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endorse their advice to junior staff concerning
the careful preparation of the vein and the use
of local anaesthesia.
Dr Notcutt has emphasised that the use of

paper tape does little to support an intravenous
cannula after insertion. An additional point
against the use of this technique is that the
placement of such "chevrons" of tape around
the shaft or hub of the cannula, adjacent to the
skin puncture site, immediately contaminates
the device, so carefully sterilised by the manu-
facturer. At the present time we are conducting
a pilot study on general surgical patients to
evaluate a new intravenous cannula Op-Site
dressing (Smith and Nephew UK, 6 x 8-5 cm).
Our initial findings have shown excellent
fixation of the cannulas; no thrombophlebitis
has been evident on clinical inspection and
there has been no subcutaneous extravasation
of infused fluid to date (60 dressings, Wallace
UK cannulas; average cannula placement time
2-6 days). Ths skin puncture site can easily be
inspected for complications. The dressing is
best applied to dry, shaved, and prepared skin.
The application of the dressing is easily per-
formed by a non-touch sterile technique. When
the dressing is in place the skin puncture site
and the exposed shaft of the cannula up to but
not including the hub are covered. This
effectively prevents contamination and un-
wanted movement of the cannula. The need
for any extra bandages has been almost
eliminated. The dressing is also ideal for
securing "butterfly" cannulas during anaes-
thesia.

In our opinion, this will be of significant
benefit for patient care by encouraging the
adoption of meticulous technique and aiding
the nursing profession in the maintenance of
sterile intravenous infusion sites.

JOSEPH L PETERS
DAPHNE J GRIEPITH
C A HACKWORTHY

S WATT-SMITH
University College Hospital,
London WC1E 6AU

SIR,-The comments made by Drs Dermott
Phelan and Myles MacEvilly (29 March,
p 942) on the article by Drs Barbara Bannister
and C W H Havard (16 February, p 643) in-
clude the recommendation that intramuscular
morphine sulphate 0 1 mg/kg should be given
to distressed children before siting an intra-
venous line.

It has been the experience of this unit that
the distress caused by such a procedure can in
most cases be alleviated by firm restraint,
reassurance, and good nursing technique-on
occasion supplemented by light sedation
(for example, trimeprazine). In no instance,
from our combined cases, has it been necessary
to resort to sedation and analgesia with opiates
before intravenous therapy is started in
children.

JoHN B ASPINALL
Paediatric Unit,
St Helier Hospital,
Carshalton, Surrey SM5 IAA

Desmopressin (DDAVP) in
lumbar puncture

SIR,-Dr J M A Cowan and others (26
January, p 224) have reported a double-blind
controlled study of intramuscularly admini-
strated desmopressin (1-desamino-8-arginine

vasopressin, DDAVP) to fifty patients who
had had a diagnostic lumbar puncture. They
conclude that DDAVP does not affect the
incidence of headache after lumbar puncture,
but lessens the disability. They therefore
recommend a trial of intranasally administered
DDAVP for established headache after lumbar
puncture.

Firstly, we do not consider it feasible to
apply the Fisher exact test as it has been applied
in this study, because the data used do not fall
into one or the other of two mutually exclusive
classes. The scores represent the most
significant looking differences in a larger
contingency table than is shown in the article
(see accompanying table). Testing by com-
bining the last two columns in the table and

Headache after lumbar puncture in patients taking
DDAVP and placebo (Cowan et al)

No of No of headache periods
headache-free

Drug periods Mild Moderate Severe

DDAVP 88 9 3 0
Placebo 87 5 2 6

applying the x2 test we find p(X2) =082, which
means p=0 18. Application of the Mann-
Whitney U test to the table as it stands yields
p=0 44. The p values (two- or one-tailed
tests) are not significant at the usual 5% level.
Thus applying the Fisher test to differences
inside the table distorts the significance level
gravely. It is therefore preferable to accept the
differences as due to chance. From this point of
view there is no reason to conclude from the
actual study that disability after lumbar
puncture is significantly lessened by DDAVP
prophylaxis.

In a double-blind controlled trial we' have
investigated the possible prophylactic effect
of intranasally applied DDAVP (100 Fg twice
a day) on the incidence of headache following
lumbar puncture in 51 patients and following
pneumoencephalography in 28 patients.
DDAVP had no significant effect compared
with placebo on the incidence of headache or
on the consumption of analgesics (minimal
relevant difference= 50%, 2a= 0 05, 3 = 0-50).

Therefore we do not think that further trials
of DDAVP as a prophylactic or therapeutic
remedy against headache after lumbar puncture
could be rewarding.

PER EvALD HANSEN
JOHN HERSTED HANSEN

University Department of Neurology,
Aarhus Kommunehospital,
Aarhus, Denmark

X Hansen PE, Hansen JH. Acta Neurol Scand 1979;60:
183-8.

Cerebral atrophy or hydrocephalus?

SIR,-The clinical dilemma posed by the title
of your leading article "Cerebral atrophy or
hydrocephalus ?" (9 February, p 348) is very
real as surgical interference can only aggravate
the progression ofAlzheimer's disease. Usually
the clinical diagnosis of Alzheimer's disease
becomes clearer and clearer as the disease
progresses steadily-slowly in most, rapidly in
a few.
By contrast, the symptoms and signs of

adult hydrocephalus often fluctuate in severity:
the clinical picture is usually bizarre, and the
classical triad of dementia, apraxia of gait, and
incontinence tends to appear only at a late

stage. Personal cases included one patient with
late-onset epilepsy mimicking an astrocytoma
and a woman with intermittent psychiatric
symptoms in whom further investigations
were prompted by a highly abnormal "routine"
electroencephalogram (more often than not the
EEG is normal in hydrocephalus). A history of
predisposing factors such as trauma or brain
surgery, meningitis, and subarachnoid haemor-
rhage is in favour of hydrocephalus.

In a personal series of 16 cases of hydro-
cephalus referred for surgery there were nine
patients with such predisposing conditions.
The five patients with idiopathic hydrocephalus
were aged over 60 except for one woman aged
46. One patient was too old and one eventually
proved to have irreversible neurological
disease, and these two should not have been
referred for surgery.
The disproportion of ventricular enlarge-

ment over cortical atrophy in computed
tomography is the strongest pointer towards a
diagnosis of hydrocephalus.1 Additional in-
vestigations such as isotope encephalography
and pressure monitoring may be helpful; but
in our cases both methods have proved mis-
leading, either way, on occasion.
An additional pointer towards hydro-

cephalus is a favourable response to with-
drawal of cerebrospinal fluid by lumbar
puncture: Miller Fisher2 has suggested that
such a good response should be immediate,
but it may be delayed. Fortnightly lumbar
punctures kept one patient "normal" during a
15-month period between the removal of an
infected shunt and the insertion of a second
successful shunt.
A combination of all these observations and

methods allows a fairly confident selection of
cases for shunting. Unfortunately the subse-
quent complication and failure rate is high-
from blockage of the shunt, infection, or the
development of subdural haematomas. Even
so, the success rate of 26-66% reported in the
literature3 and our own favourable response in
10 out of 16 patients is as good as any in the
practice of neurosurgery in general. It is not
clear whether you advocate a three-year period
of "blind" surgery (without knowledge of
radiological data) or three years of a controlled
trial of surgery versus inaction.

E H JELLINEK
Northern General Hospital,
Edinburgh EH5 2DQ

Gunasekera L, Richardson AE. Brain 1977;100:749-
54.

2 Miller Fisher C. Lancet 1978;i:37.
' Greenberg JO, Shenkin HA, Adam R. Y Neurol

Neurosurg Psychiatry 1977;40:336-41.

***To establish the place of certain methods
of radiological investigation (for example,
isotope cistemography and computed tom-
ography with metrizamide) we suggested that
the results of these investigations should be
withheld from the clinicians until adequate
time had elapsed for follow-up of a sufficient
number of patients. Jellinek's comments are
helpful and most clinicians would agree with
his clinical criteria for shunting; an essential
part of the suggested study would be that the
clinicians' criteria for shunting, based on the
clinical findings and the results of static
computed tomography, would continue to be
used. Not all centres have ready access to
prolonged intracranial pressure monitoring
and so we must still attempt to define precisely
the place of other methods of investigation.-
ED, BM7.
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