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Any Questions ?

We publish below a selection of those questions and
answers which seem of general interest. It is regretted
that it is not possible to supply answers to all questions
submitted.

Thrombosis and Haemophilia
Q.-Is coronary or any other arterial thrombosis possible

in haemophilia ?
A.-Patients classified as having haemophilia have

different degrees of abnormality. In some the blood is
nearly incoagulable, in others the clotting functiop
approaches normal. Haemophilic patients may have quite
severe atheroma regardless of the degree of haemophilic
abnormality. If the usually accepted view of arterial
and coronary thrombosis is accepted then it should be
impossible for a severely affected patient to occlude a large
artery by thrombus. But if some coronary and small
arterial thromboses are due to the occlusion of the tiny
residual lumen of an atheromatous vessel by a platelet
thrombus there is no reason why this should not
occasionally happen in haemophilic patients, particularly in
those whose haemophilic defect is minimal. So far as I
know there is no recorded case of arterial thrombosis in
a haemophilic patient, and one reason for this, apart from
the coagulation defect, is undoubtedly that relatively few
haemophilic patients live to the age at which arterial
occlusion is a common event in normal people.

Cortisone in Psoriasis ?
Q.-Is cortisone of value in the treatment of psoriasis ?

A.-Tbe general answer to this question is No. It is
unwise at present to use any steroid hormone therapy in
the routine treatment of the ordinary case of psoriasis,
because the treatment carries with it well-recognized dangers,
and the ordinary case of psoriasis is effectively dealt with
along other lines. Steroid therapy is not in any way a
specific form of treatment for psoriasis, but it is true that
more recent preparations do have a dramatic effect upon
the disease while they are being administered, but it is a
temporary effect and patients relapse as soon as it is stopped,
and sometimes even while on treatment. Such therapy
sometimes precipitates grave aggravation of psoriasis with
generalization and pustulation. Nevertheless, there are
occasional grave forms of the disease, associated with great
disability and ill-health, which do seem to be helped by
the judicious use of very small doses of steroid upon
occasion, but this should be left to the judgment of a
specialist and a general physician.

Treatment of Iritis
Q.-What is the latest treatment of iritis and iridocyclitis?
A.-The general principles in the treatment of an acute

anterior uveitis are dilatation of the pupil to prevent the
formation of anterior synechiae and reduction of
inflammatory response by corticosteroid therapy. Cortisone
(10 mg. in 0.4 ml.) injected subconjunctivally may be used
initially followed by atropine 1% drops twice a day and
cortisone or hydrocortisone drops four-hourly. Such a
regime should produce considerable improvement within a
few days, but it is important to continue treatment until
the aqueous humour is clear of flare and cells on slit-lamp
examination. In severe cases local treatment should be
supplemented by systemic corticosteroid therapy, preferably
as an in-patient.

It is usual to do a full blood count, E.S.R., W.R., and
Kahn and Mantoux tests, but the most promising
investigation for acute anterior uveitis in men is an
examination of the prostatic fluid and x-ray examination
of the sacro-iliac joints, spine, and feet for evidence of
ankylosingx spondylitis and Reiter's disease.1 In the more

chronic cases of anterior uveitis sarcoidosis is a possibility,
particularly if the Mantoux reaction is negative. Hilar gland
enlargement or typical changes in the lung fields may be seen
on radiography. Focal sepsis in the nasal sinuses, teeth, etc.,
should be eradicated, but this is often of doubtful benefit.
Toxoplasmosis is a common cause of chorioretinitis, but
is unlikely to be of aetiological importance in anterior
uveitis.
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Aetiology of Congenital Dislocation of Hip
Q.-What is the aetiology of congenital dislocation of the

hip, with particular reference to its common occurrence in
parts of France and N. Italy ?
A.-The aetiology of congenital dislocation of the hip is

essentially unknown, as in most congenital anomalies. Any
explanation has to account for a certain familial incidence,
racial differences, and a slight preponderance of female
patients. There is no doubt that there is a genetic back-
ground and some families have shown a remarkable
incidence. However, it is not dominant; as yet the genetic
background has not been well investigated. As is welf
known, in northern Italy the incidence is very high, and
this would presumably have a similar explanation to the
occurrence in certain families.

It is believed that the dislocation arises from abnormal
development of the hip during pregnancy, though this is
uncertain for lack of direct evidence. In northern rtaly
this incidence is certainly unrelated to the way in which
the children are wrapped. The failure to find it in certain
races has been thought to be due to the children being
carried on the mother's back with the legs abducted. and
thus an early, unrecognized dislocation would be cured by
the mode of carrying the baby. This explanation has more
to it than might be obvious, but, since we do not know
the incidence of dislocated hip in such races, we cannot
say that the carrying of children with the legs abducted
explains the absence of dislocated hip.
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Corrections.-We regret that Dr. G. P. McNicol's present
appointment was incorrectly given in the issue of May 16,
p. 1310. He is now registrar in the University Department of
Medicine. Royal Infirmary. Glasgow.
We also regret errors in the announcement of Dr. F. J. G.

Jeffeiiss's appointment to the Royal Air Force (Journal, May 16,
p. 1310). It should have read: " Dr. F. J. G. Jefferiss, consultant
venereologist with administrative charge of the V.D. department
at St. Mary's Hospital, has been appointed honorary civil
consultant in venereology to the Royal Air Force."
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