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Hypotensive Reaction after, Propanidid

and Atropine
SIR,-Dr. B. Kay's letter about a hypoten-

sive reaction after propanidid and atropine
(16 August, p. 413) would at first sight
appear to describe an extreme form of the
exanthematous rash commonly seen in chil-
dren after atropine. In both the cases
quoted, atropine was given immediately prior
to the induction with propanidid, and this
may suggest that the reaction was, at least
partly, due to the atropine and not pro-
panidid. However, atropine is not an essen-
tial prerequisite for this type of reaction. In
a recent case' the circumstances were very
similar to those described by Dr. Kay, but
atropine was not given at any time. The
reaction was almost identical, with two
notable exceptions: it began with sudden
severe abdominal pain, and progressed to
clinical cardiac arrest.
The literature reveals only four other cases

of such severe reaction to propanidid, and at
least one of these did not receive atropine. '

In the more recent cases, one by Desai,4 the
two reported by Kay, and one of my own,
there is a striking similarity in the circum-
stances. All were sick children who required
operative evacuation of collections of pus.
The fact that identical reactions can occur
when propanidid is given alone makes it
highly unlikely that atropine is the agent
responsible. Sensitivity tests with propanidid
have so far failed to demonstrate any hyper-
sensitivity or allergic phenomena, but this
does not rule out the possibility of an allergic
mechanism being the cause.

It is interesting to note that five of the
eight cases so far observed had received pro-
panidid some two to three weeks previously
with no untoward effect, and also that two
of these cases did not receive atropine.-I
am, etc.,

GWYN JOHNS.
Royal Infirmary,
Derby.
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Drug Seeker

SIR,-As a house physician I have recently
come into contact with a patient seeking
drugs. As this patient has certain charac-
teristics which make him easily recognizable,
I feel it would be useful to give an account
of him for the benefit of 'other doctors.
The patient consistently gives his name as

Michael Lannon, born on 10 June 1931. He
is blind, with artificial eyes, and states that
this resulted from an injury to the right eye
after an accident seven years ago. He is
exceedingly acute of hearing, and is able to
distinguish common tablets by touch. He
says that he has just finished training as a
physiotherapist.
The presenting symptom on admission was

severe chest pain radiating to the left arm,
not relieved by trinitrite tablets. This was
also his complaint when admitted to Mount
Vernon Hospital one month previously. It
became increasingly apparent that his
demands for morphine were excessive, and

he said he felt very strongly that no one
believed that he had pain. This was part of
a general impression he tried to create that
he had had a very hard life and that he
deserved great sympathy.

Clinical examination was normal, but the
E.C.G. showed evidence of ischaemic
changes: inverted and flat T waves in V3-6,
unchanged since his admission to Mount
Vernon.

I hope this will assist anyone else who has
contact with this man.-I am, etc.,

M. E. GILL.
Mildmay Mission Hospital.

London E.2.

Potassium Supplements
SIR,-With reference to the recent articles

and correspondence on potassium supple-
ments, there can be little doubt about your
views on potassium supplements-particu-
larly the slow-release type. However, the
important point, in my opinion and possibly
that of some of your readers, is the one that
" resin-based tablets may pass through the
gut unchanged" expressed by your author
in the " Today's Drugs" article (17 May,
p. 431), which mistakenly referred to " resin-
based tablets" instead of "wax-based
tablets."

Despite your subsequent footnote (12 July,
p. 118), stating simply that the term "resin-
based" was inaccurate, without indicating
the correct term intended by the author, and
your latest statement of editorial opinion
(23 August, p. 457), it is doubtful whether
your readers have really had an opportunity
to realize or consider the significance of the
author's intended statement.

If the author's original viewpoint has not
now changed I think it would help to clarify
the situation if his intended statement were
now correctly published, when you as
Editor, and other practising physicians, and
perhaps Messrs. Ciba could quite properly
discuss and possibly counter any evidence the
author might produce to support his state-
ment.-I am, etc.,

R. D. WISHART,
Managing Director,

Hove, Sussex. Cox-Continental Ltd.

*** The author of our " Today's Drugs"
article writes: " I must admit to using
'resin' imprecisely to refer to inert-base
tablets. Of the available such tablets Slow-K
is probably the best, and it is reassuring to
know that the potassium it contains is freely
absorbed (12 July, p. 118) despite the occa-
sional appearance of tablet 'ghosts' in the
faeces. Not all patients like the tablets, how-
ever, and only long-term studies will prove
their complete safety in respect of gastro-
intestinal irritation. I have used varnished
potassium chloride tablets for many years
without ill-effect, but it would seem on
general grounds safer to use some form of
slow-release preparation.
"The real bugbear of potassium therapy

in the treatment of hypertension is that the
preparation, whatever it may be, has to be
continued for the patient's life-span, which
with modern treatment may be 20 years or
more. It is for this reason that it seems best
to manage without. a formal potassium supple-
ment, provided that the patient can keep his
dietary potassium sufficiently high. Long-

term potassium therapy needs to be accept-
able to the patient as well as safe. I have
been impressed by the good patient accept-
ance of the various effervescent forms of
potassium chloride, but this may be just the
attraction of novelty, and in long-term use
it may well turn out that a preparation such
as Slow-K is the best drug."-ED., B.M.Y.

Hyperaldosteronism
SIR,-Your leading article entitled " Man-

agement of Primary and Secondary Hyper-
aldosteronism " (23 August, p. 427) over-
looked an important distinction between the
high dosage of spironolactone employed
diagnostically in the hypertensive patients
described by Spark and Melby' and the lower
dosage employed therapeutically by Cranston
and Juel-Jensen' and Winer et al.' This may
give the erroneous impression that the side-
effects observed at high dosage occur fre-
quently at the much lower dosages employed
in the management of essential hypertension.

Spark and Melby' administered 400 mg.
of spironolactone per day primarily in the
context of a diagnostic test rather than for
therapeutic purposes. Your leading article
barely touched upon the main point of their
publication, which was that the blood pressure
response to high dosage spironolactone
therapy for about four weeks is useful in
distinguishing primary from secondary aldo-
steronism in hypertensive patients with over-
production of aldosterone, and accurately pre-
dicts their response to adrenal surgery.
Though surgery is the treatment of choice

in most patients with primary aldosteronism,
spironolactone can be usefully employed in
their preoperative management and prepara-
tion,`' and can be used in the long-term
management of those unable or unwilling
to undergo operation.' Spark and Melby'
mention several patients who were managed
in this way for up to six years. The dosages
needed for long-term management are not
always as high as those employed diagnosti-
cally, which are doubtless intended to cater
for the more extreme states of aldosteronism
which may be encountered. Satisfactory blood
pressure control can be obtained with about
200 mg. of spironolactone per day in some
cases,' and its side-effects do not invariably
preclude its long-term use.-I am, etc.,

M. J. TIDD,
MedicoA Department,

G. D. Searle and Co. Ltd.
High Wycombe.

Bucks.
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**a Though both Cranston and Juel-
Jensen and Winer, Lubbe, and Colton have
found that a slight fall in blood pressure
may be produced by spironolactene, there
appeared no clear advantage over diuretics
and potassium supplements, which are
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