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Letters to the Editor

Angiotensin converting enzyme inhibitors for
hypertension and heart failure?

Sir,
The title of Cleland's leading article' wisely ended with a
question mark rather than a period. In the current
enthusiasm for angiotensin converting enzyme (ACE)
inhibitors for congestive heart failure,2 Cleland cautioned
that 'used for the wrong patient or in the wrong situation,
these drugs also have the power to do harm.' His warning
is particularly appropriate in view of recent information
concerning their use in pregnant women.
The SOLVD (Studies of Left Ventricular Dysfunction)

study which compared enalapril with conventional
therapy has two arms. Although the results of the
treatment study reported last November at the American
Heart Association annual meeting showed a highly
significant 16% reduction in overall mortality during an
average follow-up period of 41.4 months, there was no
significant decrease in mortality with enalapril at 48
months in the prevention arm, the results of which were
reported at the American College of Cardiology annual
meeting in April 1992.

Therefore, studies like SOLVD, SAVE (Survival and
Ventricular Enlargement), CONSENSUS (Cooperative
North Scandinavian Enalapril Survival Study), CON-
SENSUS II, V-HeFT II (Second Veterans Administra-
tion Heart Failure Trial), ISIS-4 (Fourth International
Study of Infarct Survival) and AIRE (Acute Infarction
Ramipril Efficacy) with different ACE inhibitors all raise
new hopes for patients with congestive heart failure, but
the problem is by no means solved.

Professor Tsung 0. Cheng
The George Washington University Medical Center,

Division of Cardiology,
2150 Pennsylvania Ave., N. W.,
Washington, DC 20037, USA.
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Thyroid register audit: a district general hospital
experience

Sir,
Computerized thyroid registers were first introduced in
the 1960s' so that suitable patients could be monitored
regularly, usually by annual recall by the computer for
thyroid function tests (TFT). This obviated the need for
attendance at the endocrine clinics unless an abnormal
thyroid function test was detected. Since then, several
studies have been published'4 confirming thyroid
registers to be both efficient and cost effective with a
saving of up to 40% compared to the costs of regular

hospital follow-up. Despite this, follow-up via com-
puterized registers remains available in only a few
regional centres.
With the high prevalence of thyroid disease and the

need for long-term follow-up, the increasing size of
thyroid registers could have a negative effect on the
proven efficiency of these registers. District general
hospitals could therefore help by setting up their own
computerized thyroid registers.
We set up our own in 1987, which we believe is the first

of its kind in a district general hospital in the UK. An
audit of our 3 year experience with the 132 patients in the
register confirmed that it was efficient and successful in
recalling all the patients except for 3% who were lost to
follow-up. All results were sent to the general practi-
tioner, together with suggestions such as the need for
repeats if the results were abnormal. Unfortunately, most
of the patients with abnormal thyroid stimulating hor-
mone (TSH) levels did not have repeat TFT as suggested,
and this problem remained undetected for some time.
This could conceivably be a problem with other thyroid
registers, especially without the added scrutiny of an
on-going clinical trial. We have therefore incorporated an
'alarm system' into the computer whereby patients who
have not had repeat TFT within 6 weeks of an abnormal
TSH would automatically be recalled to the hospital
clinic.

Alternatively, monthly review of TFTs from the
thyroid register could be undertaken, as in some centres,4
and patients recalled if necessary. However, this is more
time-consuming, especially with large registers, and sub-
ject to operator variability and errors. It will also fail to
make maximum use of the computer. Therefore the name
of the referring consultant and the address of the hospital
clinic should also be entered into the computer so that the
patient can be recalled if necessary to the appropriate
clinic. The patient category according to diagnosis and
treatment should also be entered into the computer, as it
will in the future represent a valuable source of
epidemiological information. This has been used in the
SAFUR programme which showed no association
between thyroid disease and breast cancer.5
With the high prevalence of thyroid disease and the

accepted need for long-term follow-up, the future savings
to the health service must be considerable ifcomputerized
thyroid registers were to be introduced nationally to
include district general hospitals. This will not be at the
expense of patient care as, in fact, computerized thyroid
registers have been found to be more efficient, whilst
providing a more uniform and consistent level of surveil-
lance especially for patients dispersed over a wide geog-
raphical area, and have a loss to follow-up rate of three
times less than that of hospital follow-up clinics.3 In our
experience, the logistics of setting up a local thyroid
register have been fairly simple, using a computer system
in the Clinical Chemistry Laboratory that should be
readily available, if not already installed, in many hos-
pitals. The advantages and success of thyroid registers are
well documented and our experience suggest that similar
registers can be readily set up in district general hospitals
with minimal expense. We also suggest incorporating a
safety measure into all registers to screen out patients with
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an abnormal TFT that has not been acted upon within a
specified time.

S.Y. Tan,'
G.V. Gill,2
T. Hales,

Arrowe Park Hospital,
Wirral,

Merseyside L49 5PE, UK.
'Present address: Medical Renal Unit, Royal Infirmary of

Edinburgh, Edinburgh EH3 9YW, UK.
2Present address: Department of Medicine, Walton Hos-

pital, Rice Lane, Liverpool L9 JAE, UK.
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Cytomegalovirus colitis in an elderly patient

Sir,
We report a patient with severe cytomegalovirus (CMV)
colitis, in association with Clostridium difficile infection.
An 83 year old previously fit woman was admitted with

collapse. She was confused and chest X-ray confirmed left
basal pneumonia. She was treated with intravenous
ampicillin but next day she became pyrexial, with vague
abdominal pain and was noted to have diarrhoea.
Sigmoidoscopy revealed inflammatory changes up to
15 cm. Stool culture showed a significant growth of
Clostridium difficile. Oral vancomycin rendered her stool
culture negative but the diarrhoea continued sometimes
mixed with blood. Barium enema showed some irreg-
ularity in the sigmoid colon confirmed to be gross sigmoid
colitis by colonoscopy. She was treated with prednisolone
and olsalazine which were stopped when the biopsies
reported a large number ofcytomegalovirus-infected cells
with inclusion bodies. Treatment with intravenous gan-
ciclovir was commenced. Human immunodeficiency virus
(HIV) test was negative, serum electrophoresis excluded
gammopathy and CMV IgM titres were significantly
raised. She failed to improve and subsequently died.
Postmortem examination revealed no evidence of
ulcerative or ischaemic colitis, no CMV inclusion bodies
were seen in the colonic mucosa which was denuded and
inflammed and her lungs were severely bronchopneu-
monic.
Although detecting CMV inclusions by cytologic or

histologic methods is diagnostic. It is not considered a
sensitive means of diagnosis.' It reflects activity of
infection and could be a useful marker to guide antiviral
therapy.2

There is a high prevalence of CMV IgM antibodies
among elderly patients despite the lack of obvious
evidence of clinical sign or viral shedding. This might be
attributed to the progressive decline of the immune
system in old age; however the exact reasons are still
unknown.3
CMV colitis is a recognised complication in severe

immunodeficiency states but it is also reported to occur as
an isolated phenomenon. The associations with ulcerative
colitis and colonic adenocarcinoma have been reported,
but it remains unclear as to how significant these associa-
tions are.4 In ulcerative colitis the susceptibility to CMV
infection may be attributed to either steroid treatment or
the growth of readily infected granulation tissue as a
result of tissue damage.4 In our case CMV colonic
biopsies were taken before starting steroid therapy. It is
possible that the tissue damage associated with the
Clostridium difficile colitis increased the patient's suscep-
tibility to CMV colitis as ulcerative colitis may do. This
hypothesis requires further studies for confirmation.

S.H. Jawad
Queen Mary's University Hospital,

Roehampton Lane,
London, SWJS SPN, UK.
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Monozygotic twins concordant for both open-angle
glaucoma and bronchospasm induced by
beta-blockers

Sir,
A female monozygotic twin pair, born in 1914, is reported
which demonstrates concordance for both open-angle
glaucoma and bronchospasm precipitated by beta-
blockers. The monozygosity of the twin pair was inferred
by their morphological identity and homologous blood
group antigens. There was no personal or family history
ofbronchospasm, atopy, or glaucoma; neither twin was a
tobacco smoker.

Primary open-angle glaucoma was diagnosed in one
twin at the age of 67 years and treated with pilocarpine
eyedrops. Propranolol was subsequently prescribed for
angina pectoris and bronchospasm developed which
resolved upon withdrawal of the propranolol. Ten years
later, an incidental diagnosis of advanced open-angle
glaucoma was made in her asymptomatic co-twin. Treat-
ment was commenced with betaxolol eyedrops but after 6
weeks, she developed bronchospasm. The betaxolol eye-
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