
people as "mentally deficient" and "mentally
retarded," stigmatising labels that are no longer
current among those involved with this group
of people. Professionals, relatives, and the
individuals themselves increasingly prefer the
term "learning difficulties."
To confuse the reader further by referring in

the title to the "mentally ill"-psychiatrically a
different group-is to perpetuate a confusion
which, although common among lay people,
should not be found in authoritative journals
like the BMJ-even allowing for translation
difficulties.

DAVID FRUIN
Social Services Department,
Hertfordshire County Council,
Hertford SG13 8DP
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Ovarian hyperstimulation
SIR,-Drs Blair H Smith and Ian D Cooke state
that the ovarian hyperstimulation syndrome should
be preventable by carefully monitoring treatment
cycles. ' Although monitoring lowers the incidence
of the syndrome, it will not completely prevent it
owing to the occasional unpredictable response of
some patients, particularly those with polycystic
ovarian disease. Drs Smith and Cooke suggest
withholding gonadotrophins if oestrogen con-
centrations exceed a predetermined level or excess
follicles are present. This is good clinical practice
in ovulation induction to prevent high multiple
pregnancies, but in practice it is difficult to know
what upper levels to set in superovulation before
assisted conception. If oestrogen concentrations
and follicle numbers are set low enough to minimise
the risk of hyperstimulation then many patients
who would not have gone on to develop the
syndrome will have treatment cycles cancelled.
This would also reduce pregnancy rates and add
considerably to total drug costs.

Although it is postulated that aspiration of
follicular contents may prevent ovarian hyper-
stimulation syndrome, experience has shown that
aspiration offers no protection against the syn-
drome.2 With the increasing use of gonadotrophin
releasing hormone agonists and improvement in
pregnancy rates after embryo cryopreservation,
one possible approach in a patient at high risk of
developing the syndrome would be to continue
the agonist treatment after oocyte retrieval to
minimise the risk of her developing the syndrome
and to cryopreserve all of the embryos and replace
them in a subsequent natural cycle. Even with this
approach, however, hyperstimulation may not
always be prevented.3 It is well recognised that
pregnancy increases the severity of ovarian hyper-
stimulation syndrome and prolongs its clinical
course. In our experience 70% of patients who
develop moderate or severe hyperstimulation after
assisted conception are pregnant; for this reason
we would avoid indomethacin owing to its possible
teratogenic effects and unproved benefit in treating
ovarian hyperstimulation syndrome.45
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Gulf war casualties
SIR,-I would like to endorse Professor D L
McLellan's comments on the need to plan for the
longer term rehabilitation of war casualties. I fear,
though, that there is little enthusiasm for this task.

Following the initiative of a regional working
party on the management of severe brain injury we
have already begun locally, within existing and
very limited resources, to offer a service for brain
injured patients. Large parts of our hospital are
presently closed as a result of chronic under-
funding, and it would be possible to open a
dedicated 10 bed head injury unit for military
casualties here without difficulty-especially if the
costs were to be underwritten by the Ministry of
Defence-and without compromising the civilian
service. The estimates suggest that perhaps as
many as 30 such units would meet the need.
My suggestions have, however, been met by

management with indifference or incomprehen-
sion and by some colleagues with the view that the
closed beds are better closed than filled with
disturbed but ambulant young men. Accordingly I
find it difficult to share Professor McLellan's
apparent optimism that a dialogue with my local
planners would be fruitful, but maybe I should be
patient as well as patriotic.

ANDREW BAMJI
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Chemical weapons
SIR,-Much knowledge has emerged regarding
the management of acute organophosphorus
intoxication after experience with poisoning due
to organophosphorus insecticides,' but the manage-
ment ofanaesthesia in intoxicated patients presents
new challenges. These will be of relevance to those
who may have to manage Gulf casualties poisoned
by nerve agents. It is opportune to formulate basic
concepts of anaesthetic management from avail-
able information.
Any drug known to be or suggested to be

hydrolysed by the enzyme cholinesterase should be
avoided in intoxicated patients (suxamethonium,
procaine, amethocaine, chloroprocaine, trimeta-
phan, for example).

Neostigmine and pyridostigmine produce defi-
nite and prolonged inhibition of plasma cholin-
esterase and should be used cautiously during
the cholinergic phase or during the intermediate
syndrome.2 Edrophonium is probably the drug of
choice for reversal as its effects on cholinesterase
are less severe.3 Edrophonium does not form a true
chemical bond with acetylcholinesterase and the
process of reversal will not cause a further reduc-
tion in acetylcholinesterase. The brevity of action
of edrophonium will not be a disadvantage.
Further, the muscarinic effects of edrophonium
are mild when compared with those of neostigmine
and pyridostigmine. Bradycardia is likely after
an edrophonium-glycopyrrolate mixture has been
given but not after an edrophonium-atropine
mixture. This is useful in managing patients with
severe bradycardia following intoxication.
During the cholinergic phase (24-48 hours after

intoxication) the motor end plates will be "soaked"

with acetylcholine. This is another factor for the
cautious use of suxamethonium. The dose of non-
depolarising agent required may be greater than
usual. Supranormal doses of non-depolarisers are
likely to be required, so the potential for histamine
release, which could worsen the existing broncho-
constriction, is an important consideration.

After severe intoxication victims may develop
paralysis of muscles of respiration and of proximal
limb muscles, neck flexors, and those muscles
innervated by cranial nerves.2 The muscular weak-
ness sets in 48-120 hours after intoxication and is
considered to be due to injury to motor end plates
and to muscle fibres.4 Such patients are likely to be
sensitive to non-depolarising muscle relaxants.
Benzodiazepines are useful in stabilising such
patients who are being ventilated. The muscular
weakness may last up to 21 days, but diaphragmatic
paralysis lasting 150 days has been reported.

Service personnel taking the nerve action pre-
treatment set (NAPS), however, are unlikely to
exhibit signs of severe intoxication because pre-
treatment increases the "tolerance" for large doses
of organophosphorus compounds.
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Three yearly health checks
SIR,-When the new contract was imposed many
general practitioners were doubtful about the
effectiveness of screening patients not seen for
three years. My practice has now completed this
task and I find the results of the exercise confirm
my doubts.
From a list of 7600, 409 patients were identified

as not having been seen in the three years up to
1 April 1990. These patients were sent a letter
inviting them to attend for medical examinations.
Subsequently 33 patients were found not to be
registered and 25 were not known at the recorded
address. Twenty patients contacted the surgery, 17
of whom attended for examination (13 men and
four women); three patients informed us that they
did not want to attend-a response rate of 5 6%.
Of the patients who attended, nine required

tetanus vaccinations but only four agreed to be
immunised; four were given advice on smoking;
three required a cervical smear test but only two
subsequently had a smear taken; two were given
dietary advice; two were found to have raised blood
pressure but only one required treatment and
follow up; two were advised on alcohol intake; one
required minor surgery in the practice; and one
was referred at his request for specialist advice for a
previously known benign neurological condition.
The estimated cost ofthe exercise, including 100

hours of secretarial time, six hours of the practice
nurse's time, postage, and stationery, was £550.
Apart from discovering one patient with hyper-
tension and giving some minor health education
little was achieved, and there was one unnecessary
hospital referral.

Surely this aspect of the new contract requires
urgent review and strong representations from our
negotiators before another time wasting exercise is
repeated next year.

D MELDRUM
Liverpool L22 4RQ
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