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Points

Treatment of cysticercosis

Dr MILES B MARKUS (University of the Wit-
watersrand, Johannesburg, South Africa) writes:
Dr E Martinez-Vila and others (8 December, p
1626) reiterated my comment' on the treatment of
cysticercosis with metriphonate and by means of
radioimmunotherapy. Some other advances should
be mentioned. In addition to praziquantel2-4 the
anthelmninthic flubendazole has recently been used
in the management of neurocysticercosis, with
apparent success.5 Injection of quinine sulphate in
distilled water into subcutaneous cysticerci has
also been reported to destroy the bladderworms,
thus obviating the need for their surgical excision.6

1 Markus MB. Treatment of cerebral cysticercosis.
Arch Neurol 1983;40:392.

2 Ciferri F. Praziquantel for cysticercosis of the brain
parenchyma. N Engl J Med 1984;311:733.

3 Gomez JG, Sanchez E, Pardo R. Treatment of
cysticercosis with praziquantel. Arch Neurol 1984;
41:1022.

4 Nash TE, Neva FA. Recent advances in the diagnosis
and treatment of cerebral cysticercosis. N Engl Y
Med 1984;311:1492-6.

5 Tellez-Giron E, Ramos MC, Dufour L, et al. Treat-
ment of neurocysticercosis with flubendazole. Am
J Trop Med Hyg 1984;33:627-31.

6 Anh NH. Effectiveness of cysticercosis treatment by
injection of quinine sulphate in situ. Folia Parasitol
(Praha) 1984;31:84.

Treatment with nifedipine for malignant
hypertension inducing acute reversible
renal impairment

Dr RASHEED AHMAD (Sefton General Hospital,
Liverpool L15 2HE) writes: In treating patients
with malignant hypertension it is time honoured
practice to reduce the blood pressure, especially
in the elderly, gradually and slowly. This can be
achieved by using well recognised drugs or, when
using newer drugs, by prescribing smaller than
recommended doses. Therefore it is not sur-
prising that Drs J A Spencer and M J Brown et al
(13 April, p 1112) on introducing nifedipine
found a sudden deterioration in renal function
which paralleled a drop in blood pressure. Nifedi-
pine therefore cannot be incriminated in causing
acute reversible renal impairment, so their title is
misleading. However, their last sentence-"We
would suggest using a lower initial dose"-is
pertinent. Moreover, are the authors really sure
of the units of measurement for plasma creatinine ?
I am sure they mean 1mol/l rather than mmol/l.

Focal epilepsy in diabetic non-ketotic
hyperglycaemia

Dr BRIAN MELDRUM (Department of Neurology,
Institute of Psychiatry, London SE5 8AF) writes:
In their report of five cases of focal epilepsy
associated with diabetic non-ketotic hyper-
glycaemia Drs Clare Grant and Charles Warlow
state "the association has not been noted in
British journals or textbooks." In A Textbook of
Epilepsy the occurrence of focal epilepsy as the
presenting symptom of non-ketotic diabetic coma
is noted and its pathogenesis discussed.' with the
same key source references as quoted by Grant
and Warlow.

1 Laidlaw J, Richens A, eds. A textbook of epilepsy.
2nd ed. London: Churchill Livingstone, 1982:
457-9.

Is peritoneal dialysis a good long term
treatment?

Dr GILLIAN R COOPER (Redditch, Worcs B97 4DJ)
writes: Having read Dr G A Coles's article
(20 April, p 1164) I should like to comment on the
quality of life of users of continuous ambulatory
peritoneal dialysis (CAPD). My father, a general
practitioner, who had severe congestive cardiac
failure with extreme dyspnoea of effort as well as

renal failure, all secondary to hypertension, used
CAPD fairly successfully for the last year of his
life. I remember the supreme effort he had to
put into the treatment, with "bag changes" four
or five times a day. Even hanging the 1 litre bags
on the drip stand was almost too much-but he
carried on. Of course, he had no choice until the
possibility of a renal transplant was mooted. When
we discussed CAPD he said that it may be life-
saving now but it must be superseded as the
quality of life was so poor. He died after a renal
transplant in October 1984. He risked the trans-
plant, knowing that his chances of survival were
slim, only because he hated CAPD so much.

Sleep in the surgical intensive care unit

Dr C D HANNING (Department of Anaesthesia,
General Hospital, Leicester LE5 4PW) writes: All
the patients studied by Drs Jonas Ansell and Dan
Elmqvist (6 April, p 1029) received an opioid
analgesic either parentally or into the epiduiral
space. I wonder whether the unexpected sudden
arousals they noted were due to apnoea, either
central or obstructive. Such episodes are common
in the early postoperative period and are much
more frequent in patients given opioid analgesics
than in those given an epidural with a local
anaesthetic agent.' It is possible that analgesic
drugs may not promote good sleep despite the
patients' apparent sedation and that we should
look to alternative techniques of postoperative
analgesia if sleep deprivation is to be avoided.

1 Catley DM, Thornton C, Jordan C, Royston D,
Lehane JR, Jones JG. Postoperative respiratory
depression associated with continuous morphine
infusion. Br J Anaesth 1982;54:235P.

Acute renal failure in pregnancy
secondary to idiopathic hydronephrosis
Dr A S DAVID and others (Maudsley Hospital,
London SE5 8AZ, and Princess Royal Hospital,
Hull HU8 9HE) write: Mr G J Lewis and others
(27 April, p 1250) are mistaken in stating that this
association has not been documented previously.
We described a case similar in many details
though our patient developed more profound and
persistent renal failure despite pyeloplasty being
performed during pregnancy and regular haemo-
dialysis.2 Hopefully, earlier and more widespread
ultrasonography in pregnancy will identify such
cases earlier so that permanent renal damage may
be minimised.

1 David AS, Newling DWW, Farr MJ. Successful
pregnancy after haemodialysis and pyeloplasty.
Nephron 1983;34 :64-6.

Section 63 payments

Dr JUDITH MILLAC (Postgraduate Medical
Centre, Leicester Royal Infirmary, Leicester LE1
5WW) writes: Dr C P Elliott-Binns (13 April, p
1148) refers to the cut backs in section 63 payments.
In view of the limitations imposed on expenses for
courses it would seem prudent to discuss alterna-
tive ways of continuing medical education for
general practitioners. We need to encourage
regular in practice clinical meetings. At these meet-
ings in the past 12 months in our practice we have
discussed and implemented changes in diabetic
care, cervical cytology, generic repeat prescribing,
screening for hypertension, management of minor
problems, ear, nose, and throat problems, and
paediatric surveillance. As the idea expands we
should be able to enlarge our group by sharing
meetings with neighbouring practices. We have
been surprised at how much we have been able to
learn: the senior partner imparts wisdom and
experience, the junior partner provides knowledge
and useful information. The feedback we have been
able to give to each other in encouragement and
support has undoubtedly improved our job
satisfaction. Our second major task is to help young
principals to establish their own regular meetings.
Discussing difficulties in their early years with a

peer group enables them to face some of the
difficulties of producing change within their
practices.'

1 Stott PC. Finding our way. Br Med J 1983;288:
1661-2.

Diagnosing the devastating

Dr J M S PEARCE (Hull Royal Infirmary, Hull
HU3 2JZ) writes: Professor P H Millard's review
of Dementia: A Clinical Approach creates a most
misleading impression by quoting a single part of
a sentence out of context (20 April, p 1207). My
theme, repeated in the text, is that dementia is a
symptom which demands skilled appraisal and
investigation in all age groups and that this
includes the use of computed tomography.
However, since the yield of treatable causes in the
presenile and senile periods is not yet known, it
was correct to say (p 72), "until it is shown that
the elderly have a much smaller incidence of
reversible pathology, we are forced into investigat-
ing them. In misinterpreting this major
point Professor Millard does little justice to his
own critical faculties.

Severe cutaneous reactions to captopril

Dr F W FAIRHEAD (Squibb Europe, Hounslow
TW3 3JA) writes: Eight years of research experi-
ence have shown that the frequency of captopril
associated cutaneous reactions is between 4-1
and 6-9%,1 with the latter figure in patients with
levels of renal impairment similar to those reported
by Drs M J Goodfield and L G Millard (13 April,
p 1111) (rather than the 12% seen in earlier clinical
studies with high doses). The captopril associated
rash usually appears within two to eight weeks, and
the eruptions described by Drs Goodfield and
Millard occurred within the recognised time period.
These types of rash have been reported previously
and do not represent a new cutaneous reaction.2
No evidence has bern presented to suggest photo-
sensitivity or that the sulphydryl moiety is the
causative factor. In fact Kubo and Cody reported
an allergic rash in an enalapril treated patient with
congestive heart failure who when switched to
captopril had no recurrence over a seven month
period....3

1 Jenkins AC, Dreslinski GR, Tadros SS, Groel JT,
Fand RS, Herczeg SA. Captopril in hypertension:
seven years later. J Cardiovasc Pharmacol 1985;
7:S96-101.

2 Solinger AM. Exfoliative dermatitis from captopril.
Cutis 1982;29:473-4.

3 Kubo SH, Cody RJ. Enalapril, a rash and captopril.
Ann Int Med 1984;100:616.

Needs and opportunities in
rehabilitation

Dr R S RAMAIAH (Department of Community
Medicine, Clwyd Health Authority, Mold CH7
1PZ) writes: Daphne Gloag has highlighted the
importance of day care in the care of the elderly
(9 February, p 455) and the mentally ill (30 March,
p 981). In Denmark, as in Great Britain, day care
is an essential part of the community services, but
there is an important difference. Danish day
hospitals operate throughout the week, providing
care over the weekend as well. . . . If day hospitals
in Great Britain were to follow this example
obviously it would have resource implications,
but in view of the benefits to the patients it merits
serious consideration and discussion.

Correction

Evaluating virological assays and reagents

We regret that the address of the authors of this
letter by Dr P C A Grint and others (18 May,
p 1514) was omitted. The authors are from the
Department of Virology, St Bartholomew's
Hospital, London EClA 7BE.
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