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Any Questions?
Correspondents should give their names and addresses (not for
publication) and include all relevant details in their questions,
which should be typed. We publish here a selection of those
quiestions and answers which seem to be of general interest.

Prematurity and Intracranial Injury
Q.-I was told during my training that in order to prevent

cerebral haemorrhage in premature infants it was necessary to
avoid delay in delivering the shoulders. To do this, as soon as
the head is born one hand is put inside, the shoulders rotated,
delivered immediately, and the baby extracted. The reason
given for this was that while the baby's head remains in utero
and inside the vagina an even pressuire is exerted on the skull.
When the head is born there is an alteration in the pressure due
to the sudden release of the head, and if the shoulders are not
delivered immediately blood is forced down into the baby's
brain and the force is sufficient to tear a blood vessel and cause
a cerebral haemorrhage. I have never seen this theory in print.
Is there any evidence to support it or not?
A.-Babies born prematurely are undoubtedly more liable

to intracranial injury and haemorrhage, and it is generally
believed that their tendency to suffer intranatal asphyxia is a
predisposing factor, although this acting alone is not likely to
cause more than petechial cerebral haemorrhages. The release
from compression which accompanies delivery of the head may
play a part in some cases,- possibly because it allows a resur-
gence of blood to the brain and meninges, but mainly because
it results in a sudden change in the shape of the skull and an
alteration in the strains to which the intracranial ligaments are
exposed. The release phenomenon occurs no matter whether
the shoulders follow the head quickly or slowly, and the writer
has never previously heard it suggested that during the interval
between the birth of the head and of the shoulders the intra-
cranial vessels can become so engorged as to rupture spon-
taneously. Certainly this has never been proved and it can
only be regarded as a theoretical possibility which is open to
dispute. The congestion of the superficial tissues which is
sometimes seen pending delivery of the shoulders does not
necessarily mean that there is a similar change in the intra-
cranial vessels. Moreover, in the premature baby the girth of
the shoulders and trunk is very much less than that of the head,
so that they not only tend to slip out easily and quickly but
in the meantime are subjected to minimum pressure from
the lower birth canal already stretched by the head. The
tendency for the head to become congested is therefore less
than in the case of the mature infant. One of the facts estab-
lished beyond reasonable doubt is that the premature baby is
ill-fitted to withstand manipulation during labour, and it would
appear that manual rotation of the shoulders and extraction or
expression of the trunk is potentially more dangerous than
allowing the very short delay necessary for the delivery to be
completed spontaneously.

In most cases intracranial injury leading to haemorrhage
occurs before the delivery of the head, and in premature babies
may be caused merely by the resistance of the vagina and
pe-incum. It is now fairly well established that episiotomy
appreciably reduces this risk. It may be added that, if there is
anything in the argument put forward, episiotomy also ensures
rapid and easy delivery of the shoulders without recourse to
manipulations.

Coroners
G.-What system governs appointments to the office of

coroner ? By whom are such appointtments made? Are they
advertised, or is it customary to appoint the deputy already in
office ? How are coroners nominated, and what are the limits
of income available fromn their office ? Is any preference shown
to ani applicant with a legal qualification ovcr one whlo is
medically qualified? Are any suIch appoinitments given only to
applicants possessing both medical and legal quialifications ?
A.-A county coroner is appointed by the county council,

a borough coroner by the borough council (Coroners (Amend-

ment) Act, 1926, s. 2). If the district of a county coroner is
wholly within a county borough the appointment is made by
the council of that borough (Coroners Act, 1887, s. 33;
Municipal Corporations Act, 1882, s. 34 (4)). An appointing
authority is not obliged by law to advertise a vacant coronership,
but it is customary to advertise the more important appoint-
ments in the legal and medical journals and in the "Public
Appointments " columns of the leading daily newspapers. It
sometimes happens-but by no rreans invariably-that a
deputy-coroner already in office is appointed to the vacant
coronership. In such a case his experience and general suita-
bility rather than the fact that he happened to be the deputy
would be the deciding factor. Experience as a deputy, however,
carries great weight-this is especially the case where the more
important appointments are concerned.

It must be remembered that there are about 270 coroners in
England and Wales, and that their coronerships vary very
greatly in size and importance. At one end of the scale are the
small country appointments where the remuneration amounts
to not much more than a honorarium, and at the other extreme
are the busy posts requiring the services of men who give their
whole time to the duties of the office. Of recent years there
has been a tendency for paying authorities to make a distinction
between a coroner's basic salary and the amounts it allows him
for the expenses incurred in carrying out his work. These allow-
ances for expenses in some instances reach high figures. Thus
the two whole-time coroners for the County of Middlesex are
paid a salary of £1,500 and receive £1,000 for their expenses.
In London the basic salary for a whole-time coroner is £1,600
and he receives £350 for defraying his costs. It must be under-
stood that these sums are paid to the coroner for his personal
expenses and have nothing to do with the reimbursements he
receives for money paid out in connexion with his administrati"e
or judicial duties. Between these two extremes coroners'
salaries vary very widely and the variation does not always
bear a conistant relation to the amount of work done or the time
involved in doing it. The pay of a deputy, or assistant deputy,
is a matter of arrangement between himself and the coroner.

Since out of approximately 270 coroners the great majority
are lawyers it would be reasonable to infer that a legal qualifi-
cation is held to be more important than a medical qualification
so far as fitness for the office is concerned. In London, and a
few of the more important centres, the electing authority
endeavours to limit the candidature to persons who possess both
legal and medical qualifications. No coroner has been
appointed in the county of London for the past thirty years who
has not had the dual qualification. There are 13 whole-time
coroners in England and Wales, of whom 10 are qualified in
both law and medicine. These 13 coroners between them
dispose of about one-third of all the cases reported in England
and Wales during the year. Of the remaining 257 coroners,
16 have a medical (but no legal) qualification; and 241 are
barristers or solicitors with no medical qualification.

Ps. pyocyanea Infection of Middle Ear
Q.-A man had a chronic discharge from the middle ear.

The organism cultured was Ps. pyocyanea. Is there any anti-
biotic which is active against this organism ? Would C.T.A.B.
applications be likely to help ? What local treatment is
indicat.ed ?
A.-Ps. pyocyanea is remarkably resistant to both antiseptics

and chemotherapeutic agents. Among the former none can
be recommended for use in such a case as this. C.T.A.B.
(cetavlon) has less acti6n on this organism than on any other
commonly concerned in sepsis. Penicillin is useless, and the
newer antibiotics aureomycin and chloramphenicol are also
generally powerless in the concentrations which can be
attained at the site of infection. Streptomycin is the excep-
tion ; the susceptibility of Ps. pyocyanea to this antibiotic varies,
but it is usually such that the concentrations attainable by local
application are effective. A solution of 5 mg. per ml. should
be instilled into the ear several times a day: the drug may also
be given intramuscularly, particularly during any surgical treat-
ment which may be indicated. Authors reporting favourably
on local streptomycin treatment for otitis media, some of whose
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patients were infected with this organism, are Pulaski and
Matthews (Arch. Otolaryng., 1947, 45, 503) and Harris and
Finland (North Carolina Med. J., 1947, 8, 276).

Local treatment would consist in keeping the meatus as
clean as possible, and in ensuring that the discharge was allowed
a free exit from the middle ear. The first object is attained
either by syringing with warm water, followed by dry mopping,
or by dry mopping alone, twice daily; the second by removal
of granulations with chromic acid, of polypi by a snare, and of
debris by syringe or scoop.

Indications for P.A.S. in Pulmonary Tuberculosis
Q.-What are the indicationzs for the use of para-amino-

salicylic acid ? I have a patient, aged 22, with advanced pul-
monary tuberculosis. She has persistently refused saniatorium
treatment, still refuses it, and is beginning to go downhill now.
Is it worth while prescribing P.A.S. ?
A.-The indications for this drug in the treatment of pul-

monary tuberculosis may be briefly stated as (a) recent disease,
and (b) in combination with streptomycin to prevent or delay
the loss of sensitivity of the tubercle bacillus to the antibiotic.
P.A.S. is effective only in those lesions in which there is an
absence of fibrosis; it is therefore suitable in cases where there
is evidence of recent spread of the disease. In chronic fibroid
phthisis it has the temporary effect of creating a feeling of well-
being, and some improvement radiologically may occur from
the clearing up of recent foci of activity, but a state is soon
reached beyond which no further improvement can be expected.
In combination with antibiotics it is useful in the prevention
of drug-fastness. There is also evidence that with the
combined administration of streptomycin and P.A.S. patients
improve more rapidly than when treated with streptomycin
alone.
The treatment of the patient in question with P.A.S. depends

very greatly on the character and chronicity of her lesion.
However, it is probable that benefit would be derived from
P.A.S. but the permanency of any good effects will depend on
the clinical state of the patient.

Sensitization to Calf Lymph
Q.-On February 17 I vaccinated a Eutropean baby of 20

months not previously vaccinated against smallpox. No immedi-
ate change was observed in the temperature, pulse rate, or
respiration, though the same batch of calf lymph was found
to be potent when used on control cases. Eight days later a
series of papules appeared on the vaccinated leg; within 24
hours they changed first to vesicles and finally to pustules.
During the next five weeks the same type of eruption was
observed on the other leg and both arms. Very few were
seen on the face and trunk. The child at no time ran a tempera-
ture and, apart from a slight inclination to scratch individual
lesions, showed no signs of constitutional disturbance. This
child, now in Nyasaland, will continue to reside in tropical
areas in which smallpox is endemic, and it is important that
a correct diagnosis should be established. If this was a case
of generalized vaccinia, then I must issue a certificate to that
effect to epsure that she is not vaccinated again. What is the
likely diagnosis, and is revaccination advisable or not ?

A.-Although the information is not. explicitly given it is
assumed that the papules, vesicles, and pustules which appeared
at the site of attempted vaccination were typical and were
followed by the usual foveated scars and represented a success-
ful vaccination. It is then necessary to go over the complica-
tions of vaccination so far as the skin is concerned in an

endeavour to ascertain as accurately as possible the nature of
the condition. (i) Contact vaccination.-This can be ruled out.
Such transference could occur only in the susceptible phase, so
that all the lesions (primary vaccination and those transferred)
should progress more or less together and not more than a
week apart. (ii) Generalized vaccinia.-No mention is made
of an eczematous condition of the skin, so Kaposi's dermatosis
may be excluded. Ordinary dissemination is possible as an

explanation, but seems unlikely in view of the absence of
constitutional upset. (iii) Sensitization to calf Iymph.- Rashes

-erythematous, papular, urticarial, and vesicular-may be
encountered after vaccination and are akin to the "serum
rashes" seen after the administration of antitoxins. These
usually fade within seven to ten days of their appearance, but
a longer duration is possible. Five weeks, however, does seem
a rather excessive period. (iv) Impetigo.-It is assumed that a
vesicular form of impetigo can be excluded.

It seems therefore most likely that a -sensitization rash is
the best explanation. The following observations are relevant.
First, in the absence of an atopic eczema there is no reason to
believe that subsequent vaccination would necessarily again be
followed by dissemination of virus. Secondly, if sensitization is
the cause one would expect further manifestations of sensitiza-
tion to appear, and these should be looked for. If it was con-
sidered practicable a patch or scratch test with heated calf
lymph (to destroy the virus) might be tried. Certainly it would
be worth while carrying out this simple procedure before any
subsequent vaccination.

Penicillin in Chronic Sinusitis
Q.-Has any work been done on the treatmenit of chronic

sinus infectioins by antibiotics, particularly those infections
which cannot be treated by irrigation ?
A.-A great deal of work has been done on this problem,

especially with penicillin. Boyd, in an article in the Laryngo-
scope (July, 1947), gives an excellent summary of the literature,
and describes his own results in a small series of cases. He
concludes that penicillin undoubtedly has a useful place in
treatment. But here, as in all chronic infections of this type,
the difficulty is to bring the antibiotic into contact with the
organisms in adequate concentrations. For this reason the
results of treatment are usually disappointing, even when the
antibiotic is administered locally and parenterally over long
periods.

NOTES AND COMMENTS
Cracked and Painful Fingertips.-Dr. H. MAITLAND MOIR

(Midlothian) writes: Your pessimistic answer (July 15, p. 178)
is surely unwarranted. "Circulatory, metabolic, or hormonal dys-
function, xeroderma, psoriasis, lichen simplex, constitutional back-
ground factors "-I have none of these, though I do have occasional
" hacks," as we call them in Scotland. They are quickly curable and
instantly relievable. I pass on Dr. Grant Peterkin's advice to me,
which I have proved to be excellent. Dry the hack, open it up,
and insert a piece of cobbler's wax about the size of a large pin-
head. Hold the finger near the fire or radiator: the wax quickly
softens, and is then pressed firmly into the hack. A small piece of
adhesive tape may be used to cover up the black spot. A pennyworth
of wax is enough to cure all the hacks in Europe.
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Corrections
In a leading article entitled " Public Health Dispute " (August 5,

p. 336), the Conditions of Employment and National Arbitration
Order, 1940, of the Defence (General) Regulations, 1939, was
incorrectly described as the National Arbitration Tribunal (Defence)
Regulations, 1940.
We regret that Professor R. D. Passey's name was wrongly

spelt in the article entitle-d " Diphyllobothrium Infestation
and Anaemia in Great Britain" (July 22, p. 188), and also in the
list of references (p. 192).
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