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dehydrated. The cure of the illness lies, therefore, in the
prevention or treatment of dehydration-usually a simple
matter. In 329 of the 339 cases reported by Ironside and his
colleagues fluids were given by mouth, and only 10 required
intravenous fluids. The fluids must be chosen and adminis-
tered with care, and it must be emphasized that the treatment
of an infant with marked dehydration is a severe therapeutic
challenge. Gastroenteritis varies in severity in time and place,
and in some outbreaks there is a much higher incidence of
severe dehydration than in the present series. Nevertheless,
when an infant is rehydrated it is on the way to recovery, and,
except for the occasional relapse, is soon on its full diet and
fit for discharge. Is anything else required?
No doctor should give a patient a drug unless he has a clear

and precise reason for doing so. In the treatment of infantile
gastroenteritis antibiotics should certainly not be prescribed
unless a pathogen sensitive to the antibiotic is isolated. Such a
pathogen was isolated in only 56 of the 339 cases (16% ) in
Ironside's series, an incidence which is probably typical of
sporadic cases in Britain today. In most hospitals the results
of faecal culture are not available in less than 24 hours, but in
that time most infants, even those requiring intravenous
rehydration, are recovering. Can an antibiotic given at this
stage do the individual infant any good? Any doctor who
thinks it can ought to be able to say exactly what improvement
he expects, and he should also be able to show that the anti-
biotic cannot possibly do the infant any harm. Perhaps some
doctors can do both, but many would hesitate to make either
claim. When an infant fails to improve in spite of successful
rehydration septicaemia may be present, and an absorbable
antibiotic is then indicated, but most infants respond to
rehydration, and antibiotics have no obvious place as far as
clinical cure in concerned.
There remains the problem of cross-infection. An infant

with gastroenteritis is certainly infectious. Its stools are
teeming with the infectious agent, and within a few hours of
its admission every square inch of its environment can be
heavily contaminated.' But even the most motile micro-
organism moves at a microscopical pace and would probably
require a century to get from one cubicle to another on its
own. It must be transported there, wafted on air currents,
swept along in dust, or carried on hands, and only by the
most painstaking attention to the details of barrier or cubicle
nursing can one hope to stop its passage. The administration
ofan antibiotic to the infectious infant 24 hours after admission
will not stop the spread of pathogens already shed. It may not
even stop the excretion of pathogens in the infant's stool,
although even without antibiotics the numbers shed drop
rapidly as stools become more formed. In the infants treated
with antibiotics by Ironside and his colleagues 250% were still
excreting the pathogen when discharged from hospital. This
is not an unusual bacteriological failure rate, and it is surely
high enough, with organisms as infectious for infants as
Escherichia coli, to disturb anyone's faith in antibiotics as
epidemiological weapons.

In an explosive outbreak of severe gastroenteritis in an
infants' ward or nursery there is no need to wait for faecal
cultures in every case once the epidemic strain is known. To
that extent the situation is different, and if one decides to use
an antibiotic it can be given-from the onset of symptoms. All
kinds of pressure other than clinical or bacteriological may be
brought to bear on the doctor to use an antibiotic, and no one
would criticise a doctor who decides to do so under such
circumstances, but the treatment of these ill infants is
rehydration, and the doctor trying to control the. outbreak

will be wise to regard the use of antibiotics as of very secondary
importance to the ruthless application of administrative and
physical means of tackling the spread of infection. If the
strain of Escherichia coli is resistant to antibiotics it is non-
sensical to use them, and there have already been outbreaks in
Britain in which the strain was resistant to all available anti-
biotics. Such resistance can be transferable, and every time an
antibiotic is used the possibility of creating more transferable
drug resistance must be borne in mind.
The indiscriminate use of antibiotics is a form of environ-

mental pollution, and in an environment already polluted with
micro-organisms it is doubly dangerous. Most infants with
gastroenteritis get better without antibiotics, and in hospitals
where the detailed technique of barrier nursing is understood
and applied the spread of the disease can be controlled. When
control breaks down and disaster threatens there may be a place
for antibiotics as a possible aid in eradicating infection at its
source, but it is a doubtful role. In the routine treatment of
the disease antibiotics have no place and should not be
prescribed.

Androgenic Function and Impotence
Impotence may be defined as the persistent inability to
develop or maintain a penile erection sufficient to conclude
coitus to orgasm and ejaculation. The condition may result
from organic pituitary-hypothalamic or testicular disease,
though it is uncommon for patients with such disorders to
present with a complaint of impotence. It may also complicate
severe depressive illnesses and schizophrenia or be due to
treatment with certain antihypertensive agents or pheno-
thiazines. In the vast majority of impotent patients, however,
none of these factors can be implicated, and their disability
has usually been assumed to be of psychogenic origin.

This week at page 17, Dr. Alan Cooper and his colleagues
report the results of a study of urinary testosterone excretion
in a group of patients with impotence. Excretion of testo-
sterone is probably the best available measure of Leydig cell
function and hence of androgenic status, since it is little
effected by peripheral conversion of other corticosteroids.
The mean excretion of testosterone was significantly lower
(45'7 pg per 24 hours) in the impotent men than in healthy
controls (73 1 pg per 24 hours). Of the sixteen patients who
were grouped as predominantly "constitutional" only three
had testosterone excretion above the mean whereas only one
of the nine in the predominantly "psychogenic" group had
a level below the mean.

Cooper1 2 had defined these two major groups of patients
presenting with impotence in previous studies. "Psycho-
genic" impotence usually occurred in young men who them-
selves sought help for their disorder, which was of short
duration and had some specific physical or psychological
precipitant. The anxiety they experienced appeared to be
the major cause of their subsequent impotence. All of these
men still experienced sexual desire, were aroused by appro-
priate stimuli, continued to masturbate, and had regular
morning erections. By contrast "constitutional" impotence

1 Cooper, A. J., British Journal of Psychiatry, 1968, 114, 719.
2 Cooper, A. J., British Journal of Psychiatry, 1969, 115, 709.
3 Ismail, A. A. A., and Harkness, R. A., Acta Endocrinologica (Kobenhavn),

1967, 56, 469.
4 Ismail, A. A. A., et al., in Reproductive Endocrinology, ed. W. J. Irvine,

p. 138. Edinburgh, Livingstone, 1970.
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was of insidious onset, and the patients usually attended at the
insistence of their wives. Anxiety appeared to be more a
result of the condition than a cause or to be related to the
wife's complaints. Some of the men had never achieved
adequate coitus or had undergone a progressive waning of
sexual activity over the years. They rarely masturbated and
early morning erections were infrequent.
The lowered excretion oftestosterone in the "constitutional"

group may at least in part have been due to reduced sexual
activity, since there is evidence that regular sexual intercourse,
and presumably regular masturbation, is associated with a
raised level.3 It is, however, also possible that some of these
patients produced less testosterone in the first case. A. A. A.
Ismail and his colleagues4 have shown that some impotent
men without apparent evidence of endocrine disease showed
an impaired response in testosterone excretion to human
chorionic gonadotrophin, which stimulates the Leydig cells.
Other patients in the group of "constitutional" impotence
might represent the lower end of the normal distribution
curve for sexual activity.

Cooper' has described treatment of these patients by a
combination of muscular relaxation, by provision of optimum
sexual stimulation, by sex education, and by "psychotherapy."
Such treatment was very successful in most patients with
"psychogenic" impotence but was relatively ineffective in the
"constitutional" group. In view of the lowered testosterone
excretion in the latter group oral testosterone therapy was
tried, but few patients improved. Only provisional details of
this form of therapy are reported in the present paper, and
further studies of varying regimens of androgen medication
are required, particularly in patients with "constitutional"
impotence, who are so resistant to other forms of therapy.
Further work is also required to define whether the impaired
excretion of testosterone seen in some impotent patients is a
primary defect or is secondary to their reduced sexual activity.

Prolonged Weightlessness
During 1965 Borman and Lovell endured nearly 14 days of
weightlessness in the small capsule of Gemini VII. Their
record has now been passed by the 18-day flight of Nikolayev
and Sevastyanov in Soyuz 9. These missions were designed to
understand man's response to prolonged weightlessness, and
they have some medical implications.

Changes in the musculo-skeletal system are of particular
significance during long space flights, and demineralization of
bone is an important example of a process which occurs during
weightlessness. It is accompanied by increased excretion of
calcium, and the severity of the skeletal changes would appear
to be related to the duration of the mission. The process is,
however, slowed by a high calcium diet and regular exercise.
Decrease in capacity for work is also observed after a space
flight. It is a somewhat perplexing finding, being associated
with a reduction in oxygen consumption. The exercise
tolerance that astronauts had before a flight does not recover
until about 36 hours after it, and investigations carried out so
far have failed to show any changes in pulmonary function. At
present there is no satisfactory explanation for this.
An important change in cardiovascular function, which

persists for about two days after a flight, is termed decondition-
ing. It is evident in the inadequate post-flight response of
astronauts to passive tilt, and the severity of the deconditioning

seems to be related to the duration of the mission. It is believed
that during weightlessness there is a shift of abQut half a litre
of blood from the lower limbs to the thorax. This gives rise to
a reflex diuresis and a reduction in blood volume. Theoretically
the fluid shifts could be prevented or slowed, and during the
8- and 14-day Gemini missions occlusive lower-limb cuffs
were worn intermittently, presumably to produce a reflex
increase in blood volume in response to a decrease in central
venous pressure. However, no effect on the post-flight re-
sponse of the astronauts to passive tilt was observed.
A more appropriate technique is now available. Exposure of

the lower part of the body to negative pressure during weight-
lessness would cause blood to pool in the lower limbs and may
counteract or reverse the fluid shifts which occur naturally
during spaceflight. This technique, together with exercises
during the flight, may also help to reduce the loss of venomotor
and muscular tone which may be responsible for the excessive
pooling of blood in the lower limbs observed when astronauts
are tilted in a gravitational environment immediately after a
space flight. The cosmonauts aboard Soyuz 9 are reported to
have worn a special overall with rubber bladders while asleep.
Though this may have been a device for muscle toning, it is
possible that attempts may have been made during this
mission to modify the process ofcardiovascular deconditioning.
These physiological changes raise an important question on

the ability of man to cope with prolonged weightlessness.
There is little doubt that the inactivity and immobility of a
capsule existence play a part in the changes which occur in
astronauts, but the state of weightlessness itself seems
to induce some of the physiological changes.

Hazards of Temperature Taking
Special investigations can often be avoided if we follow the
traditional teaching to think of simple things first. For
instance, the commonest cause of blood in the stool of a
toddler or young child is constipation, often associated with
an anal fissure. And blood in the stool of a baby may be due
to someone taking his temperature by unwisely inserting a
thermometer into his rectum.

Occasionally a thermometer may cause more than rectal
bleeding; it may perforate the rectum or colon. F. G. Smiddy
and E. A. Benson,' after describing a case of rectal perforation
in a newborn baby by this means, rightly concluded that "the
taking of a rectal temperature in a neonate is potentionally a
very dangerous exercise." E. W. Fonkalsrud and H. W.
Clatworthy2 described the causes of perforation of the colon
or rectum of ten infants, five of whom had no underlying
disease except constipation, and two of these five died.
Perforation was caused in six cases by an enema tube and in
two by a thermometer. Perforation was also caused by a
practice, routine in some American centres, of passing a rectal
catheter to ensure that there is patency of the rectum.

J. J. Wolfson3 reviewed cases of haemorrhage and perfora-
tion of the rectosigmoid by thermometers. He noted that the
bleeding sites have been oval ulcerations on the outer wall of
the rectum, usually 4 to 8 cm. from the anus, and that damage

I Smiddy, F. G., and Benson, E. A., Lancet, 1969, 2, 805.
2 Fonkalsrud, E. W., and Clatworthy, H. W., New England journal of

Medicine, 1965, 272, 1097.
3 Wolfson, J. J., American Journal of Diseases of Children, 1966, 111, 197.
4 Greenbaum, E. I., Carson, M., Kincannon, W. N., and O'Loughlin,

B. J., Pediatrics, 1969, 44, 539.
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