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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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alter the behaviour. This may require changing the child's
timetable or his room or ward; it may mean more personal
contact with a particular relative or a member of staff. When
drugs are given their use should be reconsidered at frequent
intervals. When hypnotics or sedatives are prescribed to help
in a crisis they should be stopped when the crisis is over.
When they are used to tide over a period during which alterna-
tive management is introduced they should be stopped soon
after the introduction of the new regimen. It may then be
possible to see if the changes really are in the best interests of
the child.
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Surgery for epilepsy

Enough time has passed since the introduction of surgical
treatment for temporal lobe epilepsy for a very clear picture to
have emerged of the indications, results, and morbidity of the
operations. Yet opinion still remains uncertain and medical
treatment is often continued in spite of poor control of seizures
with their associated morbidity and mortality. Is this due to
fear of surgery and uncertainty about the outcome or to
difficulty in obtaining the necessary advice ?

Recently in an attempt to clarify the situation Jensen 1-3
has carried out an extensive analysis of the published results of
surgery in the treatment oftemporal lobe epilepsy based on the
results of 2282 resections carried out between 1928 and 1973.
There is almost universal agreement on the conditions (for
example, those suggested by Rasmussen4 and Falconer5) which
need to be fulfilled before operation should be considered.
Firstly, there must have been a failure to respond to a really
adequate trial of drug treatment, including monitoring of the
blood levels. There must be evidence of a predominantly or
wholly unilateral temporal disorder, as shown by inferior or
anterior temporal spikes in the electroencephalogram. If these
are bilateral they must be at least four times more frequent on
the side to be operated upon. The fits must have been estab-
lished long enough for there to be reasonable certainty that all
potentially epileptogenic areas have manifested themselves
and that spontaneous regression is unlikely. Finally the patient
must have an IQ of at least 60. Patients with tumours, arterio-
venous malformations, or abscesses are excluded from con-
sideration in this context; their indications for operation are not
based on the control of epilepsy alone.

Considering only those series in which these criteria were
fulfilled, and in which adequate preoperative and postoperative
data were available, Jensen found that 43 6% of 885 patients
were entirely free from seizures after operation. In 18% the
fits were reduced to less than one-quarter of their former
incidence, and in a further 16-5% there were less than half the
number of seizures. Analysis of the reports shows rather a wide
scatter in the success rates, but a closer look shows that those

series in which surgery was limited to a superficial or partial
removal of the temporal lobe had fewer successful results than
those in which the deeper structures-including parts of the
amygdalum, uncus, and hippocampus-were removed. In a
recent series Van Burent found a success rate of only 60OX for
partial operations and 50° 0, for the total removal. Again,
inclusion of patients with bilateral abnormalities also reduces
the success rate, as was shown by Bailey7 and Bloom8 and their
co-workers.
The number of patients with psychiatric abnormality varied

from one centre to another, but more than 5000 of those who
had mental abnormalities preoperatively were improved or
returned to normal. Jensen also showed that neither the
epileptic nor the psychiatric history affected the outcome of
surgery unless there were genetic factors in both parents. If
this was so the likelihood of benefit to the fit pattern or the
psychiatric outcome was reduced.
The mortality from the operations was under 1°0/ and the

morbidity was low. Persistent hemiparesis occurred in 2.40/a
of the 885 patients studied by Jensen and transient hemiparesis
in 4.20/,, but these proportions have fallen slightly in recent
years. Minor visual defects, of which the patient was unaware,
were quite common, and a complete homonymous hemianopia
occurred in 8.30). Temporary dysphasia and diplopia did
occur, but they did not persist.
A further inquiry was undertaken into the late mortality

after operation. The late mortality of 47-6 per 1000 contrasted
with an expected mortality of 2-9 per 1000 in a normal popula-
tion, but the expected mortalitv in a similar group of Danish
epileptic patients not treated surgically would be 59 4 per
1000. Most late deaths were in the group of 16-5%K, of patients
with less than a 50%/ reduction in their fits: 62%' of these
deaths were due to epilepsy, while other causes included
suicide in 28% of those who died and who had continued to
suffer from their fits after operation. In a Danish investigation
by Henriksen et a19 the excess mortality ratio due to suicide
among patients with epilepsy was shown to be 30000; it
accounted for 20%/ of deaths. This is a measure of suffering,
and of the need to use every means to prevent it.

Resections of other parts of the cerebral hemispheres for the
treatment ofepilepsy were shown by Rasmussen'0 and Feindel1
to have a success rate of 30-45%, but the results may be less
permanent. Treatment by implanted electrodes and stereo-
tactic lesions has yet to be fully evaluated. But the value of
surgery in the treatment of intractable temporal lobe seizures
is now clearly established. The presence of demonstrable and
eradicable disease is clear. Two-thirds of the patients operated
upon will be helped significantly. The prospect of relief should
therefore not be denied to those who need it.
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