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physician in charge of infectious-diseases beds does not differ
from that required for the general physician. Provided this
last statement is taken as referring to the general basic
training, and it is understood that a period of specialized
training in a major infectious-diseases unit is essential, these
recommendations can be accepted as generally sound for the
training of consultants in infectious diseases.

If infectious-diseases units can be closely linked with
laboratory services they will help clinicians, microbiologists,
haematologists, and biochemists to work in concert on the
expanding field of research which the infections present.
Consequently a system of training such as the Scottish
Colleges suggest is to be commended if this country wishes
to maintain its traditional lead in the treatment and preven-
don of infectious disease.

Onchocerciasis
For some time the World Health Organization has been
concerned about the effects of onchocerciasis in developing
countries. The disease attacks about 20 million people in
Africa and another 200,000 in Central America. Thus in
19531 and again in 19652 the W.H.O. organized meetings
of committees of experts to advise on the clinical effects of
the disease, its means of transmission, and its influence on
economic development.

Onchocerciasis is an infection by a filarial worm. The
adults live in the subcutaneous tissue, often encapsulated in
fibrous nodules, and the microfilariae or embryos travel in
the skin, whereas in most other filarial diseases they are found
in the blood. In the skin the microfilariae cause pruritus and
excoriated dermatitis and eventual atrophy, commonly
referred to as presbydermia. Unfortunately they find their
way from the skin of the face to the conjunctiva and thence
to the cornea and iris, where they produce keratitis and iritis.
Choroidoretinitis also occurs in patients who are heavily
infected for long periods. The keratitis and iritis, when severe,
may cause blindness; the fundal lesions do so much less
frequently.
The infective forms of the parasite are transmitted by the

bites of various species of Simulium flies. The larval stages
of the flies can live only in water which is well oxygenated,
and so the flies breed mostly in hilly country with tumbling,
clear, bubbling streams. Well-watered country frequently
has fertile soil and is usually densely populated, so consider-
able foci of the disease occur. In Africa and Central America
the endemic areas support innumerable small cultivators
and also contain many large estates producing cash crops
such as coffee, tea, and rubber-from which much of
the countries' foreign earnings derive. The disease is endemic
also in less hilly country-as, for example, the savannas of
northern Ghana and Nigeria-provided there is sufficient
well-oxygenated water, and here spillways from small earth
dams and irrigation channels can permit the growth of
enormous numbers of the flies. Country such as this, though
usually less economically productive than the hillier regions
with their higher rainfall, nevertheless contains large numbers
of people exposed to the infection. So this disease, with its
power to impair vision and cause blindness, may affect the
economic viability of whole regions, and indeed some fertile

parts of northern Ghana and the Sudan have become depopu-
lated as a result of it. On the other hand, the W.H.O. report
relates that when control operations were undertaken to
protect workers building the Owen Falls dam in Uganda
there was a spectacular uncapitalized development of the
region and previously untenable land became cultivated for
cash crops.

In addition to giving advice on the control of the disease
and its vectors, the World Health Organization through its
scientific groups and expert committees has arranged and
provided for much survey work, particularly in West Africa.
It has also organized a scheme for studying the disease in
some areas of Kenya where transmission was interrupted 9
to 18 years ago. In people who, because of their age, could
not have been exposed to infection for more than 15 years
at the time of interruption ocular and skin lesions were not
found with higher frequency than in the uninfected popu-
lation. This study also provided evidence of the length of
life of the adult worm. " The follow-up survey revealed
that 11 years after interruption of transmission live adults
and microfilariae were still found. Eighteen years after
interruption no microfilariae were found and all excised
nodules contained dead worms." Data of this kind are
fundamental to control programmes.

In its recent report W.H.O. summarizes much that has
been done in the past decade, the present position is outlined,
and the many future research needs are discussed. This
publication deserves most careful consideration by all con-
cerned with Central Africa and Central America.

I Wld HIth Org. techn. Rep. Ser., 1954, 87.
2 Ibid., 1965, 335.

Family Planning in India
In his presidential address on " Land and Human Popula-
tions " to last year's meeting of the British Association Sir
Joseph Hutchinson stated that " the great remaining challenge
of our time is for man to master the threat of his own
numbers." That this lesson has yet to be taken to heart in
Great Britain was commented on recently in these columns.'
The challenge that excess fertility presents to India is greater,
but the Government there is taking steps to meet it.
A Family Planning Report prepared for the Indian Govern-

ment by a United Nations Advisory Mission was published
in March 1966.2 The Mission, with Sir Colville Deverell
as chairman, completed its work within almost a year of
receiving an urgent request for help, a remarkably speedy
response. Sir Colville is secretary-general of the International
Planned Parenthood Federation. In its first five-year plan
the Indian Government launched family planning as national
policy in 1952 and has provided increasing quinquennial
budgets for it. The Ministry of Health concentrated at first
on turning apathy into acceptance of the concept of family
planning, but in spite of some local progress in certain States
the national birth rate did not fall. The request for United
Nations help emphasized both the lack of progress and the
magnitude of the task.

In 1963 the Government recommended to all States a
reorganized programme leading to a reduction of the annual
number of births from 41 million to 25 million as its goal:
Over 80% of India's population live in villages, and the plan
created, on paper, an organization working from central to

I Bnt. med. 7., 1966, 2, 660.
2 United Nations. Report No. TAO/IND/48, 1966. New York
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community level, a community comprising 75,000 people.
It used both professional and lay workers. Camps for
instruction and voluntary sterilization were already operating
and were to be expanded. By early 1966 some States had not
even accepted the scheme in principle, though in the mean-
time the population had increased by at least another 25
million.

Deeds are now even more necessary than words and every-
one will welcome India's recent removal of restrictions on the
import of oral contraceptive pills. The United Nations
Mission states that their disadvantage is " that an effective
distribution system is imperative . . . and the cost is high,"
but those objections would not seem to be insuperable. When
the plans for district and rural community centres operate, as
they must before any technique will succeed, the distribution
problem should be largely solved. The formidable barrier of
cost should not prove impassable in view of the great need to
reduce the birth rate. In the meantime the intrauterine loop
and sterilization are favoured by both the Government and the
Mission, but the logistics of loop insertions on the necessary
scale present a staggering problem. The Mission refers to
more than 200,000 loops being inserted in Korea in a year
and a half, but when Egypt started her planning programme
100,000 couples were using oral contraceptives by the end
of one month. Desperate situations demand courageous
remedies, and it may well be that India cannot afford not to
use both oral contraception and the loop.

Facial Pain and Depression
Management of patients with chronic severe pain in the face
or scalp is always difficult, the more so if no physical cause
can be found. Atypical facial pain, or atypical facial
neuralgia as it used to be called, is characterized by an aching,
burning, nagging pain which patients feel in the deep
structures of the face or scalp and find difficult to describe.
The pain is poorly localized and does not conform to the
anatomical boundaries of sensory nerve supply. The areas
affected may be one or more of those supplied by the fifth or
ninth cranial nerves, or the second and third cervical nerves.'
In certain cases the pain is bilateral.2 Usually it is constant,
but though exacerbations lasting for hours or days may occur
the patient is never free from pain.
The syndrome was first described as a clinical entity

separate from trigeminal neuralgia in 1924 by C. H. Frazier
and E. C. Russell,3 and later fully described by M. A. Glaser.4
In trigeminal neuralgia the pain is lancinating, short, knifelike,
and of great intensity. It is felt superficially and occurs in
attacks of sudden onset and short duration and is often
precipitated by stimulation of the trigger zones and followed
by periods of freedom. It always affects the well-defined
distribution of the trigeminal nerve, and there are no abnormal
physical signs. The incidence is equal in the sexes, whereas
atypical facial pain is more common in women.' 2 5 7 Atypical
facial pain must also be distinguished from post-herpetic
neuralgia, which may affect one or more divisions of the
trigeminal nerve. It is characterized by the presence of small
paper-white scars, which are anaesthetic though the surround-
ing rim may be hyperaesthetic. The pain is chronic, persistent,
and often very severe. In migrainous neuralgia episodes of
pain are felt in the trigeminal distribution and gradually build
up in intensity over hours ; several attacks occur spaced closely

together, followed by periods of freedom. The first division
of the fifth nerve is usually affected, attacks occur commonly
at night and may be associated with redness of one eye and
discharge from or blocking of one nostril. Pain in the face
may also be caused by disease of the teeth, sinuses, ears, nose,
or throat ; it may be associated with arthritis of the temporo-
mandibular joint (Costen's syndrome) or with cervical
spondylosis; or it may be due to giant cell arteritis.
The aetiology of atypical facial pain is not known, though

a variety of causes have been suggested, including allergy,
vasomotor dysfunction, disorders of the sphenopalatine
ganglion, and conversion hysteria.6 S. Lesse7 described 18
cases of facial pain associated with depression, in 12 of which
the patients gave a history of previous minor dental treatment
or facial trauma. K. 0. von Hagen8 treated patients suffering
from chronic pain in various sites with electric convulsion
therapy (E.C.T.) and found marked benefit from pain in all
eight patients. He suggested that E.C.T. may have produced
this effect by relieving depression. H. E. Webb and R. G.
Lascelles9 examined 31 patients with pain in the face and head
of organic and non-organic origin and found that they were
depressed and that many had markedly obsessional person-
alities. Treatment with antidepressant drugs resulted in
alleviation of thq depression in 25 patients, and much relief
from pain. J. J. Bradley,"0 also reporting on patients from
St. Thomas's Hospital, found that if pain without organic
cause came first and was followed by depression anti-
depressant treatment removed the depression and increased
the tolerance of pain. If pain and depression began simul-
taneously, both were relieved by treatment of depression.
R. G. Lascelles' has recently found that in 53 patients with
atypical facial pain and depression treatment with anti-
depressant drugs resulted in complete loss of pain in 29
patients and 10 were markedly improved. He carried out
a controlled double blind trial on a further group of 40
patients. Those who had received phenelzine were signifi-
cantly improved in both facial pain and depression compared
with those receiving placebo. He stressed the danger of
surgical intervention in this syndrome.

Chronic pain of organic origin may result in depression, and
treatment of the depressive illness will not only remove or
improve the depression but also help the pain. Atypical
facial pain or localized pain without organic cause occurring
elsewhere in the body with the same characteristics"0 may be
a symptom of an underlying depressive illness. The depressive
illness may have the features of endogenous depression,'0 with
lowering of mood and diurnal variation, early morning waking,
loss of weight, retardation, agitation, or feelings of guilt; or
more commonly be " atypical."' In this type of illness
described by E. D. West and P. J. Dally" and W. Sargant"
the patients often described fatigue as a prominent symptom
rather than depression. The patients have numerous somatic
complaints, they feel irritable and are usually worse in the

' Lascelles, R. G., Brit. 7. Psychiat., 1966, 112, 651
2 Glaser, M. A., and Beerman, H. MA, Arch. intern. Med., 1938, 61,

172.
3 Frazier, C. H., and Russell, E. C., Arch. Neurol. Psychiat. (Chic.),

1924, 11, 557.
4 Glaser, M. A., ibid., 1928, 20, 537.
McElin, T. W., and Horton, D. T., Ann. intern. Med., 19474 27, 749.
Engel, G. L., 7. occup. Med., 1961, 3, 249.
Lesse, S., 7. nerv. ment. Dis., 1956, 124, 346.
Von Hagen, K. O., 7. Amer. med. Ass., 1957, 165, 773.
Webb, H. E., and Lascelles, R. G., Lancet, 1962, 1, 355.

10 Bradley, J. J., Brit. 7. Psychiat., 1963, 109, 741.
11 West, E. D., and Dally, P. J., Brit. med. 7., 1959, 1, 1491.
12 Sargant, W., Psychosomatics, 1960, 1, 14.13 and Siater, E., An Introduction to Physical Methods of Treat-

nment in Psychiatry, 3rd ed., 1954. London.
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