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Letters to the Editor

Thrombolytic therapy in the elderly

Sir,
The section regarding thrombolytic therapy in the elderly
in the review article by Diggory et al.' would appear to
show a lack of attention to detail of the 'icing' with
regards to the issue of age and the risks/benefits of
thrombolysis. The evidence presented does not support
their statement that 'It may be reasonable not to treat
patients aged 75 or older with intravenous streptokinase'.
Although Lew's paper2 (which incorporates data from
Ganz's3 paper) showed a two-fold increase in the inci-
dence of major haemorrhagic complications in patients
over 75 compared with younger patients, 50% of these
were related to invasive procedures such as cardiac
catheterization or endotracheal intubation. Furthermore,
although 5 of 17 patients with major haemorrhagic
complications died, none of the 4 deaths in the patients
over 75 was directly related to haemorrhage (deaths were
identified as being due to cardiogenic shock on day one of
the study, pneumonia on day 14, cardiac rupture on day
5, and cardiogenic shock from papillary muscle rupture
on day 20). What the studies ofGanz, Lew, and Chaitman
highlight is the increased risk of major haemorrhagic
complications following invasive procedures in elderly
patients who have recently had thrombolytic treatment.
In Chaitman's study, 54% of haemorrhagic complica-
tions in patients aged over 70 were directly related to
cardiac catheterization.4
The benefits of thrombolysis in the elderly are clear.

ISIS-2, which included 3411 patients aged 70 and over
(401 of whom were aged 80 or more) and which did not
involve routine cardiac catheterization, demonstrated a
significant reduction in mortality in patients aged 70 and
over and, equally importantly, showed 'no evidence that
the risks of treatment, in particular cerebral haemorrhage
or other bleeding, were related to age'.5 The preliminary
results from ISIS-3 would support the use ofthrombolytic
drugs in the elderly as do the guidelines on thrombolysis
recently jointly produced by the American College of
Cardiology and American Heart Association.6

It took cardiologists almost 20 years to realise the
benefits of streptokinase for their patients.7 Hopefully
geriatricians will improve significantly on that!

N.J. Dudley
Department of Geriatric Medicine,

St. Luke's Hospital,
Bradford BD5 ONA, UK.
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Analgesic nitrous oxide: rapid, safe therapy for
addictive withdrawal

Sir,
I read with interest the papers by Gillman and Lichtigfeld
recently published in the Journal"2 and would like to
confirm the observations of these workers.

This treatment has been extremely well tested' in many
thousands ofcases and provides the most rapid method of
detoxification presently available. Since last year I have
treated over 400 cases ofalcohol and opioid withdrawal in
Helsinki, and have confirmed that the therapeutic res-
ponse occurs within minutes of the beginning of inhala-
tion, with lasting benefit, as measured by the almost
complete lack of sedative medication needed following
the inhalation. The gases are given on one occasion only
in most cases, as follows: 20 minutes oxygen; 20 minutes
carefully titrated analgesic nitrous oxide which is then
followed by a 20 minute oxygen washout period.' It
should be emphasized that the correct method of titra-
tion, using equipment especially designed for this techni-
que, ensures that the patient is co-operative and fully
conscious throughout the entire nitrous oxide administra-
tion.' As stated by Gillman and Lichtigfeld' this is not an
anaesthetic technique but does require training to ensure
that both the patient and the therapist derive maximum
benefit.'
The effects of the gas on craving some weeks after the

initial withdrawal are striking and in my experience
appear to prevent relapse in certain individuals.
The value of this approach for screening those patients

requiring intensive in-patient therapy and those who can
safely be treated on an out-patient basis2 has also been of
considerable help to me.

R. Ojutkangas
Ojutkangas Clinics, PL 166,

SF-00201 Helsinki,
Finland
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