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theory. 18 The steady flow of publications on hysteria suggests
that the conservationists are on top at the moment, but
they may be conserving what is merely a faqade and one of
only several manifestations of abnormal illness behaviour.
Hysteria should be regarded as a first stage in diagnosis.
Doctors should then look carefully for neurological or
psychiatric illness and particularly for factors in the patient's
social orbit that may be rewarding the sick role.
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Lassa fever
Lassa fever is endemic in many-parts of rural west Africa.
The virus is transmitted to man by a rodent (Mastomys
natalensis) which is the natural reservoir of infection and
which may enter dwellings and contaminate the environment
with virus infected secretions, particularly urine.' Among
patients admitted to hospital in west Africa mortality ranges
from 15% to 20%. Nevertheless, considerable evidence now
shows that infection may be mild, particularly in children.2
Thus seroepidemiological studies in parts of Sierra Leone
suggest that about 6% of the population a year may acquire
immune responses to the virus of Lassa fever without there
having been any clearly defined disease outbreaks (J B
McCormick, personal communication). In African hospitals
infection has been transmitted to other patients and hospital
staff through parenteral exposure to blood or blood stained
secretions, which usually contain high concentrations of
virus. Among patients variable standards of nursing or
sharing equipment (including needles and syringes) were
responsible for hospital acquired infections; among hospital
staff accidental inoculation or contmination of broken skin
or the mucous membranes were likely portals ofentry for the
virus. Outside Africa Lassa fever has not been transmitted
from infected patients to other people, either in hospital or in
the community. Nevertheless, cases of severe and fatal
laboratory acquired infection have occurred.34

Several viruses with different modes of transmission cause
viral haemorrhagic fevers in the tropics, but Lassa fever is the
Only one which has been imported into the United Kingdom:
10 confirmed importations have been reported since 1971.
With the exceptions of a British nurse flown home from

Sierra Leone in 19855 and a patient who was travelling to the
United States, all reported cases have been admitted initially
to hospitals in inner London. As about 800 passengers-arriMve
daily in this country from west Africa, not surpnsingly
patients.frequently present with febrile illnesses in accident
and emergency departments on return from parts of the
tropics in which viral haemorrhagic fevers are endemic.6

In 1976 the Department of HTalth and Social. Security
issued a memorandum on Lassa fever which provided
guidelines for the isolation of patients and surveillance of
their contacts.7 Although updated, these recommendations
were influenced by -the high mortality among patients
admitted to hospital and appreciable secondary attack rates
among their contacts in outbreaks in west Africa. Much
more is now known about the clinical course and route of
transmission ofLassa fever as well asother viral haemorrhagic
fevers, and this is reflected in the DHSS's recently published
memorandum on the control of viral haemorrhagic fevers.'
In contrast with the previous memorandum, not only Lassa
fever, but Congo/Crimean haemorrhagic fever and Marburg
and Ebola fevers are also covered, since, although they have
not yet been imported to Britain, they are potentially capable
ofperson to person transmission in hospital by routes similar
to that of Lassa fever.
Many of the amendments are welcome, in particular

restricting surveillance to only close contacts-that is, those
in direct contact with patients, their blood, excretions, and
secretions,, or clothing, bedding, or fomites that may have
been contminated by them. Also included are those who
have cared for patients during their illness or who have
handled their specimens. The new recommendations now
obviate the need to follow up other contacts. Hitherto there
has been considerable over-reaction to the risks of the spread
of infection within the community, and this had imposed a
considerable workload on the public health services, which
has been costly in terms of time, energy, and resources.
Indeed, it has often been counterproductive, creating alarm
among the general public and foqusing attention away from
the dangers of hospital and laboratory infection.9 This
change in policy makes sense, since no secondary cases have
occurred in Britain in about 1500 people placed under
surveillance after the importation ofthe 10 confirmed cases of
Lassa fever.
The clinical features of Lassa fever as well as of other

haemorrhagic fevers are often non-specific in the early stages.
Most febrile patients who have recently been in parts of the
tropics in which viral haemorrhagic fevers are endemic are
much more likely to have infections such as malaria or
typhoid. Hence the recommendation that appropriate
specimens should be taken to exclude malaria before trans-
ferring sick patients to a strict security isolation unit is
welcome. A positive diagnosis will reduce the necessity of
transporting sick patients to such hospitals, and may even
save lives as a result ofprompt diagnosis and treatment.
The memorandum also emphasises the impracticality of

instituting stringent isolation precautions for all patients who
present in Britain after developing febrile illnesses while in or
after returning from areas where viral haemorrhagic fevers
are endemic. Levels ofisolationare recommended according
to whether there is strong, moderate, or only minimal risk of
infection. Patients-who have recently come from major cities
with a-negligible prevale.nce ofviral haemorrhagic fever masy
be admitted to standard isolation fa.cilities in district general
hospitals Or to-infectious disease hospitals. On the othe.r
hand, febrile patients who have recently been in a rural area
where viral.haemorrhagic fever is endemic or who have
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visited or worked in country hospitals in such areas should be
admitted or transferred to a DHSS designated high security
unit.

Although it is not too difficult to decide on appropriate
isolation for patients at either end of the spectrum of risk,
many patients are likely to fall into a third category,
designated as "moderate suspicion." One group are those in
whom it-is not clear where they have been-perhaps because
their English is poor. Another group are those who have been
in small towns or country districts in which viral haemor-
rhagic fevers are not known to be endemic. Such patients
should be admitted to either a designated high security-
unit or a hospital with "intermediate isolation" facilities.
Although at first glance this recommendation may imply a
welcome degrading of isolation precautions, the' guidelines
suggest that this accommodation s4,ould be able to be sealed
to permit fumigation and should also have a mechanical
ventilation system which provides a continuous airflow into
the unit with exhaust to the outer air with a filter.

Since few isolation units have such facilities these recom-
mendations mean that a high proportion of patients will still
have to be transferred to a designated high secuity unit; they
also imply a risk of virus transmission by the airborne route.
Nevertheless, any threat of hospital acquired' infection by
this route is based on a single episode in a Nigerian hospital in
which the index case, a pregnant woman with pneumonia,
may have infected 16 other patients in the same ward.'0 Thus,
although the epidemiological data should be interpreted with
caution, it might be premature to conclude that airborne
spread never occurs. Conversely, an extensive study recently
conducted in a hospital in Sierra Leone, where a large
number of patients with Lassa fever were carefully barrier
nursed but there were no facilities to prevent airborne
transmission, showed no transmission to patients or to
hospital staff (J B McCormick and S Fisher-Hoch, personal
communication). Perhaps it would be more sensible to
reserve precautions to prevent airborne transmission for
patients with pulmonary lesions.
The memorandum's precautions for patients with

"moderate risk" seem too elaborate and costly. They look as
if they are a compromise between the views of the scientists
on the working party and the more emotional views of its
observers and some of those consulted. Overzealous pre-
cautions may detract attention from the very real hazard of
transmitting infection by percutaneous exposure to blood or
body fluids.
While it makes good sense to be cautious when providing

guidelines for safety for newly recognised pathogens, it is
also important to ensure that recommendations are updated
when additional information becomes available. Hence the
memorandum (which is a considerable advance on the
previous one) will need to be updated regularly. Possible
amendments include correcting the statement that the
incubation period can be as short as three days since there is
little evidence that it is this short; relaxing the precautions
relating to the risk of airborne spread; and, less importantly,
omitting the stipulation for ambulance crews transporting
patients in the "strong suspicion" category to wear dis-
posable underwear.

Studies are in progress' to increase the speed of laboratory
diagnosis; one preliminary report suggests that Lassa fever
viral antigen may be detected in the peripheral blood within a
few hours of collecting specimens."l Hence the imminent
transfer of diagnostic facilities of viral haemorrhagic fever
from Porton to London is welcome, although it is a pity
that diagnostic facilities for other "exotic"' infections (for

example, arboviruses and ricketssiae) will not be moved as
well. Such "split" arrangements may reduce the rapidity of
obtaining a definitive diagnosis for tropical infections and
detract from the efficiency, training, and research pro-
grammes for those with an interest in the laboratory aspects
of these infections.
There is also good news on treatment and prophylaxis.

Ribavarin when given in the first week of illness has reduced
death rates in patients with aspartate transaminase activity
greater than 150 IU (a-bad sign) from 55% to 5%.12 The
treatment does not, however, reduce the need for barrier
nursing since viruses may persist in the blood'and urine for
some time after treatment.'3 Oral ribavarin should also be
given for 10 'days prophylactically to those who have been
percutaneously exposed to the virus-by this route toxicity is
low, acceptable, and reversible.
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Our diurnal nature

Increasingly people are being required to ignore their diurnal
nature and work at night or soon after a rapid time zone
transition. In either case they are working when their
"internal clock" expects them to be asleep, which may have
serious implications for their own performance and for the
safety of others. Both the Three Mile Island and Chernobyl
disasters occurred in the early hours of the morning and have
been at least partially attributed to bad decisions by shift-
workers.' Similar errors may well occur in the decisions of
politicians and others on their arrival in a new time zone,
although their consequences may be less tangible.'

During evolution we have internalised the pronounced
daily cycle to enable us to anticipate'it-an ability that clearly
had an adaptive value for most species.2 Consequently
circadian rhythmicity appears to be a characteristic of all
physiological procewsses3 and also occurs in mnany measures of
performance efficiency.4 Thus, for example, both body
temperature and performance efficiency on certain simple
tasks are normally lowest in the early hours of the morning
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