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Any Questions ?

We publish below a selection of tiiose questions and
answers which seem of general interest. It is regretted
that it is not possible to supply answers to all questions
submitted.

Surgical Treatment for Asthma
Q.-What is the present position of surgical treatment for

asthma, inclucling that of vagus interference?
A.-Surgical treatment for asthma is in abeyance.

The removal of a localized area of infection such as bron-
chiectasis should decrease the frequency and severity of
attacks. The results have not been reliable, and for this
reason operating needs much judgment and experience. Bi-
lateral division of the vagus does not relieve asthma in most
cases. In many patients both lungs have been stripped of
all nerve connexions save those of the walls of bronchus,
artery, and veins. Asthma has not been relieved for more
than a short time in the large majorityof cases. Occasionally
tracheotomy with removal of obstructing secretions may be
life-saving and may maintain the patient until the acute
attack has passed.
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Psoriatic Arthritis
Q.-Is there a name for the syndrome of peripheral

rheumatoid arthritis associated with psoriasis ? What is the
treatment ?
A.-There has been considerable difference of opinion in

the past on the significance of the association of psoriasis
with arthritis of the rheumatoid type. Both are fairly
common 'conditions and chance association of the two is
not unlikely. However, the majority of rheumatologists now
agree that psoriasis occurs in about 3% of patients with
polyarthritis of the rheumatoid type' as compared with
0.7% in the general population.2 In a careful study of 42
patients with psoriasis and arthritis, compared with 55 un-
selected cases of rheumatoid arthritis in whom the differen-
tial agglutination test (D.A.T.) was positive, and 310 cases
of uncomplicated psoriasis, Wright3 concluded that the
group of patients with psoriasis and an erosive form of
arthritis showed a sufficient number of distinctive features
to warrant the assumption that this combination of lesions
was a definite clinical entity. The D.A.T. was negative in
94% of these cases. Nail changes were present in 87%. The
distal interphalangeal joints were commonly involved, but
were never the only joints affected. Subcutaneous nodules
were found in only one patient in whom the D.A.T. was
positive. The clinical picture of ankylosing spondylitis was
present in three patients. The course of the disease was milder
than those of rheumatoid arthritis (complete remissions
occurred in 50%,'). Stiffness rather than pain was the major
complaint in the majority of patients. Changes in the nails
bore a closer relationship to the onset and course of the
arthritis than the skin lesions, and the arthritis was less
often polyarticular at onset than in classical rheumatoid
arthritis. The name psoriatic arthritis would therefore
appear to be an appropriate descriptive term for this
syndrome.
With regard to treatment, the measures used in rheumatoid

arthritis are applicable-i.e., full doses of aspirin, prevention
of deformity by the use of splints, physiotherapy and active
exercises. Gold is well tolerated in more severe cases. In
view of the generally mild course, the use of steroids or
corticotrophin is seldom indicated.
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Delayed Ligation of Cord
Q.-Whlat is the rationale of delayed ligation of the

7inhilical cord?
A. As a result of their cineradiographic studies of the

circulatory changes at birth in the sheep, Barclay, Franklin,
and Prichard' concluded that blood continued to flow along
the umbilical vein through the ductus venosus for a few
seconds after pulsation and circulation had ceased in the
umbilical arteries at the base of the cord. They estimated
that in the interval between the closures of the umbilical
arteries and of the ductus venosus about 100 ml. of blood
was gained by the foetus from the placenta.

In the human, about one-quarter of the total foetal blood
volume at or near term lies in the placenta and cord.
DeMarsh, Alt, and Windle2 showed that clamping the cord
immediately at birth deprived the baby of this 90-140 ml. of
blood. Delay in ligating the cord until pulsation had ceased
enabled about half of this blood to be regained by the
foetus, while if the cord was not clamped until the placenta
had separated, and the baby held below the level of the
mother so that gravity assisted, about 75%/, of this blood
was regained. These findings have been confirmed by others
for both vaginal3 4 and abdominal' delivery.
The baby may make appropriate adjustments according

to the amount of blood recovered from the placenta, for
when the cord is clamped early the baby's blood sub-
sequently shows a higher reticulocyte count. But delayed
ligation is now generally practised, especially in the pre-
mature baby, in whom the extra blood may help to maintain
blood pressure and to whom the iron in the returned red
cells is particularly valuable; but in all neonates the added
blood volume may increase output from the right ventricle
by augmenting venous return.
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Corrections.-The references in Dr. E. F. B. Cadman's article
on Cullen's sign (Journal, September 20, p. 718) included two
to Trans. New Engl. obstet. gynec. Soc. The journal should have
been the Transactions of the North of England Obstetrical and
Gynaecological Society. The references should therefore have
read: Galloway, W. D. (1939). Trans. N. Engl. obstet. gynaec.
Soc., 1937, p. 56. Gough, W. (1939). Trans. N. Engl. obstet.
gynaec. Soc., 1937, p. 56.
We regret that we quoted the writer of the letter on " Midwifery

Bag" ("Notes and Comments," October 4, p. 868) as Dr. A.
Goodman. It should have been Dr. M. Goodman.
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