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has developed suggest poliomyelitis. Rabies postvaccinal
myelitis usually appears within two weeks of the start of
vaccination.9 The acute ascending paralytic form has a 30%
mortality from respiratory paralysis, but patients with the
paraplegic and neuritic types almost always recover rapidly.'0
Abnormal C.S.F. is the rule in poliomyelitis, acute infective
polyneuritis, and postvaccinal and viral encephalomyelitides.

Laboratory confirmation ofrabies has been achieved early in
the clinical course of the disease in man by finding specific
fluorescence in corneal impression smears,"' frozen skin
biopsies,'2 and brain biopsy,'3 and by detecting fluorescent
antibody in serum." But none of these techniques is entirely
satisfactory. The corneal test, though 100% specific, is
falsely negative in 60% of cases.'5 Biopsy is unpleasant for the
patient.'6 And antibody levels cannot be detected before about
the eighth day of the illness'4 and are difficult to interpret in
immunized people. The chances of finding Negri bodies in a
brain biopsy specimen are small, and virus isolation from
saliva, tears, or brain by mouse inoculation usually takes more
than a week.'7
The traditional view that rabies is inevitably fatal in man

has recently been challenged by the prolonged survival of
patients with proved disease"3 18 and the recovery of two with
probable rabies.'9 20 These successes were attributed to
intensive care, which protected the patients from respiratory
and circulatory failure, raised intracranial pressure, and
electrolyte disturbances.4 5 Subsequent experience with
patients in America and with the two recent patients in London
has been disappointing, but intensive care remains the only
known method of prolonging life. The use of human hyper-
immune garnmaglobulin or rabies antiserum seems logical in
view of the evidence of viraemia,21 but the value of these and
other specific antiviral agents and corticosteroids is unproved.
Patients must be heavily sedated to relieve their suffering.
Though there is no adequately documented case of person-
to-person transmission of rabies,5 22 virus is present in secre-
tions, so there is a risk of infection. Patients should therefore
be barrier-nursed, and medical staff who are in close contact
should bc- vaccinated against rabies and protected with
adequate clothing, including face masks and goggles.
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Replantation of Severed
Limbs
The development of microsurgery after the pioneer work
of Jacobson and Suarez' in 1960 has made possible the re-
plantation of severed limbs. The first successful operation was
performed in China in 1963 and in America in 1964. Surgeons
in China in particular have accumulated an extensive experi-
ence in experimental work and surgical operations.2 Over 100
replantations were reported by the end of 1974.

According to the latest report3 surgeons at the Chishueit'an
Hospital, Peking, have operated on 40 patients for replantation
of severed limbs between 1964 and 1972. Their success rate
of 67% (27 cases) is remarkable because included in their
series were 19 examples of ragged wounds, multiple fractures,
and crushing. Among the most favourable cases, where the
amputation was caused by saw or by sharp instrument, there
were only 3 failures in 13 patients. An important factor was
the time interval between injury and operation: the shorter
the period of ischaemia the better the result. The 27 successes
had an average of 9 hours' ischaemia, whereas the 13 failures
averaged 12 hours'. But the time limit is not absolute. There
was one replantation at wrist level which was successful after
33 hours' ischaemia. Another factor of importance was the
level of amputation. When the amputation was through the
wrist the success rate was high, 9 out of 10; through the palm,
8 out of 11; and the upper arm, 4 out of 6. The poorest results
followed amputation in the forearm, and worst of all in the
proximal part of the forearm, when none of the 5 operations
was successful.

Other factors contributing to success were refrigeration
of the severed limb, decompression procedures in deep
fascia and skin, especially when postoperative swelling was
obviously stopping venous flow. At least two veins should
be anastomosed for every artery successfully joined, and vein
transplant was often used. Selective excision of less important
muscles-for example, superficial flexors of the fingers-
allowed more room for the swelling. The many complications
of replantation were mostly preventable or responded to
treatment. Vasospasm and thrombosis occurred in 12 of the
40 cases. The vasospasm that followed refrigeration was
temporary but that due to damage to a vessel required excision
and grafting. Thrombosis was an indication for further opera-
tion without delay, and this could be time-consuming; in all,
reoperation was required in one-quarter of the cases and was
often rewarding. The only death in the series was attributed to
poor general health.
The high success rate reported from Peking must in the

main be attributed to the quality of the operating technique
developed by practice in the replantation of severed rabbits'
ears. The demand for this kind of surgery is due to the belief,
commonly held among Eastern peoples, that reincarnation
cannot be complete if a part of the body is missing. Further
reports from China are to be expected in the near future. In
the meantime surgeons in Great Britain should be encouraged
to train and develop the technique of replantation so that a
surgical team is ready to operate on a patient who comes to the
accident service with his refrigerated severed hand, even if it
means borrowing the ophthalmic surgeon's operating micro-
scope to identify nerve topography as well as to repair the
vascular channels.
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