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had been a significantly higher mortality compared with men
of the same age and in the same locality due to cardiorespira-
tory failure and bronchial carcinoma. Reduction of cigarette
smoking, declining atmospheric pollution, and antibiotic
treatment had all led to reduction in the 24-hour sputum
volume in these patients. The initial FEV1 was significantly
lower in those patients who later died from cardiorespiratory
failure. Indeed, when the FEV1 was 70%0 or more of the pre-
dicted normal value the prognosis was nearly that of the
population at large, but where it fell to 50'0 or less of the
predicted normal value there was a considerable mortality.
The duration of antibiotic treatment and the smoking record
did not significantly affect the decline in FEV1 with advancing
age, but the diffusing capacity for carbon monoxide had
declined more in those who continued to smoke. Thus giving
up smoking in patients with advanced obstructive bronchitis
does not appear to improve the prognosis-but there is good
reason to suppose that it reduces the incidence of bronchial
carcinoma.
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African trypanosomiasis
In Africa human trypanosomiasis is caused by protozoa of the
genus Trypanosoma and is transmitted by species of Glossina,
the tsetse fly. The clinical picture may be one of the polar
forms of the disease-Gambian or Rhodesian sleeping
sickness-or may be intermediate. In West Africa the tsetse
fly needs shade and moisture and lives along the banks of
rivers, whereas in the east the flies seem able to live in open
country. The source of infection is man, with symptomatic or
asymptomatic disease, with trypanosomes in his blood; where
the Rhodesian disease is prevalent some varieties of wild
game may be a further reservoir but their importance depends
on the game-fly-man contact.' The Gambian disease is found
most often in West Africa and in Zaire, which has the higher
incidence at present: it has a long incubation period (making
the individual a source of infection for longer) and causes a
chronic illness. By contrast, the Rhodesian form of
trypanosomiasis has a shorter incubation period and causes a
more acute illness.

Trypanosomiasis may be controlled by reducing the size of
the pool of infection or by reducing the numbers of fly vectors
in contact with man, or both. Regular examination of the

human population-for example, at six-month intervals-and
treatment of those infected will reduce the sources of infection.
A single intramuscular dose of pentamidine isethionate (300-
400 mg) every six months will keep the blood free of parasites
and protect against the Gambian but not the Rhodesian
disease.2 Control of the vector has mainly depended on
insecticides and other measures such as clearing river banks
-the habitat.of riverine species of tsetse fly.

In West African foci of the Gambian disease the local
populatioiis are under regular medical supervision so that the
problem is stable; surprise outbreaks do, however, occur (as
in Mali in 1973, when 388 cases were reported). Regular
screening by blood films is costly and time-consuming, and
serological diagnostic techniques have been introduced.3 4 The
blood of infected patients can usually be cleared of trypano-
somes by treatment with suramin, which must be given
intravenously and has side effects. When there is invasion of
the nervous system the arsenical melarsoprol, less toxic than
the original tryparsamide but still toxic, is required; again it
must be given parenterally.

Tsetse flies have been eradicated from large parts of
Northern Nigeria and elsewhere by insecticides, but there is
always the possibility of reintroduction unless adequate
surveillance is continued. Riverine species of Glossina are
more difficult to control, and insecticides are being sought
which can be applied at very low concentrations by air and
which have a wide margin of safety for animals.

In parts of Africa in the last decade control oftrypanosomia-
sis has lapsed, with an increase in the human prevalence rate;
an example is Zaire, where in 1958 the prevalence was 002°/
but in 1964 was 15% -after six years during which the
surveillance and treatment system did not function; under
similar circumstances there was a recrudescence of sleeping
sickness in the Sudan. Population movements may also upset
previous stability, and an increase in prevalence may follow the
movement of people away from areas of drought.

Control by regular human case finding and by attack on the
vector needs personnel and money. Recently the United
Nations Development Project (UNDP), with the support of
19 African countries, has started an applied research
programme concerned with both of these means of control and
with training personnel; it is linked with a parallel project
under the auspices of the Food and Agriculture Organisation
(FAO) concerned with the control of trypanosomiasis in
animals, a disease responsible for severe economic loss.5
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Treatment of erectile
impotence
The "new sex therapy" has become a therapeutic vogue, big
business in the United States with a growing demand in
Britain. As with many forms of treatment, particularly those
based on psychological mechanisms, requests for it and the
optimism of the therapists have leapt ahead of real evidence of
effectiveness. It is only too easy for the efficacy of a specific
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method to become confounded with the non-specific effects of
therapeutic enthusiasm.

Adequate controlled studies of this new style of treatment
are very few.' Ope recent study2 of the treatment of erectile
impotence is noteworthy, despite some defects in its design
and execution, because of its profoundly negative findings.
Impotent men did as well in a "no treatment" control group
as they did with anxiolytic chemotherapy or with a modified
version of Masters and Johnson's treatment method.3 Those
with an insidious onset did badly with any regimen. What
conclusions can we draw from this study? Is treatment of
erectile impotence a waste of time; will such problems either
improve spontaneously or be resistant to any form of help ?

Masters and Johnson,3 the pioneers of modern sex therapy,
have so far reported the most impressive results. Their study
was uncontrolled, however, and no doubt relied on a highly
selected sample of patient couples. Even so, their least satis-
factory results were with erectile impotence. Many sex
therapists would agree that some of their most difficult as well
as some of their easiest cases come into this category. From the
point of view of treatment outcome, therefore, men with
erectile impotence form a heterogeneous group.

Sexual dysfunction of all kinds is a manifestation of psycho-
somatic relationships, and a wide variety of somatic processes
(both pathological and physiological) may affect sexual
performance adversely. In men this is particularly so in erectile
impotence in comparison with other common dysfunctions
such as premature or delayed ejaculation.4
There is an additional factor which characterises the

impotence group-the effects of ageing. Kinsey and his
colleagues5 reported a dramatic increase in the incidence of
erectile impotence with advancing age, and this is borne out in
treatment clinics, where men with erectile impotence tend to
be older than other patients (men or women) with sexual
dysfunction.6 This is not accounted for by longer duration of
the problem. In the 1940s and '50s the "male climacteric" as
a cause of late onset sexual dysfunction was a transiently
fashionable concept.7 Recently the effects ofageing on the male
testis have been more soundly established,8-10 though the
relation between the variable but common testicular failure of
the sixth and seventh decade and impairment of sexual
dysfunction is still not clear. The usefulness of androgens in
treating erectile impotence is also awaiting proper evaluation
but may well have its principal place in this older age group.
The physiological counterpart of erection in women,
vaginal lubrication, is also affected by ageing, particularly after
the menopause, but adverse psychological reactions are
probably less definite and the problem is more susceptible to
symptomatic treatment.'1

Erectile impotence is therefore a physiological manifestation
or symptom of a heterogeneous group of problems which vary
enormously in the type and complexity of help required. Any
proper appraisal of treatment methods must take this factor
into consideration. Treatment may vary from simple hormone
replacement, to basic sex education and the reduction of per-
formance anxiety, to tackling complex inter- or intra-personal
problems, ofwhich the erectile failure is one manifestation. The
research into treatment that is certainly needed requires a
careful definition and control of these variables. We need a
method for categorising problems which can be added to the
traditional one of erectile or ejaculatory dysfunction and which
would be more relevant to treatment and to prognosis. In the
meantime Ansari's study serves as a reminder of this need, but
it should not discourage those providing help for what is almost
always a distressing and not infrequently a helpable problem.
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New thoughts from casualty
Medical and surgical emergencies-injuries, obstructions, and
patients threatened with circulatory and respiratory failure-
find their way to casualty departments, where they are forming
an increasing proportion of the admissions into general
hospitals.' Old habits of mind have let these very ill patients
be seen first by relatively junior doctors, while circumstances
within the NHS have determined that many casualty officers
will come from alien cultural backgrounds. In the past backup
by seniors has often been little more than nominal. All of this
has meant that casualty officers have had to take decisions and
carry out treatments at levels for which often they were
inadequately prepared. Furthermore, casualty work has
mistakenly been seen as a minor surgical exercise, which it is
not. Challenging medical problems are met with daily which
require experience even to recognise, let alone to treat.
Casualty departments are often poky, depressing, and ill
equipped to meet the challenge of the seriously ill. Long
waiting times seem almost inseparable from this kind of work,
generating their own anger as well as increasing the risk of
delayed treatment for those who urgently need surgical or
medical first aid.

Yet all is not as hopeless as may appear. Constructive
proposals have been made from medical schools and from the
royal colleges, where this state of affairs has long been recog-
nised, and much is being done to improve emergency services.
In undergraduate teaching2 more emphasis is being placed on
acute medicine with clinical attachments of students to
casualty departments established at some centres. More
attention is being given to a career structure in acute and
emergency medicine, with training posts and the appointment
of consultants on a wider scale than formerly. Emergency,
short-stay beds attached to casualty should save pressure on
expensive inpatient accommodation and increase job satis-
faction. Casualty consultants have banded themselves together
in North America3 and Britain in associations designed to
improve both the service and the present image ofthe specialty.

Casualty's new face is not confined to organisational change:
there are new thoughts too. The concept of triage-a French
word meaning sorting of patients on a basis of immediacy-
has been borrowed from the military to be used brilliantly at
Moorgate.4 Selection for urgent treatment has been always
practised, but the formulation of the principle of triage helps
all concerned with high-risk patients to know what to do as
well as to apply their knowledge more rapidly. Medical
effectiveness declines exponentially5 in cardiac arrest or
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