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for all three Services by the Medical Services
Co-ordinating Committee of the Ministry of Defence.
In fact, all R.A.F. medical officers can now be employed
till the age of 65, in uniformed service if they are
specialists and re-employed as civilians after a minimum
compulsory retirement age of 58 if they are non-
specialists. Married quarters or hirings will normally
be made available for all unit medical officers in the
R.A.F. and for some specialists (as for the Army).
Exactly the same seven-years antedates will be granted
to entrants with the necessary civilian experience.

Finally, the R.A.F. station medical officer (as at
present) will care for all dependants in his neighbour-
hood who wish to register with him. At the moment of
writing this amounts to 85% of all dependants living in
the United Kingdom and 100% of all dependants
overseas.-I am, etc.,

J. BARRACLOUGH,
London S.W.1. Chief Information Officer, Air Ministry.

Atherosclerosis in the Lower Limbs
S1R,-The life of the student of vascular disease

would be easier if the human species had a single
central leg. The possession of two limbs, with
possibly different lesions in each, complicates statisti-
cal analysis enormously. The solution to this difficulty
giveh by Mr. G. W. Taylor and Mr. A. R. Calo
(February 24, p. 507) seems to be that of treating the
legs as independent of each other. They report 412
patients, discuss the prognosis in 608 limbs, and
evaluate sympathectomy in 537 limbs. The prognosis
for limbs, however, varies according to the condition of
first attendance. Patients with gross bilateral disease
on first attendance have almost twice the incidence of
amputation per limb as in the first affected limb of
those with unilateral disease. The incidence of
amputation in the second affected leg is one-third of
that in the first. The two limbs thus cannot be lumped
together for analysis without reference to the condi-
tion at first attendance. We prefer because of this to
compare limbs affected at first attendance and to ignore-
those affected later as far as is possible.
The use of sympathectomy in atherosclerosis was

common in this clinic, but in recent years has
diminished considerably. In 1950, 141 sympath-
ectomies were done, but in 1961 the figure was 51.
In a busy vascular clinic with many other demands
on beds and operating time the motives for doing a
sympathectomy on a particular patient will vary with
one's faith in the procedure, the patient's desire for
active treatment, and his apparent progress at that time.
These factors will not be apparent when the patient is
looked at from a distance of some years. Other
variables such as the rate of progression of the disease,
the different sites of thrombus, and the age of the patient
can be instanced. It is difficult, therefore, to imagine
any patients sympathectomized over a number of years
being comparable to patients who did not have it done
in the same years. For these reasons we have latterly.
approached the assessment of lumbar ganglionectomy
with extreme caution, with results recently published.'

Mr. Taylor and Mr. Calo state that the incidence of
amputation is less in hypertensive patients. The figure
they give appears to be an overall per,centage. Since
hypertensive patients are older and die more quickly
than the normotensive the overall figure means very

little. When worked out by age groups as an incidence
per year per limb at risk, we have found no difference
between hypertensives and the others.-I am, etc.,
Department of Surgery, K B

University of Manchester. . LOOR.
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Left Parasternal Pulsations
SIR,-I was interested in the observations of Drs.

R. C. Hansoti and R. W. Dhurandhar (March 10,
p. 724). However, cardiac catheterization leaves no
doubt as to the fact that the parasternal region is
occupied by the right ventricle and the left ventricle is
unlikely to be in that position, whatever the degree of
counter-clockwise rotation. Nor is their suggestion of
paradoxical pulsation tenable, as regurgitant jet in the
thin-walled left atrium is unlikely to produce such para-
sternal pulsation. It would be interesting to know the
cardiac catheterization data on these patients. I suspect
they have pulmonary hypertension. An electrocardio-
graph is notoriously unreliable as a guide to right ventri-
cular hypertrophy in combined ventricular hypertrophy
and severe mitral regurgitation is often complicated by
pulmonary hypertension.-I am, etc.,

Coventry and Warwickshire Hospital, C. S. JOSHIPURA.Covcntry, Warwicks.

Foetal Mortality in Labour
SIR,-A very interesting case of neonatal mortality in

first stage of labour is herewith described.
In 1958 a South Indian lady, aged 21, was enrolled in

the antenatal clinic of the General Hospital, Naya Nangal,
as a six months' primigravida. She was admitted to hospital
on November 14, 1958, at 12 midnight with the pains having
just started. On admission everything was found normal.
The presentation was vertex. The pains were real but mild,
and came at long intervals of about 20 minutes. The foetal
heart was 140 per minute, regular and strong. Two hours
after admission the foetal heart was not audible, but, this
was attributed to some change in position of the foetus.
The patient went through the course of delivery normally
and delivered a female dead baby at 7.30 a.m. There was
no cord round the neck; the length of the cord was normal,
and the placenta was normal. Necropsy revealed asphyxia
as cause of death. No disease or abnormality was detected
in the foetus. After this the parents were subjected to
repeated V.D.R.L. and Rh tests, which were found negative.

In 1959 the lady was again enrolled in the antenatal
clinic of the General Hospital, Naya Nangal, with second
pregnancy of six months' duration. In exactly comparable
conditions to the previous pregnancy another dead baby
was delivered.

In 1961 the patient was again enrolled in the antenatal
clinic. This time it was decided to perform a caesarean
section on her. The antenatal period was normal. At term
the patient started leaking at 12 noon and she was rushed
to the hospital. She was admitted at 2 p.m. on December 6,
1961, and on admission everything was found normal.
Preparation of the patient for caesarean section was started.
During preparation she had the first pain. The foetal he art
was normal after the first pain. She was then taken to the
operating theatre and given spinal anaesthesia. During
giving anaesthesia she had the second pain. After the
second pain the foetal heart was still normal. A few
minutes later the patient had the third pain and after that
the foetal heart became irregular and weak. Caesarean
section was performed quickly and a female baby delivered.
The baby was found again deeply cyanosed, but alive. The
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