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and expert it will not be strong enough to challenge and alter
radically the deep-rooted habits that have made supplies
purchasing so inefficient for the past 30 years.
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Exercise-induced asthma
Asthmatic patients rarely blame exercise for bringing on their
asthma, and most clinicians ask about other trigger factors
first. For example, the highly reactive airways of asthmatic
patients are known to respond vigorously to common allergens
such as grass pollen and the house-dust mite as well as to
such everyday activities as laughing.' Inhaling substances
such as histamine and acetylcholine may be used to detect
over-reactive airways, and exercise has become used as a
diagnostic test.2 If, then, exercise is a known cause for
asthma, why are so few patients aware of the association?
Partly the answer must be that the asthma usually follows
exercise rather than arises during muscular exertion-about
four or five minutes' continuous exercise is needed to pre-
cipitate wheeze and dyspnoea.3 Few patients exercise that
long and in those who do the asthma appears after exercise
has ceased so that they may not link the two events.
Even if exercise-induced asthma is rarely important

clinically, it has provoked intense research interest, largely
concentrated on the potential stimuli for its onset.4 The latest
and most convincing theory has been posed by McFadden
and Ingram,5 who postulate that cooling of the airway is the
primary stimulus. The onset of physical exertion produces an
increase in minute ventilation to provide sufficient oxygen for
the metabolic needs of working muscles. Herxheimer6 first
incriminated hyperventilation as the prime stimulus, and
McFadden and Ingram have now shown that this results in
large volumes of incompletely conditioned air being repeatedly
inspired, drying and cooling the upper airways as heat and
water are transferred from their surface. The total quantity
of heat exchanged varies directly with minute ventilation and
inversely with the temperature and water content of the
inspired air. This attractive concept of respiratory heat loss
as the initiating event unifies many divergent views, but it
does not explain how heat loss generates airways obstruction.
A vagal reflex seems likely, but this does not exclude the
possibility that histamine or other mediators are released.4 7
The practical aspects of exercise-induced asthma are

straightforward. The condition is seen largely in children,8
probably because they exercise more than adults, and usually
responds rapidly to inhaled bronchodilators. Often the attacks
can be prevented by prior treatment with bronchodilators3 9
or sodium cromoglycate.10 If an asthmatic patient has
occasional asthmatic episodes treated with inhaled broncho-
dilators, the simplest and best recommendation is that

bronchodilator should be inhaled before sustained exercise,
instead of adding a new treatment.9 If this advice does not
suffice and attacks are important-if, for example, the patient
is actively engaged in sport-then cromoglycate inhalations
can be used prophylactically. More rarely, the occurrence of
exercise-induced asthma may indicate inadequate control,
though other features such as nocturnal attacks are usually
more prominent. In such cases regular additional treatment
may be required, such as inhaled steroids. The part played by
steroids in preventing exercise-induced asthma itself is
uncertain. Treatment with atropine may not always be
successful and large doses may be required.
The type of exercise may have some bearing on the

generation of asthma: swimming has been thought least likely
to produce it." This observation can be explained on the heat
flux theory12: the air being inhaled by a swimmer is usually
well saturated with water and is warmer than the ambient air
inhaled during running out of doors. Children may therefore
be warned to expect that exercise-induced asthma is more
likely when playing games requiring sustained running outside
but less likely if they swim or engage only in sprint activities.
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Schizophrenia in different
cultures
In 1973 the World Health Organisation published the results
of a remarkable investigation, its International Pilot Study of
Schizophrenia,' in which research workers from nine countries
collaborated to study 1200 patients. They used a special
psychiatric interview (the Present State Examination) to
elicit symptoms in a standard way which led to a uniform and
reliable clinical diagnosis-as well as the possibility of diagnosis
by a computer program called CATEGO.2 The investigators
established that patients with an identical pattern of symptoms
could be recognised in Colombia, Czechoslovakia, Denmark,
India, Nigeria, Taiwan, the USSR, Britain, and the United
States. The finding of a closely similar clinical picture in such
diverse places supports the view that schizophrenia is a
disease or a group of diseases and not merely a label applied
to social deviants, as some writers have suggested.
Now the WHO group has published3 the results of a

logical extension of this first investigation: a two-year follow-
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up of the original patients. Many of the results confirm
previous findings about the course and outcome of schizo-
phrenia, but others have wider implications. To understand
these, the well-known variability in the natural history of
schizophrenia must be borne in mind. Follow-up studies have
consistently reported wide variations in the prognosis of
schizophrenic patients who were apparently similar.4-7
These differences have always been puzzling, but one explana-
tion has been the possibility that they might be due in large
part to imprecise methods of diagnosis. Now the WHO study
has used strict and narrowly defined criteria for schizophrenia
-and has still found the' same wide variations in course and
outcome. About one-third of the patients examined after two
years were totally free from symptoms, while about a quarter
were still seriously unwell. Those were the findings averaged
over the nine countries; when the outcome was looked at in
each country separately unexpected differences were found.
Patients from Ibadan in Nigeria and Agra in India had
consistently had the best prognosis and those from Aarhus
in Denmark the worst: at two years, in Ibadan 58% of patients
were free from symptoms as against 8% in Aarhus. For every
variable considered the schizophrenic patients in the three
developing countries (Nigeria, India, and Colombia) had, as a
group, a better outcome than those in the other six centres.
There are several possible reasons for these findings.

Firstly, the clinical state of the patients may have been less
similar than the Present State Examination suggests. The
WHO report presents evidence to refute this, but it has not
excluded the possibility that in the developing countries-
where beds are few and travelling distances large-patients
are admitted to hospital only when the onset of the illness is
particularly acute. This is an important point: more acutely
disturbed patients have a better prognosis.8 9 Secondly, in
developing countries patients and their relatives may have
given less complete information about continuing symptoms,
despite the considerable efforts which were made to obtain
reliable follow-up information. They may have been more
ashamed ofmental disorder and tried to hide it, or alternatively
more tolerant of abnormality and so less likely to report it.
The WHO group believes, however, that neither explanation
-nor others which it considered-can account for its findings
and it suggests two interesting alternatives.
The first possibility is that some elements in the cultures of

the developing countries might account for the better outcome
of the patients living there. A schizophrenic patient returning
to a simple rural life, in which he receives much support from
family and neighbours, might as a result do better than his
counterpart in an industrialised society. The second explana-
tion relates to treatment. After considering various possibilities
the WHO group concluded that social components of treat-
ment are more likely to be relevant than drugs. In Ibadan
and Agra the ill patient often remained in close contact with
his family, who might help to care for him when he was at the
hospital. This possibility suggests experiments in which
similar patterns of care might be tried in developed countries.
These are interesting ideas but it is important to acknowledge,
as the report does, that the results could also have arisen if
schizophrenia is not a single disease but a group of conditions,
with different biological and perhaps genetic bases, whose
distribution varies in different ethnic groups.
Two years is a short time in the course of schizophrenia,

and too much speculation would be unwise until the findings
of the five-year follow-up become available. (So far these have
been reported only from the centre in the United States,
where the outcome was very similar to that at two years.10)

Whatever the later findings show, the WHO study has un-
covered important questions for further research and has
certainly shown the value of international collaboration in
the study of this most serious of mental disorders. The
findings should also remind us that, though Western psychiatry
has. advanced in many ways which are not found in the third
world, we may still learn much from the careful study of the
course of disease and the methods of treatment in countries
other than our own.
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Choosing the baby's sex
In theory there are two methods of choosing the sex of a baby.
One is sex preselection before conception-which means
allowing only either live X-bearing or Y-bearing sperms to
approach the ovum. The other is selective termination of
pregnancy. Preselection of sex' is unreliable, though some
people believe that alkaline douches and simultaneous orgasm
(among other coital factors) favour conception of a male
child by making it easier for the faster-moving Y-bearing
sperm to reach the ovum first. Timing of intercourse may also
be important: intercourse at the time of ovulation is said to
favour conception of a girl2 -but with only 65% reliability.
Another possibility for preselection is using artificial insemina-
tion with treated semen. Attempts have been made to separate
X-bearing and Y-bearing sperm on the basis of weight (the
X-bearing sperm being fractionally heavier), or on the basis of
head size, surface charge, or swimming ability. Most of these
methods seem ineffective, though the use of albumin gradients
can increase the proportion of Y-bearing sperm in a sample3
to 75%o. Unfortunately the total sperm count is drastically
reduced at the same time, but a conception rate of 3000 has
been reported with about 750% of conceptions producing males.

Unlike the various attempts at sex preselection, selective
termination of pregnancy is a tried and tested technique which
offers almost total accuracy. Even apart from other considera-
tions, however, the cost of this accuracy is high. Finding out
the sex of the fetus requires amniocentesis, which carries
risks4 5 and cannot be performed until the fifteenth week of
pregnancy at the earliest. Measuring the testosterone concen-
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