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and was a consequence of the bacteraemia
and, hence, of the primarv infection. The
fact that meningitis, once established, did
not respond to therapy with cephalothin is
a reflection of the low and erratic penetra-
tion of the antibiotic into the cerebrospinal
fluid. There is absolutely no evidence to
suggest that the meningeal infection was
truly a "fresh infection" or, indeed, that it
was 'antibiotic induced."
The second misconception also occurs in

the first paragraph. The comment is made
that "apparently cephalothin is the only
antibiotic against which this accusation can
be levelled." This view is not shared bv
Mangi et al.,' who state that "meningitis is
a possible complication when septicaemia is
treated with any antibiotic that does not
easily pass the blood brain barrier. A high
degree of suspicion of meningitis is
warranted for anv Datient with bacteraemia
who does not respond to cephalothin or any
other antibiotic with moderate cerebrospinal
fluid penetrance." Even a superficial review
of the literature shows that meningitis de-
veloping during aporopriate antimicrobial
therapy has been reported for other anti-
biotics-for example, tetracycline,5 penicillin,6
lincomvcin, colistin.Y In fact, a series of 60
children had received such antibiotics as
penicillin, tetracvcline, ampicillin, ervthro-
mycin, and sulphonamide for respiratory
tract infections, etc., prior to the develop-
ment of meningitis.9 There is, therefore,
nothing unusual or uniaue to cephalothin in
this complication. Furthermore, the leader
writer chose to ignore Mangi and colleagues'
comments regarding such contributing
factors as trauma due to lumbar puncture as
a mechanism introducing bacteria into the
spinal fluid in three patients; debilitating
disease with orobable diminishing host re-
sistance in four; and rather low cephalothin
dosage in two.
The conclusion in the leading article-

namelv, "what is in auestion here is not the
treatment of meningitis but that of infections
located elsewhere which may apparently be
followed by meningitis if cenhalothin is used
in their treatment," requires clarification.
Since cephalothin was introduced many
millions of patients have been treated with
it in many countries of the world. During
that time the concomitant occurrence of
meningitis has been mentioned in four re-
ports involving a total of eight patients.
It would be quite illogical to restrict the use
of cephalothin for this reason.

Finallv, the article refers to two reports"1' It

from Paris and Rouen respectively, in
each of which three patients are described
who developed renal failure during treatment
with cephalothin and gentamicin. As
gentamicin is known to have nephrotoxic
potential12 it is difficult to determine what
role, if any, cephalothin plaved in this
matter.-I am, etc.,

W. I. H. SHEDDEN

Director, Medicine, Research and Development,
Lilly Research Centre Ltd.
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%* Few readers are likely to accuse us of the
first of these "misconceptions." We wrote
that four of these five patients had positive
blood cultures, and that the same organism
caused the subsequent meningitis. This in-
fection was clearly "fresh" only in the sense
of its new location. As regards the second,
there are naturally many instances in which
meningitis has developed during treatment
with other antibiotics, but if the cases de-
scribed by Mangi and his colleagues were
not at least unusual, if not indeed unique,
why should they have been considered
worthy of publication in a leading American
journal? Their essential feature is the very
short interval elapsing between the start of
treatment and the onset of meningitis.
-ED., B.M.7.

Hypomagnesaemia after Parathyroidectomy

SIR,-Having had a similar experience to
that described by Dr. C. T. A. Jones and
others (18 August, p. 391) we wish to con-
firm their suggestion that hypomagnesaemia
should be regarded as an important develop-
ment after Darathyroidectomy in patients
with bone disease in hyperparathyroidism.
Our patient, a man aaed 35, presented

early this vear with pathological fractures.
Radiologically there were characteristic
changes of hynerDarathvroidism and gross
demineralization. Serum calcium concentra-
tion was 7.3 mEqjl., with total protein
6-9 g/ 100 ml, plasma phosphate 0 9 mg/
100 ml, serum magnesium 1-4 mEq/l., and
serum alkaline phosphatase 414 1U/l. Serum
parathyroid hormone concentration was
13-8 ng/ml. A carcinoma of the left upper
parathyroid gland was excised (Mr. C. W. A.
Falconer).
As a rapid fall in serum calcium was

anticipated, a single dose of 15 mg of
calciferol was given intravenously immedi-
ately after the operation and calcium
gluconate was infused intravenously in an
amount eauivalent to 20 g of elemental
calcium in five davs. Mild symptoms of
paraesthesiae in the extremities and around
the mouth appeared when oral calcium
(Sandocal) was substituted. These symptoms
became more severe, with a positive
Chvostek's sign and occasional spontaneous
facial twitching, despite increasing the oral
calcium intake to the equivalent of 12 g of
elemental calcium daily along with 2-5 mg
daily of oral calciferol. On the 20th day he
developed dvsarthria and weakness of the
right lower face when the serum calcium
level had fallen to 2 5 mEa/l.. with serum
magnesium 1 15 mEq/l. Intravenous calcium
gluconate (20 ml of 10", solution) raised the
serum calcium to 3 3 mEaql. but had little
effect on the sym-ptoms. The dysarthria and
facial weakness disappeared immediately
after the intravenous injection over two
minutes of 500 mg of magnesium chloride.
Intravenous infusion of magnesium chloride

and calcium gluconate was maintained for 48
hours and then oral magnesium (Sandoz
Ltd.) and calcium (Sandocal) were given.
Despite the subsequent fall of serum calcium
concentration to a level at which a Positive
Chvostek's sign with moderate paraesthesiae
had previously occurred, tihese features did
not return, possibly because the serum
magnesium was now normal.
We would therefore support the conten-

tion implied by Dr. Jones and his colleagues
that it is important to monitor the serum
magnesium concentration after parathyroid-
ectomy for hyperparathyroidism in patients
with -betpe disease. We hope to publish a
more comPlete account, including balance
data, in the future.
We wish to thank Dr. J. L. H. O'Riordan for the

parathvroid hormone assav.

-We are, etc.,

R. D. M. SCOTT
J. A. STRONG

Universitv Department of Medicine,
Western General Hospital.
Eiinburgh

Incidence and Prevalence

SIR,-It is apparent that the author of your
leading article "Screening for Glaucoma"
(8 September, p. 511) has regrettably failed
to realize that the terms "incidence" and
"prevalence" are not synonymous.

Prevalence covers all cases detected at a
designated time in a certain population,
whereas incidence im9lies new cases occur-
ring during a defined period of time in a
certain mpulation. Thus the 55 cases de-
tected from examining a population of 5,941
on a single occasion (a cross sectional or
point prevalence study) represents a pre-
valence (not incidence) of 0.93',.
However, the five new cases detected from

following up 212 persons over five to seven
years (a prospective, follow-up, or longitu-
dinal study) represents an incident of 2-63(,
(presumably allowing for patients lost to
follow-up).-I am, etc.,

Ross ULMAN
London N.3

Impatient Patients

SIR,-One appreciates Dr. J. Mahmood's
(8 September, p. 546) over-sensitivitv and
possible frustration at the mini-epidemic of
patients requesting referrals for investigation
before asking his advice on diagnosis and
treatment. Granting these desires and then
having the patient removed from his list is
certainly one possible remedy, as Dr.
Mahmood suggests. Another possible ap-
proach is to out the patient at ease by
agreeing to all the demands for investiga-
tions, or pills and opinions, and then gently
coax out the reasons for these requests. This
can be quite revealing and rewarding to both
doctor and patient, and usually dispenses
with the need for anv tests, potions, or
opinions. (Description before prescription.)
Should however the patient be correct in
his guess he can be complimented and
appropriate tests, or therapies, instituted.
Though this approach takes longer

initially, the doctor fulfils his role as teacher
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