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Letters to the Editor

Renal failure due to cholesterol
embolisation

Sir,
In their report offive cases ofrenal failure due
to cholesterol embolism, Khan et al' suc-
cinctly review the clinical and pathological
findings of the syndrome of cholesterol cry-
stal embolisation. A further review of the
literature reveals that the syndrome is des-
cribed as rare' or common,3 depending on the
clinical criteria used to make the diagnosis.
Confirmation of the diagnosis can be made by
biopsy of skin or muscle,4 but is probably
reserved for cases where the diagnosis is in
doubt. This may explain the relative lack of
large series described in the literature.5

In my experience in two Canadian centres,
Toronto and Ottawa, where large numbers of
invasive vascular procedures are performed,
acute renal insufficiency due to cholesterol
crystal embolisation is quite common, in
contrast to the apparently low incidence in
the UK. Indeed, the nephrology service may
make this diagnosis as frequently as twice
monthly, though biopsy is rarely undertaken.
This almost certainly reflects the relatively
low threshold for consultation of subspecialty
services in Canada as compared with the UK.
Here, consultation is frequently requested for
minor degrees of renal insufficiency, both
chronic and evanescent, to provide educa-
tional input for the parent specialty.

Accordingly, given the frequency with
which this clinical diagnosis is made in
Canada, one must concur with the authors
that many subclinical cases remain undiag-
nosed. This may reflect differences in
philosophy with respect to requesting sub-
specialty consultation across the Atlantic.
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ACE inhibitors in heart failure.
What dose?

Sir,
The variability in dose regimes for angio-
tensin-converting enzyme (ACE) inhibitors
in heart failure, highlighted by Cleland et al,'
has indeed been long overdue for scientific
analysis, so as to enable rational choice of the
optimum dose. Likewise, the time is ripe for
rationalisation of selection criteria for ACE
blockade in heart failure, now that we have

become aware of the heterogenicity of left
ventricular dysfunction in the participants of
the CONSENSUS I trial.2 According to
subgroup analysis, the only patients in that
trial who obtained significant survival benefit
from enalapril were those with left ventricular
systolic dysfunction, defined as <1400 frac-
tional shortening of the left ventricle.2
Patients with intact left ventricular systolic
function had a relatively good prognosis,
which was not significantly improved by
co-prescription of enalapril. Trials address-
ing the issue of survival benefit in left ven-
tricular diastolic failure would therefore need
to recruit vast numbers of patients, cog-
nisance being taken of the co-existence of
conditions such as hypertension and recent
myocardial infarct, characterised by stigmata
such as left ventricular hypertrophy and left
ventricular remodelling, respectively, which
respond well to ACE-blockade.3'4
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Cigarette smoking and sore
throats in adults

Sir,
The perils of cigarette smoking, both active
and passive are well recognised. Much impor-
tance has been given to the effects of passive
exposure to tobacco smoke on the air pas-
sages, particularly in children. Studies car-
ried out two decades ago have shown a
definite association between exposure to
cigarette smoke and the incidence of upper
and lower respiratory infections in child-
ren."2 More recently, a relationship between
parental cigarette smoking and adenoidec-
tomy and tonsillectomy in children has also
been demonstrated.3'4 The effects of passive
smoking on the respiratory tracts of children
have been attributed to the breakdown of the
integrity of the respiratory mucosa and defec-
tive ciliary clearance as well as greater stresses
imposed upon the airways due to a relatively
increased airflow.3 However, the association
between cigarette smoke and sore throats in
adults does not appear to have been studied.
We report on a case-control study compris-

ing 109 adults (age range 16-45 years) who
underwent tonsillectomy for recurrent sore
throats during a 12-month period and 118
age-matched controls who still retained their
tonsils. A detailed questionnaire was sent to
patients in both groups. This elicited inform-

Cigarette smoke and
pharyngeal symptoms

* effects more pronounced in
children

* similar frequency of sore throats in
smokers and non-smokers

* higher incidence of lower
respiratory tract illness in smokers

ation on smoking habits, including quantity
and duration of smoking and exposure to
passive smoking. A detailed history of sore
throats was also obtained in the control
group. The episodes of sore throats con-
sidered significant were those requiring
antibiotic treatment from the patients'
general practitioners. Although there were
proportionately more active smokers amongst
cases (370o) than controls (250,,), this was not
statistically significant using the chi-squared
test (X = 3.4; df = 1; p< 0.10). The incidence
of passive smoking in both groups was
approximately 4500. The quantity and dura-
tion smoked were also closely matched in
both groups. Within the control group, there
was no statistically significant difference in
the frequency of sore throats between
smokers and non-smokers.
The deleterious effects of cigarette smoke

on the pharyngeal mucosa have been shown to
be due to alteration ofthe oropharyngeal flora
with increased carriage of Haemophilus
influenzae.5 In a study comprising a large
group ofyoung adults, smokers were found to
have a statistically significant greater like-
lihood of having a lower respiratory tract
illness than non-smokers.6 This is probably
related to the effect of tobacco smoke on the
ciliated columnar epithelium resulting in a
metaplasia to a more secretory type with
subsequent ciliary dysfunction. However, the
oropharyngeal mucosa which is lined by a
hardier stratified squamous epithelium is
likely to be subjected mainly to an irritative
effect by tobacco smoke. This may lead to a
slight increase in the prevalence of sore
throats amongst smokers but as demonstrated
by our study, the difference is unlikely to
reach levels of significance.
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