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and her colleagues that " the most important factor in the
aetiology of this anaemia is a low iron intake." Is there
not an element of wishful thinking in this ? It leads to
the suggestion that the national diet should be fortified
with metallic iron,'0 and we should have to feel a stronger
conviction that anaemia was becoming more prevalent and
that it was due to lack of iron in the diet before such a
suggestion could be supported. The country would prob-
ably kick against a national loaf that turned the stools
black. It would be difficult to give more than 15 to 20 mg.
of Fe ion a day, and there is no evidence that so small a
dose would have a curative effect on the 10% of the female
population whose haemoglobin is below 80%.
Lucy Wills and her colleagues conclude that " the bear-

ing of this anaemia on the health of the nation is of
sufficient importance to call both for official action at the
present time and for further investigation." Who are the
officials who should act ? The most obvious conclusion to
be drawn from this study, and from an equally valuable
investigation of public school diets by Widdowson and
McCance," is that the officials in charge of some of our
hospitals and schools are not doing the best that can
be done for their pupils in present circumstances. As
Widdowson and McCance have pointed out, it is foolish
to ask for extra rations or Government action when people
who should know better are not taking up their full allow-
ance of rationed and unrationed foods and are not even
eating more potatoes. Much sound and practical advice
has been given by the Ministry of Food, the Board of
Education, the Industrial Health Research Board, and the
Select Committee on National Expenditure, to mention
only a few official bodies. It might be wise to follow some
of this advice before asking for further action on a national
scale. If the diet and health of nurses are below those of
the general population, surely the first thing is to set our
own house and garden in order.

PULMONARY CONGESTION AND OEDEMA
The death of Soma Weiss was a great loss to Harvard. For
fifteen years he made extensive studies of various aspects
of the circulation, and a short time ago there was pub-
lished"2 an interesting review by him of some of the prob-
lems of congestion and oedema of the lungs. Broadly, the
clinical causes of congestion and oedema are: (1) heart
failure; (2) pronounced changes in pulmonary " haemo-
dynamics" and/or capillary damage (infarct, pneumonia,
drowning, irritant gases); and (3) diseases associated with
retention of fluids in the tissues (beriberi, glomerulo-
nephritis, and toxaemia of pregnancy). The causes may be
combined. After a certain point has been passed oedema
may progress rapidly; and the longer it lasts the more
difficult it is to re-establish the physiological state. Con-
gestion and oedema may be localized (as in pneumonia).
In heart disease, congestion usually precedes oedema, which
may be either pericapillary (interstitial) or intra-alveolar,
or both. When caused by infectious diseases or chemical
agents, on the other hand, oedema often develops without
preceding congestion, and results from changes in per-
meability of the alveolar wall. Failure of the pulmonary
circulation often occurs in the presence of an adequately
maintained greater circulation. If pulmonary oedema per-
sists, fibrosis and obliteration of capillary beds in the
alveolar wall may supervene. Thus heart disease can cause
first reversible and later irreversible lung disease. There
may be much interstitial oedema without intra-alveolar
oedema, and therefore without rales, as is observed in

10 Lancet, 1942, 2, 441..
i1 Tbid., 1942, 2, 689.
12 Bull. N.Y. Acad. Med., 1942, 18, 93.

patients with left ventricular failure who have dyspnoea
and a low vital capacity. Diffuse intra-alveolar oedema,
giving bubbling rales, may be unilateral, and may involve
only one lobe. In left ventricular failure there is severe
impairment of the reserve functional capacity of the left
ventricle as compared with the right. Therefore, under
physiological stress,-a serious imbalance between the func-
tions of the two ventricles is apt to occur. In such circum-
stances paroxysmal dyspnoea (cardiac asthma) and tran-
sient pulmonary oedema associated with heart disease may
cause gross disturbance of the pulmonary circulation with-
in a few minutes or even seconds. If the balance between
the two ventricles as regards equality of output is re-
established, by decreasing arterial resistance or the inflow
to the heart or both, the engorgement will persist, because
the accumulated excess of blood and oedema remains
trapped within the pulmonary circuit (and diffuses away
into the lung tissues slowly). Repeated attacks of paroxys-
mal dyspnoea may therefore lead to progressive deposition
of fibrin and connective tissue (looked upon in the past as
" induration pneumonia "). In this instance the left ven-
tricular failure is caused by arterial hypertension, but it
may be associated with a normal or low arterial pressure,
as in coronary thrombosis. X-ray appearances, Weiss says,
indicate that the distribution of oedema varies in different
types of congestive failure: in general heart failure it is
usually basal; in pure left ventricular failure it is often
hilar and perihilar. Congestion and oedema usually begin
over the right lung, and remain more intense on this
side (right hydrothorax usually precedes left hydrothorax).
During and immediately after an attack of pulmonary
oedema, various bizarre-shaped distributions of the
oedema may appear. These x-ray changes may disappear
within forty-eight hours, but obstruction of lymphatic
drainage influences the persistence of oedema within cer-
tain areas. At times the appearances may be identical
with those observed in tuberculosis or pneumoconiosis.
Accumulations of oedema close to lung roots may imitate
shadows caused by aneurysms or neoplasms; and in rare
instances haemosiderin pigment deposits and surrounding
tissue reactions in mitral stenosis may give radiographs
imitating miliary tuberculosis or sarcoidosis. The x-ray
differentiation of pulmonary oedema, infarction, and pneu-
monia and fibrosis is often difficult, particularly as pulmo-
nary infarction is often associated with local or generalized
pulmonary oedema.'3

SCABIES ON THE SCREEN
The first showing of a film produced for the Ministry of
Health on the control and treatment of scabies was given
at a recent meeting of the Section of Epidemiology and
State Medicine of the Royal Society of Medicine. The
film, in two reels, occupying about 35 minutes, is a masterly
production, with photography and cartoon work of a high
standard and a spoken commentary which is all that can
be desired. It is not intended for exhibition to the general
public, but is an instructional film for medical practitioners,
as well as for health visitors and the personnel of treatment
centres. Dr. P. G. Stock reminded the meeting that the
Ministry of Health had issued a memorandum on scabies,
in which it had said all that it had to say on the subject,
but he added that Dr. Henry MacCormac, remembering
the experience of this minor pestilence during the last war,
had been anxious that some means should be available for
bringing home to practitioners more vividly than can be
done in an official memorandum or lectures, the need
for appropriate action in view of the probable increase
in incidence in war conditions. Dr. MacCormac had

18 See also Amer. J. Roentgenol., 1940, 43, 305.
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succeeded in interesting the Ministry in the project and
had himself supervised the filming. The result of nearly
a year's work, with the disappointments and delays of
film production, is a highly finished " documentary," as
we suppose it would be called.. We understand that
Dr. Kenneth Mellanby supervised the admirable cine-
micrography, and that in the production of the film
valuable assistance was given by the Middlesex Hospital,
where some of the " shots " were made.
The film begins with animated tracings which reveal

the recent rise in the incidence of scabies, and then goes
on to illustrate the life-history of the acarus. Some excel-
lent cinemicrography shows the burrowings of the parasite
in the skin, and the technique of its extraction with the
needle. The ease with which scratching may set up
secondary infections, such as prurigo, is demonstrated, and
then the film turns to treatment and disinfestation. The
patient is shown undergoing a preliminary bath (without
disinfectant), followed by the application of a light coating
of the slightly warmed benzyl benzoate emulsion, now
recommended as a wartime substitute for sulphur ointment.
The effectiveness of the emulsion in causing the death of
the mite is quite dramatically shown. Finally two well-
recognized figures appear on the screen, one a prominent
member of the public health service and the other a well-
known dermatologist, who reinforce the lessons of the film
with short homilies.
The film was highly appreciated by a large audience,

which afterwards turned to a discussion of the general
question of scabies. It was pointed out by both Dr.
A. M. H. Gray and Sir Arthur MacNalty that the present
increase of scabies is not entirely a war phenomenon, but
began to be appreciable about 1936-7. The incidence has,
however, risen steeply during the war years, particularly
among the civil population, and one officer from a London
fever hospital stated that, whereas in 1940 scabies was
found in 3.5% of all patients admitted, in 1942 the inci-
dence had become 7.2%, or more than double. Dr. E. A.
Underwood, medical officer of health for West Ham, said
that at the beginning of 1942 three scabies treatment centres
were established in his borough, and from that time until
the present the total number of cases treated was just under
7,500, with 37,000 attendances. The average number of
new cases was from 400 to 500 a month. Since benzyl
benzoate was introduced the average number of treatments
per case was 3.4, partly accounted for by the treatment of
secondary infections. A point made in the discussion, as
also in the film, was that scabies is not a disease contracted
only by persons of unclean habits, but that the mites may
find a home in the skin of any person.

MEDICAL FOLKLORE
Modern medicine is too heavily indebted to empiricism
to dismiss off-hand any medical practices that have not an
obvious scientific sanction. To the American Indians we
owe, as Eric Stone' has pointed out, some sixty drugs that
figure in our pharmacopoeias, while our debt to other
primitive forms of medicine, such as the Assyrian and the
Egyptian, needs no stressing. The contribution of primi-
tive medicine to the total body of knowledge is so striking
that it has led some observers, such as E. H. Ackerknecht,2
to postulate an instinct in primitive man enabling him to
select valid modes of treatment. Practices that persist over
generations, though they may change unrecognizably in
the process of transmission, deserve attention. If they

1 Medicine among the American Indians, Clio Medical Series. New York,
Hoeber, 1932.

* Bull. Hist. Med., t942, 11, 503; 12, 545.

carry the germ of a valid empirical observation, their
study has its own justification. More frequently they. are
rooted in superstition, but understanding of the irrational
is a rational study. At its lowest medical folklore is the
emergence and persistence of irrational practices in treat-
ment, but there are other aspects. The study of folklore
in general has revealed an amazing similarity in highly
complex beliefs and practices in widely separated human
groups. The significance of such data in the study of the
early phases of civilization is obvious, though it is well
to remember that apparently similar practices and beliefs
may have different roots. Medical folklore touches the
history and current practices of medicine at more than
one point, but the literature on it is not rich. In this
country the outstanding contribution has been Dan
McKenzie's The Infancy of Medicine, published in 1927,
but it is due to the indefatigable labours of J. D. Rolleston
that we now have a substantial collection of folk-practices
in these islands and comparison with practices elsewhere.
His paper on ophthalmic folklore,3 recently published,
rounds off similar studies in otology,4 venereal disease,5
acute exanthemata,6 alcoholism,7 pulmonary tuberculosis,8
dermatology,9 and medicine in general.'0 It is to be hoped
that they will eventually appear in book form.

QUININE SUBSTITUTES
That many doctors do not yet appreciate the extent of the
quinine shortage is shown by the number of communica-
tions we receive advocating quinine sulphate for a variety
of conditions. Materia medica days may, perhaps, be too
far off even for the most recently qualified to recall that
the great bulk of our quinine supplies come from the East
Indies, now overrun by the Japanese. Be that as it may,
quinine is evidently being ordered and/or prescribed in
such quantities as to call for a notice from the Ministry
of Health that synthetic substitutes are now available and
should be used for antimalarial treatment. In a circular
to all hospital authorities the Ministry states that these sub-
stitutes-namely, the B.P. preparations mepacrine hydro-
chloride (atebrin), mepacrine methanesulphonate (atebrin
musonate), and pamaquin (plasmoquin)-may now be
obtained from the manufacturers as follows:

Substitute Manufacturer Dose Pack

Mepacrine hydrochloride .. May and 0-1 g. (tablets) Bottles of 25,
Baker 100, and 500

Imperial 0-1 g. (tablets) Bottles of 15,
Chemicals 100, and 300

Boots 0-1 g. (tablets) Bottles of 25,
100, and 500

Mepacrine methanesulphonate May and 0.1 g. and 0.3 g. Boxes of 6
Baker (ampoules) and 25

.,9 ,, Imperial 01 g. and 0 3 g. Boxes of 6
Chemicals (ampoules) and 25

Pamaquin .May and 0 01 g. and 0-02 g. Bottles of 15
Baker (tablets) and 500

Imperial 0-01 g. and 0-02 g. Bottles of 15
Chemicals (tablets) and 300

The Director of Medical Supplies, Ministry of Supply,
Portland House, Tothill Street, London, S.W.1, will help
in case of difficulty in obtaining requirements.
We announced on Jan. 16 last (p. 87) an Order

(S.R.&O., 1942, No. 2668), which came into force on
Jan. 5, prohibiting the use of quinine and its salts except
as antimalarial drugs, and restricting the use of quinidine
to the treatment of cardiac arrhythmia.

5 Brit. J. Ophthal., 1942, 26, 481.
4 J. Laryng. Otol., 1942, 57, 31 1.
5 Brit. J. vener. Dis., 1942, 18, 1.
6 Proc. roy. Soc. Med., 1942, 35, 535.
7 Brit. J. Inebriety, 1941, 39, 30.
8 Tusbercie, 1941, 22, 55.
9 Brit. J. Dernt. Syph., 1940, 52, 43, 73.

10 West Lond. med. J., 1939, 44, 44.

 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.1.4292.451 on 10 A
pril 1943. D

ow
nloaded from

 

http://www.bmj.com/

