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What dose zidovudine for AIDS
and advanced HIV infection?

Data exist on the efficacy of zidovudine in AIDS and
HIV infection, but the choice of dose has been largely
anecdotal. On p 13 the Nordic Medical Research
Councils’ HIV Therapy Group report a double blind,
parallel group multicentre trial of 400 mg, 800 mg, and
1200 mg zidovudine daily in 474 patients with AIDS
and advanced HIV infection. There was no difference
in mortality between the groups either at 19 months or
one year after the trial had ended. There was also no
difference in time to a new AIDS event or death,
average number of events per patient, decline in CD4+
cell counts, wellbeing, or Karnofsky score. Zido-
vudine had to be withdrawn, however, in over a
quarter of the patients, mainly for side effects, and the
incidences of anaemia and leucopenia, time to first dose
reduction, and numbers of patients withdrawn were all
dose related. The authors conclude that zidovudine
should be limited to 400-600 mg daily.

Hospital-general practice
prescribing

Concern has grown that hospitals are seeking to save
money by shifting outpatient prescribing on to general
practitioners, who may lack the clinical expertise or
resources necessary to assume this responsibility. In
two linked papers Wilkie et al (p 29) and Sibbald et al
(p 31) investigate these problems systematically. In
November 1990 they surveyed the current outpatient
dispensing policies of 200 major acute hospitals in
England and in January 1991 examined their impact on
the work of 1207 general practitioners and 457 hospital
consultants. The findings reported in the first paper
showed that there was a trend towards greater restric-
tions on the quantities of drugs supplied by hospitals to
outpatients. According to the opinions of general
practitioners and consultants recorded in the second
paper, this has served to shift clinical responsibility on
to general practitioners, who are not always best able to
assume such responsibility. The authors conclude that
the quality of outpatient care may suffer without
appropriate guidelines to govern prescribing at the
hospital-general practice interface.

Blood glucose control and
diabetic retinopathy

Much evidence exists linking hyperglycaemia with
retinopathy, but most studies have followed patients
for only a short time. On p 19 Brinchmann-Hansen
et al show the beneficial impact of long term lowering
of mean blood glucose on progression of diabetic
retinopathy. They followed 45 insulin dependent
diabetic patients for seven years and found that a mean
glycated haemoglobin concentration above 10% was
associated with increased risk of progression of
retinopathy and below 8:7% with a diminished
risk. Multiple regression analysis identified four
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independent variables as important for seven year
outcome of retinopathy: glycated haemoglobin at the
start of the study and the change from the start to the
mean level through seven years; duration of diabetes,
and the degree of retinopathy at baseline.

Urinary problems and
psychiatric disorder

Up to half of women presenting with dysuria and
frequency have no evidence of infection in midstream
urine specimens. Symptoms in those women with the
urethral syndrome are often attributed to psychological
disturbance, but the evidence supporting this assump-
tion is poor. Sumners et al (p 17) examined this issue
using objective psychiatric measures and found that
women with urinary tract infection and the urethral
syndrome had similar levels of transient psychological
disturbance which subsided when the urinary symp-
toms resolved. The urethral syndrome was associated
with increased dysuria and nocturia. Women with this
syndrome should be taken seriously by their doctors.

Blood pressure up to age 10

Some evidence exists that adults’ blood pressure is
determined in childhood. Most studies in children,
however, have been small or cross sectional. The
Brompton study measured blood pressure in a large
cohort of children from birth to age 10 years. On p 23
de Swiet ez al report that blood pressure rises rapidly in
the first weeks of life and more slowly thereafter. As
children grow older the strength of correlation with
earlier blood pressure measurements and average
maternal blood pressure increased, suggesting that
children were more consistently occupying a specific
part of the blood pressure distribution. Studies in
children should help determine why some adults have
hypertension and others do not.

Chemotherapy in advanced

cancer

The success of systemic cytotoxic treatment in curing
testicular cancer, acute lymphoblastic leukaemia, and
Hodgkin’s disease has encouraged the widespread use
of chemotherapy for other common cancers, but
decisions on using cytotoxic drugs to treat many
cancers that are beyond hope of cure remain difficult.
Rubens ez al scrutinised the collective experience of
doctors and nurses working in palliative care of
advanced cancer; on p 35 they outline what is currently
considered to be good clinical practice in the United
Kingdom. They caution against uncritical use of
chemotherapy and emphasise the importance of giving
it selectively and only with adequate supportive care.
Their guidelines should help health authorities and
general practitioners in commissioning care for their
patients, as well as acting as standards for medical
audit.
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