
BRITISH MEDICAL JOURNAL VOLUME 287 29 OCTOBER 1983 1259

patients had a personal and four a family history of atopy. Four were
smokers; except in these four tobacco smoke was the commonest physical
agent provoking rhinorrhoea. Nineteen patients had previously received
treatment with oral antihistamines, 18 with topical steroids, and nine with
disodium cromoglycate, with no relief of symptoms. Seven patients gave
one or more positive results on skin prick testing.

Placebo and active drug were delivered by indistinguishable coded
pressurised aerosols fitted with nasal adaptors. The dosage of ipratropium
was 40 slg to each side of the nose four times a day. All other medication was
withheld throughout the trial and the preceding two weeks. Patients were
randomly allocated double blind to either ipratropium or placebo for two
weeks and then crossed over to the other treatment for two weeks. Eleven
patients received ipratropium first and nine placebo first.

Rhinorrhoea, nasal obstruction, and sneezing were assessed subjectively
at the same time each day and rated on a four point scale (0= absent,
3-- severe) during treatment and no treatment periods. Patients were
interviewed at the start, midpoint, and end of the trial about overall treat-
ment preference and side effects. Preference was analysed by the sign test
and symptom scores by Wilcoxon's matched pairs signed rank test.

Fifteen patients preferred ipratropium and three preferred placebo
(p< 0-01). Two had no preference. Scores for rhinorrhoea were significantly
reduced during treatment with ipratropium compared with placebo (p <
0-01) and with no treatment (p< 001) (table). No significant difference
was shown between the effect of placebo and ipratropium on nasal obstruc-
tion and sneezing, or between placebo and no treatment. No significant
order effect was detectable. Three patients complained of a mild burning
irritation in the nose when using ipratropium and four when using placebo.

Overall mean daily scores for symptoms assessed by 20 patients
on four point scale (0- absent, 3= severe)

Nasal obstruction Rhinorrhoea Sneezing

No treatment 1 04 2 06 1505
Placebo 0-96 1-98 1-06
Ipratropium 1 22 1-42 1-13

Comment

The nasal glands are innervated by parasympathetic nerves, and
excessive watery rhinorrhoea is due to relative parasympathetic
hyperactivity.4 Ipratropium bromide is an anticholinergic with high
topical activity. It has no apparent systemic activity when inhaled
in a dose of 80 ;Lg four times daily. Mygind reviewed the physiological
and pharmacological rationale of treatment with ipratropium and
discussed its potential value.5
The patients in this study were chosen on the basis only of symp-

toms; age, duration of symptoms, and atopic history varied. Intranasal
ipratropium produced significant symptomatic relief of chronic
rhinorrhoea without troublesome side effects despite the previous
failure of other currently available medical treatment. The scores
for nasal obstruction were higher during treatment with ipratropium
than with placebo, although the difference was not significant at the
5%/' level (p=0-074).
This study suggests, therefore, that intranasal ipratropium may

give symptomatic relief in a broad spectrum of patients with chronic
watery rhinorrhoea.
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Skull radiology in patients with
psychiatric illness

X ray examinations are expensive and potentially dangerous. Evi-
dence shows that diagnostic x ray examinations are overused.1-4 We
investigated the value of skull x ray examination, isotope scanning,
and computed tomography in patients with psychiatric illness.

Patients, methods, and results

The names of all patients admitted to the department of psychiatry,
Royal South Hants Hospital, who had undergone skull x ray examination,
radioisotope scanning, and computed tomography between 23 May 1979,
when the department opened, and 30 April 1981 were obtained from the
daily records of the radiology departments of the Royal South Hants and
Southampton General hospitals. Patients aged over 65 were excluded since
another hospital treats nearly all patients with psychiatric illness in that age
group. The clinical details of patients and the radiologists' reports were
obtained from patients' case notes.
The 1691 admissions during this period generated 111 skull x ray examina-

tions, 16 isotope scans, and 13 computed tomograms. Two patients had
undergone both isotope scanning and computed tomography.

Skull x ray films showed abnormality in two patients. One had a schizo-
phrenic illness with episodes of confusion and the other had had a stroke.
In neither case did the radiological findings alter clinical management.
Computed tomograms in both cases showed abnormality but an isotope
scan in one did not. None of the 16 isotope scans showed any abnormality.

Four of the 13 computed tomograms showed abnormality. The scan
findings supported the clinical diagnoses of presenile dementia in two
patients and of a cerebral haemorrhage in the third. The fourth patient,
who subsequently committed suicide, had an unusual schizophrenia with
some organic features, and the scan findings were reported as "appearances
probably represent a minor degree of (cerebral) atrophy and some atrophy
of the superior vermis."

Comment

None of the skull x ray films or computed tomograms disclosed an
unsuspected abnormality. Furthermore, the four computed tomo-
grams that showed abnormality confirmed the clinical diagnosis in
three cases, and in the fourth the result was too vague to be of value.
The findings did not alter clinical management in any appreciable
way. The high proportion of cases in which skull x ray examinations
were performed (7 %) suggests that some may be "routine." These
findings are similar to those reported for chest x ray examinations in
patients with psychiatric illness from the same hospital.4
Our findings show that existing radiological techniques are not

especially helpful in establishing a diagnosis in psychiatric disorder.
There would have been little loss if the radiologists had refused to
perform x ray examinations on patients with psychiatric illness since
any abnormality found was suspected on clinical grounds. Negative
results may have had some value in excluding a suspected organic
lesion or in reassuring the patient and relatives on this point. Our
study, being retrospective, could not test that hypothesis.
The Royal College of Radiologists has conducted multicentre

prospective inquiries into the value of x ray procedures, producing
useful results. The Royal College of Psychiatrists mriight consider a
similar audit of x ray procedures on patients with psychiatric illness.
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