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ANY QUESTIONS ?
We publish below a selection of those questions and
answers which seem to be of general interest. It is not
possible to supply answers to all questions submitted.

Partial Immunization with Oral Polio Vaccine

Q.-Is oral poliomyelitis vaccine interchangeable with
Salk-type killed vaccine? Recently two British children
arrived here after having had two doses each of the oral
type vaccine. Their parents were advised to arrange for
them to have the third dose a month after the second. We
do not in this area of Africa have any oral vaccine. What
should we do ?

A.-It is accepted that if trivalent oral polio vaccine is
being used three doses, spaced four to six weeks apart, should
be given. The protection afforded by only two properly
spaced doses is nearly, but not quite, always as satisfactory
as that resulting from three doses. The children therefore
stand a very good chance of being adequately protected.
If, however, you or the parents are unduly anxious, a course
of three doses of Salk-type inactivated vaccine could be
given at the usual intervals (four to six weeks, and six
to twelve months). This vaccine will raise the level of
circulating antibodies in the blood but naturally cannot
provide the local immunity in the bowel which results from
vaccination with Sabin-type oral polio vaccine.

Oral Polio Vaccine to Boost Immunity
Q.-The Ministry of Health circulars on poliomyelitis

vaccination with Salk or Sabin vaccine have suggested that
when two or three doses of the Salk vaccine have been given
one dose of the oral vaccine may be used as a booster.
Some other authorities seem to suggest that if an effective
immunization is to be obtained with oral vaccination three
doses should be given whether or not previous inoculation
with Salk vaccine has been carried out.

A.-The Ministry of Health circulars were published only
after most careful consideration of reports received from
countries with experience of oral booster doses following
primary immunization with Salk vaccine, and also after a
controlled trial carried out in this country in which school-
children and adults participated. It was clear from the
results' 2 that a single oral dose of trivalent vaccine provided
an effective booster to the immunity conferred by the
primary course of Salk vaccine-i.e., three doses, or even two
doses if the second of these had been given within the
previous 12 months.

REFERENCES
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Intervals Between Doses of Oral Polio Vaccine
Q.-How late can the third dose of oral poliomyelitis

vaccine be given after the first two without losing its pro-
tective value and thereby necessitating a fresh course?
A.-It is generally agreed that this interval is not very

important, since the vaccine contains a living attenuated
virus which becomes established in the bowel. It is usually
stated to be 12 weeks.

(The Ministry of Health's revised immunization schedules
appear on pp. 934 and 935.)

Surgery in Pectus Excavatum
Q.-What surgical operations are there for pectus

excavatum in children, and do they achieve any result other
than a cosmetic one ?
A.-Apart from improving the appearance of the chest

there is little indication for operative treatment of pectus
excavatum unless the depression of the sternum is so severe
that it is causing severe symptoms such as precordial pain,

displacement of the heart with dysphagia, or repeated pul-
monary infection. Most operations are based on transverse
division of the sternum and resection of the costal cartilages
which are involved in the deformity. followed by forward
displacement of the portions of the sternum and their fixation
in a normal position by suture and often by some type
of external metallic plate to which sutures are attached to
exert traction on the corrected sternum. It is necessary, in
addition, to correct the position of the costal cartilages.
Opinion is divided both regarding the indications for opera-
tive treatment and its effectiveness. It must be recognized
that there is a tendency to recurrence of the deformity even
after an apparently successful and complete surgical
correction. (See article by Chin, E. F., and Adler, R. H.,
Brit. med. J., 1954, 1, 1064.)

Carbohydrate-free Diet

Q.-Is a diet consisting entirely of protein, fat, green
vegetables, and fruit in any way harmful to the individual,
provided adequate vitamins are taken in addition ? Such a
diet excludes completely all carbohydrates.
A.-There is no theoretical reason why such a diet should

be harmful. A person wishing to adhere rigidly to such a
regime, however, would probably find his food expensive,
and hard to obtain regularly in adequate quantities to
satisfy his hunger. For a start, milk and ripe fruit would
have to be omitted, because they contain sugars. A diet
of meat, with its normal attachment of fat, would seem
feasible, if supplemented by green vegetables as a source
of calcium. Eggs and fish would be other foods virtually
devoid of carbohydrates. The questioner does not indicate
why a diet so devoid of carbohydrates is contemplated,
or whether it is intended for normal or diseased subjects.
Without cogent reasons the exclusion of carbohydrates from
the diet would seem to be an unnecessary hardship.

Adult Infestation with Oxyuriasis
Q.-Do adults often suffer from oxyuriasis and is it more

difficult to eradicate the infestation in them than in children ?
A.-Adults not uncommonly suffer from oxyuriasis

(enterobiasis) but usually less intensively than do children,
from whom they may become infected. The habits of
children facilitate infection and self-reinfection, so children
tend to develop more massive infections than do adults. An
infestation in an adult is not more difficult to eradicate than
is one in a child.

Strength of T.A.B. Vaccine
Q.-We are supplied here in Sumatra with a T.A.B.

vaccine containing 1.000 millions typhoid and 500 millions
paratyphoid bacilli (AB and C) per I ml., and we are advised
by the suppliers (in Bandung) that this may be used intra-
cutaneously in doses of 0.1 ml. I note that this is, of course,
much weaker than the specially strong solution used by the
British Army. Are we unwise to continue using this Bandung
vaccine intracutaneously ?

A.-The Bandung vaccine appears to be roughly half the
strength of that used by the British Army. There is
considerable variation in dosage in different countries. 1

would suggest that the first intracutaneous dose of the
Bandung vaccine might be 0.1 ml. and that the second
dose (given preferably about 28 days, and not less than
seven days, after the first dose) should be 0.2 ml. A third
dose of 0.2 ml., given about one year after the second,
should complete a satisfactory course of immunization.

Plastic Bags and Suffocation

Q.-Perforating plastic bags is said to remove the hazard
of suffocation of small children. Does it really ?

A.-There are no authoritative pronouncements on the
safety or otherwise of perforated plastic bags and it is not
a suitable study for experiment. The danger of plastic
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materials lies in the close seal made over mouth and nose
when the materials are warm and moistened with mucus
and saliva. Attempted inspiration makes the adhesion more
complete. A death has been recorded in which these
properties were deliberately used in suicide by putting the
head in a plastic bag. In hot dry climates static electricity
is said to increase the attraction of plastic material to the
body surface.
A plastic bag naturally lures children and some bags have

perforations in an endeavour to avoid setting up the above
conditions. The holes are about 0.5 cm. in diameter and
near to the open end of the bag. As these would come
down approximately to neck level, according to the relative
size of child and bag, they have no safety value. To
perforate the entire bag would spoil it as a receptacle for
most articles. Even were this feasible, it is unlikely that
the holes would be large enough to permit the free passage
of air, to say nothing of the occlusive effects of folds in
the plastic material. The questioner's doubts about
perforating plastic bags as a safety precaution are entirely
reasonable.

Intracutaneous Cholera Vaccine
Q.-Is it now reasonable to use cholera vaccine intra-

cutaneously either for the basic course or for boosters ?
A.-Doses of 0.1 ml. of cholera vaccine given intra-

cutaneously compare very favourably with larger
subcutaneous doses.

Artificial Menopause in Coronary Disease
Q.-Can an artificial menopause adversely alect a woman

with coronary heart disease ?
A.-The basis of this question is presumably the dispro-

portionate incidence of coronary disease between the two
sexes, especially below the age of 40. Altogether the
relative incidence is 2-4 males for every female, but under
40 the ratio is 15-20 to one. These figures have led to the
theory that the ovarian hormones have a protective action
against coronary disease, and this view has been supported
by the finding that such disease is more common in women
who have had both ovaries removed than in those in whom
only one has been removed. The question has recently
been discussed at length by Gilchrist,' who also mentions
that out of a series of 50 women of under 45 years of age
with ischaemic heart disease six had some years earlier had
either both ovaries removed or a menopause induced by
radiotherapy. There is therefore a prima facie case against
inducing the menopause in a woman who already has
coronary heart disease.
There are two possible answers to the resultant problem.

It might be possible to remove the uterus rather than ablate
or inactivate the ovaries, provided that the gynaecological
lesion would be eradicated thereby (e.g., in metropathia
haemorrhagica), and that the woman was fit for the opera-
tion. Or the effects of the artificial menopause might be
countered by continuing oestrogen therapy thereafter,
provided that the condition which necessitated the artificial
menopause would not be adversely affected thereby; this
might happen, for instance, with endometriosis.

REFERENCE
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Benign Prostatic Enlargement
Q.-What is the cause of non-malignant enlargement of

the prostate, and what, if any, is the non-surgical treatment ?
A.-Non-malignant enlargement of the prostate is due

to hyperplasia of the peri-urethral glands surrounding the
upper half of the prostatic urethra ; as a result of the
increase of this glandular tissue within a thick fibro-
muscular capsule bladder-neck obstruction occurs. The
aetiologv is unknown. Repeated investigation of suspected
hormonal imbalance has failed to give any conclusive

results. Investigation of numerous series from the point
of view of race, marital state, arteriosclerosis, inflammation,
sedentary habits, urethral stricture. or prostatic calculi has
failed to suggest any predisposing cause for this
enlargement.
No known non-surgical treatment can cause hyperplastic

gland tissue to regress. The anatomical arrangement of the
gland tissue around the prostatic urethra results in any
physical treatment producing sclerosis, which causes even
greater bladder-neck obstruction. The occasional improve-
ment seen after hormonal treatment is mainly due to action
on the posterior lobe of the prostate or on prostatic
congestion, and is essentially transient.

Impotence In Early Middle-age
Q.-A man aged 49 complains of impotence for three to

four months. He has been happily married for 23 years.
His wife is aged 46. He has three children. He appears to
be otherwise healthy. His previous sexual relationship with
his wife was good. He is distressed about his impotence.
Can you suggest any treatment which might be eflective ?
A.-Treatment obviously depends upon accurate diagnosis.

Presumably there are no symptoms or signs of diabetes and
no indications of a feminizing adrenal tumour or of a
destructive pituitary tumour; and it is unlikely that the
patient is exposed to large amounts of oestrogen in pharma-
ceutical preparations. In the absence of any organic indica-
tions it is probable that the impotence is psychologically
determined: this is not infrequent. Anxiety, strained
relationships, excessive hard work without holidays. and
other less well defined general departures from normal
circumstances may cause impotence. Sometimes reassurance
and periods of relaxation may be sufficient to allow an
improvement to occur; other patients require psychotherapy
which is directed more to the surrounding circumstances than
to the impotence. Testosterone is of no value in
psychological impotence.

Scrotal Temperature and Fertility
Q.-What is the present status of scrotal temperatures in

the investigation of infertility ? Is this a common reason
for infertility, and, if so, what treatment can be applied?
A.-It is generally accepted that normal spermatogenesis

will not occur unless the intra-testicular temperature is a
little (about 2' C.) below that of the rest of the body. For
this reason incomplete testicular descent, a small, thick
scrotum. the wearing of scrotal supports, and exposure to
high ambient temperatures are thought to be important
factors in male sub-fertility. Some consider that close-
fitting. jockey-type under-pants are also undesirable for
the same reason. Treatment by sponging the testicles with
cold water, drawing down the testicles to lengthen the
spermatic cords. and the wearing of loose-fitting under-pants
is vigorously advocated by some specialists, and occasionally
this regime leads to seminal improvement. Obesity may
be a further adverse factor, and its correction is also
advocated.

There is now convincing evidence that large varicoceles
may also be associated with infertility.' ' There seems little
doubt that the deleterious effects of varicoceles on spermato-
genesis are due to their acting as heat radiators, so raising
the intra-testicular temperature. A number of genito-
urinary surgeons have written'' of the beneficial effects on
seminal quality of the surgical cure of varicoceles. In the
United States this view of varicoceles as a cause of infertility
has largely been ignored, but even there the same line is
now being followed.'
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