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to Mr. Henry Hobbs for pointing out to me
that trachoma is not one of the eye diseases
in which iododeoxyuridine has been found
to be effective. Since those concerned with
the treatment of eye infections might be
misled by my error, I should be grateful if
you would publish this correction.-I am,
etc.,

HENRY HARRIs
Sir William Dunn School of Pathology,
University of Oxford

Vasectomy

SIR,-While I greatly enjoyed the article on
Vasectomy by Mr. David M. Wallace and
Mr. Peter Riddle (9 October, p. 100), I
disagree with their reasons for using general
anaesthesia.

In a personal series of 700 vasectomies out
of 2,000 done at the Marie Stopes Clinic
since November 1969, all under local
anaesthesia, I have found that:
No patient can watch the operation as

there is no system of two-way mirrors.
The handling of the vas does not cause

discomfort as one tends to be gentler using
the local method of anaesthesia.
The patients are allowed to return to work

(unless they do heavy lifting) either the
same day or the next day, and I think that
half-an-hour's rest is quite sufficient in nearly
all cases.
There is no evidence that haematomas are

more common under local anaesthesia, the
incidence being 1 5 °,h in my series.
The cross-over technique may be more

difficult under local, but as these patients
are not interested in reversibility, it surely
eliminates the very slight risk of life asso-
ciated with general anaesthesia.-I am, etc.,

N. A. REGAN
Marie Stopes Clinic,
London W. 1

Taking Medicines during Ramadan

SIR,-An important matter arises for all
doctors in treating Moslem (= Muslim,
Mohammedan) patients during the 30-day
fast of Ramadan. Ramadan is a fast which
slowly moves year by year completely round
our Julian calendar. In 1971 it began at
dawn on 20 or 21 October.

In brief, during the period of Ramadan
most Moslems will not eat, drink, smoke, or
allow anything to enter the body from the
break of dawn until sunset, including
medicines. In practice, this means that drugs
which are effective if taken three or four
times a day may not be taken in the manner
intended by the prescriber. The practical
solution is to prescribe alternative prepara-
tions of drugs where these are available, so
that they may be taken in single or twice
daily doses before dawn or after sunset.
The regimen of many standard drugs and
preparations can often be rearranged to fit
this pattern.

Particular caution is necessary when pre-
scribing antidiabetic drugs before a period
of fasting. Other drugs, such as antibiotics
(including antituberculous drugs), anti-
coagulants, anticonvulsants, hypotensives, and
steroids may require careful thought.-I am,
etc.,

NEVIL SILVERTON
Leeds,
Yorks

Renal Tubular Acidosis

SIR,-Renal tubular acidosis associated with
hypergammaglobulinaemia has recently been
reported in a number of non-organ-specific
autoimmune diseases.'-3 We have recently
investigated such a patient who showed a
number of features of interest.
The patient is a 33-year-old woman who

has had six episodes of a febrile illness over
the course of the last five years. These
episodes have lasted from 10 days to six
weeks and have been associated with lympha-
denopathy, joint stiffness, hypochromic
anaemia, and a non-specific erythematous
rash. She attended this hospital during the
most recent episode (December 1970) when
the features described above were noted and
in addition she was found to have consider-
able synovial swelling involving both knees,
wrists, and metacarpo-phalangeal joints.
Her Hb was 114 g/100 ml; W.B.C. 6,200/

mm3; E.S.R. 105 mm in 1 hour; plasma
electrolytes Na 127 mEq/l, K 2-8 mEq/l,
Cl 100 mEq/1, and her HCO3 14 mEq/1.
Blood urea 14 mg/100 ml; pH arterial blood
7-37; standard bicarbonate 18 mEq/1. Rheu-
matoid factor (by R3 agglutination)-positive
at 1/2048. Antinuclear factor positive 1/1000
(homogenous). Circulating antibodies to
mitochondria, smooth muscles, salivary gland,
gastric parietal cells, and thyroid components
were not detected. Immunoglobulin concen-
trations at that time and also before and
after this episode are shown in the Table.
Liver function tests were normal. Creatinine
clearance was 76 ml/minute. There was no
proteinuria or glycosuria and urinary amino-
acid chromatography was normal. Comple-
ment as BiA was 65 mg/100 ml.

Immunoglobulin Concentrations before, during, and
after the Acute Episode

Date 21.8.70 19.12.70 21.4.71

IgA mg/100 ml
Normal 125-425 .. 405 193 281

IgG mg/100 ml
Normal 500-1600 .. 1700 1360 1870

IgM mg/100 ml
Normal 47-170 .. 112 106 119

Within a week the electrolytes had re-
turned to normal on no specific therapy. Six
and a half hours water deprivation4 showed
failure to raise urinary osmolality on the face
of a significant rise in plasma osmolality. On
standard ammonium loading1 with a mid-
point serum pH of 7-29 the urine pH did not
fall below 6-1.
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Four weeks after discharge from hospital
the patient developed the features of the
sicca syndrome and this was confirmed by
Schriemer test. The patient at this stage
started to develop a metabolic acidosis which
responded to treatment with bendrofluazide.6
A renal biopsy showed multifocal infiltration
of the interstitial tissue by lymphocytes and
plasma cells; the glomeruli and tubules
appeared normal.

Renal tubular acidosis is not infrequently
associated with hypergammaglobulinaemia
and has been reported to occur in 20-25%
of subjects with the sicca syndrome.2 This is
mainly the result of a distal tubular defect.
Its severity does not correlate with immuno-
globulin concentration.7 Renal biopsies have
been carried out in some subjects and have
shown peritubular infiltration with lympho-
cytes and plasma cells.' 2 The available
evidence suggests that the renal tubular
acidosis is not due to filtered immuno-
globulins.7 The mechanism of the tubular
acidosis is uncertain, but it is noteworthy that
Talal et al.2 observed granular deposits of
IgG in the cytoplasm of the tubular cells in
two of their patients.

It is of interest that the patient reported
here demonstrated a failure of urinary acidi-
fication and an inability to concentrate the
urine at a time when the circulating IgG and
IgA concentrations fell significantly (Table).
This observation has not been recorded pre-
viously, and it is possible that this reduction
in circulating IgG and IgA concentration
resulted from the deposition of immuno-
globulin in the renal tubules. The factors
which might initiate such a reaction are un-
certain. It was unfortunate that our biopsy
material was unsuitable for immunofluores-
cent studies.-We are, etc.,

N. R. FARID
D. C. EVERED

Royal Victoria Infirmary,
Newcastle upon Tyne
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