














THE HEART, YOURS FOR LIFE (Continued)

More and more evidence indicates
that “middle age” heart ailments also
have their roots in childhood. For
example, this is true of hypertension
which accompanies some kidney
diseases.

Ischaemic or coronary heart disease,
the scourge of today's technologically
advanced society, may be due to
unhealthy habits which begin in child-
hood. Several reasons support this
belief. The most severe manifes-
tations of ischaemic heart disease—
acute myocardial infarction causing
damage to the heart muscle, or sudden
unexpected death—are now occurring
in younger people with greater
frequency. Coronary atherosclerosis,
impeding the flow of blood through
the arteries which is the commonest
lesion leading to coronary heart
disease, begins in childhood. Blood
cholesterol levels in children from
countries with frequent ischaemic
heart disease are higher than in places
where heart disease in adults is rare.

The habits which are involved in the
development of atherosclerosis and
ischaemic or coronary heart disease
are acquired in childhood and adoles-
cence. They include overeating, par-
ticularly rich foods with saturated fat
and purified carbohydrates, lack of
adequate physical activity and smoking.

The social environment of a child or
adolescent may also contribute to the
development of adult heart disease in
a modern society often demanding a
pace of daily life which exacts a heavy
toll. For example, the insecurity of
a child who suffers from lack of
tenderness or inadequate care from his
parents may carry over uncertainties
of life to school and later on to work
and lead to maladjustment throughout
life and eventually to disease.

Some of these factors are difficult
to control, others can be handled with
relative ease, although changing life
habits usually requires far more
effort than treating symptoms of the
disease with a drug. Some preventive
measures were accepted a long time
ago by the medical profession and the
community. These include early
recognition and treatment of congenital
malformations, of streptococcal and
other infections, or prevention of
cardiac rheumatism,

Health examinations in schools and
education of both children and their
parents help a great deal to raise the
awareness in the community. However
much more effort is needed to reduce
the chances of severe atherosclerosis
and ischaemic heart disease in adults.
It means increasing the emphasis on
investigating causes of the diseases,
on the recognition of known pre-
disposing factors, and on introduction

of appropriate actions in children and
adolescents to assure optimal condi-
tions for their healthy development.

It also means adoption of healthier
habits as early in life as possible in
order to set a pattern for the future.
The important réle of the family first
and school later should be more
widely recognized and appreciated, be
it for adoption of adequate dietary
habits, or in sensitive understanding
and advice on how to overcome the
many smaller or bigger problems of
daily life of the young.

Regular physical education, with
emphasis on sports, must be encour-
aged to counterbalance hours of
sitting at school and in front of the
television screen. Furthermore, the
young sportsman is not only less
inclined to smoke, but he is also less
apt to develop into a sedentary animal
attached to the seat of his motor
vehicle. He carries with him into
adult life a higher physical fitness
which may easily be regained even
after years of low physical activity,
and which should help him to keep fit
longer than the untrained “soft” type.

The disturbed youth of today—less
inclined to compromises than their
parents—apparently suffer from the
“achievements” of our civilization. In
this sense the burden of cardio-
vascular disease cannot be lifted until
the ecological balance of society is
restored and a more sensible adap-
tation of man to his environment is
achieved. The habits of childhood
often linger for a lifetime. |
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KILL 1 PERSON OUT OF 2

This graph reveals that more persons

(all ages, both sexes) die of cardiovascular
diseases than from any other cause.
nearly one person out of two (46.2 per cent)
died of a cardiovascular disease, compared

CARDIOVASCULAR DISEASES

In 1967,

with 17.7 per cent from cancer and 6.4 from accidents.
Among cardiovascular diseases, heart disease

kills one person out of four (22.3 per cent).

The data in this graph was supplied by

the World Health Organization and is based

on statistics from 29 countries.
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by Jean Lenégre

JEAN LENEGRE, who died in February at the
age of 68, was professor of clinical car-
diology at the Faculty of Medicine in Paris.
A world authority on heart diseases, he was
formerly president of the French Cardio-
logical Society and president of the Euro-
pean Cardiological Society (1960 to 1964).
Prof. Lenégre was the author of many studies
on cardiovascular diseases and a member of
several medical associations in other coun-
tries, including the Royal College of Physi-
cians, London.

Ischaemic disease (from
the Greek iskhaimos—literally *“that
which stops the blood”) occurs when
the supply of blood to any part of
the body is considerably reduced or
cut off.

The most common of all the ischae-
mic diseases is ischaemic disease of
the heart. The term covers those
diseases or disorders which result
from a major reduction in the blood
supply to all or part of the heart.

This may be brought on by various
diseases and by various mechanisms.
For example, a narrowing of the aor-
tic orifice may interfere with the flow
of blood to the coronary arteries which
supply the heart walls and muscles.

In almost 90 per cent of cases,
ischaemic heart disease is due to ath-

erosclerosis, a general disease of the

-walls of the large arteries which shows

a marked tendency to attack the

arteries forming the coronary tree.

The direct causes of atherosclerosis
remain a mystery but an increasing
number of facts about the disease are
known.

Coronary atherosclerosis is far more
common in men than in women, but
while almost all patients under the
age of 40 are men, this ceases to be
true as people grow older; from 60 on,
and more particularly after 70, it strikes
equally at both sexes. Thus women
are in general affected later in life than
men.

It occurs more frequently with age.
Coronary atherosclerosis before the
age of 20 is most unusual and is fairly
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by

A.G. Shaper
and

Zdenek Fejfar

The human heart, that vital
busy pump made of muscle interwoven
with blood-vessels, is an organ about
which we know much but need to find
out far more. If it slows down and
fails to supply any part of the body,
that part may literally die; the result
may be paralysis of an arm or a leg,
or part of the brain may cease to func-
tion; if the heart itself is deprived of
blood, death may occur.

Like any hard-worked machine, the
heart is subject to mechanical failure
from a variety of causes, some known,
others obscure. The distribution of
these ailments in the world’s popula-
tion is not uniform but varies accord-
ing to sex, diet, area and economic
status. A disease may also lead to
different complications in different
settings; for example, the main
consequences of high blood pressure
are different in developing and highly
developed countries.

In most of the affluent societies of
the world, the level of arterial blood
pressure rises progressively with
increasing age, especially after 40.
Whether this is a normal pattern or
should be regarded as an environmen-
tally induced disorder remains a source
of heated discussion. Studies of the
aging process in developing countries
may answer this question.

A.G. SHAPER was formerly WHO Research
Professor at the Department of Medicine,
Makerere  University College, Kampala,
Uganda. At present he Is working at the
Medical Research Council's Social Medicine
Unit, at the London School of Hygiene and
Tropical Medicine, England.

ZDENEK FEIFAR is Head of the World
Health Organization’s Cardiovascular Dis-
eases Unit, Geneva (see page 5

The Medical Research Unit in Wel-
lington, New Zealand, has investigated
several groups of Polynesians. The
population of Pukapuka (Cook Island)
does not show the usual rise of blood
pressure with increasing age, but other
groups of genetically similar Poly-
nesians, now exposed to the modern
affluent way of life, do; their blood
pressure rises with age; arterial hyper-
tension and complications are not un-
common.

Among the Maoris of New Zealand,
the prevalence of hypertension is high
and is still rising, while among the
Europeans in New Zealand it has been
falling; hypertension in the Maoris is
frequently associated with a tendency
towards gout. Tantalizing as these
clues are, their true signifiance has
yet to be determined.

The peoples of northern Kenya, the
Samburu and the Rendille, lead a
nomadic existence with their herds of
cattle, camels, sheep and goats; they
also show no increase in blood pres-
sure levels with increasing age.

Studies carried out by the World
Health Organization Cardiovascular
Research and Training Centre in Kam-
pala, Uganda, have shown that young
men from these tribes who join the
Kenya army show a significant increase
in blood pressure in their second year
of service.

One of the many changes associated
with their transition from a nomadic life
to the disciplined existence of the army
is a considerable increase in salt
intake, although other dietary changes
and such factors as environmental
stress may also play a part.

In the affluent countries it seems
that people with high blood pressure
are more likely to develop disease
of the arteries and coronary heart
disease. In the tropical countries,
although long-standing and severe
hypertension results in brain damage,
heart enlargement and heart failure, or
in kidney damage and kidney failure,
severe atherosclerosis and coronary
heart disease virtually do not occur.

A similar situation has been observ-
ed in China, Japan and Mongolia, as
well as in many tropical countries, and
shows that hypertension should be
regarded as an aggravating factor
in the development of coronary
heart disease and not as a basic
cause. There is clearly a tremendous
need to study the natural history of

GEOGRAPHY
OF HEART DISEASE

hypertension in populations not prone
to severe atherosclerosis.

The usual cause of the reduced
blood supply is atherosclerosis of the
coronary arteries, a process which
leads to narrowing and distortion of
the blood vessels. A sudden obstruc-
tion in one of these arteries will result
in damage to the heart muscle which
it supplies; this is acute myocardial
infarction, often called by the general
term “heart attack™. It is the most
common heart disease in adult man
in all affluent societies.

Yet heart attack is rare in develop-
ing countries, with the apparent excep-
tion of small groups of people with
a high level of responsibility and socio-
economic advantage.

In the affluent societies, cigarette
smoking, hypertension, diabetes melli-
tus, obesity and sedentary occupations
are factors known to be associated
with the development of coronary heart
disease, yet these factors do not pro-
duce coronary atherosclerosis and
coronary heart disease in the “average
man” in the developing countries.

This is true even for middle-aged
persons with long-standing hyper-
tension, diabetes mellitus, obesity and
sedentary occupations! The reasons
are as yet not quite clear but there is
a strong suggestion that all these “risk
factors™ are only aggravating factors
which accelerate the development of
atherosclerosis and its complications
in communities already prone to this
disease,

The relative importance of
dietary factors and of physical activity
patterns, which are perhaps expressed
in the low blood-fat levels of these
tropical communities with virtual free-
dom from coronary heart disease, is
of considerable interest. Many claim
that the basic causes of coronary
heart disease cannot be adequately
studied in the communities which
suffer most from the disease because
all individuals are exposed. Hence the
usefulness of studying communities
relatively free from it.

Particularly rewarding studies cover
well-defined groups of people with
considerable differences in the preval-
ence of coronary heart disease. For
example, in Kampala, Uganda, the
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is continuing, is only part of a large-
scale programme for cardiovascular
disease control ‘in Goéteborg. The
second part is an attempt to prevent
ischaemic or coronary heart disease.
Some 10,000 men aged between 45 and
55 were chosen at random to receive
preventive treatment. The treatment
is designed to reduce three of the risk
factors—high cholesterol, high blood-
pressure and smoking. Another 20,000
men were selected as controls and
given no treatment.

The 10,000 risk factor subjects are
treated at the Section of Preventive
Cardiology at Sahlgren's Hospital,
which serves the whole of Géteborg.
The anti-smoking part of the pro-
gramme is still in the development
stage, but after three months of
treatment 40 per cent of the par-
ticipants stopped smoking completely.
Those who have difficulty giving up
the habit come to information sessions
and group meetings. They are some-
times given individual treatment as
well. Chewing-gum flavoured with
nicotine is sometimes helpful as a
physical aid.

Among the patients receiving treat-
ment for hypertension, or high blood-
pressure, some drop out after a while.
Here again certain common social and
emotional factors are present. The
patient who drops out has usually dis-
covered only recently that he has
hypertension. He has less education
than the others, and a lower income.

‘We have tried to reduce the drop-
out rate by developing a special pro-
gramme for these newly detected
cases. It begins with a slide-session
and a tape that describes what hyper-
tension is and what can be done about

Géteborg, Sweden’s second largest city,
has carried out a major study of
cardiovascular disease since 1963. At

the city's Sahlgren Hospital, some 10,000 men
aged between 45 and 55 are given special
treatment aimed to reduce three risk
factors of heart disease—high cholesterol,
high blood pressure and smoking (details

in article this page). Left, a physiotherapist
at the hospital studies the reactions of

heart patients to physical exercise.

it. General discussion follows, with
questions encouraged. Later, the
patients are called in at regular inter-
vals for re-examination and follow-up
visits, to stimulate attendance for
treatment while prevention is. still
possible. A good physician-patient
relationship is important, so we try-
to make sure that these “doubtful”
patients always see the same doctor.

All cases of heart attack and stroke
that occur in Géteborg are reported
and entered in a register, so by compar-
ing the register with our records we
can tell whether these cases have
received preventive treatment. In
about four or five years, we should
learn how much of an influence our
preventive efforts have had.

Meanwhile, we are trying to improve
after-care for people who already have
myocardial infarction. When the pro-
gramme began in 1967 we discovered
that care after patients left hospital
was very uneven, Some were receiv-
ing intensive and specialized physical
training, but others nothing at all. Just
as many patients died in the first year
after an attack as died in hospital at
the time.

Coronary care units using
new techriiques have greatly increas-
ed survival chances for heart attack
patients. By giving regular check-ups
and supervision after their release
from hospital, we hope to improve
these chances still further.

When we first set up the infarction
clinic, we had to limit it to patients
under 55 years of age at the time of
their attack, but now we cover all
those under 67. We leave the actual
treatment in hospital to the doctors
there, and take over when the patient
goes home. Apart from regular phy-
sical check-ups, psychological and
social factors are of the utmost impor-
tance in the recovery phase, and we
have to educate the patient's family
as well as the patient.

The staff of the infarction clinic
includes a psychiatrist and two psy-
chologists.  Patients are invited to

bring their wives or husbands to dis-
cuss their condition. 'We explain the
treatment of complications and point
out the risks which could lead to
another attack. All these patients
were originally smokers. Half of them
stop smoking completely a year after
they begin treatment.

Nearly 1,000 patients are in follow-
up treatment at the infarction clinic.
Many of them do supervised exercises
which help us to judge the right time
for them to return to work. When a
patient knows his physical capacity
and how he can best make use of it,
he gains in reassurance and con-
fidence. Then he can gradually return
to an active life, at work and in his
leisure hours. The results so far indi-
cate that patients who persevere with
physical training lead a healthier life.

Survival rates can be improved if
patients know the warning signs of
infarction. Many people die suddenly
from ischaemic heart disease outside
hospital. Most have signs of previous
infarction or have had chest symptoms
a week before their death. These
symptoms should have been recogniz-
ed as early warning signals. Patients
who have had one infarction, and their
relatives, must watch out for any
recurrence of symptoms so that action
can be taken in time.

Hypertension is a frequent early
warning sign. Five per cent of the
population over 50 are hypertensive.
Early recognition of high blood-pres-
sure Is the most promising of all
preventive aids at our disposal.

A modern health service is expen-
sive and must be efficient. The cardio-
vascular programme in Goteborg
offers a chance to compare costs and
benefits of the various forms of care
we provide, and to find the answers
to many questions. How many inten-
sive coronary care units and infarction
out-patient clinics do we need? How
many can we afford? What is the
value of primary as compared with
secondary preventive care? Does
health education save lives? When we
know these things we shall be able
to provide an improved service to
heart patients, and give many people
a longer lease of life. |
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We present below a forecast on heart disease
and vascular diseases in the 1990s—their preven-
The forecast is
adapted from a broad analysis produced by the
Office of Health Economics in London.
study, carried out under the supervision of its

tion, diagnosis and treatment.

Coronary
heart disease

By 1990, the possibility of
preventing coronary heart disease by
most of the currently mooted methods
will at least have been thoroughly
explored.

BLOOD LIPIDS (fats). The effec-
tiveness of one important cholesterol-
lowering medicine will be known by
1975. A definitive answer concerning
the benefits to be obtained from
dietary changes affecting blood lipids
will not be available before 1980, if
then. There is a very strong and
fairly general expectation that lower
blood lipid levels are more likely to
be achieved by medicines than by
dietary changes. By 1975, we should
have medicines to decrease the body's
absorption or synthesis of lipo-
proteins, Whatever means of affecting
blood lipids is adopted, a screening
process, probably including young
adults and children, will identify those
with abnormal blood levels.

HIGH BLOOD PRESSURE. The
results of various trials will soon result
in routine screening being offered. By
1980, people will probably be given
a blood pressure screening every year,
possibly even by self-measurement.
Safe and effective medicines for the
control of a high blood pressure will
be available, perhaps given in fixed-
dose regimens.

Some five to ten per cent of the
middle-aged men screened will be
found to need lipid control; some two
per cent of middle-aged and old
people screened will need control of
blood pressure. It is estimated, how-
ever, that only 50 per cent of those
needing such controls will adopt and
persevere with treatment. In addition,
some 25 per cent of persons who have
had an attack of coronary heart
disease will receive treatment aimed
at reducing blood lipid levels.

DIABETES. The association of
diabetes with coronary heart disease
(and with strokes and disease of the
limb arteries) is already established,
and by 1975, trials will have proved
the value of anti-diabetic treatment in
preventing the occurrence of these
diseases in borderline diabetics. Once
such proof is available, then, as with
high blood lipid levels and a raised
blood pressure, widespread preventive
measures will be undertaken.

OBESITY. The treatment of obesity
is already regarded as a medical task,
and medicines which effectively “burn
off” excess calories without other un-

The full

desirable side effects should soon be
available. This approach is more likely
to be effective than educational
measures to improve dietary habits.

CIGARETTE SMOKING. Present
evidence incriminating cigarette smok-
ing will be stronger by 1975 and, by
1990, cigarette consumption, at least
in high-risk subjects, may be only
50 per cent of present levels.

OTHER RISK FACTORS. Other
known or suggested risk factors
include lack of exercise, an inherited
tendency to the disease, and stress;
these may be less amenable to control.
To combat stress there may be ways
of controlling the heart action, when

necessary, so that emotional over-
loading does not occur.
EARLY TREATMENT. In order to

combat the very high mortality in the
first hour after coronary thrombosis,
a form of treatment may be developed
that could be used immediately the
patient is seen by his family doctor,
or possibly even by the patient himself
as soon as he had a symptom suggest-
ing an attack. This would give pro-
tection for some hours against the
dangerous disturbances of the heart's
rhythm that commonly occur in this
condition. If the patient is to be able
to apply the treatment himself, it would
have to be extremely safe, since it
would often be mistakenly used for
minor conditions.

CONTROL OF SHOCK, Better
blood plasma substitutes and better
pharmaceutical contro! of shock will
also help in the treatment of the
disease once it has gained a footing,
as will electrical pacing of the heart.
These advances will come mostly from
the experience gained in intensive
coronary care units which will continue
for some years but which may, if
safe efficient therapy can be derived,
be a passing phase.

ANGINA PECTORIS (a condition
allied in various ways to coronary
thrombosis). More effective, long-
acting preparations, which might
improve the blood supply to the heart
muscle, and medicines designed to
prevent anginal attacks while not
depressing the heart muscle will both
be developed by 1975.

NEW MEDICINES FORECAST. By
1975, new medicines should be
available to increase the blood's
ability to dissolve the fibrin of blood
clots. On the other hand, there Is
probably a less promising future for
anti-coagulant medicines. Other new
medicines forecast include some that
will increase the strength of con-

Director, George Teeling-Smith, ranges over many
branches of medicine from allergic disorders and
cancer to mental illness and virus infections. On
page 30, the Soviet cardiologist, Prof. Igor Shkhvat-
sabaya, Director of the Myasnikov Cardiological
Institute, in Moscow, comments on these forecasts.

traction of the heart muscle while not
affecting the heart's rhythm adversely,
and new diuretics (medicines that
stimulate urination) suitable for cases
resistant to present diuretics or less
liable to cause a loss of potassium
from the body. Myocardial infarction
will probably be treated by direct
injection through the skin into the
heart of tissue culture extracts
containing capillary vessel buds and
growth-stimulating substances making
revascularization surgery unnecessary.

SURGERY. In a small proportion
of the very large number of cases
surgery will still be needed. Artificial
hearts should be perfected by 1990
and may replace human and animal
transplants because of availability.
Some experts believe that pig hearts
will be increasingly used for heart
transplantation, the specially bred pigs
being “immunized” beforehand against
a rejection of their hearts by the
human recipients.

PREDICTION AND PREVENTION.
By 1990, it should be possible to
predict which people are going to have
an attack of coronary thrombosis
within a matter of days and to minimize
their chances of dying from a sudden
disturbance of heart action. Great
advances should be made in cardio-
logical diagnosis. This should make
it possible to carry out automated
predictive studies, for example at
three-monthly intervals. These could
indicate whether the heart was per-
forming easily or haltingly. Even if
this particular approach does not
prove successful, it should bring
benefits by re-orienting the medical
profession to a predictive approach
to heart disease. There is dis-
agreement as to the effect of the
various preventive measures on the
incidence and mortality of coronary
heart disease; the forecasts range
from “"an important fall” to no very
marked change in the national
coronary mortality rate despite all
the methods of prevention adopted.

Vascular diseases

The problems of vascular disease
are in many ways similar to those of
heart disease.

HYPERTENSION. Substantial pro-
gress cannot be expected until there
is a better understanding of the under-
lying mechanisms of vascular changes
and the causes of hypertension (high
blood pressure). This is likely to
come within ten years. It should then
be possible to use naturally occurring
hypotensive agents to control- hyper-
tension. Immediate advances in vas-

CONTINUED NEXT PAGE
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OUNCES OF PREVENTION (Continued)

it used to be, and the life expectancy
of patients has almost doubled. During
the next ten years we shall be able
to apply more new methods, with
mathematical models and computers
playing an important réle.

In the more distant future, cyber-
netic systems will be more widely
applied to safeguard public health.
They will enable health checks to be
made on a massive scale—not only
among existing heart patients but also
for those who are prone to heart
disease. This means that by about
1990, “risk factors” will have been
reduced to a minimum. In some cases
they are likely to be completely elimin-
ated and in others their effects will
be reduced.

One has to admit that atherosclerosis
is still an extremely serious problem
and, in my opinion, the situation will
not change for some time to come.
Indeed, medicine will need to con-
centrate much of its effort in the
future on the fight against athero-
sclerosis; the disease becomes more
acute and occurs more frequently

with advancing age, and every year

the number of persons reaching the
55-60 age group is increasing.

As is often the case in science, the
most urgent problem is also the
hardest one to solve. Yet the outlook
today is encouraging as is shown by
the methods of diagnosis now in use
and based on specially designed
instruments and bio-chemical tech-
niques

Furthermore, medicines are now
available for correcting the faulty
metabolic processes that lead to
atherosclerosis. Doctors are able to
reduce fairly effectively the amount
of cholesterol and other fatty sub-
stances in the blood. They can also
correct deteriorations in the exchange
processes of substances such as
carbohydrates and albumen, and they
can restore the correct degree of
permeability to the blood vessel walls.

Given the present pace of techn-
ical progress and recent advances in
pharmacology, we should be winning
the fight against atherosclerosis by
about 1985 or 1990. But this will
require an enormous effort.

We can be even more hopeful and
optimistic as regards the problems
of defective coronary arteries and
heart attacks. A few years after
World War ll, these diseases increas-
ed considerably in the Soviet Union.
It is now clear that great progress
has been made during the past five
to seven years,

Deaths have fallen by almost half
and complications have also de-
creased, Statistics show that some
80 per cent of all patients can resume
an active life during the first year
after the disease began. This should
surely encourage us to be optimistic
about the future.

By about 1980 the situation will
improve considerably, The most im-
portant task is to find effective ways
of foreseeing and preventing heart
attacks.  Statistics compiled by the
Institute of Cardiology of the U.S.S.R.
Academy of Medical Sciences show a
sharp reduction in cases of recurrent
heart attacks among patients who have
been under medical observation for
three years, The number of working
days lost has been nearly halved and

GEOGRAPHY OF HEART DISEASE (Continued from page 21)

At a meeting of the British Cardiac
Society held in Oxford In 1946,
Drs. Bedford and Konstam described a
most unusual form of heart failure in
African troops serving in Asia. The
soldiers were mostly from West Africa,
their average age was 20-30 years.

They were all cases of heart failure
and were found to have greatly
enlarged hearts. Seventeen of forty
patients under observations died and
came to autopsy. The description of
these hearts stimulated widespread
interest in unusual forms of heart
disease in the tropics.

In the more common forms of heart
disease, the heart's function is impair-
ed by damaged valves, or by an in-
creased load on the heart due to hyper-
tension or disease of the coronary
arteries. There are, however, disorders
in which the main feature is a disease
of the heart muscle itself; these
conditions are now widely known by
the collective term “cardiomyopathies”.
Many of the hearts described by
Drs. Bedford and Konstam were of
this kind, and subsequent reports have
contributed greatly to the recognition
of heart-muscle disease in the rest
of the world.

In the more affluent societies, a
diseased heart muscle usually goes
with poor blood supply, and the true
cardiomyopathies have only recently
been sorted out from the coronary
heart diseases. Damage to the heart
muscle may be produced by a wide

variety of agents, some infective, some
toxic, and even by nutritional defi-
ciencies, hormonal upsets and meta-
bolic disorders. Frequently, however,
the cause of the damaged heart muscle
is uncertain or unknown.

Apart from alcohol, certain food
additives and preservatives are now
known to damage the heart muscle
cells. Qutbreaks of cardiomyopathies
with high mortality have occurred
recently in heavy beer drinkers in
Canada. The beer had been treated with
cobalt and papain; such unforeseen
cardiac accidents are a warning of our
need for a deeper knowledge of the
normal mechanisms of the heart muscle
cells,

In comparison with the incidence of
rheumatic heart disease or arterial
hypertension, the cardiomyopathies
occur with relative infrequency,
although in some areas they are of
considerable importance. In Ibadan,
Nigeria, and among the African popu-
lation of Johannesburg, South Africa,
about one-third of the patients with
clinical heart disease are considered
to have heart muscle disease, while in
Kampala, Uganda, only about 10 per
cent are included in this category.

At autopsy examination, about 4 per
cent of hearts in Kampala, Jamaica
and Japan have this form of cardio-
myopathy, while in Cali, Colombia, it
runs as high as 12 per cent. Studies
in many parts of Africa, in South
America and in southeast Asia all indi-

cate that unexplained enlarged hearts
are a significant health problem;
reports from Jamaica also point to a
high prevalence of cardiac enlarge-
ment which is not due to coronary
artery disease.

Endomyocardial fibrosis (EMF), in
which a fibrous thickening constricts
the cavities of the heart, particularly
the ventricles, is a tropical cardiomyo-
pathy in the true sense of the term;
its occurrence as an endemic problem
is confined to the tropical parts of the
world.

The disease has been intensively
studied in Nigeria, Uganda and other
countries within the tropical belt of the
African continent, and in southern
India, Ceylon, Malaysia, Brazil and
Colombia. The occurrence of EMF in
Europeans who have lived for long
periods in West Africa and the very
occasional report of EMF in subjects
who have never lived in or visited the
tropics are important clues whose
meaning has not yet by any means
been grasped.

The disease apparently begins in
childhood but by the time a diagnosis
is made, heart damage is usually
already serious and the patient is in
a state of heart failure. Predominantly a
disease of children and young adults,
it is found in all age groups. There is
no specific treatment beyond the
general management of heart failure
and, as the cause is unknown, pre-
vention is not yet possible.
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Letters to the Editor

THE FIRST HOSPITALS

Sir,

Your issue devoted to Iran (Oct. 1971)
featured an article entitled “The Scien-
tific Legacy of lIran®, by Desmond
Stewart, a British authority on Asian
cultures.

It says that one of the greatest
legacies left by the Persians in the field
of medicine is their conception of
hospitals. This statement is not entirely
correct. H.G. Wells, in The Outline of
History, states that Asoka, Indian Bud-
dhist Emperor, built hospitals both for
man and animals in the 3rd century.
There were courses in medicine in
Buddhist centres of learning and the
personal physician of the 4th century,
patricidal King Ajasatta of Magadha
(North India) sent him for higher studies
in medicine to the Wickremasela Budd-
hist University in Ghandara (N.W. India).

Hospitals existed in Ceylon in the
3rd century B.C., and Buddhist temple
walls in Ceylon proudly depict a 2nd-
century Singhalese physician-king oper-
ating on an ulcer of a poisonous snake,
after anaesthetizing it. These facts are
recorded in the Maha-wansa — the great
Chronicle of Ceylon.

Therefore the earliest concept of
hospitals may be the product of both
Persian and Indo-Ceylonese influences,
or the latter may have preceded the
former as the incipient concept of
hospitals may be due to Buddhistic
inspiration, for the Buddha (6th century
B.C.), while nursing a sick monk, called
on his followers thus: “He who nurseth
the sick nurseth me”. This is said to
have influenced Buddhist kings to build
hospitals in Buddhist Asia from the 3rd
century B.C.

Dr. Buddhadasa P. Kirthisinghe,

Maha Bodhi Society of India and
the World Fellowship of Buddhists
New York, U.S.A.

Desmond Stewart’s reply: “The mod-
ern hospital Is the lineal descendant,”
| wrote, “of the lIslamic ‘maristan’,
seen by Crusaders in the Holy Land
and visitors to Egypt. It derived from
Persia." If | say that the present
Queen of England is the lineal descen-
dant of Queen Victoria, this does not
mean that other ancestors may not
include Charles | and even William the
Conqueror] Of course the Persians
did not invent medicine, and | nowhere
said that.

Besides the Buddhist heritage there
are two other ancestors of great impor-
tance: Pharaonic Egypt, where opera-
tions on the skull were carried out In
very ancient times, and Pergamum in
what is now Turkey. (I visited the great
Aesculapium there some years back
and was in particular struck by a room
in which mentally sick patients were
put at night and then whispered to down
whispering shafts: an interesting antici-
pation of Aldous Huxley's hypnopaedia.)

But the Europeans were unable to
contemplate the Aesculapium, the hos-
pitals of Asoka or the clinics of the
Pharaohs. What they did see were
Islamic “maristans”®, derived from Persla.
Those “maristans” undoubtedly derived
in part from Buddhist India and Ceylon.
| made the point elsewhere In my essay

that the Persians of the period in
question were In touch with Indian
thought. They knew Sanskrit.

Persia’s great contributions were very
much due to her position at the cross-
roads between the west and the very
creative east.

REALITIES OF APARTHEID

Sir,

In my view, the “Unesco Courier”
should not have published the extracts
from South Africa’s apartheid laws
(*Inequality before the law in South
Africa™) In its Nov. 1971 issue. Why
not give the people of South Africa
time to change things, instead of publish-
ing in your columns a text so far
removed from reality, for example, as
paragraph 3 of the section on Education:
“A white man who spends a few hours
each week in his own home teaching
his African servants to read is guilty of

a criminal offence.” Ronald Jakobitz
Basel, Switzerland

We can assure our correspondent of
the reality of the texts we published,
taken without exception from laws
still in existence in South Africa.
The example quoted is from section 9
of the Bantu Education Act,- No 47,
of 1953—kEditor.

THE FIG-TREE OF THE RUINS

Sir,

Your colour photo “The fig-tree of
the ruins reigns supreme at Angkor”
("SOS Angkor”, Dec. 1971) moved me
to write the following:

How often repeated are destruction and
{waste,

While footsteps are echoing so softly in
[space,

Echoing footsteps in the process of time
Are a message to seekers of archaolo-
[gical finds.

Each echo so silent, yet whispering the
way,

Each empty footstep professing its day.
In the absence of present—to the future
[of now,

Are recordings of movements and
[moments outgrown,

Sounds mocked by seasons of mutilated
[time,

Evidence smothered by centuries of grime.
How often repeated are destruction and
[waste,

While footsteps are echoing so softly In
[space.

S.E. Persinger
Davenport, lowa, U.S.A.

RIDDLES OF MALTA'S
PREHISTORY

Sir,

| was pleased to see the article on
the "Venus figures" of Malta (Feb. 1972
issue). The photographs are magnifi-
cent, but the text reproduces an account
which is no longer accepted by most
prehistorians and | feel that your readers
are entitled to up-to-date information.
Most of the new information is derived
from the excavations conducted by
Dr. David Trump at the site of Skorba;
it affects our understanding of both
the culture sequence and the absolute
chronology of Maltese prehistory.

The culture sequence. The excavation
at Skorba established stratigraphically
that the Zebbug phase was earlier than
the Mgarr phase and not later, as had
formerly been thought. It also produced
evidence for two previously unknown
phases between Ghar Dalam and
Zebbug, which Dr. Trump has called
Grey Skorba and Red Skorba. .

Absolute chronology. There is some
confusion in the article about the abso-
lute chronology of the Maltese sequen-
ce. In fact this has been fairly well
established by a series of ten C14
(radiocarbon) dates—seven from Skor-
ba, one from Mgarr and two from Tar-
xien—of which eight form a consistent
sequence and two are anomalous.

The C14 chronology suggests that the
first phase (Ghar Dalam) should be
dated ¢.4200-3800 B.C. (not 2500-2100
B.C., as quoted by Mr. Almasy) and in
fact the latest phase of the temple
period (Tarxien) has a date c.2400 B.C.
Moreover, even this chronology now
seems too short, since recent work has
shown that the C14 time scale diverges
from the real time scale (calculated by
counting the tree-rings of the enormously
long-lived bristlecone pine, Pinus Aris-
tata) by varying amounts at different
periods. A calibration scale has been
prepared for C14 dates back to c.4500
B.C.,, so it is possible to calculate
approximately the real date in calendar
years represented by C14 dates within
this range.

The result for the Maltese sequence
is startling: the first settlers seem to
have arrived ¢.5000 B.C. and the temple
building period was probably over before
c.2500 B.C. In the light of this chron-
ology, the Maltese temple culture
appears not simply a remarkable devel-
opment, but also an astonishingly pre-

coclous one. Ruth D. Whitehouse
London, UK.

RACE AND l.Q.

Sir,

| have just finished reading Prof.
Klineberg's article "Race and 1.Q.° in
the Unesco Courier (Nov. 1971). It is
a good piece, intelligently written and

soundly based. | like it better than
some of the recent writings on the same
subject in other periodicals. | notice

that the article contains examples from
a number of peoples on this troubled
earth of ours, but none about the Chi-
nese, Koreans, lapanese, Indians, Cey-
lonese, etc. Has no research been
done by their scientists?

L. Carrington Goodrich
Professor Emeritus of Chinese
Columbia University, U.S.A.

ANYTHING GOES

Sir,

The modern cultural climate seems
not only to accept everything uncriti-
cally, but to offer sometimes very high
rewards to the mediocre. Music and
singing seem, more than any other of
the art forms, to be accepted without
criticism. Singers with no voice, mouth-
ing meaningless lyrics receive the adu-
lation due to the trained singer of real
talent.

Horst Senftleben
Bremen, Fed. Rep. of Germany
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