chronic persistent hepatitis may, however, survive for years
without histological progression. Initiation of treatment in
these patients is controversial. The use of interferon alfa in
patients with decompensated cirrhosis, organ transplant
recipients, children, and patients with extrahepatic mani-
festations of infection has not been properly assessed. Recent
reports suggest that interferon alfa can be used safely and
effectively in patients with HIV infection and in patients with
essential mixed cryoglobulinaemia.'* 2

Ribavirin, a nucleotide analogue, has been shown in
pilot studies to reduce concentrations of serum alanine
aminotransferase and hepatitis C virus RNA." This drug is
currently being evaluated in large multicentre randomised
controlled trials. Preliminary data suggest that it is effective
but decreases serum hepatitis C virus RNA at a slower rate
than interferon alfa. Nevertheless, as an oral drug with few
side effects, it may find a role in maintenance suppression in
patients with chronic hepatitis C virus infection.

Patients with both autoimmune markers and hepatitis C
virus present a diagnostic and management challenge. There
is at present no reliable marker to determine whether
autoimmunity or hepatitis C virus infection is the major
disease process. These patients should receive corticosteroids
first and only if they fail interferon alfa, since interferon alfa
may aggravate immune mediated hepatocyte injury in
patients with autoimmune chronic active hepatitis.

Patient education is an important part of management.
General knowledge about hepatitis C virus among the public
is slight. Patients with chronic hepatitis C should be counselled
in the light of our current understanding. The route of trans-
mission in sporadic cases of hepatitis C is still unknown. The
risk of sexual transmission seems to be low when compared
with hepatitis B virus, HIV, and other sexually transmitted
diseases. But the risk is five times higher in partners of

patients coinfected with HIV.!* Barrier contraception has
been shown to reduce the risk of transmission. '
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Drug smuggler’s delirium

Suspect cocaine intoxication in travellers with fever and a bizarre mental state

Drug smuggling by swallowing packages of drugs or by
concealing them in the rectum or vagina has recently received
much publicity after several couriers have died following
rupture of these parcels. The drugs are usually swallowed as
small packets weighing 1-12 g, wrapped in several layers of
condoms, toy balloons, plastic bags, or aluminium foil. In
spite of these coverings, the drug may leach out. When this
occurs the couriers often take benzodiazepines to stop
themselves from getting too “high” or agitated, but the
outcome is nevertheless often fatal.!? Radiological investiga-
tion of suspected individuals has increased the number of
smugglers apprehended, but some still evade detection. If the
drugs do not appear in the stool as planned, or if symptoms of
intoxication develop, the smuggler may present to a casualty
department, fearing a package has burst, fabricating a story to
try to avoid criminal proceedings.

The symptoms and signs of heroin intoxication are familiar
to most clinicians, but cocaine poisoning may be harder to
recognise. Euphoria, disorientation, behavioural change,
mydriasis, acute toxic psychosis, and coma may be mis-
construed as a primary psychiatric illness.’ Fever is common
in cocaine poisoning—caused by a combination of reduced
peripheral heat loss due to vasoconstriction, increased heat
production with agitation and muscle rigidity, and resetting
of hypothalamic heat regulating centres*—and need not imply
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an infectious cause. Cardiovascular manifestations include
tachycardia, hypertension, peripheral vasoconstriction,
and occasionally asystole and ventricular tachycardia or
fibrillation.” Combined with a history of recent international
travel, especially in West Africa or South America, these signs
should raise the suspicion of “body-packing.”

Cocaine metabolites may be detected in the serum or urine.
Tests to determine drug concentrations are expensive and
take time, but cheap, rapid screening tests are now available
that provide a qualitative answer within one hour—for
example, by fluorescence immunoassay on a urine sample.
Suspected smugglers should be admitted for observation and,
ideally, be managed in an intensive care unit. A search for
secreted packages may take time, and there is a great danger
of massive overdose if the packages decompose in the
intestinal tract.

Plain abdominal films have limited success in identifying
drug packages, with false negative rates of 1:2% to 33%.¢” The
packaging may not produce an outline visible on a radiograph,
and shadows due to constipation may obscure their silhouette.
Ultrasonography is commonly disappointing® and contrast
study of the bowel’ or computed tomography of the abdomen'
may be the only way to detect the packages. If there are no
signs of intoxication and the packages are visible radiologically
the patient may be managed with gentle aperients, so as not to
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precipitate rupture.” Regular radiological confirmation of
successful transit through the bowel is essential. Endoscopic
removal should not be attempted as the risk of inadvertently
puncturing a package is high.!" If there are signs of developing
toxicity or the packets fail to progress through the gut
satisfactorily then they must be removed surgically.

Acute cocaine overdose may occur at any stage if a package
bursts. Standard resuscitation procedures should be applied.
Intravenous lignocaine (50-100 mg as a bolus) may be used for
ventricular arrhythmias. Refractory arrhythmias or seizures
contraindicate further lignocaine, and propranolol (0-5-1 mg
intravenously, to a maximum of 5 mg) can be used.”? This
may, however, worsen hypertension by increasing the
peripheral vascular resistance. Labetalol is theoretically
better, but experience with this drug in this condition is
limited. Hypertension may be controlled by a nitroprusside
infusion, which has the additional advantage of aiding heat
loss by peripheral vasodilatation.

Seizures may be treated with intravenous benzodiazepines
—for example, diazepam 2-5-5 mg—or short acting bar-
biturates—for example, sodium pentothal 25-50 mg—and
very large amounts of anticonvulsants may be required.”
Standard evaporative cooling methods are often insufficient
to control hyperthermia, and cooling blankets, cooled
intravenous fluids, and ice water gastric lavage have been
used." In our experience dantrolene sodium (1 mg/kg
intravenously over 10-15 minutes, repeated every 15 minutes,
up to a maximum of 10 mg/kg/24 hours) is successful in
lowering the temperature, though others report less success."”
Fever, muscle rigidity, and seizures may produce rhabdo-
myolysis and subsequent renal failure.!* Intravenous “renal
dose” dopamine and mannitol should be given to patients

with proved myoglobinuria: cocaine is best excreted in acid
urine, so alkalinisation of the urine to reduce precipitation
of myoglobin is not desirable. Sedation, paralysis, and
ventilation may be the only way to control fever and muscle
rigidity and achieve haemodynamic stability until the acute
crisis is over.
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Closing mental hospitals

Simple information about hospital closures is not available

Less than six weeks before the start of sweeping reforms to
community care in Britain the government’s policy on mental
health care is getting an increasingly bad press. Public outcry
followed the revelation that Ben Silcock, who was mauled
after climbing into the lions’ compound at London Zoo, was
severely mentally ill and was not getting adequate treatment.
In response the health secretary, Virginia Bottomley, pro-
mised that she would consider new legislation on compulsory
supervision and treatment of mentally ill people in the
community.!

Earlier this month the campaigning charity Sane (Schizo-
phrenia—A National Emergency) reported the story of a
mentally ill woman known to be at risk of suicide who
attempted suicide while living rough.? Saneline, the charity’s
telephone helpline set up in 1992 to offer support and advice
to people with mental illness and their carers, received 50 000
calls in its first year. More than half of the callers, says Sane,
were seriously mentally ill and desperate for help.

Now another mental health charity, the National Schizo-
phrenia Fellowship, has collected data that further call into
doubt current mental health policy. On p 475 the results of the
fellowship’s survey of mental hospital closures in England
show that 45 hospitals are due to close by the year 2000. Yet
last July the Department of Health was aware of only 29 such
closures, and last month the parliamentary secretary for
health, Tim Yeo, could not say how many were planning to
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close because no data are held centrally. How can the
government monitor the programme, and even speed it up, if
it does not know the simple facts about the number of
hospitals affected?

Devolution of responsibility from central government to
regional and district health authorities may be a good thing,
but when this includes the collection and use of important
NHS data it hampers monitoring of national programmes like
that for modernising mental health care. And data on mental
hospital closures are important.

We need to know what is happening to mental hospitals
because they still contain most of the country’s long stay
(continuing care) beds. Most commentators on mental health
care agree that some people with severe mental illnesses
(mostly those with chronic schizophrenia) need the safe, full
time specialist care that is offered in the long stay wards of
the old asylums. Asylum, of course, means a place of
sanctuary.

Even the most ardent critics of the closure programme
agree that modern, small, and homely residential “sanctuary”
units are preferable to drafty wards in crumbling old hospitals
where staff morale is often low. But they argue that until
enough new units have been funded, provided, and shown to
be working the traditional hospitals are better than nothing.
And the old hospital sites might be the best places to build the
new units because the local population is usually tolerant, and
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