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parameter estimates and significance tests, are often
difficult for non-staticians
reason, graphical

methods

to interpret.
should

be employed,

in question. It is rare, and usually unhelpful, to
present the â€˜¿raw
data' of the study, especially when a
large quantity of data is involved.
The graphs of our paper were presented in this
spirit. The year was defined from November to
October for the simple reason that a flu epidemic in
November and December can only be related to a
excess

of schizophrenic

births
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but not in the same, calendar year. This problem

is highlighted by Dr Crow's erroneous comment
about Fig. 1(b) and the flu epidemic of 1957. In fact,
the Asian flu epidemic peaked in Autumn of 1957,
and is therefore of potential relevance to the risk of
schizophrenia

in individuals

born

in the early

months of 1958. Careful inspection of our Fig. 1(b)
will reveal that the early months of 1957 did indeed
experience a low rate of influenza deaths, but this
was not so far for the later months of 1957. Indeed,
the A2 influenza epidemic of that autumn was the
most widespread epidemic to have occurred in the
UK in the post-war period. The main reason that
more influenza-related
deaths were not recorded
was that a similar strain of influenza had been
common in the early years of the century, so that
many older people, who are most likely to die
following influenza, were immune to that strain of
the virus.

No P value was presented for Fig. 2(b) because the
issue of statistical significance was dealt with by
statistical modelling, not graphical methods.
Our paper addressed a single, clear hypothesis,
and we believe that it proceeded to examine the
hypothesis
in a reasonable
and statistically
correct
manner. We are content to await the results of other

epidemiological and experimental studies examining
the prenatal influenza hypothesis, to see whether or
not they confirm our findings.
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Preconscious
perceptual
processing
S1R:Klemperer (Journal, September 1992, 161, 420)

suggeststhat a failure of preconsciousprocessing
underlies all perceptual experiences in which the sub
ject makes a faulty interpretation
stimulus.

of an external

In my paper I alluded to the possibility that the
model of a cycle of false belief and misperception
reinforcing oneanother, which I useto explain delu
sional misidentification, may be relevant to the devel
opment of some delusional disorders (see section
Seeing and believing in the delusional

disorders).

However, this model is not able to explain all percep
tual distortions; for example, it cannot explain the
unusually vivid visual experience of a hypomanic
patient.
I agree with Dr Klemperer that better under
standing of the interpretative aspects of pre
conscious processing of perceptions is essential
for our understanding of the psychopathology of
perceptions.
It is possible that such processes may also be rel

evant to the development of hallucinations, and
help to explain

the temporal

coincidence

of the

developmentof delusionsand hallucinations, which
appear otherwise to be quite independent of one
another, which is commonly observed in psychotic

relapses. The reasoning processes that underlie
normal belief formation

(Alloy & Tabachnik,

1984)

and those that are involved in the interpretive
aspects of preconscious perceptual processing are
similar; there is a trade-off between prior expec
tation and the quality of current situational infor
mation or sensedata. A single reasoning fault might

result in interpretations being uncoupled from the
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delusions if the evidence is current situational infor
mation, or hallucinations if the evidence is sense
data.
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occurred in the community

we do not believe that

hospitals confer immunity from catastrophe.
Finally, we would like to point out that estimation
of dose is based largely on guesswork. Dr Pilowsky
SIMONFLEMINGER et alused small bolus doses to avoid oversedation and
undertreatment. However, we are concerned that

Rapid tranquillisation
SIR: Pilowskyetal(Journal,
June 1992,160,831â€”835),
in their survey of rapid tranquillisation, report that
intravenous sedation with diazepam alone or in com
bination with haloperidol appeared to be more rapid

and effective than other drugs given intramuscularly.
Furthermore,
staff expressed greatest satisfaction
where a combination of an antipsychotic and a seda

tive were used. However, we are concerned about the
dangers of intravenous injections in psychiatric set
tings. We note that one of the 60 patients in the study
had a cardiorespiratory arrest, another collapsed
with shallow respirations and a third had a transient
tachycardia.

We would like to draw attention to the risks associ
ated with emergency intravenous injections by des
cribing two cases known to us. In the first, a general
practitioner (OP) assessed an excited 23-year-old
man threatening suicide after a furious row with his
parents who objected to his bringing his girlfriend to
the parental home at 3 a.m. He was given diazepam,
10mg intravenously. As this apparently had no
effect, the OP then gave chlorpromazine, 50mg
intravenously. The patient was brought into hospital
unconscious, responding only to painful stimuli and
with acute dyskinesias affecting his neck, trunk and
limbs. It took two days for him to recover full con
sciousness. The ABPI data sheet compendium states
that parenteral chlorpromazine can be administered
only by intramuscular injection. Likewise, the British
National Formulary (1991) and Oilman et a! (1990)
describe only intramuscular use. Martindale men
tions that the injection can be given intravenously if it
is diluted beforehand (Reynolds, 1989). How many
doctors know this?
The second case involved a psychotic and disturbed
young adult assessed at home by the OP and a psy
chiatrist. After intravenous injection of diazepam,
20mg, and haloperidol, 20mg, the patient had a fatal
cardiac arrest. There was a history of drug therapy
for asthma. Sometimes emergency treatment has to
be started when the patient's mental state prevents
the doctor taking an adequate history which would
include details of past medical illness and recent drug
(including illicit drug) use. Although these two cases

with aggressive patients who are being restrained by
staff and need to have a needle kept in a vein, there is

a powerful incentive to get the matter over with
quickly. But as Oilman et al (1990) write of intra
venous injections, â€œ¿once
the drug is injected there is
no retreatâ€•. While the same might be said of intra
muscular injections, the effects are not so sudden. We

think that the issue of intramuscular versus intra
venous rapid tranquillisation
should be addressed
by a prospective study with random allocation of
patients to either intramuscular
or intravenous
treatment groups.
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SIR: We found the paper by Pilowsky et al (Journal,
June 1992, 160,831â€”835)on the use of rapid tranquil
lisation

in a general

psychiatric

hospital

compelling

reading.

While psychological, behavioural and therapeutic
restraint are acknowledged as alternative ways of
managing aggressive patients, we were dismayed

that no mention was made of the use of continuous
observations. Shugar & Rehaluk (1990) found that
continuous observation provides the essential in
gredients of reduced stimulation, protection, inten
sive observation, and an opportunity for therapeutic
contact and that its use forestalls and manages self
destructiveness,
violence and over-stimulation
of
psychiatric in-patients. Our own study confirmed
these findings. We studied consecutive acute psychi
atric admissions in the Nottingham Health District,
and found 14 documented incidents in a 28-day
period. However, there were no untoward incidents
when patients were observed on the most intense

level of observation. In Nottingham this entails a
designated nurse being in visual contact with the
individual patient at all times.

