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to that in the group given methylprednisolone. Although steroid
treatment in the minimal change nephrotic syndrome is not
universally standardised, the regimen used in our control group
corresponds to the schedules that are more often recommended.
The 88% response in the group given methvlprednisolone, although
not significantly lower than that in the control group, is similar to
the response observed in other series reported.' A quarter of our
patients were adults, and, as the prevalence of patients who initially
respond to conventional treatment in the minimal change nephrotic
syndrome of adult onset mav be as low as 60%,'l we conclude that
this schdtLilc is indeed elffective.
Of the five patients in the group given methvlprednisolone who

did not initially respond, three (two adults and one child) responded
to a further course of methylprednisolone pulses or to treatment
with high dose oral prednisone. Previous reports have shown that a
small proportion of patients does not respond to the first course of
eight weeks of treatment but requires more prolonged or higher
doses of drugs. ") Renal biopsy specimens taken in patients who
respond late, who may represent a variant in the wider range
of responsiveness to steroids of the minimal change nephrotic
syndrome, often show mesangial hypercellularity. ' We did not find
this characteristic in any of our patients who did not respond, so we
cannot attribute the difference in the rate of response to any unequal
distribution of morphological subcategories of the minimal change
nephrotic syndrome between the two groups. In some 8% of cases,
therefore, methylprednisolone pulses followed by low doses of oral
prednisone are possibly less adequate than the high dose oral
prednisone regimen for obtaining complete remission within eight
weeks.
Among the patients who responded to the treatment the time to

response was significantly shorter in children treated with methyl-
prednisolone, while the number of patients who relapsed and the
number of relapses per patient per year were similar in the two
groups. The first relapse occurred earlier in the patients treated with
methylprednisolone, but the difference was not significant. The
difference in the duration of remission, evaluated in a stratified
analysis, was not influenced by age.
The number of patients who developed side effects related to the

steroids was significantly lower in the group given methylpredniso-
lone than in the control group, and this was also true for patients
who relapsed several times, who were given repeated courses of
treatment. Patients treated with the methylprednisolone regimen
had a significantly lower incidence of Cushingoid features than
patients in the control group, and only two of the 33 children in the
group given methylprednisolone compared with four of the 34
children in the control group showed retardation of growth. In
addition, among adults treated with the oral prednisone regimen
one patient had a dangerous thrombotic complication and another
had a fatal myocardial infarction during treatment of a relapse.
The results of this trial indicate that the regimen of pulses of

methylprednisolone and low dose oral prednisone is marginally less
effective than a regimen of high dose oral prednisone in achieving
and maintaining complete remission but protects the patient from
the major side effects of the steroids even when repeated courses are

required. This schedule can, therefore, improve the ratio of risk to
benefit associated with steroids in patients who are likely to be at
risk from side effects.
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Correction

Long term treatment with luteinising hormone releasing hormone
agonists and maintenance of serum testosterone to castration concen-
trations

An error occurred in this article by Fernand Labrie et al (10 August, p 369). The
penultimate line of the third paragraph should have read: "We present detailed
results in 12 randomly chosen patients who had taken serum luteinising hormone
and flutamide for up to two years, having received no previous hormonal
treatment."
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