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Heavy Uterine Bleeding

SIR,-In reply to a question (20 May,
p. 494) your expert says that for practical
purposes the only haemorrhagic disease
associated with heavy uterine bleeding as a
direct effect of the disease is idiopathic
thrombocytopenic purpura. It is certainly
the most important disease in this respect,
but I think there are others which, although
they are rare, should be remembered.

Buxton,. in reviewing 108 cases of pur-
pura haemorrhagica, aplastic anaemia, and
leukaemia, showed that in no fewer than 10
of these patients the initial and chief com-
plaint was menorrhagia, and they were first
seen at a gynaecological clinic. Hyster-
ectomy was performed on one of them. The
uterus revealed no pathology, and the patient
died from aplastic anaemia. A second case
of aplastic anaemia and a third of acute
lymphatic leukaemia were likewise fatal. The
other seven cases were of purpura haemor-
rhagica. Wheaton' reported three cases of
leukaemia which presented as gynaecological
emergencies. I have seen three fatal cases
in which heavy uterine bleeding was the first
sign of a blood disease. All three were admit-
ted as gynaecological emergencies. One was
a case of subacute lymphatic leukaemia and
the other two were examples of agranulo-
cytosis due to toxic drugs.

In my opinion abnormal uterine bleeding
may be an important symptom of the follow-
ing diseases of the blood: aplastic anaemia
agranulocytosis; the leukaemias; the
purpuras; splenic anaemia; and secondary
thrombocytopenia due to x rays or toxic
drugs.-I am, etc.,
Bloxham J. M. GATE.

Oxfordshire.
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Prevention of Rh Haemolytic Disease

SIR,-Recent reports` have demonstrated
clearly the value of anti-D gammaglobulin
in preventing the stimulation of Rhesus (D)
antibodies by transplacental leakage of foetal
red cells. Because of the shortage of anti-D
gammaglobulin much attention has been
devoted to the dose necessary to provide pro-
tection in routine use. As none of the series
yet published has been able to include a case
of massive transplacental haemorrhage so
treated, the following case may be of interest.
A 21-year-old primigravida, blood group A

Rh (D) negative with no antibodies detectable
in the 34th week of pregnancy, was admitted
in labour at 41 weeks to Portwey Hospital under
the care of Mr. S. H. Riterband in September
1966. After a labour lasting 54* hours, assisted
breech delivery of a living male child weighing
8 lb. 5 oz. (3.78 kg.) took place. The condition
of the infant initially appeared satisfactory
but later deteriorated, and after 24 hours
he was noted to be extremely pale. Haemo-
globin was 8 g./100 ml., blood group A Rh (D)
positive, direct Coombs test negative, serum not
icteric. Examination of 'maternal blood at this
stage revealed by the acid elution test' that a
massive transplacental haemorrhage had
occurred. Approximately 3,400 foetal cells were

present in 50' low-power fields; equivalent to
about 170 ml. of Loetal blood. Precisely when
the haemorrhage took place is not clear, but
examination of the foetal heart record indicates

that it was not more than twelve hours before
delivery.

Anti-D gammaglobulin (5 ml.) was very
kindly supplied by the Department of Medicine,
University of Liverpool. The strength of this
preparation was probably of the order of
700 pg./ml." Owing to delay in diagnosis and
transport difficulties the time interval between
delivery and intramuscular administration of the
gammaglobulin was just over 72 hours. The
injection evoked no reaction in the patient.

Thirty-six hours after the injection the volume
of foetal blood in the maternal circulation was
reduced to about 80 ml., and these remaining
cells gave a positive direct Coombs test. Free
antibody was demonstrable in the serum at a
titre of 1 in 4 by indirect Coombs test against
RR, cells. On the tenth day after gamma-
globulin less than 0.25 mL of foetal blood was
present and free antibody was still detectable to
a titre of 1 in 4.
At three months and seven months after

delivery maternal blood was examined for the
presence of immune anti-D. None was detect-
able by saline, albumin, enzyme, or indirect
Coombs techniques.

Whether the blocking of antigen sites on
the foetal cells or the presence of free anti-
body is the determining factor, this case
demonstrates that 5 ml. of anti-D gamma-
globulin is sufficient on both counts against
a foeto-maternal transfusion equivalent to
more than half the blood volume of the baby.
Absence of immune antibody, though not
constituting absolute proof, suggests that
immunization may have been prevented and
that the proposed dose of 1 ml. for use in
the cases more commonly found may well be
sufficient.

I am indebted to numerous people, in particu-
lar to Professor C. A. Clarke, for assistance and
to Mr. S. H. Riterband for permission to publish
this case.
-I am, etc.,
County Laboratory, B. E. GILLJVER.

Dorchester,
Dorset.
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Unusual Bone Abnormality in
Congenital Rubella

SIR,-The radiographic changes in the
skeleton which are considered to be patho-
gnomonic of congenital rubella have been
described in detail by Rudolph et al. and
Singleton et al.'` Briefly, these consist of
poor mineralization with irregularity of the
growth plate and altered trabecular pattern
in the metaphyses of long bones. The distal
ends of the femora are particularly affected.
These usually heal spontaneously. Retarda-
tion of knee ossification centres also occurs.
These bony abnormalities are more likely to
occur in infants with multiple rubella defects.
The lack of periosteal reaction has been
stressed. Recently, Peters and Davis' have
reported details of an infant with the con-
genital rubella syndrome in whom there was
considerable periosteal new bone formation
in several long bones, together with the usual
features of rubella osteopathy. The infant
had thrombocytopenic purpura and they
postulated that the changes were the late
results of subperiosteal haemorrhages.

An unusual bone lesion has recently been
observed in a male infant with congenital rubella.
The mother had rubella four weeks after her
last menstrual period. The infant had bilateral
cataracts and suffered from unexplained heart
failure in early life. Rubella virus was recovered
from the nasopharynx and the urine on admis-
sion at 3 weeks of age, and on several
occasions up to 8 months. Platelet counts
were normal. Psychomotor development at 12
months of age was delayed.

At 3 weeks of age a skeletal study showed
mild but typical metaphysial lesions in the tibia
and femora, and delayed development of the
distal femoral and proximal tibial epiphyses.
There was poor mineralization of the skull with
ill-defined suture margins, but some irregular
thickening was present in the frontal region. In
the right clavicle an area of rarefaction was
present towards the lateral end of the bone and
lying centrally within it. In the next three
months this lesion expanded and sclerosis and
thickening due to periosseal new bone formation
developed medially. At 7 months the medial
and middle thirds of the bone were thickened
but the lesion had not expanded further. At
1 year the right clavicle was of normal shape
and structure.

This unusual clavicular lesion could repre-
sent a true osteitis due to rubella. Maternal
rubella is known to have occurred in this case
28 days after the last menstrual period; thus
foetal infection occurred at a very early stage
in development. It is noteworthy that the
clavic'.e is the first bone in the foetus to
ossify. Ossification proceeds initially from
two centres developing at about 5-6 weeks
of intrauterine life. The time of the intra-
uterine infection may erplain the localization
and nature of the lesion in this case.-We
are, etc.,

W. C. MARSHALL.
KATHLEEN HAYES.

Department of Virology,
A. R. CHRISPIN.

Department of Radiology,
The Hospital for Sick Children,
London W.C. 1.
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West Indian "Stomach"
SIR,-I was most interested to read Dr.

K. A. Taylor's letter headed "West Indian
Stomach " (3 June, p. 641). However, I was
surprised that he did not find more con-
ditions related to the chest.

I have recently returned from a spell of
general practice in the West Indies, and when
a patient complained of his " stomach " this
usually referred to the chest or anything
between the neck and epigastrium. The
abdomen was usually referred to as the belly,
and a fairly common presenting symptom
would be " a cuttin' in the belly," " a cuttin' "
meaning pain. The commonest complaint
was of the " bad feels " and it was often very
difficult to get any further than this. The
word discharge did not seem to be used in
any form and to ask if there was a vaginal
discharge was of no avail, this being always
referred to as " inflammation." One thing
I did find most curious was that although
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the word " period " was not used, menses was
dearly understood (and was an everyday
word), although women were usually rather
coy of mentioning having missed them and
that they might be pregnant. It was often
rewarding because of this to question any
woman in her reproductive years about her
menses if she came along with some other
rather trivial complaint.

Hypertension was common to an extent
that I often found myself considering whether
the English idea of normality ought to apply.
Strokes were common, a stroke being referred
to as a " passover," but interestingly enough
hypertensive left ventricular failure was in-
frequent, possibly because their coronary
arteries are better able to deal with the
muscular hypertrophy. It might be of interest
to note here, for those interested in the aetio-
logy of coronary artery disease, that although
the sugar content of the diet was high (a
sugar-producing country) there seemed to be
very few cases of coronary artery disease in
the practice. A common complaint was of
" a beatin' in the head " and this was invari-
ably associated with concern regarding their
blood pressure, and it was always expected
of the doctor to check their blood pressure if
they came with this complaint. Often it was
normal and they could go away happily re-
assured.
With further reference to the anatomy I

found it helped a great deal when I learnt
from my seniors that a complaint regarding
the- foot could apply to any part between the
toes and the buttock, and a complaint regard-
ing the hand to any part between the fingers
and the shoulder; up till then I had found
it a little confusing when the patient placed
his hand on his hip and referred to a pain
in the foot.

I must make it clear that the coloured
section of the practice was principally drawn
from agricultural workers on the sugar plan-
tations together with a smattering from other
occupations (hotels, etc.) and the observations
I have made deal solely with my experience
in this practice. The work was practical,
interesting, and variable and if private general
practice could be associated with a free
national pharmaceutical service as well as a
free hospital service it would seem to me the
ideal way to practise medicine. Poverty was
no barrier to proper medical care, abuse par-
ticularly with regard to visits was minimal,
and the frivolous use of one's time was at a
premium which the patient both expected and
accepted.-I am, etc.,

Stowmarket, NORMAN V. EDWARDS.
Suffolk.

" IZeised " English
SIR,-We feel that the editors of journals

have a duty to protect the English language.
You have just published an article entitled
"Lymphocyte Transformation in Thymec-
tomized and Nonthymectomized Patients with
Myasthenia Gravis " (10 June, p. 679).
Would not "The Influence of Thymectomy
on Lymphocyte Transformation in Myas-
thenia Gravis " have been a better title ?-
We are, etc.,

J. R. BELCHER,
L. H. CAPEL,

Editors,
British 7ournal of Diseases of the Chest.

London E.2.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.3.5556.41 on 1 July 1967. D
ow

nloaded from
 

http://www.bmj.com/

