
because of an increase in the serum cholesterol concentration
-particularly in that of the low density lipoprotein fraction.'5
Most of the evidence suggests that this increase in low density
lipoprotein cholesterol concentration is short term, and the
cholesterol concentration falls to baseline concentrations or
below in the long term. 416 17

Thiazides cause other adverse effects, and a recent observa-
tion was that of impotence in men taking thiazides in the
Medical Research Council trial.9 Perhaps as a result the
quality of life in patients taking thiazide diuretics may be
inferior to that of patients taking propranolol.'8 Sodium
depletion is rarely a problem in patients taking thiazide
diuretics alone but may be a problem in patients, particularly
in elderly patients, if given together with amiloride-usually
as Moduretic.56
A diabetogenic effect of thiazides was suspected soon after

their first clinical use.'9 Worsening of glucose tolerance may
occur with long term use of thiazides20 and seems to be greater
with the longer acting members of the class-for example,
clopamide.2' Diabetes may also occur in patients taking loop
diuretics, but clinical problems are unusual with both groups
of diuretics. Gout is, however, a common adverse effect of
thiazides and other diuretics; but though half of all patients
taking thiazides have hyperuricaemia, less than 2% of
patients suffer from clinical gout.22 Rashes are occasionally a
problem with thiazide diuretics, but only loop diuretics seem
to cause ototoxicity.56 Clinical problems may arise when
diuretics are given with non-steroidal anti-inflammatory drugs
as these drugs blunt the hypotensive effects of thiazides.29

This liturgy of side effects may persuade some clinicians to
stop prescribing thiazides for patients with hypertension, but
there are benefits besides the obvious diuretic or hypotensive
effect. Thiazides reduce the urinary excretion of calcium
(unlike loop diuretics, which increase it),56 and there are
suggestions that thiazides reduce the rate of recurrence of
urinary calculi.24 Nevertheless, further trials are needed. Two
recent studies, however, have shown a reduced incidence of
hip fracture in elderly patients receiving long term treatment
with thiazides.'526

Overall, the risk:benefit ratio for thiazides still favours the
drugs. We should aim at using the lowest possible dose, as
there is a flat dose response curve.27 It should rarely be
necessary to use more than 2 5 mg of bendrofluazide a day.
We should be alert to the possibility ofhypokalaemia and take

avoiding action either through the diet or the use of potassium
sparing diuretics. Combined preparations of thiazide with
potassium rarely help.56 Finally, we should remember that in
large parts of the developing world thiazide diuretics offer the
only cost effective way of treating hypertension.
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The mental health of Asians in Britain

Little disease or underreporting?

Any general statements on the mental health of British Asians
are hard to sustain, given the cultural heterogeneity, range of
length of settlement in Britain, and variation in eagerness
towards (and success in) assimilating into Western culture.
Nevertheless, some 50 papers and several reviews have
discussed the mental health of people in Britain whose origins
lie in the Indian subcontinent, and these suggest that less
mental illness is found among most groups of British Asians
than might be expected.'13 The competing explanations are
that British Asians genuinely experience less mental illness,
that general practitioners are less good at identifying or
treating mental illness in their Asian patients, and that Asians
are reluctant to present with such illnesses.
There is evidence to support the suggestion that British

Asians have less mental illness than the indigenous popula-
tion. Despite evidence from small studies to the contrary45
Asians seem to consult their general practitioners more
frequently than do native Britons,69 but these high consulta-
tion rates do not apply when mental illness alone is consid-
ered.9 Referrals to one east London child psychiatry service,
for example, included remarkably few Bengalis."0 Moreover,
a considerable body of evidence shows that British Asians
have low levels of neurotic traits or psychiatric symptoms.' 11-15

Possibly, however, general practitioners are simply not
recognising mental illness in their Asian patients. Such a
failure may be part of a wider failure to communicate between
British doctors and Asian patients.'617 One study discovered
that general practitioners find it harder to recognise psychi-
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atric symptoms in patients of Asian origin, possibly because
the patients are more likely to present symptoms somatic-
ally."8 Another found that this failure applied to anxiety but
not to depression. 19
An alternative explanation is that general practitioners

recognise signs of mental illness but think it inappropriate to
treat or refer patients and leave this to other agencies. Such
behaviour may not be confined to general practitioners born
and trained in Britain. Those trained in the Indian sub-
continent and practising in Britain are less likely than their
British counterparts to think it appropriate for patients to-
consult with family problems and may overtly or tacitly
discourage patients with such problems from attending.20
Psychiatry has low status within medical education in India,2"
and one study has shown that general practitioners in India
can identify only a quarter of probable cases of psychiatric
morbidity.22
A widespread view is that much illness, particularly mental

illness, remains managed within the Asian family. No attempt
has been made to test this idea, although the belief affects
action: general practitioners, for example, are inhibited from
referring Asian patients to district nursing services.23 Never-
theless, some evidence supports the idea. Bengali children
referred to a child psychiatry service in east London presented
a narrower range ofproblems than white children.' This may
indicate Asian patients' unwillingness to proceed to further
treatment, especially that requiring admission to hospital,
which is seen as a mark of serious illness.62425 Referral to a
psychiatrist may affect marriage prospects.26
Some patients may be shielded from medical care more

than others. Studies of general practitioner consultation rates
suggest that contact is particularly inhibited for women,7-9
who seem to be uncertain of expectations in a doctor-patient
relationship,27 especially when the general practitioner is a
man.28 Many requests to a phone-in advice service for ethnic
minorities were from women with severe life crises who were
seeking the help of a woman doctor.29
An additional reason for low presentation rates for mental

illness is that ideas of psychological causation of illness are
poorly understood within Asian cultures."24 3031 Moreover,
treatment by general practitioners for conditions such as
depression and anxiety has become commonplace only in the
last generation, and it is hardly surprising if older Asians
behave differently in seeking help for such conditions.32
Patients may sidestep conventional medical services and
prefer to approach hakims or other alternative healers, but
there is little evidence that this happens on a major scale.2 33 34
Mentally ill British Asians may, however, travel to Asia for
treatment: almost a quarter of those from one sample who had
visited the subcontinent had visited an Asian healer while they
were there.33

Although British Asians may thus show both genuinely low
rates of mental illness and a tendency to underreport mental
illness, their prevalence of mental illness will probably
gradually reach national levels, both overall and for particular
diagnoses. In the meantime Asian patients may need encour-
agement to express their emotional problems in psychological
terms and doctors need to develop a greater sensitivity in
recognising them.
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Atherosclerotic renovascular
disease
Remediable cause ofrenalfailure in the elderly
Renovascular disease has long been recognised as a cause of
hypertension and renal impairment,'2 but the syndrome
consists of two quite different conditions with few common
features.
A young woman with renal artery stenosis as the cause

of her hypertension will most commonly have an artery that
has been narrowed by medial hyperplasia. The less commonly
recognised variant is the older patient with widespread
vascular disease and hypertension in whom the renal artery
or arteries have been narrowed by atherosclerotic disease.
Atherosclerotic renal artery stenosis has a high likelihood of
progression to occlusion and a40% probability ofdevelopment
of contralateral stenosis within four years.34 In contrast to
medial hyperplasia, therefore, atherosclerotic renovascular
disease often presents when a significant stenosis has developed
in a solitary kidney, the other kidney having previously and
silently lost function owing to renal artery occlusion.5

Recent studies have confirmed the high prevalence of
atherosclerotic renal artery stenosis in the elderly population.
In one study 39 of 106 patients presenting with hypertension
and renal impairment and in another 14-% of patients over the
age of 50 presenting with advanced renal failure had renal
artery disease as the underlying cause.56 Furthermore, half of
the patients with advanced renal failure were being treated
with an angiotensin converting enzyme inhibitor when renal
failure developed. The action of this group of drugs in
precipitating acute renal failure in patients with bilateral
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