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was detected. Further aspirations produced no
benefit, but an increased dose of steroids helped.
However, two weeks later she developed severe
respiratory failure and died. At necropsy the
lungs showed prominent arterial radicles, a
moderate amount of oedema, and scattered,
mainly subpleural, areas suggestive of chronic
pneumonitis. Both latter features were worse on
the left (weight 985g.) than on the right (weight
720g.) Both pleural spaces contained old fibrous
adhesions and bilateral yellow effusions. The
heart (weight 360g.) showed right ventricular
hypertrophy (10mmn.) and dilatation; the right
auricle was normal. There was no thrombosis in
the syst-mic vessels.
The lungs were sent to Professor Herbert

Spencer for examination. rn his opinion they
showed: (1) Some pulmonary arterial
thickening; occasional arteries also
showed recanalization; (2) interstitial fibrosis
(Fig.) plus recent intra-alveolar fibrinous
oedema; (3) pronounced dilatation of the
bronchial veins; (4) enormous distension of
the alveolar capillaries in places; and (5)
thrombosis of small- and medium-sized veins
with evidence of recanalization.
These changes add up to thrombosis of

the pulmonary venous return with subsequent
oedema, collateral channel formation, and
pulmonary artery hypertension (with occa-
sional arterial thrombosis and recanalization).
The disease was an evolving condition in

this patient as is apparent from the varying
degrees of oedema and venous occlusion.
Despite this activity no aetiological agent
was discovered. Perhaps virus culture of the
sputum would have been revealing, since
Liebow suggests haemagglutination associated
with pulmonary viral infections is possibly
the cause of the thrombosis.
More information could have been forth-

coming had the patient been diagnosed in
life. The object of this report is to remind
clinicians and pathologists of the disease,
and to underline the opinion of previous
authors that it may not be as rare as the
literature suggests.-We are, etc.,

JAMES BRIGGS.
A. T. M. ROBERTS.

Frenchay Hospital,
Bristol.
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Caring for the Elderly

SIR,-The article "Evaluation of Early
Diagnostic Services for the Elderly"
(1 August, p. 275) sheds a welcome gleam of
light on a hitherto almost unexplored field
and raises a number of interesting points.
As the authors showed, these are not svmp-
tomless patients, but patients with an illness
looking for a doctor.
The current pessimism over early diag-

nosis and treatment of the elderly is .t)8lus-
tified. Cannot the work carried out in the
survey be done almost as well by the Qen-
eral practitioner backed by an ordinary out-
patient department? I myself, handicapped
by lack of staff and time, have done some-
thing along the same lines for 10 years arid
have obtained gratifying results.

Early diagnosis for this type of patient is
juvst the start of a long marathon of care and

maintenance which will last as long as the
life of the patient-perhaps 10 or 15 -ycars-
which one hopes will avoid the invalid stage
of life and, as a result of one's efforts,
enable the patients to die with their boots
on. The figure of 42 0' improved of those
patients treated is surely too low. No men-
tion is made of the treatments given, but
one wonders if such treatments as isox-
suprine for cerebral ischaemia, verapamil
and related drugs for angina, and
indomethacin and iboprufen for arthritis
have been used. All these treatments inay
slow down or even arrest deterioration, but
the results are better judged after five or
even 10 years instead of a mere 18 montlhs.

Finally, it is stated that it is unlikely that
general practitioners will be able to
accept the burden of this type of work, and
that it would be best left to the geriat-
ricians. Thev will not, of course, be able to
do this or indeed many other types of work
if any available finance which properly
belongs to the primary care services is
siphoned off to highly expensive and geo-
graphically remote specialist centres, which
will never be able to provide the basic care
which this underprivileged group of patients
so desperately need.-I am, etc.,

C. G. ELLIOTT.
East Hoathlv.

near Lew%es.
Sussex.

Primary Care of Patients with
Skin Disease

SIR,-It seems that the summary (30
May, p. 535) of the B.M.A. Planning Unit
working party's report on Primary Medical
Care has given rise to alarm and despondency
and protest in some parts of the country,
with particular reference to its suggestion
that all patients with diseases of the skin
should be seen initially at a hospital clinic.

It does not seem to have been appreciated
that this is simply the opinion of the working
party. and that it did not at any time consult
the B.M.A. Dermatologists' Group Commit-
tee or any of its members.

I would like, therefore, to disclaim any
responsibility for this opinion, and to say
that this in no way represents the view taken
by dermatologists or their representatives.-
I am, etc.,

IAN W. CALDWELL,
Chairman, B.M.A. Dermatologists'

Group Committee.
Southampton, Hants.

Prophylaxis of Pulmonary Embolism

SIR,-We are concerned that in the
"Current Practice" article (27 June, p. 780) on
the prophylaxis of pulmonary embolism, no
mention was made of the various mechanical
approaches to the problem where anti-
coagulants have failed or are contraindicated
-for example, methods such as partial
occlusion of the inferior vena cava by clip,
filter, or plication.

In desperately ill patients recurrent
embolism may be prevented temporarily by
inserting a form of umbrella into the inferior
vena cava (Eichelter, Mobin-Uddin).' 2 If an
operation is possible an easy, safe, and effec-
tive method is the application of an inferior
vena caval clip that flattens the vessel to a
slit of about 5 mm., a size that will not

transmit a lethal embolus. The clip method
of partial inferior vena caval occlusion is
easier and more effective than either the
filter' or the plication,4 and although it seems
to increase the incidence of peripheral
thrombophlebitis we consider that its
prophylactic use is justified in patients who
are at particular risk from embolism. Pre-
liminary results of a prospective controlled
trial indicate that it saves lives. One of us
wears a caval clip.-We are, etc.,

A. M. N. GARDNER.
R. L. MIDGLEY.
M. J. TURNER.

C. C. WILMSHURST.
TIorbay Hospital.

Torquay, Devon.
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Acute Malaria in Newborn Infants

SIR,-Dr. N. F. Okeke's observations (11
Julv, p. 108) on the frequent occurrence of
congenitally acquired malaria in Enugu
(Nigeria) contrast sharply with our findings
in the Gambia. At our hospital we see and
treat many cases of malaria in young
children each year, yet in more than 20
years one of us (I. A. McG.) cannot recol-
lect seeing any infection which seemed
likelv to have been acquired in this way.
We have recently completed a studv of

malaria infections in parturient women and
their newborn infants, the detailed results of
which will be published in full later. Thick
flms of placental, maternal peripheral, and
neonatal peripheral blood were examined
for the presence of malaria parasites. The
bulk of the films of peripheral blood were
taken from mother and child within 24
hours of birth; a few were taken between
24 and 36 hours, and one was taken at 56
hours. A hundred microscope fields were
examined before any film was considered
free of parasites. Two hundred and twenty-
seven mothers and their 227 children com-
prised the study group. Seventy-four (3200)
placentae were found parasitized, some very
heavily so. Parasites were found in maternal
peripheral blood in 65 (28 0°) of cases, but
were not seen in any blood film made from
the infants

It is probable that Gambian women differ
from Dr. Okeke's Nigerian patients in re-
spect of the frequency with which they
receive malarial infections and of the access
they command to treatment facilities. One
hundred and eleven of our maternal group
were residents of the city of Bathuirst within
the precincts of which mosquito control is
regularlv practised and treatment facilities
are readily available. These women ,howed
a relatively low prevalence of parasitaemia in
peripheral and in placental blood; the rate
for each being 12°'. The remaining (116)
women were residents in semi-uiiban and
rural areas of the country where mosquito
control is not practised, and where treat-
ment facilities are much less available.
Placental infection was found in 48 /o of
these women and peripheral parasitaemia in
43%.
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These figures show that regular
chemoprophylaxis is not widespread in
Gambian women during pregnancy. This
view is further supported by the fact that
precipitating malaria antibodies were found
in maternal sera from 74°' of the B3athurst
group and from 98°0A of the group resident
elsewhere. Evidence of passive transfer of
antibodies from mother to child was also
observed. Malaria precipitins were present
in 7 5 %; of sera from infants born of the
Bathurst women and in 97 % of sera from
infants of the non-Bathurst residents.

Our findings support earlier observations
that in areas where malaria is highly
endemic and where the inhabitants by adult
life have acauired substantial protective
immunity congenital malaria is rare.1-3
Congenital infections, however, occur not
uncommonlv as a seoual to untreated or in-
adequately treated malaria during pregnancy
in noorlv immune women.4
The factors which lead to congenital

infection are not clearlv understood. Dam-
age to the placenta which permits access of
maternal ervthrocytes and parasites to the
fetal circulation is probably the mechanism
by which parasites enter the fetus. Such
damage may originate from many different
causes and may be most likely to occur dur-
ing birth. However, this mechanism alone
does not satisfactorily explain the apparent
difference in incidence of congenital malaria
between infants born of relatively immune
mothers and those born of mothers with
poor immunity. It therefore seems likely
that parasite multiplication within the new-
born is affected bv the concentration of
transplacentally-acquired protective anti-
bodies in the blood of the infant. When
these are present in adequate concentration
(as mav be the case in infants born of
relatively immune mothers) parasite mul-
tiplication may be prevented. When they
are not (as in the case of infants born of
poorly immune mothers) parasite multiplica-
tion may be uninhibited and clinical malaria
supervene.

Dr. Okeke's observations indicate that
malarial infection is frequent in pregnant
women attending the Enugu Medical
Centre. Yet the immune state of these
women and of their newborn children seems
low. It would be of interest to know
whether this situation has emerged through
the widespread but inadequate use of
antimalarials unassociated with measures
intended to reduce the incidence of malaria
transmission in the area.-We are, etc.,

DOROTHY E. LOGJF.
IAN A. MCGREG,)R.

M.R.C. Laboratories,
The Gambia.
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Eyes and Cosmic Rays
SIR,-The astronauts of Apollo 13

repeatedly reported seeing flashes of light.
These were seen at infrequent intervals but
still observed when the astronauts closed

their eyes. It is now known that this effect
is due to the impact of cosmic rays (high
energy particles) on the retinal cells causing
ionization, chemical effects, and finally,
neurotransmission in the optic nerve fibre.'

Cosmic rays may penetrate the atmo-
sphere and cause a "cascade" effect. Many
of these high energy particles penetrate the
atmosphere and reach ground level without
losing their energy, and following sun spots
there is an enormous rise in the incidence
of cosmic rays at ground level. It therefore
follows that any individual at ground level
might experience similar flashes of light
especially following the appearance of a sun
spot.

With this in mind, inquiries were made
among healthy patients with normal blood
pressures, normal renal function, and nor-
mal retinas whether they had experienced
"light flashes." It was found that in many
cases normal healthy people experience this
phenomenon. Another interesting finding
was that the people who volunteered the
information of positive findings also
reported the presence of vitreous floaters.
As the vitreous is a colloidal gel it therefore
appears that it may be behaving as a bubble-
chamber and that the floaters are due to
the paths of the high-energy particles
through the vitreous causing chemical
changes along these paths. With the arrival
of sun spot activity the incidence of these
light flashes and associated floaters should
be increased.-I am, etc.,

B. E. FINCH.
ILondon N.W.11.
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Induction of Labour

SIR,-The obstetric data in our maternity
unit are being recorded as part of the pilot
study of a data retrieval system devised by
the Royal College of Obstetricians and
Gynaecologists. Because these data are readily
available for analysis by computer I have
been able to compare the results for induc-
tion of labour in this* unit with those
reported by Dr. M. E. Pawson and Mr.
S. G. Simmons (25 July, p. 191).

During 1969 there were 2,288 deliveries,
and of these labour was induced in 472
using simultaneous intravenous Syntocinon
and amniotomy. The results are summarized
below, showing induction-delivery interval
and the cumulative percentage of patients
delivered.

Induction-Delivery Interval
0-6 hrs. 255 (540' )
7-12 hrs. 151 (85%)
13-18 hrs. 44 (95% )
19-24 hrs. 17 (990h)

Over 24 hours 5 (100%'))

Twenty-four (5-1°,,) of these patients
required to be delivered by caesarean sec-
tion, compared with the overall hospital rate
of 7-4%'. There were four neonatal deaths,
but two of these were associated with
severe erythroblastosis fetalis, and one
infant had multiple congenital malforma-
tions. There were no neonatal deaths which
were directly attributable to induction of
labour. As in other reported series' 2 the
maternal morbidity was low.

Routine use of amniotomy followed
shortly afterwards by an intravenous Syn-
tocinon infusion has been the practice in
this unit for at least four years. The safety
of the method has lead to much more ready
use of induction of labour in late pregnancy,
rather more than 20 ,' of the total number
of patients having had labour induced in
1969. Eighty-five per cent. of the patients
had delivered within 12 hours of induc-
tion. It could be argued that this high fig-
ure could be the result of careful selection,
and there was certainly a large proportion
of multigravidae; only 180 of the patients
were having their first baby. However, no
patient was undelivered after 48 hours and
the longest induction-delivery interval was
37 hours.

Increasing knowledge of the limitations of
the technique and careful assessment of
patients prior to induction can produce
extremely satisfactory results. Where care is
taken over the timing of induction and the
selection of patients (and this must be done
by experienced obstetricians), then most of
them can be given a guarantee of delivery
on the same day as induction of labour.-I
am, etc.,

EVAN G. ROBERTSON.
Department of Obstetrics

and Gynaecology,
University of Newcastle upon Tyne.
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Profession, Press, and Television

SIR,-While it is desirable that there
should be more trust between doctors and
journalists (18 and 25 July, pp.161 and 226),
pleas for better co-operation cannot succeed
while so many doctors refuse to recognize
some of the main functions of the press.
The Press does not exist primarily to sat-

isfy the public's vicarious pleasure nor, as
some doctors appear to think, to be useful in
publicizing research fund appeals. The valu-
able contributions made by the Press in the
medical sphere over the past year or so
have included the exposure of several black
sheep doctors, particularly those concerned
with over-prescribing for drug addicts, the
stimulation of public discussion on con-
troversial topics like transplants, which will
probably lead eventually to a change in the
law to make organs more easily available,
and the exposure of abortion racketeers, not
to mention the backing given by the
majority of the Press to doctors in their
fight for better pay.

Like it or not, doctors have no special
claim to be a privileged minority who
should not be exposed to the inquiries of
journalists. All a journalist wants when he
asks a straightforward question is a truthful
and straightforward answer. Many of the
articles which have generated concern
among the medical profession have been
caused because a reporter has had his
suspicions raised when his questions have
been evaded.
As a case in point I recently received two

different answers when I telephoned a hos-
pital and put the same question first to a
senior doctor and then to the hospital
administrator. The doctor, whom I knew
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