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zinc insulin 14 units/day-blood sugar then being: morning,
190 mg./100 ml.; evening, 170 mg./100 ml.
The pain in the left thigh steadily diminished in intensity

over the next few weeks, analgesics having a greater effect
than they had prior to proper diabetic control. By October 3
she was able to walk short distances without the aid of
sticks, and on examination there was some return of power
in the quadriceps and the wasting had diminished. Six
months after starting insulin she was free from pain, could
manage in her home with the aid of sticks, and climbed
18 steps once a day. She was also able to lift her left leg
off the bedlquite easily.

Case 3
A man aged 70 was admitted to hospital on September 21,

1961, with a history of polydipsia and polyuria for six
months, and tiredness and weakness and cramp-like pains
in the right leg for six weeks.
He was found to have bilateral quadriceps wasting,

especially on the right side; the knee-jerk was absent on
the right and diminished on the left; ankle-jerks were
present on both sides. Plantar responses were flexor, there
was no sensory impairment, and peripheral pulses were
present. Blood sugar was: morning, 240 mg./ 100 ml.;
evening, 250 mg./100 ml.
A diagnosis of diabetic amyotrophy was made and he was

treated with insulin zinc suspension 26 units/day, blood
sugar then being: morning, 180 mg./100 ml.; evening,
230 mg./100 ml.
There was a slow but steady improvement in the right

leg over the succeeding months; the pain went and he found
that the leg was no longer giving way as he walked. There
was a definite return of power in the quadriceps muscles,
but after three months the right side was still noticeably
weaker than the left and the right knee-jerk was still absent.

Discussion
Three cases of diabetic amyotrophy are described; in

two there had been a steady decline in the condition,
with increasing pain, weakness, and wasting in the
affected muscles, while the diabetes had been inade-
quately controlled. After good control, however, there
had been a noticeable improvement in all three patients.
The pattern of this improvement was that the patient

first noticed a diminution in the intensity of the pain-
having more restful nights and finding that the anal-
gesics that hitherto had been ineffective now gave relief.
This took from two to four weeks and was followed
by a slow return of power in the affected muscles.
Goadby and Jacobs (1950) have shown that the neuro-

logical complications of diabetes have a higher incidence
in poorly controlled cases than in the better-controlled
groups, although they found no such trend with other
complications. Therefore, as Garland (1955, 1961)
suggests, it appears that complete diabetic control is
necessary for the treatment of cases of amyotrophy;
this means control by blood-sugar estimations, for,
although the urine may remain sugar-free, the blood
sugar may still be high.

Summary
Three cases of diabetic amyotrophy are described

which show the value of complete diabetic control in
the treatment of this condition.

I am indebted to Dr. K. Robson for permission to
publish the results in Case 2; also to Dr. James Dow for
permission to publish the results in Case 1 and for his help
and encouragement.
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Special Article

THALIDOMIDE BABIES
MEMORANDUM FROM THE BRITISH

PAEDIATRIC ASSOCIATION*
The number of babies damaged by thalidomide or
suffering from the thalidomide syndrome in Great
Britain is not yet known. Inquiries now being conducted
will reveal the size of the affected population by the
middle of September, 1962, after which date there
should be no more thalidomide-induced cases. In the
meantime doctors can help by reporting cases to the
local medical officer of health, and by referring them to
the local paediatrician, orthopaedic surgeon, or limb-
fitting centre.
Most of the affected children survive with unimpaired

intelligence. Everything should therefore be done
from birth onward to diminish their disability and
to secure for them the best and most useful lives
possible. This will require the greatest co-operation
between the parents and the various doctors, specialists,
social workers, and teachers concerned. For this
reason the British Paediatric Association, supported by
the Chailey Heritage, the Shaftesbury Society, and the
Invalid Children's Aid Association, feels that it is
important to make this preliminary statement, drawing
attention to the broad principles of management and
treatment and to some of the pitfalls to be avoided.

Role of the Conmunity
The problem is first and foremost a problem for the

family, which has to meet the tragedy of the birth of
a severely handicapped baby with courage and with the
determination to secure for it the best possible future.
The community, too, must play its part both in giving
moral support and encouragement, and, where necessary,
in the more practical ways of special medical, ortho-
paedic, educational, and financial help. Much will be
contributed by the existing medical, social, and
educational services, and from any parents' association
to be formed. Assessment clinics will undoubtedly be
needed. Their siting must await information about the
number and the whereabouts of the affected babies. A
central advisory body might well help to co-ordinate
local plans. The details of such plans should be based
on knowledge and experience of the requirements of
severely handicapped babies and children, and of how
they are met both in Great Britain and in other
countries. Such babies and children are not new in our
community, and a pool of experience is available at
long-stay orthopaedic hospitals, and in the special
schools of the voluntary societies. Congenital absence
of limbs, spina bifida, and the effects of anterior
poliomyelitis have always provided a challenge in the
care and education of the very young. What is new is
that a group born mainly in 1960, 1961, and 1962 share
an absence or an inefficiency of both upper limbs and
of grasp, and to a lesser extent deficiencies of both
lower limbs, as the result of a known and man-made
drug effect.
The group is expected to remain limited in numbers,

but the lessons learned must prove of immense help in
*This memorandum was written by Dr. A. White Franklin at

the request of the British Paediatric Association and is published
with the approval of its ad hoc subcommittee on thalidomide.
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the management of disabled babies in general. As the
years pass the needs of individuals and of the group will
change-first for encouragement and training in move-
ment, then for education, and finally for careers. Some
will be helped only by apparatus of the greatest
complexity, to the development of which ingenuity is
already being applied.

Support for Parents
In the beginning it is the parents who will need

support. The burden imposed on them is great indeed.
To the natural feelings of sorrow and disappointment
may be added in greater or less degree shame, guilt, and
horror. Only when the parents have moved away from
self-pity and bitterness, from thinking about how they
themselves are affected, to compassion for the disabled
baby, and when they are able to look at the problem
sincerely from the baby's point of view, will they be
able to help with needed love and support.
Some parents will make the adjustment immediately

and well, some will fail, others will benefit from the
counsel of experienced doctors and social workers.
What is to be avoided at all costs is a failure to face
the problem at all. The baby's interests demand early
assessment of the needs of the case. The emotional
health of the parents equally demands that they should
face their problem openly. To take the baby out of the
house in a panic or to hide it away in the attic in despair
-either method prevents the parents from acceptance of
their tragedy and from the proper grief that leads to
recovery and so puts them in the strongest position for
helping their baby.
The family doctor, like the obstetrician and the

paediatrician, has an important part to play at this early
stage. Doctors do not all think alike, and some,
especially after the care of a woman through her
pregnaney and confinement, feel deeply that they have
failed to keep their contract if mother and baby are
anything but normal and healthy at the end. ln this
case it may be the same doctor who has himself
prescribed the harmful drug, albeit in perfect good faith.
The temptation is sometimes great to advise removing
the baby from its family in the vain hope that out of
sight is out of mind. In some families the right solution
may be that the baby should be fostered or go into
another's care. But this decision must not be imposed
either by the doctor or by the strong will of one member
of the family. Parents may need much help from
everyone concerned so that they can make plans
deliberately, in complete accord, and with full know-
ledge of all that is at stake in health and happiness for
the handicapped child and for themselves.

There is no place in all this for the view that severely
handicapped babies are " hopeless," " incurable," " not
worth spending time and money on."

Special Needs
What will be the special needs of the babies besides

the love and support of their families ? It is probable
that the largest group will lack some part of the upper
limbs and be deficient in grasp. In her " Study of the
German outbreak of Phocomelia" (J. Amer. med. Ass.,
1962, 180, 1106) Dr. Helen Taussig quotes Lenz's figures
presumably of those surviving birth. Out of 285 cases,
251 had upper-limb defects, 146 (about 50%) upper-
limb defects alone. Lower limbs were affected in 97,
in association with upper limb defects in all but five.
There were 21 cases where the ears were imperfectly
D

developed, although their hearing was not impaired.
Deafness should be looked for despite this optimistic
report. A simple naevus extending from the forehead
over the nose down to the upper lip is characteristic.
The proximal parts of the limbs are the most severely
involved, and sometimes the hands and feet are attached
directly to the trunk. Occasionally all four limbs are
virtually absent. Syndactyly and polydactyly are
common. Unfortunately the defects are typically
bilateral. In a survey of 203 cases 37 other defects were
observed, the biggest single group being cardiac
abnormalities (17). Congenital anomalies of the gut
were also recorded. The intelligence of the affected
babies is not impaired.

If the effect in Great Britain resembles that in Western
Germany, one-third of the total may be expected to have
difficulties in locomotion, the majority with lower-limb
defects having problems with upper limbs and grasp as
well, while eight or nine out of every ten will have
defective upper limbs.

Principles of Treatment
The principles of treatment are first to make use of

every piece of tissue present. Any appendage, however
rudimentary, should be retained. Sensation is normal,
and the valuable positional sense of digits and limbs
must be preserved. It cannot be emphasized too strongly
that surgery should never be undertaken hastily in these
children, but should follow consultation between the
orthopaedic, plastic, and limb-fitting surgeons. Rarely,
if ever, is it indicated in young infants.

Secondly, the natural sequence of the development
of movements and of balance should be imitated as
far as possible. The object is twofold-first to lead
up to the greatest degree of mobility and so of inde-
pendence, and second to provide the mental stimulus
by which normal babies learn about their environ-
ment. This will call for special physiotherapy with
the help of supports or slings to achieve in infancy
a vertical instead of a horizontal lying position for
some part of the day.

Thirdly, when the hands are absent or rudimentary,
the mouth, and the toes if present, may be trained
to perform some of the hands' functions. Toes may
acquire the skill and natural grace of movement of
fingers, and training of toes and mouth to replace
absent hands may confer the priceless gift of inde-
pendence. While the early fitting of artificial limbs
is important, the free use of fingers, hands, and toes
should always be encouraged even at the price of
" social acceptability."
And fourthly, prostheses will have to be devised

and fitted. In recent years much experimental work
has been carried out, especially in Germany and also in
Great Britain, in attempts to improve the usefulness
of prostheses and of paralysed limbs by harnessing
available power to servo-mechanisms and thence to
artificial muscles and motors to produce useful
movements.
The practical steps to be taken will include the

development of special skills and special apparatus in a

few selected centres to which the baby with one or both
parents may go for periods of training. Because the
most severely disabled children will become heavy to
lift before they achieve independence of movement,
convalescent homes on the lines of those already run by
voluntary societies may be helpful in giving the parents
a period of rest from heavy physical work. Since the

AUG. 25, 1962
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defects from which the affected children suffer vary,
each child presents individual problems in reconstructive
surgery and in rehabilitation. Those most severely
affected will need to be treated, at least for part of the
time, in institutions specially equipped for fitting
prostheses and for functional training.
Treatment and schooling must go hand in hand. At

present few institutions are able to give both to a very
severely disabled child. The voluntary societies may
here be able to make their contribution. Schools
properly equipped and staffed for special medical treat-
ment and the special educational methods required may
have to be organized in areas within reasonable travel-
ling distance of home. Some will be able to attend
normal school or local schools for the physically handi-
capped, but probably those with severe handicaps will
be more suitably placed in special schools. It is not yet
clear whether such schools should concentrate on this
particular group, or whether existing schools for the
physically handicapped children with normal intelligence
could include a few thalidomide cases. Finally will
come the question of careers with the possibility of
village settlements and sheltered workshops.
The babies themselves must be trained to maximunm

development, making the greatest use of natural
abilities, helped by suitable prostheses. The ultimate
aim is a full life and a satisfying career in a community
which not only accepts but values them and into which
they can feel happily integrated.

In drawing up this memorandum I have been greatly
helped by advice and criticism, for which I am grateful,
from Mr. D. Ellison Nash (Shaftesbury Society), Dr. E. P.
Quibell (Chailey Heritage), Dr. C. F. Harris, Dr. E. W. Hart,
Professor J. D. Hay, Dr. Gerald Neligan, and Dr. R. W.
Smithells.

A. WHITE FRANKLIN, M.B., F.R.C.P.

Medical Memoranda
Case of Malignant Smallpox Treated

with Compound 33T57
Since Bauer and Sadler (1960) described successful
results of laboratory trials with N-ethylisatin /3-thiosemi-
carbazone in the protection of mice artificially infected
with the virus of alastrim (variola minor), the drug,
or an analogue of it, has been used in a number of cases
of generalized and progressive vaccinia, with results so
far difficult to evaluate. The first case of smallpox so
treated is here reported.

CASE REPORT
The patient was a male Pakistani aged 22 who apparently

had never been successfully vaccinated. He was ill when
he reached London Airport on Christmas Day, 1961. He
was diagnosed as a case of smallpox on December 28 and
was admitted to hospital a few hours later. He was then
very ill with a profuse papulo-early-vesicular rash at about
its third day and already confluent on the face.
On the clinical findings at that time the type of attack

was provisionally classified as confluent ii (Ricketts, 1907),
malignant confluent (Dixon, 1948), a type in which a fatal
issue almost invariably occurs between the 12th and 14th
days of the rash.
Treatment with N-methylisatin f3-semicarbazone (33T57)

began on December 29, the fourth day of the rash, and

between then and January 7, 1962, the 13th day of the rash
and the day on which the patient died, he received altogether
31 g. of the drug, mainly in the form of an emulsion by
the mouth. The course of the illness appeared to be com-
pletely unaffected by the treatment and the disease progressed
to a fatal termination in its familiar deadly manner.
The strain of virus isolated from this patient was shown,

in the laboratory, to be sensitive to 33T57 (Bauer, personal
communication).

COMMENT
The severity of an attack of smallpox may fall

anywhere between the extremes of an overwhelming
haemorrhagic viraemia and variola sine eruptione. The
length of time which has elapsed since the last
successful vaccination is the most important single
factor in the prognosis of any case of variola major.
Regard must be paid to these factors in attempting to
assess the effect of any alleged antiviral agent in the
treatment of smallpox, and small-scale therapeutic trials
should be confined to unvaccinated patients suffering
from a malignant form of the disease, as was the case
of the present patient.

Failure to respond in this instance may have been
due to non-absorption; the drug was highly insoluble
and blood-level estimations were not carried out.
Furthermore the drug may have been given too late:
it might well have its most beneficial effect if given
before or at the very onset of the viraemia.

J. PICKFORD MARSDEN, M.A., M.D., D.P.H.
Metropolitan Regions' Smallpox Hospital,

Dartford, Kent.
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Use of "Syntometrine" in Rotunda Hospital
District Maternity Service

The management of labour on the Rotunda District
Service has traditionally and deliberately been conducted
on conservative lines. This includes leaving the events
of the third stage to proceed naturally so far as possible.
This policy has enabled generations of students and
nurses to gain experience in conservative midwifery.
Third-stage complications inevitably occur, however, and
are a cause of anxiety to all who practise domiciliary
obstetrics. Any method of management which would
lead to a reduction in such complications in a simple
and effective manner should obviously be studied by
those responsible for teaching students and midwives.
Thus it was decided to try out the use of " syntometrine "
in order to assess its potential value in domiciliary
practice.

Syntometrine consists of five units of oxytocin and
0.5 mg. of ergometrine, and is supplied in l-ml.
ampoules. It is administered by intramuscular injection.
This makes its administration simple, and more suitable
for use by midwives. The combination of oxytocin and
ergometrine is theoretically attractive, inasmuch as intra-
muscular oxytocin acts more quickly than ergometrine
similarly applied, whilst ergometrine has a more pro-
tracted effect in causing uterine spasm than oxytocin
(Embrey, 1961). It was decided to conduct a series of
cases on the Rotunda District Service. In this series
the cases were conducted under domiciliary conditions
by relatively junior personnel, but the recording and
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