
aged 25-59 have a plasma cholesterol concentration of over
5 5 mmol/l.3 Thus dietary advice to reduce plasma cholesterol
concentration is relevant to the general population.

In most patients with moderate hypercholesterolaemia
the plasma cholesterol concentration can be reduced by
fairly simple dietary measures. But if these measures are
insufficient, particularly in patients with plasma cholesterol
concentrations >7-8 mmol/l, general practitioners need to be
aware of the role of drug treatment. Primary prevention is a
priority, but prevention of progression in patients with
established coronary heart disease should also be a goal.
The two main dietary factors that influence plasma choles-

terol concentration are fat intake and energy balance.' In
overweight patients plasma cholesterol concentration usually
falls with loss of weight. A decrease in the intake of saturated
fatty acids, provided mainly by dairy fat and fatty meat, is the
most important element in a diet to lower cholesterol.
Saturated fats should be limited to less than 10% of the energy
intake.5 Their replacement with either monounsaturated or
polyunsaturated fatty acids is effective in lowering low density
lipoprotein cholesterol concentration.6 Most authorities advo-
cate reducing the proportion of energy derived from total fat
from the current average of about 40% to about 30%.2 78
Decreasing the proportion ofenergy from fat much below this
level, although sometimes advocated, has the potentially
undesirable effect of lowering the concentration of high
density lipoprotein cholesterol and decreases the palatability
of the diet. Dietary cholesterol, which is mainly provided
by eggs, has only a small effect on plasma cholesterol concen-
tration.9 Fish oils have little effect on plasma cholesterol
concentration at the doses commonly used and may even
increase low density lipoprotein concentration in some
patients.'0 They are thought to protect against coronary heart
disease by mechanisms independent of plasma cholesterol
concentration. I

A comparison of three diets with 42%, 35%, and 27%
energy from fat and ratios of polyunsaturated to saturated
fatty acids of 0-2, 10, and 10 respectively showed that
dietary change can reduce total cholesterol concentration by
9_19%.12
The study by Francis and colleagues reported on page

1620 probably underestimates the lack of dietary knowledge
among primary care professionals, as they recognise, because
they studied a selected and highly motivated group. They
nevertheless identified several important and commonly held
misconceptions including an exaggerated belief in the import-
ance of dietary cholesterol, confusion about the role of
polyunsaturated fats, a tendency to recommend weight
reducing diets to non-obese subjects, and, in a fair proportion,
an inability to focus on dietary issues relevant to lowering
saturated fatty acid intake; a substantial proportion also
tended to give predominantly negative advice.

Advice about dietary change should not be cast in a negative
light; if it is cast negatively the public will see preventive
activities by health professionals as directed solely towards
prohibiting pleasurable and, until now, culturally accepted
behaviour. Instead, increased consumption of fruit, vege-
tables, and fish should be advocated together with, in non-
obese subjects, replacement of energy from saturated fatty
acids by unrefined carbohydrates and unsaturated fatty
acids.

Dietary changes that will considerably reduce the intake of
saturated fatty acids include: changing to skimmed milk,
eating less cheese and using low fat cheese, changing from
butter or ordinary margarine to a low fat spread or a margarine
high in polyunsaturates, changing from hard cooking fats to
liquid vegetable oils low in saturated fats (rapeseed, olive,
sunflower, safflower, corn, and soyabean oils), and choosing

lean cuts of meat and fish. Grilling rather than frying food can
also be helpful.

Various leaflets, offering information on dietary changes
should be a useful adjunct to verbal advice,'3"-5 but the medical
model ofhealth education that assumes that information leads
to changes in behaviour is too simplistic. Other factors may
also be relevant,16 such as perceptions of vulnerability,
seriousness, benefits, and costs. Cues to action such as the
appearance of a symptom, coverage in the news media, and
illness in a friend may increase the likelihood of change.
The study by Francis and colleagues highlights the gap

between theory and practice and the need for health profes-
sionals to be given clear dietary guidelines for managing
hypercholesterolaemia. Any attempt to produce dietary
change must, of course, be a part of a wider programme that
includes other risk factors such as smoking and hypertension.
The deficiencies in knowledge about diet and coronary heart
disease among general practitioners and nurses suggest the
need for greater emphasis on this topic in both undergraduate
and continuing education.
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Urinary tract infections in men
Investigate at all ages

The urinary tracts of men differ from those of women so it
should be no surprise that urinary tract infections differ
between the sexes. Overall, men have fewer urinary tract
infections despite having a less stringent criterion for diagnosis
(>1IO colony forming units/ml in men compared with >105 in
women). I Different organisms infect men, and the prevalence
of bacteriuria varies at different ages, but the difficulty of
localising infection to the lower or upper urinary tract is
shared in men and women.2
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Four times as many baby boys have covert bacteriuria as
girls,3 and infections, whether causing symptoms or not,
should be thoroughly investigated because of the high pro-
portion of associated urological abnormalities, such as reflux,
stones, and obstruction.' Investigations include ultrasono-
graphy, followed in selective cases by urography and
cystography. Treatment of any infection will depend on the
urinary pathogen and any underlying structural abnormality.
Proteus species and other less common Gram negative bacilli
may be found more often in boys (especially in those who are
uncircumcised)5 and management will require close co-
operation between laboratory and doctor.

Urinary symptoms in men aged between 15 and 55 should
prompt a thorough search for their cause. Cystitis due to
Gram negative or Gram positive organisms is uncommon and
possibly related to the low rate of covert bacteriuria (0-5%),6
but dysuria and frequency with or without urethral discharge
may be caused by urethritis due to Neissenia gonorrhoea,
Chlamydia trachomatis, and possibly Mycoplasma hominis or
Ureaplasma urealyticum. Such patients should be managed in a
genitourinary clinic. Reports from the United States that
urinary infections are more common in homosexual than in
heterosexual men78 have not been confirmed in Britain.9 The
prevalence and incidence of urinary infections among patients
with AIDS are unknown.

Genitourinary tract infections apart, there remains a group
of patients with prostatitis with or without epididymitis
whose condition is difficult to define, diagnose, and manage.'0
The prevalence of prostatitis is unknown, and diagnosis by
the four glass method" is not widely practised. Culture of
prostatic secretions or semen may yield a positive diagnosis.
Most clinicians, however, rely for diagnosis on a combination
of symptoms (backache, fever, frequency, and dysuria),
prostatic tenderness, and positive results on culture of urine
(attempts to culture chlamydia should be made). Treatment is
aimed at achieving adequate antibacterial concentrations of
agents such as erythromycin, cotrimoxazole, or tetracycline
(rather than 3 lactam antibiotics). Treatment should continue
for at least two and probably four weeks. Patients who have
frequent relapses or in whom infection is difficult to clear may
be suffering from "chronic prostatitis" and will require longer
courses of antibiotics or, as a last resort, surgery.
Men with urinary tract infections due to conventional

pathogens should always be investigated as urological
abnormalities are likely to be present.'2 Recurrent infections,
unusual organisms, and early relapse also suggest structural
abnormalities of the urinary tract. Single doses or short
courses of antimicrobial drugs are probably wrong, and
treatment for two weeks is recommended. Patients with
sterile pyuria or haematuria also merit investigations to
exclude tuberculosis, malignancy, stones, and, when appro-
priate, schistosomiasis.
The prevalence of covert bacteriuria increases with age,

approaching one in four men over the age of 70'3 and is even
higher in institutionalised elderly patients."' Predisposing
factors include instrumentation of the urinary tract, prostatic
hypertrophy, the presence of urethral catheters, dementia,
and concurrent infections such as pneumonia. The presence
of infection has prompted studies of long term antimicrobial
prophylaxis,'4 which have concluded that routine treatment,
short term or long term, is not justified in patients with
asymptomatic bacteriuria. Treatment should be reserved for
patients with symptoms, including those with bacteraemia, or
before operations on the urinary tract.
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Desmopressin for enuresis

Useful in the short term

The main disappointment with all drugs for enuresis is that
many children do not benefit from them and those who do'
achieve only temporary dryness. Drugs thus take second
place to the more laborious treatments for enuresis, such as
enuresis alarms' and dry bed training,2 which are of proved
efficacy and commonly produce a long term cure. But for
short term treatment to prove to patients that they can be dry
or to allow them to visit a friend or go on holiday with
confidence desmopressin is worth considering.
Only a few drugs have been shown by controlled clinical

trials to be effective in enuresis.3 These include the tricyclic
antidepressants-for example, imipramine and amitriptyline
-and the antidiuretic desmopressin. The availability of
desmopressin in a convenient metered dose aerosol (for
intranasal application) calls for a reappraisal of its use in
treating bed wetting.
There are at least 24 published trials of desmopressin for

enuresis, and half of these were double blind and randomised
in design. They show that desmopressin is superior to placebo
in reducing the number of wet nights.47 When improvement
occurs it is within a few days after starting treatment.
Only a few patients (12-40%) become completely dry with
treatment,46 although more (up to 80%) derive substantial
benefit.48 Desmopressin seems to remain effective when used
for several months or even years,"9 but immediate relapse on
stopping treatment is usual.568 Intranasal desmopressin is
effective in dosages of 10-40 Ftg a night, a higher dose
sometimes proving effective when lower doses have failed.96
The drug has been used in children as young as 5 years and in
adults. The best response rates seem to occur in children over
9 years.' Desmopressin has an efficacy similar to that of
imipramine'° but less than that ofthe enuresis alarm8- because
of the relapse rate.
How desmopressin helps those with enuresis is uncertain.

There is no doubt that it has an antidiuretic activity, but if
that is its only mode of action it is curious that fluid restriction
alone is rarely beneficial. Interesting work from Denmark
showed that a small group of adolescents and young adults
with nocturnal enuresis had considerably lower nocturnal
vasopressin concentrations than normal controls." But the
suggestion that all children who wet their beds have low
nocturnal vasopressin concentrations does not fit in with
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