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FIG 1

lock bars. A shaped knee pad is placed over the knee-joint
and attached to the straightening mechanism under the limb.
The limbs can be exercised with this instrument by turning
a small handle attached to it. A gentle even pressure is
applied with little or no discomfort to the patient. A
special knee cage with a variable knee lock is used in con-
junction with the remedial exercises. This appliance can
be adjusted and locked to any degree of flexion suitable to
the patient's condition. With this the patient is taught to
walk again.

In many cases of this nature the condition is advanced
before medical attention is sought and rehabilitation is

retarded by the patient's lack of con-
fidence. During the early stages in
walking training patients often become
nervous, fearing they may fall. To
overcome this problem we use three-
legged walking-sticks (Fig. 2) made in
duralumin. This walking-stick, which
is called the " Warral," has non-skid
stops attached to each leg. In the
oblique leg a stabilizer is inserted to
give the appliance balance. This is
an important feature. The handles are
adjustable and the weight of the stick
is approximately 30 oz. This appli-
ance gives the patient a feeling of

l sS2+.+X<4.X,<security, and in view of its extreme
lightness walking exercises can be
reasonably prolonged without tiring
the patient. We are constantly ad-
justing our methods of treatment with
geriatric patients, and our main objec-
tives are (1) to restore as fully as

FIG. 2. possible loss of function and to
enable the patient to regain his

confidence and to get about with the minimum dependence
upon others, and (2) to help the patient to live intelligently
with his residual disability.

For the production of the special appliances described
herein my great thanks are due to Mr. Leslie Ralph, of
Remploy Limited, who has worked with great interest and
much patience in very close collaboration with me in design-
ing these aids.-I am, etc.,

Isleworth, Middlesex. MARJORY WARREN.

Prefrontal Leucotomy
SIR,-In the large literature regarding prefrontal leucotomy

scant attention has been paid to the moral problems
involved; perhaps because it lies in the nature of the current
scientific approach to man that such problems are either
denied relevance or are believed to belong to a different
domain in a dualistic epistemology. The article by
Dr. G. D. F. Steele (July 14, p. 84) raises these problems in
a disturbing manner, not least because the author fails to
make any reference to the fundamental issue involved. Since
he makes no attempt to defend his position, the author must
assume that his readers will agree that it is a sufficient thera-

peutic aim to restore a patient to "functional" efficiency
and that the loss of the ability to suffer is altogether a result
to be welcomed. These assumptions follow the mainstream
of modern neurophysiological thought, but in this instance
they transcend the theoretical argument and proceed to the
practical demonstration that man as a machine can be better
than man in the human situation to which, as some believe,
suffering belongs by definition.
The author's assurance that the patient has once again

taken up her household duties with efficiency does little to
relieve one's doubt whether she may still be regarded
as a proper person to rear children and whether her presence
in sickness and in health will be capable of providing her
husband with any comfort beyond that which depends on
the cooking of meals and the sweeping of floors. That an
anxiety state of eighteen months' duration could be thought
sufficient indication to subject a patient to prefrontal leuco-
tomy may at least have the welcome result of shocking
medical opinion into reconsidering the whole problem in its
basic aspects.
With the widening of psychosomatic concepts to include

a growing variety of disorders among disturbances of the
personality it may be asked whether the time has not come
when spiritual euthanasia must become the subject of legal
control.-I am, etc.,

Stirlingshire. JOSEPH SCHORSTEIN.

Dental Anaesthetics
SIR,-I write with some trepidation as a mere dental

surgeon in support of Dr. J. G. Bourne (June 9. p. 1330)
and his contentions regarding the use of nitrous oxide and
oxygen anaesthesia, particularly in the dental surgery. Any-
one who has ever seen a wrecked dental unit or witnessed a
chairside wrestling match (even when the anaesthetic is
administered by a skilled operator) cannot but agree with
his postulate (1) qualified by (5). Postulate (2) is equally
applicable to the dental surgery as well as casualty. (3) is
undeniably true. McKesson, one of the virtuosos of " gas,"
achieved his astonishing results by skilful and controlled
anoxia or " hypoxia," but few people would risk exploiting
his technique to-day. (4) requires no comment. (6) is
admitted in the annotation "A Whiff of Gas" (p. 1314).
The unsatisfactory nature of gas as administered in the

dental chair is aggravated by the rwcessarily open mouth and
airway. This last can be prevented, of course, only by proper
packing off of the oesophagus and intubation. I realize
that this is impracticable in the chair, but it is necessary
if a further danger is to be avoided, that of falling back of
the tongue into the airway or blockage of the airway by an
exfoliated tooth or fragment. Even worse than temporary
blockage, of course, is the inhalation of a septic fragment
and its resulting lodgment in a bronchus. The danger of
such happening is not very great, even with the usual flimsy
gauze pack, but the fact that it can and does occur at all is
good enough reason to consider open " gas " as being too
dangerous for use in the practice of dental surgery. Further
disadvantages are the often fearsome screams emitted by
an anaesthetized patient and the fact that operating time is
all too short for efficient exodontia. Exodontia under gas
is smash-and-grab, and the number of roots and fragments
left behind in this form of operation in a year are countless.
There are two alternatives: proper packing off and intuba-

tion and the use of a more effective narcotic in a theatre
equipped to deal with the emergencies that do occur with
general anaesthesia, or, if this is impossible, use of local
anaesthesia. This in the hands of the properly trained dental
surgeon is adequate for extensive oral surgery in both pro-
fundity and physical extent of the areas anaesthetized. There
are mandibular and maxillary nerve blocks available which
are effective, rapid in effect, simple to administer, and allow
of patient co-operation during the course of the operation
and which do not require recovery rooms or the staff to
attend them.
The dean of the faculty of dentistry in the University of

Sydney in which I received my training (Professor A. J.
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