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haunted by a conviction that he had been instrumental in his
father's death. A complete explosion of this fallacy, together
with detailed explanation of how he had been seeking refuge
in pain, was followed by its disappearance in the course of
a couple of weeks.
However, quite apart from one's own personal experience,

it seems to me that if one accepts Sir Arthur Hurst's very
convincing arguments in favour of a functional interpretation
of sciatic pain it is no less incumbent on one to find and
eradicate the cause than if one believed this to be of an organic
nature. If simple suggestions of cure succeed in overcoming
the pain one can hardly feel confident that one has done any
more than suppress a symptom, however gratifying that may be.
In dealing with pain arising from a possibly progressive organic
disease such complacency would generally be regarded as quite
unscrupulous. In that case attempts of any sort solely directed
towards relief of pain would be regarded as nothing short of
quackery unless the case had been proved to be hopeless. Yet
if in the absence of organic disease a case yields to suggestion
one seems to be exonerated from knowing or doing anything
more about it until the almost inevitable recurrence of identical
or other symptoms of the disorder.-I am, etc.,

Eye, Suffolk. J. SHACKLETON BAILEY.

SIR,-Discussion on the treatment of a symptom common
to many disorders is seldom illuminating. There would be
no more difficulty in making fun of the treatment of headache
than Sir Arthur Hurst finds in ridiculing the treatment of
sciatica. The relief of headache may demand operations,
drugs, rest, exercises, or psychotherapy; no one would discern
anything unreasonable in that.
Nowadays sciatica is largely employed as a synonym for

pain felt to radiate down the back of the lower limb from
above. A medical definition consonant with this usage would
be "pain common to various deep-seated lesions placed at the
proximal extent of the fourth lumbar to second sacral segments."
The alternative nomenclature is to regard sciatica as a diagnosis
and confine its use to cases showing signs of diminished con-
duction along the sciatic nerve. This usage cannot be
recommended, since it results in several inconsistencies-namely,
that in about half of all cases of sciatic periradiculitis no signs
of a parenchymatous lesion ever appear; that two entirely
distinct conditions (sciatic neuritis and sciatic periradiculitis)
go by the same name; that cases of pure backache caused by
sciatic periradiculitis have to be called sciatica. The nomencla-
ture that commends itself to me is: (a) sciatica-the name of
a pain; (b) sciatic periradiculitis (which should be divided into
frictional and non-frictional)-affections primarily of the
sheath of the sciatic nerve-roots ; (c) sciatic neuritis-primary
affections of the parenchyma of the sciatic nerve.
The rational treatment of sciatica is that of the causative

lesion. It differs in no way whether merely local or much
referred pain is present. A list of the commoier lesions setting
up unilateral sciatica and their appropriate treatment follows:

Deep llumlbar fasciitis: deep massage; if this fails, division of the
affected part of the fascia.

Gluteal myositis: deep massage.
Gluteal fasciitis: deep massage.
Sacro-iliac strain: corsetry, preceded if necessary by manipulative

reposition of the joint.
Sacro-iliac arthritis: local deep x-ray therapy.
Non-frictional sciatic periradiculitis: epidural local anaesthesia.
Frictional sciatic periradiculitis: manipulative reduction of the

displaced fragment of intervertebral disk; if this fails, immobiliza-
tion; if this fails and the symptoms warrant, operative removal of
the protruded disk.

Intermittent comiipressiont of the fifth lutmibar nerve-root : rest; if
this fails, consideration of Bankart's decompression of the root by
removal of the lateral articulation.

Sciatic neuritis: removal of the cause when it can be found-e.g.,
poisoning with a heavy metal or alcohols. Many cannot be elimin-
ated-e.g., secondary deposits.

Funictional pain - psychotherapy.

There are many pains which give rise to very litle by way
of physical signs; sciatica is one of them. None the less, the
pain of sciatica is very real. The examination of the patient
is difficult and tedious. It must disclose whether he is suffering
from (a) a nervous lesion and, if so, which sort; (b) a muscular,

fascial, or ligamentous lesion, and, if so, exactly where;
(c) nothing organic. Only on the basis of an accurate diagnosis
can effective treatment be offered for this common symptom.-
I am, etc.,

London, W.I. JAMES CYRIAX.

Operation for Prolapsed Intervertebral Disk
SIR,-I am quoted by Sir Arthur Hurst in your issue of

Dec. 18 as convinced that in Service patients the operation
for prolapsed intervertebral disk has proved unsuccessful in
getting men back to duty. This was the opinion which I
expressed in a discussion at the Royal Society of Medicine
two years ago. Since that time, as the result, I believe, of
better selection of cases, improved surgical technique, and a
more carefully planned convalescence, the results of operation
have been much better than they were during the period from
which my earlier experience was drawn. 11 is to be hoped
that surgeons who have followed up their cases will soon be
able to give us details of the percentage of patients able to
return to, and remain at, full duty after operation. We need
also a follow-up of a comparable series treated by immobiliza-
tion before we can improve our judgment as to the circum-
stances in which operation is desirable. In certain cases
1 believe it offers the best chance of return to duty.-I am, etc.,

Oxford. C. P. SYMONDS.

Tuberculosis in Belgium
SIR,-In your issue of Dec. 18 (p. 800) you give an account

of the question put by Mr. Oldfield to Mr. Dingle Foot in
the House of Commons on Dec. 7 with regard to the increase
in the number of registered cases of tuberculosis in Belgium.
The number has risen from 69,079 in Dec., 1941, to 109,511
in Feb., 1943-that is to say, from 8.3 per 1,000 of the
population to 13.3. While accepting the latter figure, Mr. Foot
remarked that slight cases were included, because " anyone
might apply to his doctor for a certificate showing that he was
suffering from tuberculosis."
According to the evidence which has reached me from

Belgium since 1942, and which has recently been confirmed
by Belgian doctors who have succeeded in escaping from
Belgium, the registration which entitles a patient to a supple-
mentary -ration is extremely difficult to obtain and is not granted
merely on the production of a doctor's certificate. Either an
x-ray photograph showing internal lesions must be added or
conclusive sputum specimens. In a case of tuberculosis of the
eye the doctor was unable to obtain a supplementary ration
card for his patient because neither a photograph nor the
sputum would be evidence.
The estimate of one-third of the children under 18 suffering

from tuberculosis and other diseases is quoted in a report
issued in May, 1943, by the American Board of Economic
Warfare. It is based on information emanating from Sweden.
It is not the first time that Swedish and Swiss observers have
confirmed reports received by the Belgian Red Cross in London.
-I am, etc.,

Radlett. EM. CAMMAERTS.

Treatment of Obstetric Shock
SIR,-I was most interested in Dr. I. S. Fox's contribution

(Dec. 18, p. 781) on the value of immediate blood transfusion
in primary obstetric shock.
He describes in detail a case following a short normal uncom-

plicated delivery, which responded very satisfactorily. If I may
be allowed one point of criticism, however-expression of
placenta by Crede's or any other method should not be
attempted so quickly after delivery. Another point-I doubt
whether the condition is as rare as he suggests, as I have had
two similar cases in a short series of approximately 300
deliveries.
Both patients were primiparae with normal histories and

pregnancies, who delivered spontaneously after short and easy
labours, one in fact being B.B.A. Shortly after delivery, with
normal blood loss and before any attempt was made to express
the placenta, both cases collapsed with obvious and severe
obstetric shock. The usual domestic antishock measures were
instituted immediately without much response, except that in
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one case intracardiac adrenaline was successful in restoring
cardiac rhythm. Pituitary had not been used in either case.
An urgent summons for the local "flying squad " was
answered quickly, and transfusion of whole blood was most
successful.

I agree whole-heartedly with Dr. Fox as to the value of the
flying squad " in these and similar cases, and would urge

that each large centre of population should have the benefit
of this service, as such cases are not fit for removal to hospital.
-I am, etc.,

Newcastle-upon-Tyne. IRVING STOLL.

Immediate Blood Transfusion in Obstetric Shock
SIR,-I was very interested in the article by Dr. I. S. Fox

under the above title (Dec. 18, p. 781). Several similar cases
have occurred in this hospital where there was severe shock
with a blood pressure of 70/50 mm. Hg in association with
little blood loss and a retained placenta. Immediate trans-
fusion with plasma and whole blood in one case completely
failed to relieve the condition. It was then decided to remove
the placenta manually under gas-and-oxygen anaesthesia,
and within 10 minutes of the removal the pulse had improved
greatly and within 20 minutes the blood pressure had risen to
110/60 mm. Hg. In all cases of obstetric shock in the presence
of a retained placenta with little blood loss prompt manual
removal of the placenta has improved the condition immedi-
ately without a transfusion.
The exciting cause of the shock appears to be a histamine

release from the partially separated placenta and absorption
into the maternal circulation, and removal of the placenta
cures the condition. In the reported case, shock might also
have been due to injudicious use of Credd's method, which
in itself is capable of producing shock. The rationale of
whole-blood transfusion is difficult to understand, and plasma
or serum in any case ought to be sufficient to combat shock
in the absence of bleeding. It appears to be rather a waste
of whole blood, which should be reserved for cases requiring
haemoglobin because of severe anaemia either present before
delivery or due to bleeding.-I am, etc.,

Norfolk and Norwich Hospital. W. P. HIRSCH.

SIR,-I read with interest the article by Dr. I. S. Fox on
immediate blood transfusion in obstetric shock as I had an
almost identical experience earler in the week.

Mrs. X., 2-para aged 32, started in labour about 10 p.m.
on Dec. 13, 1943. I was sent for at 1 a.m. on the 14th and
delivered her of a baby weighing 9{ lb. at 2.10 a.m. She had
terminal chloroform anaesthesia when the head was on the
perineum, and the labour otherwise was quite natural, no
instruments being used. There was no laceration of the
perineum, and bleeding was minimal. At 2.30 a.m. I attempted
gently to express the placenta by Crede's method, but was
unsuccessful, so desisted and sat down to wait. Five minutes
later the patient fainted. There was no further bleeding and
the uterus was quite firm. The foot of the bed was raised,
hot-water bottles applied, coramine injected. She came round,
but kept threatening to faint. At about 3 a.m. I expressed
the placenta, and the patient said she felt all right. There
was very little further bleeding. I gave her 0.5 c.cm. of
pituitrin at 3.15 a.m., and as she seemed quite settled with
a pulse of good volume and about 80 per minute I left her
about 20 minutes later. However, within half an hour I was
recalled by 'phone as the nurse said she had " gone off " again.
On my return the nurse was already giving rectal saline, but

the pulse was very faint, the patient's colour greyish, and the
pupils widely dilated. I called out the local "flying squad,"
but when it arrived the patient's condition was better, though
she still tended to faint. The obstetric specialist decided, as
it was obstetric shock and not due to haemorrhage, to give
a pint of plasma, and after two or three complaints by the
patient of feeling sick and faint during its administration the
pulse improved and she felt much better, and she had no
further trotuble.

I also was at a loss to ascribe a cause for the condition, and
it was my first experience of it in 20 years' practice. Her
uterine contractions had been good, it was a gentle labour,
and therc was little loss of blood. I thought it had something

to do with the retention of the placenta, but I also felt that
there was some psychological factor, as her husband was away
in the R.A.F., her other child, aged 2 years, was ill with
a cold, she was alone in the house with this sick child for
2 days (the day before and the day-the 12th-on which the
confinement was expected), and her neighbours on each side
of her house were all suffering from influenza, so that sfhe
had been very anxious as to how she was to get in touch with
the municipal midwife. Fortunately, on the 13th her step-
mother, who was to have looked after her, was sufficiently
recovered to come.-I am, etc.,

A. BARLOW.

Detection of Death under Anaesthesia
SIR,-In Mr. Harold Dodd's article on blood-pressure readings

in general surgery (Dec. 25, p. 811) I note that he conforms
to modern surgical procedure by having blood-pressure readings
taken before, during, and after operations, as has been done
at most good hospitals, I believe, for many years, and certainly
at my own. I am a little disturbed, however, to read of his
experiences when operations are done without blood-pressure
observations, for he records that on three occasions death
on the table was first detected by the surgeon. I recommend,
with considerable confidence, the rule that a surgeon should
only employ an anaesthetist who is at least as nimble as he
is at detecting the onset of an acute attack or " mors " without
the aid of a blood-pressure cuff.-I am, etc.,

London, W. 1. JOHN HosFORD.

Heroin during Labour
SIR,-I was interested to read in your issue of Dec. 18 (p. 795)

that Dr. W. Edwards had found trilene so efficient in pro-
ducing analgesia in obstetrics. It has to be borne in mind,
however, that, since trilene has only recently been introduced
as an anaesthetic agent, our knowledge of its toxic effects may
not yet be complete. Three cases of permanent trigeminal
paralysis following the use of trilene were described only last
month in the Journal (Dec. 4, p. 713).

During the past five months every case admitted to this
hospital has been given heroin during labour, and I have come
to the conclusion that this is the most generally useful drug
in normal labour. When the cervix is 2 to 3 fingers dilated
1/6 gr. heroin is injected, and this is followed by 1/12 gr. heroin
when the cervix is almost fully dilated and only the anterior lip
remains to be taken up. This is the minimum amount which
is given. . In a long first stage additional doses of 1 / 12 gr. heroin
are given. If it is found that the cervix is almost fully dilated
or that the second stage has begun when the case is admitted,
1/6 gr. heroin is given straight away, no account being taken
of when delivery is' expected to take place.
With this technique, which has been employed now in over

200 cases, the pains of both the first and second stages are
adequately relieved, and in the vast majority of cases no supple-
mentary anaesthetic is required at all. After the first dose of
heroin the patient either sleeps for a while or enters into
a pleasant doze. The importance of relaxation, as expounded
by Dr. Grantly Dick Read, is not overlooked, and every patient
is taught and encouraged to lie relaxed and still during the
first-stage uterine contractions. Bearing-down efforts in the
second stage are not impeded in the slightest. The mother does
not cry out pitifully for relief when the head is on the perineum.
There is no moaning, no groaning. The child cries spon-
taneously when it is born. I have on many occasions given
1/6 gr. heroin to women admitted in the second stage of labour.
Delivery has taken place at all times from ten minutes to
two hours later, and in not one of these cases did the child
fail to cry lustily and spontaneously.
Not only is the norma-l course of labour not interfered with,

but the method is pleasant, as heroin produces a euphoria
unrivalled by any other narcotic drug, and the disagreeable
features of inhalation anaesthesia are avoided. Patients can
be left alone after being given heroin, a factor which makes
the method ideal for domiciliary midwifery. In my opinion
the heroin technique, as outlined above, could be safely
entrusted to midwives.-I am, etc.,

JAMES Ross,
Emergency Maternity Hospital, Ilkley. Resident Obstetrician.
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