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Any Questions?

Correspondents should give their names and addresses (not for
publication) and include all relevant details in their questions,
which should be typed. We publish here a selection of those
questions and answers which seem to be of general interest.

Termination of Pregnancy on Genetic Grounds
Q.-In what heredo-familial disorders should advice be

given against future pregnancy, or for the termination of an
existing pregnancy?
A.-Surely the duty of a medical man is not simply to

advise against future pregnancy on genetic grounds, or alter-
natively to advise abortion, but rather to explain to the patient
what the chances are; and apart from this to offer no more

than such guidance as may be directly requested. The responsi-
bility for a decision must lie chiefly with the patient. Further-
more, it will depend on more than the genetic odds. For
example, a young couple who have lost their two babies soon

after birth owing to some recessive defect, when informed
that the chance of losing the next one in the same, way is
one in four, may courageously decide to run that risk. Another
couple, however, with the same history may say that they
dare, not face the prospect, that they will giveup all thought
of having another child of their own and will adopt one

instea,d. Or, in another instance, the doctor may agree that
the mental strain of another pregnancy with its one-in-four
risk constitutes a serious threat to the mother's mental health.

There exist many hundreds of human hereditary abnormali-
ties, nearly all, of course, being individually rare though not
numerically unimportant in the aggregate. Transmission is
not always simple and not always the same. The individual
family history must be investigated, and then interpreted in
the light of the literature. The chances, when they are known
or can be deduced, should then be explained to the couple,
'whose decision cannot but be affected by their attitude to

parenthood and children, their religious beliefs, and their age,

and by the numbers and kind of children they already have.

Sebaceous Cysts
Q.-A young man has had four sebaceous cysts removed

from his face during the past three years, and more are

beginning to form. Is any preventive treatment possible?
A.- Sebaceous cysts may arise as retention cysts from block-

ing of the pilo-sebaceous orifice as in acne. Apart from this
group the majority of these cysts 'are naevoid in origin and the
condition is often familial. There is no preventive treatment.

Treatment of Post-herpetic Pain
Q.-What is the best treatment for severe and long-standing

post-herpetic pain?
A.-Treatment of post-herpetic neuralgia is often unsuccess-

ful. The possibility of a psychoneurotic background must

not be overlooked. Measures which sometimes give relief are

iodides, vitamin B in large dosage, cannabis indica, and x-ray

therapy to the appropriate ganglion area (400 r units at 90 kV
through 2 mm. aluminium). Short-wave diathermy and ultra-
violet light locally have sometimes helped.

Non-union after Arthrodesis
Q.-What are the causes of repeated failure of full bony

union in an arthrodesis of the knee carried out between the
ages of 38 and 45?
A.-It is impossible to answer this question as comprehen-

sively as one would like without at least a series of radiographs
and without knowing the type of fusion performed. It should
nowadays be possible to secure fusion without fail in the very

large majority of patients between the ages of 38 and 45.
Below is a list of the possible causes of failure of bony union
in such a case.

General Causes.-Any general disease which has lowered
the patient's vitality to a stage where osteogenesis is not active-for example, various vitamin deficiencies; or any disease
which has 'resulted in sclerotic changes in bone, such as
syphilis.

Local Causes.-(1) The condition for which fusion of"the
knee is desirable-for example, union is slower or less likely
to be complete in an arthrodesis for a tuberculoIs lesion than
in one for injury or rheumatoid arthritis. (2) Imperfect opera-
tive technique: (a) Failure to expose raw cancellous bone' in
the opposing surfaces of the tibia and the femur. (b) Failure
to obtain close end-to-end contact. It is wise to pack the
"nooks and crannies " with bone chips taken from the ilium.
(c) Failure to secure complete fixation. Probably the best
method of doing this is to use crossed tibial grafts-the method
described by Brittain. This procedure alone increased the
rate of success in fusions for tuberculosis from about 66% to
over 90%. There are, of course, other methods of fixation,
such as an obliquely placed Smith-Petersen nail. External
splinting by a plaster-of-Paris spica is also necessary.

Finally, anomalies of blood supply, whereby the end of one
bone may be ineffectively supplied (an almost theoretical con-
sideration), 'should be included in a list of causative factors.

Dyspareunia after Hysterectomy
Q.-What treatment might be applied in a case of dys-

pareunia after panhysterectomy? As the normal cervical
secretions are removed is there any effective lubricating oint-
ment, or any hormone treatment which might prevent the
menopausal atrophy of the vaginaa?
A.-The cervix does not normally play the dominant part in

lubricating the vagina during coitus. The secretion comes
mainly from Bartholin's glands and is poured out as a result
of sexual stimulation. Even so, if both ovaries were removed
at the time of the hysterectomy the activity of Bartholin's gland
is likely to have decreased if not ceased. Menopausal atrophy
of the vagina can be overcome by oestrogens. A large dose
may be required, and in the first place hexoestrol, 1 mg. thrice
daily by mouth for three weeks, should be tried. After an
interval of two weeks this course could be repeated. It should
not, however, be continued for longer than that, and should in
any case be stopped as soon as coitus is possible again. When
it is discontinued the vaginal epithelium will atrophy again, but
the vaginal canal should not undergo contracture if it is kept
dilated by regular coitus. If for any reason coitus is discon-
tinued for an appreciable time contracture will recur. If
necessary an artificial lubricant can be employed, and the pre-
parations used for the passage of catheters are suitable for this
purpose.

Loa loa Infection
Q.-What is known regarding the persistence of Loaloa in

the human body? Is there any satisfactory treatmen t for'
Calabar swellings?
A.-Symptoms ofloasis may first become apparent some

years after the patient has left an endemic area, and may
continue for ten to fifteen or more years. Treatment consists
in removing such adult worms as may present themselves in
convenient situations for extraction, but the infection is usually
multiple and symptoms may continue. Local manifestation
may require symptomatic treatment, while allergic reactions
may be diminished by such drugs as phenobarbitone, "bena-
dryl," or ephedrine. Desensitization by increasing doses of
filarial antigen has also given promise experimentally. There
is some evidence that certain antimony compounds may be
useful in filariasis, but, as their effect is probably on the adult
worms, microfilariae may persist in the peripheral blood for
many months after treatment. Phenomena due to sensitiza-
tion to filarial products may also persist for some time after
treatment.

Sodium Bismuthyl Tartrate in Rheumatoid Arthritis
Q.-Is sodium bismuthyl tartrate of value in the treatment

of infective and rheumatoid arthritis? What is the dosage, at
what intervals, and for how long a period is it given, and what
are the toxic effects?
A.-Sodium bismuthyl tartrate has not been in use long

enough to enable a definite opinion to be formed as to its
value in 'the treatment of arthritis of the rheumatoid type. It
wouldappearto be less effective than gold, but useful where
gold is not tolerated or where it has ceased to produce any
improvement. The writer hasused it in a good many cases
with variable results, but with undoubted improvement in a
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few; no toxic effects have been observed beyond some sense
of- malaise and fatigue for a day or two after administrationi.
It is given by deep intramuscular injection, and this sometimes
gives rise to pain at the site of injection. It is injected at fort-
nightly intervals in a solution of 1 gr. (65 mg.). in 1 ml., the
dose to begin with being 0.5 ml.; this may be increased up to
I ml. and the interval then may be a month; after six or eight
doses an ititerval of a few months is desirable.

Pressure Cooking
Q.-When food is cooked at 20 lb. (9 kg.) positive pressure,

and at a temperature up to 2500 F. (121' C.), is there any loss
of food value compared with ordinary cooking, and does it
incur a greater risk of food-poisoning, especially from meat?

A.-Little work seems to have been done with domestic
pressure cookers, but, generally speaking, the effects may be
expected to be similar to those of commercial canning. As
compared with ordinary cooking, some further destruction of
vitamin B, (thiamine) may occur, owing to the higher tempera-
ture reached. Loss of vitamin C may or may not be greater
than with ordinary cooking, since, although the conditions are
more drastic, the time of exposure is less. Meat and vegetable
juice may be more abundant and should not be thrown away.
We have found no reference suggesting any danger of food-

poisoning resulting from the use of a pressure cooker. This
idea may have arisen from the fact that meat cooked in this
way may develop a bitter flavour. This has been ascribed to
the partial breakdown of some of the proteins into simple
peptides and amino-acids. On the other hand, the use of a
pressure cooker in the home canning of vegetables obviates
the risk of bacterial poisoning.

Pruritus Senilis
Q.-What is the best treatment for pruritus senilis and is a

cure likely ?
A.-There are many possible activating factors in senile

pruritus, particularly emotional and tiervous stresses and
strains, metabolic disturbances, and deficiency states. Glycos-
uria. hypertension, arteriosclerosis and neoplasms must be
carefully considered. In essential senile pruritus the senility
of the skin itself may play some part, but the condition seems
more often dependent upon arteriosclerotic changes affecting
the central nervous system, and treatment is difficult. Local
applications are not of much avail, though minimal doses of
ultra-violet light or x rays are sometimes of value. Stilboestrol
0.5 to 1 mg. combined with phenobarbitone gr. 1/2 (32 mg.)
occasionally helps.

INCOME TAX
All inquiries will receive an authoritative reply but only a selection

can be published.
Postgraduate Education for Ex-Service Medical Officers

A note on this subject appeared in the Journal of Jan. 18 (p. 124).
We have now been informed by the Ministry of Health that the
Minister has been in communication with the Board of Inland
Revenue regarding the liability for income tax of doctors holding
posts or taking courses under the Pos:graduate Scheme. He is advised
that, as the practitioners holding Class I and Class III posts are
employees of the hospitals to which they are appointed, the
salaries of these posts and the allowances of £100 paid in lieu ot
board and lodging are assessable to income tax under Schedule E,
and tax should be deducted by the employing hospital under the
P.A.Y.E. provisions on making payments on account of these
salaries and allowances.
The practitioners attending refresher courses provided under

Class II will, in general, be liable to income tax under Schedule D
upon the profits of their individual practices. Payments made to a
practitioner in respect of subsistence, travelling expenses, and the
c6st of providing a locum, are not in themselves income liable to
tax. If, however, a practitioner in arriving at the amount of his
practice profits deducts the corresponding expenses incurred by him,
then the payments received by way of reimbursement must be
credited. For example, a doctor who uses his practice car to attend
lectures and charges the full car expenses in his accounts should
credit the amount received from the Ministry in respect of journeys
to and from lectures. Similarly, if the cost of providing a locum
is debited in the accounts the amount reimbursed by the Ministry
should be credited.

Letters and Notes

Bleeding Tooth-sockets
Dr. J. F. MURPHY (Pickering, Yorks) writes: Troubles from a

bleeding tooth-socket were ended for me by a method shown me
by a neighbour dentist many years ago. It is extremely simple,
painless, and instantly effective. One assumes of course that the
gum is not so badly torn as to require a stitch. Two wool swabs
of suitable size are prepared, one dry and one damp enough to coat
itself thickly with crystals of permanganate of potash when dipped
into the jar. The dry swab is pressed into the socket to check the
bleeding as much as possible, and on withdrawal the swab coated
with the crystals is pressed up into the socket and held there for
about 30 seconds before withdrawal. A firm black adherent
coagulum instantly forms and the bleeding is at an end. (No swab
is left in.) Occasionally a further application of the crystals is
required but not often. The coagulum disappears without trouble
in the course of two or three days. For many years I have not
known this method fail.

Multihallucism
Dr. RONAN O'RAHILLY (Newcastle-upon-Tyne) writes: With

reference to the photograph of Dr. Ardeshir K. Turner's case
showing a Hindu with two big toes on each foot (March 29, p. 436),
I should like to call attention to the skiagram (reproduced) which I
possess through the kindness of
Dr. T. Lodge, F.F.R. It shows
a very rare condition of three
big toes on one foot, making a
total of seven digits on the right
lower limb. The patient was a
boy who was aged six months
when the film was taken. The
thickened first metatarsal can be
seen to be associated with three
biphalangeal digits. The remaining
toes were normal. Other cases
of pedal heptadactylism have been
described (e.g., by Pires de Lima, J. A., Ann. Anat. Path. med.-chir.,
1933, 10, 1215), and a case of octodactylism has been recorded by
A. E. Sawday (British Medical Journal, 1928, 1, 846). Most instances
of pedal polydactylism, however, are concerned with the lateral
border of the foot, in contrast with the pre-axial distribution in the
case illustrated here, as also in that of Dr. Turner.

Chilblains
Dr. MARGARET VIVIAN (Bournemouth) writes: The woman doctor

(March 1 issue) crippled with chilblains should try calciferol, and
parathyroid and calcium tablets. I have cured my own by taking
both these remedies together, when neither singly was completely
successful.

Treatment of Dipsomania
Dr. H. PULLAR-STRECKER (Truro) writes: The reply (March 15,

p. 365) and the refereces quoted refer to the American method,
which' is rather involved; emetine, not apomorphine, is their
nauseating agent. The apomorphine method was evolved by J. Y.
Dent, and is described in the issues of the British Journal of
fnebriety from 1934 onwards.
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Correction
A correspondent points out that the Cerebral Palsy Unit at

Carshalton referred to in our annotation (April 5, p. 459) was
founded by the cerebral palsy therapist 4 years ago with the
backing of the L.C.C.
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