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undermining of that principle if we were to revise-or per-
haps more important, if we were even thought to have revised
-our opinions by reference to those of any other body."

Doctors are unlikely to quarrel with the awards, since they
seem fair though not generous. Various matters will have to be
worked out with the Health Departments, and it is to be hoped
that delayed justice will be done to hospital medical assistants
by arranging for them a system of assimilation on to their new
scale which gives them the increases they are supposed to
have. It is to be noted that the Review Body is terminating
its continuous review, but it is not confident enough in the
present or future economic outlook to return to the previous
pattern of a two- or three-year review period. This alone is
some indication of the difficulties of its task.

Cholesterol Granuloma of the Lung
Foamy macrophages containing fat and cholesterol frequently
accumulate in the alveoli of chronically inflamed lung tissue.
This condition, variously called endogenous lipoid pneu-
monia, cholesterol pneumonia, and chronic pneumonia of the
cholesterol type, is seen in its most florid form in association
with bronchial obstruction, usually due to a tumour.
The air in the distal spaces is absorbed, and it is replaced

by bronchial secretion and plasma exudation. Infection soon
follows, and as the suppurative change proceeds to chronic
inflammation there is progressive destruction of lung tissue.
It is this disintegrating parenchyma that releases lipid
material, which is phagocytosed by macrophages lying free
in the alveoli. As organization proceeds, these fat-filled cells
are enclosed in dense fibrous tissue.' Similar changes may
occur in non-obstructive suppuration due to bronchiectasis
and lung abscess, and may also follow progressive fibrosing
lesions like pneumoconiosis2 and scleroderma.3 A primary
chronic pneumonia of cholesterol type in which there is
neither obstruction nor focal disease is also described.46
Cholesterol pneumonia must be distinguished from exogenous
lipoid pneumonia which follows the inhalation of foreign oils
of mineral, vegetable, or animal origin.7

D. L. Glancy and his colleagues have recently described a
somewhat different cholesterol granuloma of the lung.8 In
their 12 cases they noted focal, circumscribed lesions of micro-
scopical extent only. These consisted of needle-shaped
spaces surrounded by macrophages and foreign-body giant
cells, which in turn were enclosed in a dense zone of lympho-
cytic cells. There were smaller collections of foamy
macrophages in adjacent alveoli, and all stages of development
were noted from these up tp well-formed granulomata. The
macrophages usually stained positively for fat and cholesterol.

while the needle-shaped spaces were occupied by crystals
composed of a cholesterol-ester, either palmitate or stearate
or both together.

All the patients in this series had pulmonary hypertension.
Five had congenital cardiac malformations with shunts, two
had valvular disease, predominantly mitral stenosis, and
three had idiopathic pulmonary hypertension. Only two had
severe parenchymal pulmonary disease-sarcoidosis and
interstitial pulmonary fibrosis respectively. The remaining
ten had no significant lung lesions other than those directly
attributable to pulmonary hypertension-namely, vascular
changes and haemosiderosis.9 While the two cases with pul-
monary disease may have had a simple endogenous lipoid
pneumonia, it is unsatisfactory to include the cholesterol
granulomata found in the other cases in a similar category.

Glancy and his colleagues have considered the possible
causes of these lesions. As there was neither infarction of the
lung nor great siderosis of the lesions, these could not be
attributed to parenchymal destruction or breakdown of red
cells. There was no evidence of a disturbance in cholesterol
metabolism, nor did any of the patients have histiocytosis X
(a group of granulomas) or alveolar proteinosis, conditions in
which cholesterol crystals may occur in pulmonary granulo-
mata. Cholesterol-crystal embolism from atheromatous
pulmonary arteries was another possibility, but the lesions
were always extravascular and the degree of atheroma was
often mild. Nevertheless, it is possible for foreign embolic
material to traverse the wall of the pulmonary artery and
become sequestrated in the lung parenchyma.'0
The aetiology of these cholesterol granulomata remains

obscure. They seem to be related to pulmonary hypertension,
and were not found in the lungs of patients with normal
pulmonary arterial pressure.' These findings must be con-
firmed by a careful examination of the lungs of other cases of
pulmonary hypertension, so that an interesting pathological
lesion may be elucidated.
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Post-Gastrectomy Malnutrition
The early reports of the results of partial gastrectomy for the
treatment of peptic ulceration were highly enthusiastic. How-
ever, it is now clear'- that careful and prolonged follow-up
will show that loss of weight, anaemia, steatorrhoea, and
bone changes are not uncommon. In view of the many
patients submitted to this type of operation the total number
of them in the community with these complications is
considerable.
Among the commonest sequelae of gastrectomy is excessive

loss of weight occurring, in published series, in between 13
and 74% of patients after the Polya type gastrectomy (with
gastrojejunal anastomosis) and 5 to 42% after the Billroth I
procedure (with restoration of gastroduodenal continuity).
T. C. Everson4 concluded that weight loss was invariable
after total gastrectomy.

Explanations of this weight loss include diminished intake
of food and malabsorption. The latter has been attributed by
different authors to intestinal hurry, afferent loop stasis
(which in turn produces a blind-loop syndrome), jejunal
atrophy, and inadequate mixing of food with bile and
pancreatic juice. Malabsorption is more likely to occur with
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a gastrojejunal rather than a gastroduodenal anastomosis, since
the former may create a blind loop and shunts food directly
into the proximal jejunum. Occasionally gross diarrhoea,
steatorrhoea, and loss of weight follow inadvertent anastomosis
between the stomach remnant and the terminal ileum in
mistake for the proximal jejunum, or result from the develop-
ment of a gastro-jejuno-colic fistula.
Most patients after a partial gastrectomy complain of a

sensation of fullness during meals and an inability to eat as
much as other members in the family. In many cases these
troubles clear up completely, but some patients continue to
complain of them. They are apparently a consequence of the
small gastric reservoir and are particularly likely to occur
when a high resection of the stomach has been carried out. It
would seem that the single most important cause of failure to
regain or maintain weight after gastrectomy is diminished
food intake. Indeed, I. D. A. Johnston and colleagues showed
that if the patient can be persuaded to eat sufficient food his
weight will increase. They estimated in a group of patients
who were below weight after gastrectomy that reduction in
food intake had provided almost a quarter less calories than
was theoretically necessary to maintain normal weight.
A recent paper by H. S. Hillman,6 from Prince Henry's

Hospital, Melbourne, provides a detailed study of 30 patients
who had undergone partial gastrectomy for peptic ulcer a year
or more previously and who were 6 kg. (13 lb.) or more
below the usual preoperative weight. Twenty-eight had
undergone Polya partial gastrectomy and two a Billroth I
procedure, but this could merely be a reflection of the popu-
larity of the former operation. There was often an appreci-
able delay of many months or even years before loss of weight
became apparent. Associated with this weight loss was an
invariable increase in faecal fat, though only 14 of the patients
had diarrhoea. Fourteen patients had a haemoglobin level
below 13-5 g. per 100 ml. and three of them were below
10 g. per 100 ml. An inquiry into the diet taken showed that
14 had a poor diet and four a very poor one. Twelve of the
patients had what was considered an adequate intake. The
constant presence of steatorrhoea suggested that pancreatic
insufficiency could be a constant factor, and a therapeutic trial
with pancreatic enzyme was carried out. All patients gained
some weight, the range being 0-2 to 22-2 kg. and the mean
weight gain 6-73 kg. Faecal fat follow-up estimations were
carried out on 23 of the patients, and 20 showed a reduction
in the degree of steatorrhoea ranging from 18 8 to 98 8%.
As a result of this study Hillman considers that both dietary
deficiency and defective absorption played a part in the loss
of weight of these patients.

Other well-recognized causes must always be borne in
mind, and indeed among these 30 patients one had evidence
of intestinal stasis and another subsequently developed a
gastrocolic fistula. Hillman considers that pancreatic disease
rather than merely disturbed function of poor mixing was the
basis of the pancreatic insufficiency, and evidence of intestinal
malabsorption was absent in most cases. Among factors
which may predispose to the development of pancreatitis or
pancreatic atrophy after gastrectomy are direct trauma to the
pancreas at the time of surgery, interference with its blood

supply, and an increased tendency to duodenal reflux and
disuse atrophy owing to the loss of the gastric stimulus to
pancreatic secretion. Alcohol was thought to be aggravating
the symptoms in four of the cases.
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Pregnancy Prurigo
Many of the common dermatoses, such as psoriasis, acne, and
alopecia areata, are influenced by pregnancy either for better
or worse, but in a somewhat capricious and unpredictable way.
Moreover, several rashes are more specifically associated with
pregnancy. None of -these can yet be explained in terms of
the known hormonal, metabolic, or immunological changes
associated with pregnancy, so that distinction between them
must be purely descriptive. Patients may suffer from pruritus,
prurigo, urticaria, erythema multiforme, and less commonly
the distinctive papular eruption described by A. S. Spangler
and colleagues,1 2 the bullous eruption usually called herpes
gestationis, and the very rare pustular eruption impetigo
herpetiformis. Often cases show mixed features and cannot
readily be assigned to these groups.3

Apart from simple pruritus, which is common, prurigo is
the commonest of these rashes of pregnancy, occurring in
-_-2%00 of all pregnancies. The term prurigo has no uniformly
accepted definition and probably includes more than one
pathological process. It is used to describe the clinical picture
of tiny (1-2 mm.) intensely itchy papules. Such lesions are
always quickly excoriated, but it is probable that small
inflammatory lesions do precede the scratching.

D. S. Nurse4 has recently studied 40 cases of pregnancy
prurigo. Onset is usually in the middle trimester of preg-
nancy or later, with irritable lesions on the proximal parts
of the limbs and upper part of the trunk. A different pattern
may be seen in the last week or two of pregnancy, when
itching of abdominal striae and an irritable rash spreading
on to the rest of the trunk may occur. The eruption can
cause considerable discomfort, sometimes for several weeks,
but usually improves spontaneously before term or rapidly
after delivery. The rash may recur in subsequent pregnan-
cies but far less regularly than with the papular dermatitis
of pregnancy or the bullous eruptions. When recurrences
do occur they are usually in the same form. In other rashes
of pregnancy the pattern may sometimes differ with subse-
quent pregnancies-for example, erythema multiforme
succeeded by herpes gestationis. Pregnancy rashes may
recur in a minor form when contraceptive pills are taken.

Perhaps the most important question is whether there is
an association with some abnormality of the pregnancy itself.
In pregnancy prurigo Nurse was unable to find evidence of
an increase in toxaemia, foetal mortality, or other complica-
tions, and few reported series have contained enough unselec-
ted cases from which to draw valid conclusions, though G.
Bourne' found a high incidence of abnormality, including
especially postmaturity. Though pre-eclamptic toxaemia
may be associated with the prurigo it seems best at present
to consider the two processes as not directly related. A
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