
BRITISH MEDICAL JOURNAL VOLUME 286 5 MARCH 1983 741

'McGregor AM, Petersen MM, McLachlan SM, Rooke P, Smith BR,
Hall R. Carbimazole and the autoimmune response in Graves' disease
N Engl 7 Med 1980;303:302-7.

2 Wartofsky L. Low remission after therapy for Graves' disease: possible
relation of dietary iodine with antithyroid therapy results. JAMA
1973;226:1083-8.

3Irvine WJ, Gray RS, Toft AD, Seth J, Lidgard GP, Cameron EHD.
Spectrum of thyroid function in patients remaining in remission after
antithyroid drug therapy for thyrotoxicosis. Lancet 1977 ;ii:179-81.

Baldwin WW. Some cases of Graves' disease, succeeded by thyroid
atrophy. Lancet 1895;i:145-6.

McGregor AM, Smith BR, Hall R, Petersen MM, Miller M, Dewar PJ.
Prediction of relapse in hyperthyroid Graves' disease. Lancet 1980;i:
1101-3.

6 Lee TC, Coffey RJ, Mackin J, Cobb M, Routon J, Canary JJ. The use
of propranolol in the surgical treatment of thyrotoxic patients. Ann Surg
1973 ;177 :643-7.

7 Michie W, Pegg CAS, Hamer-Hodges DW, Orr FGG, Bewsher PD.
Beta-blockade and partial thyroidectomy for thyrotoxicosis. Lancet
1974;i: 1009-11.

8 Toft AD, Irvine WJ, Sinclair I, McIntosh D, Seth J, Cameron EHD.
Thyroid function after surgical treatment of thyrotoxicosis. A report
of 100 cases treated with propranolol before operation. N Engl 7 Med
1978 ;298 :643-7.

9 Feek CM, Sawers JSA, Irvine WJ, Beckett GJ, Ratcliffe WA, Toft AD.
Combination of potassium iodide and propranolol in preparation of
patients with Graves' disease for thyroid surgery. N EnglJ Med 1980;
302:883-5.

15 Peden NR, Gunn A, Browning MCK, et al. Nadolol and potassium iodide
in combination in the surgical treatment of thyrotoxicosis. Br3J Surg
1982 ;69 :638-40.

l Kalk WJ, Durbach D, Kantor S, Levin J. Post-thyroidectomy thyro-
toxicosis. Lancet 1978;i:291-3.

12 Toft AD, Irvine WJ, Seth J, Cameron EHD. How often should patients
be reviewed after treatment with iodine- 131 for thyrotoxicosis. Br MedJ'
1978;ii :1115-7.

13 Hedley AJ, Hall R, Amos J, Michie W, Cooks J. Serum-thyrotropin
levels after subtotal thyroidectomy for Graves' disease. Lancet 1971;i:
455-8.

14 Evered D, Young ET, Tunbridge WMG, et al. Thyroid function after
subtotal thyroidectomy for hyperthyroidism. Br MedJ3 1975 ;i :25-7.

15 Toft AD, Kellett HA, Sawers JSA, et al. What is the significance of
raised plasma TSH levels after thyroid surgery ? Scott Med J 1982;
27:216-9.

6 Hedley AJ, Scott AM, Weir RD, Crooks J. Computer-assisted follow-up
register for the north-east of Scotland. Br Med3' 1970;i:556-8.

Treatment of bacterial
meningitis
The choice of antibiotic for two of the three common causes of
bacterial meningitis remains fairly simple. Since the emergence
of sulphonamide resistance as an important epidemiological
feature of meningococcal disease initial treatment of both
meningococcal and pneumococcal meningitis must be based
on high doses of penicillin given intravenously. Adults are
given 1-2-2X4 g four hourly; in children a dose of 150 mg/kg/
day given four hourly gives concentrations in the cerebrospinal
fluid adequate for the treatment of these forms of meningitis.1
Treatment of the third common variety of meningitis, that

due to Haemophilus influenzae, is more problematical.
Chloramphenicol given alone is effective, and a recent study
confirmed that the oral and intravenous routes are pharmaco-
kinetically equally effective,2 so that intravenous treatment
may be discontinued as soon as the patient can swallow. Fears
of toxic effects on the marrow from chloramphenicol led some
clinicians to use high doses of ampicillin instead, and this
regimen was used widely for a decade, but the risk of ampicillin
resistance in H influenzae has now made this drug unsuitable
for sole initial treatment. In a recent multicentre British study
nine of 79 capsulated strains produced 3-lactamase.3 In the

United States a combination of ampicillin and chloramphenicol
is commonly used in initial treatment, but there are possible
disadvantages in doing so, and resistance to chloramphenicol
is still rare in H influenzae.4
Treatment of pyogenic meningitis of uncertain cause may

follow the same policy of single drug treatment, using
chloramphenicol for preschool aged children, in whom
haemophilus meningitis is common, and penicillin for older
patients. Penicillin would become an unsuitable first choice if
resistance in pneumococci became more common. Since first
reported in South Africa5 penicillin resistant strains have
remained rare, though an epidemic of multiply resistant
pneumococci causing meningitis in children at a day care
centre raises disturbing prospects.6 H influenzae occasionally
causes meningitis in older patients, especially after head injury.
Its importance has recently been emphasised in the United
States7 but in Birmingham, England, only four of 635 cases
of meningitis were caused by H influenzae in school aged
children or adults.8 Combination treatment with penicillins
and chloramphenicol and even sulphonamides is still apparently
widely used but is probably no more effective and certainly
more toxic than single drug treatment; the large, albeit
restrospective, survey from Birmingham showed no advantage
from combination treatment. Intrathecal treatment is un-
necessary and potentially dangerous in the common forms of
primary meningitis.
The choice of antibiotics for haemophilus meningitis will

need to be reconsidered if resistance to chloramphenicol
becomes more common. Especially disturbing are the reports
from California9 and from Thailand10 of strains causing
meningitis resistant to both chloramphenicol and ampicillin.
A solution to this problem lies at hand, at least temporarily,
with the development of the newer cephalosporins and allied
compounds. The earlier cephalosporins had a poor record in
the treatment of meningitis11 because of either their low degree
of activity against some of the causal organisms or their poor
penetration into the cerebrospinal fluid or a combination of
these factors. Some of the newer compounds, with their high
intrinsic activity, broad antibacterial range, and high degree
of P-lactamase resistance, look to be much better contenders.
Several of these compounds, including cefuroxime,12 13
cefotaxime,14 moxalactam,'5 16 and ceftazidime (paper to the
22nd Conference on Antimicrobial Agents and Chemotherapy,
1982), penetrate the cerebrospinal fluid in concentrations fully
adequate to inhibit the common bacterial causes of meningitis.
A choice between the compounds cannot yet be made, but
two recent trials have given valuable information. In a
prospective randomised trial of 50 patients with bacterial
meningitis, including 20 caused by H influenzae, a Swedish
study group found cefuroxime at least as effective as a com-
bination of ampicillin and chloramphenicol.17 A preliminary
report of another prospective trial comparing moxalactam with
the ampicillin-chloramphenicol combination in 25 children
with H influenzae meningitis also showed equal efficacy and
safety between the two groups (paper to the 22nd Conference
on Antimicrobial Agents and Chemotherapy, 1982).

These results may have applications in other forms of
meningitis. Enteric Gram negative bacilli such as Escherichia
coli, Klebsiella spp, and Pseudomonas aeruginosa are important
causes of meningitis in the neonate and are being found
increasingly in older patients with various forms of immune
suppression. Until now the treatment of Gram negative
bacillary meningitis has mainly relied on the use of amino-
glycosides, but neither systemic nor lumbar intrathecal
administration of these drugs can be relied on to achieve the
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concentrations in the cerebrospinal fluid necessary for success.
Alternative treatments for these forms of meningitis are
therefore much needed, and good clinical results are being
reported with the newer cephalosporins. In the United States
moxalactam has been extensively studied,18 19 and is being
evaluated in a multicentre study by the Neonatal Meningitis
Cooperative Study Group using a loading dose of 100 mg/kg
followed by 50 mg/kg four to 12 hourly depending on the
baby's age. One drawback of this compound is its relatively
feeble action on Gram positive cocci, making it unsuitable
for single drug therapy in meningitis of unknown cause.
Experience with cefotaxime is also accumulating rapidly.14 20
Individual susceptibility testing remains essential in choosing
the correct drug for meningitis but the newer cephalosporins
are now important additions to the drugs available for Gram
negative bacillary meningitis.
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Doctors and the police

Britain is almost unique in having no written constitution.
Among the advantages of our "elective dictatorship"' is the
relative ease with which public health legislation has been
introduced-though the prolonged opposition by Members of
Parliament to legislation on drinking and driving and seat belts
suggests that they do not always need a written constitution to
remind them of human rights and personal freedom. The dis-
advantage is that parliament can legislate on such issues
without the restraining hand of the courts as guardians of the
constitution. In the United States, for example, President
Reagan's Bill requiring doctors to notify the parents of girls
under 18 attending for contraceptive advice was promptly
ruled unconstitutional by the courts. Amendment of a written
constitution takes much more time and justification than
parliamentary legislation, and a two party system committed
to issues such as the closed shop and the abolition of private
practice on the one hand and law and order on the other can
place human rights and freedom in jeopardy.
The Police and Criminal Evidence Bill, currently completing

its committee stage, has revived these issues in that it authorises
the disclosure of confidential information to the police and the
carrying out of intimate body searches without the consent of
the person concerned. It is therefore important to go back to
the report of the Royal Commission on Criminal Procedure,2
on which the government claims that the Bill is based, to see
what are the justifications for introducing these new powers.
No reference to medical records or doctors is to be found in
the section dealing with disclosure of information, and it is
difficult to believe that the commission intended such powers
to extend to medical records without having referred to the
most sensitive information of all.
The commission was concerned that where "information

is held on a confidential basis the holder may be unwilling to
disclose it for fear of being sued in breach of duty by the
person from whom he received it." In other words the
commission was dealing with the legal consequences of
disclosure and there is no evidence that the ethical constraint
was considered. Even so, the commission emphasised that the
power "should be granted only in exceptional circumstances
and in respect of grave offences," and "only as a last resort."
Both this power and the powers relating to intimate body
searches and the taking of intimate body samples are subject
under the Bill to cases where there is suspicion that a "serious
arrestable offence" has been committed. The definition is
obscure and is left to the discretion of a police officer "of at
least the rank of superintendent." The royal commission con-
cluded that such searches should be carried out "only by a
medical practitioner and only in respect of the most serious
offences." The Bill provides that where the purpose of the
search is to obtain evidence of a serious arrestable offence (as
opposed to the prevention of injury to the suspect) an immed-
iate search can be made by a medical practitioner or a lay
person of the same sex when the police officer concerned
believes that any delay in carrying out the search for the
purpose of providing legal advice might compromise the
evidence, alert other suspects, or hinder the recovery of
property.
The ethical position of a doctor invited to carry out an

intimate body search for the purpose of providing evidence in
support of a criminal prosecution is that it should be done only
with the full, free, and informed consent of the suspect. If a
suspect is told that he is going to be examined anyway his
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