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filling pressure of the right ventricle. It determines to a large
extent the initial stretch of the cardiac muscle fibres and thus
the force of cardiac contraction.2 It is affected not only by
changes in blood volume but also by many other factors,
particularly changes in right ventricular function and venous
tone.3 For example a loss of less than 10% of the blood volume
in a normal person will cause no change in the central venous
pressure, presumably because of compensating changes in the
venous tone.4

Monitoring of the central venous pressure has been shown
to be of considerable value in the management of patients with
gastrointestinal bleeding.5 Transfusion to a normal central
venous pressure (+ 5 cm of water) brought the patient's blood
volume to a value within the normal range in 95% of cases,
and a rapid fall in central venous pressure to zero was found
to be an early reliable sign of rebleeding. In contrast E.
Friedman and his colleagues6 found that transfusion to a
normal central venous pressure commonly failed to correct a
large blood volume deficiency, possibly because many of their
patients were in traumatic or septic shock-a condition likely
to cause changes in both cardiac function and venous tone and
hence to obscure the relationship between the central venous
pressure and blood volume.

Again, monitoring changes in the central venous pressure in
patients receiving blood transfusion is often said to be of value
in the prevention of cardiac overloading and the development
of pulmonary oedema. This is based on the assumption that
the central venous pressure (the filling pressure of the right
heart) is closely related to the left atrial pressure (the filling
pressure of the left heart) and that a dangerous rise in left
atrial pressure will be detected by the central venous pressure.
In patients with normal cardiac function this assumption is
likely to be correct, the left atrial pressure being usually a few
mm Hg higher than the central venous pressure. However,
when cardiac function is abnormal, particularly if there is
unequal damage to the two sides of the heart, this relationship
is unlikely to hold. C. L. Sarin and his colleagues7 found that
in monitoring patients after open heart surgery for acquired
valvular disease of the heart the right atrial pressure bore no
consistant relationship to the left atrial pressure in 61% of the
patients and that there was no reliable way of deducing left
atrial pressure from the right. This is also likely to be the case
in acute myocardial infarction, a disease which predominantly
affects the left ventricle and is commonly associated with
pulmonary oedema.8 Though the measurement of left atrial
pressure in patients recovering from cardiac surgery is rela-
tively simple, in other types of patient, such as those with acute
myocardial infarction, it presents considerable difficulty.
Catheterization of the pulmonary artery by the float catheter,
on the other hand, has proved a simple and safe bedside pro-
cedure.8 It has been shown that the pulmonary arterial end-
diastolic pressure is a reasonable estimate of left atrial pressure
when the pulmonary vascular resistance is normal9 and hence
this presents a simple way of obtaining a reasonably accurate
estimate of left atrial pressure in many patients.

Recent research by L. R. Rubin and J. Bongiovi'0 on the
value of the central venous pressure in judging the fluid
requirements of burnt patients also illustrates how unreliable
it may be. They describe five burnt patients receiving fluids
intravenously at a brisk rate in whom the central venous
readings were over 15 cm of water. They considered that the
elevated central venous pressure was secondary to hyper-
volaemia of overhydration. Decreasing the rate of intra-
venously administered fluid in an attempt to lower the central
venous pressure to a normal range resulted in prompt oliguria,

which they thought to be the result ofa lowered cardiac output.
This would suggest that their patients had impairment of
cardiac function, possibly the result of toxic substances which
are thought to be produced by burns.11

Central venous pressure seems, then, to be of value only in
judging intravenous blood and fluid requirements and in pre-
venting cardiac overloading during transfusion therapy in
patients whose cardiac function is normal. Since the state of
cardiac function is often uncertain and difficult to assess,
central venous pressure measurements must never be con-
sidered in isolation but used together with estimates or
measurements of cardiac output and left atrial pressure.
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New-style Cold Abscesses
Most tuberculosis seen in Britain today is in the immigrant
population. For those doctors biought up on the old style of
British tuberculous disease some of the modes of presentation
seen in these patients may be unexpected. An example is the
presentation of apparently localized subcutaneous tuberculous
abscesses. These lesions have the typical appearance of cold
abscesses, with the absence of pain, tenderness, and signs of
inflammation. Unlike the classical cold abscesses of traditional
medical teaching, however, they do not appear to have any
deep connexion nor serious significance.
When tuberculous disease was more common than it is

today cold abscesses were taken as indicative of a deeper
caseating lesion in which liquefaction had led to the tracking
of the tuberculous pus towards the surface. Thus a psoas
abscess was found in association with tuberculous disease of
the spine or a cervical abscess in association with a caseating
lesion of the lymph nodes deep to the cervical fascia. In the
new style of tuberculous cold abscess there does not appear to
be a demonstrable deeper lesion.
Two recent reports from Bradford' and Birmingham2

(areas with a high proportion of immigrants from India and
Pakistan) have recorded a total of 48 patients who presented
with "benign" soft-tissue tuberculous abscesses. Of the 48
patients 40 were immigrants from tropical or subtropical
countries, usually India or Pakistan, 5 were immigrants from
Ireland, and only 3 natives of the United Kingdom.
The lesions in the subcutaneous tissue were overlying or

close to the chest in 19 patients but completely removed from
the chest in 29; for example in the forearm, the leg, or scalp.
Though a third of the patients had evidence of an active
pulmonary lesion, this was no more common in those with
abscesses over the chest than in those whose abscesses were
elsewhere. It seems likely, therefore, that the abscesses were
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haematogenous. This concept is further substantiated by the
response to treatment: simple excision of the abscess and
primary suture resulted in a satisfactory recovery in almost
all cases.

This rather unusual presentation of tuberculous infection
may, understandably, lead to difficulties in diagnosis. In the
Birmingham series the correct preoperative diagnosis was
recorded in only 6 of the 32 patients, though all were seen by
experienced staff. In their early experience the Biadford
workers used prolonged immobilization of adjacent joints and
an exhaustive search for underlying chronic tuberculosis.
However, with increasing experience in both centres it became
apparent that no obvious underlying focus was present and
that the patients could be treated relatively lightly. Once the
diagnosis had been confirmed by aspiration and the patient
given antituberculosis drug therapy surgical drainage of the
pus was often not required. In the Birmingham report it is
stressed that the best form of treatment, if surgery becomes
necessary, is excision and primary suture of the abscess.
Merely to incise and drain the abscess results in secondary
infection, and a sinus that takes a long time to heal.

It is not clear why tuberculous disease in immigrants should
behave in a different way from tuberculous disease as we once
used to know it in Britain. There is no evidence that the
strain of Mycobacterium tuberculosis is any different. General
practitioners and casualty officers should be aware of this
new-look tuberculous disease, for it is to them that the
majority of these patients will come. It is important not only
to recognize these lesions before inappropriate treatment is
begun but also to recognize the benign natural history of the
disease and to protect the patient from overzealous treatment.
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Navel Ills
In the animal world the umbilical cord and the navel are
largely left to look after themselves. The newly born piglet,
for example, strains at the cord like a dog on the lead until it
snaps, leaving from two to six inches of it still attached to the
abdominal wall. This is trailed around through dung and dirt
until it shrivels and finally drops off. Infection occasionally
gains entry but haemorrhage hardly ever occurs.

In man more positive treatment is required, by tradition at
least if not by necessity. The incisive cut of the scissors
probably renders the vessels more prone to bleed compared
with the stretching and tearing manoeuvre of the piglet,
which stimulates the vessels to constrict. The traditional
ligaturing of the cord with thread left much to be desired, for
the knot became progressively looser as the tissues shrivelled
and repeated re-tying was required. Plastic clamps are easier
to apply but may act as a lever when accidentally pulled,
thereby raising the risk of haemorrhage proximal to it. Latex
bands are increasing in popularity, for they have the merit of
contracting as the cord stump shrinks and so can be left
undisturbed with confidence.
The neonatal umbilicus is a well-known site for staphylococci

to colonize, and may act as a reservoir for the spread of infec-
tion, which may gain entry to the bloodstream, invade other
superficial structures, or be passed on to another baby. Con-
sequently antiseptic dehydrating powders are applied, two

popular preparations consisting mainly of talc with a little
starch and some hexachlorophane.
D. I. McCallum and G. F. M. Hall' have recently criticized

the use ofsuch powders on the ground that the application oftalc
to a raw surface invites the development of a granuloma. In
ten years they have studied no fewer than 18 of these umbilical
granulomata; on histological examination these showed in-
flammatory granulation tissues containing doubly refractile
particles and a giant-cell reaction in relation to some of them.
Their first two cases were from toddlers with persistent
umbilical "tumours"; subsequently they examined polyps
from young babies and in three out of six specimens of
pyogenic granulomata they found areas of giant-cell foreign-
body reaction to talc, though they were unable to decide
whether the talc had initiated the lesion or merely perpetuated
a primary pyogenic granuloma.
An umbilical polyp which is bright red and firm and has a

mucoid secretion and a tendency to bleed, which persists for
years, and is unaffected by astringents will probably contain
intestinal mucosa as distal remnants of the vitelline duct. The
authors found five instances of vitello-intestinal nodules which
contained areas of talc granuloma.

For at least a decade talc has been banned for use with
surgeons' gloves because of its irritant action on the peritoneum
and pleura. Probably its use should also now be abandoned in
umbilical preparations, though McCallum and Hall do not
specify a suitable substitute. Prepared starch is in general use
with surgeons' gloves and has the added advantage that it
absorbs water over three times more efficiently than talc.2
Nevertheless, starch may cause reactions, though of much
less severity than talc.3

If this much smaller risk, coupled with much greater
efficiency, is still considered unacceptable then some form of
antiseptic spray followed by exposure would have to be
adopted. But there is much to commend the drying action of a
powder such as prepared starch combined with hexachloro-
phane.
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Gynaecology in General
Practice
Surveys of the general practitioner's working day have shown
that he spends surprisingly little of his time on gynaecological
problems.' Yet most family doctors with skill in this field
would acknowledge how often time and care spent on solving
apparently minor problems may end a source of nagging
unhappiness for a woman. Moreover, the introduction of
new drugs and the deeper involvement of many doctors in
community medicine now mean that they themselves can
deal with problems that once would have had to be referred
to specialists-such as trichomonas infection and advising
on family planning methods. This week we start a new
series of "Medical Practice" articles on gynaecology in general
practice, in which experts will discuss the management of
various conditions in a domiciliary setting. In this field-as
in so many-knowledge is the basis of confidence.

1 Primary Medical Care. London, British Medical Association, 1970.
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