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withdrawn it produced better results than did
fluphenazine decanoate.

Before the introduction of clopenthixol in
1978 there were 400 patients with psychotic
illness receiving either fluphenazine (800°) or
flupenthixol (200°h). Many of these patients
had been treated for years and although they
have, in most instances, remained moderately
well with care and supportive treatment from
the community mental health service some
have complained of akinesia and lack of drive.
Reduction of dosage did not lessen their
feelings of tiredness. When clopenthixol was
introduced in 1978 we decided to try it in
schizophrenic patients who failed to respond
satisfactorily to the other depot neuroleptics.
Sixty such patients have been treated with
clopenthixol and there has been a marked
improvement in their alertness and rapport.
Symptoms of agitation and aggression have
been better controlled with clopenthixol than
with either fluphenazine or flupenthixol. This
was particularly obvious when the drug was
used in the treatment of severely ill or
moderately handicapped patients.
The dosage of clopenthixol used has ranged

from 50 mg to 400 mg at intervals of two to
four weeks. It is necessary to assess each
patient carefully and start with a low dose as
extrapyramidal symptoms and marked
akathisia can be produced. Provided a start is
made with a low dose, the side effects are
minimal.
My impression after treating 90 patients

with clopenthixol is that it is a most useful
neuroleptic, particularly for the control of
symptoms such as agitation and aggression
that occur in the major psychotic illnesses.
There is also an indication for its use in the
hyperkinetic, destructive patient with mental
handicap, in whom doses of 300 or 400 mg
every two to three weeks have produced
satisfactory control of symptoms. While I do
not envisage clopenthixol supplanting flu-
phenazine and flupenthixol, I believe that
psychiatric treatment will be enhanced by its
use.

B BLAKE
St Dympna's Psychiatric Hospital,
Carlow, Ireland

Psychiatric symptoms and
hallucinogenic compounds

SIR,-I was interested to read the case report
describing persisting panic attacks that
developed after eating psilocybin mushrooms
by Mr C Benjamin (19 May, p 1319). I have
seen a number of such cases in which similar
episodes of acute anxiety were experienced
following the use of a variety of hallucinogenic
compounds, including cannabis, mescaline,
LSD, and psilocybin. However, it is rarely
possible to be certain of the nature and purity
of the substance they had taken.

These phenomena more frequently occur
after a relatively heavy dose, after a period
of heavy exposure, or after a "trip" that was
particularly unpleasant. The anxiety which
patients experience is much as described in
the article-sudden episodes of acute anxiety
coming out of the blue, usually associated with
a variety of perceptual phenomena, including
depersonalisation, derealisation, deja vu, visual
changes, etc; and in my opinion it is probably
related to the "flashback" phenomenon.
While it may at times be difficult to distinguish
such post-drug anxiety symptoms from a
severe social phobia, the episodes in question

tend to occur anywhere, and are usually not
associated with specific phobic stimuli.

Because of the episodic nature of these
experiences I had wondered whether they
could be related to induced changes in
temporal lobe functioning. EEG recordings
in subjects complaining of such attacks showed
a high frequence of minor temporal lobe
abnormalities (for example, the presence of
slow waves and occasional sharp waves).
The abnormalities tended to disappear as the
symptoms settled. The significance of these
findings is not clear. The EEG recordings
could not be compared with a prestate
record and often attendance for follow-up
was unreliable. The possibility that the
symptoms represent temporal lobe dys-
rhythmic abnormality, however, is supported
by the fact that the symptoms are generally
alleviated by a minor tranquilliser while
remaining unaffected or even exacerbated by a
major tranquilliser, as the case report describes.
The latter drugs, of course, are likely to
aggravate an epileptic abnormality. The
possible epileptogenic activity of these
compounds has been raised in several reports
but the issue is as yet unresolved.' 2'3 It has
been my experience that the anxiety attacks
generally settle slowly, provided that the
patient avoids further contact with the
relevant substances.
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The dilated upper urinary tract

SIR,-Your leading article on this topic (26
May, p 1382) compresses a complex problem
into a few succinct paragraphs. These com-
ments are intended to clarify the discussion of
our work.
Our starting point is a dilated renal pelvis

shown on intravenous urography. This may be
due to an effect of outflow obstruction on the
pelvis-an obstructive uropathy-or it may be
due to dilatation of an unobstructed floppy-
walled pelvis. Our thesis is that if there is an
obstruction sufficient to affect renal function
-an obstructive nephropathy-then such
obstruction is worth operating on to prevent
deterioration of renal function, whatever the
other reasons for operating, such as pain,
infection, etc. Since the usual measurement of
individual renal function' is not sensitive
enough to be used for this purpose we
measured the renal parenchymal transit time
(PTT).' This is a more sensitive index of renal
function in this context, because the first renal
effect of an outflow obstruction is an increased
intratubular pressure resulting in greater salt
and water reabsorption3 4 and hence a pro-
longation of the intratubular transit time of a
non-reabsorbable solute such as is used for
renal radiotracer studies.
You ask whether this technique "will

provide a reliable answer in all cases of
equivocal obstruction." Our published
experience is so far limited to pelviureteric

junction obstruction2 and we distinguish two
types of "equivocal obstruction": that affecting
renal PTT and that not affecting renal PTT.
Since, however, the response of a kidney to an
outflow obstruction is a graded one, there will
also be a small group not separable into one
or other of these two categories. Serial studies
are then used to show the trend of the renal
response.

K E BRITTON
C NIMMON

Department of Nuclear Medicine
and Radioisotopes

H N WHITFIELD
Department of Surgery,
St Bartholomew's Hospital,
London EClA 7BE

Britton, K E, in Dynamic Studies with Radioisotopes
in Medicine, vol 1, p 215. Vienna, International
Atomic Energy Agency, 1975.

2 Britton, K E, et al, Lancet, 1979, 1, 905.
3Rector, F C, Brunner, F P, and Seldin, D W, Journal

of Clinical Investigation, 1966, 45, 590.
4Brenner, B M, Bennett, C M, and Berliner, R W,

Journal of Clinical Investigation, 1968, 47, 1358.

Treatment of tetanus

SIR,-Dr R S Edmondson and Mr M W
Flowers (26 May, p 1401) generously referred
to our results' with intrathecal antitetanus
serum (ATS) from rural India as being
remarkable but not confirmed by the results of
Vakil et at2 in Bombay. We would point out,
however, that Vakil's treatment was not
strictly comparable to that which we adopted.

In the first place, the Bombay team gave a
relatively bulky dose of 250 U human tetanus
immunoglobulin into the cisterna magna. Our
study indicated that the best results are
obtained from very small amounts of ATS
intrathecally. With us, the intrathecal injection
(either lumbar or cisternal but preferably the
former) of 1 ml with 1500 U antitetanus
(horse) serum resulted in a mortality of 11%
(8/74), while with 0-15 ml or 200 U ATS
(horse) the mortality was 4-5% (5/110); there
was an overall mortality among all patients
given intrathecal ATS of 7% as compared
with a mortality of 14% in the control series
(P<0-01).

Secondly, Vakil et al did not give routine
systemic betamethasone. Our experience3
stongly suggests that tetanus intoxication
should be regarded as a polysystemic condition
requiring polysystemic therapy. Such therapy
should include active measures against tetanus
toxin involvement of heart, lungs, adrenals, the
parasympathetic nervous system, and gut
absorption as well as muscles arvd the central
nervous system. In such a polysystemic
regimen we have found high-dosage parenteral
betamethasone to play a very important part.
We would strongly endorse two among many

ofDrEdmondsonandMr Flowers's conclusions
from their series of 100 patients, of whom 10
died. Firstly, only small amounts oftherapeutic
ATS are needed wherever given. The question
today is not how much ATS should be used
but how little, when, and where (but never
none). Secondly, competent nursing care is
vital. The Leeds team insists that a trained
nurse to care for each patient must be available
at all times. However, dispensing with
excellent but sophisticated equipment means
that one does not need such highly specialised
and technically competent nursing staff,
although their devotion is essential. We too
would credit much of the success in north
India to the conscientious caring of the nursing
staff, who for the most part were students and
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