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value was 145 jumol/l; urine sediment showed trace
protein and 10-15 epithelial cells and 10-15 leucocytes
per high power field. Two days later the urine
sediment was normal, but serum creatinine concentra-
tion was 248 pmol/l and then returned to normal over
two weeks. Urography later showed small but other-
wise normal kidneys. The patient was later given
diclofenac 50 mg twice daily by mouth for two days
without adverse effects on renal function.
We interpret these events as a probable interaction

between tniamterene and diclofenac. Non-steroidal
anti-inflammatory drugs can cause renal failure,
especially in patients with pre-existent renal disease or
hypertension. On the other hand, triamterene also has
adverse effects on kidney function. I Acute renal
failure has occurred in two patients2 and four healthy
volunteers3 after treatment with tiamterene and
indomethacin. In the volunteers renal function was
restored after four weeks but the patients were left
with impaired renal function. Other non-steroidal
anti-inflammatory drugs besides indomethacin can
cause renal failure when used in combination with
triamterene, and we would urge doctors to exercise
caution in prescribing these drugs together.

1 Anonymous. Triamterene and the kidney. Lancn 1986;i:424.
2 McCarthy JT, Torres VE, Romero JC, Wochos DN, Velosa JA.

Acute intninsic renal failure indiced by indomethacin. Mayo
Cin Proc 1982;57:2899-%.

3 Favre L, Glasson P, Vallotton B. Reversible acute renal failure
fromcombined tramterene and indomethacin. Ann Insem Med
1982;%:317-20.

Points
Fractures in osteogenesis imperfecta

Dr C R PATEON (Dejparmnent of Biochemical
Medicine, University ofDundee, Dundee DD1 4HN)
writes: I-can reassure Professor J A Davis (16 August,
p 454) that the work he is seeking should shortly be
available: a paper on the clinical and radiological
features of osteogenesis imperfecta type IVA has been
submitted for publication. This is the variant that
causes the greatest difficulties in diagnosis. A further
paper is in preparation on the anatomical distnbution
of fractures in dominant osteogenesis imperfecta on
the lines of the study from Nottingham. While we
hope that thisinformation wil be useful in differential
diagnosis and that in future more sophisticated bio-
chemical tests will help, the biggest single factor in
achieving a correct diagnosis is a competent history.
We have detailed clinical information on over 800
patients with osteogenesis imperfecta, and in over 50
cases the parents have at some time had to contend
with accusations ofnon-accidental injury. In the worst
case known to me a gil-was in the care of the local
authority for three and a half years (and very nearly
adopted) before the diagnosis of osteogenesis im-
perfecta became obvious. No one suggests that a child
should be returned to dangerous parents, and deter-
mining the cause of an unexplained firture can
be very difficult. However, the price paid for an
erroneous diagnosis ofnon-accidental injury is usually
the destruction of the family.

Cryptosporidium and diarrhoea

Dr RoHANILwis (Department of Microbiology,
Worthing Hospital, Worthing BN11 2DH) writes: Dr
J G Bissenden (2 August, p 287) commends examina-
tion of stools for cryptosporidium. During June 1986
there were 18 inpatients at this hospital whose stools,
submitted for microbiological examination, were
genuinely diarrhoeal and in whom culture for sal-
monella, shigella, campylobacter, and Clostidium
dfile was negative. None of these specimens was
examined for cryptosporidia, as none of the patients
was immunocompromised, and only one was a child,
whose diarrhoea resolved the day after the specimen
was taken. I have, however, reviewed the case notes
of all 18 patients with reference tO possible non-
microbiological causes of diarrhoea (table). Although,
of course, these do not exclude the coexistence of
infectious causes, it is of interest that in six of the 18
diarrhoea followed the administration of a laxative or
suppositories on the previous day to the hitherto

Possible non-mbobological causes of diarrhoea in
hospital iuatis with stool culres negative for
salmonella, shigella, campylobacter, and Closiidium
difficile

Laxative/suppositories given on previous day 6
Antibiotic therapy 4
Septicaemic shock 1
Patient moribund after massive CVA 1
Acute pncreattis 1
Crohn's disease 1
Change of feed (in an infant) 1
No cause identfied 3

Total 18

constipated patient. In five of the six a danthron-
poloxamer laxative was used, and I cannot help feeling
that ifa simple qualitative stick test for the presence of
this substance in faeces could be devised it would be at
least as much help as a routine test in the investigation
of"stool culture negative" diarrhoea in this hospital as
performing Ziehl-Neelsen films for cryptosporidia.

Hazards of bronchoscopy

Dr M R GABRIELCzYK (Department of Anaesthesia,
National Heart Hospital, London WIM 8BA) writes:
Although Dr Ian W B Grant's main message coun-
selling against undertaking fibreoptic bronchoscopy
lightly, particularly in high risk patients (2 August,
p 286), is appreciated, there are two further relevant
points. Firstly, although he mentions the need for
resuscitation equipment to be close at hand, Dr Grant
underemphasises the preventive aspects. Appropriate
monitoring of patients using electrocardiography and
pulse oximetry may well prevent cardiac arrest
by allowing early detection of arrhythmias and
hypoxaemia. Secondly, Dr Grant does not consider
the important contribution which could be made by
ensuring anaesthetic cover for fibreoptic broncho-
scopy sessions. Anaesthetic skills of airway manage-
ment are invaluable in the treatment of the major
complications he mentions, including the control of
haemorrhage after biopsy and the protection of alveoli
from being flooded with blood by endobronchial
intubation using single or double lumen tubes, endo-
bronchial blockade, or tamponade of the bleeding
point. And, of course, an anaesthetist is essential in
the occasional case where it is necessary to proceed to
thoracotomy.

Dr D R J JARRErr (St Stephen's Hospital, London
SWIO 9TH) writes: Dr Ian W B Grant stated that the
apparent rise in morbidity and mortality since studies
in the 1970s indicates that bronchoscopymay be being
used too often in elderly patients. The postal survey
quoted' also makes this inference. Several studies have
not given the ages ofthose dying. 12 In Suratt's study of
40 000 fibreoptic bronchoscopies 12 deaths were
reported but the age is known in only seven (mean age
where known was 72 years).3 Of those dying because
of bronchoscopy, many had major intercurrent illness
or obvious contraindications such as "severe
pneumonia," "patients in extremis," "patients
gasping, acutely ill," or "dyspnoeic at rest and tachy-
cardia." In the only study of the use of fibreoptic
bronchoscopy in the elderly in Britain no deaths and
only one major complication occurred in 204 patients.4
A questionnaire of 114 ofthese patients found that the
procedure was well tolerated by most. The seeming
rise in morbidity and mortality in this recent postal
survey must reflect to some extent the excellent
response rate (90%) compared with 77% and 31% in
the American studies. Unless the ages of those dying
and suffering major complications as a result of
bronchoscopy are known one cannot necesarily infer
that the apparent rise in morbidity and mortality of
fibreoptic bronchoscopy is due to its cavalier use in the
elderly.

1 Simpson FG, Arnold AG, Purvis A, Belfield PW, Muers MF,
Cooke NJ. Postal survey of bronchoscopic pratc by
physicians in dhe United Kingdm. Thorax 1986;4t:31l-7.

2 CredLe WF, Smiddy JF, Ellio RC. Complicain of fibreoptic
bronchoscopy. Am RevRespwDis 1974;109:67-72.

3 Surratt PM, Smiddy JF, Gruber B. Deaths and compications

associated with fibreoptic bronchoscopy. Chest 1976;69:
747-51.

4 Macfirlane JT, Storr A, Ward MJ, Roderick-Smith WH. Safety,
uwsfulness and acceptability of fibreoptic bronchoscopy in the
elderly. Age Ageing 1981;1O:127-31.

Opiate withdrawal

Dr JOHN MARKS (Mersey Regional Drug Dependency
Service, Warrington WA2 8RR) writes: Dr Colin
Brewer (9 August, p 391) entirely misses the point of
the drug problem if he thinks "previous findings may
be overtaken by pharmacological development"-in
this case naltrexone. The problem is not detoxifying
drug addicts: this is relatively straightforward and not
necessarily the trauma many of them would have you
believe. The problem is getting drug users to want to
stop using drugs at all. Naltrexone, like disulfiram for
alcoholics, will probably have a limited use in feckless
but well motivated individuals. Doctors generally are
avoiding' the problems presented by drug use by
concentrating on the tiny minority willing to undergo
withdrawal. This is a waste of resources and leaves
untouched the problem our paymasters are asking us
to solve.'

I Willis JH. Unacceptbk face of pnivate practce: prescription of
controled drug to addict. BrMedJ7 1983;287:500.

The leaking labyrinth

Dr J G FRASER (Royal Ear Hospital, London
WC1E 6AU) writes: I was pleased to see the leading
article by Messrs GM O'Donoghue and B H Colman
(26 July, p 221) as it is important that more people
should be aware ofthis treatable cause ofsensorineural
deafness and vertigo. I was, however, disappointed to
see the statement, "There are no specific auditory or
vestibular investigations that will confirm or exclude
the presence of a perilymph leak." This statement was
based on a paper written in 1978 and is no longer the
case. Fraser and Flood described an audiometric test
for suspected perilymph fistulas,' which is now widely
used. The test is based on the fact that part of the
hearing loss is caused by air entering the cochlea in the
presence of a perilymph leak. If hearing is retested
after the patient has lain for half an hour with the
affected ear upwards an improvement in hearing
occurs as the cochlea refills with fluid and the air is
displaced. A positive test gives an extremely accurate
indication of a fistula, which should be closed via a
tympanotomy. A further report described four years'
experience ofusing the test and confirmed its efficacy.2

1 Fraser JG, Flood LM. An audiometric test for perilymph fistula.
JLarngolOtol 1982;96:513-9.

2 Flood LM, Fraser JG, Hazefl JWP, Rothera MP. Perilymph
fistula, four year expenence vith a new audiometric test. J
Langol Owl 19"5;99:671-6.

Mr B H CouAAN (Departnent of Otolaryngology,
Radcliffe Infirmary, Oxford OX2 6HE) replies: The
statement that 'There are no specific auditory or
vestibular investigations that will confirm or exclude
the presence of a perilymph leak" remains true in our
expenence up to and including 1986. Mental aware-
ness, detailed history, and possible exploratory
tympanotomy are the main roads to diagnosis.

Cormction

Efficacy of a new nystatin formulation in oral
candidiasis

An error occurred in this letter by Drs Aileen Burford
Mason and JMT Willoughby (30 August, p 563). The
last sentence of the third paragaph should have read:
"In this laboratory the normal range for healthy
subjects is 0-100 cfu/ml,5"' reference5 being: Burford
Mason AP, Matthews RC, Williams JRB. Transient
abrogation of immunosuppression in patient with
chronic mucocutaneous candidiasis followingvacasna-
dion with Gandida albicans.JlnIfea (in press).
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