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ANY QUESTIONS?
We publish below a selection of questions and answers of general interest.

Tetany in Labour

Q.-What is the best treatment for an
attack of tetany in a patient in labour ?
What is the present view about giving
calcium in pregnancy ?

A.-Tetany during labour, which is most
frequently seen at the end of the first stage,
is almost always the result of a reduction in
the concentration of ionized calcium secondary
to respiratory alkalosis caused by forced
hyperventilation washing out carbon dioxide.
Vor practical purposes it is never due to an
absolute deficiency of calcium, and calcium
need not therefore be given parenterally. In
addition to the fall in Pco, the plasma
bicarbonate is reduced and there is a rise in
pH.
The treatment of tetany should be directed

towards preventing hyperventilation by
adequate sedation, preferably while the tetany
is still latent. When tetany is established
it may be relieved by giving the patient a
mixture of oxygen, nitrous oxide, and 5%
carbon dioxide to breathe. In most women,
however, hyperventilation occurs only for a
short time during the transition from the first
to second stage of labour and ceases with
onset of expulsive efforts, and tetany if it
appears is likely to be short-lived.

Since tetany during labour is most unlikely
to be caused by an absolute deficiency of
calcium it is not an indication for the
administration of supplementary calcium
during a subsequent pregnancy. The daily
requirement of calcium in late pregnancy is
in the order of 1 to 1.5 g.,1 and provided that
a pregnant woman is taking a normal
balanced diet, including at least one pint (0.6
litre) of milk daily and sufficient vitamin D,
it is doubtful whether calcium deficiency is
ever likely to occur. Further, there is no
acceptable evidence that subclinical calcium
deficiency is responsible for dental caries,
cramps, or paraesthesiae during pregnancy,
though it is often advanced as an explanation
for these symptoms and supplementary
calcium is prescribed as a consequence.

REFERENCE
4 Hytten, F. E., and Leitch, I., The Physiology of

Human Pregnancy, 1964. Blackwell Scientific
Publications, Oxford.

Prophylaxis for Baby Visiting India
Q.-A baby is visiting India for a few

weeks in two months' time, when he will be
6 months old. What immunization pro-
cedures are advisable and should he be given
malaria prophylactics? If so, what prophy-
lactic should be given and in what dose?

A.-The programme of immunization for
X child aged 4 months who will be travelling
to India in two months' time will depend on
what has been started already. It is essen-
tial that smallpox vaccination should be
carried out, and this should be done immedi-
ately, provided the child does not suffer from
eczema. Failure to obtain a primary response
calls for a second attempt.

In view of the recent extension of cholera
in India it is perhaps advisable to inoculate
against this disease, 0.25 ml. being given at
the first dose and 0.5 ml. at the second four
weeks later. Though El Tor vibrios have
often been responsible, it is probably better
to give a vaccine produced from V. cholerae
until more is known about the relative
effectiveness of the two vaccines against the
two organisms.

T.A.B. inoculation is not' necessary at this
age, but if possible two doses of triple vaccine
should have been given before leaving this
country. Possible schedules, therefore, are the
following, depending on whether triple vac-
cine has already been started or not.

Schedule 1
Day Vaccine

o .Smallpox
21 .Triple

42

Schedule 2
Day Vaccination

o .Smallpox
14 .Triple
24 .Cholera
33 .Triple
42 .Cholera

Malaria suppressive is advised and Niva-
quine syrup (chloroquine sulphate in
syrup) 1 dr. (3.5 ml.) weekly would be a
suitable dose. This should be started two
weeks before arrival in India, be continued
throughout the stay there, and for four weeks
after return to this country. This quantity
of syrup supplies 50 mg. of chloroquine base.

Intradermal Cholera Vaccine

Q.-What evidence is there that the
response to cholera vaccine given intra-
dermally is as effective as when the vaccine
is given subcutaneously?
A.-The evidence in favour of the intra-

dermal route of cholera vaccination has been
reviewed by Noble' and in the Lancet.2
Noble' found that 0.1 ml. of a cholera vaccine
given intradermally, and 0.5 ml. of the same
vaccine given subcutaneously, produced a
similar agglutinin response in human volun-
teers, but the intradermal route gave rise to
fewer reactions. In a more recent paper3 he
reported that a combined enteric and cholera
vaccine given intradermally afforded the same
protection as T.A.B. and cholera given
separately.
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Pasteurized Milk and Plasma Lipids
Q.-It. has been suggested' that there is

a correlation between the consumption of
pasteurized milk and the incidence of
coronary thrombosis. Has any further work
been done to support this theory ?

A.-Ischaemic heart disease is undoubtedly
more common in patients with deranged

BRMSH 405
MEDICAL JOURNAL

plasma lipids, but there is no convincing
evidence either from data obtained in the
Framingham survey' or in more recent
publications' that the consumption of
pasteurized milk is likely to lead to abnor-
mality of plasma lipids or to an increased
incidence of ischaemic heart disease.
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2 Mann, G. V., Pearson, G., Gordon, T., and
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200.

3 Bajusz, E., Nutritional Aspects of Cardiovascular
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Notes and Comments
Diuretic Therapy in Obesity.-Dr. D. J.

MURRAY-BRUCE (St. Stephen's Hospital, London
S.W.l0) writes: The condemnation of the use
of diuretics in the treatment of obesity (" Any
Questions?" 22 January, p. 220) is supported
by the following case history. A young girl,
anxious to lose weight, took frusemide in small
doses. On stopping it she thought that she was
putting on weight again, and she began to take
larger quantities of the drug until her daily
intake was over 400 mg. (normal recommended
dose 40-120 mg. a day). She became hypo-
kalaemic, and this was controlled by potassium
tablets. When later found unconscious and
admitted to this hospital it was difficult clinically
to determine whether she was hypokalaemic or
had taken an overdose of the barbiturates dis-
covered by her bedside. The latter proved to
be the correct diagnosis. However, her serum
potassium was reduced, and the apathy caused
by this may have been a factor in precipitating
the suicidal attempt.

Antibiotics in Chronic Bronchitis.-Mr. R. H.
HALL (Biologicals Division, Aplin and Barrett
Limited, Yeovil) writes: In the reply to this
question (" Any Questions?" 15 January, p.
151) your expert says: "There is no proof that
the Lactobacillus acidophilus is useful in anti-
biotic diarrhoea." There is evidence, whether or
not it amounts to proof, in the studies of
Hoffmann,' Kleinkauf,' and Torok and Turaya
that treatment with "Enpac," which contains
antibiotic-resistant lactobacilli, relieves antibiotic-
produced diarrhoea in children, even during con-
tinued treatment with the antibiotic. and leads to
the elimination of Candida and other pathogens.
Another lactobacillus preparation gave good
results in post-antibiotic diarrhoea in adults in
the hands of Beck and Necheles.' Such findings
as these, if not conclusive, suggest that this form
of treatment is worthy of further trial.
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Correction.-In the second paragraph of the
article on the hospital and medical school
planned at Leeds (5 February, p. 352) the first
three sentences should have read " The plan
recommends that the main acute bed area of the
hospital should contain 784 beds (including 50
private and amenity beds). The total number of
beds for the hospital, including the special units,
will be 1,380. Two intensive-care units will be
provided, each of eight beds, while patients in
general wards (which will consist of five single-
bedded rooms and 24 beds in four- or six-bedded
bays) will be grouped by the category of care.
they require."
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