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The figures for the weekly gain in weight again show the
beneficial effect of the calcium supplement. Thus for the males
the average gain of 21.0 g. on the unsupplemented ration was
increased to 25.8 g. by the addition of calcium, while for the
females the figures were 14.8 and 18.0 respectively. The
increased amount of aneurin given to Group 3 had little cr
no effect on the growth of the rats. The best response was
shown by the animals in Group 5, which received the complete
vitamin-mineral supplement. Here the gains averaged 27.4 and
19.2 g. for males and females respectively; but the greater part
of the extra increase was undoubtedly due to the added calcium,
as is shown by comparison with the results for Group 4.

Comment
These results point quite definitely to the fact that the addition

of calcium to this diet in the amount which it has been proposed
to add to national wheatmeal flour does not produce any
harmful results, but, on the contrary, tends definitely to enhance
the value of the diet as measured by the live-weight increase
of young rats. On these figures there is no evidence in support
of further additions of vitamin B, in the form of aneurin when
national wheatmeal bread is used. In so far as they go, the
data just cited support the findings of Gaunt, Irving, and
Thomson (1938) that a poor human dietary of the type used
in this experiment can be materially improved by supplementing
with calcium in inorganic form.
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Medical Memoranda

Anaesthesia for Laryngofissure
In view of the growing popularity of surgical treatment of
carcinoma of the larynx it is important that an adequate
anaesthetic technique should be evolved. In the past pre-
liminary tracheotomy, with its attendant risk of chest com-
plications, has usually been performed. The suggested method
does away with the necessity for a tracheotomy and ensures
post-operative haemostasis. In a recent series of' 8 cases per-
formed by Mr. Charles Keogh there were no post-operative
chest complications.
Method.-Premedication: omnopon 1/3 gr. and scopolamine 1/150

gr. 1 hour before operation. Induction: anaesthesia is induced in
the normal way with N,O, O2, and trilene, using a Boyle apparatus.
When the patient is well into the third stage of anaesthesia a stiff
gum-elastic intratracheal catheter, St. Bart's pattern, size 12-14, is
passed through the larynx into the trachea under direct vision.
Great care is taken to avoid the growth during this manoeuvre. The
proximal end of the catheter is now connected to the machine and
anaesthesia is maintained -with 02 and trilene. Owing to the small
bore of the tube it is usually necessary to supplement the volume of
oxygen reaching the lungs by gentle intermittent pressure on the
rebreathing bag with the expiratory valve fairly tightly screwed down.
Operation.-As soon as the incision has been made and the

larynx opened the space between the catheter and the trachea is
thoroughly packed off with narrow gauze, leaving one end emerging
from the lower part of the wound. This ensures that no blood
leaks down the tr-achea during the operatioii. The catheter is now
found to lie in the posterior commissure of the larynx and usually
interferes very little with the surgical procedure. If it proves to be
in the way, then it may be retracted one way or the other. In only
one case, where the growth was quite extensive, has this proved
necessary. Anaesthesia is maintained as before with .02 and trilene,
aided by manual pressure on the rebreathing bag at each inspiration.
Some of the gas percolates back through the packing in the trachea.
As trilene is non-inflammable the diathermy may be used if
necessary;
Haemnostasis.-Following excision of the growth it is often very

difficult to achieve perfect haemostasis. After removal of' the
tracheal packing and catheter the anaesthetist may play his part by
passing a large-bore Magill tube, size 8-9, with inflatable cuff,
through the nose and into the trachea under direct vision. When
the cuff lies in the larynx it is inflated through the pilot tube until
it occupies the lumen of the larynx and presses up against the field
of operation. The laryngofissure is now sewn up, and the patient
returns to the ward with a clear airway and a guarantee of haemo-
stasis.

Post-operative Treatment.-The intratracheal tube is left in position
for 8 hours. During this time the patient is given morphine, and a
little 2% decicaine solution is sprayed down the tube from time to
time. In only one case did the tube have to be withdi'awn earlier
than was desirable. In this case it had been passed through the
mouth. Provided it is passed through the nose very little discomfort
is experienced. Eight hours after the operation the laryngeal cuff
is deflated. After waiting a few minutes the patient is asked to

cough. If blood is coughed up through the tube, then the cuff is
re-inflated and the same procedure repeated in 2 hours. If no
blood appears, then the tube is gently but firmly withdrawn. Even
this procedure causes remarkably little discomfort to the patient.
Conclusion.-The object of this technique is to provide safe anaes-

thesia for cases of laryngofissure without a tracheotomy and its
accompanying disadvantages. Also it hinders the surgeon very little
and assures him of post-operative- haemostasis.

I am very grateful to Mr. Charles Keogh for his co-operation and
valuable suggestions.

C. B. LEWIS, M.R.C.S., D.A.,
Resident Anaesthetist, London Hospital.

A Combined Infection of the Throat with
Diphtheria and Tuberculosis

I have failed to find in the literature any reference to such a
combination, and am therefore of the opinion that the follow-
ing case is worth recording.
The patient, a primipara about seven months pregnant, was

admitted to Clayponds Isolation Hospital on Jan. 27, 1942, as
suffering from diphtheria. The history given was that she developed
a cold and cough on Dec. 27 and took to bed on Jan. 1. On
Jan. 14 she had a sore throat, which she said was very swollen.
On Jan. 26 vomiting began. Her doctor suspected diphtheria, and
a throat swab taken that day was found positive for the diphtheria
bacillus. On Jan. 27 she was given 16,000 units of diphtheria anti-
toxin intramuscularly before admission to hospital and a further
40,000 units intramuscularly after admission.
When admitted a greyish membrane was seen to cover the left

side of the pharynx, left tonsil and pillars of the fauces, and the
adjacent portion of the soft palate and uvula. The condition bore
a resemblance to the smooth greyish-white appearance, sometimes
seen after a diphtheria membrane has separated, but did not appear
to me to be quite typical. The left cervical glands were moderately
enlarged and tender. The general condition of the patient was poor.
Her face had a greyish cyanotic hue.and the pulse was weak and
rapid. The throat affection continued to spread, and it became
evident in the course of a few days that the condition was one of
extensive shallow ulceration with a thin ragged edge and a granu-
lating base. The patient also had a distressing cough and brought
up a few ounces of purulent sputum daily. Tuberculosis was
suspected, and examination of the sputum on Feb. 3 showed that
tubercle bacilli were present. Throat swabs taken on Jan. 30 and
Feb. 8 still showed the presence of diphtheria bacilli. The Wasser-
mann and Kahn reactions were negative. Physical signs in the chest
were slight; but there was some impaired resonance, and air entry
in the right scapular area. From Feb. 3 onwards the temperature
was irregular, there being an average evening pyrexia of 100° F.
The patient's appetite was poor, vomiting was frequent, and her
gen6&ral condition had deteriorated. On Feb. 14 she passed a few
ounces of dark blood per rectum and also vomited some digested
blood, becoming very collapsed. Though she revived somewhat, her
condition on the following day was very poor, and on the morning
of the 16th she began to complain of lower abdominal pain. At
2.30 p.m. the membranes ruptured, and at 3.30 p.m. she was
delivered of a healthy premature male infant weighing 4 lb. 10 oz.
Labour appeared comparatively easy, and was followed shortly by
delivery of the placenta and membranes complete. There was no
undue haemorrhage. At 5.15 p.m. the patient suddenly complained
of inability to breathe. She became very collapsed and dyspnoeic,
and died in about 10 minutes.
A post-mortem examination showed the presence of a thin-walled

tuberculous cavity about 11 in. in diameter at the right apex. There
was acute tuberculous bronchopneumonia, with numerous small
ragged cavities occupying the remainder of the right upper lobe.
The tuberculous ulceration of the throat extended over the epiglottis,
giving it an eroded appearance, and oedema and granulation of the
vocal cords were present. The heart was dilated and the muscle-
pale and flabby; the liver was enlarged and pale from cloudy swell-
ing. No other abnormality was discovered. The uterus was healthy
and well contracted.
The condition of the baby was satisfactory. It gained weight

rapidly, and was discharged from hospital in a thriving state. The
Mantoux reaction was negative up to 1 in 100 dilution.
The extent and the rapid spread of tuberculous ulceration

in the upper respiratory tract seen in this case were quite
unusual, and it is interesting to speculate whether a diphtheritic
infection acted in this instance as an aggravating or a pre-
disposing cause. The natural resistance to tuberculosis was
obviously so poor that recovery was not to be expected. It
was not anticipated, however, that the patient would die so
suddenly. The strain of labour on a heart affected with diph-
theritic carditis would help to explain the sudden death. As
I had not had the opportunity of seeing this case in the earlier
stages of the throat infection I cannot altogether exclude the
possibility of the diphtheria bacillus existing merely as a sapro-
phyte in a tuberculous throat, but nevertheless consider that
the case is of unusual interest.
My thanks are due to Dr. Thomas Orr, medical officer of health

for Ealinig, for his kind permission to publish this case.
J. J. LINEHAN, M.D., D.P.H., D.C.H.

South Ealing. Resident Medical Officer. Clayponds Isolation Hospital.
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