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-that is, there is approximately a 1 in 14
chance that the normal and hypertensive
populations are not different in respect of the
ouabain-sensitive sodium efflux rate constant.
The 14 hypertensive patients include two with
blood pressures of 110/92 and 160/90 mm Hg
and their inclusion surely requires justification.
If these two questionably hypertensive patients
are excluded then the value for p becomes 0 05.

It seems probable that had Dr Forrester and
Professor Alleyne studied a larger group of
patients with controls matched for age and sex
they would have reached the same conclusion
in black hypertensives as we did in our report
in 1975. Certainly it is quite unjustified to use
statistics in this way to claim that there are
differences in sodium transport between the
two hypertensive populations.

NORMAN JONES
P J HILTON

Renal Laboratory,
St Thomas's Hospital Medical School,
London SE1

l Edmondson RPS, Thomas RD, Hilton PJ, Patrick J,
Jones NF. Lancet 1975;i:1003-5.

Aquagenic pruritus

SIR,-Anyone reading the paper entitled
"Aquagenic pruritus" by Professor M W
Greaves and his distinguished associates
(20 June, p 2008) can only join in the applause
for their classical elucidation of an undescribed
syndrome. Would that their etymology was as
classically distinguished.
Would you, Sir, beg them, if necessary with

tears in your eyes, to change their chosen label
to "hydrogenic" ? They would thus add
linguistic respectability to scientific glory and
strike a blow for learning in these times of
classical decay.

R H HARDY
Accident and Emergency Department,
General Hospital,
Hereford HR1 2PA

*** We sent this letter to the authors, who
reply below.-ED, BM7.

SIR,-Dr R H Hardy's distress about the
etymological inadequacy of the title of our
article is doubtless well founded.

Unfortunately, much water has flowed under
the bridge since any of us received education
of the type he is talking about. Consequently,
any deficiency in our label "aquagenic
pruritus" was not obvious to us. However,
educational trends in medicine being what
they are, we suspect that Dr Hardy's blows
for learning will have little more impact than
King Canute's lashing of the tidal waves.

MALCOLM W GREAVES
ROBIN A J EADY

Institute of Dermatology,
London E9 6BX

Pindolol in orthostatic hypotension

SIR,-Following the case reports of Dr A J
Man in 'T Veld (21 March, p 929) delineating
the therapeutic possibilities of pindolol in
orthostatic postural hypotension we would like
to report our experience of two patients,
demonstrating a lack of response and an

exaggeration of postural symptoms following
pindolol.

Case 1-A 71-year-old woman with a two-year
history of orthostatic postural hypotension
presented with a worsening of symptoms. The
resting supine values (n=30) were heart rate 66
beats/min and blood pressure 134/88 mm Hg. A
tilt of 60' produced a rise in heart rate of 13
beats/min with a mean reduction in blood pressure
of 74/42 mm Hg. Following pindolol 2-5 mg orally
the resting supine heart rate (n- 10) was 77
beats/min with a blood pressure of 97/55 mm Hg,
a 60° tilt producing an increase in heart rate of
6 beats/min with a fall in blood pressure of 35/21
mm Hg. This response took one minute compared
with five minutes under controlled conditions and
was associated with quite disabling symptoms.

Case 2-A 59-year-old woman with a history of
hypertension treated by a thiazide diuretic de-
veloped marked postural hypotension over two
days associated with constipation and a dry mouth.
Investigations revealed a pure autonomic neuro-
pathy with normal cerebrospinal fluid protein.
After withdrawal of the diuretic, the supine blood
pressure was 127/72 mm Hg and pulse 85 beats/
min while erect blood pressure was unrecordable
at 30 seconds and a 60° tilt was tolerated for 15
minutes with a fall in blood pressure to 90/53
mm Hg. Treatment with pindolol 15 mg a single
dose daily for seven days did not affect blood
pressure when she was supine, tilted, or erect. The
addition of fludrocortisone 50 ytg a day also failed
to prevent the response.

Despite the evidence of the partial agonist
activity the small dose of pindolol used in case
1 produced an adverse effect on symptoms,
suggesting that the relationship of agonism
and antagonism is unpredictable. As the
defects in the autonomic nervous system
producing the orthostatic postural hypotension
syndrome are multiple it is not surprising
therefore that there is a variable response to
the many treatment regimens at present avail-
able. In order to clarify the situation a double-
blind controlled study is needed and would be
welcomed by those involved in the treatment
of this disabling condition.

PAUL GOLDSTRAW
University of Southampton
Department of Geriatric Medicine

D G WALLER
University of Southampton
Department of Medicine,

St Mary's Hospital,
Portsmouth P03 6AD

The paper chase

SIR,-In his excellent and trenchant article
Dr David Rainsford Hannay (4 July, p 45)
suggests that computer storage and retrieval of
data may be the solution of the problem of the
quantity of publications getting out of hand (as
well as saving trees-but there he surely
forgets the miles of printout that the computers
generate). For extraction of research data and
quick access to the titles, and even in some
cases the summaries, of papers computers are
the answer; but they cannot help to sift the
good articles from the bad or routine ones.
Abstracting services can help by providing
listings and summaries of papers, admittedly a
few months after publication of the journals;
but few of these services seem to offer a
selective and critical service, which is surely
what busy practitioners and research workers
need. The Bureau of Hygiene and Tropical
Diseases has been offering such a service for
nearly 70 years, now having two journals-
Abstracts on Hygiene and Communicable
Diseases and Tropical Diseases Bulletin.
We aim to select those papers for abstraction

that report significant advances, new aspects
of communicable diseases, their control and
treatment, and internationally important
features in public health; and to have those
papers reviewed and abstracted by workers
eminent in their field. It is pleasing to note that
this policy, which has at times been in stark
contrast to the policies of some information
services, is being vindicated by the arrival of
the "selected dissemination of information"
approach. We hope to use computers not to
bypass the world of paper but to make more
effective use of those precious resources,
information and trees.

DAVID W FITZSIMONS
Bureau of Hygiene and Tropical Diseases,
London WCIE 7HT

Premature ejaculation

SIR,-Having just read Dr Elizabeth Stanley's
excellent article on premature ejaculation (9
May, p 1521) and Dr R E Goodman's comment
on it (30 May, p 1796), I feel able to contribute
a few extra data.

Firstly, the definition. Dr Stanley's intro-
ductory definition of premature ejaculation
implies that voluntary control of the ejaculatory
reflex is possible. It is not. It is only extending
the pre-ejaculatory phase that can be learnt
(presumably it is "learnt" as there is good
reason to believe that, in "natural" terms,
ejaculation in man should be the same as in his
near mammal neighbours, most of whom
ejaculate immediately after penetration; in any
of the definitions applied to man this would be
premature). Dr Stanley brings that point out
later, I feel. The only workable definition has
nothing to do with seconds or numbers of
thrusts. It is ejaculation that takes place before
both partners in the act are ready.
The two greatest problems in the manage-

ment of premature ejaculation are medical
time and the reluctance of young, under-
confident men to attend, whether or not they
have a partner. At the Kent Clinic we have
treated premature ejaculation and the two other
major sexual dysfunctions (male impotence
and low female libido) by the use of printed
booklets, either with or without preliminary
or follow-up consultations. These booklets are
produced in small numbers and issued at
printer's cost only. Doctors may like to know
they exist. They have the extra advantage of
reminding the patient or patients at leisure of
the things they repeatedly forget from nervous-
ness or poor concentration during consultation.
The booklets have a rewardingly high success
rate, and data are being compiled for subse-
quent publication.

B RICHARDS
Kent Private Clinic,
Sandwich, Kent CT13 9DL

SIR,-If we are to go by Dr R E Goodman's
criterion (11 July, p 143), Arabic is superior to
Italian, French, German, and English in sex
terminology, for it has an acceptable vernacular
word for clitoris. Whereas the word in classical
Arabic is badhr, it is innawah in the vernacular.

Moreover, there are innumerable words for
having sexual intercourse, corresponding to
the positions taken by the couple and their
moods. A casual glance at the well-known
erotic Arabic work Ruju' al-Shaikh ila Sibah
("Rejuvenation of the Old") by Ibn Kamal
Pasha-printed and manuscript copies of
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