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LETTERS, NOTES, ETC.
An Unusual Triple Complication of Pregnancy

Dr. G. P. MERSON (Zanzibar) writes: An Arab 4-para aged 35 was
admitted to Zanzibar Maternity Hospital with a rather unusual
history. The ante-natal period was uneventful except that
hydramnios was suspected. The history given was that she went
into labour at 6 o'clock in the evening with a normal show and
slight loss of liquor. Next morning the membranes ruptured,
with the loss of four gallons of liquor amnii. Pains continued
and there was a large ante-partum haemorrhage. The midwife
then examined her per vaginam. She found the placenta nearly
completely separated and lying in the vagina, and a shoulder
presentation with the arm prolapsed at the side of the placenta.
The condition of the patient on admission to hospital was poor
(pulse 110, subnormal temperature). On abdominal examination
the position of the foetus was transverse, the head lying in the
left iliac fossa. The placenta was hanging out of the vulva sus-
pended by the cord, which had already been tied at the vulva.
The arm was prolapsed and a hand was visible at the vulva.
Although the patient's condition was poor she was still having
very strong contractions at short intervals and, on account of
this, immediate intervention seemed necessary. Under general
anaesthesia with ether, decapitation was performed. The recovery
was interrupted by the development of a small ischio-rectal
abscess, which required incision. This case was interesting from
the association of serious complications: (1) hydramnios; (2)
central placenta praevia, with expulsion and delivery of placenta;
and (3) impacted transverse lie.

Surgical Emphysema Complicating Pulmonary Tuberculosis
Dr. GERALD H. COORAY (surgical registrar, General Hospital,
Colombo) writes: The case reports of Dr. T. B. L. Bryan
(December 21, 1940, p. 868) and Dr. G. Hurrell (July 5, 1941,
p. 16) respectively prompt me to record a similar case with the
kind permission of Dr. B. E. Fernando, visiting surgeon, General
Hospital, Colombo, under whose care the patient was admitted.
A female Sinhalese aged 20 years was admitted to the hospital on
August 22, 1941, with fever, cough, and pain in the chest of eight
days' duration. She was pale and poorly nourished. Her tempera-
ture was 1020 F. and the pulse rate 120. There were physical signs
of a cavity at the left apex. The following day her temperature
was 100.40 F., but she had suddenly developed surgical emphysema
of the tissues of the upper part of the left chest. A radiograph
showed a left-sided spontaneous pneumothorax. Her cough
became more severe and her temperature began to vary between
99° F. in the mornings and 101° F. in the evenings. The surgical
emphysema gradually spread to the tissues of the neck and face.
As she was dyspnoeic surgical treatment was contemplated, but
was refused by the patient. The emphysema gradually disappeared
from the face and neck and her temperature began to settle down.
Unfortunately, on September 1 she insisted on leaving the hospital
and was therefore discharged.

Buerger's Exercises in Comfort
Dr. WILLIAM CAMPBELL (Edinburgh) writes: A patient recently

treated in the wards of the Royal Infirmary, Edinburgh, by the
intermittent venous occlusion machine applied to the thigh was
instructed in Buerger's exercises when he was discharged. Three
weeks later he reported to the ward to outline " Buerger's
exercises in comfort " and to extol their effectiveness. His device
was this. He had taken a pair of carpet slippers and through the
toe of each driven a three-inch nail. Each end of a long stout
piece of cord he had tied to each nail, so that it could be sus-
pended over a hook in the ceiling, the slippers hanging some 24
inches from the floor. Thus he could seat himself in an easy
chair with an adjustable back set low, and, with his feet in the
slippers counterbalancing each other, indulge in his modified
Buerger's exercises for several hours. His practice was to keep
one foot on the floor, the other being counterbalanced well above
the body for a period of from 2 to 3 minutes, and then to lower
the one foot, thus raising the other for a similar period. This
he would continue for 3 hours in the morning and 3 hours in the
evening, reading a book the while and enjoying the mild exercise
entailed. He maintained that its effectiveness was equal to that
of the intermittent venous occlusion machine, and the clinical
evidence in this case certainly corroborated his statement.

Diphtheria with Perforation of Larynx
Dr. J. D. ROLLESTON writes: The case described by Dr. R. W.
Stephenson (Jan. 9, p. 60) under this title is most probably not an
example of perforation of the larynx in diphtheria, of which, so
far as I know, no instance has been recorded. Unlike scarlet
fever, diphtheria does not cause deep ulceration. Dr. Stephenson's
case seems rather to be an example of the very rare condition of
which I collected seven cases, including one of my own, under
the title " Non-surgical Subcutaneous Emphysema -in Laryngeal

Diphtheria " (Brit. J. Child. Dis., 1928, 25, 185). The most
likely explanation of the emphysema is that put forward by Natalis
Guillot to the effect that as the result of dyspnoea pulmonary
emphysema occurs, that vesicles on the surface of the lung
rupture, and that air passes into the hilum of the lung and so
into the mediastinum and neck. A similar condition is found in
measles, whooping-cough, and influenza.

Fulminating Purpura and Adrenal Haemorrhage
Dr. JANIES SHAW (Smethwick) writes: With regard to the corre-
spondence about fulminating purpura, etc., perhaps such condi-
tions are more common than is usually believed, but the cases do
not find their way into the literature. Some few years ago I was-
called to see a child who was well and dead within a period of
about eight hours. The child came out in large purpuric spots all
over the body, and rapidly succumbed. I do not think there was
any definite history of illness or of any associated illness of any
member of the family. Dr. G. J. Jones of this borough and I did
a post-mortem examination, and found what we thought to be
definite evidence of adrenal haemorrhage. Curiously enough a
child was admitted to hospital to-day in the early evening and
died just after admission. There were haemorrhagic spots all over
the body, some head retraction (but no Kernig's, etc.), T. 105° F.,
R. 70, definite pneumonia, convulsions, and death. The parents
stated that she was playing about until 1 p.m. ; she died at 7.30
p.m. She was observed to be fretful at 1 p.m. They admit that she
had a cold yesterday and the day before, and after some question-
ing I elicited the fact that another child had had measles recently.
The rash, however, did not appear morbilliform in type, and the
haemorrhagic spots were punctate-like and discrete.

Books and Diversions
Hospital libraries started in a small way have proved their worth;

they are now recognized departments, at all events in the larger
institutions. Then there is what may be termed " diversional "
therapy and the better-known occupational therapy. A corre-
spondent, who is herself an organizer of diversional therapy at an
E.M.S. hospital and supervis8r of hospital libraries in a wide
area, suggests that these three departments should be linked under
an experienced welfare officer, whose staff would include a trained
librarian and assistant librarians, a trained artist and her assistants,
and a trained occupational therapist. The welfare officer would
receive a list of patients from the doctors, and her staff would
visit the wards in the case of those patients too ill to leave their
beds and would receive others into the workshop. This corre-
spondent has found the following work possible for bed-patients:
making soft toys and dolls, string belts, gloves, and slippers, also
embroidery, knitting, sewing, light fretwork, etc., and for patients
in the workshop: carpentry, plastic modelling, cane work, weaving,
painting, bookbinding, etc. A large part of the staff could, she
considers, be voluntary.

Post-herpetic Pain and Paresis
Dr. MORRIS CUTNER (St. Mary's Hospital, W.2) writes: In the

Journal of Jan. 12, 1935 (p. 91), while reporting the relief of post-
herpetic pain to be obtained by the application of " red light "
to that portion of the spinal cord whence arise the nerves corre-
sponding to the distribution of the herpetic condition, I suggested
that ultra-short-wave therapy, then being introduced into this
country, " would appear to be an even better method of treat-
ment." Owing to the kindness of the honorary staff of this
hospital it has been possible to try out the suggestion. The results
obtained were so impressive (details of cases are given in the St.
Mary's Hospital Gazette of November, 1941) that ultra-short-wave
has been adopted as the routine treatment. The relatively few
failuies we have had have been in cases in which the treatment
had been delayed. In no case where treatment was started within
a few days of the onset of the eruption has ultra-short-wave
therapy failed to relieve at first and then cure the pain. While
the virus responsible for herpes zoster normally attacks the
posterior root ganglion, if it is sufficiently virulent it may also
affect the corresponding lower motor neurone, producing paralysis
(Journal, Feb. 15, 1941, p. 234; Dr. A. Barham Carter and John
B. W. Dunlop). This latter effect suggests the possibility that,
although the pathology of acute anterior poliomyelitis is different,
the use of ultra-short-wave therapy may be useful in the acute stage
of the disease. Once the paralyses have shown themselves, per-
sistence of the pathological changes already present in the cord
may perhaps be prevented by the application of ultra-short waves
to those portions of the spinal cord involved. They produce a
long-lasting heating effect, increase the defence mechanism of the
infected area and also the permeability of the capillaries ('which,
in the case of anterior poliomyelitis, are engorged).

Corrigendum
Dr. NOEL F. ROWSTRON states that the penultimate sentence of his

letter (Jan. 2, p. 21) should read " a proportion default," not " a
large proportion default."
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