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Comment

There is a considerable debate concerning the merits of intensive
investigation versus empirical treatment for AIDS pneumonia.4
In this study only 16 of 42 bronchoscopies in patients with suspected
or proved AIDS and pulmonary symptoms identified pneumocystis
organisms. Even by including false negative cases the diagnosis of
Pn carinii was under 50%. In 11 bronchoscopies other organisms were
found, and were sometimes multiple. These infections were generally
treatable with existing antimicrobial chemotherapy, and the emergence
of new antiviral agents, especially against cytomegalovirus, will
enlarge the therapeutic armament against such opportunist organisms.

Fibreoptic bronchoscopy is safe and well tolerated, but it appears
that bronchoalveolar lavage alone does not have sufficient yield to
avoid transbronchial biopsy. Atypical mycobacterial infection was not
diagnosed by bronchoscopy, but Myco xenopii (two isolates) and Myco
kansasii (one isolate) were cultured from three patients, two from
needle lung necropsy specimens and one from pleural fluid. The
absence of Myco avium-intracellulare in this British 'series may reflect
differences in the prevalence of these environmental organisms.
The advantage of early diagnosis and treatment was highlighted

by the low early mortality of patients with Pn carinii pneumonia, who
were generally discharged within three weeks of diagnosis; the risks
of the procedure in more critically ill patients were largely avoided.
Furthermore, in most patients the bronchoscopic findings provided
the only substantive evidence for a diagnosis of AIDS. In addition,
the definition of the opportunist organisms enabled a rational approach
to be taken in assessing the need for and appropriateness of ventilation
when critical hypoxia developed after a period of treatment.

We thank the departments of histology, cytology, microbiology, and viro-
logy for their support and the nursing staff of Almroth-Wright ward for their
care and attention.
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Imported malaria in Britain: survey
of British residents travelling to
areas in which malaria is endemic
Sources of data on imported malaria include annual summaries of
surveillance reports from the Malaria Reference Laboratory and
specific reviews of clinical cases. There is little information, however,
on the knowledge and practice of health of British residents travelling
to areas in which malaria is endemic. The objective of this pre-
liminary survey was to provide such information.

Subjects, methods, and results

A cross sectional questionnaire survey was carried out among passengers
of British Airways travelling to areas ir. which malaria is endemic. An attempt
was made to obtain a systematic one in four sample of passengers travelling
on British Airways flights at the terminal 3 departure gate lounges at Heath-

row airport.' A total of 323 passengers were identified as being normally
resident in Britain and travelling to areas where there was a substantial risk
of contracting malaria,2 3 and all but three consented to be interviewed.
British Airways carries one quarter of the air traffic from Britain to Africa and
the Indian subcontinent. Characteristics of respondents thought likely to
affect their knowledge and practice of health were controlled for in the data
analysis to attempt to minimise bias introduced by such a selected sample.
Of the 320 passengers studied, 218 were men and 102 women; 64 were aged

0-19, 160 aged 20-39, and 96 aged over 40; 64 were tourists, 102 business
travellers, and 112 visiting friends and relatives; 227 were white and 93
non-white; 115 were travelling to the Indian subcontinent, 80 to Africa,
83 to South East Asia, and 35 to the Middle East. Of all the passengers, 189
had taken chemoprophylaxis on previous visits overseas, 58 had not taken
any on previous trips, and for 74 this was their first trip to a malarious
area. The table gives a comparison of white and non-white respondents.

Comparison of white and non-white respondents. Values are proportions (%)

Respondents

White Non-white x2* MHx't

Taking antimalarial tablets 161/190 (85) 50/94 (53) p<0 001 p<O0001
Visited general practitioner 107/190 (56) 47/94 (50) NS NS
Obtained malarial advice
when visited general
practitioner 93/107 (87) 28/47 (60) p<0 001 p<0 001

Knowledge of at least one
method of personal
protection other than
chemoprophylaxis 118/190 (62) 24/94 (26) p<0 001 p<0 001

*As no non-white respondents were travelling to the Middle East comparisons
do not include those who were.
tAfter adjusting for age, category of traveller, country visited, and whether anti-
malarial tablets had been taken previously.

Comment

Non-white racial groups resident in Britain and travelling to
malarious areas, principally to visit friends and relatives, travel less
well prepared. These groups of travellers urgently need to be better
informed.

This study reaffirms the opinions of other authors that an informa-
tion and advice system based only on activities within the health ser-
vices will always be less than satisfactory and in terms of noticeably
reducing imported malaria inadequate. The crux of the problem is
that a fairly low proportion of travellers consult health services before
travelling to malarious areas; indeed fewer international vaccination
requirements that necessitate such contact with health services
exist since the eradication of smallpox and review of policy on
vaccination for cholera. Cooperation oftravel agents, airline companies,
and business companies enmploying British residents overseas is
required.
A wide range of chemoprophylaxis regimens are used by travellers,

reflecting the present confusion in expert opinion on antimalarial
chemoprophylaxis.4 5

Thirty five of the respondents in this study who were taking anti-
malarial tablets used pyrimethamine alone. This regimen is no longer
recommended by the World Health Organisation2 or the Malaria Re-
ference Laboratory.

Pyrimethamine is, however, available without prescription in
pharmacies in Britain. It is, perhaps, time for review of this policy.
Sixteen of 131 general practitioners' prescriptions for antimalarial
tablets in this survey were for pyrimethamine alone.
With the continuing emergence of drug resistant strains of the

malarial parasite the essential role of methods of personal protection
against anopheline mosquito bites should be emphasised.6 Results of
this study suggest that there is little such knowledge and among those
who are advised about the need for chemoprophylaxis other forms of
protection are not emphasised. These methods should receive more
prominence in written and verbal advice to practitioners and non-
health service agencies that inform the public.

Existing guidelines such as the Department of Health and Social
Security's Notice to Travellers (SA35) and ABC of Healthy Travel
deserve wider distribution.

I thank Dr M J Colbourne and Dr P Smith for their contributions to this
study.
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Dicyclomine hydrochloride in
infantile colic
Dicyclomine hydrochloride is often used to treat infantile colic in
Sweden, although in the United Kingdom it is now regarded as being
contraindicated in infants aged six months and under. Results from
three previous studies suggested its effectiveness.53 In these studies,
however, the placebo did not taste like dicyclomine (in the most recent
study, for instance, cherry syrup was used as the placebo3), and thus
whether these studies were blind is not clear, as parents often taste
their children's drugs. One aim of the present study was to investigate
the effects of dicyclomine compared with a placebo with identical
smell, taste, colour, and texture. Another goal was to identify factors,
such as age and rhythm and amount of crying, that would predict
whether treatment would be successful.

Method and results

Thirty infants with colic were included in the study. Crying was diagnosed
as infantile colic if it lasted for more than three hours a day and occurred for
more than three days a week. The average age of the infants was 4-5 weeks.
The infants were given the placebo and dicyclomine for one week each,
with the order counterbalanced. The parents were interviewed before and
after treatment to obtain background data and evaluate therapeutic efficiency.
In addition, parents kept 24 hour records about their infants' crying, irri-
tableness, and sleeping. The placebo was designed to have the same taste,
smell, colour, and texture as the active solution. The infants were given 5 mg
dicyclomine four times a day.
Twenty parents rated dicyclomine as better, seven rated placebo as better

(p < 0.05), and three thought both treatments equally effective. Twenty five
infants were reported to have improved when receiving dicyclomine and 17
when receiving placebo (p < 0 05). The table shows that the effects were less
evident when the 24 hour records were analysed.

Eight infants cried at least one third less during treatment with dicyclo-
mine; they did not differ with regard to sex, age, or amount and rhythm of
crying from the rest of the infants.
Four infants taking dicyclomine and one taking placebo were reported as

drowsy during the first few days after treatment.

Infants' behaviour according to 24 hour records. Figures are means (SD)

During
During placebo dicyclomine

Before treatment treatment treatment

Time spent crying (h) 4.9 (3 7) 4-3 (3*9) 3-3 (3 0)
Time spent sleeping (h) 13 7 (3-0) 13 3 (3 6) 13 8 (3 7)
No of feeds 6 6 (2 7) 6-0 (1 9) 61 (1 8)
No of stools 1-6 (1-5) 2 1 (1 6) 1-7 (1-6)

Comment

Our findings showed a significant improvement during treatment
with dicyclomine. The babies were, however, not symptom free. The
crying decreased from 4 9 (SD 3 7) hours to 3 3 (3 0) hours after
treatment with dicyclomine, and to 4 3 (3 9) hours after treatment with
placebo. Data from a comparable group of infants without colic
showed an average of 12 (10) hours of crying daily (unpublished
observations). Unfortunately, the current study did not suggest a way
of identifying which infants would benefit substantially from the drug.

Seventeen of the infants were reported to have improved during
treatment with placebo. We achieved similar effects with a placebo

in a recent study of dimethicone in infantile colic.4 Clearly, it is diffi-
cult for parents to evaluate pharmacological effects, and physicians'
clinical impressions of improvement are easily obscured by the
placebo effect.
The mode of action of dicyclomine in infantile colic is unknown.

One suggestion is that its anticholinergic effect reduces spasms of the
intestines. Another possibility is that it acts on the central nervous
system. If this is true, side effects such as drowsiness might be better
understood.5

Dicyclomine reduces, but does not abolish, the crying for some
"colicky" babies. The decision to prescribe dicyclomine to these other-
wise healthy babies should be carefully considered. It is our impression
that the reduction of symptoms is often limited and that psychological
support may in many instances offer similar relief.
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Diabetes mellitus and early
mortality from stroke
Diabetes mellitus is a risk factor for both an excess incidence of and
mortality from stroke.' Hyperglycaemia is a fairly common and poor
prognostic feature in non-diabetic patients with stroke.2 Such hyper-
glycaemia may represent premorbid undiagnosed diabetes or a stress
response. We undertook a study to determine the prevalence of un-
diagnosed diabetes in patients with stroke, to evaluate the relation
between hyperglycaemia on admission and premorbid undiagnosed
diabetes, and to determine the clinical course of stroke in these
patients.

Methods and results

The study population consisted of all patients (n= 100) admitted to this
hospital with stroke between June 1984 and January 1985. Stroke was defined
as sudden onset of neurological deficit within three days before admission and
lasting at least 24 hours. Patients with subarachnoid haemorrhage were
excluded. The severity of stroke was graded using a stroke score. Venous
blood was taken to measure random plasma glucose and glycosylated haemo-
globin (HbA,,) concentrations. Cumulative mortality was determined one
week, one month, and three months after admission. The concentration of
HbA,Cl free of labile adducts, was determined using an isoelectric focusing
technique within one week after collection of the blood samples. Patients
were defined as having clearly normal HbA,, (<6&9%, group 1), borderline
abnormal HbA,C (6-9-7-8%, group 2), or clearly abnormal HbA,C concentra-
tions (>7-8%, group 3).3

Statistical analysis was by non-parametric methods of comparison (Mann-
Whitney U test) and correlation (Spearman's rank correlation Rs), Student's
t test, and x2 test with Yates's correction where appropriate.
Group 1 comprised 71 patients, group 2 comprised 15 patients, and group

3 comprised six patients. Eight patients had been previously diagnosed as
diabetics (group 4). Plasma glucose concentrations were obtained for 80 of
the 94 patients not known to be diabetic. There was a highly significant
correlation between plasma glucose and HbA,C concentrations in these
patients (Rs=0-51, p<0-0001). Four of the five patients not known to be
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