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Sleeping Sickness in Rhodesia
African sleeping sickness, like other infections of animals
transmissible to man, is baffling in the diversity of forms in
which it can occur. They may range from the well-known
and devastating epidemics that have depopulated whole
regions to the mild infections noted in Nigeria by J. W. S.
Macfie 1913' and A. J. Duggan 1962,2 and in Sierra Leone
by R. D. Harding and M. P. Hutchinson in 1948,3 which,
though frequent, did not affect the death rate.
The form of this disease known as " Gambian sleeping

sickness " seems to have been present for centuries in West
Africa, but it is only within the last 60 years that cases began
to be observed in Rhodesia, and from there progressively
northwards cases began to appear, Zambia and Malawi being
the first countries to be invaded. Then after the first world
war serious epidemics of " Rhodesian sleeping sickness "
appeared in Tanzania, affecting areas where it was known
that it had not occurred before, and eventually during the
second world war it appeared in Uganda and Kenya. With
each epidemic outbreak the disease became more acute.
There is little clinical difference between the Gambian and
Rhodesian strains of the disease ; in general, the former is
more chronic, but the main difference lies in the importance
of an animal reservoir in the latter.

It is natural that British research workers concerned with
sleeping sickness in these areas should concentrate their efforts
where the disease is most common, and so Rhodesia, the
probable source of it all, has tended to be forgotten.

It is, therefore, useful to be reminded by a paper by D. M.
Blair and colleagues4 that the epidemiology of the disease in
Rhodesia remains exactly the same as it was in about 1910,
when the first cases began to be found. This is in marked
distinction to other areas where the disease first appeared in
epidemic form and has tended to become stabilized. In
Rhodesia very few cases of sleeping sickness occur, apparently
from only about four different foci, and there are often gaps
of several years between the finding of new batches of cases.
Usually a batch of cases is found when outsiders, usually
Europeans, come into the area and contract the disease in
an acute form, which without rapid treatment may be fatal.
The public health authorities then find perhaps a few mild
cases among the sparse local population, and some of those
affected, usually adult males, are healthy and pursuing
normal activities. It is this situation which is so different in
other areas affected by Rhodesian sleeping sickness in which
" healthy carriers " do not occur; once established all cases
occurring in these areas are fatal unless they are treated.
Blair and his colleagues point out that these affected people
invariably live in places heavily infested with tsetse fly, and
they suggest that the constant inoculation of non-human
trypanosomes which this must involve may induce a degree
of immunity and allow them to master a strain infective for
man when eventually challenged with it. Though this seems
a likely hypothesis, it does not explain why people in Uganda
or Tanzania who have similar sustained contact with the fly
do not also develop this immunity. But perhaps they do
develop some degree of immunity, which would become
apparent only to challenge with Rhodesian strains. It is clear

that the northern strains are more virulent and might over-
come a low degree of immunity, but strains from Rhodesia
and other parts of the Zambezi valley have a tendency to
remission which W. E. Ormerod5 has shown to be greater than
that possessed by strains from further north. It is tempting
to suppose that the difference may lie in the great antigenicity
of the " Zambezi " strains, and though there is evidence to
support this it is still somewhat speculative.
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Iron in Flour
The average family diet in Great Britain supplies about
14 mg. iron per head daily, of which a large proportion comes
from bread and flour.1 Since 1953 statutes have required
that flour should contain not less than 1.65 mg. iron per 100 g.
Some iron is lost during milling, and white flour is therefore
enriched with iron, usually as reduced iron (ferrum redactum
B.P.), to bring its content up to the required level. The
belief that this measure is beneficial to the public health was
undermined in 1963 by P. C. Elwood,2 who reported that
groups of patients in mental hospitals who were given about
80 mg. of iron daily as reduced iron baked in bread showed
no rise in haemoglobin levels. Similar patients given similar
amounts of iron as ferrous gluconate in tablets did show a
haematological response. Subsequent studies with various
other forms of iron tended to confuse the situation but still
cast doubt on the efficacy of reduced iron.3

Thus aroused, the Ministry of Health4 sponsored a series
of investigations on the availability of iron in bread and on
the storing and baking qualities of flour containing iron. A
sensitive method involving double labelling with isotopes of
iron showed very low average absorptions of powdered iron
and reduced iron when taken from bread which was eaten with
an egg. Ferric ammonium citrate was absorbed slightly
better. Absorption of iron was higher when the bread was
taken as part of an egg-free breakfast. Ferrous sulphate was
best, especially without egg, but tended to colour the flour
and to promote rancidity in flour mixes. Elwood5 has
recently compared the effect of giving 113 anaemic women
bread containing ferric ammonium citrate supplemented to
the level required by statute with the effect of giving ordinary
bread to 124 anaemic women. No difference of effect on the
haemoglobin level was observed. It is therefore still not clear
how best to enrich white flour with iron so as to ensure
maximum availability.
Beyond that technical problem there are larger questions.

We should not take it for granted that adding available iron
to food in " nutritional " as opposed to therapeutic doses will
raise mean haemoglobin levels in the community.6 Even if
it does, the haematological change may not be accompanied
by increased well-being. Well-controlled epidemiological
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studies have cast doubt on cherished ideas by failing to reveal
any significant association between haemoglobin levels in the
general community and a variety of relevant symptoms, such
as breathlessness and fatigue, even though a high proportion
of people, especially women of child-bearing age, have
haematological evidence of " anaemia." Furthermore, con-
trolled trials of iron therapy have failed to show that it relieves
the symptoms reported by such " anaemic" individuals.7
Clinical anaemia means, or should mean, an inadequate
capacity of the blood to transport the oxygen needed by the
tissues. The haemoglobin levels below which such inadequacy
becomes clinically apparent are probably much lower than
the levels conventionally used to define the incidence of
" anaemia " in populations. There would seem to be a need
for long-term, large-scale trials of the effect of adding iron
to the diet.

Changing Maternity Services
For most women pregnancy and childbirth are normal and
healthy processes. In Great Britain as in many other
countries a considerable proportion of confinements were until
recently conducted at home. But now more than three-
quarters of all births take place in an institution, and the
proportion is rising annually. Nobody doubts that medically
this change is desirable, for it is impossible to predict every
case in which either the mother or her baby will need some
special attention. And to move a mother from her home or
from an inadequate institution to one where expert care can
be given may increase the risk to the mother. Moreover,
perinatal mortality is higher in these circumstances.
To meet present needs the council of the Royal College of

Obstetricians and Gynaecologists reiterates in a recently issued
report' the need for unification of all maternity services.
This means that "the work should be in the hands of a
team rather than an individual," and the council recommends
that the general-practitioner obstetrician should be a member
of the team. Thus the pattern advocated would be a team
headed by the consultant and containing one or more general-
practitioner obstetricians. The report foresees the gradual
disappearance of general-practitioner nursing-homes desig-
nated for normal cases, but concedes that it must be several
years before district general hospitals, each with its maternity
unit, and an integrated maternity service can come into being.

In its emphasis on teams headed by consultants working
in fully equipped hospital units where virtually all babies
would be born this report is expounding trends that already
exist. The demand for delivery in hospital has increased so
dramatically that the original Cranbrook' estimate of 70%
as an adequate figure for institutional confinements has
already been exceeded. The 66% incidence in England and
Wales in 1962 rose to 77% in 1967, and the figure for
Scotland was 88%. The annual increase now exceeds 2%.
These changes are made possible by the growing trend for
early discharge to the care of domiciliary midwives after
delivery in hospital. Meanwhile the number of domiciliary
midwives decreased by 3% during 1963-7, and the number
of home confinements fell by 32%. In some areas the
domiciliary service has virtually ceased to perform the work
for which it was created and would not continue were it not
for the demands of the increasing number of early-discharge
patients.

According to the recent report on obstetrics in general.
practice3 published by the council of the Royal College of
General Practitioners three-quarters of all general practi-
tioners are on the obstetric list. But it is clear that if the
trends described and advocated in the R.C.O.G.'s report con-
tinue many of these general practitioners will cease to play
a part in the obstetric services. Meanwhile there is no doubt
about the popularity of the College's diploma in obstetrics
among doctors in or destined for general practice, or that the
many doctors who have received postgraduate training in
obstetrics wish to practise it. The general practitioners'
report is no doubt right in emphasizing (in italics) that " The
relationship between the general-practitioner obstetrician and
the consultant is one of the major problems of this service."
It believes many of the difficulties may be attributed to a
lack of discussion of policy at top level between representa-
tives of the two groups, and epitomizes one aspect of the
differences between them in these words: " Many consultants
are only prepared to work in a service with general-practi-
tioner obstetricians if they can lay down and apply strict rules
of practice. Many general practitioners would only be pre-
pared to work in a unified service if they could enjoy
unfettered clinical responsibility." This argument has not
been resolved, but the presidents of the two royal colleges
responsible for these reports have announced that their
councils have agreed on a joint committee to discuss the
reports and their implications.
The emphasis on team work and integration is an important

and welcome point of agreement in the views expressed by
both royal colleges. They also both emphasize the need for
practitioners engaged in obstetrics to be "vocationally
trained " before admission to the obstetric list. Conversely,
as more practitioners receive this training it is only reasonable
that more opportunities should be created for them to practise
obstetrics. In an integrated service with fewer home confine-
ments this can be achieved only if more beds are made
available in hospitals. Both colleges are agreed that these
beds should be in general-practitioner units within the
specialist maternity hospitals wherever this is possible. Of
topical interest therefore is a scheme described by Professor
Philip Rhodes at page 509 of the-B.M.Y. this week.
The College of General Practitioners' report states that if

the isolated unit has any place it is in areas of scattered rural
populations. When the ideal cannot be achieved, delivery in
an efficient practitioner unit linked functionally with a con-
sultant service is usually preferable to home confinement.
This modification of earlier views on the siting of general-
practitioner units as expressed by the Nuffield Provincial
Hospitals Trust,4 J. A. Stallworthy,' and others is justified by
the findings of the Perinatal Mortality Survey' and the con-
tributions of E. D. Acheson and his colleagues7 on record
linkage.
When patients require transfer in an emergency late in

pregnancy, or in labour, to consultant care, the perinatal
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