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SIR,-In his recent article Dr. Cyriax (December 23, 1950,
p. 1434) emphasizes the value of manipulation as a thera-
peutic procedure. Manipulable diseases are common in
general practice, and in a practice of average size about
100 cases of such diseases are to be seen each year, if we
include under this head most cases of fibrositis, acute torti-
collis, intercostal neuralgia, pseudo-angina, lumbago, and
low backache, and also certain common types of neuritis,
notably ilio-hypogastric neuritis, and certain painful condi-
tions affecting the limb joints. Anyone who has to drive a
car all day, every day, can sympathize with the indictment
of the car-driver's seat; but the sagging bed can, I think,
take priority as the commonest aetiological factor in the
production of structural weakness in the lower part of the
back. We spend one-third of a lifetime splinted into an
awkward shape by bed-springs so designed as to ignore the
fact that the hips are heavier than the feet and therefore sag
much below the level of the feet in most beds-as any
practitioner may observe on his rounds.
The contention that manipulation should normally be carried

out without anaesthesia is undoubtedly a sound one, for, while
there is a small group of cases in which manipulation under
anaesthesia is the procedure of choice, there is no good reason
for manipulating under an anaesthetic-a joint which can be pain-
lessly and safely manipulated without one. By using skill rather
than force manipulation becomes one of the safest of procedures.
To discuss the theoretical aspects of manipulable diseases is

to venture on dangerous ground. It is not at all self-evident that
the lumbago and low backache so commonly met with in general
practice should regularly be attributed to a prolapsed disk. Pro-
lapsed disks undoubtedly exist and give rise to certain symptoms,
but it is a far cry from this proposition to the claim that they
are the usual cause of such symptoms. On the prolapsed disk
theory it is difficult to explain the tenderness over the sacro-iliac
joints in the common type of low backache one meets. Lumbago
and low backache are usually bilateral, and, when treated by
manipulation (see my letter, Journal, 1949, 2, 710), one side is
manipulated and then the other. After one side has been
manipulated successfully, the pain remains on the other side of
the body only. This observation appears to be quite incompatible
with a disk aetiology for the condition, but it would be explained
if a bilateral structure, such as the sacro-iliac joint, were to be
incriminated as the source of the pain.

Joint manipulation has been, and still is, a somewhat
empirical study; though the theory tentatively advanced by
J. Mennell (Joint Manipulation, vol. 2) postulating the occur-
rence of an intra-articular " adhesion " (a seizing-up of
articular surfaces opposed to one another) would seem to
account for most of the phenomena met with in this field.-
I am, etc.,

Lowestoft. N. B. EASTWOOD.

SIR,-In his interesting article (December 23, 1950, p.
1434) Dr. J. Cyriax offers useful advice on how to avoid
the condition and how to prevent recurrence.

Surgeons are themselves sometimes affected. I have had one
attack of sciatica considered by an orthopaedic surgeon to have
been probably due to a disk protrusion, and many attacks of
lumbago which I now believe were not produced by local chilling
or other such causes, but were also of disk origin. Following
some months off duty, I got sudden twinges of an attack of
lumbago during the course of one of the first operations which
I performed, an operation lasting more than an hour and which
inevitably involved a considerable degree of spinal flexion. This
unpleasant occurrence made me suspect that the strained position
had caused the partial backward displacement of a nucleus
pulposus. I was thoroughly alarmed, for I feared that a further
period of incapacity was about to begin. I decided to try the
effect of extension of the spine by weight. A folded towel was
placed on the top of a door, and, hooking my fingers over this,
I hung for a few minutes, and thereafter completed the operation
without further trouble. This made me reflect how useful it
would be if every surgeon's dressing-room had in it a three-foot
length of horizontal bar. At the end of a morning's operating
a short swing from this might well give a disk which had become
partially compressed a chance to readjust itself. I wonder if
Dr. Cyriax considers that such a simple piece of equipment might
find favour with industrial medical officers. Since the date of
my experience I have been careful when doing similar operations
to pause from time to time and to stand in a very erect position,

best described as making an attempt while one's heels are on
the floor to touch the ceiling with one's head. And as I have now
enjoyed an exceptionally long period without any attacks of
lumbago I am inclined to believe that both diagnosis and treat-
ment have been correct. None the less, I would welcome a piece
of horizontal bar, and this would also save the door hinges.

-I am, etc.,
London, N.W.1. R. OGIER WARD.

Heart Disease and Mass Radiography
SIR,-Dr. Peter Leggatt's experience (December 16,

1950, p. 1364) of cardiological case finding by means of
miniature mass radiography is of considerable interest to
chest physicians and others who may have to make a pre-
liminary diagnosis from an x-ray film without first examin-
ing the patient. He points out how an abnormal cardiac
outline may be produced by rotation of the patient or by
thoracic scoliosis, either cause being usually evident on the
miniature film. A not infrequent cause of abnormal promi-
nence of the pulmonary cone, which he does not mention
and which should always be borne in mind, is depression
of the sternum. Recently two patients have been referred
to me by units with a report that, in addition to minimal
tuberculosis, the x-ray film showed a "cardiac outline
characteristic of mitral stenosis." Both patients had
healthy hearts, but funnel-shaped depression of the
sternum. In our diagnostic fluoroscopy clinic we have
ample opportunity of confirming Dr. William Evans's teach-
ing on the characteristic appearance of the heart shadow
produced by sternal depression. One notices in particular
the displacement of the heart to the left, and its rotation
on the long axis, so that little if any cardiac shadow appears
to the right of the vertebral column, and the left border
of the heart is straighter than normal owing to prominence
of the pulmonary cone. There is no increase in the trans-
verse diameter of the cardiac shadow. The appearances,
I believe, are sufficiently characteristic for the presence of
a depressed sternum to be predicted with confidence, even
though it is not usually visible on the antero-posterior film.
My reason for drawing attention to these appearances, which
are well known to cardiologists, is that the effect of this
relatively common thoracic malformation on the shape and
position of the heart shadow would not seem to be fully
appreciated by all physicians in charge of mass radiography
units.-I am, etc.,

Southend-on-Sea. E. G. SITA LUMSDEN.

SIR,-The many cardiovascular abnormalities encountered
in the day-to-day work of the Glasgow mass radiography
unit so impressed us that a survey of their significance was
commenced in September, 1945, and continued till March,
1947. Our results were published in the British Heart
Journal, 1949, 11, 264. We were surprised, therefore, to
note Dr. Peter 0. Leggatt's comment (December 16, 1950,
p. 1364) that "no one so far has attempted to assess the
potentialities of this method for disclosing the presence of
cardiac abnormalities." We recalled for clinical examina-
tion not only those who gave an abnormal radiological
picture but in addition all those who gave a history sugges-
tive of previous rheumatic infection, or of believing they
had heart disease. It was hoped in this way, with the mini-
mum of inconvenience, to ensure the detection of cardiac
abnormalities in patients unaware of an existing heart lesion.
Only the relationship between the radiograph and clinical
findings is relevant to Dr. Leggatt's article. The most
common causes of recall on account of x-ray abnormalities
were general cardiac enlargement, prominence of the pul-
monary artery, straightening of the left heart border,
prominent conus, unfolding of the aorta, broadening of
the base of the heart, and dextrocardia; of these the
commonest were cardiac enlargement, prominence of the
pulmonary artery shadow, and prominence of the conus.
Of the 34,918 routine x-ray pictures of the chest in the
period under review, 877 with no history of heart disease
were examined because of one or other of these latter x-ray
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