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Again there was papilloedema bilaterally. CT scan of the brain showed
nothing abnormal. Cerebrospinal fluid pressure was 390 mm water.
Lumbar puncture was performed monthly until May 1978, and
thereafter he was well.

Discussion

That four of these five patients were women agrees with the
acknowledged predominance of women in adult cases of benign
intracranial hypertension.8 All the women had acne. Two
were taking tetracycline alone and two a combination of
tetracycline and vitamin A. In all cases the drugs were pre-
scribed in low dosage.
The delay from beginning the drug to the onset of symptoms

ranged from a few days to 15 months. Despite reinstituting
tetracycline in case 1 intracranial hypertension did not recur.
In case 5 symptoms and signs reappeared 19 months after the
initial illness despite abstinence from all drugs. In case 2
papilloedema remained for 14 months after withdrawal of
tetracycline, despite disappearance of all symptoms of raised
pressure.
The chronological relation between the development of

intracranial hypertension and exposure to tetracycline may vary
appreciably, and recurrence of symptoms many months after
apparent recovery occurs in up to one-tenth of patients.9
The prognosis, however, is good.8

Overdosage of vitamin A reportedly causes intracranial
hypertension, but we could find no documented case after
low dosage. Hence patients given tetracycline and vitamin A in
combination may be at greater risk of raised intracranial pressure
than patients given either drug alone.

In two of the patients the cerebrospinal fluid pressure
measured at lumbar puncture was under 150 mm water. This
would not exclude the diagnosis, however, as the intracranial
pressure measured by an intraventricular catheter"0 may
fluctuate widely in the disorder.

Although a drugmaybe implicated asthe causeon rare occasions
(indomethacinll nalidixic acid,12 nitrofurantoin"3), in most
cases the aetiology of the syndrome is not understood. Neverthe-
less, probably hormonal factors are present in cases associated
with pregnancy, menarche, menstrual disturbances, oral con-
traceptives, obesity, hypoparathyroidism, and steroid treatment
and withdrawal.

Computed tomography of the brain has greatly simplified the
investigation and diagnosis of these patients. Probably none of
our patients who were subjected to cerebral angiography or
pneumoencephalography would today have been so managed.
The pathogenesis of this disorder remains a subject for

speculation. Nevertheless, in each of our patients the cerebro-
spinal fluid protein concentration was at or below the lower
limit of normal. This may reflect some disturbance in the
secretory or filtratory function of the choroid plexus, leading
to either an accumulation of cerebrospinal fluid or intracellular
overhydration within the brain.

We are grateful to Dr M Sadka and Dr E Stewart-Wynne for
permission to report their cases.

Requests for reprints should be addressed to: Dr S S Gubbay,
Department of Neurology, Royal Perth Hospital, Box X2213, GPO,
PerthWA 6001.
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SHORT REPORTS

Antipyrine clearance in psoriasis
Our finding' that the activity of aryl hydrocarbon hydroxylase, a
microsomal mono-oxygenase, is decreased in the lesion-free epidermis,
jejunum, and liver2 of patients with psoriasis suggests a widespread
impairment of microsomal mono-oxygenase activity in this disease.
We therefore compared the clearance of antipyrine, a drug eliminated
primarily by hepatic microsomal oxidation, in normal subjects and
patients with psoriasis.

Subjects, methods, and results

Thirty-five patients (16 men) with chronic discoid psoriasis (mean age
40-5 ±SD 13-8 years) were matched for sex, age, and smoking habits with
healthy volunteers. None had clinical or biochemical evidence of liver,
renal, or thyroid disease. None had used systemic or topical drugs in the
previous three weeks.

Salivary clearance of antipyrine was measured after a dose of 600 mg (in
gelatin capsules, bioavailability=0-96). Saliva (5 ml) was obtained at 3, 5,
8, 15, 24, and 32 hours and antipyrine concentrations measured by gas-
liquid chromatography. Salivary clearance is the product of the elimination-
rate constant (calculated by least squares regression analysis) and distribution
volume (calculated by extrapolation).

Salivary clearance of antipyrine in the 17 patients who did not smoke
(41-9±SEM 3-1 ml/min) was significantly (t=2-49, p<0025) less than
that in the 17 non-smoking controls (51-9 ±2-9 ml/min). By contrast, salivary
clearance was similar in the 18 patients who smoked (738 ±4 9 ml/min)
and their controls (75-9 ±50 ml/min). Hence antipyrine clearance was only
slightly lower (58-3 ±4-0 ml/min) in all 35 patients compared with all 35
controls (64-2 ±3-5 ml/min). In patients and controls antipyrine clearance
was significantly greater in smokers than non-smokers and was linearly
related to daily cigarette consumption (patients r=0-67, p<001; controls
r=0 64, p <001-figure).

Comment

The results show that in non-smokers salivary antipyrine clearance
was lower in the patients with psoriasis than the controls. As the
patients and controls were closely matched, had no evidence of
disease, and were not taking drugs, we conclude that the difference
was due to the psoriasis itself.

Salivary antipyrine clearance corresponds with plasma clearance3
and is determined by the activity of hepatic mono-oxygenase(s).
Our observations therefore suggest that the reduced epidermal
activity of aryl hydrocarbon hydroxylase in clinically normal, lesion-
free skin of patients with psoriasis' is part of a more widespread
change in mono-oxygenase activity. This is further supported by our
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findings of impaired activity of aryl hydrocarbon hydroxylase in the
liver and small bowel of patients with psoriasis.'
The salivary clearances indicate that the inducing effect of smoking

on antipyrine metabolism is similar in patients and normal subjects.
This contrasts with our observations in skin: so far we have been
unable to show any difference in skin activity of aryl hydrocarbon
hydroxylase between smokers and non-smokers, and in-vitro induction
with benzanthracene of aryl hydrocarbon hydroxylase activity in
lesion-free skin of patients with psoriasis is only about 50% of
normal.' Clearly, in-vivo induction by smoking as measured by
antipyrine clearance is not analogous to in-vitro induction by
benzanthracene as measured by activity of aryl hydrocarbon
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hydroxylase. We do not know whether these observations are due to
different control mechanisms regulating skin and hepatic mono-
oxygenases, tissue-specific differences in the multiple forms of the
cytochromes in microsomal mono-oxygenases, or access of inducing
substances into the epidermis.
Our observations have broader implications. Firstly, since psoriasis

is common it contributes to the wide individual variation in the rate
of microsomal oxidation of drugs. Non-smokers with psoriasis may
have exaggerated pharmacological responses to some drugs in-
activated by microsomal oxidation,4 while smokers with psoriasis
may be at greater risk from carcinogens. Secondly, the observations
provide in-vivo evidence that impairment of mono-oxygenase
activityl 2 is not confined to skin.2 Unlike salivary antipyrine clearance,
4-hydroxylation of debrisoquine is unchanged in psoriasis,5 suggesting
that the defect is found in only some of the cytochromes concerned
with microsomal oxidation. This evidence that the enzyme defect is
specific and widespread supports the view that it may be close to the
genetic abnormality of psoriasis.2
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Multicentre prospective trial of
Silastic foam dressing in
management of open granulating
wounds
Silastic foam was first used as a wound dressing after the excision or
laying open of a pilonidal sinus.' When compared retrospectively
with a moistened gauze pack it appeared to have certain advantages.
Its use in various open granulating wounds was subsequently re-
corded.2 We report a multicentre study in which these apparent
advantages were subjected to the closer scrutiny of a randomised
trial.

Patients, methods, and results

The wound remaining after excision of a pilonidal sinus was again chosen
for study. Pilonidal sinus occurs mainly in young and otherwise healthy
people, and the surgical technique is readily standardised. Each wound was
packed for four days with a gauze roll soaked in flavine emulsion. This was
then removed, the wound measured, and the patient randomised to receive
either a Silastic foam dressing, refashioned at weekly intervals, or daily
packing with gauze soaked in a 0 5% aqueous solution of chlorhexidine
(Hibitane).
When discharged from hospital patients were asked to record the number

of occasions on which a visit by a district nurse was necessary and the
degree of discomfort that they experienced each time the dressing was
changed (extreme 3, moderate 2, mild 1, none 0). All patients were reviewed
weekly and the time taken for each wound to arrive at a stage where packing
was no longer required to prevent bridging of the wound edges noted.
The wound was considered to have healed when its surface was completely
epithelialised.

Eighty patients were followed up to complete healing. The table shows
the relative merits of the two dressing techniques. There were no appreciable
differences in the rates of healing in either group. Duration of hospital stay

Effect of dressings on healings. (Figures are meansm SD)

Foam dressing Gauze packing
(n = 44) (n= 36)

Wound volume (ml) .. 59 ±57-7 64 ±74-5
No of days packed .. 41-5±21-2 41-8±26-7
No of days to complete healing .. 66-2±26-1 57-7±19-6
Duration of hospital stay (days) .. 8-5 ± 12-3 7-3 ± 6-2
Work lost (days) . . 38-6±24-9 45-4±19-9
No of home ;ursing visits. .4-6± 1-5 35-1±17-4

and time lost from work were similar. The demands made on the district
nursing service were considerably reduced in those patients managed with
the foam dressing. The degree of discomfort experienced when the dressing
was changed in the first week was obtained by dividing the total score for
that week by the number of dressing changes undertaken. Thus patients in
whom the foam dressing was used experienced only mild discomfort
(mean±SD 14±0'6 units), while those whose wounds were packed with
moistened gauze noted moderate to severe discomfort (2.9 ±2-6 units).

Comment

The efficiency and continuity of healing in an open granulating
wound must not be adversely affected by contamination of the
wound with particulate or fibrous material or, when the dressing is
changed, by adhesions causing disruption of the delicate capillaries
in the newly formed granulations. An ideal dressing should therefore
be- fibre fast, particulate free, and non-adherent and yet retain an
absorptive capacity.3 Silastic foam dressing approaches this ideal: it
has no fibre or particulate matter to shed, it readily conforms to
wound contours, and it is non-adherent while absorptive. Despite
these advantages the wounds dressed with Silastic foam did not
heal more quickly than those managed with a moistened gauze pack,
as had been suggested in the earlier retrospective study." This
discrepancy may be accounted for by the unreliable nature of data
collected by a retrospective search of case notes. Possibly the
theoretical advantages of Silastic foam dressings attain greater prac-
tical importance in debilitated subjects in whom wound healing
may already be compromised. Silastic foam dressing, however, has
undoubted advantages for the nurse, purse, and padent. It is in-
expensive and far less demanding of skilled nursinig care. The paticuj
quickly learns to change his own dressing, experiencing only'nild
discomfort when doing so. Moreover, increasing confideixe ha8 1e4
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