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(2) Inhabitants of cold climates do exhibit slower pulse
rates -than those of hot climates,2 but the differences are
only evident under basal conditions:

Relationship Between Basal Pulse Rate and Mean Annual
Temperature

Cold Climates.-N. American Indians, 53 per minute; Mukden
(Manchuria), 53 per minute; Miao (China, high altitude), 55
per minute; Peking, 61 per minute.
Hot Climates.-Javanese, 67 per minute; Hong Kong, 64 per

minute; Bengal, 67 per minute; Australia (aborigines), 65 per
minute.

An athlete is not a good long-distance runner simply
because he has an exceptionally slow heart action. More
often the converse is true, the slow heart rate being the
result of prolonged athletic training. Athletic bradycardia
is not confined to runners, but is frequently found in persons
subjected to almost any form of strenuous physical con-
ditioning, and is particularly marked in marathon runners
and weight-lifters.3 Quantitative differences in training, and
age differences, also play a part in the retardation of pulse
frequency. Long-distance and marathon runners are usually
older men with greater athletic experience than sprinters
and middle-distance runners.'

It is unlikely that the success of Scandinavians in long-
distance contests can be explained by " racial" bradycardia,
and it is doubtful whether the heart action of Scandinavian
runners is any slower than that of well-trained runners of
any race. A more likely explanation is that a bigger pro-
portion of Scandinavians train specifically for the long-
distance events, and have consequently evolved training
techniques superior to those of their rivals in countries
where long-distance running is less popular. The import-
ance to athletic achievement of improved training tech-
niques and psychological factors has recently been stressed
in this Journal.5 6 and must not be overlooked when
trying to assess the value of natural anatomical and physio-
logical advantages.
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Inheritance of Marble Bone Disease

Q.-The only child by the second marriage of a patient of
mine has just died at 44 months from Albers-Schonberg's
marble bone disease. There is a normal child by tile first
marriage. How shall I advise my patient on the possibility
of future children by tile present marriage being affected ?

A.-The severe form of marble bone disease (usually
causing death in childhood from anaemia or infection) is
very probably due to a recessive gene. Milder forms, in
many instances at least, are due to a dominant gene.
Accordingly, if the parents are normal and the child was
severely affected, as her death at 4- months suggests, the
advice to give the mother is that the risk of any future
child of this marriage being affected is I in 4.

Possible Benefits of Removing Nicotine from Tobacco

Q.-(J) In what form is nicotine present in tobacco?
is it possible to remove the nicotine without altering the
tobacco's flavour for smoking? (2) What are the medical
benefits of so doing?
A.--) Nicotine is present in fresh tobacco leaf together

witk the minor alkaloids as soluble salts in the leaf sap,
especially in the cell vacuoles. During curing and fermen-
tation most of the nicotine is lost, passing into a mixture
of pyridine compounds largely unidentified. Tobacco leaf
from which nicotine has been removed can still be smoked
with satisfaction by some people but not by others. The
heavier smokers miss the nicotine.

(2) The factor in tobacco which is responsible for some
cases of lung cancer and coronary thrombosis has not yet

been established. It is unlikely that nicotine has anything to
do with the production of the first of these diseases, but it
may well be a responsible factor in the second. If this is
so, one could hope for an improved prognosis in some
cases of angina pectoris and coronary thrombosis if it were
possible to provide cigarettes which contained no nicotine.
Removal of nicotine would, of course, eliminate the rare
danger of amblyopia.

Hazards of Thorium X
Q.-Is there any risk in the frequent and long-continued

use of thorium X varnish or ointment ?

A.-Preparations of thorium X produce very superficial
reactions in the skin, when applied to its surface, by the
action of the alpha particles. Theoretically these are almost
entirely obstructed by the thinnest of tissue paper and one
would not expect any permanent damage to the epidermis.
or especially the dermis. However, traces of beta and
gamma rays have been observed in the dermis and it is
evident that some of the radioactive material penetrates via
the sweat and sebaceous glands. Sufficient time has elapsed
since the introduction of this method of treatment to justify
the dogmatic statement that the risk to a patient is negli-
gible if not more than 20 applications of thorium X in a
strength not exceeding 2,000 electrostatic units per ml. or
gramme are applied at monthly intervals. In some clinics
many more treatments have been given when the patient
accepts the risk, and so far evidence of permanent damage
to the skin is rarely found. As a guide in practice one
might state that unless encouraging progress has been
obtained at the end of 20 paintings at monthly intervals
there is little further to be expected from this treatment.

NOTES AND COMMENTS
Nausea after Morphine.-Dr. P. W. NATHAN (London, W.C.1)

writes: In answering a question on the best way of dealing
with nausea and vomiting following the administration of
morphine (" Any Questions?" May 7, p. 1169) your expert
referred to an article' by myself. Since I wrote that article,
chlorpromazine has become available. My experience in using
this drug has been limited, but it is consistent. It is clear
that this drug is most useful in stopping nausea and vomit-
ing caused by many analgesics. I have found that 25 mg.
twice daily is usually enough for this purpose; I have never had
to give more than 25 mg. three times a day. This drug is said to
potentiate the action of analgesics, and thus there is another
advantage in using it. I hope that this information will be useful
to any doctors who look after dying patients with severe pain.
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Books of " Any Questions ? "-The second and third volumes
of "Any Questions ? " are available, price 7s. 6d. (postage
6d.), from the Publishing Manager, B.M.A. House, Tavistock
Square, London, W.C.1, or through any bookseller. Each con-
tains -some 200 selected expert answers, and the third volume a
cumulative index to the three published books.
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Correction.-In the article on the " Treatment of Severe
Asthma," by Dr. Margaret Macpherson (May 21, p. 1269), the
dose of A.C.T.H. and cortisone during the first 24 hours of
treatment should have been stated as 100 mg. (not 100 g. as
printed).
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