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Body with overwhelming support from con-
sultants.

MAURICE BURROWS
Heswall, Cheshire

Partial meniscectomy preferred

SIR,-Apart from the evidence which you cite
in your leading article on meniscectomy
(29 April, p 1091), there is some very con-
vincing biomechanical evidence to favour
partial rather than complete removal of the
torn meniscus. Burke et all have studied the
pressure distribution patterns on the medial
tibial plateau. They studied normal knees with
an intact meniscus, following simulated
bucket-handle and radial tears of the meniscus,
and following partial and complete menisc-
ectomy. They found that partial meniscectomy
resulted in a redistribution of the load to the
area occupied by the remaining meniscus and
to the directly articulating joint surfaces but
that abnormally high pressures were not found
at the cut edges of the meniscus. Total removal
of the cartilage was found to decrease the total
load area and resulted in direct load trans-
mission between the joint surfaces. Simulated
tears of the cartilage did not significantly alter
the load distribution pattern or the load area
when purely axial loads were applied, provided
that the torn segment retained its normal
anatomical position.

This experiment provides good support for
those who believe that removal of the torn
segment of cartilage is sufficient treatment.
The clinical results pointed out in the article
show how this is borne out in practice.

STEPHEN H NORRIS
University Department of

Orthopaedics,
Bristol Royal Infirmary,
Bristol

Burke, D L, Ahmed, A M, and Miller, J, Transactions
of the 24th Ainnual Meeting of the Orthopaedic
Research Society, 1978, vol 3, p 91.

SIR,-With reference to your leading article
on partial meniscectomy (29 April, p 1091) I
feel it was courageous of you to quote two
alternative papers concerning comparisons of
the partial and total operations. Statements
such as "entirely satisfactory results" and "no
serious symptoms" after partial meniscectomy
are overstating the results and in my experience
this also applies to total meniscectomies.

In the Nottingham area, where one sees
many coalminers after meniscectomies, it is
true to say that the majority of them are
symptom free but, what matters most in our
present-day industrial society, often they do
not return to their pre-accident work on the
coal-face. After two years' observation follow-
ing the operations (partial and total) the
majority still continue to do light work in the
pits, taking on standing-up jobs such as
maintaining belts or button-pushing. They can
kneel comfortably at this stage but are unable
to crawl or squat for long periods, this being
the result of laxity (anteroposterior or lateral
or both) in the joint, and in some cases due to
the development of degenerative changes.
As the original injuries to the knee joints

were invariably at work (industrial injuries)
the resultant ultimate cost to the taxpayer is
enormous whether one chooses to do partial or
total meniscectomy. Having stated this, I
agree with your "preference."

ERNEST WANT
Nottingham

Testing the "rest" hypothesis on
anencephaly and spina bifida

SIR,-It is well established that sibships ascer-
tained by a case of anencephaly or spina
bifida (ASB) contain an unusually high pro-
portion of spontaneous abortions (SAs) among
their other pregnancies. Previously it had
been hypothesised that these SAs were further
manifestations of the malformation. More
recently, however, it has been suggested that
they may themselves be free of ASB but
somehow cause ASB in a succeeding preg-
nancy (the "rest" hypothesis).' In an attempt
to test this hypothesis Dr Alistair Gardiner
and his colleagues (22 April, p 1016) ascer-
tained two groups of pregnant women: a set
of index cases whose immediately preceding
pregnancy was an SA and a set of controls
whose previous pregnancy had resulted in a
normal baby. These workers found a signifi-
cantly higher proportion of malformations
in the present infants of the index cases. And,
in so far as these latter malformations were
ASB, they interpreted the data as favouring the
"rest" hypothesis.

I would like to suggest that the design of
their study does not enable one to discriminate
between the two hypotheses. For if it were
correct that the additional SAs in ASB
fraternities were themselves ASB it would
follow that ascertainment by a prior SA is
ipso facto ascertainment for ASB-proneness
(so a proponent of that hypothesis would also
expect an excess of ASBs among the present
pregnancies of the index mothers).

If I am right the "rest" hypothesis would
have been tested only if the SAs of the index
women had been submitted for pathological
examination and pronounced free of ASB.

I am supported by the National Fund for Re-
search into Crippling Diseases.

WILLIAM H JAMES
Galton Laboratory,
Department of Human Genetics
and Biometry,

University College,
London WC1
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Diuretics in the elderly

SIR,-Your excellent leading article (29 April,
p 1092) on the need for clinical awareness of
the potential side effects of diuretics in the
elderly rightly ends with a tribute to the
place of diuretics in the management of heart
failure and hypertension Unfortunately the
impression is given in a digression into the
treatment of hypertension that "catastrophic
hypotension . . may occur with over-
enthusiastic treatment," but the paper cited'
in fact describes stroke incidents precipitated
by a hypotensive regimen with methyldopa and
not arising from diuretic therapy alone.
Experience suggests that hypotension seldom
occurs as a result of thiazide diuretic therapy
if the serum potassium concentration is
maintained. If it does the presence of another
factor, either from among concurrent drug
therapy or due to another morbid process,
should be suspected.

While it is true to say that the treatment of
hypertension in the elderly is the subject of
continuing research, the evidence that is
accumulating (Framingham,2 Miami,:' and
geriatric experience4) suggests that patients

with blood pressure in excess of 160/90 mm Hg
run an increasing risk of stroke incidents with
each passing year and, with the relatively
simple regimens now available for the manage-
ment of hypertension, using diuretics,
potassium-sparing drugs, and 5-blockade, the
suggestion that "hypotensive drugs should
probably not be given unless a patient has a
blood pressure of more than 200/110 mm Hg
. . .is no longer tenable unless "hypotensive
drugs" is intended to refer to potent agents like
methyldopa and guanethiadine, which are
seldom indicated, rather than diuretics.

JOHN L C DALL
Department of Geriatric Medicine,
Victoria Infirmary,
Glasgow
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SIR,-Your leading article on this subject
(29 April, p 1092) provides an important
illustration of much of the iatrogenic disease
that hospital physicians in geriatric medicine
have been seeing these past few years and
which causes diagnostic difficulties to junior
medical officers. It is helpful to stop all current
drugs that a newly admitted patient is taking,
and the clinical picture is often thereby greatly
clarified within a short time. Exceptions should
be made when the patient is on steroids or is
being treated for diabetes, Parkinsonism, or
epilepsy, where sudden interruption of treat-
ment may be contraindicated.

Another precaution worth taking in the
elderly is in ruling that all drug treatment,
with few exceptions, be taken on weekdays
only, Saturdays and Sundays being allowed
as "rest" periods. Again, in the elderly it is
much safer to treat heart failure intermittently,
so that when symptoms have been relieved,
and especially oedema cleared, digitalis and
diuretics should be stopped. We still see too
many patients who have been on continuous
treatment with these drugs years after the
initial indication.

I cannot agree that diabetes "can be detected
promptly if there is regular urine analysis."
Elsewhere' I have noted the importance
of aglycosuric diabetes in the elderly and
further experience only serves to underline
the high frequency of this condition. Blood
sugar estimations are necessary if cases are not
to be overlooked.
A complication of diuretic treatment in the

elderly that receives scant attention in the
literature but which has to be seriously con-
sidered in differential diagnosis is dysphagia.
When combined with the side-effects of other
drugs being taken at the same time and
especially those producing anorexia, general
malaise, and loss of weight cancer of the
oesophagus can be simulated closely.

LEONARD ROSENTHAL
Leeds

Rosenthal, L, British MedicalYJournal, 1967, 4, 741.

SIR,-Your leading article (29 April, p 1092)
draws attention to the possible unwanted
effects of diuretics in the elderly and rightly
emphasises the practical issues involved. We
have studied a series of patients with congestive
cardiac failure to investigate how these
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