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he served a month in France, anid tllen went oni to Indelia,
arriving there in March, 1917. He was stationed first at
Bombay then at Karaclhi. While at the latter place, he
took some troops down in a troop train to Bangalore, and
returned immediately. He liad never visited any other
parts of India. He arrived in Baglhdad on July 30tll, 1917,
and remained there till iinvalided to Bombay in June, 1918.

If the onset of definite syemnptoms be taken as the starting
point of the disease (general malaise and raised tempera-
ture occurring on March 25th, 1918), this would, if he
acquired the disease in India, give an incubation period of
practically eight months as a minimum. Dr. Ledingham,
however, considers that headaches and a persistent hard
cough, whiclh were present in November, 1917, may have
been premonitory symptoms, and that he may have had
the disease at that time. This would reduce the incubation
period to three months or so, as a minimun, for an Indian
origin, which is within the bounds of possibility perhaps.
Granting, for a moment, that the hleadaches and cough
were premonitory symptoms-whichl I do not say I do-
then the infection might still have been acquired in Meso.
potamia, or, if in India, must have been acquired either at
Karachi, Bombay, or on his short trip to Bangalore, in all
of which places, as far as I am aware, there is no in-
digenouskala-azar. Still one cannot absolutely rule out
the possibility of a sporadic infection, especially with so
many troops moving about. I questioned the patient very
closely as to his movements and as to all symptoms which
might in any way have been considered premonitory, but
he did not lay any stress on his headaches, which quite
possibly may have been due to eyestrain from working too
energetically in the laboratory. No records of his tempera.
ture were kept at this time. He was perfectly certain
hiimself-in the many talks we had about where he
acquired the infection-that he got it in Baghdad.

Tlle other cases mentioned in Dr. Ledingham's letter
tend, in my opinion, rather to support than otherwise the
view of a Mesopotamian origin, tllough the records so far
produced are not sufficient perhaps for absolute certainty.
One would like to know, for instance, for whiat his first
case was invalided to India in October, 1916. It is possible
he was suffering from kala-azar at that date. The second
case arrived in Mesopotamia from Bombay about the end
of May, 1917. The diagnosis of kala-azar was made in
March, 1918-nine months later. From this it seems very
likely that he also acquired his infection locally, as otler-
wise the incubation period must; have again been ex-
cessively long. Then we have the evidence of the Syrian
bacteriologist, who diagnosed, by splenic puncture, a few
cases amongst Turkish soldiers at Kut, and who had lheard
of 'nany more cases amongst the Turks. It is presupposing
too much, I think, to say that all these cases must have
already been infected before arrival. I cannot be quite
certain whether Dr. Hamill's cases (BRITISH MEDICAL
JOURNAL, July 5tb, 1919) are the same as those men-
tioned by Dr. Ledingham or fresh ones; but, if the latter,
then they still further confirm my contention. Dr. Hamill
thinks it is clear that both must have acquired the in-
fection in Mesopotamia, and I see no guiarded opinion in
his note.

It is possible, of course, that the Turks introdtuced the
disease from Asia Minor-if they actually came from
there-and that these British cases acquired their infec-
tion from that source; it is equally possible that the
disease has been present all along in Mesopotamia in a
sporadic form.-I am, etc.,

GEORGE C. Low, M.D.,
London, W., July 21st. Temporary Major I.M.S.

SIR,-Negative evidence is usually of small value in a
discussion of this nature. However, may I state that
anong some 1,500 Arabs, Kurds, and Jews from Labour
Corps near Baglhdad, who came under my care at No. 70
Indian Stationary Hospital, I never found a case of kala-
azar? The disease must be rare in Northern Mesopotamia,
where " Baghdad boils " are general.-I am, etc.,

E. BILLING
London, W., July 22nd. (late Captain, R.A.M.C.).

EFFICIENT TREATMENT OF THE CHRONIC
RUNNING EAR.

SiR,-In reply to Mr. Barford, in your issue of June 21st
p. 766, 1 desire to say that essentially my object was to

draw attention to the need of efficient treatment in this
condition, and to the fact that for such efficiency a latge
number of beds for the observation and treatment of
otorrhoea ought to be made available.

In civil life all must have noted the difference in tlhe
extent of intracranial involvement between cases met
with in private practice and in hospital. The onlyv
reason for this great difference is the care taken by
the educated patient in following up treatment. As a
fellow surgeon remarked to me some years ago, " Most of
these cases of otorrhoea in hospital practice sooner or
later come to a radical mastoid operation." Th-is is a
confession of failure, for if the aural surgeon is not to
prevent deafness what reason for an aural surgeon to exist
at all ?
Mr. Barford does not think my "experience as an auiral

surgeon in the army " is "sufficient to form an opinion of
any value." I should indeed be foolish to claim that it
were, if such were my only qualification to express an
opinion. It is, may I state, merely a period during whiclh
I have been able to keep all my cases under personal
observation and under perfect conditions, to observe them
with a care wlhich I have found impossible in civil life,
where patients cease attending whenever they are so
inclined.
My first statement was that all my cases of otorrhoea

were admitted to hospital for treatment. Mr. Barford
states that his lhave been so admitted for many years past;
he has been very fortunate in having unlimited accommo-
dation available in a civil hospital, btut I should guess that
he has not carefully read my remark, which was quite
explicit.

It is quite new to hear that it has been the orthodox
practice for a nurse to treat all cases of otorrlhoea twice
daily; in Manchester we can only give instructions for the
treatment to be carried out at home, and this hias been the
case in all the ear departments with whlich I have been
associated. Here, again, I think a perfectly explicit state-
mient has been misunderstood.
Our pr-actice was to teach the patient to clean his own

ear down to the tympanic cavity and to mop out all secre-
tion to the last drop before inserting spirit-carbolic drops.
MIany of our patients had been under treatment in civil
hospitals "1 by the usual hospital practice for years past,"
but only a small minority lhad profited by it, as they had
to be carefully taught all over again.
Mr. Barford gives no definite indication as to when a

mastoid operation should be performed. He only explains
the dangers and leaves the patient to decide. He will not
allow that any ear which is dry and has no symptoms is
cured. What, then, is to be done to the numerous patients
who have recovered under treatment from double otorrhoea
and have now dry ears with good hearing? Are they to
have a double radical mastoid operation and to be rendered
deaf for a problematic gain in safety ? As a contribution
to the serious question of preventable deafness this is a
trifle drastic. Mr. Barford later states that lhe does not
claim that operation is necessary in every case of running,
ear-from his previous remarks one would assume that,
provided the patient consented, he would perform it in
those cases where the running had ceased, as lhe thinks
these are only quiescent. Wlien, then, is the radical
operation to be performed ? My statements, if " sweeping,"
were not contradictory. I certainly cannot claim to know
what is going on in the antrum or attic, but I can obtain
some indication. If, for example, there are no discharge,
no tenderness, no pain, no swelling, no pyrexia, no enlarged
glands, no congestion of the optic discs, no tinnitus, 'no
vertigo, and x-ray examination and caloric tests show
nothing abnormal, I can say to the patient, "Keep up
your treatment by mopping ouLt the ear and inserting anti-
septic spirit drops systematically and you will prevent
the secondary infections, which I believe are tile common
causes of relapse." It is because we have treated these
cases half-heartedly that the radical mastoid operation
obtained such a vogue.
Let Mr. Barford treat a few patients on these lines in

hospital beds and let him do the treatment himself several
times dailv, whilst the patient also fo11nos the instructions
at short intervals. Then from his resutlts he will be able
to decide whether there is anythling in the method which
may be of use in the treatment of these troublesome cases.
-I am, etc.,
Manchester, June 22nd. WILLIAMI WILSON,
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