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in two ways to affect the lining layer of the alveoli. Firstly,
it may damage the alveolar cells which synthesize surfactant.
Secondly, it may allow the exudation of fibrinogen-which
has been shown to inactivate surfactant'9-into the alveoli.
Insults of this type might be expected to produce more
damage in the smaller premature infants, who have little
surfactant present in their lungs to start with.'0 A further
possibility to account for absence of surfactant is that the
material is lost during breathing, and the mechanism respon-
sible for its synthesis is too immature to replace the deficit.
Such an explanation would account for the progressive
decrease in lung compliance and increase in right to left
shunting of blood so often seen in these infants.0 14 15
The treatment of the respiratory distress syndrome is diffi-

cult. Every effort should be made to avoid premature
delivery. Rapid resuscitation of the premature infant at
birth, if necessary by endotracheal intubation and positive-
pressure inflation of the lungs,'8 should be performed. The
infant should be nursed in an incubator at a temperature
which minimizes his oxygen consumption (about 950 F. (350
C.) in the smaller infant)." High humidity prevents loss of
heat by evaporation. Disturbance should be the minimum
consistent with proper observation. Careful monitoring of
blood gases and pH is mandatory, and every premature-baby
unit should be equipped with the means for doing it. An
inspired oxygen concentration should be chosen which gives
as nearly as possible a normal arterial oxygen tension, and
the metabolic acidosis which these infants develop should be
corrected with alkali. Intravenous sodium bicarbonate is
usually adequate for this purpose and can be made up in
a dextrose solution to control hypoglycaemia.20 Pulmonary
vasodilator drugs have been tried, but their effect remains to
be proved. Feeding by stomach tube can usually be started
on the second or third day.

If respiratory failure supervenes a respirator may be used,2'
and positive-pressure machines are more suitable than
negative-pressure ones for this purpose. Very high pressures
often have to be applied to open the alveoli, and these interfere
with the venous return to the heart; hence survival after
respirator treatment is relatively unusual. Infants with the
greatest chance are those above 1,800 g. in weight who do not
become apnoeic until the second or third day.

Further improvements in the management of this devastat-
ing disease of infancy must await practical means of preventing

or overcoming the deficiency of surfactant, or of supporting
the child, possibly by means of extracorporeal circulation,
until the lungs recover.
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Infectious Diseases as a Specialty
It would be unfortunate if advances in immunization and
chemotherapy bred complacency in dealing with infectious
diseases or the fallacy that specialist physicians are no longer
required in infectious-diseases units. The pattern of infectious
disease has throughout history been one of constant change,
a recent case in point being whooping-cough.' Yet two years
ago A. Melvin Ramsay and colleagues' considered that the
reduction in beds in infectious-diseases units had been carried
to such dangerous limits that a sudden epidemic might find us
unprepared to provide essential services. It should be noted
too that the scope of the larger units has, with advantage, been
greatly extended since 1948, when they ceased to be restricted
to the admission of patients with statutorily notifiable diseases.
The greater part they now play is an indication of the increase
in frequency of some virus infections, the hazards of antibiotic
therapy, and the growing number of resistant staphylococcal
infections from the wards of general hospitals.

Despite the reduction in mortality from many of the killing
diseases, prompt diagnosis and skilled treatment remain of
paramount importance. No one can rest content in the face
of 98 deaths from acute meningococcal disease in England
and Wales in 1964 and 112 in 1965, for it is usually curable
if detected in its early stages. Diphtheria is not always
diagnosed as early as it should be, and antibiotics are not
always wisely prescribed. Adequate training of under-
graduates in the principles of investigation and treatment of
infections and a recognized system of training for the intending
specialist are still needed.

But there is a danger that trainees in infectious diseases will
cease to come forward unless a policy for the preservation of
the specialty is adopted. In Scotland it has been. The
standing committee on training for consultant physicians,
representing the Royal Colleges of Edinburgh and Glasgow
and the Scottish representatives of the Royal College of
Obstetricians and Gynaecologists, has made important recom-
mendations.3 The first is that during the period of senior
registrar training it is essential that experience be gained in
one of the major infectious-diseases hospitals or units. The
duration of this should be two years. Secondly, the committee
states that experience of a practical nature is desirable in
microbiology. This period could be coincidental with the
period of clinical training. Thirdly, since clinical work in
infectious diseases is concerned with patients of all ages and
with complications in different systems of the body, there
would be an advantage in spending some of the training in
special units for cardiology, neurology, and paediatrics.
Likewise it would be valuable to acquire experience in
epidemiology. Fourthly, because of increasing interchange
between this country and continents such as India and Africa,
considerable advantage would be gained from clinical
experience abroad-perhaps for six months to a year. Fifthly,
the committee states that the training required for the
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physician in charge of infectious-diseases beds does not differ
from that required for the general physician. Provided this
last statement is taken as referring to the general basic
training, and it is understood that a period of specialized
training in a major infectious-diseases unit is essential, these
recommendations can be accepted as generally sound for the
training of consultants in infectious diseases.

If infectious-diseases units can be closely linked with
laboratory services they will help clinicians, microbiologists,
haematologists, and biochemists to work in concert on the
expanding field of research which the infections present.
Consequently a system of training such as the Scottish
Colleges suggest is to be commended if this country wishes
to maintain its traditional lead in the treatment and preven-
don of infectious disease.

Onchocerciasis
For some time the World Health Organization has been
concerned about the effects of onchocerciasis in developing
countries. The disease attacks about 20 million people in
Africa and another 200,000 in Central America. Thus in
19531 and again in 19652 the W.H.O. organized meetings
of committees of experts to advise on the clinical effects of
the disease, its means of transmission, and its influence on
economic development.

Onchocerciasis is an infection by a filarial worm. The
adults live in the subcutaneous tissue, often encapsulated in
fibrous nodules, and the microfilariae or embryos travel in
the skin, whereas in most other filarial diseases they are found
in the blood. In the skin the microfilariae cause pruritus and
excoriated dermatitis and eventual atrophy, commonly
referred to as presbydermia. Unfortunately they find their
way from the skin of the face to the conjunctiva and thence
to the cornea and iris, where they produce keratitis and iritis.
Choroidoretinitis also occurs in patients who are heavily
infected for long periods. The keratitis and iritis, when severe,
may cause blindness; the fundal lesions do so much less
frequently.
The infective forms of the parasite are transmitted by the

bites of various species of Simulium flies. The larval stages
of the flies can live only in water which is well oxygenated,
and so the flies breed mostly in hilly country with tumbling,
clear, bubbling streams. Well-watered country frequently
has fertile soil and is usually densely populated, so consider-
able foci of the disease occur. In Africa and Central America
the endemic areas support innumerable small cultivators
and also contain many large estates producing cash crops
such as coffee, tea, and rubber-from which much of
the countries' foreign earnings derive. The disease is endemic
also in less hilly country-as, for example, the savannas of
northern Ghana and Nigeria-provided there is sufficient
well-oxygenated water, and here spillways from small earth
dams and irrigation channels can permit the growth of
enormous numbers of the flies. Country such as this, though
usually less economically productive than the hillier regions
with their higher rainfall, nevertheless contains large numbers
of people exposed to the infection. So this disease, with its
power to impair vision and cause blindness, may affect the
economic viability of whole regions, and indeed some fertile

parts of northern Ghana and the Sudan have become depopu-
lated as a result of it. On the other hand, the W.H.O. report
relates that when control operations were undertaken to
protect workers building the Owen Falls dam in Uganda
there was a spectacular uncapitalized development of the
region and previously untenable land became cultivated for
cash crops.

In addition to giving advice on the control of the disease
and its vectors, the World Health Organization through its
scientific groups and expert committees has arranged and
provided for much survey work, particularly in West Africa.
It has also organized a scheme for studying the disease in
some areas of Kenya where transmission was interrupted 9
to 18 years ago. In people who, because of their age, could
not have been exposed to infection for more than 15 years
at the time of interruption ocular and skin lesions were not
found with higher frequency than in the uninfected popu-
lation. This study also provided evidence of the length of
life of the adult worm. " The follow-up survey revealed
that 11 years after interruption of transmission live adults
and microfilariae were still found. Eighteen years after
interruption no microfilariae were found and all excised
nodules contained dead worms." Data of this kind are
fundamental to control programmes.

In its recent report W.H.O. summarizes much that has
been done in the past decade, the present position is outlined,
and the many future research needs are discussed. This
publication deserves most careful consideration by all con-
cerned with Central Africa and Central America.

I Wld HIth Org. techn. Rep. Ser., 1954, 87.
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Family Planning in India
In his presidential address on " Land and Human Popula-
tions " to last year's meeting of the British Association Sir
Joseph Hutchinson stated that " the great remaining challenge
of our time is for man to master the threat of his own
numbers." That this lesson has yet to be taken to heart in
Great Britain was commented on recently in these columns.'
The challenge that excess fertility presents to India is greater,
but the Government there is taking steps to meet it.
A Family Planning Report prepared for the Indian Govern-

ment by a United Nations Advisory Mission was published
in March 1966.2 The Mission, with Sir Colville Deverell
as chairman, completed its work within almost a year of
receiving an urgent request for help, a remarkably speedy
response. Sir Colville is secretary-general of the International
Planned Parenthood Federation. In its first five-year plan
the Indian Government launched family planning as national
policy in 1952 and has provided increasing quinquennial
budgets for it. The Ministry of Health concentrated at first
on turning apathy into acceptance of the concept of family
planning, but in spite of some local progress in certain States
the national birth rate did not fall. The request for United
Nations help emphasized both the lack of progress and the
magnitude of the task.

In 1963 the Government recommended to all States a
reorganized programme leading to a reduction of the annual
number of births from 41 million to 25 million as its goal:
Over 80% of India's population live in villages, and the plan
created, on paper, an organization working from central to

I Bnt. med. 7., 1966, 2, 660.
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