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1873) "I had the opportunity of showing to the late
Dr. Leared that I had anticipated him in the invention of
a binaural stethoscope; but his was much better than mine,
through the addition of an india-rubber spring. The
binaural instrument has some advantages in facility of
application ;fbut it by no means transmits the chest sounds
so simply, or faithfully, as the straight tube. I could never
avail myself of its use; for during the last 20 or 30 years,
the hearing of one ear has been defective. I have found
the same to be the case with many of my brother ausculta-
tors." Sir Robert Young's presidential address to the Medi-
cal Society of London' is a comprehensive account of the
early history of the stethoscope.
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Barrier Creams in Industry
Q.-What non-proprietary barrier creams are advised for

industrial use ? How efjective are they against (a) chemical
irritants and (b) physical irritants such as glass, dusts, etc. ?
A.-The " barrier cream " advised for industrial use on

the most general basis is a mixture of anhydrous lanolin
(65 parts) with castor oil (35 parts). This resists aqueous
solutions to some extent, assists in washing, and is an
emollient. An aqueous jelly (e.g., tragacanth-water mixture
with 5% glycerin) is one of many alternatives. The effec-
tiveness of barrier qreams is limited unless special attention
is paid to the particular working conditions and to general
hygienic considerations. Irritant powders, for instance,
may adhere to a cream more than to untreated skin, though
this may be avoided by powdering with talc after applica-
tion. In some chemical processes mild irritants have been
successfully resisted by careful choice of barrier (sometimes
containing specific neutralizing or detecting agents) together
with accessory measures, especially if these are fully ex-
plained to a co-operative group of workpeople. Mechanical
irritants can seldom be neutralized in this way, though the
use of emollients after washing at the end of shifts may
prevent minor surface abrasions leading to serious cracking
and infection.

Acetone Poisoning and Immobilizing Casts
Q.-A boy of 3 years of age was anaesthetized with open

ether for the purpose of applying a " glassona " single-leg
spica to immobilize a tuberculous knee-joint. He woke
within 20 minutes of completing the cast, but one hour later
relapsed into unconsciousness anid remained unconscious for
the next 18 hours. While his colour was good, his respira-
tions were shallow and his pulse rapid. His temperature
rose to just over 100° F. (37.8° C.). He was given rectal
saline and kept under observation. The following morning
he was awake and seemed none the worse, but his urine was
loaded with acetone. The fluid used to set the cast consists
almost entirely of acetone. Is this an example of acute
acetone poisoning, either from inhalation or from absorp-
tion through the skin ?
A.-Acetone is a narcotic, but it is used in enormous

quantities in industry and authentic cases of acute poisoning
have only been rarely recorded. The hazard in industry
arises from exposure to the vapour. Under ordinary cir-
cumstances the risk of penetration through the skin does
not arise, because of the volatility of acetone. Splashes on
the skin or clothes will dry by evaporation before penetra-
tion can be effected. Whether such penetration can take
place under the special conditions described is not known.
Elsewhere in this issue Drs. L. C. Harris and R. H. Jackson
(p. 1024) record a rather similar case, and have found three
others in the literature. In addition Dr. Ethel Browning,
in Toxicity of Industrial Organic Solvents (Industrial Health
Research Board Report No. 80, p. 316), cites an earlier case.

"The case reported by Cossmann (Mdnch. med. Wschr., 1903,
50, 1556) is unique in the literature. If accepted as a true case

of acetone poisoning it would indicate that this substance can be
absorbed through the skin in sufficient quantities to exert a
narcotic effect. The patient was a 12-year-old boy suffering from
a tubercular hip, to which after long immobilization a plastic
bandage of 'celluloid mull' made with acetone was applied.
Within 24 hours he exhibited symptoms similar to those of
diabetic coma-mydriasis, dilatation of the pupils, small pulse,
deep slow respiration and sleep of 24 hours' duration. Acetone
was present in the urine, the vomit, and the expired air. An
attempt to reproduce the condition in a dog by a similar applica-
tion was only partly successful, the dog became semi-narcotized,
but no acetone was present in the urine."

NOTES AND COMMENTS
Children's Ankles.-Mr. E. I. LLOYD (London, W.1) writes:

I think it is a pity that your expert (" Any Questions ? " October
4, p. 790) does not mention knock-knee, as I believe that this
deformity is caused in the great majority of instances by the weak
valgus ankles which are the subject of the question. Unfortun-
ately, the belief that rickets is the common cause of knock-knee
dies hard, and may even survive the disease itself. Valgus
ankles are very common in children, but a true flat foot is -very
rare and in some instances (possibly all) is associated with a
bone abnormality which seems to bear no relationship to the
inadequate tibial muscles of valgus ankles. These are, I submit,
completely different conditions, but the treatment of valgus ankles
(such as it is) still remains the preventive surgery of knock-knee.

Dr. J. H. CYRIAX (London, W.1) writes: Your expert's reply
(" Any Questions ? " October 4, p. 790) on valgus heels in
children omits the commonest cause of this condition. This is
unfortunate, since simple and eftective treatment exists. The
disorder was described and illustrated as " metatarsus inversus,"'
and discussed under the name of varus forefoot by Professor G.
Perkins2 in his presidential address to the Section of Orthopaedics
of the Royal Society of Medicine. If the forefoot is medially
rotated on the hindfoot, the outer border of the foot reaches the
ground first. Then, as the child's weight comes on to it, the fore-
foot has to rotate laterally until the sole is flat on the ground;
it carries the hindfoot with it, forcing the heel into valgus at the
talo-calcanean joint. Exercises to the tibial muscles increase the
deformity; wedged heels increase the child's difficulty in walking.
Manipulation of the mid-tarsal joint in due course restores parallel.
After Professor Perkins's presidential address, Sir Thomas Fair-
banks pointed out that this common deformity was not mentioned
in orthopaedic textbooks; it is therefore important that its recogni-
tion and cure should be widely stressed.
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Sixth Nerve Palsy after Spinal Anaesthesla.-Mr. R. FOSTER
MOORE (Salisbury) writes: In your reply (" Any Questions ? "
October 11, p. 842) as to the cause of the above, no mention is
made of Harvey Cushing's explanation, which seems to me more
convincing than any other. He points out that, as the sixth nerve
runs directly forwards from the hind margin of the pons, it is
crossed, ventrally and at right angles, by either, or both, the
anterior inferior cerebellar and internal auditory arteries, so that,
should swelling of the cerebellum occur, these arteries are
stretched and, being anchored below to the basilar, may cut into
the nerve like an india-rubber band; if you will look at the section
he publishes you may, I think, find it convincing. I should have
thought the paralysis came on within 24 hours; the shortest time
in which I can be sure of having seen recovery is 14 days.
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Correction.-Discussing immunization against poliomyelitis in
the Journal of September 6 (p. 551), we referred to the Lansing
immunological type as the most virulent. This should have been
the Briinhilde.


