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I wouldlike to suggestthat Socrates'â€˜¿�symptoms',
on the contrary, are a consequenceof dissociative
phenomena occurring during intense and prolonged
introspection. Introspection seemsto be an import
ant factor in Spivak et al's original cases(Journal,
March 1992, 160, 412â€”414) as each was alone and
thoughtful as well as being distressedand under
pressure.In trancestatesand underhypnosishalluci
nations readily occur. A possible objection to this
explanation is the high level of arousal suffered by
Spivak et al's cases:this is no obstruction to trance
like states, as demonstrated by the work of Milton
Erikson, who at timesinducedsuchstatesat thesame
time as increasing arousal.

Introspection by Jean Paul Sartre's hero in Nausea
results in derealisation, distortion of time sense
and visual illusions. This altered perception of the
environment leads on to adoption of a different
personalphilosophy. It is of interest that two major
philosophers described such states, and both
regardedthem assourcesof inspiration rather than
a pathological response to stress. Most individuals
are vulnerable to such experiences (or should I say
â€˜¿�capableof such experiences'?),but to a variable
degree.

It seemsthe outcome has sometimesbeen very
positive and sometimesrather unsettling.

DUNCAN WADDINGTON
Alcohol and Drug Resource Centre
Windy Oaks
Leeds Road Hospital
MaudsleyStreet
Bradford BD3 9LH

Clozapinein thecommunity

SIR: The pharmacology and clinical efficacy of cloz
apineareextensivelydescribedby thecontributors to
your recent review of the drug (Journal, May 1992,
160, (suppl. 17)). In contrast, the difficulties and
implications of widespreadprescription outside of
researchsettings,and in particular to patients living
in thecommunity, aregiven scantattention. In view
of the increasinguseof thedrug this would appearto
bean essentialareafor debate.

To servicea small group of patients in the com
munity on clozapinecould well require the services
of an almost full-time nurse to ensurethe following
precautions are undertaken.

(a) Blood samplesmust be taken regularly in a
patient group who find it notoriously difficult
to attend regular appointments.

(b) Adequate time must be allowed for these
samplestobepostedtotheClozarilPatient

Monitoring Service,analysed,and the result
to be sent to the pharmacy dispensing the
drug. If no result is obtained, no tablets
are dispensed.It is therefore essential that
coordination of these events occurs and
that accurate reporting systems are in
place.

(c) There is close liaison with the pharmacy
and also with the doctor to ensurethat these
steps run smoothly and so that any notifi
able change in blood sample results can be
brought to the attention of the relevant
peopleimmediately.

(d) Patients should receive their prescribed mcdi
cation following the results of blood tests,
which for this patient group may mean that
it has to be delivered to their homes in the
community.

It may therefore be necessaryto redeploy main
stream staff, in order to set up a specialclozapine
service in every district.

As well ashaving regular blood tests,patients on
clozapine, and their carers, need to know that any
episodes ofinfection are potentially lethal. Firm inte
grated working relationships should be established
with local generalpractitioners, so that any episodes
of physical illnessare picked up, and all concerned
needto givenclearguidelinesabout what action they
shouldtake.Evenwithsuchprecautionstherewill
be significantly increased risks to patients who are
vague or unreliable, or to those who do not have
carersin closecontact.

In somecentres,community practitioners are not
registeredto prescribeclozapine becausethey have
patients placed in settings which do not have staff
cover 24hours a day sevendaysa week,and they do
not have accessto hospital beds. If this cautious
approachisjustified and accepted,it is likely to have
important implications for patients on clozapine.
They may remain incarceratedin hospital becauseof
a lack of adequatelystaffedaccommodation.

At the Maudsley hospital,a considerablepro
portion of pharmacy time is already taken up with
administeringclozapineprescriptions.Is thereenough
evidenceat this stageof justify the extra staff time
and concentration of resourcesin order to provide
therequiredlevelof intensiveinput in theearlystages
of clozapine prescription?We needto be clear that
any suchinvestmentis worthwhile in termsof being
clinically effective,costeffective(Honigfeld & Patin,
1990),and in providing a better quality of life for
patients(Meltzer et al, 1990),and that tying up such
resources will not result in more people having to stay
in hospital.
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Out-patient ECT for depressionin a manwith
moderatelearningdisability

There is little written on the place of ECT in the
treatment of mental illness in those with learning
disabilities (Lazarus et al, 1990). We would like to
report the caseof a 69-year-oldman with moderate
learningdisability(IQ of 40).

MICHAEL PHELAN

GERALDINE STRATHDEE
KAa@ JONES

Casereport.Mr X presentedwith a six-weekhistoryof
weepiness, lethargy, social withdrawal, weight loss, and
poorsleepfollowinganuneventfulinguinalherniarepair.
On examination he looked sad and described his mood as
such.Hespokein monosyllablesandcomplainedof aches
andpainsinhisfeet(forwhichnoorganiccausewasfound).
He had a past history of depression, following a previous
inguinal hernia repair at age61 years,which respondedto
tricyclicantidepressants.Otherwisehe had alwaysbeen
in good health. A diagnosis of depression was made.
Dothiepin,50mgdaily,wasstarted,increasingto 150mg
daily. However,he becamemore agitated and distressed.
Hewaspreoccupiedwithbeingunabletoswallow,believed
hehadno throat andatevery little. He lost over 13kg (two
stones) in weight. His self-care skills deteriorated and he
becamedoubly incontinent.The dothiepinwasdiscon
tinued after two monthsand replacedwith fluoxetine,
20mgdaily, increasingto 40mgdaily with no improvement
afteronemonth.At thisstagehispermissionto commence
ECTwassoughtandgiven.Hereceived11bilateraltreat
ments.After the first treatmenta marked improvement in
his appetite was noted with a reduction in his agitation.
This continued to improve, as did his sleep; his bodily pre
occupationsand delusionsthen faded,followed lastly by a
reduction of his social withdrawal. Three months later he is
consideredto be his â€˜¿�oldself' and is on fluoxetine, 40mg
daily.

This caseaddsto the small literature on the useof
ECT in those with learning disability and mental
illness. The majority of the casesdescribed are, as is
this one, of major depression. Goldstein & Jensvold's
(1989)casebearsparticularsimilaritiesin that their
patient's depressionwasseeminglyprecipitated by a
surgicalprocedure.Kearns(1987)describedacaseof
a man with learning disabilities with Cotard's syn
drome who respondedto ECT. In the presentcase
the patient similarly denied the existenceof part of
hisbody (his throat). Our patient had ECT asanout
patient. Lazaruset al(1990) advocatethe useof this,

ECT anaesthetics

SIR: I read with interest the audit of ECT in two
NHS regions by Pippard (Journal, May 1992,160,
621â€”638)which was a fascinating follow-up to his
earlier work. As an anaesthetistwith responsibility
for provision of anaesthesia to an ECT treatment
unit, I would like to commenton onesmallpoint. Dr
Pippard statesquitecorrectly that theuseof propofol
is probably contraindicated for ECT, because it
reducesseizureduration. Therefore methohexitone
remainstheagentofchoice, particularly in viewof its
proconvulsant potential. Unfortunately, the injec
tion of methohexitoneis often painful, and repeated
anaesthesiawith this agent can be distressing for
some patients. Dr Pippard stated that the use of
10mg lignocainewith anaestheticinduction agentsis
not recommendedbecauseof the potential anticon
vulsant activity of this local anaesthetic.The useof
lignocaine to modify the pain of injection of metho
hexitoneduring anaesthesiafor electroconvulsive
therapy has beenstudied (Simpsonet al, 1989).We
showed that pain on injection of methohexitone
occurred in nearly half of the patients, and in a
quarter of them pain was reported as moderate or
severe.The useof 10mg lignocaine beforeor mixed
with the methohexitone reduced this significantly.
We measured seizure duration using an isolated
arm technique and demonstrated that the use of
10mg lignocaine did not significantly affect seizure
duration. In view of thesefindings I would urge that
lignocainecontinue to beusedroutinely wheninject
ing methohexitoneinto a vein on the dorsum of the
hand, particularly when patients are to undergo
repeatedanaesthesia.
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