
The United States President's Commission provided a
successful model of an influential committee. This had
11 members, distinguished in various specialties-three from
medical or behavioural research; three from medical practice;
and five from other disciplines such as ethics, theology, law,
social sciences, and public affairs. The 18-20 staff members
included research assistants, consultants, and a public infor-
mation officer, and some were seconded from the universities.
As well as commissioning various studies from outside experts
the commission prepared documents in house, took evidence
from expert witnesses, and held a two day public meeting
every month.
The working of any new committee cannot be fixed in

advance but must depend on how it finds its tasks in practice,
together with the results of wide consultation. Thus progress
should be deliberate, with the initial ideas circulated in a
discussion document before any conclusion is reached.

Nevertheless, if the committee is to carry weight with the
research community some must be included among its
members who have the distinction to carry authority with
scientists, the public, and the government. It must not be seen
or indeed act as a mere talking shop and it should seek
to establish some link with parliament. Nor must it be
dominated by senior eminent figures retired from their
mainstream careers. Indeed, there is a strong case for all
scientific advisory committees to have an upper age limit for
their members. It must be adequately funded and, while it
must remain independent, the government should be willing
to contribute to its running costs. There is a good case for
following the evolution of the committee on in vitro fertilisa-
tion, with its progression from a voluntary through an interim
to a planned statutory basis.

STEPHEN LOCK

Editor, BMJ

Meningococcal meningitis

A diagnosis not to be missed

Bacterial meningitis is a medical emergency; delay between
suspicion of the diagnosis and treatment increases both
morbidity and mortality. Symptomatic infection with menin-
gococci is uncommon: there were 1142 notified cases of
meningococcal meningitis and 228 of meningococcal septi-
caemia in England and Wales in 1989, with a total of 203
deaths.' The Royal College of General Practitioners'
weekly returns service statistics show that the average general
practitioner sees fewer than one patient each year with
meningitis. Thus doctors of first contact have to have
knowledge out of proportion with their previous experience.
The diagnosis of meningococcal meningitis is easy in a

febrile child with a history of headache, signs of meningeal
irritation, an altered level of consciousness, and a petechial
rash. Such knowledge of a classic presentation may be falsely
reassuring. Meningococcal meningitis is not exclusively a
disease of childhood: in Britain in 1989 group B menin-
gococcal strains showed an increased incidence in teenagers.
In the very old or the very young headache may not be obvious
if the conscious level is impaired. Neck stiffness may not be
apparent. Fever may be absent in the very old, the very
young, or the very ill. The initial rash may be a non-specific
maculopapular eruption. During epidemics of meningococcal
meningitis a rash may be found in half or more of patients,
and at other times a rash is found in probably no more than
10-20%.2 This leaves many patients in whom a rash is not
present. The rash may be only in regions of pressure on the
skin, and if patients are not fully undressed such lesions may
be missed. In some patients the only lesions may be small
petechiae in the palpebral conjunctivae. Finally, patients with
fulminant meningococcal septicaemia may die before menin-
gitis has time to develop.
The diagnostic problems posed by the factors above justify

sensible but dogmatic clinical guidelines. Urgent hospital
admission is mandatory in the circumstances shown in the
box.

All patients who present in the community should be given
intravenous benzylpenicillin before transfer to hospital if
meningococcal infection seems likely. This may be life saving
but may render blood cultures sterile-but the causative
organism may still be grown from the cerebrospinal fluid, and

Hospital admission is mandatory in:
* All febrile patients who have signs of meningeal
irritation
* All patients who develop a petechial rash who are
unwell, febrile, or hypotensive
* Febrile patients whose conscious level is impaired
* Any patient who has a fit in relation to a fever (a
possible exception being a child with a history of febrile
convulsions)
* Feverish or unwell babies who have a bulging fon-
tanelle-a bulging fontanelle in babies with vomiting
(who should be dehydrated) is highly suggestive of
meningitis
* Patients with any illness, especially headache or
feverishness, who are close contacts of patients with
meningococcal infection, even if they have received a
prophylactic antibiotic.

bacterial antigen detection will usually give positive results
when performed on the cerebrospinal fluid.3

If the diagnosis of meningococcal infection is likely then the
referring doctor should notify the appropriate community
medicine specialist (consultant in public health medicine or
communicable disease control), initially by telephone. If the
diagnosis is less certain we recommend that the referring
doctor telephones the hospital two hours later to discover its
opinion. If the diagnosis is confirmed the referring doctor
should tactfully ensure that the community medicine special-
ist has been notified.
The community medicine specialist has the duty to control

infection in the community: he or she should advise general
practitioners on preventing secondary cases by administering
prophylactic antibiotics to all close contacts, no matter what
their age, as soon as is possible. Prophylaxis should not await
the results of investigations because studies have shown that
invasive meningococcal infection may develop soon after
acquisition of the organism.4
The definition of close contacts is important but difficult,
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and the community medicine specialist should decide the
policy; prophylaxis should certainly include "kissing con-
tacts" and household contacts, who have an attack rate
500-800 times that of the general population.' Medical and
paramedical attendants do not require prophylaxis unless
there has been intimate exposure, such as mouth to mouth
resuscitation.'
When a schoolchild develops meningitis there is usually

great concern in the local community, but it is essential that
general practitioners do not take individual initiatives without
discussion with the community medicine specialist, who may
in turn wish to take further advice.6 Certainly he or she
should arrange for the head teacher and local general
practitioners to be informed of the antibiotic policy. Unfor-
tunately it is impossible to give advice that is universally
applicable. In general, school contacts are not given pro-
phylaxis unless there has been particularly close contact or
more than one related case at the school. Prophylaxis should
be considered for staff and children attending nursery schools
or day care centres, which may function in "household
fashion," often with close contact among staff and children.

Patients with meningococcal meningitis may continue to
harbour the organism in their throats after treatment with
penicillin, and this carriage should be eradicated by giving
a "prophylactic" antibiotic before discharge from hospital.

Rifampicin is the best antibiotic to use for prophylaxis6
as it reduces nasopharyngeal carriage rates by 80-90%.7 The
current British National Formulary recommendation for
prophylaxis is rifampicin 600 mg every 12 hours for two days;
children 10 mg/kg (those aged 3 months- I year 5 mg/kg) every
12 hours for two days.

In normal circumstances meningococcal vaccination has no
part to play after a sporadic occurrence of meningococcal
infection because protection does not start immediately,

children under 2 years respond poorly to vaccination, and
most isolates in Britain are group B strains and are not
preventable by the available vaccines. If cases occur despite
correct prophylaxis or if there is a rapidly evolving epidemic,
especially in institutions, then vaccination may have some
part to play.' It may also prevent secondary cases,
especially delayed emergence of infection in household
contacts,8 which may occur many days later-well after
the protection given by antibiotic prophylaxis will have dis-
appeared. Accordingly, we believe that close contacts of
patients over the age of 2 with group A or group C infection
should be vaccinated. Whatever form of prophylaxis is under-
taken a close contact should be instructed to seek urgent
medical advice if he or she develops any illness.
When dealing with meningococcal infection at least one

telephone call, either seeking help or giving information, is an
essential part of management.
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Congenital virus infections

More viruses are now known to infect the fetus

The list of viruses that may cause congenital infections is
growing. In addition to rubella virus,' cytomegalovirus,2 and
varicella zoster virus' the human immunodeficiency viruses
(HIV-I and HIV-II)4 and human parvovirus B19' may infect
the developing fetus. Transplacental infection with Japanese
encephalitis6 and Lassa virus7 has also been reported, as has
occasionally that with hepatitis B virus.' Herpes simplex
virus, varicella zoster virus, enteroviruses, hepatitis B virus,
HIV, and human T cell lymphotrophic virus (HTLV-I) may
cause perinatal infections.
By contrast with other maternal virus infections that some-

times induce congenital anomalies primary rubella almost
invariably affects and damages the fetus if acquired in the first
trimester. Some obstetricians who counsel patients are not
aware of this and base their advice that the risks are lower on
the results of earlier prospective studies. ' Congenital defects,
usually deafness, occur less frequently (in roughly 15% of
cases) when maternal infection occurs between 13 and 16
weeks' gestation and are rare after infection at between 17 and
20 weeks. A recent study of 38 cases showed that rubella
before conception was not associated with fetal infection.9
Fetal malformations may very rarely result from reinfection in
the first trimester, but the risks have not been measured. '1
Prospective studies to estimate this and determine why only
some pregnancies have an adverse outcome will be of value in

providing advice to obstetricians and their patients. The
rubella vaccination programme has substantially reduced the
susceptibility among women of child bearing age, and giving
measles, mumps, and rubella vaccine to preschool children
should reduce the circulation of virus in the community-
68 cases of rubella in pregnant women were, however,
reported to the Communicable Disease Surveillance Centre in
1989. For some time to come women and their doctors will
continue to ask for advice about the risks associated with both
primary rubella and reinfection.
When rubella occurs in pregnancy there is usually an illness

with a rash or a history of contact with a rubella-like illness.
By contrast there is little to pinpoint primary infection with
cytomegalovirus as infection in immunocompetent hosts
is usually subclinical. Transplacental transmission of virus
occurs less frequently (30-40% of cases) than with rubella, and
only some 10% of infected fetuses are severely damaged.
Damage may result from infection occurring at any stage of
pregnancy. Nevertheless, congenital cytomegalovirus is still
the most common microbial cause of mental retardation.
Recurrent cytomegalovirus infection only very rarely causes
congenital anomalies. All this adds up to the conclusion that
screening pregnant women for evidence of recent or current
cytomegalovirus infection would be of little value. The birth
of between 250 and 400 babies damaged by cytomegalovirus a
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