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drawn. Leakage and subsequent bruising is
thereby prevented.-I am, etc.,
Chase Farm Hospital,

Enfield, Middlesex. TOM SIMPSON.

SIR,-With reference to Professor W. W.
Mushin's query with regard to the safety
of arterial puncture (1 August, p. 310) I
should like to make a few observations.

There are many references in the literature
to the complications of arterial puncture.
Admittedly, these refer mainly to radio-
diagnostic procedures. However, if one
ignores the complications inherent upon the
use of contrast medium the risks of arterial
puncture must be very similar whether it is
to obtain arterial blood or for any other
diagnostic procedure.
With regard to the ethical question as to

whether arterial puncture is a permissible
procedure for purely research purposes this
question cannot be answered without much
other information-such as, which artery is
to be punctured; is a simple puncture,
repeated punctures, or the insertion of a
catheter for a length of time contemplated ?

It is known that the main risks in this
procedure depend upon the artery to be punc-
tured, the state of this vessel at this time, and
the experience and expertise of the operator.
As one or all these factors are likely to vary
with every research puncture the risk to the
patient must vary and with this the ethics of
the case. This much arterial puncture has
in common with every problem of medical
ethics.
From personal experience of over 5,000

arterial punctures one can say that permanent
complications are extremely rare, although
more common than in the case of vene-
puncture. I wonder if arterial blood obtained'
from suitable patients who are undergoing
arterial punctures for diagnostic procedures
will suffice for research purposes. At least
part of the ethical problem would be solved
in this manner.-I am, etc.,
X-ray Department, A. S. BLIGH.

Cardiff Royal Infirmary.

SIR,-Professor William W. Mushin (1
August, p. 310) asks whether arterial punc-
ture is dangerous and whether it can be used
as readily as venepuncture. In my opinion
puncture of the radial artery is simple, safe,
and satisfactory. At the Albert Einstein
College of Medicine in New York the needle
designed by Dr. M. Henry Williams, jun., is
in use. This needle may be left in situ for a
number of hours, allowing frequent sampling.
The same artery may be used the following
day although it may be painful. Unless
information is required to correlate therapy,
clinical status, and physiological measure-
ments for research purposes it should not
be necessary to monitor a patient's progress
by repeated samplings, but there is no reason
as to why research and therapeutic needs
cannot be jointly satisfied.
The answer as to the danger involved must

depend upon the artery selected for punc-
turing. The complications of direct punc-
ture of the aorta are well known. The other
sites available are the femoral arteries,
brachial arteries, and radial arteries. Femoral-
artery puncture is used more commonly when
performing retrograde catheter studies on the

aorta and aortic valve, and the patient is
usually anticoagulated before or during the
procedure. The risk of considerable blood-
loss due to oozing from the cut-down on to
the artery must be remembered. Large hae-
matomata may form if sufficient pressure is
not applied for long enough periods after-
wards. Careful post-catheterization follow-up
is essential to minimize complications.
With regard to brachial- and radial-artery

puncture, the complications are similar, but
occur only rarely. Small haematomata may
form and occasionally minor degrees of
arteriopasm give rise to transient paraes-
thesias in the hand. The site of puncture
may be tender for a day or two afterwards.
The needle may go right through the artery,
so it should always be withdrawn very slowly
in order not to remove it entirely from the
vessel. This will reduce failure to puncture
the vessel and lessen the risk of complica-
tions. I cannot recall any complications in
my personal experience with this technique
during the two years spent in New York
working with Dr. Williams.-I am, etc.,

HILTON C. LEWINSOHN.
Bowdon, Cheshire.

Haemolytic-uraemic Syndrome

SIR,-The haemolytic-uraemic syndrome
of infants and young children beginning with
apparent infection and followed by haemo-
lytic anaemia, thrombocytopenia, and varying
degrees of renal failure is being reported in
the European and American literature. There
has been little reference to it in the English
medical literature, but there are suggestions
that it is increasing in frequency. Dr. Muriel
McLean at the meeting of the British
Paediatric Association in Scarborough in
April of this year gave an account of ten
cases occurring in the space of a few weeks
in a single district of North Wales in children
ranging from 6 weeks to 8 years. In this
small group there was one death.

In the past three months three children
suffering from this syndrome, aged 5 weeks,
6 weeks, and 9 months, have been admitted
to the children's department of this hospital.
Two have died and the third is now recover-
ing, whereas in the previous five years we
have had only two other children whose ill-
nesses would fit into this syndrome.
We are writing to ask if 'other paediatri-

cians are seeing such cases and to discover
whether the illness is occurring with sufficient
frequency to consider the need for co-
ordinated study. We would be grateful if
those meeting with this problem would write
to us so that we can decide together what
further steps can usefully be taken.-We are,
etc.,

F. J. W. MILLER.
S. D. M. COURT.
R. H. JACKSON.

Royal Victoria Infirmary,
Newcastle upon Tyne.

Umbilical Cord

SIR,-In your leading article on the
umbilical cord (1 August, p. 264) you admit
that "cord round the neck" increases the
incidence of neonatal asphyxia, but quote
the findings of Dippel' and P. Shui Khan

and Eastman2 that this complication does not
cause foetal death.
You were bolder when in 1955' you called

winding of the cord round the neck one of
the obvious mechanical factors responsible
for foetal death in labour. Clementson4
showed that when the cord is round the neck
the oxygenation of the foetus is reduced.
FitzGerald and McFarlane5 and Lister and
Buchanan6 noted the frequent association of
cord round the neck with foetal distress, neo-
natal asphyxia, or foetal death.

In a study of 1,538 consecutive deliveries,
carried out some years ago in. the obstetric
department of University College Hospital,
meconium-staining of the liquor before
delivery was found 91 times. In 32 of these
cases the cord was coiled once or more round
the foetal neck. The only other associated
factor found with similar frequency was
post-maturity. If this complication can cause
foetal anoxia why not also foetal death ?
Unless coiling of the cord round the foetus
is routinely noted at every delivery reliable
figures cannot be obtained.

In 9,470 deliveries at Hackney Hospital
between 1958 and 1961 there were 191 still-
births (20/1,000). Of these stillbirths 126
were associated with trauma, cord prolapse,
pre-eclampsia and hypertension, ante-partum
haemorrhage, congenital abnormalities, mater-
nal or foetal disease. There remain 65 still-
births, subdivided into two groups: 36 " pre-
mature, cause unknown," and 29 "mature,
cause unknown." In 10 of the 36 premature
stillbirths, and in 13 of the 29 mature still-
births, there was coiling of the cord round
the neck. This had occurred once in 15 cases,
and twice or thrice in the remaining 8. These
figures are far higher than would be expected
if stillbirth and cord round the neck were
a fortuitous association.
The awareness that cord round the neck

is a cause of stillbirth is particularly impor-
tant in view of the last paragraph of your
article which looks forward to the measure-
ment of umbilical blood-flow in labour.-
I am, etc.,
London W.1. H. E. REISS.
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Jane Austen's Last Illness

SIR,-I was very interested in Sir Zachary
Cope's article on Jane Austen's last illness
(18 July, p. 182). Like many others, no
doubt, I had puzzled over the question.
Carcinoma of the stomach with progressive
weakness and anaemia seemed at first most
likely, but the onset with pain in the back
and other features seemed against this. As
I did not commit my views to writing, I made
no firm diagnosis, but thought some rare
neoplasm in the posterior part of the abdo-
minal cavity would explain the symptoms
better: though the initial pain in the back
directed my thought to this, but the pain
did not become a constant feature.
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