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whooped. A pernasal swab from the elder child
produced a growth of H. itnfluenzae, and this organism
was also grown from a slight purulent conjunctival
discharge that she had. Since then I have seen a number
of other children with paroxysmal coughs, some of
whom actually whooped, from whom H. influenzae, but
not H. pertussis, was grown. The importance of this
observation is that it may tend 'to discredit whooping-
cough vaccination in the eyes of the public. If a child
who has been fully vaccinated develops a paroxysmal
cough with whooping it will naturally be thought that
the vaccination had been ineffective, but if an alternative
bacteriological diagnosis can be established it may help
to mollify matters. Mummery first pointed out this
mimicry in 1948,1 and stated that the clinical condition
was " practically indistinguishable from whooping-
cough."

Diagnosis may therefore be very difficult, but
H. influenzae infection is not infrequently associated
with a purulent conjunctival discharge, and the
association of this with a paroxysmal cough should alert
one to the possibility, or almost the probability, of this
infection. The cough in H. influenzae infection does not
usually last as long as whooping-cough, but this is of
no help in diagnosis in the acute stage. The lympho-
cytosis of whooping-cough is, of course, quite
characteristic, but blood counts are not uisually done on
children at home with paroxysmal coughs and would be
rather impracticable on a mass scale. Pernasal and
conjunctival swabs, however, are more easily taken and
tested, and should be used more widely.-I am, etc.,
Alder Hey Children's Hospital, S. E. KEIDAN.Liverpool, 12.

REPERENCE
1 Mummery, R. T., Publ. Hlth (Lond.), 1948, 62, 28.

Immunization Programmes
SIR,-In his letter to the Journal of January 31

(p. 303) Dr. E. C. H. Huddy argues cogently for
whooping-cough immunization beginning at 1 month,
but himself points out two difficulties to that course-
viz., a doubt as to the immunological response and
the difficulties arising from numbers of infants for
various reasons being unable to receive immunization
at that age.

In Preston it has been the practice to use the
combined diphtheria-whooping-cough vaccine at 6
months since 1953, and at present nearly 60% of the
under 5 population is immunized against whooping-
cough as well as a goodly proportion of the 5 and 6
years age groups that have received reinforcing doses
at entry to school. Coincidentally with this policy the
local epidemiological picture is showing a marked
resemblance to that of diphtheria about fifteen years
ago.
The last epidemic in 1957 was of lesser magnitude than

expected, the ratio of cases at ages 0-4 and 5-9 years
dropped from 2.5 to 1 in previous epidemics almost
to parity, and the inter-epidemic phase lengthened from
about twenty months to thirty-three months. Twenty-
eight months have passed since the peak of the 1957
epidemic, and there is no sign of any increased incidence
up to the present moment. In the inter-epidemic trough
the disease has almost disappeared-in 1955 a total of
seventeen cases of all ages, and in 1958 a total of seven.
It looks as though a high immunity rate in the under
10 years population could abolish whooping-cough

altogether and so give protection to all young infants
irrespective of their physical and immunity state at 1
month.

I feel quite certain that if a national campaign was
started on the lines of the diphtheria campaign of 1940
whooping-cough in a short time could be eliminated,
just as surely as diphtheria has been, and the need for
inoculating very young infants would not arise.-I
am, etc.,
Department of Health, J. S. G. BURNETT.

Preston.

Haematemesis and Melaena
SIR,-We read Dr. J. E. Cates's article (Journal,

January 24, p. 206) on a review of 300 patients with
haematemesis or melaena with great interest. We have
recently analysed a series of 473 consecutive admissions
for these conditions to the Mansfield General Hospital.
Of these 473 admissions 400 (87%) were for patients with

a proved or suspected peptic ulcer. The mortality rate for
this group was 6.25%. An emergency operation was done
on 98 patients (24.5%), with an operative mortality rate of
6.4% in patients up to the age of 70, and 14.2% (14 deaths)
when all age groups were included. The remaining 73
admissions were for gastro-intestinal bleeding due to causes
such as portal hypertension, carcinoma, blood diseases, and
other less common causes. A relatively large proportion of
all our patients, and in particular those with gastric ulcers
(18% of this series), had a partial gastrectomy done. A
study of their case histories suggested that surgical
treatment was inevitable sooner or later. No chronic ulcer
was found in 13 of the 98 patients, but a definite acute ulcer
was found on examining the part of the stomach removed
from 6 of these patients. None of these 13 patients had
further bleeds or dyspepsia.

It would be of interest to hear more of Dr. Cates's
patients who did not have an ulcer at the time of
operation, and more about the follow-up of those
patients submitted to laparotomy but not to definitive
surgery.-We are, etc.,

J. C. PEASE.
J. N. WARD-MCQUAID.

Mansfield and District General Hospital,
Notts.

Preparation for Hysterectomy
SIR,-In recent years there has been a salutary

tendency towards critical evaluation of the immediate
and remote effects of operations for hysterectomy.
Various observers have commented most unfavourably
upon some of the physical and emotional sequelae of
this operation, the most uncomplimentary being Dr.
Katharina Dalton' and the most recent Dr. Winifred
Coppard (Journal, January 17, p. 171). There seems
to be little doubt that a number of patients do in fact
develop various symptoms and disorders of function
in addition to the inevitable sterility and amenorrhoea,
but as these are not due to the hysterectomy per se they
can usually be avoided. Symptoms of the climacteric
will certainly arise when the operation includes removal
of ovaries, and in some patients over the age of 45 a
natural climacteric may follow the operation. Symptoms
of dyspareunia, which should only be temporary, may
be found in many patients when a repair of the pelvic
floor has been performed coincidentally With vaginal
removal of the uterus. Emotional upsets may be
anticipated in every patient and largely forestalled by
pre-operative assurance and subsequent return to marital
intercourse within three months.
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I recently had occasion to conduct a personal follow-up
of 59 patients whose hysterectomy had been performed
before the age of 36 and who were seen between three and
ten years afterwards. All but nine were unreservedly delighted
with the late results, often using such extravagant expressions
as, " I have started to live again "; of the others, two only
were critical of their present health (and they had had
ovaries removed), while the other seven either were not
entirely reconciled to infertility or had developed minor
symptoms. Only four patients appeared to have gained a
significant amount of weight as a result of the operation,
while two had lost a similar amount. Particular attention
was paid to libido and any complaint of dyspareunia. This
revealed two cases where a pelvic-floor repair had narrowed
the vagina, three cases of lowered libido associated with
ovarian removal, and five other patients whose marital
relationship had deteriorated. These must, however, be
contrasted with the remainder of the married women who
were entirely satisfied with this function, including seven who
were most eloquent in their appreciation of the great
improvement in marital relationship effected by the
operation.

It would appear that the alleged unsatisfactory after-
effects of hysterectomy are largely avoidable.-I am, etc.,

Birmingham, 15. W. G. MILLS.
REFERENCE
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Haemolytic Disease of the Newborn
SIR,-A booklet entitled Haemolytic Disease of the

Newborn, prepared by the Standing Medical Advisory
Committee for the Central Health Services Council and
the Minister of Health, has recently been circulated
(Journal, July 12, p. 115). The value of this otherwise
potentially useful publication is greatly lessened by the
inclusion of errors of fact and controversial statements,
of which the following are typical examples.

(1) In Section 2 it is stated that 83% of Europeans are
Rh-positive and ". . . the proportion of non-Europeans
who are Rh-positive is rather less." There are in fact more
Rh-positive individuals among non-Europeans.

(2) Section 2 concludes: ". . . the terms Rh(D)-positive
and Rh(d)-negative are frequently used "-presumably to
designate D-positive and D-negative individuals respectively.
TIhe term Rh(d)-negative (if it is ever used) means
homozygous D-positive-in fact it is meaningless, since
anti-d has not yet been demonstrated with certainty. This
error adds to the existing confusion in Rh nomenclature, and
invalidates whole sections of the text.

(3) In Section 3 it is stated that ". . . antibodies do not
diffuse freely across the placenta from mother to child
until the 30th week." Mollison' provides evidence that
they reach the foetal circulation at 10-17 weeks-an opinion
supported by the experience here.

(4) In Section 7 we are advised to perform an anti-human
globulin test, bilirubin and haemoglobin level, on the same
specimen of clotted cord blood!

(5) In the same Section it is stated that these tests
. . will enable an estimate of severity to be made before

clinical signs of the disease develop." These tests give an
estimate of severity in a small proportion of cases only-
cases which will be easily recognized clinically. The main
purpose of the tests on the cord blood is to confirm the
diagnosis and provide a baseline

.
for evaluating later

estimations.
(6) It is implied that it is necessary to examine the blood

of Rh-negative women at 32-34 weeks only. The
importance of late tests at 36-38 weeks and the necessity to
carry out at least one test on known Rh-positive women in
each pregnancy is not mentioned. Stratton and Renton2
regard a test at 36 weeks as " essential "-an opinion fully
supported by the experience in this laboratory where the
blood of some 16,000 expectant mothers is examined

annually, and most workers in this field will be aware of
the difficulties entailed in the last-minute identification of
so-called " rare " antibodies.

(7) The suggestion (Section 6) that when sufficient
maternity beds are available it may be possible to admit
all Rh-negative women to hospital seems unnecessary.
Many women prefer to have their babies at home, or in
a local hospital or nursing-home. It would be most
unfortunate if the idea that unsensitized Rh-negative
women are any different from their Rh-positive sisters were
given too much emphasis-a great deal of unneoessary
unhappiness has already been caused by this belief.

(8) In Section 12 it is stated that ". . . when there has
been no previously affected children the next Rh-positive
infant born to an immunized mother has a 90% chance
of survival." Immediately following this comes the
information that the survival rate of all infants suffering
from haemolytic disease of the newborn is 90%.

(9) The necessity for early or immediate exchange
transfusion is repeatedly stressed - usually without
qualification. While the value of this treatment is not
disputed, it should not be forgotten that like any other
transfusion of blood it is justifiable only in the presence
of a reasonable indication. Walker and Mollison' list heart
failure and exchange transfusion as the main causes of
death in their series.

Finally, the booklet is unsigned. A publication of
this type which is regarded as " instructive " and
authoritative should list the names of the actual writers
as well as those of the parent committee. The
Department of Health for Scotland is to be
congratulated that in issuing the booklet it is made clear
that it is not intended to supersede local arrangements.
-I am, etc.,

South-east Scotland Regional R. A. CUMMING.
Blood Transfusion Centre,

Edinburgh, 3.
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Mummified Foetus
SIR,-The following account of a patient who came

under my care during a short stay at St. Joseph's
Hospital, Kabanga, Tanganyika, may prove of some
interest to the readers of the Journal.
An African woman aged between 40 and 45 years, who

had had six stillbirths and no surviving child, was admitted
on October 16, 1957, with the following history: Five years
ago she had become pregnant, but at about eight months
the foetal movements had stopped. She stated that she
had never been delivered. Ever since then she had had
an abdominal mass and amenorrhoea. Recently she had
become very thin, and suffered from irregular fever, lower
abdominal pain, and urinary symptoms.
On examination she was a thin, anaemic, emaciated

woman, with a large, hard, irregular, non-tender abdominal
mass arising from the pelvis and about the size of a 32-week
pregnancy. Apart from a temperature of 102° F. (38.9° C.),
no other abnormality was found, and a provisional diagnosis
of uterine fibroids was made. The patient was given
penicillin, 0.5 million units twice a day, for three days,
and this controlled the fever. Treatment also included
" bepatex," " ferrivenin," vitamin tablets, and iron (ferrous
sulphate tablets).
At laparotomy on October 22, under spinal anaesthesia,

the abdominal mass was found to be inside the uterus, the
wall of which was very pale, thin, and friable. There were
multiple adhesions of small intestine and omentum to the
uterine wall. The mass was shelled out of the uterus, most
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