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atrial fibrillation may well be found among other groups
labelled as lone fibrillators.
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Routine immunisation in
adults
Immunisation policies are generally aimed at vaccination in
childhood. Traditionally, immunisation in adult life has only
been for travel abroad, certain types of occupational exposure
to infection, and contacts of particular infections. More re-
cently, however, the problems of rubella and influenza have
focused attention on routine immunisation of adults. Since
most of the immunisation programmes for common childhood
infections were not introduced until the second world war,
theoretically many middle-aged men and women in Britain
are still susceptible to these infections. Should they be
advised to seek immunisation?

Firstly, we need to remember that before routine im-
munisation was introduced most people gained a natural
immunity to these infections. Whether we need to immunise
adults depends on whether this immunity has waned and on
the state of each infection in Britain today. With diphtheria,
whooping cough, and measles the answer is a fairly straight-
forward no. Diphtheria is almost never seen in Britain now,
and routine adult immunisation need not be considered,
even though 35% of people of all ages-and 4400 of those
over 35-are still, theoretically, susceptible.' Similarly,
immunisation against whooping cough is unnecessary in
adults as less than 1% of notified cases of whooping cough
occur in those over 35. Moreover, the severity of whooping
cough decreases with age.2 The number of people reaching
middle age who have not had measles is small-less than
05% of notified measles occurs in patients aged over 25.3

The notification rates for measles in adults do not appear to
have increased since the immunisation campaign began in
1968.3 Unless the number or rate (as opposed to the propor-
tion) of cases of measles in adults rises substantially adults do
not need to be immunised.
The question of tetanus immunisation of adults is less easy

to answer. Tetanus is not a communicable disease in the
sense that it can spread from person to person or that man
acts as a reservoir of infection, so that to all intents and
purposes only those immunised are protected; herd immunity
cannot be relied on to protect the non-immune. Though
many men would have been immunised during the second
world war, many adults, mostly women, are susceptible to
the infection (and about one child in five is still not being
immunised). The 20 notifications of tetanus each year seriously
underestimate the incidence, and the true figure is probably
over 100 cases.4 Most are in adults, especially middle-aged
to elderly women, and tetanus is a serious disease, with an
estimated case fatality rate of 100%.4 For these reasons,
immunisation with tetanus vaccine (which is safe and effective)
should perhaps be encouraged in adults who are not immune,
though routine immunisation would be impracticable and
probably not cost effective. The initial course of three in-
jections should be followed by a booster dose about every
10 years,5 but there is no need to start a fresh course when an
earlier series of injections has lapsed. Paradoxically, whereas
many adults are unimmunised, others are possibly over-
immunised.
With rubella vaccine the problem is complex. Routine

vaccination of adults is clearly not required, because our
strategy is designed to ensure the immunity of women during
their childbearing years rather than to reduce the overall
incidence of infection in Britain. Nevertheless, an unac-
ceptably large number of women of childbearing age are still
susceptible, and 2220 pregnant women with proved infections
were reported to the Communicable Disease Surveillance
Centre in the epidemics of 1978 and 1979. Clearly we need
to identify and vaccinate more of those women who slipped
through the vaccination net at school, and those susceptible
who are too old to have been offered routine vaccination at
school. But, as with all selective vaccination strategies,
achieving a high uptake in the target group is difficult.
The problem of routine adult vaccination becomes even

more complex with polio vaccine because of the small but
measurable risk of paralysis after giving the live attenuated
vaccine. For every 5 million doses administered, one case of
paralysis will occur in a recipient and two in contacts.6 7
About 21 million doses are used in England and Wales each
year, so that we should expect one or two cases of vaccine-
induced paralytic poliomyelitis a year. Because of the risk of
paralysis in contacts the current recommendation in Britain8
is for parents to be offered vaccine at the same time as their
children. Both parents must be immunised together, because
if only one of them receives live vaccine the other presumably
runs the risk of paralysis from the spouse as well as the child.
In practice, most families have at least one working parent so
that the recommendation is probably implemented only
rarely-but the difference between the risk of one in 2-5
million doses for contacts and one in 5 million for recipients
is a negligible improvement, especially if the risk of vaccine-
associated poliomyelitis (like the natural disease) rises with
age. Inactivated polio vaccines are said to be safer, but im-
munity takes somewhat longer to develop, and they cannot
be recommended for vaccination of contacts, with either the
vaccine or the wild virus.
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Why do we not, then, use inactivated polio vaccines for
routine immunisation in childhood? Parents would not need
to be immunised at the same time as their child; and the
current inactivated polio vaccines (improved considerably
compared with the earliest examples) induce reliable and
lasting immunity and are safe. Moreover, in the Netherlands
the vaccine has virtually eliminated the disease,9 except in
certain antivaccine religious groups. The answer lies in our
relatively poor uptake rates for polio vaccine. At present only
about 80% of infants, on average, complete a course of live
attenuated oral vaccine; and to be effective nationally, in-
activated polio vaccine probably needs the high levels of more
than 9000 achieved in northern Europe. Therein lies our
dilemma with polio vaccination: unless we can increase
routine immunisation rates in childhood substantially, we
will have to continue to persevere with live attenuated oral
vaccine, which has been highly successful in Britain, and to
accept the occasional case of vaccine-associated paralytic
poliomyelitis that goes with it.
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Sexual problems of diabetic
men
Sexual problems are distressingly common in men with
diabetes. Several large surveys have shown partial or complete
failure of erection in 30 to 60% of patients,13 with ejaculatory
abnormalities in a smaller proportion.4 The probability of
impotence increases with age and the presence of micro-
vascular complications, particularly retinopathy and autonomic
and peripheral neuropathy. Put another way, the chance of
a 50-year-old diabetic man being impotent is 5000 if he has
no complications but nearly 100% if he has proliferative
retinopathy.
Yet despite these gloomy statistics difficulty with erection

in a diabetic man should not be assumed a priori to be organic
and due to diabetes. Indeed, psychogenic impotence might
be expected to be more common in patients with diabetes
than in the general population; the complexities of managing
the disease often cause psychosocial problems which may lead
to marital disharmony. Furthermore, diabetic patients know
that impotence is common and may fatalistically regard the

first sexual failure as "the end," with anxiety about perfor-
mance perpetuating the problem. Inevitably, too, some
patients will develop impotence from alcohol, drugs, or
non-diabetic neurological or endocrine disease.

Textbooks often suggest that it is easy to distinguish
between organic and psychogenic impotence. The stereotype
of the former includes a gradual onset, normal libido, and a
global loss of erection (during sex, masturbation, and on
wakening in the morning). By contrast, psychogenic impotence
is said to be selective and intermittent with an abrupt onset,
reduced libido, and failure of erection confined to attempts
with a sexual partner. Just how misleading these stereotypes
may be was shown in a recent study by Fairburn and col-
leagues,4 who made a detailed physical and psychosexual
assessment of 27 diabetic men with presumed organic im-
potence. Failure of erection was not necessarily the first
symptom; one patient presented with late-onset premature
ejaculation, another with spontaneous erections during the
day, and a third man with ejaculatory failure. Subtle disrup-
tion of normal ejaculation was common with one-third of the
men describing absence of the normal pumping sensation at
orgasm and a quarter the seepage of semen from the penis
at or before orgasm. Over half the "impotent" patients still
got morning erections, and libido was frequently reduced,
probably as a psychological response to the sexual failure.
Scott et a15 studied 50 patients being considered for a penile
prosthesis and found a similarly variable clinical picture.
These and other studies6 suggest that the medical view of

diabetic impotence is often misleadingly oversimplified. Pure
organic or pure psychogenic impotence is the exception, with
most cases being characterised by a complex mixture of
organic and psychosomatic factors. Failure of erection is
probably initiated by physical causes in most cases, but the
natural history is determined by the psychological response
of the man and his sexual partner. The most common male
reaction is probably one of increasing anxiety leading to
sexual avoidance and reduced interest in sex. The female
reaction should not be neglected; in Fairburn's series4 six
women blamed themselves for the man's impotence while
four reacted with anger and resentment. Many couples know
little about the cause of the disorder or its likely outcome.
The diagnostic assessment of the diabetic man with im-

potence depends, therefore, on the balance of organic and
psychological factors. The most important investigation is a
detailed history, which is often impossible in a busy diabetic
clinic and may have to be taken in privacy at another time.
What needs to be discovered is, firstly, the exact nature of the
complaint-is it failure of erection, retrograde ejaculation, or
just a general loss of libido ? Secondly, the evolution of the
failure of erection must be explored. Did it come on suddenly ?
Is it only present with his spouse? Does he still get erections
on waking or during masturbation? Thirdly, a full sexual
history should be taken, going back to puberty. Has this
failure come out of the blue or have there been previous
problems such as premature ejaculation, perhaps antedating
the diagnosis of diabetes ? Finally, the quality of the relation-
ship in general needs to be assessed together with the partner's
response to the impotence.

Physical examination is required to assess the presence of
diabetic complications or other neurological disease. Other
causes of impotence can be ruled out by measuring prolactin,
testosterone, and luteinising hormone/follicle stimulating
hormone. Simple tests of autonomic function such as the
Valsalva manoeuvre and the response of the heart rate to
standing7 are worth while, since the finding of autonomic
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