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0. L. Miller2 and R. W. Butler3 have both suggested a low-
grade' infection of the joint or adjacent bone. This is some-
times strongly suggested by circumstantial evidence, particu-
larly in the more persistent or recurrent cases. E. G.
Edwards's4 suggestion of an allergic hypersensitivity reaction
may account for some of the more transient examples. In a
recent issue of the British Medical fournal N. J. Blockey and
B. B. Porter' reported negative results from a methodical
search for evidence of a viral infection. They concluded that
trauma, including internal derangements of the hip, probably
remains the most frequent explanation.

The differential diagnosis of transient synovitis is still
primarily from a joint infection, but includes osteomyelitis of
the upper end of the femur, rheumatic fever, haemarthrosis,
and Perthes's disease. The diagnosis depends on obtaining
normal results from x-ray and other investigations. A
hegative skin test for tuberculosis may be helpful, while the
joint should be aspirated if there is any possibility of a
suppurative arthritis. The characteristic response to bed rest
is not itself diagnostic, as synovitis from other causes such as
Perthes's disease or even tuberculosis may respond initially in
the same way. The onset of Perthes's disease must be
excluded by subsequent observation for at least three months,
and further radiographs should be taken if there are persistent
symptoms or signs.
Though complete recovery is the rule, J. A. F. de

Valderrama6 showed that occasionally coxa magna and osteo-
arthritis developed later, particularly when the condition had
occurred in older children and had been of the persistent type.
The child presenting with an irritable hip should certainly

be investigated straight away to exclude more serious disease.
Nevertheless, when the results of investigation6 are normal,
much needless distress can be avoided if admission to hospital
is not invariably urged, and a cautiously optimistic prognosis
is given promptly.

Spontaneous Rupture of the
Oesophagus

Delay in the diagnosis of spontaneous rupture of the
oesophagus leads to a serious increase in the mortality rate.
Indeed, before 1946 there were, no recorded survivors. In
that year N. R. Barrett' reviewed the condition and suggested
that, provided an early diagnosis was made, there seemed no
reason why recovery should not follow surgical repair. Soon
after this he confirmed his suggestion by reporting the
successful treatment of such a patient.2

Apart from a knowledge of the clinical presentation, prob-
,ably the most important factor in early diagnosis is to tink
of it. The rupture usually follows an episode of forceful

vomiting-though occasionally rupture was apparently truly
spontaneous and occurred in sleep.3 The most likely
explanation of the rupture is that the cricopharyngeus fails to
relax during vomiting, and the sudden rise in intraluminal
pressure splits the oesophagus at its point of least support-
that is, the left side of the lower third.1 It is interesting to
note that with increasing age the oesophagus tends to move
forwards and to the left as the aorta becomes more tortuous.
This region has been confirmedl to be the weakest point by
injection of contrast medium under high pressure into the
oesophagus in cadavers.4
The patient experiences severe pain in the upper abdomen

or chest. It is often associated with breathlessness, which may
be extreme if rupture into the left pleural space has occurred.

Physical examination may show surgical emphysema in the
neck; this is often only slight and is easily overlooked. The
patient is usually shocked, cyanosed, and breathless. Symp-
toms are specially severe if rupture has been into the left
pleura, when the signs of a left hydropneumothorax will be
present. Abdominal examination usually shows boardlike
rigidity, maximal in the epigastrium, and most reported
series contain at least one patient who underwent a lapar-
otomy for suspected perforated peptic ulcer.

Careful radiological examination is of great help. The
absence of free gas under *the diaphragm in a suspected
perforation should arouse the clinician's suspicions. Initially-
air from the lumen of the oesophagus spreads under the
mediastinal and diaphragmatic pleura, giving rise to a V-
shaped shadow5 8 best seen in a radiologically penetrated view
of the heart. If rupture into the left pleural space has
occurred, a hydropneumothorax will be apparent on the chest
films. Radiographs taken after sodium diatrizoate (Gastro-
grafin) given orally or injected through a nasal tube may help
to confirm the exact site of the leak, as occasionally this is
not the lower third.

Once the diagnosis is made, surgical repair should be
carried out as soon as possible. If there is severe respiratory
distress from hydropneumothorax, the prompt insertion of a
chest drain under local anaesthesia may dramatically improve
the patient's condition before operation.

Provided thoracotomy is done early, the split is usually
found to be straight and clean, as though cut by a knife. It
may be repaired in one or two layers and a chest drain is
placed in the left pleural cavity. The insertion of a
gastrostomy tube is useful initially to allow gastric suction and
subsequently to allow feeding. A Gastrografin swallow on the
fifth day will confirm that the repair is sound before feeding
by mouth is begun.
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