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find the lowest effective dose of this compound in
psoriasis. All seven patients were 60 or older and
had classic plaque type psoriasis. Only one of the
patients found the cyclosporin mixture unaccept-
able and had to be withdrawn from the trial.
Others showed a rapid response to the treatment,
requiring 1 mg cyclosporin A/kg body weight for
the first month to control the rash, although later
the dose had to be raised in some cases to 3 mg/kg
body weight. The patchy psoriasis cleared rapidly
in all cases and then relapsed equally rapidly when
treatment was stopped. Careful records of the main
haematological variables and the biological profile
were kept. As expected, no effect was observed on
the blood picture, but a rise in blood urea and
serum creatinine concentrations occurred in all
cases. | believe it is important to note the rapid
relapse after treatment is stopped, in contrast to
the sometimes long remissions achieved with tradi-
tional local tars and dithranol.

If cyclosporin becomes an accepted long term
treatment for psoriasis the effect on renal function
should be carefully monitored and the drawback of
the rapid relapse on withdrawal of the drug should
be appreciated.

D B BROOKES

Furness General Hospital,
Barrow in Furness,
Cumbria LA14 4LF

Low dose maintenance medication for
schizophrenia

SIR,—The conclusion by Professors Rahul
Manchanda and Steven R Hirsch (30 August,
p 515) that the results of low dose maintenance
medication research are encouraging and that this
approach should now be tried in the outpatient
management of patients with chronic schizo-
phrenia is both premature and incautious.

It is correct that Marder et al reported an equal
effect of 5 mg and 25 mg for fluphenazine de-
canoate at 12 months,' but during the second year
the low dose group become significantly dis-
advantaged with a wide separation of the survival
curves after 15 months (Marder JR, American
Psychiatric Association meeting, 1985). The ap-
parently equal outcome at 12 months may have
been an artefact of the entry procedure into the
trial since most relapses in the standard group
occurred within the first three months and stabi-
lisation on the trial dose schedules may not have
been achieved at that time.

I have personal knowledge of two further low
dose trials in the process of publication and neither
supports the adoption of the low dose prescription.
Our own study confirms the significantly increased
risk of relapse shown in the trials of Kane et al? and
Marder et al but, more importantly, suggests that a
minimum follow up ot two to three years is
required for any valid conclusion. Even the ap-
parent short term gain of reduced total medication
may be false and over a longer period these patients
may be prescribed a higher total dose. This was
shown to be the case with patients who discon-
tinued medication altogether.?

The correct treatment of schizophrenia is an
important issue and the relative benefits and risks
of long term maintenance therapy continue to be
researched and debated. As yet there are no clear
indications that the standard practices of the last
few years can be abandoned.

D A W JOHNSON

Department of Psychiatry,
University Hospital of South Manchester,
Manchester M20 8LR
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AUTHORS’ REPLY—If Dr Johnson feels that our
conclusion is incautious I hope he will agree that
our article is less so. We emphasised the evidence
of high relapse rates when neuroleptics are omitted
or doses are reduced in the maintenance phase but
pointed out the potential compensating factor of
lower side effects and fewer signs of tardive
dyskinesia and parkinsonism. Moreover, evidence
to date suggests that relapse is less severe and
responds readily to an increase in dose. We accept
the potential criticism of Marder’s work, but it was
quoted only as an example of more radical findings.
We also have personal knowledge of unpublished
studies, including our own, which suggest fewer
side effects and no increase in hospital admissions
as a benefit of a specialised medication regimen. As
Dr Johnson would suggest, the cost to the patient
is an increase in the number of clinical episodes of
neurotic and psychotic symptoms, but these
respond quickly to intermittent medication.

There are two factors that need greater em-
phasis. Firstly, patients need to be well selected;
they should be well stabilised, have few or no active
signs of psychosis, and be willing to risk relapse in
the hope of feeling better on lower dosage. The
second key issue is whether a return of psychotic
symptoms is regarded as the be all and end all of
successful treatment. We would argue that a wider
view of the patient, taking into account his sub-
jective feelings while on medication, his experience
of side effects, and the particular risks that he
would engender if symptoms return would lead
some patients and their doctors to try a lower dose
medication and see if the benefits outweigh the
hazards in their own case.
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Informed consent

SIR,—The correspondence following Jonathan
Glover’s leading article (19 July, p 157) makes
several references to my writings and to the
Institute of Medical Ethics; I should like to
comment on a few points.

Messrs R R Hall and P H Smith (9 August, p
389) are correct to say that informed consent was
my main concern in the articles.! 2 I wrote about the
Medical Research Council’s trial of immediate and
deferred orchidectomy in carcinomaof the prostate.
Some of their other comments are less accurate.

The correct version, for instance, of what is said
about informed consent in the protocol of the MRC
trial, for which they are responsible, is: “It is the
MRC’s view that there is no ethical requirement
for informed consent when the consultant in
charge of the case is satisfied that each option used
in the trial may reasonably be believed to be in
the individual patient’s best interests.” In other
words, informed consent need only be obtained
when the consultant thinks that participation in
the trial would not be in the patient’s best interests.
(It would then, of course, be a moot point whether
the consultant was behaving unethically in recom-
mending a course of action not in the patient’s best
interests.)
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It seemed likely that surgeons concerned in the
trial would follow this advice from the MRC: on
inquiry this proved to be so. Surgeons told me that
in some cases they had not told patients that they
were in the trial and in other cases had not told
them of alternative possible treatments. It was
presumably my reporting of this information that
led Messrs Hall and Smith to make their un-
founded suggestion that I believe that British
urologists do not talk to their patients.

Since Messrs Hall and Smith “‘accept that every
patient has an absolute right to be informed,” itis a
pity that their letter does not indicate how in
practice they recognise those patients who “‘do not
wish to exercise this right.” If a patient has not
been told that he is a candidate for a trial, it is a
little difficult to see how he could tell the surgeon
that he does not want to know about it.

Dr J King (30 August, p 562) discusses the need
to consider the empirical evidence showing what
patients really want to know and what effects the
informed consent procedure may have on them.
Her thorough review of this subject will be pub-
lished soon in IME Bulletin, because, contrary to
Dr D Burley’s opinion (6 September, p 627), the
purpose of the Bulletin is to provide information
relevant to medical ethics, rather than to provide
another forum for debate. Indeed, his complaint
that the debate on informed consent would have
been better conducted in the pages of IME Bulletin
is belied by the fact that he chose to write to you
about it and not to me as editor of the Bulletin. The
decision not to have a correspondence column in
IME Bulletin was approved by the governing body
of the Institute of Medical Ethics. Dr C W Burke,
who made critical comments (9 August, p 389)
about the lack of “constructive medical input” into
institutes such as this one, might care to note that
more than half the members of the governing body
are medically qualified and that half the senior staff
are also medically qualified.

One final comment is needed on Dr W Tarnow-
Mordi’s letter (30 August, p 562). He wishes there
to be debate about exceptions to the requirements
for informed consent. He also acknowledges that it
is sometimes impossible to obtain consent from
parents of neonates before starting research on the
latter. He then says, “Those who fuel headlines
accusing paediatricians of ‘experimenting on
babies without their parents’ permission’ could
very well polarise [the debate] beyond recall.” As
one of those who has, as editor of a book on
the subject,’ fuelled such headlines, I find this
statement extraordinary. The information in that
headline is such as would surprise and shock many
members of the general public: it is inevitable
therefore that newspapers should carry such head-
lines. Since Dr Tarnow-Mordi acknowledges that
the information is accurate, one can only assume
that he does not wish it to become public. Is the
sensitive debate that he wants to be conducted only
among doctors?

RICHARD NICHOLSON

Editor
IME Bulletin,
London WIN 5PB
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Change from porcine to human insulin

Sir,—Earlier this year one of your leading articles
stated that there is currently no good general
reason for transferring established diabetics from
porcine to human insulin.! Therefore the recent
announcement by Novo Laboratories Ltd of the
withdrawal of their porcine insulins (Actrapid MC
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