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of patients using four capsules (each con-
taining 20 mg) per day had no disodium
cromoglycate in a random urine sample
taken at a suitable interval after they stated
they had inhaled a capsule of the drug, and
a further 16% had very small amounts in
the urine, suggesting that very little of the
drug had been absorbed. In most cases the
inhalation of a capsule under supervision
produced appreciable amounts in a sibkse-
quent urine specimen, but in some cases
the children appeared to be unable to inhale
enough disodium cromoglycate from a single
capsule to give appreciable absorption of the
drug. It seemed possilble that the use of
eight capsules a day instead of three or four
might lead to a better therapeutic result.

Eleven patients were chosen who all
suffered from chronic perennial asthma
which had not responded well to either three
or four capsules of disodium cromoglycate
daily. The average age of the group was 13-2
years and they had suffered from asthma for
an average of 9 5 years. After an observa-
tion period of two weeks they were asked to
take eight capsules (without isoprenaline)
daily for three months. Their progress was
assessed by clinical examination, ventilatory
tests, and symptom record cards. The results
are summarized in the table.

Month 1 Month 2 Month 3

Responded 6 6 6
Did not respond 5 4 -

Those who failed to respond dropped out
of the study before it was completed, but
about 50% did do better on eight capsules
a day. No toxic effects were encountered,
but one patient complained of increased
tightness in the chest temporarily after using
the capsules. From the symptom records the
most significant effect was decrease in asthma
at night, noted by the end of the first month
(P > 0.05), and this effect continued through-
out.

It seems worth while, in some cases in
which response to the standard dose is poor,
to try the effect of an increased dose. There
is no reason to suppose that it is not safe
to do so.-I amn, etc.,

JOHN MORRISON SMITH
Birmingha-n

1 Smith, J. M.. and Pizarro, Y. A., Clinical Allergy,
1972, 2, 143.

Sickle-Cell Anaemia

SIR,-I read with interest Colonel H. Gall's
letter (24 February, p. 488) seeking informa-
tion on the early history of sickle-cell
anaemia. Although Herrick' specifically
mentioned the "sickle-shaped red blood cor-
puscles" which he observed in the peripheral
blood film of his patient, the disease was
thereafter referred to at first as "Herrick's
anaemia."2 It was Mason3 in 1922, not
Emmel4 in 1917 as suggested by Linde,5 who
introduced the term "sickle-cell anaemia"
which survived modifications2 and qualifica-
tions6 7 to remain in ponular usage since then.
A review article by Margolies2 refers to two

d-scrn;t;ons of sickle-shaned red cells in
human blood before Herrick's publication. In
1902 Dresbach encountered a healthy 22-year-
old mulatto student in Ohio whose peripheral

blood contained numerous elliptical red
cells.8 This man died young from cardiac
failure preceded by an attack of tonsilitis,
and it was argued that since he was in good
health when Dresbach made his haemato-
logical observation, the student could not
have had the disease described by Herrick.
Now that we know that, in sickle-cell disease,
anaemia is not the essential sign and not its
most dangerous component, and the sus-
ceptibility of patients to bacterial infections
and the risk of sudden death from cardiac
complications make it probable that Dres-
bach's patient, after all, had sickle-cell
disease. Sergent and Sergent9 in 1905 de-
scribed "demi-lune" erythrocytes in some
Algerian Negroes who had malaria. Since
malaria and sickle-cell disease can coexist
in a patient, these French writers retain
their place, albeit tenuous, in the early
history of sickle-cell anaemia.

This haemoglobinopathy is an old disease
in West Africa, where "long before Herrick
described sickle-cell anaemia .... Ghana-
ians recognised the disease as a dangerous
hereditary syndrome called by different
names in different tribes . . . and known
to be very serious especially in the rainy
season and during pregnancy . . . . Some
elderly men could trace back several genera-
tions relations who had died young from
the disease."'0 The earliest description of
this disease that I know of, however, was
given by Africanus Horton in 1874 in his
monograph The Diseases of Tropical Climates
and Their Treatment," which Colonel Gall
will find in the Royal Army Medical College
library at Millbank. Horton's elegant de-
scription anticipated by decades some of the
features of sickle-cell disease that were later
recognized: the premonitory fever of crises;
the rheumatism which shifted from joint to
joint and which "metalized" to internal
organs (heart, abdominal viscera) to cause
severe, sometimes fatal complications; and
the remarkable observation that the sufferers
had enlarged bones. The disease was
characterized by "long continuance and fre-
quent recurrence of symptoms," which sel-
dom terminated fatally unless the internal
organs were involved, when death might be
rapid as the disease "may suddenly seize on
the muscular coat of the heart," as was
later exemplified by Dresbach's patient.
Horton found that there was constantly an
abnormality in the blood and mentioned the
peculiar constitutional tendency tothe disease
among "natives of the tropics . . . who
suffer dreadfully from this disease in the
rainy season."

If it is correct that in prehistory sickle-cell
anaemia was brought to Africa by nomadic
bearded "tall men" of Asia,'2 even earlier
descriptions of this disease may exist some-
where. It cannot be said of the anaemia
which Herrick described in 1910 that "See,
this is new."'3-I am, etc.,

ADELOLA ADELOYE
Children's Hospital Research Foundation
University of Cincinnati,
Cincinnati, Ohio
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Dangerous Pleasures

SIR,-In your leading article "Full Strength
to Extra Mild" (21 April, p. 134) you have
one sentence concerning cigarette smoking
which must be challenged.
You say, "No other product carrying such

a risk of ill health yet with so few restrictions
on its sale is allowed to be advertised and
sold to the public." What, in heaven's name,
about alcohol? Although many people enjoy
and may be helped by occasional s,mall
doses, surely it is the direct cause of more
deaths from disease, and, don't forget, road
accidents and suicides, than any cigarette
smoking. Also compare the "social" ill-
nesses-poverty, wives and families with
nervous complaints, crime, industrial acci-
dents.

I do not advocate the "prohibition" of
either alcohol or cigarette smoking, but if
you are to be fair, if the present "Health
Warning" has to be printed on cigarette
packets, then it would be logical to print on
every bottle of beer, whisky, etc.: "Drinking
may be a danger to your health and welfare
and the health and welfare of others." And
to a much lesser degree what about the
"danger to health" of refined sugar, sweets,
etc.? The whole thing is out of balance and
your article is no help . . . perhaps editors
too, don't smoke, but "like a drink (in
moderation, of course)."-I am, etc.,

H. W. LEES
Darwen, Lancs

Psychiatric Inpatients from Urban
Communities

SIR,-Dr. T. Fryers's paper (14 April, p. 76)
raises almost as many questions as it answers.
For instance, in table IV it is shown that on
31 December 1958 Birmingham had only
196-8 beds/ 100,000 population occupied by
patients of more than two years' length of
stay, whereas 13 years later, despite a very
active community-based service, Salford
had 255-3 such beds. A reasonable deduction
would seem to be that a community-based
service led to an increase in long-stay
patients, as no one in Birminaham would
claim, I think, that the mental hosnital ser-
vice was communitv-based in 1958. The
truth is that before 1948 the Citv of Birming-
ham had an atnalling record for boarding
out its long-stay natients. At Powich Hosni-
tal, Worcester (of which I was formerly
MAedical Superintendent) alone on 5 Tuly
1948 there were over 400 boarded-out
patients from Birmingham. Facts like this,
along with chanves in catchment areas. often
vitiate extranolations from epidemioloQrical
studies.
Where, however, a catchment area has

renma;ned static for a number of years retro-
soective studies can be of value. Takina 1
January 1960 as zero date, I calculated the
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