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plasma to solutions of the substances to be tested and ensuing
ultrafiltration it is found that the curve for the fixation by
the plasma is reminiscent of an adsorption curve, and the
fixation is greatest for sulfathiazole, less for sulfapyridine,
and least for sulfanilamide and para-aminobenzoic acid, in
agreement with the ability of these substances to pass through
the blood-liquor barrier."-ED., B.M.J.

Reactions to Intravenous Sclerotics
SIR,-I read Dr. C. E. Tavlor's frank report (Oct. 23, p. 760)

on his experiences with sodium morrhuate with interest. These
facts speak for themselves regarding its dangerous constitutional
effects. I have repeatedly emphasized these characteristics
and believe that the use of this substance with its variable
chemical composition should be abandoned.

Dr. Taylor .now proceeds to praise sodium morrhuate: "I
think I have used most of the intravenous sclerotics, but I have
never found that any of them approach sodium morrhuate in
reliability for giving satisfactory occlusion." I must point out
that whilst it has bland local effects it has potential anaphylactic
and lethal power in contrast to the rest of the sclerosant family,
which, though they may cause injection ulcers, are seldom
generally harmful.

Further, may I describe one of the newer sclerosants called
P2G solution ? It consists of phenol crystals 2%, glycerin
30%, and glucose 30% in apyrogen water. Mr. J. W. Riddoch,
of Birmingham, introduced me to phenol 2% and glycerin 30%,
but I did not find this so effective as the former, which has
been used daily for over two years at consulting-room and
out-patient injections (approximately 3,000, with doses of
3-5 ml.) and at operations (about 500, in volumes up to 45 ml.).
It has been harmless in this series of patients. It is an effective
local sclerosant, giving a good non-painful thrombosis that is
only tender to the touch for a short time. It never incapacitates
a patient from pain, as does " ethamolin " occasionally. When
it is placed outside the vein an immediate sharp pain follows
which makes the patient warn the operator to stop. This
discomfort passes off within a minute by reason of the anaes-
thetizing action of the phenol. No injection ulcer has followed
its use, although I have deliberately placed 2 ml. around a
communicating vein in the hope of causing fibrosis around it
as well as thrombosis inside.
At operation the usual dose is 5-10 ml. distributed down the

internal saphenous vein to the knee and 5-7 ml. upwards from
the ankle. A maximum of 45 ml. has been used several times.
In a few instances the urine has been examined and a slight
degree of carboluria found, but no harmful effect has been
observed or reported. Occasionally after an injection a patient
will report, if asked, a temporary giddiness, but it has always
passed off within a few minutes and no one has ever required
a stimulant or treatment for it.
P2G is made by most of the leading drug houses. I would

beg Dr. Taylor to give it a trial and to finally lay aside that
toxic and therefore dangerous fluid sodium morrhuate.-I
am, etc.,
Londonn W.1 HAROLD DODD.

Femoral Hernia
SIR,-I must join issue with you over the slightly disparaging

way in which you dismiss A. K. Henry's operation for femoral
hernia. In your annotation (Oct. 23, p. 750) you state that
Henry's operation " is useful for uncomplicated bilateral hernia
in suitable patients, but in cases of strangulation the exposure
may be inadequate." Since first reading Professor Henry's
article I have used his approach routinely for all cases of
femoral hernia, whether strangulated or not.

It has the following considerable advantages over both the
low approach and the Lotheisen approach:

1. The inguinal canal is not interfered with and there is never
any necessity to divide the inguinal ligament (Hey Groves).

2. Using a midline, paramedian, or Pfannenstiel -incision the
access to the femoral canal is much the same and with adequate
muscular relaxation is good. If anything I prefer the Pfannenstiel
-making the transverse incision rather more to the side of the
hernia. The access is better, by way of comparison, than the access
to the prostate by the retropubic method.

3. The operation takes much less time than either of tle other
two methods. Using the midline approach the scalpel has only to
be lifted twice before coming down on the neck of the sac-once

for the skin incision and again for thei linea alba. Retraction of
the peritoneum then brings the neck of the sac into view.

4. It is a simple matter to open the peritoneum in cases of
strangulated hernia, and, having adequately isolated and cleaned the
neck of the sac, 1 do this routinely in such cases; and thus one has
complete control over the bowel when it is delivered from the sac.

5. The neck of the sac, which is the usual constricting agent, is
dilated gently by the finger from the peritoneal aspect to allow
delivery of the contents or may be divided by scissors with a finger
protecting the bowel.

6. The pectineal fascia is used for closure of the canal after removal
of the sac. This structure, which is an astonishingly stout one, is
cut with a fine-bladed scalpel in such a way as to make a flap hinged
either inferiorly or superiorly. The free edge is then sutured to the
inguinal ligament.

It is a pity that this excellent approach, devised first by
Lenthal Cheatle and later independently by A. K. Henry,
appears to be so little practised.-I am, etc.,

Harry, Glam. H. M. GRANT.
Breast-feeding

SIR,-I was interested to read the article by Dr. Enid L.
Hughes on "Breast-feeding in a Mining Town" (Sept. 25,
p. 597), and was surprised at the low incidence of breast-feeding
in Newbiggin-viz., 29% at three months. Prior to reading this
paper the health visitors at one of the infant-welfare clinics in
Southend had been keeping a record at my request of the
mothers who were successfully breast-feeding at three months,
with a view to ascertaining if any appreciable difference existed
between women who were delivered in hospital and at home.
The numbers collected so far are small, 131 consecutive cases, of

whom 89 were hospital deliveries and 42 home deliveries. Of the
mothers delivered in hospital, including a large proportion of primi-
parae, 58% were fully breast-feeding at three months, and of the
home deliveries 55% at three months. This difference may not be
statistically significant, but it certainly does not bear out the view
so commonly advanced that women delivered in their own homes
are more likely to have a successful lactation than those confined in
hospital. It is certainly encouraging to the staff of the Rochford
General Hospital, where recently much greater latitude is allowed
to the mothers in having their babies in cots by the bed and in
being allowed to feed them at night and occasionally " off the clock."

In addition to these infant-welfare clinic cases I recently went
through the records of 305 women attending the post-natal clinic in
Southend six weeks after delivery. At the first attendance at this
clinic all patients are asked whether or not they are breast-feeding,
and the breasts are examined. If the child is wholly or partially
bottle-fed the reason for weaning is noted. Of the 305 mothers 181
were wholly breast-feeding (59%), 100 mothers bottle-feeding (33%),
and the remaining 8% were partially breast-feeding. Included in the
100 failures were seven cases where lactation was absolutely
excluded-i.e., 4 stillbirths, I neonatal death, 1 pulmonary tuberculo-
sis, and 1 congestive heart failure. There were six cases of primary
failure in lactation, the babies being discharged from hospital wholly
or partially on the bottle. In a further six cases lactation was
abandoned because of local difficulties-cracked, flat, or retracted
nipples, mastitis, and mammary abscess. In two-thirds of the
remaining cases the reason for weaning was insufficiency of the milk
supply-the milk " went," or the child was unsatisfied and failed to
gain weight.
There remained still a substantial fraction of cases where breast-

feeding was abandoned because of an excessive milk supply or
because the child was ill. The history given was usually, " There was
plenty of milk, but it didn't suit "; "The milk turned to water";
" The child vomited after feeds " (or had colic, diarrhoea, or sore
buttocks). Hence the baby was often weaned, although gaining
weight and thriving, and very often on medical advice. Two striking
examples of such advice were a baby who developed pyloric stenosis,
promptly weaned without investigation, and a premature baby, 5 lb.
at birth, successfully breast-fed for 12 weeks when 8 lb. in weight,
who was weaned on the family doctor's advice because it had
vomited on one or two occasions.
My reason for writing at such length is mainly to suggest

that general practitioners should consider carefully each case
of difficult lactation brought to them, bearing in mind three
questions: Is the baby underfed ? Is the baby overfed ? Is
the baby sick ? If the answer to the first question is in the
affirmative then the appropriate treatment is to stimulate the
breasts by changing from four- to three-hourly feeding, advising
a night feed where necessary and a complementary, never a
supplementary, feed in the early weeks of lactation; this rests
and allays the apprehension of the harassed mother. If the
child is ill or overfed it is bad logic and bad medicine to
advise weaning. Finally, I would like to suggest that if the
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