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constructing a "mental video" of someone else's sexual activities
was a "psychic impediment" to diagnosis and treatment.
Another hazard was the "futility impediment"-the therapist's
difficulty in "being optimistic about working with the couple due
to feelings related to [the therapist's] own relationship status or
[his] parents' marriage rather than the couple's."

Conclusion

Mr Anthony Grabham, chairman of the BMA council and of
the Toronto planning committee, drew the meeting to a close by
thanking all those who had contributed to this successful con-
gress, especially our Canadian hosts, the Ontario Medical
Association. He later received a well earned vote of thanks at the
farewell banquet, which provided the delegates with the oppor-
tunity to repay some Canadian hospitality and to take to the
dance floor in a manner which suggested that the eventful week
had served only to enhance their energy and enthusiasm.

It had been a week of sharp contrasts, ice blue skies and

lashing rain, front line technology and the holistic approach.
Anglo-Canadian contrasts were explored outside the conference
centre when doctors had the opportunity to visit the local
hospitals and health centres, and there was no shortage of
excursions to local sites of more widely acclaimed interest, such as
Niagara Falls and the Blue Mountains. It was a week which
never lacked variety, and to add to this there were two exhibi-
tions of award winning medical films organised by the British
Life Assurance Trust.

Appropriate use of limited health care resources was one topic
to muse over on the homeward flight; the increasingly complex
ethical problems that we face in clinical practice was another. In
one of the most memorable addresses of the meeting Dr Harley
Smyth talked of our increasing ability to determine whether
people live or die and suggested that we need to take a critical
look at the value which we put on human life. Such issues are
not readily discussed in a closing paragraph but as the lists of
prospective attenders for the 1984 BMA congress in Cambridge
grew steadily throughout the week, there seemed little doubt that
for many the value of conferences such as this is well established.

Lesson of the Week

Acute blinding sinusitis

G J C SMELT, C S MIGDAL

Sinus infections are common. Moreover, most orbital inflam-
mations are secondary to sinus disease. Of the complications
that may follow, blindness is particularly devastating. Prompt,
appropriate treatment may preclude such an outcome.

Case report

A 14 year old boy was seen in the casualty department after a
deterioration in the vision of his left eye, which had become
increasingly swollen over the preceding 24 hours. Two days
before admission he had complained of general lassitude, later
becoming febrile and restless; he vomited his evening meal. He
had previously been perfectly well, and his medical history was
non-contributory. The next day his left eye was sticky and the
lids were swollen, and he complained of pain in the left side of
his jaw and cheek. An appointment was arranged with his
general practitioner for the following afternoon.
He awoke the next morning to find the vision in his left eye

blurred, with the eye noticeably protuberant. There was dis-
comfort in the left orbit. He was taken to the nearest casualty
department, where he was fotmd to have a visual acuity of hand
movements only in the left eye. After a further delay of three
hours while specialist opinions were sought left vision was
recorded as "no perception of light." The conjunctiva was
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Sinusitis may produce blindness, and deterio-
ration in visual acuity is a strong indication
for urgent admissioni and possible surgery

oedematous and the globe displaced downwards. Gross con-
gestion of the optic disc was noted.

Later that day, after initial referral to the neurosurgeons at
another hospital, the patient was seen by a further ophthalmolo-
gist. On examination the left eye was blind and proptosed down
and outwards (fig 1). The orbit was tense and the globe fixed.

FIG 1-Left periorbital oedema with proptosis of the globe down and
outwards.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.287.6398.1051 on 8 O

ctober 1983. D
ow

nloaded from
 

http://www.bmj.com/


1052 BRITISH MEDICAL JOURNAL VOLUME 287 8 OCTOBER 1983

Lid erythema and oedema were present but no discrete orbital
masses were palpable. No bruits were audible. A left afferent
papillary defect was present. Fundoscopy showed a central
retinal artery occlusion. X ray film of the sinuses showed a fluid
level in the left frontal sinus, with erosion of the roof of the
orbit (fig 2). The patient was immediately placed on an intra-
venous antibiotic regimen of metronidazole and sulphadimidine,
11 hours having elapsed since his arrival in casualty.

FIG 2-Sinus x ray film with a fluid level in the left frontal sinus.

The ear, nose, and throat surgeons were consulted with a view
to draining the sinus and relieving the pressure in the left orbit.
Urgent intranasal antrostomy was performed under general
anaesthesia, and the left middle turbinate reduced. About 10 ml
of inspissated green pus was aspirated from the left maxillary
antrum. Despite repeated antral washouts, the fluid level

persisted. Two days later the frontal sinus was drained by means
of a stab incision through the soft sinus floor, no trephine being
necessary.
The swelling on the left orbit began to subside slowly 24

hours after operation. Unfortunately, the left fundus remained
ischaemic, resulting in total blindness of the left eye.

Comment

Most orbital inflammations arise as a complication of primary
sinus infection. In a series by Schramm et al acute sinusitis
accounted for 84% of the patients admitted for acute orbital or
periorbital cellulitis, and 75% of the patients were aged under
16 years.1 Periorbital swelling, ophthalmoplegia, and proptosis
are warning signs of impending serious orbital complications,
such as orbital cellulitis or abscess formation. A decrease in
visual acuity is extremely serious. Blindness may be caused when
the optic nerve is affected-for example, optic neuritis or second-
ary compression atrophy (here visual loss may be gradual),
secondary serous retinal detachment with haemorrhages and
exudates, or central retinal artery occlusion (usually sudden loss
of vision).2

In the patient described above blindness may well have been
due to a combination of the three. Once blindness has occurred
it is often irreversible, and treatment should therefore be started
as early as possible. Patients with the warning signs described
above require urgent admission, broad spectrum intravenous
antibiotic cover, and immediate surgical drainage if an orbital
abscess is present. Prompt orbital decompression may be
crucial in preserving vision.
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What drugs, if any, are of value in the treatment ofmemory loss in elderly
people?

Of all the drugs available for treating memory impairment, dihydro-
ergotoxine mesylate (Hydergine) has probably been most extensively
studied. Reviews of reported clinical trials, using various assessments
of cognitive, affective, and behavioural parameters in groups of old
people with varying degrees of dementia, have shown that while the
results are not impressive small effects have been consistently
observed.' In those well conducted studies in which the best results
have been obtained the highest doses of the drug have been used
(up to 4-5 mg daily) over a period of at least three months.' It has
also been shown recently that a dose of 9 mg daily is well tolerated
and the results show a positive effect on mood and total adjustment
in the MACC behavioural adjustment scale when compared with a
placebo group.' Hydergine possesses some capacity to prolong
wakefulness and reduce classic sleep; it also increases EEG alpha
activity which in turn is thought to reflect the degree of activation
or vigilance of the central nervous system.3 These observations
suggest that it is better to avoid dosing in the evening. The bio-
availability is also greatest when it is given to the fasting subject.
Thus the preferred dosage regimen is 6 mg daily given in divided
doses, 3 mg before breakfast and 3 mg before lunch.-A N EXTON-
SMITH, Barlow professor of geriatric medicine, London.
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What treatment is advisedfor alopecia areata in a young man ?

The short answer is that no treatment should be recommended. This
nihilistic view is justified by the evident absence of a satisfactory
treatment. Innumerable pomades, some simply irritant and some
which induce intentional allergic contact dermatitis; physical assaults
such as ultraviolet light erythema, massage, and even electric shock;
and the ubiquitous corticosteroid usually injected rather than applied
have all been promoted by reputable dermatologists, trichologists in
private hair clinics, and quacks. None of them produces a cure. It is
important to explain carefully to the patient the nature of his disorder
and the likely prognosis. Should total alopecia develop the desirability
of a wig must be openly discussed. NHS wigs are prescribable for
this type of alopecia in men, but it must be admitted that wigs worn
by men almost always can be seen to be wigs, so that men with
alopecia areata may prefer to be seen to be bald rather than recognised
as wearing a wig. Until a safe and satisfactory treatment is discovered
it is wise to avoid the numerous pitfalls of treatment. Apart from
raising false hopes and encouraging an obsessional approach to his
loss of hair, treatment can be costly, ineffective, and produce iatrogenic
disease, such as atrophy and scarring, and may aggravate any psycho-
logical disturbance already present.-ALAN B SHRANK, consultant
dermatologist, Shrewsbury.
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