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that India will remain mainly an agricultural country, perhaps
because the policy of British capitalists has been to keep India
only a dumping ground for their goods. But India can be
made a great industrial country.
The Indian problem cannot be solved by limiting the popula-

tion alone, but by better education, better health and social
services, modern methods of agriculture, and industrial develop-
ment. Who can bring about these changes'? As Prof. Blacklock
rightly points out, this is the responsibility of Indians them-
selves. But have the Indians got sufficient power to bring
about these changes? The answer is in a big NO. Only an
independent Indian Government will have the power, the
courage, and the resources necessary for such changes.

Prof. Blacklock tells us that out of 6,000 civilian doctors
in India only 200 are British. But he does not tell us that
these 200 have the real power. They control all the highly
paid key posts and frame the policy. They derive their instruc-
tions from Whitehall. Only one example will prove it.
Recently a Commission was appointed to report on reforms
in the I.M.S. All its members were British, so was Mr. Souttar,
its chairman. And India has dozens of medical men as capable
as any member of the Commission.-I am, etc.,
Birmingham. D. R. PREM.

Hypoglycaemia
SIR,-Recent correspondence on this subject has indicated

that spontaneous hypoglycaemia occurs rarely, and that it is
suspected too frequently, and is "overdone as an explanation
for minor indispositions." It has also been pointed out that
hypoglycaemia may be a concomitant of a number of dis-
orders. It may be that the swing of the pendulum has gone
too far, and a ccrrective to over-zealousness was well warranted.
It is, however, not so many years ago since endogenous
hypoglycaemia was entirely unsuspected-at least by the
majority of physicians-as a cause of convulsions, or loss of
consciousness, or peculiarities of behaviour; and publications
of such cases in recent years still show that the diagnosis has
often been missed by one or more physicians.

Although it is true that the diagnosis of endogenous hypo-
glycaemia is often invoked without sound evidence to explain
minor indispositions, it is also true that fatal hypoglycaemic
coma may occur in the course of three major endocrine
disorders-namely, Addison's disease, Simmonds's cachexia
(anterior pituitary deficiency), and adenoma or carcinoma of
the islets of Langerhans in the pancreas. Addison's disease
should, of course, be diagnosed on clinical evidence, and often
is. Nevertheless, in the course of the disease a severe or
fatal endogenous hypoglycaemic attack may occur, and its
true nature remain unrecognized. This complication is more
likely to occur when desoxycorticosterone therapy is used
in preference to cortical extracts, which also contain the
cort.costerone carbohydrate regulating factor. (Nevertheless
desoxycorticosterone is completely adequate therapy with some
patients.) Simmonds's cachexia may be atypical in its mani-
festations, espec.ally when following parturition, and the
original disorder, as well as the incidental hypoglycaemia, may
remain undetected. A pancreatic islet tumour may well be
unsuspected because of its rarity. If the diagnosis of Addison's
or Simmonds's disease is made, adrenal cortical extracts will
tend to prevent hypoglycaemic attacks; and the latter will be
more specifically guarded against when the pure corticosterone
factor becomes available commercially. If a pancreatic islet
tumour is diagnosed, laparotomy and removal are indicated.

These few comments in no way detract from the validity
and value of the observations made by previous correspondents
on this subject, but serve, I venture to hope, to stress another
aspect which is not unimportant.-I am, etc.,
London, W.I. S. L. SIMPSON.

Obstetric " Shock " or Haemorrhage ?
SIR,-We have read with interest the short article on blood

transfusion in "obstetriC shock " (Dec. 18, p. 781), and the
subsequent correspondence. From this four points emerge for
discussion. First, the use of the term " obstetric shock
secondly, the beneficial effect of transfusion in conditions so
described; thirdly, the complete absence of haemoglobin estima-
tions throughout the whole series of cases quoted; and, fourthly,
the persistent statement that haemorrhage had not been exces-

sive. We have had a very extensive experience of transfusion
in such cases, and the obstetrician has always made the
ciagnosis of " obstetr:c shock " and amplified it by the state-
ment that haemorrhage had not been excessive. Haemoglobin
estimations have always been made by us before and after
treatment, and treatment has always consisted of much more
massive transfusion than any of your correspondents have
described. The haemoglobin percentage may or may not have
been below normal before transfusion was started, but it has
never been above normal during the three days' after trans-
fusion, and has frequently been as low as 70%. The minimum
volume transfused has been three pints of citrated blood, and
the majority of such patients have received five to seven pints
of blood. Before transfusion the pulse rate has been raised,
120 to 140 per minute, but has fallen as transfusion proceeded.
Where retained placenta has been the 'cause of the so-called
" shock,'" removal of this organ has been successfully accom-
plished after transfusion, no matter how severely ill the patient
may have been, and the conclusions that we have arrived
at are either that severe anaemia is the precursor of the
retained placenta and obstetric shock or that severe haemor-
rhage has always occurred in our cases of "obstetric shock,"
haemorrhage being much the more likely diagnosis.
We cannot imagine how any patient can accommodate with n

the circulation five pints of blood, often transfused at an
extremely rapid rate-two pints during the first quarter of
an hour. and a further two pints in the next half-hour-if
there has not been a corresponding loss of blood volume
preceding the transfusion. If the space available for this trans-
fused fluid is due to dilatation of the vascular bed rather
than loss of fluid, then transfusion of whole blood should
raise the haemoglobin to a level of 150°O or thereabouts when
the patient has recovered. We firmly believe that the use of
the term "obstetric shock" should be abandoned; all cases
that we have seen have been due to blood loss as judged by
comparison of the haemoglobin levels before and after trans-
fusion of whole blood, and this in spite of the fact that
obstetricians generally say that blood loss has not been exces-
sive. In the great majority of cases the obstetrician has not
been present throughout the course of labour to see for himself
what has taken place, but it is easy to convince oneself of
the correctness of our contention if haemoglobin estimations
are maade in all such cases before and after transfus on.
Only when the term "obstetric shock" is abandoned in

favour of the term "obstetric haemorrhage " will the treat-
ment necessary in these cases be recognized and applied. In
support of this contention we wpuld quote one case of complete
inversion of the uterus. After replacing the uterus this patient
received fourteen pints of citrated blood, and within thirty-six
hours had a normal pulse rate, 100%, haemoglobin, and
thereafter a normal puerperium.-We are, etc.,

J. MILLS.
P. KIDD.

Pathological Labo:;ato.y, Royal Berkshire Hospital. L. DOWSETT.

Treatment of Gonorrhoea in the Female
SIR,-The excellent summary of the modern treatment of

gonorrhoea in the female by Brig. T. E. Osmond (Jan. 8, p. 51)
has stimulated me to comment upon the local activity he
recommends in labour and the pyrexial puerperium.

Instead of his recommendation that when labour starts arn
endeavour should be made to cleanse' the birth canal, I would
advocate that only the vulva be kept as clean as possible,
and that the aim should be to carry out no vaginal or rectat
examination throughout labour, or even late in pregnancy. In
managing the labour the abnormalities should be detected' by
other means than by vaginal or rectal examination. Whe-n
operative intervention is judged to be necessary the cleaning
of the vagina and performance of the internal examination
are best made under the anaesthesia.

In the puerperium in these contaminated cases no condition
except vaginal haemorrhage, severe or repeated, should provoke
local intervention, even of as gentle a nature as the passage
of an intra-uterine catheter and' the instillation of glycerin
as recommended by Brig. Osnmond. The effic.ency of this policy
of intervening even less than in non-venereal cases has been
confirmed over many years.-I am, etc.,
London V. 1. AMY M. FLEMING.
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