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Letters to the Editor

HIV seropositivity in a geriatric medical unit

Sir,
Human immunodeficiency virus (HIV) infection is classi-
cally associated with young age-groups; one large study of
male homosexuals yielded a mean of age of 33 years for
seropositive cases (range 19-55 years).1 This is echoed in
the statement from the Center for Disease Control that
'HIV infection, like AIDS, occurs primarily among young
and early middle aged adults'.2 We present a case of HIV
infection diagnosed following admission to a geriatric
medical unit which emphasizes that awareness of HIV
infection is necessary in all age groups.
A 73 year old bachelor presented with confusion of one

week's duration, against a background of chronic alcoho-
lism with gradual overall deterioration over two years. Six
weeks previously he had been admitted briefly under a
general medical team following a fall. On admission to
our acute assessment unit, following further falls, the
patient was drowsy and disoriented and no collateral
history was available. On examination, bilateral hyper-
reflexia and flexor plantar reflexes were noted. A subdural
haematoma was suspected but before any appropriate
investigations were performed the patient had a cardio-
pulmonary arrest. Immediate but unsuccessful resusci-
tation, including endotracheal intubation and insertion of
three intravenous cannulae, with attendant leakage of
blood, was initiated by a team of six doctors and nurses.
Post-mortem examination confirmed the clinical diagnosis
of subdural haematoma.

Several days later the family practitioner received notifi-
cation of a positive HIV antibody assay on the patient,
whom he knew had been an active homosexual up to 3
years previously. In view of the patient's general decline
he had sent off a HIV antibody assay a few days before
admission to our unit. As he considered a positive result
unlikely, this was not mentioned in the referring letter.
The medical team involved in the first admission were
informed; although aware of his homosexuality, they had
not recognized its potential diagnostic implications.

This is the first case of non-transfusion related HIV
infection reported from an acute geriatric medical unit.
That the patient's homosexuality was not noted in any
communications between the doctors concerned empha-
sizes that sexually-acquired HIV infection is unexpected in
the elderly. Clinical and pathology staff had contact with
blood and other body fluids, while totally unsuspecting
HIV infection. This has wide implications, not only for
those working in geriatric units, but for clinical and
laboratory staff in other specialities with elderly
patients. Homosexuality is not uncommon in the elderly;
it is estimated that there may be one million male
homosexuals over the age of 65 in the United States,3
although their decreased sexual activity, morc restricted
sexual repertoire and longer monogamous relationships4
may confer some relative protection from HIV infection.
The protean manifestations of the acquired immuno-
d(clficincy syndromes underline the need for heightened

awareness ol the possibility of HIV infection in the
elderly, and a sexual history should not be omitted in this
age-group.
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Post-herpetic abdominal wall herniation

Sir,
Herpes zoster generally involves the sensory nerves. Occa-
sionally it affects motor nerves in the segments corres-
ponding to the involved sensory dermatomes, causing a
flaccid paralysis. While well recognized in herpes zoster of
the extremities or cranial nerves, this phenomenon is rare
in the trunk area.' We report a case of segmental herpes
zoster paralysis presenting as an abdominal wall hernia.
A 45 year old male presented with a swelling in the

right lumbar region. It had developed suddenly over the
previous 24 hours, and had been preceded 10 days earlier
by a painful herpes zoster eruption in that area.
On examination, a reducible swelling, 12cm in dia-

meter, centred on the anterior axillary line and made
prominant by coughing, protruded through an area of
flaccid muscle in the right lumbar area. Overlying this
swelling was a tender, erythematous, macular rash, in the
distribution of the T10/11 dermatomes. Superficial abdo-
minal reflexes were absent on the right side. Over the
ensuing 3 months this swelling gradually resolved
completely.

Herpes zoster generally affects the sensory nerves, but
Broadbent in 19662 was the first to report motor involve-
ment. This case illustrates that segmental abdominal wall
paralysis presenting as a hernia, may follow herpes zoster.
The relative rarity of zoster paresis in the trunk may be
due to overlap of innervation, most dermatomes and
myotomes in this area being supplied by three or four
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dorsal or ventral roots.3 Complete recovery follows herpes
zoster paresis in 50-70% of reported cases.4
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Right heart failure following acute myocardial
infarction

Sir,
Clinical signs of right heart failure are not uncommon
after acute myocardial infarction. However, we believe
that inadequate emphasis is given to the greatly differing
implications of such signs following inferior compared to
anterior infarction.

Inferior left ventricular infarction usually results from
an occlusion of the right coronary artery. If such an occlu-
sion is proximal enough to involve the right ventricular
branches then either transient right ventricular dysfunc-
tion (60-80% of cases) or true right ventricular infarction
(18-40%) will accompany the left ventricular damage.'
Thus when clinical signs of right heart involvement occur
after inferior myocardial infarction, they are usually pro-
minent and out of proportion to any co-existing left
ventricular impairment-so much so as to constitute a
distinct form of cardiogenic shock.2 By contrast, anterior
infarction is usually associated with occlusion of part of
the left coronary tree, the resultant damage being confined
to the left ventricle and totally sparing the right ventricle.
In this situation signs of right heart dysfunction are rare.
When they do occur they result from secondary backward
failure due to a proportionate major disturbance of left
ventricular function rather than to any right ventricular
involvement.
This distinction is well recognized to be of importance

from a therapeutic standpoint, particularly with regard to
the use of diuretics. However, it also has important
diagnostic implications since it is clear from the above
that the presence following acute anterior myocardial
infarction of right heart signs which are prominent, out of
proportion to any left ventricular impairment and which

persist after treatment with diuretics should be regarded
with suspicion and lead to a search for independent but
co-existing causes of right ventricular strain.
We have recently had two such cases. In both cases

ventilation-perfusion scanning allowed the recognition of
multiple pulmonary emboli, occurring despite prophylactic
low dose subcutaneous heparin, as the causative patho-
logy of the right heart strain. The co-existence of myocar-
dial infarction and pulmonary emboli is not at all
surprising since ischaemic heart disease and particularly
congestive cardiac failure are major risk factors for the
development of pulmonary embolic disease3- I and of
course the possibility of right ventricular mural thrombus
adds further to this risk.6-7

Consequently, consideration needs to be given to the
diagnostic implications of right heart signs following acute
anterior myocardial infarction lest co-existing pathology
and particularly pulmonary emboli be overlooked.
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Ketamine tolerance

Sir,
Anaesthetic/analgesic properties of ketamine are now well
established. We have observed tolerance to ketamine in
burn cases. A young male of 25 years was admitted to the
Combined Military Hospital Rawalpindi with 60% burns.
Repeated dressings were done under ketamine anaesthesia.
He weighed 55kg. Ketamine, 100mgi.v., was given on the
first dressing and the patient started responding to surgi-
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