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Blackfat Tobacco Smoker's
Lung
Blackfat tobacco is both black and fatty. After processing,
canopus oil (a light mineral oil) and petroleum jelly are
added, and the result is an almost black, heavy, moist leaf
containing 126% benzene-soluble lipid of which 63% is
saturated, contains no polycyclic aromatic hydrocarbons,
and is probably mineral oil. The leaves are sold whole and
cut into strips and rolled in paper for smoking by the
purchaser. Blackfat tobacco has been imported into Guyana
(formerly British Guiana) from Kentucky since 1870, but
by 1966 it formed only 2-4% of the total tobacco imports.
When smoked over a long period it produces a chronic
respiratory disease which G. J. Miller and his colleaguesl 2
have described as a diffuse pulmonary fibrosis with features
of lipoid pneumonia and granulomata associated with the
deposition of black pigment.

About half the population of Guyana consists of descen-
dants of immigrants from India, and East Indians through-
out the Caribbean seem to suffer more from respiratory
diseases than those of African descent or West Indians gene-
rally.3 In Guyana diffuse pulmonary fibrosis of unknown
aetiology has been recognized for some time, and a review of
cases showed that the common factors were East Indian de-
scent and smoking blackfat tobacco. No case was found
among those who chewed blackfat tobacco, smoked it in
pipes, had only smoked it for the past 10 years, smoked
other tobacco, or were not East Indians. The typical clinical
picture was of a gradual onset of dyspnoea on exertion in a
patient aged in the 40s, with a dry cough but no wheezing
or haemoptysis. X-ray examination showed a hazy stippling
effect from low density micronodules, affecting both lungs
especially the middle zones. Occasionally honeycombing,
fibrous contraction, or massive granulomata were present.
The histological appearances in three cases were compatible
with the inhalation of liquid paraffin or a similar mineral oil.2

Miller and his colleagues suggest that during smoking the
oily material distils over into the lungs, where it causes a
lipoid pneumonia which becomes clinically apparent only
after many years. As yet this hypothesis has not been tested
experimenitally. The possibility that the fibrosis was due to
chronic type III hypersensitivity, as in chronic farmer's lung,4
was excluded.2 The lung reacts differently to different lipids.5
Chemically inert mineral oils such as liquid parffin are
rapidly emulsified, engulfed by macrophages, and expecto-
rated. Some may reach the pulmonary lymphatics without
the aid of macrophages. Any residual oil will eventually
cause diffuse fibrosis or localized granulomas.6 The presen-
tation of mineral oil as a distillate does not seem to have been
considered before, and in this form it may be much more
widely distributed. This presumably causes minimal but
continuing damage to alveolar walls so that though the
fibroblasts are stimulated to produce extra collagen they do
so very slowly. During this repair process the lipid and black
pigment are incorporated into the new connective tissue,
resist degradation and removal, and in some way continue
to stimulate the producton of collagen.

Miller and his colleagues note tdat the disease may appear
many years later in patients who have smoked blackfat
tobacco only in their youith. Elucidation of this fibroblastic
mechanism, which varies so greatly between diseases, and
whether it must be continuous or can be switched on and
off, would illuminate the pathological processes underlying

several diseases of the lungs. Further interest lies in the
refinement of the switch mechanism which normally prevents
the repair process from proceeding to neoplasia. Miller and
his colleagues2 suggest that carcinoma of the lung or bron-
chus may be a complication of lipoid pneumonia, though the
diagnosis of cancer in their case was inconclusive.
Thus attention has been called to the possibility of

additives in cigarettes causing pulmonary disease with
temporal relationships of the same order as those between
smoking and lung cancer. But in Britain tobacco manu-
facturers customarily add nothing but water to their tobacco,
and indeed additives were illegal unitil 1932.
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Ombudsman Imminent?
Recent press reports have suggested that the Government
will shortly appoint a health commissioner. Doctors have
been unhappy about the idea of an ombudsman for the
N.H.S., fearing that he would interfere with their clinical
freedom and add yet another channel for complaints by
patients.' When Parliament was discussing the Parliamentary
ombudsman in 19672 Mr. Richard Crossman resisted the
proposal that the ombudsman's sphere of action should ex-
tend to the N.H.S. Nevertheless, a proposal for an N.H.S.
ombudsman appeared in Mr. Crossman's 1970 Green Paper
on N.H.S. reorganization,3 only to vanish again in Sir Keith
Joseph's reorganization plans in 1971.4 Meanwhile in 1968
and again in 1970 the Select Committee on the Parliamen-
tary Commissioner5 had maintained that there was no justifi-
cation for excluding the hospital service from his juris-
diction. Complaints against general practitioners were al-
ready adequately covered by the service committee pro-
*cedure. Subsequently, the Department of Health set up the
Davies Committee to study the hospital complaints proce-
dure6, and its report is still awaited.
The B.M.A. Council recently debated the progress of dis-

cussions on the subject between the profession and the De-
partment and was obviously uneasy about the situation (Sup-
plement, 29 January, p. 30). Apart from strong opposition to
the principle of an ombudsman the Council saw practical
reasons for deferring a decision on the appointment. Firstly,
it seemed illogical for the Government to start examining
hospital complaints procedure and then to pre-empt the con-
clusions, particularly as the Department of Health had pre-
viously indicated that general practitioners would not be
scrutinized by the ombudsman.7 Secondly, if the N.H.S. is
to be radically reorganized it would be reasonable to wait
and then plan how an ombudsman might fit into the new
structure. Nevertheless, political pressures appear to have
convinced the Government that it dare not delay.
Docors should now aim to ensure that the ground rules

for the ombudsman are such that he really will help patients,
and not be just another administrative impediment to making
the N.H.S. work effectively. When Northern Ireland ap-
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