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pronormoblasts, which are usually large and are known
as giant pronormoblasts. In these cases a reticulo-
cytopenia occurs and lasts for about seven to twelve
days, and a reticulocytosis then follows without any
specific therapy. These features have been described by
Kho Lien-Keng.1 In addition, by serial marrow biopsies,
we have been able to see the changes in morphology
just prior to the onset of the erythroblastopenia. At this
stage, some of the cells are difficult to distinguish from
megaloblasts. These findings are at present being
prepared for publication.
The second type, in which the giant pronormoblasts

are absent, appears to be much less frequent and seems
to correspond to that described by Drs. Foy, Kondi, and
Macdougall. We wonder if these conditions have a
similar aetiology.-We are, etc.,

Division of Haematology, P. B. NEAME.
Natal University Medical School E E. NAUDE.and King Edward VilI Hospital,

Durban, South Africa.
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Needle-biopsy Technique in Amoebic Abscess
SIR,-The letter by Dr. K. J. Keeley (April 8, p. 1037)

calls- for some comment, in that he rather suggests
difficulty in the diagnosis of amoebae in the abscess
contents. Provided an adequate technique is used, this
is not the case; the last 75 cases dealt with by this
laboratory gave 63 positive results.
The amoebae are in the wall, but if the pus is taken

into a series of small containers the last one will not be
diluted by the main mass of the material. Such pus
should be examined directly immediately, and if neces-
sary the deposit from a "varidase" digest examined.'
Rarely, culture in media preconditioned with Clostridium
lvelchii may reveal amoebae missed on the direct and
concentration techniques. It is no use looking for
amoebae after one or two days of emetine therapy, as
they rapidly disappear.-I am, etc.,
Amoebiasis Research Unit, R. ELSDON-DEW.

P.O. Box 1035,
Durban.
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Coloboma with Multiple Congenital Anomalies
SIR,-Dr. H. Angelman, in his interesting paper

(April 29, p. 1212), draws attention to the association of
anomalies of the brain, heart, and kidneys with
colobomata. We have under our care a girl of 10 who
carries most of the stigmata of this syndrome.

S. H., the first child of healthy parents, was born at 38
weeks' gestation following a surgical induction for toxaemia.
Birth weight 6 lb. 13 oz. (3.1 kg.). Shortly after birth she
was found to have rectal agenesis, and an operation for
imperforate anus was carried out. She thrived well, but
was noted to have an apical systolic murmur which on
later investigation was found to be due to a ventricular
'eptal defect. In addition, she had a right "typical"
coloboma involving the iris and retina. As she grew a
scoliosis became obvious, and this proved to be due to hemi-
vertebrae (D 4-5, D 9-10, L 4-5). Her mental development
has been slow, but she is able to benefit from a school for
the educationally subnormal. She was troubled by dribbling
incontinence, and on further investigation of the renal tract
a bifid right renal pelvis with drainage of a dilated ureter
into the urethra was found. Implantation of the ureter into
the bladder (Mr. T. W. Mimpriss) has produced some

improvement, although she still suffers from stress incon-
tinence. The mother was well during the early months of
pregnancy, and there is to family history of any similar
defects.

It is interesting that in our case a right coloboma
was associated with an abnormal kidney on the right.
Perhaps the association of abnormal ears with ipsilateral
renal lesions, described by Hilson,l may also be true for
anomalies of the eye-I am, etc.,
Children's Department, D. G. COTrOM,

St. Thomas' Hospital,
London S.E.1.
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SIR,-Having read Dr. Harry Angelman's article.
(April 29, p. 1212) I would like to report two more cases.
of coloboma with multiple congenital abnormalities.
D. W., born July 30, 1952. This little boy has bilaterat

colobomata. He was born with a cleft palate, bilateral
inguinal hernia. He is also backward for his age. His.
I.Q. on the Terman-Nlcrrill scale is 66.

D.B., born October 25, 1955. Has a coloboma in the
left eye. He is very small for his age, with round;
shoulders and suggestion of webbing of the neck. He-
has a congenital heart disease, which is thought to be-
interventricular septal defect. He also has an abnor-
mality of the fifth left finger. His I.Q. has not yet been&
estimated, but after a year at school his teachers think
he is sufficiently backward to require special education-

-Iam, etc., MYRTLE V. RICHARS.
Office of the Area Medical Officer,
Leamington Spa, Warwickshire.

Prone or Supine ?
SIR,-I was interested in your leading article, " Prone

or Supine ? " (May 6, p. 1304), having used the prone-
position with my third and fourth children. The-
"control " group, the first and second children, were-
put in the lateral position. (Does anyone use the supine-
position for neonates ?)
My impression is that the " prone " group were more

contented babies than the controls, but this is much
more likely to have been due to their position in the-
family than to their position in the cot. Fifty per cent.
of each group had evening colic. In the prone group
the reaction to this was less severe in intensity and less.
prolonged in total duration than in the control, but,
again, this may well have been due to factors other-
than the position. I got the impression that, after the
first few weeks, though they liked going to sleep prone,
they did not like waking up in this position, for if thev
turned their heads they had to rub their faces on the-
sheet and their field of vision was severely restricted.
As a result they were not prepared to stay awake-
peacefully for more than a few moments. This.
increased as they became increasingly interested in
their surroundings.
A very real disadvantage of the position, however,

you did not mention, and perhaps its incidence in this.
small group cannot be called statistically significant.
The third child developed a chilblain on her nose. She-
was born in January but was not exposed to more severe-
temperatures than the December-born control, and I
think that it was due to condensation of the breath on.
the sheet and face, combined with the cold weather.
She did not appear to be disturbed by the condition,
but I could not think that it was a good thing, andi
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when the fourth child's nose began to get reddened I
changed him to the lateral position. In this small but
fairly closely observed experiment, I found the place
of the prone position much more limited than I had
expected.-I am, etc.,

Newcastle upon Tyne 3. D. L. PATRICIA MARSHALL.

Diagnosis of Tuberculous Meningitis
SIR,-In your leading article on " Diagnosis of

Tuberculous Meningitis" (May 6, p. 1305) you rightly
point out the importance of early diagnosis and refer
to the hazards attending delay in treatment. To some
extent these considerations apply also to other forms
of meningitis, but owing to the more insidious onset
of tuberculosis a decision to perform lumbar puncture
may take longer to reach in this condition. Fortun-
ately, once this decision has been made, there should
be little difficulty in arriving at the correct diagnosis,
as it is unlikely that the patient will have been given
anti-tuberculous drugs, prior to lumbar puncture,
which would modify the findings in the cerebrospinal
fluid. It is perhaps an understatement to say that
"direct examination of the fluid may reveal acid-fast
bacilli" because it should be possible to demonstrate
their presence in virtually every case, provided an
exhaustive examination of the centrifuged deposit is
made by an experienced person.
Although exceptions undoubtedly occur, the C.S.F.

sugar and chloride levels follow a characteristic pattern
in a high proportion of cases. If, in any case of
meningitis showing a predominantly lymphocytic
reaction, these levels are normal, the disease is unlikely
to be tuberculous ; if there is a moderate fall in the
sugar level together with a moderate or marked fall
in the chloride level, tuberculosis must be regarded as
a strong possibility and the search for acid-fast bacilli
intensified. The pathologist who is prepared to spend
several hours examining Ziehl-Neelsen-stained smears
from such a case will frequently have the rewarding
experience of making a definite diagnosis.
The responsibility for diagnosing tuberculous

meningitis, then, rests primarily with the clinician, who
must suspect the possibility of the disease and submit
a specimen of C.S.F. to the laboratory as soon as
possible, together with the relevant clinical data. From
then on it is up to the pathologist, who should be able
to confirm or refute the diagnosis in the great majority
of instances.-I am, etc.,

Institute of Laryngology and Otology, ALAN JEANES.
London W.C.1.

Tumours in Children
SIR,-The paper by Professor A. C. P. Campbell and

his colleagues (February 18, p. 448), based on the Man-
chester survey of tumours in children, refers to the
unfortunate vagueness of the early signs of malignancy
in children, amongst which it mentions pallor, lethargy,
anorexia, headache, and ataxia.

Perhaps in school medical inspection more than
elsewhere one may see what Lord Moynihan called " the
abnormal case," the very earliest stage of disease. Pallor
and poor appetite are very common amongst the infants,
headache in the form of migraine in juniors and above.
The key sign is the lethargy. Dr. D. Stafford-Clark has
pointed out that a child tells us more about his mental
health by what he does than by what he says. This
aphorism may well be extended to the assessment of his
physical health.

One of my standard procedures in school medical
inspection is to ask the mother, "Is he lively ? "-a
question which is a useful way of separating the clinical
sheep from the goats. Both in infants and juniors the
reply nearly always consists of the venerable joke, " Too
lively at times ! " One of the lessons which the great
Mackenzie' strove to impress on medical science was
the importance of the careful and accurate study of the
patient's sensations, which, he insisted, " should be
studied as carefully as the details of a laboratory
experiment." The onset of insidious, unexplained
lethargy in a child who is not emotionally disturbed
should, I think, be regarded very seriously.-I am, etc.,
Weybridge, Surrev. A. M. FoxE.
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Nurses in General Practice
SIR,-We are surprised that there has been no

comment so far in your correspondence columns about
the article by Miss Ann Cartwright and Dr. Richard
Scott (March 18, p. 807) on the use of a nurse in a
general practice. Possibly this is because the practice
on which this article was based is not typical, being
predominantly a teaching unit with small lists where the
cost of employing ancillary staff does not have to be
met from practice income. It may therefore be thought
that their experience has little relevance to the situation
in most general practices in this country.
Our experience in this N.H.S. group-practice is,

however, very similar to Dr. Scott's. We have employed
a full-time nurse, at our own expense, for the past eight
years. Her work is very similar to that of the Edinburgh
nurses, though in addition she does simple pathological
tests such as Sahli haemoglobin estimations and main-
tains a sterile-syringe unit. She also undertakes most
of the polio and diphtheria-tetanus-pertussis immuniza-
tions. In 1960 she saw 11,450 patients at an average
rate of 41 daily-a rate of 1.5 per annum per patient
on the lists. She was thus considerably busier than
her Edinburgh counterparts and had less time for
"therapeutic listening."
We fully agree with Dr. Scott's proposal that local

authorities should provide nursing assistance for G.P.s
in their practices. This would help to co-ordinate the
work of G.P.s and the local authorities and would reduce
the load on casualty departments and the district nurses.
It need not draw on the existing understaffed health
visitor and district nursing services, since it could be
organized on a part-time basis. This type of work
would be welcomed by many married health visitors
and nurses who are not now working, or are doing
non-medical work, for lack of suitable opportunities.-
We are, etc.,

D. M. GRANT. ANTHONY RYLE.
HUGH C. FAULKNER. J. N. REA.

The Caversham Centre,
London N.W 5.

Cigarette in the Mouth
SIR,-Mr. Leslie Temple's letter (April 29, p. 1252)

has stimulated us to write a preliminary note concerning
an investigation we have been carrying out during the
last two years and which we hope to publish more fully
later. Briefly, almost 700 consecutive, unselected new
male patients of 50 years and over have been closely
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