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which the results appear wrongly to justify. These ca,ses, correctly
handled, are the most quickly rewarding to all concerned. The
following week a smiling mother brings a sleeping baby which has
made a gain of anything between 8 and 12 o2. The stools are normal.
Not only is the baby completely changed in manner and appearance
from a sickly, irritable creature, the potential victim of intercurrent
disease, but the mother almost equally so, partly due to relief from
worry and restless crying, and partly due to an increased sense of
well-being following an ingestion of proteins "for the baby's sake."
-I am, etc.,
London, N.W.8. AUGUSTA BONNARD.

Infantile Diarrhoea and Vomitinig
SiR,-It is possible that this condition varies in different

parts of the country: it is certain that the features claimed
by Dr. Leathart (Nov. AI, p. 637) as common in Birkenhead
are uncommon in Sheffield. In the last fifteen necropsies I
have performed on infants dying of D. and V. a pathological
condition of the middle ears was found only twice, although
looked for in all cases. This proportion is not significantly
different from that fou'nd in infants of the same age group
dying'from other diseases. I do not quote the very much larger
total numbers of necropsies performed on infants dying of
D. and V., since the middle ears were occasionally not
examined; the proportion showing any inflammatory lesion in
this region was similar in those examined to that in the smaller
series. Anatomically it seems unlikely that the mastoid could
be infected by material travelling up the Eustachian tube with-
out some signs of inflammation being visible in the middle
ears.
Twelve of the fifteen infants had notable fatty changes in

their livers. I have yet to perform a necropsy on a breast-fed
infant who has died of D. and V.-I am, etc.,

Sheffield. H. E. HARDING.

SuIphapyridine by Ryle's Tube
SIR,-The article by Lieut.-Col. Ransome and his colleagues

(Nov. 4, p. 594) interested me greatly. I was in India in 1940
and 1941 and was faced with the treatment of two patients
who were extremely ill with lobar pneumonia. Both were
vomiting profusely and the only drug available at that time
was sulphapyridine. The intravenous form was not then avail-
able in our hospital. SulRhapyridine was tried, but this only
made the vomiting worse, and both patients seemed to be going
rapidly downhill. I had the idea of passing a Ryle's tube as
far down as possible and introducing the drug in this way. I
first aspirated the gastric contents and washed the stomach out
with a weak solution of sodium bicarbonate. I then passed
the tube further on, as I piously hoped into the duodenum,
and introduced the crushed suspension of sulphapyridine in
water. This was repeated at four-hourly intervals, leaving the
tube in situ. The result in each case was exceedingly gratify-
ing. The temperature came down, vomiting ceased, and the
patient started to pick up within twenty-four hours.
That the alimentary canal of dehydrated patients is capable

of absorbing lange quantities of fluid appears to have been
amply demonstrated by your contributors, and if their results
are borne out by others then this method should commend
itself to us for two reasons in particular: first, that fluid is
being introduced into the body in the way that Nature intended
it to be, and, secondly, that it has the great merit of simplicity.-
I amn, etc., F. L. DYSON,

Capt., R.A.M.C.

Tuberculosis in Kent
SIR,-In a recent issue you published a summarized report

of a debate in the House of Commons on a motion by
Sir Waldron Smithers concerning the treatment of tuberculosis
in Kent, and the circumstances regarding the admission of a
certain patient to hospital when, in addition, strong criticism
of myself as administrator of the tuberculosis work in Kent
is implied. In order that this matter may be properly under-
stood, I would be extremely grateful if you would allow me
to comment briefly on this report, because, while criticism of
my behaviour is of no interest to your readers, important
principles, which concern all whose duty it is to carry out

public health administration, are involved. The facts which I
shall give are not in dispute.
A patient was sent by his doctor to hospital for an x-ray of his

chest. The doctor was told that the appearances were suspicious
and consequently referred him to a tuberculosis officer on my staff.
Pulmonary tuberculosis was diagnosed and the patient was placed
on domiciliary treatment and his name put on the usual waiting-list
for admission to sanatorium. Unfortunately, at the present time,
owing to the length of the waiting-list, a long delay is unavoidable.
During this period neither the patient's wife nor the doctor had
asked the tuberculosis officer to call upon the patient. After about
six weeks Sir Waldron Smithers, M.P., in whose constituency the
patient resides, asked me for information as to the position, since
the patient's wife had complained to him. I gave Sir Waldron
Smithers a very full report, but it transpired that after having visited
the patient he himself had succeeded by direct telephone contact
in getting the patient forthwith into a London voluntary hospital.
Here is should be noted that the same hospital 'on three separate

occasions previously had refused forffial application from me for
reception of tuberculous patients but had placed the patients on the
waiting-list.

In addition to this interference with normal procedure, Sir Waldron
Smithers took the unusual and, in my opinion, regrettable course
of entering into correspondence with me, and also, unknown to me,
with one of my tuberculosis officers at the same time in regard
to the same patient. In the House of Commons Sir Waldron
Smithers quoted from my letters one or two sentences apart from
their contexts, suggesting that I had little sympathy with the suffer-
ings of the tuberculous and allowed officialdom to interfere with
the prompt treatment of patients because I had referred to the fact
that a tuberculosis officer dealing with one particular area would
not be in A position to speak on the council's policy regarding
tuberculosis in the county as a whole. In general, a more accurate
and fairer statement of the facts of the case was given by Miss
Horsbrugh in her reply to Sir Waldron Smithers.
The facts as regards tuberculosis in this county have been

frequently and fully reported to the Public Health Committee.
The Ministry of Health is aware of the position, and, to the
best of my belief, everyone concerned has done everything
possible to alleviate a situation which is everywhere recognized
as deplofable. It is, however, a national problem, not in any
way confined to this county, and until young women can be
persuaded to come forward to be trained as tuberculosis nurses
long waiting-lists will continue, and, owing to delay in isolating
the infectious, the circumstances will be likely to deteriorate.-
I am, etc.,

Maidstone, Kent. CONSTANT PONDER,
County.Medical Officer.

Spontaneous Rupture of the Spleen
SIR,-I read with great interest Mr. Lionel Jones's paper on

spontaneous rupture of an apparently normal spleen (Oct; 28,
p. 561), and I would like to record a case in which much local
discussion failed to elucidate the cause of the splenic rupture.
A married woman aged 33 was admitted to hospital on June 12,

1942. She gave this history: For two years she had had occasional
attacks of fever and upper abdominal pain similar to the present
attack. -Between attacks she did not suffer from indigestion. The
present attack began one week previously with pain in the hypo-
chondrium on the right side, stabbing in character, passing through
to the back and towards' the right groin. Some nausea but no
vomiting; normal bowel action and no micturition symptoms.
Menses normal and no chest symptoms. Appendicectomy 1929.
On examination: T. 100.2°, P. 120, R. 26. General condition

good but rather obese. Tongue moist and clean. In the abdomen
there was tenderness all over the epigastric region but maximhl in
the right hypochondrium. Murphy's sign positive. A diagnosis of
acute cholecystitis was made and the patient watched. Her symptoms
became worse, and seven hours later following a sudden collapse a
laparotomy was performed; the tentative diagnosis was a ruptured
empyema of the gall-bladder. At operation the peritoneal cavity
was full of blood due to a ruptured spleen. Splenectomy was begun,
but after ligature of the pedicle the patient's condition was so poor
that the peritoneum was closed with drainage. The spleen was not
abnormally mobile. The patient died one hour later.
At post-mortem the gall-bladder and other organs were normal

except for a small subpleural haemorrhage at the base of the left
lung, and the spleen which measured 8 by 5 in. The enlargement
was due to a large subperitoneal haemorrhage which had burst into
the peritoneal cavity. Histologically it was reported as a subacute
septic spleen with a rupture and a suggestion of a myeloid reaction,
which was not supported by the findings in the other organs.
Leukaemia was therefore not considered asthe diagnosis. The liver
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