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Dr. M. K. WALLACE: We have seen severe candida infection
in the peritoneum of another patient who came to one of these
meetings about 18 months ago-a patient of Professor Fraser's
-and it is of interest, I think, that she also had had immuno-
suppressive drugs. While doing routine cultures of peritoneal
fluid on all patients who are on peritoneal dialysis we have
turned up some candida infections, and these patients have had
vomiting and some abdominal pain. They have been treated
on two or three occasions very efficiently with amphotericin B
in a small intraperitoneal dose in terms of clearing the culture
and remission of the vomiting.

Dr. HOBBS: One point I would stress is that although she
may have had defective humoral immunity the main defence to
candidiasis is thought to be cellular immunity. Defective

cellular immunity is present right at the beginning of these
diseases and does not respond to treatment as far as we know.

Professor BOOTH: Unfortunately, despite heroic efforts, this
lady died. I think we'll end there.

We are grateful to Professor J. P. Shillingford and Dr. E. D.
Williams for assistance in preparing this report, and to Mr. W.
Brackenbury for the photomicrographs.
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NEW APPLIANCES

Sternal Plate for Repair of Pectus Excavatum
Mr. H. H. BRADMORE, F.R.C.S., thoracic
surgeon, St. Mary's General Hospital, Ports-
mouth, writes: Although the effect of pectus
excavatum on respiratory and cardiac func-
tion may not be pronounced, operative repair
in severe cases is justifiable for cosmetic
reasons. The basis of operative treatment is
complete liberation of the deformed lower
sternum and correction of its position by per-
forming an osteotomy at the junction of
normal and deformed bone. It has been

shown that late relapse after maintenance of
the corrected position by suture at the osteo-
tomy is almost invariable (Moghissi, 1964).
A number of external and internal methods
of fixation have been described; among the
latter are metal struts (Adkins and Blades,
1961), Steinmann-type pins (Mayo and Long,
1962), and wire mesh (May, 1961).
A strut or plate appears to be the most

effective method of maintaining postoperative
correction ; it should have the following

properties: (1) a large and accurate bearing
area both on the posterior surface of the
sternum in the median plane and on the ribs
and intercostal structures laterally ; (2) it
should be of thin section, consistent with
adequate strength, to allow close apposition
and easy removal, and shaped to provide
slight overcorrection ; and (3) it should be
composed of non-reactive material.
A plate with these features is shown in

Fig. 1; the central part is slightly convex
anteriorly, it is tapered to facilitate removal,
and it is provided with terminal holes for
fixation to the costal cartilages and intercostal
muscle by suture. Three sizes are available.

After exposure of the deformed sternum
by a transverse incision and reflection of the
pectoralis and rectus attachments it is
mobilized by separation of the xiphoid and
by wedge chondrotomy of the deformed carti-
lages, preserving the perichondrium. Radical
resection of cartilage is not required, and
results in weak fibrous regeneration. Correc-
tion is completed by a transverse wedge osteo-
tomy of the sternum, and the bone is freed
from its posterior attachments.
The plate is passed behind the sternum

below the osteotomy and sutured in position
(Fig. 2), the sternal attachments of the pec-
toralis and rectus muscles are refixed, and the
retrosternal space is drained.

In view of the marked tendency to recur-
rence in this condition the plate should not
be removed before six months in children;
in adults it may be left indefinitely. When
removal is indicated one end of the plate is
exposed by a short incision and grasped with
bone-holding forceps. It can then be easily
slid out from behind the sternum.
The plate has been in use for the past four

years, with results that appear satisfactory
from the viewpoint of freedom from recur-
rence, easy removal, and absence of wound
infection.
The plates are made in 18-gauge titanium

by Messrs. Down Bros., to whom I am
indebted for their co-operation.
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FIG. L-Three sizes of sternal plate.
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FIG. 2.-Showing sternal plate in position.
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