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Pointers
Lung Transplantation: Forced diuresis preceded
lung transplantation as part of treatment of a 15-
year-old boy who accidentally swallowed a
mouthful of undiluted paraquat. Urinary ex-
cretion of paraquat fell rapidly daily, but death
ensued. At necropsy transplanted lung showed
changes attributable to paraquat but none to
rejection (p. 759). Leader at p. 755.

Nephrectomy for Hypertension: When diseased
kidney contributes less than 25% to renal func-
tion and the contralateral kidney is intact,
nephrectomy is recommended, particularly in
young patients with significant hypertension (p.
764). Leader at p. 754.
Strokes in India: Angiographic findings in
patients from west central India showed throm-
bosis with atherosclerosis to be main cause of
non-embolic cerebral infarction. The relative
incidence of various cerebral vascular lesions
did not differ significantly from that in
Westerners (p. 769).
House Dust Allergy: In a controlled trial of the
treatment of asthma, injections of house dust
extract gave no advantage to those sensitive to
the dust (p. 774).
Mood and the "Pill": Highest incidence of
depression and loss of libido occurred with
strongly progestogenic compounds, which have
high monoamine oxidase activity (p. 777).
Shunts for Dialysis: Evidence of circulatory
overload in three patients who had Brescia-
Cimino shunts for intermittent dialysis (p. 781).
New Plasma Expander: Intravenous 6%
hydroxyethyl starch solution produced no adverse
effects in 29 patients (p. 783).
Case Reports: Duodenal haematoma (p. 785)
cytomegalovirus disease as hepatitis (p. 786).
Common Skin Infections: Review of their man-
agement (p. 787).
Progressive Care: Successful experiment
described in which wards were arranged to allow
free interchange of patients according to their
nursing requirements (p. 794).
Congenital Defects: Importance of initial sym-
pathetic counselling for the mothers of mal-
formed or stillborn infants (p. 796).
Influenza: This winter's prospects (p. 757).
New Appliances: For urethrography (p. 798)
and whole-body plethysmography (p. 799).
Personal View: Professor Dorothy S. Russell
(p. 800).
V.D.: Letter on role of prophylactic treatment
(p. 802).
N.H.S. Staffing: Figures for Scottish hospitals
and general practices (Supplement, p. 119).

Starving Children
The need to relieve with the utmost speed the starvation of Biafran
children is desperate. But for thousands this relief, when it comes, will
come too late.

Yet this particular emergency is only one of an apparently endless
series of emergencies which befall children in developing countries with
grim monotony. For years the need for properly trained, highly mobile,
readily available, internationally constituted paediatric relief teams has
been obvious. The composition of the team must depend on the type
and size of the paediatric emergency. A basic unit would consist of one
paediatrician, one paediatric registrar or senior house officer, and an
undergraduate who has been taught (in a " crash course ") the elementary
skills of lumbar puncture, scalp vein infusion, and so on. At the other
end of the scale complete paediatric units with consultant paediatricians
and surgeons, pathologists, radiologists, and other staff might have to be
assembled. The team's stay in the disaster zone would vary from three
months to a year. Ideally, one member of the original team should stay
behind to hand over to the succeeding team if the operation is likely to
be prolonged. The greatest difficulty will inevitably be not the relief
operation itself but the finding of locumtenents for the members of the
team. Even in well-developed countries paediatricians are relatively
scarce, registrars naturally hesitate before endangering their career
prospects by a temporary absence, and " stand-ins " have to be acceptable
to their management committees, boards of governors, and regional
boards.
Once on the spot the team is likely to be swamped by the sheer number-

of ill children. Two vital decisions must therefore be taken at the very-
beginning. The first is that the team must train and lead local auxiliaries.
and delegate to them all routine procedures that can be delegated. Since
great conurbations are uncommon in developing countries, rural satellite
centres for paediatric treatment will have to be set up, controlled, and
supervised from the largest available hospital, which will be the team's.
headquarters. These rural centres should be as numerous as possible, as
small as possible, and as close to the homes of the children as possible.
They will therefore have to manage with minimal staff and minimal
equipment. The second vital decision the members of the team will have
to make time and again in a disaster or war situation poses exceedingly
difficult ethical problems. Every day, or even twice a day, the team
members will have to decide which child is likely to survive if the slender
medical, nursing, and treatment resources are to be best deployed, and
which child is beyond saving. Painful though this decision-making will
be to every doctor, it is essential, as otherwise many of those who might
live will perish.
The main problems facing the team will be: the storage and distribution

of medicaments and food; the relief of starvation; the management of
protein-calorie malnutrition (kwashiorkor); the treatment of nonspecific
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and infectious diarrhoea; the treatment of paediatric illness;
if possible, the initiation or resumption of immunization
procedures; and the supervision of basic sanitary arrange-
ments.
Under tropical conditions, particularly where humidity is

high, the protection of food from thieves and from destruc-
tion by weevils, rats, and moisture often presents great
practical difficulty. Its solution will depend on local facilities.
Whenever possible use should be made of proved methods
evolved by the local population. Uncountable tins of skim-
dried milk have rusted to uselessness in the past. Uncoutnt-
able plastic containers have been penetrated by insects and
other pests and their contents rendered useless.
The relief of starvation is relatively simple. As balanced

a diet as possible should be given, the main ingredients being
skim-dried milk: 300 ml. for a 2-kg. child, 500 ml. for a
4-kg. child, 1,000 ml. for an 8-kg. child, and so on, per
24 hours. It should be noted that weighing-machines for
both children and food must be available, as must be hand-
operated milk whisks. Carbohydrates (sugar, bananas, sweet
potato) and fat (cottonseed or palm oil) are added so that the
proportion of milk to carbohydrate to fat is roughly 4 g.:
20 g.: 3 g. per kg. body weight per day. The aim should be
to give a minimum total calorie intake of 130 calories per kg.
body weight per day. Whenever possible a vitamin supple-
ment should be added. The exact proportion and indeed the
constituents of the diet advocated have varied from place to
place and from time to time, but since the starving child,
unlike the child with kwashiorkor, is not " ill " the treatment
is greatly simplified.

Opinions on the best way to treat protein-calorie malnu-
trition vary considerably. The basic treatment requires pro-
tein, carbohydrate, and fat, again with a total calorie intake of
100-150 calories per kg. body weight per day. Because of
the frequently associated electrolyte upset, potassium, mag-
nesium, and often sodium will have to be added. Alactasia
(absence of lactase) may call for the substitution of fructose if
the stools are acid (pH<6) and contain more than 0.5%
reducing substance. Hypoglycaemia and hypothermia are
common, and a Dextrostix reading of under 40 mg. per 100
ml., if associated with coma or fits, requires 10% intravenous
or 50% intragastric glucose and prednisolone by mouth or
parenterally. Hypothermia may occur and exacerbate the
dangers of hypoglycaemia, so that low-reading thermometers
must be available. Most children with moderate or severe
kwashiorkor refuse their food, so that supplies of 50-cm.-long
nylon naso-gastric tubes, with bores of 1.0-1.5 mm., are part
of the basic equipment. Transnasal feeding of large numbers
of children may be required for several days and calls for
continuous nursing-auxiliary supervision.
These chidren usually suffer from nonspecific diarrhoea

during the first few days of treatment, presumably the result
of a malabsorption state. The intravenous correction of water
and electrolyte balance is dangerous without skilled super-
vision, but fluids containing 4-5 mEq/per kg. body weight per
24 hours may safely be given by mouth. If bacterial enteritis
is suspected or proved, water and electrolyte repletion should
take precedence over antibiotic treatment.

Surprisingly, tropical diseases, with the exception of
malaria-which is pandemic in West Africa-are not very
troublesome. In order of frequency, the following conditions
account for most admissions to hospital: pneumonia, the
dysenteries, measles (a killer), whooping-cough (a frequent
killer), malnutrition, jaundice (due to sepsis, sickle-cell disease
or G.6P.D. deficiency), tuberculosis, tetanus, and haemophilus

meningitis. Whenever possible, the paediatric team should
start or restart immunization programmes. B.C.G. is best
given at birth, while during the next nine months the baby
should be vaccinated against smallpox, measles, and polio-
myelitis and receive triple antigen in that order. Paraffin-
powered refrigerators are essential.

Lastly, the team's needs. The staff will find ampicillin
indispensable. They should take pyrimethamine once a week,
use dimethylphthalate against mosquitoes, wear cotton pants
and trousers, open-necked cotton shirts, plimsoles for indoors,
chukka boots for mud, and have a plastic mackintosh handy.
The colour of clothes for civilian medical teams under war
conditions is important: white, off-white, or light blue
never khaki.

Detecting Renal Hypertension
The great majority of patients with arterial hypertension have
no apparent precipitating cause for it. For want of a better
term we still call this condition "essential " hypertension. Of
the minority in whom an apparent cause for the hypertension
is found, bilateral disease of the kidneys is much the
commonest reported.'
Much attention has centred on the small number of hyper-

tensive patients with unilateral renal disease because of the
possibility that an operation on the affected kidney might'
relieve the hypertension permanently. Now at page 764 of
this issue of the B.M.7. Dr. R. G. Luke and his colleagues
review their extensive experience of patients with hypertension
in whom parenchymal disease of one kidney was found. This
paper complements their recent article2 on their group of
patients in whom renal-artery stenosis was diagnosed.
Altogether the two papers give a review of 143 patients with
disease of one kidney. Forty-one had renal-artery stenosis
and 102 had other disorders; most of these were pyelo-
nephritis, but others were renal tuberculosis, hypoplasia, and
adenocarcinoma.3 Both papers indicate, along with other
results which they summarize, that complete relief of hyper-
tension can be obtained in a fair proportion of patients
treated surgically-58% of those with renal-artery stenosis
and 38% of those with other unilateral renal disease. An
even larger proportion received considerable benefit. These
results were attained only by careful investigation and
selection of patients for surgery, and of the 143 patients
investigated only 27 with renal-artery stenosis and 34 with
parenchymal renal disease were operated on.

These findings present general physicians and general
practitioners with a problem. In an unselected series of
patients with hypertension how common is unilateral renal
disease which may be cured by operation? What investiga-
tions should be carried out as a routine on all hypertensive
patients so that unilateral renal disease may not be over-
looked ? And, if some indication of unilateral disease is
found, how can its role in producing and maintaining the
hypertension be assessed ?
No absolute answer can yet be given to these questions, but

some general conclusions can be gleaned from the mass of
sometimes conflicting evidence. Dr. Luke and his colleagues
report that their 143 patients were drawn from well over 1,000
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