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massage failed to produce a palpable femoral
pulse, and we assumed that the reason for
this was that the grossly over-distended lungs
cushioned the pressure applied to the anterior
chest wall, and prevented it from being trans-
mitted to the heart. In the next two cases
external cardiac massage was similarly in-
effective, but open massage immediately pro-
duced a palpable femoral pulse and was
rapidly followed by a restoration of spon-
taneous cardiac pulsation in sinus rhythm.
Unfortunately, in one case open cardiac
massage was not started in time to prevent
irreparable cerebral damage.
Open cardiac massage may seem a formid-

able undertaking, particularly to a physician,
but it is in fact a simple procedure, and in
almost every hospital the services of a sur-
geon can readily be obtained to close the
wound.

In the light of our recent experience,
which is happily not extensive, we now take
the view that when a patient with status
asthmaticus develops cardiac arrest in hos-
pital and this is shown to be due to ventri-
cular asystole the proper course is to under-
take open cardiac massage without delay.-
We are, etc.,

I. W. B. GRANT.
W. P. U. KENNEDY.
D. N. MALONE.

Respiratory Diseases Unit,
Northern General Hospital,
Edinburgh S.

Neoplasia after Ureterosigmoidostomy
SIR,-The report of two further examples

of neoplasia of the colon after uretero-
sigmoidostomy (30 December 1967, p. 783)
prompts me to record two cases which have
been seen in this hospital.
A 53-year-cld man underwent total cystectomy

and bilateral ureterosigmoidostomies (by Grey
Turner's method) for a stage II moderately
well differentiated transitional-cell carcinoma of
the bladder in May 1965. Twelve months later
he developed rectal bleeding, and, since he also
had bleeding per urethram, tumour recurrences
were suspected. No masses were palpable,
however, and sigmoidoscopy revealed granular
erythematous rectal mucosa around the right
ureteric orifice, which appeared to be prolapsed.
Biopsies of this mucosa were reported as show-
ing inflammatory granulation tissue lined with
rectal mucosa. He continued to bleed per
rectum intermittently but had no further urethral
bleeding. In December 1966 he developed a
pain in the right loin. Intravenous pyelograms
in July and December 1966 showed increasing
dilatation of the right ureter and renal pelvis,
and there was an opacity overlying the right side
cf the sacrum consistent with a ureteric calculus.
It was decided to explore the right uretero-
sigmoid anastomosis. At operation an irregular
polypus was found surrounding the ureteric
stoma. This was excised and the ureteric
muccsa was resutured to the colonic mucosa.
A ureteric catheter passed easily up the right
ureter and no calculus was found. The histology
report on the specimen was: "The section
shows a benign polyp of the rectum with hyper-
plastic glands in an oedematous and vascular
stroma. There is a marked inflammatory
reaction in some areas but no evidence of
malignancy."
The second case was a 10-year-old boy who

had had bilateral ureterosigmoidostomies per-
formed (by Grey Turner's method) in August
1960 as the first stage of treatment for an
ectopia vesicae. From that time he remained
well and showed normal physical development.
He had left and right inguinal herniotomies
performed in 1961 and 1962 respectively, and

the second stage of treatment for his ectopia
vesicae was carried out later in 1962. In
December 1967 he began vomiting in the morn-
ings, and his mother noticed that his bowel
motions appeared to contain blood. He had
been taking a potassium and alkali mixture
regularly since his first operation. On rectal
examination there was a polypoid lesion palpable
on the right side. His blood urea was 72
mg./100 ml., and his serum electrolytes showed
a mild metabolic acidosis. An intravenous
pyelogram showed dilatation of the right ureter
and renal pelvis, but no excretion was obtained
from the left side. Sigmoidoscopy under general
anaesthetic revealed a red polypoid lesion on
the right side of the rectum at 10 cm. The
ureteric orifice could not be identified, and an
injection of indigo-carmine also failed to demon-
strate its position. The polypus was removed
with a diathermy snare. The histology report
en the specimen was: "The section shows
granulation tissue covered by transitional
epithelium (which is very oedematous in some
areas) and rectal mucosa, with distended cysts
and much chronic inflammatory reaction." He
is still being investigated.

In both these patients the lesions showed
a marked inflammatory reaction-possibly
due to an irritant in the urine. The first
lesion was a benign neoplasm, but the second
was probably a prolapsed ureteric orifice.
As with most of the previously reported
cases, both these patients presented with
rectal bleeding and evidence of ureteric
obstruction, again emphasizing the impor-
tance of life-long follow-up of all patients
with uretero-sigmoidostomies.

Both patients were in the care of Mr. H. K.
Vernon, and the pathology reports were by
Dr. G. T. Allen.
-I am, etc.,

ALASTAIR R. BROWN.
St. James's Hospital,
London S.W.12.

Normal Serum Folate
SIR,-The paper by Dr. A. V. Hoffbrand

and others (13 April, p. 71) raises the prob-
lem of defining the normal range for any
laboratory estimation. In their series of
controls 38% fall below their quoted lower
limit of normal. It seems that either their
control subjects were exceptional or that the
lower limit of normal is in fact set at too high
a figure. This latter possibility is borne out
by a study of a number of recent papers in
the British Medical 7ournal, all of which
quote a normal range, or imply it, setting as
the lower limit a figure below that of the
M.R.C. Group. Modifications of technique
and selective groups of patients and controls
might account for some of the variation, but
there seems to us a case for an alteration to
the normal range.-We are, etc.,

W. 0. MAVOR.
Hertford County Hospital, M. P. SPENCE.

Herts.

Planned Family Planning
SIR,-I read with interest your leading

article on planned family planning (4 May,
p. 258), as it emphasizes the conviction I have
long held that no postnatal examination is
complete without a discussion of contracep-
tion. I would like to suggest that this is
relevant not only in the underdeveloped
countries and among the poor and unedu-
cated but applies equally to every post-
partum patient in every country. Few women

wish to bear their children at intervals of less
than 18 months or so. The resumption
of anxiety-free sexual intercourse is a factor
of importance in the maintenance of family
health and contentment.

In her early years of child-bearing a woman
retains the feeling that the number and
spacing of her children is a matter of her own
choice and decision. It is at this time that
she needs, and is likely to profit from, con-
traceptive advice. As unplanned pregnancy
follows unplanned pregnancy, apparently at
the will of God, fate, or husband, she is
robbed of the basic right of self-determination
and drawn into the state of hopeless helpless-
ness which one sees so often in the mothers
of overlarge families. The intrauterine
devices enable us to help those who have the
intention but not the will-power.
The time for a discussion about birth

control is not after the sixth or the eleventh
confinement but after the first.-I am, etc.,

Nottingham. ALEXANDRA TOBERT.

Royal Malady

SIR,-Amid the great interest stirred up
by the two articles of Dr. Ida Macalpine and
her colleagues (6 January, p. 7, and 13 Janu-
ary, p. 109) on the royal malady may I be
allowed to add another letter to the numerous
ones already published ?

I was, as were other competent French
colleagues, highly impressed by the gigantic
work which has led the authors to the conclu-
sion of the possibility of variegate porphyria
in the Royal Houses of Stuart, Hanover, and
Prussia. This conclusion, if it is confirmed,
is indeed of particular importance from both
the medical and historical points of view. I
think the authors deserve congratulation and
encouragement to undertake further study of
this enthralling subject. To my great sur-
prise most of the criticisms published in the
B.M.7. seem to have been written with the
opposite intention, one might even say
pointedly so.
You have already published the reply of

the authors of the original papers on the
royal malady (16 March, p. 705). Therefore
it is unnecessary for me to enter into details
of the discussion. I should like to add only
that the arguments of the contradictors, if
they were criticized with the same " good
will " as they themselves display, could also
be refuted point by point. Medical science
knows no absolute rules and does not permit
peremptory statements. My great personal
experience in the field of porphyria makes
this remark particularly pertinent. Some of
the assertions expressed by the critics of Dr.
Macalpine and her colleagues seem too dicta-
torial, such as ". . . a total faecal porphyrin
concentration of less than 200 /Lg./g. dry
weight . . . would virtually exclude the diag-
nosis" (30 March, p. 841). Or "urine in
an attack of either form of porphyria is
usually of normal colour when freshly
passed" (13 April, p. 118). On the other
hand, the diagnostic value of the relatively
low faecal level of X porphyrin (15.6 pg./g.
dry weight) in Case B is significant as a
detailed work of Professor Rimington and
colleagues will clearly show (in press).

It seems indispensable to provide further
evidence to substantiate the diagnosis of the
royal malady. Dr. Macalpine and her col-
leagues are seeking this, despite great diffi-
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