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Puerperal schizophrenia or affective disorder is thus
mainly distinguished from the corresponding non-puerperal
states by the acute onset, evident external and internal stress,
the social situation, the marital status of the patients, and
by their age-the schizophrenic patients being rather older
and the patients with affective states younger at age of onset
:han is usual in non-puerperal patients. These factors are
by and large associated with favourable outcome, and, since
..nese women are usually under medical surveillance, early
dentification and treatment also improve the outlook. Early
recognition and prompt treatment with phenothiazines, and
te addition of an antidepressant drug where indicated, may
make management in the maternity hospital feasible, with
:ninimal disruption of the family and to the developing
mother-child relationship. When transfer to a psychiatric
unit is required rapid control of the symptoms with electric
convulsion therapy makes it easier to admit mother and child
together, with correspondingly improved prospects of the
another successfully managing her child on discharge.

Puerperal psychosis presents a challenge to the investigator,
for it gives an opportunity to examine a number of funda-
mental questions on the causation of mental disease. To the
clinician the crucial issue is that early identification, with
prompt treatment and minimal time in hospital, offers in these
:ases a good prospect of early recovery.

The Ureter in Renal
Transplantation

in the last few years the results of kidney transplantation in
mnan have much improved. This is owing to increasing
experience with drugs such as azathioprine and prednisone
which suppress the patient's immune response, and increasing
use of renal dialysis on patients in terminal renal failure so
that they are fit for the transplant operation. Tissue typing
(like blood grouping) to select compatible donors will
probably also increase the chances of long-term survival from
renal grafting. These points are brought out in the article
.y Professor R. Y. Calne and his colleagues at page 1345 of
the B.M.7. this week.
The surgical technique of renal transplantation is fairly well

established. The renal vessels are anastomosed to the iliac
vessels in the extraperitoneal plane, and the ureter is joined
to the bladder. However, the exact mechanism of ureteric
drainage has been a subject of debate. In view of the danger
of ureteric reflux of urine after direct implantation of the
ureter into the bladder, some surgeons have preferred to
anastomose the transplanted ureter end-to-end to the patient's
a)wn ureter after removing the patient's kidney. Others
believe that a better anastomosis can be achieved by joining
the patient's ureter direct to the pelvis of the transplanted
kidney. F. Paccione and colleagues' have shown that when
a normal ureter is divided it immediately starts to swell owing
to oedema of the adventitia. After a few days the oedema
settles, but there is some permanent muscle atrophy and mild
hydroureter even one to three years later. In the homotrans-
planted ureter the oedema is more severe and more muscle
is lost. In addition there is cellular infiltration throughout the
wall of the ureter, with a concentration of cells in the lamina
propria. These authors considered that some of the mono-
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nuclear cells, including plasma cells and lymphocytes, were
migrating through the mucosal cells into the lumen of the
ureter. Numerous mast cells were observed in all layers of
the ureter, and Paccione and colleagues believe they could be
a manifestation of a graft-host reaction. Certainly the rejec-
tion process in the ureter of homotransplanted kidneys follows
the general pattern of rejection seen in the kidney.
The ureteric anastomosis can fail for a variety of reasons

Firstly, there may be a direct technical fault in the perform-
ance of the anastomosis, resulting, in leakage or stenosis
Secondly, infection may occur in the wound, resulting in a
urinary fistula. Thirdly, obstruction or necrosis of the ureter
may occur owing to immunological rejection.
A urinary fistula is an exceedingly grave complication in

a patient with a renal transplant, since the immunosuppressive
drugs impair the defences against infection and a septic
fistulous tract is likely to follow. With ureto-ureteric or ureto-
pelvic anastomoses the patient's own ureto-vesicle mechanism
is preserved, but the anastomosis is relatively unprotected by
surrounding structures. Some surgeons, therefore, believe it
is preferable to implant the ureter into the bladder with an
oblique tunnel to produce a valve and prevent urinary reflux.
With this technique minor degrees of sepsis, rejection, or error
in the placement of a suture will not necessarily result in
urinary fistula, since 3-4 cm. of the ureter lies within the
bladder wall. A further advantage of this technique is that,
if complications damage the ureter, it is still possible to
anastomose the transplanted renal pelvis or ureter to one of
the patient's own ureters.

Rebound Thrombosis after
Stopping Anticoagulants

There is a clinical impression that fresh thrombotic attacks
are apt to occur soon after anticoagulant treatment is stopped.
The arguments have centred on whether this rebound throm-
bosis represents a temporary state of excessive coagulability
or, as I. S. Wright has suggested,' a "catching up" of
progressive obliterative arterial disease after anticoagulant
protection is withdrawn.

S. Sevitt and D. Innes,2 reviewing necropsy data, could find
no evidence of rebound thrombosis after anticoagulant
prophylaxis in accident surgery. But their patients received
only short courses of anticoagulant treatment and did not
have established thrombotic lesions. D. E. Sharland' threw
further doubts on the occurrence of rebound thrombosis after
short-term therapy. In his study six deaths occurred among
137 patients whose treatment was stopped abruptly and two
among 83 patients whose treatment was gradually withdrawn
over periods between four and 42 days. The difference was
not significant.
The situation may be different in patients who have

received anticoagulants for longer periods. None of
Sharland's patients had been on long-term treatment. J.
Marshall,4 whose patients had all been on long-term therapy
for four years, found that the recurrence rate in 61 patients
with cerebrovascular strokes rose more than threefold in the
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