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Which drug for hypertension?
In essential hypertension, as in diabetes, we cannot treat the
cause, because we do not know what it is. Instead, we can strive
only to bring a marker of risk towards more acceptable levels. In
hypertension the cardiovascular complications increase steadily
with increasing pressure, so that the emphasis in treatment has
been to move the patient down this gradient. Debate has
largely centred on the level at which treatment should begin
and on the extent to which pressure should be reduced, rather
than how this is done. We must now begin to examine the
other effects that various drug regimens have as well as their
hypotensive efficacy. For example, a recent comparison' of the
effect of propranolol, methyldopa, and bendrofluazide on
plasma noradrenaline concentrations and plasma renin activity
showed that renin activity was similar in patients treated with
the first two drugs, but was almost six times as high in those
treated with the diuretic; on the other hand, the plasma nor-
adrenaline concentration was significantly lower in patients
treated with methyldopa than in those treated with either
propranolol or bendrofluazide. Since many patients will be
treated with these agents for a long time we must examine the
reasons for using one agent in preference to another and try to
decide whether the different biochemical effects are clinically
important.

Thiazide diuretics are cheaper than beta-blockers: a week's
course in hospital of bendrofluazide, 5 mg once daily, would
cost 17 pence, while a similar course of atendol would cost
117 6 pence. Although they have been used for treating hyper-
tension for over 20 years, we still do not know precisely how
thiazides work" and they have several biochemical effects
of unknown long-term importance. Some hypokalaemia is
almost inevitable and corresponds to a reduction in total body
potassium of about 10-15".3 Although chronic severe hypo-
kalaemia may impair the function of myocardial and renal
tubular cells, the hypokalaemia produced by thiazides is not
harmful in otherwise fit patients.

Thiazide diuretics also impair carbohydrate tolerance in
about a fifth of patients who are treated for at least three years..'
We have no evidence that this is associated with an increased
risk of arterial disease but it led Wolff et al1 to suggest that
"benzothiadiazines should not be given to young or middle-aged
hypertensives in whom there is a lengthy life expectancy and
for whom alternative hypotensive therapy is feasible."

Thiazides increase the plasma renin concentration, an increase
that persists during long-term treatment.,6 In 1972 Brunner
et al7 suggested that hypertensive patients with normal and
high renin concentrations had an increased risk of stroke and
heart attack compared with patients having "low-renin hyper-
tension." They suggested that hypotensive treatment that
lowers the plasma renin concentration-such as beta-blockade-
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is likely to be more beneficial than equally effective hypotensive
treatment that increases the plasma renin concentration-such
as diuretics and peripheral vasodilators. This theory has been
criticised8 9 and has not been substantiated either experi-
mentally'" or clinically."l-"3 The separation of patients with
essential hypertension into low, normal, and high-renin groups
is arbitrary'4 and measurements of renin have not proved
valuable in the routine investigation of hypertensive patients,"5
or in deciding which agent will be most effective in reducing
blood pressure.'6 Nevertheless, two studies have shown a
different outcome using different hypotensive agents, so we
should not yet dismiss Brunner's concept.
The Veterans Administration studies'7 18 used a combination

of reserpine (a drug which acts centrally similarly to
methyldopa), hydrallazine, and hydrochlorothiazide (both of
which are potent stimulators of renin release). They showed a
significant reduction in the incidence of stroke and heart failure
but none in that of myocardial infarction. The Gothenburg
group'9 treated their hypertensive men for six years with a
beta-blocker, supplemented when necessary with a thiazide
diuretic and hydrallazine. They found a reduction in death
attributable to coronary heart disease and in the incidence of
non-fatal myocardial infarction but no reduction in fatal and
non-fatal strokes. There was no strictly comparable control
group, and, unlike the men in the VA studies, the patients in
Gothenburg were selected from symptom-free men who had
taken part in a screening programme.
We urgently need to know whether the differences in outcome

in these two studies reflect the different treatment regimens
used or the types of patients treated. We shall not know the
answer until the completion of prospective randomised studies
to compare the outcome in patients being treated with either a
diuretic or a beta-blocker.20 In the meantime there seems no
compelling reason to ignore the cheaper and well-tested thiazide
diuretics in favour of the more costly beta-blockers in those
patients with essential hypertension for whom treatment with a
single agent is sufficient.
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Is schizophrenia a psychosis or a
neurosis ?

Schizophrenia is classed as one of the psychoses; if asked to say
which symptoms were chiefly responsible for the incapacity
most doctors would probably cite such conventional psychotic
manifestations as delusions and hallucinations. These are
certainly prominent in the acute stage, but schizophrenia is
usually a chronic disorder, and a recent study' suggests that in
chronic schizophrenia the symptoms that cause the most handi-
cap and present the most intractable management problems are
those usually termed neurotic.

Cheadle and colleagues' studied 190 schizophrenics treated
for an average of 12 years mainly in the community (144 had
had no admissions in the previous year) and found that worrying,
social unease, tension, depression, lack of energy, and irritability
were far commoner than delusions and hallucinations. More
important, patients with high neurotic scores seemed to have
more difficulties with work and social life than those with
psychotic symptoms.
The average age of these patients was about 45, but barely

a quarter were working, and isolation was common. Most of
the men (690o) had never married. Of the women, by contrast,
6800 had married; but over half had later become divorced or
separated. Many patients who did not actively complain about
isolation seemed to be leading a restricted and unrewarding
existence. Thoreau's belief that "most men lead lives of quiet
desperation" may not generally be true, but it accurately
describes the plight of many schizophrenics.

Cheadle et al seemed surprised by the high prevalence and
seriousness of neurotic problems, but perhaps it is not so
unexpected. Delusions and hallucinations need not be a major
handicap if the patient does not talk about them. "If you can't
be sane, try to be discreet" is still sound advice for psychotic
patients. Paranoid schizophrenics in particular may appear
remarkably "normal" if they keep off their paranoid hobby-
horse and may find little difficulty in staying married and
employed. What cannot be so easily hidden is the social in-
competence which is evident so often in schizophrenia and which
creates such problems in getting and keeping both jobs and
friends. These negative symptoms are not only a serious handi-
cap but, unlike the positive ones, they do not readily respond
to the neuroleptic drugs which are of such value in reducing the
number and frequency of exacerbations.
Taken with other studies showing the poor quality of schizo-

phrenic life,2 these findings raise further questions about the
appropriateness of "community care" for patients whose main
problem is the lack of precisely those social skills which are
necessary for living in an ordinary community. Indeed, the
whole concept is coming under increasing challenge4; critics
have suggested that before the mental hospitals are emptied
it would have been prudent to find out whether or not the
community does, indeed, care. There is a strong possibility that
it does not, although Bennett5 rightly warns against dogmatism.
"A good hospital is better than a poor hostel .... A good family
environment is better than a poor hospital. . . Universal
denunciation of any one type of setting is likely to be harm-
ful. . . ."

The study by Cheadle et all also fuels another perennial
psychiatric controversy-namely, the utility of our concepts
of neurosis and psychosis with their different and sometimes
competing meanings. Psychosis, in particular, when not
synonymous with schizophrenia, is used variously to imply
seriousness, an endogenous quality, and the presence of delu-
sions; while neurosis can imply a lesser disorder, an aetiology
based on environment or personality, and the preservation of
contact with reality. Words so accommodating and flexible are
of dubious scientific value. Furthermore, some of these implied
meanings are misleading. Amphetamine psychosis has a good
prognosis; obsessive compulsive neurosis a bad one. Neurotic
behaviour may be a manifestation of organic brain disease,
and Sims6 has shown that neurosis has a substantial mortality.
Any symptom requires a context to be of use in diagnosis or

treatment. Backache has very different connotations in cancer
and influenza. It would be unfortunate if a well-intentioned
emphasis on the neurotic symptoms of schizophrenics merely
gained them the sort of dismissive attitude which is commonly
encountered by the ordinary run of neurotic patients.
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Maternal alcohol consumption and
birth weight

The effects of the mother's alcohol consumption on the fetus
became known in the early part of this century,' but the subject
was then ignored until the description of infants with the "fetal
alcohol syndrome." Animal studies had already suggested that
intrauterine growth retardation often resulted from chronic
exposure to alcohol,;-7 but only within the last decade has the
subject been resuscitated: for example, Ulleland et al8 studied
12 infants delivered to 11 alcoholics and found 10 small for
gestational age.

Is there any intake of alcohol that is safe for the fetus?
Unfortunately the data so far published have not provided
enough detail to answer this question. A prospective study in
France9 found that women who consumed the equivalent of
400 ml or more of wine a day during pregnancy had a significant
excess of perinatal deaths, fetal growth retardation, and low
placental weight. The French authors, however, made no
attempt to exclude any chronic alcoholics, so that a small group
of very heavy drinkers could have biased their results.

Furthermore, results are always confounded by the fact that
women who drink tend also to smoke. A prospective study
by Little'0 therefore identified 66 women with an average daily
consumption of at least 35 ml of absolute alcohol before con-
ception. For each of these cases they chose three controls,
matched for smoking habits: one with a low intake of alcohol
(less than 3 5 ml/day) and two with an intermediate intake
(3 5 ml to 34 ml/day). They found a significant negative associa-
tion between birth weight and the amount of alcohol consumed
in late pregnancy. The regression equation indicated that for
each 35 ml of absolute alcohol consumed in later pregnancy
the mean birth weight would be reduced by 160 g; this estimate,
however, was based on only 20 women who drank 35 ml or more
at this time. It is curious that in the whole sample of 264
singleton infants only seven (2-71') weighed less than 2500 g.

Only one study," in the United States, has partitioned the
data adequately and examined the incidence of prematurity.
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