
340 BRITISH MEDICAL JOURNAL 5 FEBRUARY 1977

handicapped,2 and of these 552 (4.8%) were not classed as
informal. The recent departmental report on better services
for the mentally ill3 stated categorically that mental illness is
quite distinct from mental handicap and added that mental
handicap is a lifelong condition which cannot be cured. Neither
of these statements is literally true. There is an area of overlap
within which it is difficult to be sure whether the individual is
more mentally ill or more mentally handicapped, as for
example in infantile autism.4 Of 174 171 admissions to mental
illness hospitals and units in 1973 in England, 1018 were
classed under the head of mental handicap. Furthermore, the
mentally handicapped are more prone to mental illness than
the normally intelligent, though the extent of the problem is
difficult to define.5-7
The Working Party of the National Society for Mentally

Handicapped Children quoted with approval the statement in
the DHSS Consultative Document8 that the factors which
warrant the detention of some mentally handicapped people in
hospital are more usually due to added psychiatric or behaviour
disorder than to intellectual retardation and diminished social
competence. This argument is, indeed, acceptable: there seems
no good reason to retain the category of mental handicap or
intellectual deficit as such within the Mental Health Act. In
practice the more severely mentally handicapped usually
accept informal arrangements made for them. As for mildly
handicapped minor offenders, there seems no good reason to
impose on them a long period of detention in hospital when
they could be dealt with more appropriately on probation or
otherwise by normal process of the law at the discretion of the
court.
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Partly treated pyogenic
meningitis
Patients with febrile illnesses of undetermined origin often
receive speculative antimicrobial treatment. If the patient later
develops symptoms and signs of meningitis two special
problems arise. In what way does early antibiotic treatment
affect the laboratory investigation in pyogenic meningitis?
And if no bacteriological diagnosis can be made, how should
such patients be treated ?

Several studies1-4 have shown that if treatment is given
before blood and cerebrospinal fluid have been taken for
examination the bacteriological diagnosis is more difficult.
Dalton and Allison' studied 310 patients, half of whom had
received antibiotics before admission-mainly penicillin or
penicillin with another drug. In the treated group the number
of positive CSF cultures was reduced by 30°/,, of positive
CSF Gram stains by 20%, and of positive blood cultures by
nearly two-thirds. Other series have shown broadly similar

findings. True, even in untreated patients negative bacterio-
logical findings are not uncommon; but another possible
difficulty has to be faced in those who have been partially
treated. Can the CSF findings be so modified that viral or
some other form ofmeningitis might mistakenly be diagnosed ?
In fact, this fear is rarely justified. A recent study from
Manchester by Mandal5 including 23 partially treated patients
confirmed that treatment before admission had made bacterio-
logical diagnosis more difficult but found that otherwise it
made little difference to the general characteristics ofthe CSF.

Converse et a12 have suggested that when there are more than
1200 cells/cu mm, more than 80 mg/cu mm protein, and less
than 2-5 mmol/l of glucose, the picture should be regarded as
typical of a pyogenic bacterial infection. Nevertheless, they
rightly warn of a small minority of patients with greatly altered
CSF findings (two of their 38 patients and one of Mandal's
could be placed in this category). In these cases treatment has
so modified the CSF as to suggest a diagnosis of viral meningi-
tis; though the low glucose characteristic of pyogenic infection
is often retained even when the cell count is low and mainly
lymphocytic. The differential diagnosis in these patients then
lies chiefly between modified pyogenic meningitis and
tuberculous meningitis.

Another group of patients with pyogenic meningitis and
low CSF cell counts are those desperately ill with septicaemia;
in such cases the CSF reaction may be deficient or only
beginning to appear. The severity of their illness makes them
easy to distinguish, and early treatment is imperative.
Methods other than conventional Gram stain and culture

may help to close the diagnostic gap. Counter-current immuno-
electrophoresis sometimes shows up antigen when other tests
are negative, but in many specimens the results will remain
negative in both tests, especially when group B meningococci
(for which satisfactory test antisera are not available) are
prevalent.6 The limulus test seems unlikely to be generally
applicable, but other methods such as the CSF lactate concen-
tration are worth consideration.8
When the history and CSF findings suggest pyogenic

meningitis but the patient does not show the purpuric rash of
meningococcal disease and the CSF Gram stain shows no
organisms, treatment has to be based on probabilities. In
school-age children and young adults Neisseria meningitidis is
much the most likely cause, with Streptococcus pneumoniae as
another possibility. The appropriate provisional treatment is
therefore benzyl penicillin in high dose by intravenous or
intramuscular injection. For children older than neonates but
below school age Haemophilus influenzae and N meningitidis are
the dominant pathogens. Str pneumoniae is less likely at this
age than the other two organisms except in association with
trauma ofthe central nervous system or a congenital defect. The
choice here lies between intravenous chloramphenicol and high
dose intravenous ampicillin. The decision between them will
depend on several factors, and especially on the future prev-
alence and distribution of strains of H influenzae resistant to
ampicillin.9
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