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There is no purpose in discussing the details of differential
diagnosis and treatment of these two widely different syndromes,
but the questioner will find the information he requires in the
papers cited.

T.A.B. in Cheiropompholyx
#?.-What are the rationale and method of administration of

T.A .B. in thle treatment of cheiropompholyx ?
A.-There is no rationale for the use of T.A.B. in pom-

pholyx; it is shock therapy and empirical. It may be given
intravenously in a dosage of 100 million organisms, when a
severe pyrexial reaction lasting a few days may be anticipated,
or in a dosage of 10 million repeated a few times at weekly
intervals, when a less severe reaction will result.

Hormone Treatment of Infertility
Q.-Is testosterone propionate or methyl testosterone indi-

cated, amid, if so, in what dosage, for infertility in a man aged
41 ? His testes are abnormally small, and an examination of
the seminal fluid reveals no spermatozoa. There is no othei
physical abnormality and, no history of previous illness.

A.-Testosterone propionate or methyl testosterone has been
advocated for infertility associated with oligospermia or even
azoospermia, because experimentally either maintains spermato-
genesis in the hypophysectomized animal. The dosage might
be in the neighbourhood of 25 mg. of the former injected three
times a week, or 5 mg. of the latter thrice daily. The writer,
however, has no confidence in this therapy, or even in gonado-
trophin therapy, unless there is at the same time clear endo-
crinological evidence that the condition is secondary to a
hypopituitarism. Testicular biopsy should be carried out in
every case, and it is probable that in this case fibrosis and
hyalinization (resulting from previous virus infection) will be
found; such a condition would not respond to any hormone
therapy.

Melanoma
Q.-A man aged 57 has had from childhood a small area

of black pigmentationl about S cm. to the right and slightly
below the umbilicus; it is now about I cm. across. The skin
is freely movable and there is no proliferation of tissue. In
view of the risk of nmalignant change, what advice should be
given? Would removal provoke malignant development?
A.-The relationship between benign and malignant mela-

noma is of great importance. Signs of malignant change
developing are an increase in size, increase in the degree of
pigmentation, the presence of moisture, and the occurrence of
bleeding. When any of these signs are present in a benign
melanoma it must be excised carefully. Experience proves
that trauma to a benign melanoma can initiate malignant,
changes, and when such a tumour is subjected to constant
trauma it must be excised. When excision is undertaken
certain technical details are important. Excision is carried out
with the scalpel; the tumour itself must not be touched by
the scalpel or forceps, or traumatized in any way. The
encircling incision must be placed at least 2.5 cm. from the
edge of the tumour, and the underlying deep fascia is also
removed over an area 4 cm. from the edge.

Secondary Syphilis
Q.-A patient developed a secondary syphilitic rash and was

treated with 14 mega units of penicillin over 14 davs. She has
had an initermittent course of arsenic and bismuth (0.6 g. and
2 ml. a week for three 12-week courses), but the injections upset
her. Her blood was positive at the start, but she has since had
three negative Wassermanin reactions. Is it safe to discontinue
th1e arsenic and bismuth when she has completed her fourth'
12-week course (she has one month's rest in between courses)
ot shotuld I go on for another full twelve months ?
A.-The treatment already given seems quite adequate, and

as injections upset the patient further treatment might do more
harm than good. It will, of course, be necessary to keep the
patient under observation with periodical blood tests say three-
monthly for the first year and six-monthly for the second year)
for two years after completion of treatment; the cerebrospinal
fluid should be examined some time during the observation

period. Should the question of pregnancy arise, careful observa-
tion throughout and perhaps a second course of penicillin
would be indicated.

Enteroptosis
Q.-Is thlere any recent treatment for enteroptosis ? The

x-ray report is as follows: "Enteroptosis and irregular spasm
of lower part of colon; pelvic colon somewhat elongated; weak
contractions of caecum and ascending colon."

A.-Enteroptosis needs no treatment. A low position of the
viscera is merely part of a lean asthenic habitus and there is no
evidence that it is responsible for any symptoms. Exception
must be made to this statement in the case of the kidney, where
kinking of the ureter may occasionally give rise to a Dietl's
crisis, and possibly also in the case of the spleen. For the rest
" visceroptosis " is no more than the usual position assumed by
the viscera in the tall thin individual. The only comment of
possible significance in the radiologist's report cited by the
questioner is the presence of irregular spasm in the lower part
of the colon. This may result in abdominal pain, and, if it
indicates the spastic colon, treatment with a low-residue diet,
liquid paraffin, and antispasmodics should be of benefit.

Fluorides in Prevention of Dental Caries
Q.-Would it be worth while for an adult who still has most

of his teeth, though heavily filled, to try fluorine treatment in
the hope of delaying the inevitable ? If so, in what form and
wanner should it be used ? Are there any contraindications ?
A.-The evidence that topical application of fluoride solu-

tions is of value in halting the onset of dental caries after the
eruption of the teeth is not as yet entirely convincing. In the
adult, provided that regular dental attention is received, the
teeth are far less likely to be lost on account of dental caries
than from gingivitis. The method so far used is the topical
application of 2% sodium fluoride solution to the surfaces of
the teeth, after previous cleaning and drying to ensure adequate
contact of the solution with the dental tissues. The optimum
concentration of the solution and the number and frequency of
applications are not as yet known. It must be remembered
that fluoride salts are extremely toxic. The questioner should
also refer to a letter on this subject published in the Journal
of Jan. 1 at page 29.

Petit Mal
Q.-Is anything known of the aetiology of petit mal, and is

there any useful form of treatment?
A.-Petit mal is ordinarily a constitutional affection due to

a cerebral dysrhythmia, often inherited. The latest form of
promising treatment consists in giving capsules of "tridione,"
the usual dose being 0.3 g. thrice daily. Caution is necessary
owing to the risk of agranulocytosis. A subjective sensation of
glare, if not photophobia, is a very common side-effect.
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Correction.-Mr. Malcolm Donaldson (chairman of the Clinical
Cancer Research Committee of the British Empire Cancer Campaign)
has pointed out that in our report (Dec. 18, 1948, p. 1076) of the
Committee's statistical survey of cancer of the kidney, bladder, and
prostate it was stated that the first symptom of the disease (cancer
of the prostate) was difficult or painful micturition in 60% of
cases. What the Committee actually stated was that difficult or
freqluent micturition was the first symptom in 60% of cases. Local
pain in .he perineum or urethra was the first symptom in only 3.7%
of the cases.
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