
important. It is cheap, easily performed, and will
identify patients who have a rapidly reversible
cause for their neurological disorder.
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Ear, nose, and throat
symptoms in subacute
Wegener's granulomatosis
SIR,-The paper by Dr D P D'Cruz and col-
leagues' raises several interesting points that
deserve comment. I have experience of 57 patients
with Wegener's granulomatosis who also had
symptoms and signs relevant to the ear, nose, and
throat, although all except three also had lesions
elsewhere in the body. Each was treated with a
combination of oral prednisolone and azathioprine;
one died three years after treatment from glo-
merulonephritis in a badly damaged kidney.
None of these 57 patients had side effects

attributable to azathioprine in contrast to the 50%
ofDr D'Cruz and colleagues' patients who had side
effects with cyclophosphamide. The term "total
remission" should be used with care (no duration
times are included in their paper) as one woman,
whom I first treated at the age of 16, eventually had
two normal pregnancies while in "remission" and
six years later suffered a near fatal pulmonary
recurrence when she was pregnant again. Fortu-
nately, her condition was controlled, and last week
I removed the tonsils of her first born.
As yet I have not published this comprehensive

series of patients who were treated over 24 years as
I thought that the numbers were too small.
Obviously this was a mistake as the advantages of
azathioprine over cyclophosphamide seem to be as
yet unappreciated-except by patients.
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SIR, -We would like to add our experience of the
presenting features of 42 patients with Wegener's
granulomatosis to that of Dr D P D'Cruz and
colleagues' 22 patients. '
The mean age at presentation of our patients was

49 4 years (range 15-72 years) and the mean time
from onset to diagnosis was 23 weeks (range three
days-four years). The prevalences of involvement
at presentation were as follows: renal 26 (62%);
nasal cavity and paranasal sinuses 22 (52%);
pulmonary 21 (50%); ear 10 (24%); skin eight
(19%); joints eight (19%Yo); mouth and oropharynx
five (12%); nervous system four (10%); eye three
(7%); larynx two (5%); and others five (12%). Five
patients presented with lesions of their ear, nose,
and throat system alone. Of 29 biopsy specimens
taken from an ear, nose, and throat site, only 12
enabled a definitive diagnosis to be made.
We therefore agree that renal disease need

not necessarily be a presenting feature and that
disease of the ear and throat occurs perhaps more
commonly than is widely appreciated. The classic
histopathological picture of granulomatous vas-

culitis, however, is often absent in biopsy
specimens from these sites.2 With the introduction
of the antineutrophil cytoplasmic antibody assay
the diagnosis hopefully can be made earlier, even
when the ear, nose, and throat biopsy is not
pathognomonic, and referral to a lupus arthritis
research unit may be unnecessary.
We disagree with the term subacute Wegener's

granulomatosis used by the authors and prefer
instead the concept of a limited form of the disease
as proposed by Carrington and Liebow3 and
substantiated by Cassan et al.4
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SIR,-In the article on ear, nose, and throat
symptoms in Wegener's granulomatosis Dr D P
D'Cruz and colleagues' rightly draw attention to
the fact that this condition may present with
symptoms of the ear, nose, and throat before
progressing to systemic manifestations. Emphasis
on the delay in giving adequate treatment was
highlighted by their finding of a mean period of 3 6
years from the presentation of original symptoms
to making the final diagnosis.
A previous article2 drew attention to the need for

vigilance and suspicion of an underlying systemic
vasculitis in cases of unremitting otitis media. Two
patients recently presented to our department with
evidence of secretory otitis media with effusion and
an apparent mixed sensorineural and conductive
hearing loss. The first patient was an 18 year old
man whose mean bone conduction over four
frequencies (500 Hz, 1 KHz, 2 KHz, and 4 KHz)
was 65 dB. The second patient was a 57 year old
man whose mean bone conduction was 70 dB. In
the first patient the diagnosis became clear when he
developed renal failure over four weeks. In the
second patient the diagnosis was made when he
developed renal failure 18 months after presenting
with otological symptoms. Both had dramatic
improvement of the sensorineural loss, their mean
bone conduction falling to 30 dB. In the second
patient this may represent pre-existing ear disease,
as he had a grade III pars tensa retraction pocket in
one ear. The treatable causes of sensorineural
hearing loss are few, and for the long term well-
being of the patient preservation of hearing is of
enormous importance. The reversibility of sensori-
neural hearing loss in Wegener's granulomatosis is
well documented.4
The delay in starting adequate treatment in our

two patients emphasises that the diagnosis of
Wegener's granulomatosis should be a clinical
one. Reliance on any particular disease pattern is
unsound.' This is especially so in ear, nose, and
throat manifestations as secondary infection of the
middle ear or the paranasal sinuses, or both, may
lead the investigating clinician astray. He or she
may believe erroneously that such infection is the
primary problem. Reliance on specimens obtained
for histological confirmation is also unsafe as the
results are inconclusive in up to 50% of cases, even
in patients with renal involvement.6 Histological
specimens were not helpful in our patients, and it
would be erroneous to suggest that the biopsy
specimens in this condition give inconclusive

results simply because of difficulties in gaining
access to the affected site of inflammation. Hopes
that a serological test such as that employing
antineutrophil cytoplasmic antigen7 would be
specific for Wegener's granulomatosis have not
been realised. In both our patients the results of
this test were negative. False positive results are
also known to occur.
The clinical impression of an ill patient with

a raised white cell count, anaemia, and a con-
siderably raised erythrocyte sedimentation rate
certainly points to an underlying systemic disorder.
Treatment with steroids alone allows progression
of the disease, albeit at a reduced rate. Dramatic
improvement was seen in our patients with the
addition of cyclophosphamide. This drug may
have to be given in the absence of absolute
confirmation of the diagnosis.
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Surgeons and trauma care
SIR, -I recently suggested that accident and emer-
gency specialists have a central role in the resusci-
tation of victims of major trauma.' This is not to
say, as implied by another correspondent,2 that
other practitioners are "lacking" in this or any
other regard. Major trauma has not been uniformly
well managed in the past,' and defence of erstwhile
systems and standards is inappropriate.
No one disputes that rapid intervention by

senior surgeons saves lives after trauma.4 Despite
this, or perhaps because of it, general surgeons
may not be best placed to supervise the totality
of the resuscitation effort. Consultant led resus-
citation produces unexpected survivors among
seriously injured patients. The most important
actions contributing to this are not surgical proce-
dures but the administration of anaesthetic drugs
to permit intubation and elective ventilation.'

Accident and emergency consultants are best
suited to direct the coordinated approach to
acutely injured patients for the following reasons.
Firstly, they are likely to be available and free from
other duties. Secondly, they interact constantly
with all relevant specialists, notably in critical care.
Middle grade staff often rotate between the two
departments, and access to intensive care beds
presents no problem to consultants working in this
kind of environment. Thirdly, continuity of care is
at least as important in the earliest stages of trauma
care as it is later on. These begin immediately after
injury and comprise the rapid response to the
incident, extrication, field stabilisation, and expe-
ditious transfer to definitive treatment. Many
accident units operate a flying squad system to
deliver resuscitation skill to the scene of a serious
accident. Once back in the resuscitation room
continuity is assured by the rescuing doctor retain-
ing his or her responsibility for the patient.
The 200 full time consultants in accident and

emergency in Britain receive in their departments
about two million injured patients a year. In
addition, there are many thousands of victims of
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