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In skilled hands, with suitable use of blood transfusion,
maternal results may be good and not vary much, irrespective
of the method employed. This is not so with foetal results. It
is now clear that when active measures are necessary the best
foetal results are obtained either by artificial rupture of the
membranes alone or by Caesarean section. In order still further
to reduce the foetal mortality it is now suggested, in the report
of a meeting of the Section of Obstetrics and Gynaecology
of the Royal Society of Medicine (Dec. 1, p. 779), that the
patient need not necessarily receive active treatment on the first
haemorrhage, and a period of expectancy is advocated to lessen
the incidence of prematurity.
Where team work is required it is important for all members

of the team to be adequately and suitably instructed in what
is required of themi. It is my submission that there is a note
of uncertainty in the midwife's instruction. As she frequently
sees the patient first hers is a great responsibility. Should she
make a vaginal examination ? Generally speaking she should
not, and is so instructed. If the patient is bleeding when she
arrives what is she to do? Her textbooks even advocate her
rupturing the membranes if the patient is bleeding and if she
cannot get a doctor. Should she not be told to empty the
urinary bladder by catheter, apply abdominal pads and binder,
keep the patient warm and give a sedative; that if she does
nothing more the bleeding wvill stop ? The patient can have a
transfusion when medical help is eventually obtained, after
which she can be removed to hospital.
Some examiners at the Central Midwives Board examinations

expect candidates to say that thley (the candidates) would rup-
ture the membranes themselves if the patient continued to bleed
and if the doctor summoned failed to arrive. By attempting
to do this, however, the midwife is likely merely to provoke an
increase of haemorrhage. A midwife " snowed up," and likely
to remain so for a week, in a cottage with a bleeding patient
might be forced to undertake active treatment herself. But
such circumstances are rare, and they should not be allowed
to obscure the plan of action to be followed in more usual
circumstances.
Not only are pupil midwives perplexed as to how they should

answer their examiners, but the sister tutors too are in doubt
about the best instruction to give them. Those pupil midwives
will retain their uncertainty even when they pass their exam-
ination. When they meet antepartum haemorrhage in real
practice they will still be uncertain how to act. Now their
uncertainty will constitute a maternal danger. In new and
laudable efforts to improve the foetal mortality let us not
overlook this standing maternal danger.
Are pupil midwives in their training schools ever allowed

under supervision to rupture the membranes in cases of placenta
praevia ? I doubt it. Why, then, tell them to do by themselves
out of hospital what they are not allowed to do in hospital even
under expert supervision ?-I am, etc.,
North Middlesex County ANTHONY W. PURDIE.Hospital, N.18.

Treatment of Varicose Ulcers
SIR,-Dr. R. K. Brooks's letter (Dec. 8, p. 816) on the above

subject advocates the application of certain creams and oint-
ments to chronic varicose ulcers. He claims good results on
a " fair number of cases." I suggest that the pathology of the
complaint is ignored, and that the only placebo he offers to the
gravitational causation of varicose ulceration is to tell his
patients to elevate the limbs for a couple of hours every day. I
claim that if his treatment is followed the varicose ulcer patient
will be with us for yet another generation. It matters not what
medicament is plastered on to a varicose ulcer: the cause mtust
be treated. Failure to treat this cause means constant recur-
rences of ulceration.

All cases of varicose ulceration require compression treat-
ment. This may be obtained in various ways, and if Dr. Brooks
does not like the " elastoplast" techniciue there are many
others. The two-way-stretch bandage is valuable for most
cases, but there are many other types. All cases of ulceration
need surgical treatment to the incompetent superficial venous
circulation, provided the deep veins are in good condition.

If Dr. Brooks were to attend a clinic dealing with vast num-
bers of varicose ulcers I feel sure he would appreciate my
anxiety lest his views were to be adopted. Dickson Wright has

done the profession untold good in preaching the true pathology
of the gravitational ulcer, which, with proper treatment, can
be made a rarity instead of a weighty economic problem.-I
am, etc.,
London, W. 1. * R. R. FOOTE.

SIR,-Having read Dr. R. K. Brooks's letter on his methods
of treating what appears to be no more than a complication of
hypostasis, I find no mention of varicose veins, which could
hardly be absent in a limb with varicose ulcers. It is my
opinion, based on my own cases and on the follow-up of a
considerable number of others treated elsewhere on similar
principles, that ulcers due to varicose veins will invariably clear
up if the cause is effectively dealt with, even without local
treatment or elevating the leg. Dr. Muldavin (Dec. 8, p. 816>
describes very clearly the principles of treatment to which I
refer. Treatment on these lines would seem to offer not only
a more rapid cure but one which is usually permanent.
While local treatment may be effective in clearing up ulcers

and eczema in the elevated leg, surely this is produced by the
diminished hypostasis, due to the position of the limb rather
than to any substances applied locally. Ulcers invariably recur
when the patient resumes his former existence, spending more
time in the erect position. One not uncommon exception to
this is the occurrence of a coincident phlebitis, which gives
a longer temporary cure but relapses when the tributaries
become dilated and incompetent, or the original vein becomes
recanalized.
Cure may also be obtained by applying to the limb pressure

sufficient to render the veins harmless by flattening-i.e., " elasto-
plast." Relapse may be avoided by the continuance of pressure
-i.e., crepe bandage. The advantages of pressure treatment
over postural in patients who are too old for surgical measures
are that it is ambulatory throughout and does not require
postures which are liable to embarrass the senile cardio-
vascular system.-I am, etc.,

Hayle. P. L. RENOUF.

Artificial Pneumothorax Refill
SIR,-As an " old hand " at artificial pneumothorax I well

recall the methods employed in 1918-namely, the anxiety about
knowing the pressure within the thorax, the giving of a local
analgesic, and the slow running in of the gas. Over a quarter
of a century ago Parry Morgan had devised an apparatus
whereby the mean pressure could be known the whole time
gas was running. This apparatus we gave up in 1920. Fifteen
or sixteen years ago there was marketed the Peter Edwards
pneumothorax needle and stopcock, which cover all the
suggestions made in letters. As to a local analgesic, this has
been given up for twenty-five years because people prefer both
their induction and the refills without it.

I would like to register my disapproval of the method
suggested for refills by most of your correspondents. It is my
opinion that to push the needle straight forward without stop-
ping is not good practice. At a refill one should learn to sense
the pleura, and in order to do this digitalsressure in the inter-
costal area is desirable, and a firm pressffre with the needle,
note that one is through skin, through the other layers, and
" sense " the pleura. By doing this one is so much happier at
an induction because one knows when the pleura is encountered.
There does not appear to be any reason for knowing the mean
pressure as the air is going in. A rough rule would be to ruLn
in-at as high a pressure as one's apparatus will permit and as
quickly as one likes-half of the quantity of air taken at the
last refill. Take the reading and continue until the pressures
are at their optimum.-I am, etc.,

Cheshire Joint Sanatorium, PETER W. EDWARDS.
Market Drayton.

SIR,-We have followed the correspondence on this subject
with much interest and many misgivings. It appears to us that
there are but two considerations-that the operation should be
safe and that it should be as nearly painless as possible. The
greatest danger is undoubtedly that of producing air embolism,
an occurrence best prevented by using a type of apparatus that
allows a manometric reading to be obtained throughout the
instillation of air. Incidentally, if the Lillingston-Pearson
machine is used a swing may be obtained during the whole
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