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the fact that the pain is usually referred to the back, and also
because it is often relieved by forward flexion. Assessment of its
severity, particularly in patients with chronic relapsing pan-
creatitis, is frequently made more difficult because there
may be some psychological overlay or a problem of drug
addiction.

Pancreatic pain may be relieved by drugs, by decompression
ofthe duct ofWirsung, by pancreatic resection, or by interrup-
tion of the afferent nerve supply. Control of pain by analgesics
is clearly the method of choice in acute pancreatitis because
the symptoms are of limited duration. In severe cases small
doses of diamorphine may be given intravenously at regular
intervals and so be titrated against the level of the pain. How-
ever, in patients with chronic relapsing disease or carcinoma
drug addiction may develop rapidly, and in general those who
need the frequent use of morphine or its derivatives should be
considered for alternative forms of pain relief. Various cyto-
toxic drugs, and in particular 5-fluorouracil, have been used in
an attempt to palliate the pain of pancreatic malignancy. In
general the results have been disappointing until quite recently,
when Gazet and Smith2 reported a worthwhile relief of pain
in 54° of cases, but their method of administration of the
drug required it to be given by direct injection through a
catheter positioned in the common hepatic artery. Combina-
tions of chemotherapeutic agents are under study by co-
operative oncology groups in the USA at present.3 No firm
results are yet available, but preliminary analysis suggests that
a combination of 5-fluorouracil with streptozotocin has pro-
duced the most effective palliation.

Pancreatic duct decompression is clearly effective in the
treatment of patients with chronic relapsing pancreatitis in
whom the duct of Wirsung is dilated, and particularly if a
pseudocyst is present.4 Recent observations suggest, however,
that the anastomosis between the pancreatic duct and the bowel
may not remain patent and that separation of the Roux loop
may occur, though this is not always associated with a return
of symptoms.5 Pancreaticojejunostomy is another accepted
procedure for the relief of the pain due to obstruction of the
duct by a carcinoma in the head of the gland.6 However, the
results of this operation are variable: it is not always possible
to assess how much of the pain is due to the duct distension
and how much to malignant infiltration of the gland and
surrounding tissues.7

Pancreatic resection plays little or no part in the treatment of
pain due to an established pancreatic carcinoma, for by th.t
time the growth is usually inoperable. When, however, a
resection has been performed for an apparently operable
carcinoma the development of pancreatic pain is often delayed
subsequently and may not occur at all, even though the patient
succumbs to the malignancy.8 Resection finds its main value
in the treatment ofpatients with chronic relapsing pancreatitis,4
and in particular the operation of95%-subtotal pancreatectomy
is useful.9 The selection of patients and the actual technique
of the operation both present some difficulties, but for the
patient who is crippled by the pain of chronic relapsing
pancreatitis alone it is a very worthwhile procedure.

Interruption of the pain-carrying afferent fibres from the
pancreas is a further alternative method of treatment.
Splanchnicectomy was popularised by Mallet-Guy and De
Beaujeu,'0 but the long-term results have not stood the test
of time and the operation has now been largely abandoned.8 11
Recently Kune et al7 have reported encouraging results from
the use of a carefully controlled coeliac plexus block. They
recommend that with the patient anaesthetised and lying
prone a needle may be introduced under x-ray control into

the region of the splanchnic nerves antrolateral to LI; 10 ml
of absolute alcohol may then be injected into each side. After
the injection the patient should be nursed flat for 24 hours, for
temporary postural hypotension is common. Of 25 patients
treated 19 had their pain relieved. The group included 12
patients with proved carcinoma, of whom 10 achieved consid-
erable relief, and there were 8 patients with chronic relapsing
disease, 6 of whom were benefited by the injection. In the
remaining 5 patients the pain was not clearly pancreatic;
3 of these obtained good relief, and Kune and his colleagues
comment that coeliac plexus block may therefore be used
diagnostically as well as therapeutically in this group of cases
so that the patient may be saved an exploratory laparotomy.
With the establishment of pain clinics in many hospitals

this Australian experience is of special interest, and it should
give impetus to an additional method oftreatment of a distress-
ing and otherwise intractable symptom.
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Early diagnosis of
rheumatoid arthritis
There is little difficulty in diagnosing fully fledged rheumatoid
arthritis. The American Rheumatism Association has laid
down accepted criteria,' which are useful for epidemiological
purposes in that they enable research workers to speak a
common language. Though accepted, the criteria are not
entirely acceptable in that they attach equal weight to each
feature: thus one swollen joint scores as much as a patho-
gnomonic subcutaneous nodule.

Early diagnosis is a greater problem. The signs of rubella
synovitis, for instance, may be exactly like those of rheumatoid
arthritis.2 Bayliss et a13 have recently evaluated selected labora-
tory procedures in early diagnosis in a prospective three-year
study of 85 patients with effusions of the knee. Histopatho-
logical examination of samples of synovial membrane obtained
by needle biopsy proved a sensitive but not entirely specific
test. This was somewhat at variance with the findings of others
who used a punch4-6 or needle biopsy.7-I0 The changes con-
sidered suggestive of rheumatoid arthritis (RA) were synovial
hyperplasia; increased vascularity; infiltration with mono-
nuclear cells (particularly around vessels and occasionally as
discrete aggregates); and fibroblastic and mononuclear cuffing
of small vessels.1' Using these pathological criteria, the Perth
group3 found that 770/a of those graded as RA-positive later
developed clinical rheumatoid arthritis-but so also did 16%
of those graded as RA-negative.

Immunofluorescence proved of further help. The staining
pattern varied, but the most distinctive feature was the pre-
sence of a circular ring of staining which appeared to be
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related to capillary walls. Of those with RA-positive immuno-
fluorescence, 88" developed rheumatoid arthritis, compared
with 25",, of those negative by this test. The latex screening
test for rheumatoid factor12 correlated poorly with the presence
of rheumatoid arthritis. The sheep cell agglutination test was
positive in only 25", of those who developed the disease, and
in any case it is positive in 6", of the general population.'3
Testing for these factors in synovial fluid added nothing of
diagnostic significance. Estimation of IgG concentrations has
been advocated as a possible means of reaching a diagnosis in
seronegative patients who may have conditions such as
psoriatic arthritis,'4 but Hollander and his colleagues did not
find this test useful.15 The complement activity in synovial
fluid is sometimes low in rheumatoid arthritis, but since such
patients also seem to have rheumatoid factor present the test
does not further the diagnosis.3 " Other tests such as the white
cell count and searching for RA cells in synovial fluid also
proved unrewarding in the Perth study.

Early diagnosis of rheumatoid arthritis is desirable for both
general management and prognosis, but it is doubtful whether
it makes much difference to the outcome. This latest investiga-
tion was justified on the grounds that the use of immuno-
suppressive therapy was being considered early in the course
of rheumatoid arthritis-an approach contrary to the current
views of most clinicians.16 In a disease whose course is so
variable noxious remedies should be withheld so long as
possible, for over half the patients with rheumatoid arthritis
will improve eventually if treated along simple lines.'7
Remissions induced by anti-inflammatory drugs have not been
sustained, and the ultimate course ofthe disease does not appear
to have been significantly altered for the better. A controlled
trial has shown that a period of complete immobilisation may
usefully and safely be applied to control pain and muscle
spasm and that it often leads to a decrease in signs of the
activity ofthe disease." The use ofanalgesic anti-inflammatory
drugs at this stage is important but often haphazard. McConkey
and his colleagues' have advocated a systematic approach to
treatment:2( but in practice one study has shown that only
42"W of patients with rheumatoid arthritis were prescribed
salicylates and that 3400 were given an inadequate dose.20 One
great need at present is for the multiplicity of analgesic and
anti-inflammatory drugs available for treating the disease to
be arranged into a scientifically based pecking order. In this
simple way we might do much to help our patients.
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Drugs for mentally
handicapped children

"The advice to those about to prescribe for the mentally
handicapped is-when in doubt, don't." This comment comes
from a physician with great experience of mental handicap,
and it deserves to be considered in the correct context.' The
dispute is not about whether a mentally handicapped child
with acute tonsillitis should receive penicillin in the same way
as a normal child: it is about the different standards ofmanage-
ment of behaviour disorders for the normal and for the handi-
capped child. For the normal child with a sleep disorder or an
episode of destructive behaviour the parents and child are
likely to get a sympathetic hearing and careful assessment,
followed by efforts to change the child's environment or to
alter the factors causing the symptom. Drugs would probably
not be used, and if they were it would be for a brief period.
But the mentally handicapped child with sleep disorder or
destructive behaviour is very likely to be given hypnotic or
sedative drugs and still be receiving them six months later.
We are accustomed to the different standards ofmanagement

used for acute as opposed to chronic illness and for those with
normal intelligence compared with those who have subnormal
intelligence. Drug treatment provides another example of this
dichotomy-and one that is specially important because of the
increased prevalence of behaviour disorders in children with
mental handicap: nearly one-third are considered to have a
severe behaviour disorder.2 The pattern of disorder is variable.
All the problems that may occur in normal children may
occur in the handicapped, but for these the difficulties are
compounded by secondary problems resulting from the diffi-
culties that the family have in dealing with the handicap.
Parental guilt and uncertainty added to the social restrictions
that may arise from the chore of caring for a handicapped child
cause problems in the rest ofthe family, and these may increase
the behaviour disturbance.

In an institution the problems are just as great. Those who
care for mentally handicapped children are often doing so in
the most difficult circumstances. Old buildings, staff shortages,
and overcrowding all tend to reduce the amount ofcommunica-
tion and interaction between staff and patient. In one survey a
ward of 20 severely retarded children had three staff to look
after them and only 60' of staff time was spent in initiating
reactions and trying to communicate with the children.'
The nursing staff were busy with the housekeeping duties to
the virtual exclusion of their role as substitute parent, teacher,
organiser, and adviser. In this setting behaviour that is awkward
for the institution is likely to get overtreated with drugs. It is
easy to see how the needs of the institution may seem to be
set before those of the individual,4 yet mental subnormality
does not diminish an individual's emotional needs.

Drugs are needed for the mentally handicapped as they are
for normal children, but they are not necessarily needed in any
greater quantity for the mentally handicapped, and in par-
ticular should be used with discretion for the treatment of
behaviour disturbances. Some apparent behaviour disorders
may be caused by conditions demanding drug treatment. The
child who is confused and stuporous as a result of repeated
epileptic seizures may benefit dramatically from appropriate
anticonvulsant treatment. A few children with hyperkinetic
behaviour may benefit from drug treatment, but for that
condition and most other behaviour disturbances it is more
important to look for ways of manipulating the environment to
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