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Some of Dr. Mackenzie's statements and contentions
may not command universal approval, but all will agree
as to the necessity for setting up co-ordinating medical
machinery before the war ends, so that no time may be
lost in dealing with the most urgent problems that will
arise. Dr. Mackenzie reminds us that during the three
years following the last war more people died from famine
and preventable disease than were killed in the war. It
should not be forgotten that a still greater mortality was
caused by the pandemic of so-called influenza that was
ravaging the world when the Armistice was signed. That
murderous pandemic flared up almost simultaneously in
most parts of the world. Countries very remote from the
scenes of actual fighting suffered most. Individuals in the
prime of life paid a heavier toll than infants and the aged.
Public health effort to control its spread proved lamen-
tably inefficient. Reference is made to those happenings
becCause they explain in part the fact that valuable time
was lost in mobilizing international aid for the newly
created States of Eastern Europe in their fight with devas-
tating epidemics, chiefly typhus fever, the legacy of the
war. It was influenza that occupied the attention of most
public health administrations of the world during the
winter of 1918-19 almost to the exclusion of all else: it
was influenza that was the subject of the first post-war
international medical conference, in Paris in March, 1919.
Small wonder: no such epidemic had occurred within the
memory of living man, and we were all sadly conscious of
the limitations of preventive medicine in the face of such
a catastrophe.

Dr. Mackenzie makes no reference to the work of the
Typhus Commission, subsequently called the Epidemic
Commission, of the League of Nations. That Commission
was set up with the express purpose of co-ordinating
international work in the post-war epidemic campaign,
about which he has much to say. The Commission's con-
tribution to the fight was by no means insignificant: it
may claim to have done all that was humanly possible
within the limits of the not inconsiderable sums that were
placed at its disposal. The difficulties it encountered and
the experience it gained might perhaps be turned to good
account in making plans to cope with similar situations
that are likely to arise when present hostilities cease. It
is true that the Epidemic Commission, created in 1920
(there was then no Health Organization of the League
of Nations), did not start field work till 1921. This delay
was in one sense fortunate: the renewal of hostilities
between Soviet Russia and Poland would have destroyed
much of the first work it was planned to do had an earlier
start been made.

Fortunately, in public health, as in other fields of human
endeavour, events rarely justifv one's worst forebodings.
Forecasts of epidemic happenings are frequently wide of
the mark. It would be foolish, however, to shut one's
eyes to the probability of catastrophic happenings in the
field of public health when hostilities cease. Dr. Mackenzie
is concerned only with likely happenings in Europe. The
possibilities in other parts of the world are perhaps even
more disquieting. In the Far East plague, cholera, and
small-pox, to name but three dread scourges, may well give
rise to very serious trouble when normal commercial rela-
tionships are re-established. Malaria in many countries
has only been kept under control by unceasing vigilance
and effort; the relaxation of that control may have incal-
culable consequences. There can be no doubt about the
need to set up co-ordinating international medical machi-
nery before the war ends: the combined medical resources
of the world may well be taxed. The growth of inter-
national medical work in the inter-war period simplifies
considerably the approach to the problems confronting us.

The Epidemiological Intelligence Service of the League of
Nations continues to function in Geneva. Its Weekly
Epidemiological Record still appears regularly: the amount
of information this contains in present conditions is no
small achievement. The machinery, experience, and con-
tacts of the Health Organization of the League of Nations
should prove of very great value in facing post-war
epidemic problems.

INTESTINAL ANTISEPSIS

Sulphaguanidine, although introduced for the main pur-
pose of treating bacillary dysentery, has also been used to
reduce the bacterial population of the lower bowel as a
safeguard before operations on the colon. Another drug
has now been introduced for this purpose, and remarkable
claims are made for it by E. J. Poth and F. L. Knotts.'
Succinylsulphathiazole behaves like sulphaguanidine in
being poorly absorbed from the alimentary tract; indeed
only 5 % of the amount administered appears in the urine.
It is hence not surprising that full doses can be given
without any untoward general effects. A high concentra-
tion of the drug thus persists in the intestinal contents, and
is believed to exert its bacteriostatic action not directly-
since succinylsulphathiazole has almost no in vitro action
on bacteria-but by liberating sulphathiazole. That
hydrolysis of the drug does occur in faeces can be shown
by maintaining voided specimens at body temperature; in
these the concentration of free sulphathiazole steadily
rises. Whatever their exact mechanism, the effects reported
are astonishing. In a patient "prepared" with succinyl-
sulphathiazole the bowel at operation is fo6nd to be
collapsed, the evolution of gas having ceased. It is possible
in the dog so treated to cut through one-third of the
circumference of the descending colon and, leaving it
unsutured, to close the abdomen, without causing fatal
peritonitis. The stools are "relatively odourless" and the
numbers of living Bact. coli per gramme of moist faeces
usually fall from 10,000,000 to less than 1,000. No other
micro-organism was studied quantitatively; that anaerobes
must be affected is deduced merely from the change in
character of the intestinal contents, and Strep. faecalis,
Bact. aerogenes, and Proteus are said to be resistant to
the drug. It is also mentioned that dysentery bacilli are
susceptible and typhoid and paratyphoid bacilli resistant.
The effect on various elements in the normal flora of the
lower bowel is clearly a matter calling for further study,
and such a study is said to be in progress. Although it is
not really known which of the numerous species found in
the bowel can play an active part in producing peritonitis,
it is incredible that the escape of intestinal contents should
be rendered harmless merely by reducing its Bact. coli
content. The bacteriostatic effect as indicated by this
reduction was regularly achieved except in a few cases
having either diarrhoea or obstinate constipation; either
of these conditions, the former particularly, prevents the
proper action of the drug. These authors have now treated
with it 100 patients suffering from various specified bowel
conditions; they record its effects only in 27 cases requiring
operation on the lower bowel, in which its administration
was designed to prevent post-operative peritonitis. Of
these, 10 are described in detail and 4 are illustrated by
diagrams of the complex resections and anastomoses
which were necessary. Operations inevitably soiling the
peritoneum were performed with apparent impunity, and
freedom from post-operative distension was a further
advantage secured. This form of medication will evidently

I Arch. Surg., 1942, U, 208.
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become a necessary adjunct to colonic surgery, and
succinylsulphathiazole appears from this account to be the
drug of choice, but a close comparison of its effects with
those to be obtained with sulphaguanidine, preferably by
quantitative bacteriological methods, would establish its
position more clearly.

PROGNOSIS OF ACUTE HAEMORRHAGIC
NEPHRITIS IN CHILDHOOD

Varying opinions on the ultimate outlook for children who
have suffered from acute haemorrhagic nephritis have been
expressed in the past twenty years. These discrepancies
appear to depend essentially on the standards offered by
the investigators, and the introduction of the " Addis
count" some years ago was an attempt to reach agree-
ment on what could be regarded as normal. This test
turns upon examination of the deposit obtained after
high-speed centrifugalization of the urine, and various
workers have set out the upper limits for the calculated
numbers of casts, white epithelial cells, and red blood cells
after a drop of the deposit has been examined in a blood-
counting chamber. G. E. Pittinos, J. D. Craig, and A. G.
Desanctis' report the use of this Addis count among other
methods in the examination of 32 patients who had all
suffered from acute haemorrhagic nephritis at an average
time of about six years before the investigaition, only 4 of
the patients having had the acute illness less than two
years before being examined. The group of 19 boys and
13 girls were subjected to the following procedure: physical
examination; blood-pressure determination; analysis of
the urine with an Addis count; complete blood count;
chemical blood examination for urea, non-protein nitro-
gen, creatinine, cholesterol, serum albumin, and serum
globulin; and a urea clearance test. All the children were
found to be essentially normal physically, except one who
had a raised blood pressure -with no other abnormalities.
Routine examination of the urine showed 6 children with
albuminuria. Two of these were found to have high white
cell counts by the Addis method, which were ascribed to
pyuria rather than to nephritis, one showing an abnormal
renal pelvis with an intravenous pyelogram. Two others
with albuminuria were examined eight and ten months
later and found to be normal. One patient had no abnor-
mality apart from the albuminuria, and had two normal
Addis counts eight months apart. The authors do not
think that this patient should be classified as having residual
kidney damage of what is termed " latent nephritis " type.
The remaining patient with albuminuria did not return
for further study and was therefore classified as having
potential latent nephritis. Chemical examinations of the
blood for retention of nitrogenous products were all nega-
tive. Urea clearance tests on all patients were normal,
and there was no anaemia ascribable to the nephritis.
Addis counts done on all the children were normal except
for the two who were considered to have pyuria. These
results would indicate that acute haemorrhagic nephritis
in children has an excellent prognosis, for the Addis count
introduces strict criteria of cure. The 32 patients who
formed the subjects of this investigation were, however,
drawn from 110 patients suffering from acute haemorrhagic
nephritis in the Post-Graduate Hospital, New York, in
the years 1928-39. Four patients died during the initial
manifestations of their disease, and the attempt to establish
contact with the remaining patients produced only the 32
who served for this follow-up study. The value of the
report lies, therefore, not so much in anysstistical deduc-

1 J. Amer. med. Ass., 1941, 117, 1855.

tions as to the ultimate prognosis in this disease as in the
emphasis laid upon the need for standardizing the criteria
of a healed kidney. It is suggested that every child who
has suffered from acute haemorrhagic nephritis should be
examined every three months up to and including two years
after the acute attack. This examination should include
physical overhaul, blood-pressure reading, and examination
of the urine, and an Addis count at the end of two years.
If in the course of the two-year period the slightest urinary
abnormality is found the Addis count should be employed
as a further check.

SIMMONDS'S DISEASE
Wasting and loss of strength are such important symptoms
that the study of their rarer organic causes is of special
interest. In this connexion Simmonds's disease is of par-
ticular significance because it brings into prominence the
endocrine factors in cachexia and offers some key to the
complex interaction of the ductless glands. First described
by Simmonds in 1914, panhypopituitarism, or Simmonds's
cachexia, has since received its fair share of attention in
medical literature. It occurs most often in women between
30 and 40 years of age and in those who have borne several
children. In some cases the condition follows infection
or trauma, and in others it arises after severe post-partum
haemorrhage. The disease usually begins with amenor-
rhoea, and wasting appears later, in some cases being very
slight. Although loss of strength and alertness are the
main symptoms, the hypogonadism and general lowering
of metabolism, with loss of hair and retardation of growth,
are characteristic. Most cases are fatal, but the course is
slow, and the gradual wasting may in time lead to extreme
emaciation. The cause of this disease is some destructive
lesion of the anterior pituitary.

Non-fatal and minor degrees of the condition are diffi-
cult, if not impossible, to distinguish with certainty from
other causes of wasting and weakness. Of these the one
which has perhaps given rise to most difficulty is anorexia
nervosa. Here the wasting is often extreme, though the
weakness is much less in evidence. Indeed the typical
patient with anorexia nervosa, usually a girl of from 15
to 25 years of age, may appear full of energy and be con-
stantly on the go, while losing weight to an alarming extent
as the weeks pass. In anorexia nervosa the periods also
cease, blood pressure and basal metabolism fall, and the
hair may be lost. In pituitary cachexia the patient want3
to eat but cannot, whilst in anorexia nervosa the sufferer
-often emotional or actually psychopathic-usually
" wants " to lose weight and will not eat; in both condi-
tions there is often found an undue sensitivity to insulin
with a relatively low blood-sugar content. In a recent paper
R. Fraser and P. Smith1 have investigated the insulin sensi-
tivity by means of an insulin-tolerance test, as well as the
urinary excretion of steroids derived from the adrenal
cortex and testis, in a number of cases of Simmonds's
disease and similar clinical conditions. Though of neces-
sity post-mortem confirmation of the diagnosis was not
possible and the number of cases was small, the results
suggest that by these tests a distinction between the various
conditions may be made biochemically. Briefly put, the
insulin-tolerance tests showed that the initial fall in blood
sugar after insulin injection was followed, in cases of
Simmonds's disease, by a longer delay in return to the
previous fasting level than in normal individuals. In 3
out -of 8 cases of anorexia, however, a similar delay, or
"hypoglycaemic unresponsiveness," was also found, so

1Quari2 J. Med., 1941, 10, 297.
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this response is not confined to panhypopituitarism. The
authors found that in all their cases of Simmonds's disease
except one the urinary 17-ketosteroid assays were negative,
while in the 4 cases of anorexia tested the assays varied
from 2.7 to 14.7 mg. per 24 hours. Such investigations
as these offer hope that further knowledge may be derived
from the subtle reactions of the pituitary upon growth, the
sex glands, and the adrenals; they also suggest methods
of diagnostic value to the clinician.

BLOOD FLOW TO LIMB MUSCLES
Studying by means of a segment plethysmograph the flow
of blood to the muscles of the forearm and calf, Wilkins
and Eichna' observed that warming the body led to an
increased, and cooling to a decreased, flow. Stimuli
known to cause vasoconstriction in the hands and feet had
to be more intense to produce measurable changes in the
forearm and calf. Immersion of the hand or foot in iced
water was the most effective of such stimuli. On the other
hand, certain emotional stimuli-such as mental arithmetic
-which are known to cause vasoconstriction in the hands
and feet resulted in an increased flow of blood to the fore-
arm and calf. This reaction was of two types-early and
delayed. All the reactions mentioned, except the delayed
vasodilator response to certain emotional stimulation,
depended upon an intact sympathetic nervous supply.
There is evidence of a humoral mechanism, possibly
adrenaline, in this reaction. Vasodilatation in the forearm
and calf, due to exercise or after temporary arterial
occlusion (reactive hyperaemia), was unaffected by sympa-
thectomy. It was also shown that vasodilatation after arterial
occlusion for five minutes was relatively complete, being
unaffected by sympathectomy, warming the body, and by
other stimuli known to cause vasodilatation As this
method is technically easy and its effect relatively complete,
the authors recommend it for inducing experimental vaso-
dilatation in the forearm and calf. The only thing which
materially affected the degree of vasodilatation was a
strong vasoconstrictor stimulus; weak vasoconstrictor
stimuli had no effect. The flow of blood during reactive
hyperaemia varied directly with the blood pressure, both
in normal subjects and in hypertensives. Further, if the
blood pressure of normal subjects was raised to levels
comparable to that of the hypertensives, the flow of blood
was of the same order in both groups. Conversely, when
the blood pressure of hypertensives was lowered to normal
levels the blood flow was like that in normal subjects.
The authors think this is evidence against the view that
in hypertensive subjects the vessels in the limbs are in a
state of increased peripheral resistance which cannot be
affected by physiological vasodilatation. Five patients with
hyperthyroidism were also investigated. All showed an
increased blood flow to forearm and calf, both under
basal conditions and with reactive hyperaemia. There was
little correlation between the volume flow and the basal
metabolic rate.
While there is little exactly new in these observations, and

although the method of measuring the blood flow to the
muscles of the forearm and calf is not ideal, the work never-
theless represents a step in the right direction, and has an
important bearing on the interpretation of the clinical tests
usually employed in cases of peripheral vascular disease.
Surgeons have long mistrusted predictions, based on skin-
temperature reactions, that sympathectomy would be with-
out benefit in certain cases of intermittent claudication.
There has always been a need for measurement of blood
flow to the muscles rather than to the skin, and this should
heighten. the value of preliminary testing.

1 Johns Hopk. J-os'p.IiuIl., 1941, 68, 425, 450, 477, 512.

CONFIDENTIAL DEATH CERTIFICATION
Civil registration has been carried out in the Province of
Quebec since 1622. When the Province joined the
Canadian registration area in vital statistics in 1925, no
change was made in the civil registration system, and the
collection of vital statistics was entrusted to the clergy.
The old system, which was not designed for vital statistics,
had defects when judged by modern requirements. The
procedure regarding death registration was somewhat
cumbersome. The undertaker was responsible for obtain-
ing the death certificate, and he retained it until the inter-
ment, when he delivered it to the priest or minister, who
made his returns at the end of the month. By this pro-
cedure the certificate was seen by a number of persons,
and in a small community the disease from which a person
died soon became known to all. This practice embarrassed
the doctor who wanted to maintain his professional secret
and yet desired to provide accurate information to the
Ministry of Health as to the cause of death. In 1931 a
number of physicians who had visited Europe suggested
that the procedure should be modified by adopting the
European system of a confidential medical certificate. The
term " European system " is hardly accurate, because con-
fidential death certification was not common in Europe,
although it was established in Switzerland. The need for
some modification in registration was emphasized in
1936-7, when an investigation was carried out on death
certification. The inquiry covered 5,965 deaths, and visits
were made to the doctor issuing the death certificate, and
he was asked his actual opinion regarding each case,
without reference to the statement he made on the official
certificate. This inquiry revealed that 1,163 certificates,
one-fifth of the whole, had been intentionally falsified, 322
were partially inaccurate, and 841 were completely untrue.
The concealment of four causes of death comprised almost
90 % of the false certificates: they were cancer 23.9 %,
heart diseases 22.5%, infectious diseases 20.7%, and tuber-
culosis 11.8 %.
The situation was remedied in 1940 by adopting a

system of confidential medical certificates.' The new certi-
ficate has a flap which covers the medical certificate proper
and is sealed. Anyone opening the flap is liable to prose-
cution. On the face of the flap, which is a permit for
burial, it is noted whether death was due to violence or
infectious disease, so that the Public Health Acts dealing
with these causes can be complied with. No conclusions
regarding the possible alterations in the trend of the death
rates can be attempted after so short a trial, but there has
been an increase in some causes of death which in the past
were the ones most often concealed. Besides the satis-
faction that the new certificate has given the medical pro-
fession, the statements provide more explicit details and
are easier to interpret and tabulate. One disadvantage is
that the mucilage on the flap tends to stick and has given
rise to loss of certificates: the author states that " in our
office we have lost a few thousands." In view of this defect
it seems that the death rate from specific causes must still
be inaccurate, although an improvement has been obtained
in proportional mortality.

Doubtless the innovation has improved the vital statistics
of Quebec, but to the perhaps conservative Briton the
method has no advantage over ours, and it does not seem
likely that such a scheme would improve our vitAl statistics.
Our control of local registration is more efficient than in
Quebec, which is "on the somewhat benevolent basis of
co-operation." The knowledge of one's family medical
history is surely not generally undesirable, and for most
life insurance policies it is a necessity if a penalty is to be
avoided.

1 Parrot, Paul, Canal. pubi. Hith. J., 1942, 33, 114.
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