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hygienic conditions in the camps where these labourers are
housed are described as appalling. There is hardly any medi-
cal care, and it is difficult to get sick persons taken to hospital.
It has even been demanded of the doctors that they should
provide a healthy man for every sick one taken away.

If, as a number of highly placed German officers declare,
this is not a labour drive but a prisoner-of-war camp, it is
pointed out-that the conventions relating to prisoners of war
are flagrantly contravened.
The letter concludes with a declaration which must have

caused the medical profession in the Netherlands, with its great
traditions, much heart-searching before it was made-namely,
that in view of all these happenings it is becoming increasingly
difficult for Dutch doctors to maintain the humanitarian attitude
of giving the same attention to both friend and foe.
"You will have to realize that if you wish to make use of the

services of the Dutch doctors in the future, such aid will only be
given because of professional duty, and because they would not like
to be considered as being upon the same level as their opponents.
On account of this professional duty, however, the Dutch doctors
send you this letter, now that the distress of the people requires
them to speak their mind."

Reports of Societies
MALARIA IN BRITAIN

At a meeting of the Fever Group of the Society of Medical
Officers of Health on Jan. 12, with Dr. M. MITMAN in the
chair, a discussion on malaria in this country was opened by
Mr. P. G. SHUTE, Malaria Officer to the Ministry of Health.

Malaria, he said, was endemic in England as late as the
19th century and reached epidemic proportions in certain areas.
In 1917-18 a number of cases of indigenous malaria arose from
infection of the anopheles by soldiers returning from abroad; in
1917 there were 330, but from 1920 onwards there were very few.
In England the only species of anopheles likely to be important
in malaria transmission was A. maculipenntis, which was most.
densely distributed in low-lying marshy districts. He estimated
that possibly hundreds of thousands of malaria-infected troops
would return to this country at the end of the war, and the
spread of malaria to the civil population was a foregone con-
clusion. But this prospect was less formidable than it
appeared. Infection with Plasmodium ovale was readily cured,
showed no tendency to relapse, and should not trouble us in
post-war years. Plasmodiuni malariae, although it survived
in man longer than any other species, was not easily trans-
mitted, since gametocytes (sexual parasites) were rare. European
strains of parasites causing malignant tertian malaria readily
infected English anophelines, but usually died out in the
mosquito before the cycle was completed, unless the atmo-
spheric temperature was 75° F. or higher. Also the attack
in man was fairly readily cured, and often tended to burn
itself out completely within six months. Only one indigenous
case of malignant tertian malaria was reported in this country
after the last war, and spread to the civilian population
appeared equally unlikely after this one.

In benign tertian infection relapses were common and
parasites were available to the mosquito in the peripheral
blood for some days before clinical relapses occurred. The
parasitic cycle could be completed even at low temperature,
and heavily infected mosquitoes could remain infective after
they had fed as often as on 30 separate occasions. Infected
varieties normally living in close association with man could
therefore give rise to many cases of malaria. Benign tertian
was the form of malaria most likely to arise as an indigenous
infection in this country. With high atmospheric temperatures
a few cases of malignant tertian might occur from European
strains, but returning troops should not be infective to
mosquitoes for more than a single summer. Nevertheless,
rapid diagnosis and prompt treatment of indigenous cases were
of the utmost importance in view of the known virulence
of this species, particularly in a non-immune population.

Prophylactic Measures
In benign tertian infections prophylactic mepacrine offered

transient protection only. Returning troops so protected might
experience their first attack of malaria many months after

arriving in this country, and frequent relapses would follow.
Latency was a normal feature of benign tertian infections,
but where mepacrine prophylaxis was practised it might be
seen in the majority. Neither quinine nor mepacrine possessed
gametocidal properties, which were important so far as
infectivity to the mosquito was concerned. Pamaquin in small
doses of 0.02 or 0.03 g. would destroy gametocytes in 24 hours
and could be given on the first and second days of relapse.
Mepacrine should not be administered at the same time, but
quinine could be used. The value of the mosquito net should
be borne in mind, especially in districts where A nopheles
maculipennis was abundant. The destruction of a few
mosquitoes in a house where there was a case of malaria
would probably do more to prevent the disease spreading
than the destruction of hundreds of thousands of mosquito
larvae in their breeding-grounds. Antilarval operations as a
general precautionary measure did not appear to be justified.
especially where breeding-grounds were extensive. Measures
against adult insects would prove the most efficient way of
reducing their numbers in any locality. The insecticide used
should kill inistantly and leave no smell. A number of new
insecticides were available, including D.D.T., which promised
well, but final judgment on its effectiveness against mosquitoes
should be reserved.

Mr. Shute pleaded for early diagnosis in indigenous cases
and for a blood film in suspected cases before antimalarial
drugs were given. One thin and one thick film should be
taken; the first spread so that the red cells almost touched
without overlappmng a thick film should be spread over an
area the size of a sixpence, and just so thick that print could
be seen through the drop of blood when the slide was lying
flat on it.

Dr. R. MCCALLUMt described 48 cases of benign tertian and
1 case of malignant tertian malaria in soldiers returned from
the Middle East. All were mild, with typical clinical courses.
Twelve of the men had no history of a previous attack while
in the malarious area. In the diagnosis of a primary attack
relative monocytosis was suggestive. Treatment was on
standard lines with quinine, mepacrine, and pamaquin, and
could be completed within three weeks in most cases. As the
hospital was in an area potentially malarious owing to the
presence of A nopheles maculipennis atroparvus with suitable
breeding-grounds, precautionary measures included the use of
mosquito nets, pyrethrum spraying, and the administration of
a dose of pamaquin to the patient. No case of indigenous
malaria had occurred in the surrounding population.

The Blood Film in Diagnosis
Major J. W. HOWIE, R.A.M.C., said that some aspects of the

laboratory diagnosis of malaria required emphasis. Thin films
must really be no more than one cell thick or the stain would
not.penetrate properly. Thick films were often made too thick;
one or two drops of blood were enough, and the blood should
be spread gently and evenly so that the hands of a watch
could be seen through the dried specimen. He preferred
Leishman's stain for thin films and Field's or Giemsa's for
thick films. The distilled water must be adjusted to a reaction
near neutrality, otherwise malaria pigment and stippling would
be missed and differentiation of species would be more difficult,
This was important, because relapses in malignant tertian
malaria could best be prevented by mepacrine, whereas in
benign tertian malaria quinine and pamaquin would give
better results.
From each case of suspected malaria a thick and thin film

should be made: the thick film was essential when parasites
were few, the thin film was needed to determine species. It
was sometimes mistakenly supposed that blood films shotuld
be taken when the patient's temperature was rising ; the chances
of detecting parasites were highest if films were made when
the temperature was falling, and the absence of pyrexia was
by no means a reason for not taking a blood film. Several
films should be taken at intervals of 3 to 4 hours ; 5 rmiinutes'
examination of four films made at these intervals was far more
useful than the prolonged scrutiny -of a single film. There
should be no half-measures about the interpretation. A
properly stained film showed unequivocal red and blue staining
in the structure of parasites ; unless an object in the film
showed this, it was not a parasite.
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The laboratory worker could help in controlling treatment
by estimating the concentration of antimalarial drugs in blood
and urine. Some of this work involved complex procedures,
but there was one useful and simple test that any laboratory
could perform-the Tanret test for quinine in the urine (Lancet,
1943, 2, 317). If this was not positive during quinine adminis-
tration the disease would not respond: the patient was evading
the drug, or his absorption was defective, or his tissues were
destroying it with undue rapidity. A persistently positive
Tanret test in successive urines would soon be followed by
a good clinical response; but if the Tanret test was negative
or irregularly positive, quinine or mepacrine must be given
parenterally.

It was dangerous to wait too long in serious malignant
tertian infections before administering parenteral quinine, which
was still the best treatment for cerebral malaria. Quinine
should not be given in blackwater fever, but if there was any
difficulty in controlling severe malignant tertian infections there
must be no delay in giving intravenous or intramuscular quinine.
The improvement was usually dramatic, and a patient who
had previously vomited the drug could often take and absorb
later doses given by the mouth.
A patient whose malaria had rendered him anaemic (red

cell count below 2,500,000) would show a reticulocytosis of
10 to 20% over three days or so when his infection was fully
controlled. If this reticulocytosis failed to appear in an
anaemic patient or a submaximal response-about 4%-was
noted, it might be assumed that the infecZion had not yet
been fully controlled.

Dr. C. A. BENTLEY thought the Romanowsky stain was
more stable in tropical conditions with high humidity than
Leishman's. The persistence of malaria in a locality depended
on the ratio of mosquitoes per head of population. Thus the
disease would be most unlikely to spread in big towns but
might do so in sparsely populated areas in this country.
Dr. E. H. R. HARRIES said that the precipitating factor in an
attack was often a change of environment or conditions, and
the possibility of cerebral malaria in troops returning from
abroad must be borne in mind.

Correspondence
Penicillin in Bacterial Endocarditis: Investigation

SIR,-The place of penicillin in the treatment of subacute
bacterial endocarditis has not yet been established, although
encouraging results have been reported in America, and these
suggest that prolonged treatment with large doses may be effec-
tive in some cases. It is apparent that more information is
required on the effective dosage in relation to the sensitivity
of the organism to penicillin, and the Penicillin Clinical Trials
Committee of the Medical Research Council has therefore
established ten centres in which patients will be treated
according to a prepared plan, and with full laboratory control.
Physicians are invited to refer patients suffering from subacute
bacterial endocarditis to any of the following:
London.-(a) Sir Alexander Fleming, St. Mary's Hospital, London,

W.2. (b) Resident Medical Officer, Middlesex Hospital,
London, W.I. (c) Prof. R. V. Christie, Hill End Hospital
(St. Bartholomew's), St. Albans.

Liverpool.-Prof. Henry Cohen, Department of Medicine, the
University, Liverpool, 3.

Sheffield.-Prof. E. J. Wayne, Royal Hospital, Sheffield, 1.
Leeds.-Dr. J. R. H. Towers, 42, Park Square, Leeds, 1.
Manchester.-The Resident Medical Officer, Manchester Royal

Infirmary, Manchester, 13.
Bristol.-Prof. C. Bruce Perry, Department of Medicine, Canynge

Hall, Whatley Road, Bristol, 8.
Edinburgh.-Dr. A. R. Gilchrist, Royal Infirmary, Edinburgh.
Belfast.-The Secretary, Belfast Penicillin Clinical Trials Com-

mittee, Queen's University Institute of Pathology, Grosvenor
Road, Belfast.

-I am, etc., RONALD V. CHRISTIE,
Secretary, Penicillin Clinical

Trials Committee.

Penicillin
SIR,-I was very much interested in the excellent series of

articles that you have published on penicillin in your issue
of Jan. 27. Those of us not yet privileged to have a supply
other than what we can make for ourselves will have to possess
our souls in patience till such supplies are available.

In company with many other people I was greatly surprised
at an article in the daily press of a week or two ago quoting
a case that had had about 900,000 units of penicillin, and
stating that the cost of this was £400. This agrees with the
cost alleged to have been incurred in treating another case,
so there would seem to be some foundation for the rumour,
though it is a little difficult to see how the information can
have leaked out, seeing that the stuff is not on the open market
as yet. If this is indeed the price that the "penicillin ring"
is demanding the firms involved should surely be called upon
to justify such an inordinate charge. I have myself taken a-
hand in making penicillin (though the peculiar state of the
law only permitted it to be given away), and am quite sure
that there is no valid excuse for the cost to be as much as
a tenth of that amount.

I note further that each ampoule is marked with an expiry
date. It would be interesting to know what happens to these
ampoules in hospitals carrying a large supply. If kept in a
refrigerator the worst that happens is surely only a fall in
titre, and there must be hundreds of people who would give.
their eyes for the use of these ampoules, even if their titre
is diminished, rather than they should suffer the fate of being
merely discarded.

There was one other point of interest in the article by
Dr. G. H. Tee (p. 118) on a case of meningococcal meningitis
treated with penicillin. He states that penicillin was given
with good results, but that a change to sulphamezathine allowed
a relapse to occur with temperature up to 1040. This is so
strikingly at variance with the remarkable effect of sulpha-
mezathine given ab initio that it would seem necessary to
consider the possibility that the penicillin may have some
influence in spoiling the effect of the sulphamezathine in much
-the same way that the converse is supposed to occur.-I am, etc.,

Haywards Heath. J. W. SHACKLE.

The Action of Penicillin
SIR,-With reference to your recent articles and leader on

the action of penicillin (Jan. 27, p. 123), it is interesting to
recall the work of Louis Pasteur, our greatest benefactor,
who, as far back as 1865, established the fact that Penicillium
glaucum was endowed with chemical properties of a highly
selective nature.

All students of chemistry are familiar with the history of
the tartrates, and how the laevotartaric acid can be separated
from paratartaric acid by the action of the mould, which
destroys the dextro-acid. Penicillium notatum is now known
to have an even more astonishing selective action-that of
destroying micro-organisms without damaging tissue cells. Is
it possible that penicillin has the power of breaking down some
chemical body present in the organism and/or essential to its
existence, and which may exist in some of their offspring in
an isomeric combination, and thus account for the " persisters "?
Possibly those who have studied the chemical action of
penicillin could throw some light on the matter and produce
evidence to disprove any such theory. In the meantime we
are faced with the fact that two members of this family are
endowed with selective powers, which should be an additional
stimulus to research among the lower forms of vegetation in
the hope that we may find a further ally capable of penetrating
the hide of the tubercle bacillus.-I am, etc.,

Uley, Glos. J. G. FAYRER HOSKEN.

Treatment of Trachoma with Penicillin
SIR,-A number of Russian nationals have been treated for

trachoma in this hospital. These cases have been seen by
Mr. G. W. Black and diagnosis confirmed. Every case showed
a well-marked vascularization of the cornea and pannus
formation, especially of the upper tarsal conjunctiva.

Case 1.-Admitted with a chronic ulcQr of right side of neck,
proved later to be tuberculous, secondary to a tuberculous adenitis.
Intramuscular penicillin (384,000 units) was given, the secondary
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