to curtail my
ardour. In a series of cases I have realized that the
earlier in the disease the transfusion was given, the
worse were the results. In the early acute stage, when
there may be suppression of urine and jaundice, and
m.arked toxaemia, I have found blood transfusion to be
an utterly useless remedy in fact, I am inclined- to think
it has made things worse. The anaemia becomes com-
plete, the toxaemia more marked, the pulse weaker, the
heart dilates rapidly, and death soon closes the scene.
This is the type of case in which the renal damage is
definite and extreme, and blood transfusion does exactly
what it did for Dr. Osman's nephritis case.
On the other hand, given a blackwater case in which

the albuminuria has disappeared, urine with little or no
albumin is passed in normal quanitity, jaundice has dis-
appeared, and the patient is left with a rapid pulse, a very
grave anaemia, a low red cell count, and a high remiittent
temperature-all the features of post-haemoglobinuric
fever-then, and only then, may we turn to blood trans-
fusion as a valuable remedy. The stage of marrked renal

1 British Medical Journal, 1930, ii, 268.
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