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tion have been reported in patients treated by the heparin/
warfarin regimen.5 6

If treatment with oral anticoagulants is to be avoided
completely and if anticoagulant prophylaxis during the
remainder of pregnancy and in the puerperium is necessary
the only alternative is heparin. No teratogenic effects have been
ascribed to heparin, and indeed these would not be expected
from a drug which does not enter the fetal circulation. Un-
fortunately the need for parenteral administration is a con-
siderable disadvantage, particularly if venous thrombo-
embolism occurs early in pregnancy and the duration of treat-
ment has to be prolonged, though women may be managed as
outpatients if they are taught the technique of subcutaneous
self-administration. The optimum dose of heparin for pro-
phylaxis during pregnancy is not known, but 5000 units every
eight hours produces peak heparin levels varying between
0-02 and 0-8 units ml in obstetric patients. Bleeding complica-
tions have been seen in patients with heparin levels above
0-6 units ml, and Bonnar and Denson recommend regular
monitoring of heparin concentrations. These workers have
described a method for this which is not influenced by the
raised levels of clotting factors which normally occur in preg-
nancy.12 13
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Prognosis and treatment in
Perthes's disease
Sound advice on the treatment of Perthes's disease is still
difficult to give. In childhood the symptoms are mild and
transient and subside quickly with bed rest. Treatment is
inspired mainly by the fear that deformation of the femoral
head will lead to osteoarthritis in adult life. The little inform-
ation we have on the extent of this risk has not been alarming:
follow-up 30 years after diagnosis showed few patients with
any symptoms, though less than half had hips that were
radiologically normal.1 2 If or when osteoarthritis supervenes
surgery already has much to offer, and by the time our present
patients with Perthes's disease need help treatment may be
better still. The management of the disease in childhood has
to be viewed against this background.

Treatment aimed at preserving the shape of the femoral
head is apt to be strenuous and may mean two or more years
of invalidism. Furthermore, it has been by no means always
successful, while without any treatment some children have
recovered a good round femoral head. The outlook for those

who present late with a deformed cartilaginous head is poor
and unlikely to be altered by the management given. For
the rest Catterall's studies:3 (developing an observation of
O'Garra4) showed that the prognosis was much influenced by
the extent of the original infarction or infarctions. When
only the front part ofthe epiphysis was affected little deformation
resulted even without treatment. When all or nearly all the
epiphysis was affected nearly half had poor results. Unfortun-
ately for science the number of Catterall's patients in the
severe grades was too small to test the value of treatment
convincingly. A larger series has now been reported,) and the
usefulness of Catterall's criteria has been confirmed. The
results of treatment by containment-by placing the affected
epiphysis entirely in the mould of the acetabular cup by
abduction and internal rotation of the hip-were compared
with the results of non-containment treatment such as
traction in bed or the use of a weight-relieving calliper or
sling. Of 60 patients in the severer grades and not treated by
containment 33 ended with a femoral head that was not round,
while of 36 similar patients treated by containment only 10
had a poor result. Of the less severely affected hips 19 treated
by containment did little better than 57 treated by other
methods.

It seems, therefore, that when only the front part of the
epiphysis is affected the type of treatment is probably unimpor-
tant, and perhaps none at all is really needed. There will
sometimes be difficulty, particularly in an early case, in judging
the extent of epiphysial damage. Until this is clear the
epiphysis has to be protected, for with more extensive disease
the evidence shows that treatment helps. In theory, in experi-
ment,6 and in practice containment methods offer the greatest
advantage: in one study7 changing from simple protection
from weight-bearing to the use of abduction plasters reduced
the incidence of poor results from 350°, to 90 ,, though the
comparability of the later patients with the earlier was not
established with the detail that now seems desirable. The
children were not confined to bed by their abduction plasters,
but the treatment was very disabling and lasted an average
of 19 months. Such prolonged invalidism may be avoided if
containment is achieved by subtrochanteric osteotomy
designed to place the femoral head epiphysis entirely in the
acetabulum when standing." This surgically induced coxa vara
shortens the leg a little and itself causes a limp, but this corrects
itself later with growth. Once the osteotomy is united there
is no need to restrict the child's activity. The same effect may
be obtained with slightly more difficulty by pelvic osteotomy, '
tilting the acetabulum to cover the femoral head fully. Applied
to severe cases femoral osteotomy produced five good results
in nine patients"' and pelvic osteotomy 11 satisfactory out of
15,'9 results comparable with those from other containment
techniques.

Until we are able to control the original pathological defect
in Perthes's disease, the cause of the damage to the femoral
head, our methods of preventing deformation will remain
relatively crude. We can now recognise that considerable pro-
portion of the patients who have an inherently good prognosis
and for whom strenuous treatment appears not to be indicated.
For the others our therapeutic zeal should be tempered by
recognition of the deficiencies of our current techniques,
especially now that operations for hip replacement have
reduced the seriousness of hip arthritis in adults.
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"Happy death day"
A recent paper by Alderson' shows that old people are less
likely to die in the months preceding their birthdays than
they are in those which follow. Using mortality data for Eng-
land and Wales in 1972 he found a statistically significant
cyclical change in the death rate in both men and women over
the age of 74. Below that age, however, there was no apparent
relation between death date and birth date.
The lowest mortality rate occurred two months before the

month of birth. During the birth month itself deaths were
slightly more frequent than expected, and the rate reached a
peak a month later. These changes were evident in all the
marital groups in both sexes but were more pronounced in
men than in women and in married, separated, or divorced
than in single or widowed.
Though the findings affected only 1%/' of the deaths, they

confirm the clinical observation that some people seem able
to influence the time when they die. One old lady, for example,
had a bet with her minister that, contrary to her doctor's
prediction, she would survive until Christmas. She won her
bet and on Christmas Day demanded payment of the debt;
she then died peacefully.
Evidence from research certainly supports the view that

psychological factors can play a part in determining the length
of survival. Weisman and Worden2 recently compared
patients with cancer who survived for longer than survival
statistics would suggest with others whose death occurred
sooner than predicted. They found that motivation to survive,
as expressed in "rising resentment" as the illness progressed
and a positive attitude to treatment, was associated with longer
survival. Conversely patients who expressed a wish to die
or a ready acceptance of death died sooner than expected.
Similarly, several studies3 4 suggest that patients with coronary
thrombosis who are prone to depression or become depressed
after an infarction are less likely to survive than those who are
not melancholic.

All in all it seems that attitudes of determination and hope
prolong life, whereas acceptance of death or attitudes of gloom
and despondency shorten it. Hence, perhaps, the increased
death rate which has been found after the death of a spouse. 5
A birthday is a social phenomenon whose importance

changes with age. In childhood it is regarded with enthusiasm
as a sign of increasing maturity and a cause for celebration.
In middle life age is no longer a cause for pride and the birthday
declines in importance. In old age, however, it again becomes
significant: each birthday is an achievement, a source ofesteem,
evidence that the old man or woman has cheated death for
another year. In many cases, therefore, the motivation to
stay alive rises during the months preceding the birthday and
drops away sharply thereafter. Whether this change in attitude
leads to self-neglect or whether other, more subtle psycho-
somatic influences account for the change in the death rate
remains unknown.
Whatever the explanation for these findings, they emphasise

the importance of psychosocial factors in the care of the

dying. If old people are willing and able to stay alive for the
sake of something as trivial as a birthday then it should not
be too difficult to help them to find other reasons. An example
was set by one patient with an advanced cancer who knew that
she had little chance of surviving until her birthday. With the
encouragement of one of the doctors in the hospital she held
a "death day party"; champagne flowed and a good time was
had by all. So successful was this party that the patient decided
to stay around for several more. The advantage of a "death
day," as she explained, was that, since any day can be our
last, any day of life can be a cause for celebration.
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Susceptibility to cholera
No one fully understands why in a population apparently
equally exposed to an infecting organism some become infected
while others do not nor why some of those infected remain
asymptomatic while others have symptoms of varying severity.
Strictly speaking, susceptibility to infection refers to infection
regardless of symptoms, but here we will also consider the
presence or absence of symptoms and their severity.

People living in areas endemic for cholera are less susceptible
than those in non-endemic areas, and in endemic areas
children are more susceptible than older persons-though
infants tend to be relatively immune. This resistance in older
persons is related to the level of vibriocidal antibody in the
serum, and it is tempting to suggest that swallowing organisms
repeatedly maintains a protective level of vibriocidal antibody;
the observation that a single dose of vaccine protects older
persons whereas two are required for children supports this
view. In addition, the higher the titre the more likely is the
infection to be asymptomatic. The closer the contact to a
patient (household, neighbourhood, community) the more
likely is infection. This may be a manifestation of size of
ingested dose, since in volunteers the larger the dose the more
likely is infection and where symptomatic the shorter the
incubation period.

In the 1974 Italian outbreak' only a small proportion of
those who had eaten presumably infected food developed
symptoms; of 70 who did, 24 (34%) had undergone gastric
resection, while in 30 others considered fit for investigation
14 had histamine-fast achlorhydria and others were thought to
respond subnormally. The incubation period was less than 24
hours in the patients who had had a gastrectomy; 37 hours in
those with achlorhydria; and 72 hours in those with normal
secretion. Whereas two-thirds of patients with either a
gastrectomy or achlorhydria had severe illness, this occurred
in less than half of those with normal stomach acid. In volun-
teers given cholera vibrios by mouth, bicarbonate given
simultaneously profoundly affected the results2; 44 out of 52
given bicarbonate became infected and 20% ofthese had severe
diarrhoea, whereas only 5 of 19 given no alkali became infected
and then only mild diarrhoea ensued. Vibrios survive much
longer in the gastric juice of those with achlorhydria than in
normal gastric juice.
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