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MEDICAL TREATMENT

This can be with 3 adrenoceptor blocking drugs and antithyroid
drugs such as carbimazole, methimazole, propylthiouracil. It
would be appropriate in Graves' disease, in which remission occurs
in about half the cases, but it is not recommended in toxic adenoma,
in which thyrotoxicosis invariably recurs once the treatment has
been stopped.
The use of c blockers is mainly for symptomatic relief. An

advantage of this treatment is that it does not interfere with thyroid
function tests. It is useful in those conditions in which thyrotoxi-
cosis is transient-for example, silent thyroiditis, for which anti-
thyroid drugs and ablative treatment would be inappropriate.
Drugs like propranolol are used as adjuncts to antithyroid drugs or
iodine- 131 treatment. Its use as sole preparation in patients
undergoing thyroid surgery is not widely accepted and may be risky
outside centres where this is done routinely and the necessary
precautions are taken.

Antithyroid drugs are given for 12-18 months. This form of
treatment may be preferred in children and young adults, especially
if the goitre is not large and the disease is not severe. Relapse occurs
in over 50% of cases after a full course. Patients should be told this
and be informed of possible adverse effects. In the event of relapse
further courses of antithyroid drugs, surgery, or treatment with
iodine-131 may be chosen, though ablative treatments are prefer-

able in recurrent cases. As adverse effects tend to occur within the
first two months of treatment indefinite use of antithyroid drugs is
sometimes justified in older patients.

SURGERY

This may be preferable in those patients with Graves' disease who
have large goitres or in patients who have relapsed after previous
antithyroid drug treatment. Surgery is the treatment of choice in
young patients with toxic nodular goitre. Surgical treatment should
be chosen in patients with evidence ofcompression of neighbouring
structures by their goitre. Adequate preparation before surgery
with antithyroid drugs, iodine, or 3 blockers must be ensured.

RADIOACTIVE IODINE (IODINE-I3 I) TREATMENT

This is chosen in the older patients with Graves' or toxic nodular
goitre, especially if thyrotoxicosis has recurred after surgical or
medical treatment. Owing to a theoretical risk ofgenetic damage, its
use in women is usually limited to those beyond childbearing age
(certainly in the UK). In toxic nodular goitre large doses are
necessary, but the usual complication of this treatment, hypo-
thyroidism, is less likely in this group.

From the PH

Virus meningitis and encephalitis 1978-82

The commoner viral infections of the nervous system encountered
in Britain, with the exception of herpes simplex encephalitis, tend
to be benign, but they may cause substantial morbidity. During

TABLE i-Virus meningitis 1978-82: annual reports to Communicable Disease Surveillance
Centre

1978 1979 1980 1981 1982 Total

Adenovirus 46 32 52 35 39 204
Coxsackie A 25 56 30 33 71 215
Coxsackie B 136 69 74 171 51 501
Echovirus 680 308 778 386 298 2450
Herpes simplex 103 98 107 109 95 512
Varicella zoster 43 25 39 30 32 169
Influenza A 13 8 15 6 8 50
Influenza B 1 23 - 3 30 57
Measles 44 32 46 30 23 175
Mumps 479 260 182 240 108 1269
Mvcoplasma pneumoniae 31 39 18 20 26 134
Other viruses 65 79 71 54 51 320

Total 1666 1029 1412 1117 832 6056

the five years 1978-82 laboratories reported 6056 cases of virus
associated meningitis and encephalitis. Many patients with
meningitis are probably not investigated virologically, and of those
who are, not all would have been proved to have evidence of viral
infection. Moreover, laboratory evidence of viral infection does not
necessarily imply a causal association, and certainly in many of the
6056 cases reported no such association was present. Nevertheless,
some trends are apparent from the data available.
The echoviruses, Coxsackie viruses, and mumps virus are most

likely to be causally associated with virus meningitis or encepha-
litis. Of the 6056 cases reported, 2450 (40 5%) were associated
with the echoviruses, 1269 (2110%) with mumps, 501 (813%) with
Coxsackie B, and 215 (3 6%) with Coxsackie A (table I). The
relative proportions that each of these virus groups contributes vary
each year-the echoviruses usually tend to be most important,
and were especially so in 1978 and 1980: in 1980 they accounted
for more than half the cases (55-1%). The most commonly
reported echovirus in 1978 was type 11 and in 1980 type 30.
Mumps virus accounted for a high proportion (28 8%) in 1978 and

rABLE iI-Age of patients reported: 1978-82

Age bI1 month 1-11 months 1-4 years 5-9 years 10-14 years 15-44 years 45-64 years _65 years Not stated Total

Adenovirus 36 61 39 19 37 1 1 9 204
Coxsackie A 4 13 18 48 21 96 4 1 10 215
Coxsackie B 35 70 81 72 32 171 14 2 24 501
Echovirus 60 208 203 444 399 978 32 6 120 2450
Herpes simplex 12 22 45 40 29 170 124 48 22 512
Varicella zoster - 2 6 21 9 69 18 41 3 169
Influenza A - - 7 11 8 17 1 3 3 50
Influenza B - - 1 8 16 22 4 3 3 57
Measles - 3 37 46 30 52 4 1 2 175
Mumps - 20 348 506 86 242 18 5 44 1Z69
Mycoplasma pneumoniac - - 17 18 24 56 7 10 2 134
Other viruses 5 80 73 43 23 61 14 7 14 320

Total 117 454 897 12% 696 1971 241 128 256 6056
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a small proportion (13-0%) in 1982. The Coxsackie B viruses were
commoner in 1978 and 1981 than in other years, and Coxsackie A
viruses in 1979 and 1982 (table I).
The age distribution of cases showed some differences. In

neonates the enteroviruses were the viruses most commonly
associated with meningitis and encephalitis. Of 501 Coxsackie B
infections, 151 (30-1%) were in the age groups 1-11 months and 1-
4 years, compared with 411 (16-8%) of the echoviruses and 31
(14-4%) of the Coxsackie A viruses, whereas 843 (34-4%) of 2450
echoviruses were in the 5-14 year old children. In adults aged 15-
44 enterovirus and mumps infections were the most common,

TABLE III-Herpes simplex encephalitis: 1978-82

1978 1979 1980 1981 1982 Total

Sex:
Male 22 26 33 32 27 140
Female 23 21 27 27 27 125
Not specified - - 1 - 1 2

Total 45 47 61 59 55 267
Deaths 15 11 16 8 10 60

Encephalitis 37 40 52 47* 48 224*
Meningitis 8 7 9 12 7 43

*Includes 1 myelitis.

although mumps virus was most frequently associated with
meningitis or encephalitis in the age group 1-9 years.
Many of the 512 herpes simplex infections shown in table I

would have been isolates from skin in patients with meningitis or
encephalitis. Only those 267 cases of herpes simplex infection in
which the virus was identified in brain or meninges (63),
cerebrospinal fluid (10), oropharynx (7), or in which there was a
fourfold rise in antibody titre in serum (168), or antibody detected
in cerebrospinal fluid (20) have been included in table II. Only
three of these 267 cases were considered by the laboratories not to
be associated with herpes simplex infection. There was little
variation in the number of cases reported annually (table II). The
cases with encephalitis include those in which meningitis was also
reported, while for the 43 cases of meningitis this was the only
central nervous system clinical feature reported. In 63 (23 6%) of
the 267 cases the organism was identified in the brain before or
after death. The age distribution of patients shows that herpes
simplex infections of the central nervous system were most
common in those aged 45 years or older and least common in late
childhood and that the case fatality rate was also highest in the
older age groups. Two deaths occurred in babies with neonatal
herpes in whom the virus was also identified in brain tissue or
cerebrospinal fluid.

Public Health Laboratory Service
Communicable Disease Surveillance Centre

TABLE Iv-Herpes simplex encephalitis and meningitis 1978-82: age in months or years. Deaths are given in parentheses

Age <1 month 1-11 months 1-4 years 5-9 years 10-14 years 15-24 years 25-44 years 45-64 years a65 years Not stated Total

1978 - 3 1 2 - 4 (1) 8 18 (8) 5 (2) 4 (4) 45 (15)
1979 - 2 2 (1) 6 1 11 (1) 6 (2) 9 (2) 7 (4) 3 (1) 47 (11)
1980 - 3 (1) 5(1) 2 3 9(2) 12 (1) 22 (8) 3 (1) 2(2) 61 (16)
1981 1(1) 4(1) 3 2(1) 2 6 17(2) 16 (2) 5 (1) 3 59 (8)
1982 1(1) 2 8 - - 8 9(1) 16 (5) 9 (2) 2 (1) 55 (10)

Total 2 (2) 14 (2) 19 (2) 12 (1) 6 38 (4) 52 (6) 81 (25) 29 (10) 14 (8) 267 (60)

What advice and treatment (if any) should be given to a university student who
suffersfrom examination panic?

Try to understand why the student is panicking. It is unusual for a lazy
student to seek medical help just before an examination, but it is possible,
and needs to be excluded by checking that he has done his course work and
prepared adequately. Nearly all students who suffer from examination panic
are diligent, hard working, conscientious people who have overprepared
and are overconcerned with their work. Some students may have too great a
need to perform well, fearing that they will not do themselves justice and so
fail to obtain that coveted first class honours degree so necessary for a
postgraduate research fellowship. Their sense of reality becomes distorted,
their humour vanishes, and all they see is doom and gloom. If such a student
is seen just before taking the examination or he panics in the examination
room then immediate help can often save things. A quiet room away from the
main examination hall is the setting for a firm friendly challenge and in most
cases a rest, a cup of coffee, and a continuing relationship with a sympathetic
invigilator will enable the student to start, or restart, the paper and do
himself justice.

If the potential problem is expected then deconditioning and relaxation
procedures are of great benefit. Such a programme might consist of writing
an examination question initially under no pressure and then over some
weeks being steadily forced to do more than one question until finally
examination papers are done under examination conditions. This helps to
make the actual examination no more than a continuation of a well
established procedure. During this period relaxation techniques caii be
taught so that as tension occurs the student may deal with it competently and
quickly. It is also necessary to check that overlearning and overworking are
defused and that realistic expectations rather than false hopes are produced
by the close involvement of department tutors. Centres of higher education
approach these problems in various ways but all would try to offer some
help. The more efficient the service the less need for medication. I have not
found P blockers to be of great value and benzodiazepines may lead to
sedation and disaster if taken on the morning of the examination. Better by

far are sympathetic friends and parents, a clearly defined course, approach-
able tutors and competent invigilators, and a back up team of psychologists,
nurse, and doctor when needed.-K G DICKINSON, university medical officer,
Birmingham.

What pattern ofholiday is bestfor a person working in a stressfuljob-occasional
blocks or frequent single day absences?

The stress reaction is one of the means by which man continually adapts to
his changing environment. Temporary stress is therefore an essential aspect
of life. When the response is prolonged by continued stressful conditions
from which there is no escape the doctor should first look to see what can be
done about such conditions. It is not always easy to do that but if there is an
occupational physician at the place of work he should prove a useful ally.
When this course is not open the alternative of periodic relief from stress, as
suggested in the question, might be considered, although it is not the
preferred course of action. Because of the many variables which cannot
readily be quantified there has been little research on the relative merits
of the frequency and duration of break periods. In a useful review of
"unwinding" after mental stress Frankenhaeuser grouped people into rapid
and slow "adrenalin decreasers. " ' The fotmer tend to have lower neuroticism
and higher performance scores and, interestingly, it was reported that in a
group of industrial workers the proportion of rapid "decreasers" was signifi-
cantly higher after a holiday than before one. Individual assessment would
usually be preferable to rigid adherence to a particular pattern of breaks.
Assessment should include the patient's responses (including those assessed
objectively) to break periods and the feasibility, from the point of view of his
work, of following a particular pattern of breaks. Generally the opportunity
to exercise some control over one's activities facilitates adjustment and
enhances the ability to cope.'-w R LEE, professor of occupational health,
Manchester.

1 Frankenhaeuser M. Coping with job-stress-a psychobiological approach. In: Gardell B,
Johansson G, eds. Working life. London: John Wiley & Sons, 1981.
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