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labour had been provided by intermittent injections
of bupivacaine through a lumbar epidural catheter.
She was discharged within 48 hours of delivery.

In the days following her return home, the
patient became unwell. She had frequent bouts of
weeping and complained of headaches, fatigue,
and an inability to cope. She was visited by her
general practitioner, who diagnosed postpartum
depression and requested a consultant psychiatrist
to visit her. The latter confirmed the diagnosis
and arranged admission to hospital under his care.
While formally admitting the patient, the

psychiatric house officer noted the history of
epidural analgesia during labour. As headache
now appeared a prominent symptom, he wondered
if this might be a relevant aetiological factor.
Review of the obstetric records showed that the
dura had been punctured by a 16 gauge Tuohy
needle during an attempt to identify the epidural
space. The catheter had been correctly sited on a
second attempt at another interspace. The patient
had not complained of headache after delivery and
no prophylactic measures had been taken to reduce
the risk of the patient developing a postspinal
headache.
An epidural blood patch' was performed by

injecting 10 ml of the patient's blood into her
epidural space at the site of the presumed dural
tear. Within two hours her headache had dis-
appeared and her mood rapidly improved there-
after. She was discharged the following day and
subsequently remained well.

Epidural analgesia is increasingly popular
in labour, and it might well be that this is not a
unique case.
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Cambridge CB2 4AG
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SIR,-I was interested in Mr D H K Soltau
and Dr N H Taylor's letter (27 March, p 980)
on the use of progestcrone in postnatal de-
pression, which I have been using for the last
20 years.1 2 I advise progesterone 100 mg intra-
muscularly daily from delivery for the first
seven days, followed by suppositories or
pessaries 400 mg twice daily until the onset of
first menstruation. The women are advised
that should any symptoms appear in the im-
mediate puerperium the dose may bc increased
to suppositories 400 mg up to six times daily. I
usually write to the general practitioner and
obstetrician with the schedule of medication
and advise the women to obtain their pro-
gesterone ampoules in advance from their
practitioner so that there is no difficulty in
obtaining emergency supplies in hospital. The
rationale of progesterone therapy is to compen-
sate for the abrupt drop in progesterone at
delivery.

In a personal series of 413 women who had a
previous postnatal depression of sufficient
severity to require medical treatment it was
found that 88 women had only the one affected
pregnancy, and another 104 had no further
pregnancy following the one in which they
suffered postnatal depression. Of the 221
women with a subsequent pregnancy, 680('
suffered a further episode of postnatal
depression and of those whose illness required
hospital admission 840O had a recurrence.3

There are women throughout Britain and
and the Commonwealth who have benefited
from progesterone therapy for postnatal
depression, but it is not a representative
sample, so I must leave it to others to arrange
double-blind controlled trials.
The progesterone used is the natural hor-

mone; it has no contraindication in the puer-
perium and is so harmless that it should be

seriously considered in all women with a
history of previous postnatal depression (or
similar history-that is, in their identical twin
or mother).
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Episiotomy

SIR,-In a leading article by Professor J K
Russell on episiotomy (23 January, p 220),
reference was made to "a clean surgical
incision" but none to a gentle, neat, repair.

In simple societies perineal tears are
common, yet heal with ease and accuracy, no
doubt due to the good blood supply and the
natural tendency of the wound edges to fall
together and adhere.

Applying this principle to episiotomy an
almost painless puerperium has been achieved
in this sophisticated private practice. No case
of dyspareunia due to a perineal scar has yet
been reported.
The technique is simple. The opposing

walls of the incised perineum are lightly
brought together with a few cat-gut sutures.
Not a single skin or mucosal suture is used.
Though the apparent separation of the skin
edges at the conclusion of the repair can look
alarming, these come together rapidly.
The patients move freely in and out of bed,

without the use of analgesics, ice packs, or
proteolytic enzymes, and they go home as soon
as the baby has settled, often within two days.

Thus, by allowing free drainage, the horror
of clumsy repairs, the strangulation of delicate
tissues, the necrosis, the haematoma formation,
the infection, the scarring, the severe pain, and
the ultimate perineal misery are all avoidable.

G P PRETORIUS
Bulawayo,
Zimbabwe

Comparison of surgical and medical
management of bleeding peptic ulcers

SIR,-Mr K D Vellacott and others (20
February, p 548) suggest that the value of
conservative or operative treatment for bleed-
ing peptic ulcers needs to be assessed by a
controlled trial. May I suggest that in gastro-
enterology perhaps more than in any other
branch of medicine the relative roles of medical
and surgical treatment require to be seen as
complementing each other rather than as
contrasting modalities of treatment. An apt
analogy is provided by the experience of
Truelove et al in the management of severe
relapses of ulcerative colitis.' By improving the
standard of medical care in this condition and
by defining criteria for surgical intervention
these workers reduced mortality not only in
medically treated patients but also in those for
whom surgical intervention was deemed
necessary.

Similar principles apply to bleeding peptic
ulcers, as shown by Hunt et al, who reported
five deaths in 187 instances of medical treat-
ment and only one death out of 63 operations
for upper gastrointestinal bleeding during the
period 1976-8.2 Therefore, instead of con-
trasting medical with surgical treatment we

should assess how best these two modalities
should complement each other.
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SIR,-We were interested to see the comments
of our colleagues in Aberdeen, Birmingham,
and Sheffield on our experience in managing
peptic ulcer bleeding (27 March, p 974). Two
major difficulties beset workers in this field.
Firstly, overall mortality rates, the prime
criterion by which the value of any policy
must be judged, are so low at 10-120', that to
detect any improvement requires very large
numbers of patients. Mr D L Morris and his
colleagues chide us because we did not
conduct a controlled trial, but to detect a fall
from 10°,, to 5%O in overall mortality rates,
and to expect to do so on only 500% of the
occasions on which one tested, would require
two groups each of nearly 300 patients. Yet
this in no way invalidates our finding that a
reduction in operation rate from one in three
to one in five patients with bleeding from
chronic gastric or duodenal ulcer did not
influence overall mortality.

Secondly, we lack criteria by which to
select the right treatment. Dr C D Needham
and Mr P F Jones, and Mr Morris and his
colleagues advance the merits of careful and
timely selection by a combined medico-
surgical team. But how is this to be done ? If
we identify an abnormality in an ulcer such as
a visible vessel should we operate on an
80-year-old because rebleeding might well
occur and such people are ill equipped to
withstand it, or should we wait because we
know that operating on elderly people with
bleeding is attended by a high mortality rate ?
The 25 deaths from haemorrhage in our
medically treated group must be balanced
against deaths from postoperative complica-
tions, including 35 deaths from cardio-
respiratory disease in those undergoing
surgery.
A combined medicosurgical approach is

used here, and we think that the fall in our
operation rate for bleeding peptic ulcer in
Nottingham may be due to the general
feedback of information about the results of
treatment, which has made surgeons and
physicians more aware of the possible con-
sequences of management policies. All your
correspondents advocate joint management by
physicians and surgeons, while Dr Needham
and Mr Jones commend to us the results
obtained in Melbourne by experienced
physicians and surgeons working in a single
unit.' We have had single periods where
death ratcs in chronic peptic ulcer have been
as low as the two of 131 patients in the final
pcriod of the Melbourne study. Secondly, the
Melbourne paper does not tell us the average
age of the patients treated. We suspect that
they were younger than those we managed,
and age seems to be the prime factor in-
fluencing outcome. Advocacy of a centralised
unit by Mr Morris and his colleagues is
beguiling, but just what will these do?
Coronary care units have unique and specific
treatment methods available, and deciding
their value has been hard enough; the gastro-
enterologist lacks these tools and can only
advance the merits of experience; is this
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