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serious lesion in this nervous patient complaining of
intense abdominal pain, with little rigidity, and a slow,
full pulse, but operation revealed a very severe degree
of acute haemorrhagic pancreatitis. This is not by any
means an isolated example of a slow pulse in association
with this disease.-I am, etc.,

Liverpool. July 20th. PHILIP HAWE, Ch.M., F.R.C.S.

Catarrhal Jaundice and Infective Hepatitis
SIR,-Having read Dr. T. E. Lowe's article in the

Journal of July 4th (p. 9) on a case of catarrhal jaundice
followed by infective hepatitis, it occurred to me that a
different line of treatment in the early stage of this girl's
illness might have prevented the unfortunate later illness
which proved fatal.

If catarrhal jaundice is due to extension of inflamma-
tion from the stomach and duodenum to the bile ducts,
as it most probably is, I think it would be rational to
advise rest and sedatives until the inflammation subsides
rather than irritants such as calomel and magnesium
sulphate, which keep stimulating the inflammation, thus
weakening the resisting power of the affected parts and
allowing infective organisms to develop. Is it not possible
in the case reported that the treatment given rather
tended to keep the inflammation from subsiding? Hence
adhesions, and probably a chronic inflammation which
later flared up in the affected organs.

I would have treated the patient in her first illness with
bismuth carbonate, sodium bicarbonate, small doses of
morphine, and a very bland diet, milk for choice, and
if desired skimmed to avoid fats. As the inflammation
in the ducts disappeared the bile would flow naturally
in a comparatively short time. I have treated a large
number of cases of catarrhal jaundice in children, at one
time a regular epidemic in the fruit season. All had a
mild illness and were quite well in a week or two. The
colour, of course, took some time to become normal as
absorption took place gradually. In my opinion, giving
calomel and magnesium sulphate in these cases is like
giving purgatives in acute colitis.-I am; etc.,

Co. Wicklow, July 14th. W. F. MOORE, M.B.

Drainage of the Maxillary Sinus
SIR,-May I be allowed to reply to the comnments made

on my article on drainage of the maxillary sinus, which
appeared in the Journal of June 27th (p. 1299).

I was pleased to note that Mr. O'Malley (July 4th, p. 45)
has been using a technique similar to mine and that he
intends to follow mine " when an opportunity offers."
His criticism is directed against my assertion that the
discharge escapes through the surgical opening below the
inferior turbinal, aided not only by respiratory air cur-
rents, but also by gravity and the ciliary action of the
epithelium. Mr. O'Malley does not think that gravity
has anything to do with it, because " the normal antrum,
with its ostium at the summit of the cavity, is not kept
drained of its secretions by the forces of gravity." This
argument is scarcely tenable. It is admitted that the
normal serous secretion of the antrum is propelled by the
surface-sweeping action of the cilia and the respiratory air
current only. The pathological secretion, however, apart
from being very much more abundant, is of a higher
specific gravity and accumulates on the floor of the
intrum. It is therefore only reasonable to assume that
gravity helps to empty the sinus of its pathological secre-
tion through the surgical opening, in spite of the fact
that the floor of the antrum is slightly below the level
of this opening. If gravity has nothing to do with the
,hoice of the site for the antrostomy, why is it not per-

formed below the middle turbinal? One would then get
the full advantage of the ciliary action directed towards
the anatomica! ostium. Mr. O'Malley's second point,
that there is no evidence to show that the cilia ever
reverse the direction of their mobility, which is always
towards the anatomical ostium, has been abundantly
proved and is not disputed. It does not, however, alter
the fact that the cilia of the floor of the antrum and its
immediate vicinity, in their sweeping action along the
medial wall towards the anatomical ostium, propel the
discharge through the surgical opening; the latter is, after
all, on the same wall, only below it. I feel sure that
gravity and the ciliary action of the epithelium of the
floor of the antrum are important factors on which the
success of maxillary sinus surgery depends.

Mr. Friel, in his interesting letter (July 11th, p. 99),
suggests an alternative to my method-namely, zinc
electrolysis for fifty minutes to cauterize the muco-
periosteum, the antrum having previously been punctured
with a trocar and cannula; this, he says, ensures a
permanent opening. I am convinced that an opening in
the bone left by the passage of even the largest trocar is
not big enough to ensure free drainage of inspissated
muco-pus. Although the opening in the bone need not
be too large, it must be adequate.-I am, etc.,

London, W.1, July 16th. ARTHUR MILLER, F.R.C.S.Ed.

Conservative Treatment of Laryngeal Diphtheria
SIR,-I have read with interest the article by Dr.

James H. Clarke on the conservative treatment of laryn-
geal diphtheria (Journal, July 11th, p. 66). In Luton in
1934 there was a severe outbreak of diphtheria, and over
thirty cases of laryngeal diphtheria were admitted to the
wards of the isolation hospital. Both Dr. Archibald, the
medical officer of health, and myself, as deputy medical
officer, were in favour of conservative treatment; in over
thirty cases thus treated there were only two deaths.
The treatment given followed very closely that outlined
by Dr. Clarke.
Immediately on admission the cases were treated by

steam kettles, given antitoxin varying in amount from
16,000 to 48,000 units, and a mixture containing tinct.
camph. co. ; brandy, given orally, was used fairly often,
and in a few cases a hypodermic injection of camphor was
necessary. Tracheotomy was performed (not by us) on
one case admitted in a very toxic condition with, unfor-
tunately, an unsuccessful result.

I am in complete agreement with Dr. Clarke's opinion
that unniecessary operative intervention can and ought
to be avoided. I consider that a mortality of 6 per cent.
in over thirty cases of laryngeal diphtheria, many of
them very severe, is satisfactory.-I am, etc.,

D. F. MCCARTHY,
Co. Tipperary, July 19th. County Medical Officer of Health.

Dislocations of the Carpal Semilunar
SIR,-Mr. A. F. Goode's article in the Journal of July

4th (p. 11) raises several interesting points. The anterior
rotation of the semilunar in the third-degree dislocation
depends on the comparative strengths of the anterior
and posterior ligaments attached to the semilunar and
radius. The anterior surface of the semilunar is larger
than the posterior, and the anterior and posterior radio-
carpal ligaments are approximately the same thickness;
therefore, the ligamentous surface being smaller pos-
teriorly, the posterior ligament is weaker and more easily
ruptured. The inner fragment of the fractured scaphoid
follows the displacement of the semilunar, because hardly
any ligaments are attached to this portion of the bone.
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The spontaneous reduction of the posterior dislocati.on of
the wrist, which provides the force for the displacement
of the semilunar, would appear to act in a similar fashion
on this relatively.unattached part of the scaphoid.

I have recently treated three cases of dislocation of the
carpal semilunar. As Mr. Goode points out, reduction is
easy in the recent dislocation. Dorsiflexion of the wrist
and pressure on the displaced semilunar is not nearly so
valuable a manceuvre as traction on the hand. A further
point in reduction was brought out in the case of a second-
degree dislocation which had been missed for eighteen
days. The effect of manipulation, using sodium evipan
anaesthesia, was observed under the x-ray screen. Trac-
tion over a five-minute period did not widen the gap
between the os magnum and radius sufficiently to allow
reduction by additional direct pressure on the semilunar.
Reduction, however, was effected by forced flexion of
the wrist. This patient returned to work as a motor
mechanic five weeks after the reduction of the dislocation.
The three cases have been complicated by fractures.

Of two cases of second-degree dislocation, one showed a
fractured cuneiform and the other a fractured scaphoid.
The last case was one of third-degree dislocation and
showed fracture of the scaphoid, the semilunar, and the
styloid process of the radius. A feature of the two cases
with fracture of the scaphoid is the size of the inner frag-
ment of that bone. In the one case it was more than half
the size of the bone, and in the other more than two-
thirds. The prognosis for union and ultimate function
should be good. Bankart has shown that a large inner
fragment is produced by impaction of the head of the os
magnum directed into the concavity of the scaphoid with
the hand in a position of ulnar adduction. It appears,
then, that dislocation of the semilunar with fracture of the
scaphoid is commonly produced by a fall on the out-
stretched hand, which is deviated to the ulnar side. It
would seem, therefore, that by using forcible flexion of the
wrist it is possible to reduce second-degree dislocations of
the semilunar any time up to three weeks after the injury.
-I am, etc.,

HENRY S. SHUCKSMITH, B.Sc.,
M.B., F.R.C.S.

General Infirmary, Leeds, July 13th.

Urticaria After Pleural Aspiration
SIR,-While reading the note on "- Giant Urticaria

following Aspiration of the Pleural Effusion," which
appeared in your issue of May 16th, 1936 (p. 996), I was
struck with its similarity to a case which I recently had,
and which I think is of sufficient interest to report.

I was called in to see a Chinese girl, aged 17, who was
suffering from marked dyspnoea, and who gave a history of
irregular fever, cough, and pain in the right chest for over
a fortnight. Examination revealed absolute dullness over
practically the whole of the right side, a well-marked Grocco's
triangle and displacement of the apex beat to about one inch
outside the nipple line. An a,spiration was performed and
about two and a half pints of clear fluid removed with
evident and gratifying relief to the patient. Owing to lack
of facilities gas replacement was not done. Two days later
she complained of severe itching, mainly over the back of
the trunk and the extremities. These parts were covered by
an urticarial rash. Calcium lactate, 10 grains t.i.d., was
given internally, and calamine lotion applied externally. The
condition improved, and completely disappeared in four days.
It has not recurred since. There was no previous history of
any allergic manifestations.

This case decreases considerably the possibility of the
condition being caused by sensitization due to accidental
auto-inoculation, as this was the one and only aspiration
performed. Again, the ready response to calcium th1erapy
lends support to the alternative theory suggested by Dr.
Fergus Paterson-namely, calcium depletion.

I wish to thank the State Medical and Health Officer,
Pahang, for permission to publish this note.-I am, etc.,

P. K. MENON, M.B.
Mentakab, Pahang, F.M.S., June 22nd.

"Under the Influence "
SIR,-Medical evidence in that most difficult of all

medico-legal problems-" driving under the influence of
drink "-has always been a subject for discussion. My
own experience recently, when I was called to the police
station at midnight to examine, at his request, a patient
of mine who had been charged with this offence, was
somewhat illuminating, and not altogether agreeably so.
I examined him two minutes after the police surgeon had
done so. I found that he could give me a clear and
lucid account of what had happened, that his pupils were
not dilated and reacted briskly to light; he could stand
on one leg perfectly steadily ; Romberg's sign -was nega-
tive; and he could walk easily and quietly to the door
and back. I refused to certify him as drunk, or even
to say that he was incapable of driving a car. The
police surgeon thought otherwise, and in his evidence in
court he gave among other reasons:

1. The Accused Smelt of Drink-.I agree, he did. So
did I, for that matter. I'd just had a whisky and soda-
my second that day-previous to being called out. And as
it is impossible by the smell of alcohol in a person's breath
to tell if he has had two drinks or ten, and as, conversely,
a person may be drunk on champagne and not smell at all,
it seems to be wholly illogical to mention the fact that he
smelt of drink. It is evidence that he has had a drink
it is not evidence, or part evidence, of drunkenness.

2. His Pulse wa-s Rapid.-It was; it was 140. But under
the stress of nervous excitement anyone will have tachycardia.
Here was this man, arrested in the middle of the night,
marched off to the station by a couple of policemen, charged
with a criminal offence, knowing that a conviction would
mean perhaps prison or at any rate the loss of his job and
the jeopardizing of his career, and because under these harrow-
ing circumstances he has a rapid pulse this is link No. 2 in
the chain of evidence as to his guilt.

3. His Tongue was Furred.-To my knowledge the accused
has had a furred tongue for three years, and yet this point
was actually brought forward in a court of law as evidence,
as link No. 3, that he was unfit to drive a car.

4. His Handwriting was Illegible.-It will be a sad day for
many of my colleagues if their handwriting is ever scrutinized
as to whether the illegibility should be put forward as part
evidence of their alleged insobriety! When it was put to
the witness that the accused went through the other tests
very well the answer was, " Yes, he was rapidly recovering
from the influence of drink." As if a man so drunk forty
minutes previously as to be incapable of driving a car could
have been the same sober individual I examined.
Without calling any evidence for the defence the case

was dismissed. With costs, solicitors' fees, and my own
very modest account the whole thing cost the accused-
a working man-the best part of £50. I am certain that
the police surgeon acted in good faith and testified to what
he thought was the truth, but it is disconcerting to realize
that this particular case may be multiplied scores of times,
and that an innocent man must go through all this worry
and expense on such flimsy clinical evidence. I do feel
that perhaps a commission of the B.M.A. should consider
this point-a point of appalling difficulty as to what does
constitute ",incapable of driving a car," and make their
recommendations to the proper authorities. Because if
evidence such as a smell of alcohol, a quick pulse, a furred
tongue, and bad handwriting (all of which may appertain
to hundreds of thousands of normal people) is put forward
as proof of drunkenness, then no motorist is safe.-I am,
etc.,
July 17th. X. Y. Z.
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