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enforced ? Why has this country smugly rejected the experience
of others (which provide numerous and large, non-vandalisable
litter bins) and either removed litter bins altogether or installed
ludicrously small plastic ones that are overflowing or destroyed
by hooligans within a few hours? And, given that much of
the problem arises from sweet and cigarette wrappings and
metal drink cans, should we not alter our attitudes to packaging:
in the second world war we accepted chocolates and tobacco
with the minimum of wrapping, and is there not a case for
introducing a compulsory swingeing deposit on packaging-
lOp for a can or cigarette packet-thereby encouraging people
to return them or to collect them for money?

Finally, there remains the rule of law, symbolically as
important with litter as with any other of its provisions.
Perhaps we shall realise that any government really means
business when not only is the inflation rate in line with our
competitors, but our drink-driving laws are enforced, football
violence is a thing of the past, and our students can walk
about a university campus without the fear of rape. When all
this occurs it will also be doubtful whether, as happened this
year, a Nordic country will be able to show a television
programme illustrating the squalid conditions any traveller is
likely to encounter at London Airport.

Meningococcal septicaemia
Fortunately outbreaks ofmeningococcal disease are uncommon
in Britain and a general practitioner is unlikely to see more
than one or two cases in a lifetime. Physicians specialising in
infectious diseases and paediatricians are, however, aware that
meningococcaemia runs a fulminating course and sometimes
relentlessly progresses to death, especially in children. A recent
report in the BMJ' of 10 deaths in infancy from meningococcal
infection highlights this rapidly fatal propensity, andthefactthat
many family doctors are unaware of the importance of a
haemorrhagic rash in a febrile child. Meningococcal infection
is a medical emergency, and there is great urgency in starting
treatment with antibiotics: there appears to be a stage beyond
which this has no effect on the disease, probably owing to the
organism's triggering irreversible immunological mechanisms.

Meningococcal septicaemia may start abruptly, especially in
children, with fever, vomiting, and sometimes a convulsion.
In babies the onset may be insidious, with apathy, anorexia,
and irritability. The rash may be seen in from 20% to 50%2 of
cases and may be macular (sometimes with lesions on the
face), though typically it is haemorrhagic with petechiae or
larger areas of purpura. The petechiae frequently start on the
buttocks and the back, which should be examined in all
children with undiagnosed febrile illnesses. Whereas meningo-
coccal meningitis is always associated with septicaemia, the
reverse does not necessarily occur, and the most fulminating
meningococcaemias often present without signs of meningeal
irritation, in which case a purpuric rash is especially common.
The antibiotic of choice for meningococcal septicaemia is

benzylpenicillin given by intramuscular or intravenous
injection. Should a general practitioner suspect the diagnosis
he should give the child an injection of penicillin without delay,
and then arrange for immediate admission to hospital. Doctors
have sometimes been concerned that giving penicillin to a
child with suspected meningococcal meningitis might obscure
the diagnosis subsequently, but this possibility is unlikely, as

now that the cerebrospinal fluid can be examined by counter-
current immunoelectrophoresis the diagnosis can be confirmed
immunologically.

In the children described by Oakley and Stanton' there was
a mean delay of over an hour between the ambulance being
called and the child reaching hospital. A practitioner suspecting
meningoccaemia should consider taking the child to hospital
in his own car or ensuring that the parents or relatives do so,
and hospital admitting officers talking on the telephone to a
general practitioner about a child with a haemorrhagic rash
should advise him along these lines.
On admission to hospital the child should be given benzyl-

penicillin every four hours by intravenous bolus injection,
reducing to six hourly when clinical response occurs; in
children who are allergic to penicillin chloramphenicol is a
satisfactory alternative. Intrathecal injection is unnecessary
and hazardous. Intravascular coagulation is a common
complication of meningococcal septicaemia but we have no
evidence that routine treatment with heparin is indicated. The
same advice applies to corticosteroids, although most clinicians
faced with a near-moribund patient would probably give a
large dose of hydrocortisone by intravenous injection.

Finally, the epidemiological aspects of meningococcal
infection should not be ignored. The disease is notifiable to the
medical officer for environmental health, and close family
contacts of the patient should be treated prophylactically
with minocycline or rifampicin. Penicillin is not effective for
prophylaxis, and sulphonamides should be used only if the
organism is known to be sensitive to them, as sulphonamide-
resistant meningococci are now common in Britain.3
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Hair-raising treatment
Why, in biological terms, men become bald remains a mystery,
though it may be a suitable subject for an evening's idle
discussion; but the impact of the condition on its victims is
sufficient to encourage many to seek treatment for the
inexorable decline in their half-million terminal scalp hairs.
This is, sadly, one condition in which prophylaxis is not the
best approach: of the two methods known to be effective, the
careful selection of parenteral genes is impossible and early
castration is unacceptably drastic.
Yet to the unbiased observer the most puzzling question is

why baldness in men needs any treatment. Loss of hair is a
visible sign that male hormones have been exerting their
influence, so why should a man want to disguise this evidence
of his masculinity? Perhaps the key lies in the fact that
baldness-like going grey-normally implies advancing years,
so that the search for a cure may be no more than a symptom
of man's desire for eternal youth. The NHS recognises that
this desire is misplaced: it specifically excludes from its
subsidised tariff the prescription of wigs for the purpose of
concealing male alopecia-though should there -be con-
comitant cicatricial alopecia or alopecia areata an NHS wig
becomes available.

For the dermatologist there are two problems to be faced
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