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they are inclined to cough the least. By examination of
the paticit and the x-ray film the best posture is deter-
mined, and the patient is instructed that he should lie
in such-and-such a way. The reply " But that is the
on-e position in which I cannot lie because it makes me
cough all the time" confirms the decision. With un-
willing patients I usually suggest that to begin with they
should adopt the position for ten minutes three times a
day before meals, and then I find that this period can
gradually be increased, until in the end the posture is
maintained for at least three periods of two hours during
the day and for the greater part of the night. In patients
who are acutely ill the sudden change from the sitting-up
position may be extremely embarrassing, in which case
they must be gradually lowered during the course of
several days. There is usually an increase in the quantity
of sputum, followed by a gradual diminu,tion.

In the foregoing section lesions confined to definite
localized areas of the lung have been described, but fre-
quently two or more contiguous areas are involved at the
same time, as, for example, all the tertiary branches of
the lower bronchus or the apical and axillary branches
of the upper lobe bronchus. In these circumstances one
principal posture must be adopted which is more or less.
common to them all-namely, the. horizontal for a middle
zone lesion or with the foot of the bed raised for a lower
zone lesion. Again, the lateral position, being half-way
between prone and supine, s 'found to be the most useful,
with occasional changes into the prone and supine. I
have noticed the frequent combination of bronchiectasis in
the posterior-basic and middle or ventral bronchi; in these
cases the patient is placed on the postural drainage bed
or with the foot of the bed raised, and spends part of the
postural time prone and part supine.

A Postural Drainage Bed*
In this bed (Fig. 6) the mattress frame is hinged across

the middle, and on winding a handle at the foot of the
bed the centre gradually rises. Before starting to " wind
up," the patient's pillows are removed, and he lies in the
prone position with the anterior iliac spines opposite the
hinge; on winding up, the head, thorax, and abdomen
hang down on one side and are counterbalanced by the
lower limbs on the other. The maximum inclination that
can be obtained in this bed is 45 degrees, but this is too
steep for most cases, and especially for adults, who
should be placed between 20 and 30 degrees. At the
lower end of the bed the legs have adjustable inner tubes,
so that the foot of the bed can be raised eighteen inches.
The same bed can be used flat for the lateral and supine
positions.

Summary
1. The advantages of a continuous posture are compared

with the disadvantages of an intermittent posture.
2. The drainage should be towards the bifurcation of

the trachea.
3. A brief account of the anatomy and distribution of

the larger bronchi is given.
4. In the localization of pulmonary lesions the lateral

x-ray film is as important as the antero-posterior one.
5. When lesions are considered according to their

position in the antero-posterior film, those in the upper
zone are treated in the sitting position, those in the middle
zone by lying flat, and those in the lower zone with the
foot of the bed raised.

6. When lesions are considered according to their
position in the lateral film, those occurring anterior to the
tracheal axis are treated in the supine position, those on
the tracheal axis in the lateral position, and those posterior
to it in the prone position.

* This bed has been made for me by Hoskins and Sewvell Ltd.,
of Bordesley, Birmingham.

7. Some practical points in the application of postural
drainage are mentioned.

8. A new postural drainage bed is described for the
treatment of basal lesions in the prone position.

A full report of cases treated by these postural methods
will be publIshed elsewxhere.
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Clinical Memoranda
A CASE SHOWING CULLEN'S SIGN

The rarity of Cullen's sign of extrauterine gestation, to-
gether with certain unusual features of the case, warrant
record. -The patient herself noted the condition, and the
diagnosis was made originally on the presence of this sign.

CLINICAL HISTORY

C. S., aged 34, after seven years of childless marriage,
had a normal menstrual period from August 5th to 9th, 1933.
Six weeks later she consu:ted her doctor on account of vague
lower bdominal pain of fourteen days' duration, but did not
mention that suppression of the expected menstrual period had
occurred. Abdominal examination did not suggest anything
abnormal, and she was given mist. alba as a placebo. On the
afternoon of September 26th, 1933, seven weeks after the last
.period, whilst taking tea with a friend, she experienced some
accession of pain and examined her own abdomen. She " did
not like the look " of some marks there, and sent for her doctor,
who, con seeing the marks, made a diagnosis of tubal gestation.
I saw the patient in consultation with Dr. Cathie of Felling-on-
Tyne about an hour later. She was a spare woman with a well-
marked acne rosacea; temperature 98.4°; pulse 80. Since being
seen by Dr. Cathie she had commenced to pass a certain amount
of dark blood per vaginam. She complained of pain, with
periodic exacerbations in the hypogastric region, and the bladder
was distended to the size of a five months pregnancy. On relief
of this pain by catheterization she described her pain as being
situated over the left iliac fossa. One inch below and to the
left of the umbilicus was- a purple, almost black, c'early cut
mark 3/4 in. by 1/4 in. shaped like a comma. Below it, about
the junction of the upper third and lower two-thirds of the
distance from the umbilicus to the pubes, was a " bruise,"
bluish in colour, about 1 in. in diameter, whilst abutting on
the inguinal fold was a reddish-purple mark like a fresh bruise,
shaped roughly like the ace of clubs, about 2i in. in diameter.
Neither of the two lower marks was so clearly cut or so intense
in coloration as the upper mark. The whole was within the
triangle formed by the midline and a line drawn to the
umbilicus from the middle of the left inguinal ligament.
On bimanual examination a soft mass the size of a
hen's egg wNas evident in the left tubal region. There
was not any evident dullness in the flanks.

OPERATION

She was admitted to the Royal Victoria Infirmary, Newcastle-
upon-Tyne, where I opened the abdomen and removed the distal
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half of the left Fallopian tube, wbhich contained an ampullary
pregnancy surrounded by a little blood clot. The tube was not
ruptured, but a little dark blood was oozing from the abdo-
minal ostium. In the peritoneal cavity there were not more
than 3 or 4 oz. of dark fluid blood. Inspection of the parietal
peritoneum did not show anything abnormal in the region of the
subcutaneous stains, whilst incision into the subcutaneous fatty
tissue proved the stains to be true ecchymoses. The right tube
was sealed at its abdominal ostium and bound down by
old adhesions in the pouch of Douglas. The patient made
an uneventful recovery and left hospital ten days later.
The ecchymoses had by then faded considerably and,
inldeed, progressed as any bruise does.

COMMENTARY

The sign was first described by Cullen' in 1918, and since
then has been noted by several American and Continental
surgeons, but I have not been able to trace a record of a
case in the British literature. Cullen's case is described as
having " the umbilical region bluish black." There were
1j quarts of blood in the peritoneal cavi-ly. It is not
stated whether the coloration was a true ecchymosis or
mere staining by blood pigment, nor whether it was limited
to the side on which the pregnancy had occurred, as in the
above case. Schumann2 showed that the sign was not
pathognomonic of extrauterine gestation, for he noted
bluish discoloration about the umbilicus in a case with a
highly suggestive symptom-complex which at operation
proved to have a normal intrauterine pregnancy and
bilateral acute purulent salpingitis. Cope3 mentions
" bluish discoloration in the region of the navel " as an
inconstant sign of extrauterine gestation.

It is an interesting speculation as to how the blood
reaches the subcutaneous tissues. In the present reported
case I forecast that there would be an intraligamentary
rupture of the tube with a broad ligament haematoma from
which blood had tracked up extraperitoneally as far as the
umbilicus, possibly following the obliterated hypogastric
artery by which the lateral spread of the discoloration
was limited. There was no evidence of this at operation,
nor was there any tubal rupture. The absence of any sub-
peritoneal effusion of blood also eliminated any possibility
of spread by following the round ligament to the sub-
cutaneous tissues. If it were a matter of lymphatic absorp-
tion from the peritoneal cavity one would expect the
staining to appear first in the flanks and to show as a
gradually deepening diffuse blood pigmentation rather than
clearly marked ecchymoses.. In addition, one would expect
Cullen's sign to appear more frequently in cases with gross
haemoperitoneum. In forty-seven operations for ruptured
tubal gestation this is the only case in which this sign has
been seen.

From the history and appearances in this case one feels
that one must postulate a breach of continuity of the parie-
tal peritoneal endothelium at the umbilicus through which
blood escaped into the subcutaneous tissue. The umbilical
scar is the point at which such a breach is most likely to
occur, and the infrequency of peri-umbilical ecchymosis in
tubal gestation suggests that it is associated with some un-
usual anatomical feature.

FRANK STABLER, M.D., B.S., F.R.C.S.,
Registrar, Gynaecological Departinent, Royal

Victoria Infirmary, Newcastle-on-Tyne.
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Reviews
INFANT FEEDING AND MANAGEMENT

Dr. H. P. WRIGHT of Montreal has written a new book
entitled Essentials of Inifant Feeding and Paediatric
Practice,' and in some two hundred pages he manages
to- include a great deal of information. The first section
includes chapters on growth and physiology, leading on,
after a discussion of the available milks and foods, to
chapters on breast-feeding and artificial feeding in the
normal infant. The second section discusses the principal
nutritional disorders of infancy and early childhood, while
the concluding section deals usefully with various subjects,
such as therapeutic procedures, preventive measures, rules
for controlling the communicable diseases, etc. Throughout
the book the author draws on his wide personal experience,
but he has not hesitated to make full use of the experience
of others without burdening the book with too many
references. For example, a chapter on anhydraemia,,
acidosis, and alkalosis interprets modern biochemical
findings for the practising physician. This is an eminently
readable and balanced production, to which the publishers
have contributed their share in the clear print and stout
binding for which the Oxford Medical Publications are
well known.

In Afothercraft2 Miss M. TRUBY KING has performed a
modest task in an adequate manner in presenting her
father's system of infant care and management " to meet
the need of an inexpensive, up-to-date Truby King
handbook for mothers and nurses." Such a need is
perhaps not so obvious in this country as in the place of
publication, but the book can be welcomed none the less
as a careful exposition of these methods and principles,
which have brought peace and happiness into many an
agitated household. It is perhaps a little unfair to attack
certabi portions of the Truby King doctrine as set out in
this book, for obviously the author has merely transcribed
what others had previously taught. Nevertheless it is
high time the method of over-diluting cow's milk for
infants past the first few months of life was justified more
scientifically than by the sweeping statement (p. 118):
" The fatal objection to using whole cow's milk for
babies . . . is the fact that the great excess of protein
overtaxes both the digestive organs and the kidneys."
The degree of dilution of cow's milk advised for the
6-months-old baby, for example, in order to reduce the
hypothetical danger of too much protein, carries with it
the real danger of reducing seriously the amount of
vitamins and minerals present in the milk, and promoting
the occurrence of nutritional disturbances such as anaemia.
The wholesale condemnation of mackintosh drawers is also
unwise. Properly used, these constitute a great boon to
mother and baby, and there is no evidence that they are
"most injurious " (p. 37) to the baby's general health.

The fourth edition of A Practical Guide to Child
Hygiene3 was prepared by the late Dr. E. L. DE CHAZAL
just before he died, and his collaborator, Dr. F. A.
ROIJGET, has been responsible for the final stages. Written
essentially for the nurses, midwives, and mothers of
Mauritius, this handbook contains a great deal of valuable
information, and covers a very wide field.

Essenztials of Inifanit Feedinzg antd Paediatric Practice. By
Henry P. Wright, B.A., 1\I.D. London: H. Milford, Oxford Univer-
sity Press. 1934. (Pp. 212. 12s. 6d. net.)

2 Mothercraft. By M. TrLiby King. London: Simpkin M\arshall
Sydney and Melbourne: WN'hitcombe and Tombs Ltd. 1934. (IPp.
252. 3s. 6d. net.)

3Guide Pventiqu/e dl'Hvgh'u>1e Infantile. By E. L. de Chazal,
C.i3.I., MI.D., and F. A. Rouget, O.B.E., M.D. Port Louis (Ile
MIaurice): R. W. Brooks. 1933. (Pp. 291.)
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