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Conceding for the sake of argument that Mr. Sampson
Handley's scheme of treatment is the best, is it not possible
that this is an occasion when the best is the enemy of the
good, and that by constantly insisting on the best we are
putting obstacles in the way of our doing the good, which,
while falling short of the best, may yet be very good indeed?
It seems to me possible that if the radiologist could only
obtain in cases of cancer of the breast 50 per cent. of the
successful results claimed for surgery in operable cases, his
total successful results in cases presenting themselves to him
for treatment might considerably exceed the successful results
of all cases presenting themselves for surgical treatment. At
the present time so many cases are seen so late that neither
the surgeon nor the radiologist can hope for success. Were
the fear of the knife removed this most regrettable delay
might to a great extent be avoided and the hope of successful
treatment much increased.

Early operation may offer the best chance of cure;
but should we not face the fact that patients are unwilling
to come early to the operating surgeon?-I am, etc.,

London, W.8, March 1. HAROLD H. SANGUINETTI.

Ludwig's Angina Treated with Prontosil
SIR,-I read with interest Dr. W. H. Palmer's report

in the Journal of February 27 (p. 472) on the efficacy
of prontosil in a severe case of Ludwig's angina. He
remarks on his inability to estimate the value of the
method by considering a series of cases so treated; since
this line of treatment has in the main been confined to
obstetrics it is unlikely that anyone could draw con-
clusions from a number of cases of cervical cellulitis so
treated. Yet what may be lacking in the experience of
one man might be gathered from a lumping together of
occasional cases if those responsible would trouble to
report them. If prontosil or any similar preparation can
be relied upon with a high degree of certainty to prove
effective in severe septic conditions of a streptococcal
nature, such as cervical cellulitis, then we have at our
disposal an agent that will relieve the surgeon and con-
serve the already depleted powers of resistance of the
patient by eliminating the necessity for operation, not to
mention preservation of the neck from disfiguring scars.
Dr. Palmer's letter moved me to report the following
case which I treated a month ago.
A man, aged 25, passing through the immediate post-

influenzal period, developed an acute alveolar mandibular
abscess in the molar region on the left side. The mouth was
supposed to be edentulous, but examination showed three
root fragments. It was decided that all the fragments should
be removed, though only one of them was giving trouble
at the time.

This was done under gas and oxygen, and the patient
appeared well. No further trouble was anticipated. Four
days later I received a somewhat urgent request to see the
patient. I found him seriously ill with an extensive cellulitis
from the malar process and infra-orbital region to the clavicle
on the right side. From the horizontal ramus of the mandible
to the thyroid cartilage the neck felt like wood. Externally
all anatomical landmarks were obliterated by the swelling
and induration. The floor of the mouth appeared to be a
mass of sloughing tissue with a foul smell. The tongue was
upturned, hard, and fixed, as though carcinomatous. Rigors
were experienced; the temperature was 103° F. The case
was not a pleasant one, yet immediate incisions and drainage
appeared to me the only life-saving measure. At the same
time I realized that I might easily lose under the anaesthetic
a patient whose recuperative powers had been so violently
assailed.
The patient fortunately solved the difficulty. He did not

want any more operating. He became highly emotional and
hysterical, breaking down and sobbing freely. It was then
1 decided to wait twenty-four hours longer and try the

effect of prontosil. As a matter of fact I used Evans Lescher
and Webb's preparation, streptocide. At the same time he
had local treatment, which consisted of swabbing with a 2 per
cent. solution of mercurochrome, together with a cardiac tonic
and free pugation.
By the next day the external appearances were much the

same, but I felt that the patient was not quite so ill. He
certainly was not worse, so I decided to continue with the
streptocide. On the third morning there was a surprising
and gratifying change. The temperature had dropped to
1000 F., the external swelling was still much the same, but
the indurated area was softening. The mouth itself showed
a great improvement in that the sloughing was less and the
tongue much freer. From this time fairly hot lotions for
the mouth were added to the treatment. On the fourth
morning the improvement was maintained and was so marked
that I felt that the case was likely to recover. From this time
the improvement continued steadily. Within eight days the
patient was up and about, though there was still a little
swelling and induration present under the symphysis and in
the submaxillary region with some soreness on pressure along
the sterno-mastoid. He made a good and complete recovery.

Since most of these cases are usually streptococcal, and
often dental in origin, it would appear a wise thing in
the early days or hours of onset to prescribe prontosil
or similar preparation freely.-I am, etc.,

Manchester, March 3. H. LYTH.

Physical Training and Pregnancy
SIR,-As the National Advisory Council for Physical

Training is now in being I am writing to suggest that the
opportunity might be taken to investigate the advisability
of suitable exercises for prospective mothers. In a book
recently published called Safe Childbirth Dr. Kathleen
Vaughan indicates that much of the slow and difficult
labour of to-day is due to the oval pelvic brim as distin-
guished from the round brim which she has found in races
where childbirth is easy. She believes that suitable exer-
cises will produce a better-shaped brim with more mobile
joints. Could not the attention of the National Advisory
Council be drawn to this question?-I am, etc.,

London, S.E.19, March 4. M. I. BALFOUR.

" Rachi-resistance " and Spinal Anaesthesia
SIR,-The recent correspondence concerning " rachi-

resistance " has been rather interesting. From time to
time in informal discussions about spinal anaesthesia I
have heard remarks similar to those of Dr. W. R. Black
and Mr. G. A. B. Walters (Journal, January 30, p. 218).
A few anaesthetists, without being aware of the term
"rachi-resistance," have said that some of their patients
seem to have had a sort of immunity to the effects of
spinal anaesthesia. In 1929 and 1930, when we first began
to use spinal anaesthesia according to the Pitkin technique
as modified by Sise, there were a few failures which were
ascribed to idiosyncrasies of the patients. With increasing
experience, however, these failures became extremely rare.
At the present time there have been approximately 2,500
anaesthesias with spinocain given in the Central Park
Clinic, and based on this experience it is the opinion
of myself and my associates that failure to produce
anaesthesia is due to an error in the technique of
administration.

This statement applies only to a complete failure to
produce anaesthesia. We have had cases in which a
desired level was not reached and in one of these we
were able at a later date to demonstrate a partial block
in the canal caused by an old fracture. It is more than
likely that many partial failures associated with a some-
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what bizarre spread of anaesthesia are due to the presence
of old adhesions within the canal.

In conclusion, I must agree with Mr. Norman C. Lake
(Journtal, February 6, p. 297) that it is inadvisable to invoke
a concept such as " rachi-resistance " to explain a failure
to obtain a satisfactory spinal anaesthesia.-I am, etc.,
New York, Feb. 19. JOHN BURKE.

Angioneurotic Oedema of the Tongue
SIR,-Not uncommonly acute swelling of the tongue

and lips is caused by drugs of the antipyrine-phenacetin
group-in certain people even a very small dose may be
responsible.
The first case of the kind I saw was many years ago

in an American patient to whom I gave a tablet of the
above drugs. Almost immediately the tongue and lips
became acutely swollen. The swelling subsided very soon
without treatment. The patient allayed my anxiety by
telling me that a few years previously in New York the
same thing happened after, presumably, a somewhat
similar " headache " tablet.-I am, etc..

London, S.W.1, March 6. REDMOND ROCHE.

Intraperitoneal Haemorrhage from a
Graafian Follicle

SIR,-I agree with Mr. Leedham-Green (Journal, March
6, p. 527) that this condition deserves better recognition in
surgical and gynaecological textbooks in order to save
" unnecessary sacrifice of tube and ovary " owing to con-
fusion at operation with primary and secondary ovarian
pregnancy.
Even in my short experience I have operated on two of

these cases and I have seen two more operated on by Mr.
Woolfenden and Mr. Silverstone at the Liverpool Royal
Infirmary. These cases simulate acute appendicitis much
more closely than an ectopic gestation owing to the
absence of vaginal bleeding and a missed menstrual
period: hence they are more often referred to a general
surgeon than to a gynaecologist. I think this explains why
the condition is not stressed in textbooks, because gynaeco-
logists should and usually do write the chapters on the
ovary in the general surgical textbooks.

In the four cases I have seen the intraperitoneal haemor-
rhage was insufficient to cause the signs and symptoms of
gross internal haemorrhage such as occurred in Gordon-
Taylor's and Klein's cases. In all four the pain started
exactly two weeks after the last menstrual period-that
is, the time that ovulation is believed to take place; this
enabled me strongly to suspect the condition in one case
before operation. In three of the cases the pain started
as a- low constant abdominal pain settling in the right
iliac fossa, but in one case rectal pain and tenesmus were
the first symptoms, presumably due to the filling of the
pouch of Douglas.-I am, etc.,

Liverpool 1, March 7. M. J. BENNETT-JONES.

SIR,-The recent correspondence in the Journal on the
subject of intraperitoneal haemorrhage from a ruptured
Graafian follicle giving rise to symptoms which were mis-
taken for an "acute abdomen" tempts me to record a
case I operated on in September, 1936, which puzzled me
a good deal at the time.
A single girl, aged 19, was admitted to hospital on August

25 with a five-days history of pain in the right iliac fossa
varying in intensity and pain on micturition. She continued
to have pain while in hospital for some days, and urinary
investigations were being carried out. On the evening of

September 3 she had a sudden acute attack of abdominal pain
with marked tenderness and rigidity and hyperaesthesia in the
lower part of the abdomen, more particularly on the right
side. Rectal examination gave no information. She appeared
very ill, and had a raised pulse rate but no rise in temperature.
The diagnosis of acute appendicitis was made and an opera-
tion decided upon.
At the operation, through a paramedian incision, the

appendix was found to be normal and about half a pint of
free blood and clot was present in the pouch of Douglas.
On examination the right ovary was seen to be congested,
and a large Graafian follicle, which was torn across, was
bleeding rapidly. The Graafian follicle was cut away and
the bleeding area buried by suture with catgut. The appendix
was removed and the abdomen closed. Subsequently she
developed a urinary infection, which cleared up under
treatment.
One month later she was readmitted with further attacks

of pain, which her doctor described as being similar to those
of right renal colic. Full examination, including cystoscopy
and ureteric catheterization, revealed no abnormality. The
patient was discharged, and since then has been in good health.

Although I have not seen a similar condition before, I
find on inquiry among other surgecrs that they have
operated on similar cases, and I do not think that the
condition can be particularly rare. Fortunately, this par-
ticular mistake in diagnosis is not one likely to lead to any
permanent harm to the patient, and the appendix can be
removed at the operation, always a good prophylactic
measure when laparotomy has been carried out and no
gross pathological lesion found. In my case I found the
haemorrhage could be quite easily controlled by infolding
the ruptured "cyst" by suture, and it would seem to be
unwarrantable to sacrifice the ovary in most cases of this
kind.
My thanks are due to Mr. Denham Pinnock, under whose

care this patient was in hospital, for permission to record the
case and for helpful criticism and advice.
-I am, etc.,

London, W.1, March 4. J. C. NICHOLSODN.

Specific Antitoxins for Gonococcal
Infections

SIR,-The treatment of gonorrhoea is too important
for me to ignore Dr. Anwyl-Davies's reply to my letter
(Journal, February 20), and in this respect "practical
clinicians" would be the better served if, instead of
apportioning praise to the pathologists and others con-
cerned with such scrupulous precision, Dr. Anwyl-Davies
would with equal precision elaborate and so clarify his
own results.

In my letter I did not ask whether " adjuvant treatment
was employed." The term I used was " orthodox treat-
ment," and I stated explicitly what this meant. However,
Dr. Anwyl-Davies naively admits that some cases were
" treated along routine lines "-that is, some cases had
(presumably) irrigations and some form of massage-but
with a conspicuous lack of precision fails to tell us
which type of case had routine treatment and why, and
which type of case was denied this and for what reason.
To justify his omission Dr. Anwyl-Davies (by implication)
compares the routine treatment of gonorrhoea with throat
sprays, cardiac stimulants, and skilled nursing in the treat-
ment of diphtheria, and summarily disposes of the matter.
He says, "After all, one does not rely on antitoxin in
treating a case of diphtheria to the exclusion of throat
sprays, cardiac stimulants, and skilled nursing." 'My reply
is-one does. It is in the absence of antitoxin or in its
delayed use that cardiac stimulants are chiefly indicated.
But this is not the point. If a clinical research were con-
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