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NOTES AND COMMENTS
Expression of Placenta.-Dr. W. KEVERALL MCINTYRE (Laugceston,

Tasmania) writes: May I be allowed to comment on the answers
given in your "Any Questions? " column (Aug. 2, 1947, p. 195,
and Oct. 25, 1947, p. 679) on the removal of placenta by injection
of the umbilical vein and on expression of placenta? The replies
stated that injecting the cord -is a " time-consuming " method and is
applicable only when the condition is not complicated by haemorrhage
and that " this appears to be effective in only a few cases."
For many year. I have given 0.5 ml. of " pituitrin " intramuscularly

as the head is being delivered, and I consider this useful; but the
more recent practice of intravenous injection of ergometrine seems
to give better results. Even so, I still find the cord injection has a
very definite use in third-stage difficulties.
During the last eight years I have proved many times that in a

large percentage of cases of retained placenta, particularly those
duet to uterine inertia, a rapid injection of hot saline into the umbilical
vein not only controls haemorrhage but also stimulates its spon-
taneous expulsion unless complicated by hour-glass or other
contraction ring. If the injection is begun 12 in. (30 cm.) from the
vulva, the temperature falls about 10° F. (5.5° C.) in the placental
tissues, so that I usually have the saline at about 1'25' F. (51.7' C.),
increasing or decreasing this according to the length of the cord.
[t is not a "time-consuming" method if the simple apparatus is
ready, autoclaved for immediate use. As advocated by Currie, a
" sterilendum " enema syringe is much more efficient and expeditious
han a " large-sized syringe."
In any properly equipped maternity hospital a two-pint (1.14-litre)

jug of hot saline can be prepared in two or three minutes, and the
large-bore nozzle or needle of the syringe can be inserted into the
vein and the solution injected rapidly-actually it takes me less than
two minutes to inject two pints if that amount is required.
Frequently uterine response to the hot uterine douche and to the rapid
increase in the bulk of the placenta is sufficient to control haemor-
rhage and expel the placenta before the injection of the two pints has
been completed. It is of particular value in cases of atonic uterus in
which there is a tendency to steady haemorrhage (even though the
amount of blood lost may not be immediately alarming) and the
placenta cannot be expressed because of the inertia. If the retention
is due to a contraction ring or to a partial (or complete) placenta
accreta, one does not expect the injection to expel the placenta,
but it will, as I and other of my colleagues have demonstrated over
and over again, control the haemorrhage and allow its natural removal
later when the ring relaxes. If this has to be done manually, the
firm engorged placenta is much more easily handled and removed.

I would suggest that your correspondent, if he sees this rather
belated comment, should read the articles'-4 for details of this simple
technique.

In my private practice I have carried out this procedure for
various reasons 182 times in my last 3,000 deliveries. I frequently
inject the cord if there has been intrauterine interference in the
second stage (manual rotation, high forceps, etc.) or third-stage
inertia following prolonged labour, or in certain cases who have had
post-partum haemorrhage or manu;al removals in previous deliveries.
Of these 182 cord injections, 154 were successful (81%)-in 50 the
placenta was spontaneously expelled during the injection, and in
104 immediately or a few minutes afterwards-28 cases were classed
as failures, though in many of these the haemorrhage was controlled
and the placenta expressed later. Ten (0.33%) had to be completed
by manual removal-two of these had a partial placenta accreta
and four had definite contraction rings confining part or all of the
placenta. In 1,350 previous cases I had done 18 manual removals
(1.3%).

If the value of the technique is understood-and correctly practised
-and the simple apparatus is always ready for immediate use, it
is not as " time-consuming " as changing gloves and other precautions
which should be taken before a manual removal is carried out.
It is a safe and easily performed hot intrauterine douche, which
reduces the amount of blood loss, lessens the chance of infection,
and stimulates uterine contractions, so that the placenta is frequently
spontaneously expelled. If not, it can usually be expressed soon
afterwards.
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Ringworm of Scalp.-Dr. R. T. BRAIN (London, W.) writes: While
agreeing with the letter of Dr.' I. M. Scott (Dec. 27, 1947, p. 1066)
[ have little doubt that others, like myself, have given much thought
to the therapy of tinea capitis. Many new fungicides have been
produced, and some were credited with more effective fungicidal
action than the older remedies in general use. However, as Dr. Scott
pointed out, the effectiveness of the fungicide is of less importance
than the penetrability of the substance into the hair shaft and down to

the bottom of the infected follicle. It seemed probable that some of
the new wetting and emulsifying agents might overcome this difficulty,
and the problem has been studied 'since June, 1946, in the laboratory
of St. John's Hospital for Diseases of the Skin. Dr. Kenneth Crow
began experimental therapy based upon the above-mentioned factors
in June, 1946, and this work has been continued by Dr. H. Haber
and by Mr. Hadgraft, chief pharmacist of the Royal Free Hospital:
but one has delayed publishing results lest it should be thought
that the older techniques involving epilation by x rays or thorium X
were already obsolete.

Several fungicides were tried, but the most favourable series ot
reactions occurred with the use of a preparation of phenyl mercuric
nitrate. In this series 22 cases have been treated-8 due tot
M. audouini, 9 due to M. felineum, 4 in which the fungus was not
cultured, and one endothrix case. Out of the 22 cases 17 (77%)
were cured, the average treatment period being two months, and the
criteria of cure a period of repeated observation over two to three
months.
A new series of cases has now been started using salicylanilide.

and so far the results are encouraging. The penetrating base
consists of a mixture of carbo-wax with Crill No. 6 containing
phenyl mercuric nitrate. It should be pointed out that much work-
on similar lines has been done in America, particularly in New
York, by McKee, Hermann, and Karp and other ce-workers
Details of the researches at St. John's Hospital will be published
shortly, but it was thought desirable to make this comment and the
cautious observation that it is hoped that from this and similar
researches it may be possible eventually, but not yet, to avoid the
troublesome techniques of preliminary epilation in the treatment of
ringworm of the scalp.

Thoraco-Lumbar Splanchnicectomy.-Mr. FRANCIS E. STOCK
(Liverpool) writes: You have condensed my short note on a " Nem
Incision for Splanchnicectomy " read before the Liverpool Medical
Institution into three lines (Dec. 27, 1947, p. 1052). The result is
somewhat misleading, and lest I should be accused of plagiarism I
hasten to correct a false impression. The incision described is not
new but is an extension of Fey's thoraco-abdominal incision fot
the approach to the upper pole of the kidney. As far as I am aware.
however, the use of this incision has never been advocated for
thoraco-lumbar splanchnicectomy, all the standard incisions for this
operation being placed more posteriorly.

.Windows in Plasters.-Dr. DAVID A. HERD (Leeds) writes: The
following is a simple method which I have used for several monthc
and one which may be of interest to your readers. All that is
required is an ointment box large enough to completely encircle the
ulcerated area. Remove the lid and base and reduce the side depth
to about 1/2 in. (1.25 cm.), at the same time shaping one of the
edges to the skin part. Place the collar round the ulcer and apply the
plaster-of-Paris bandage. Before the last one is applied I cut down
and remove the collar, using the last bandage to smooth off the ragged
edges. In this way you are left with a clean, correctly placed window
whose edges are slightly elevated from the surrounding skin.

William Russ Pugh: a Pioneer Anaesthetist.-Dr. GEOFFREY
KAYE (Melbourne) writes: The first administration of an anaesthetic
in the Australian colonies was performed by William Russ Pugh, of
Launceston, in June, 1847. The ultimate history of this pioneer
worker is unknown and the Australian medical historians are anxious
to elucidate it. The following biographical facts are recorded:
William Russ Pugh graduated L.F.P.S. (Glasgow), 1835; M.D. and
Ch.D. (Giessen), 1844; F.R.C.S. (Edin.), 1860. He migrated to
Van Dieman's Land about 1838. In about 1854 he moved to
Melbourne and his name appears on the Medical Register of Victoria
for the years 1862-73. It is absent in the year 1874, the presumption
being one of death or retirement. The Register of Deaths for the
years 1872-7, inclusive, does not contain the name of Dr. Pugh;
it is therefore possible that he returned to spend his last years in
Britain. Should any reader have information as to the fate of
Dr. Pugh or of his family, he is invited to communicate with the
Curator of the Museum,* Australian Society of Anaesthetists.
Physiology School, The University, Melbourne, Australia.
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Correction.-Radiology for Medical Students, by F. J. Hodges.
I. Lampe, and J. F. Holt, was named incorrectly in our review
columns on Jan. 3 (p. 15).
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