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(continued) 

The requisite clinical skills for 
practicing mountain medicine en­
compass several specialty do­
mains. But it is the precision 
with which these skills can be 
adapted to mountain medicine's 
unique requirements that deter­
mines the quality of the clinical 
outcome. Preventing accidents 
and life-threatening situations 
and performing prompt, efficient 
rescues are the essence of moun­
tain medicine. 

Early scientific expeditions to 
high-altitude levels, beginning 
with the ascent of Mt Blanc in 
1787 by Geneva physicist Profes­
sor de Saussure, are reviewed in 
the introductory chapters. Also re­
viewed is the evolution of our 
understanding of human acclima­
tization to altitude. 

When Jean Moine landed his 
helicopter on the summit of Mt 
Blanc in 1955, the modern era of 
mountain medicine began. The 
text explains the impact that this 
trip had on mountain transport. 
In fact, it led to the first airborne 
mountain rescue in 1957. 

Modern mountain rescue strate­
gies are described, including com­
munication, transport, evacu­
ation, and medical treatment. 
The major climate conditions­
altitude, solar radiation, cold, ice, 
snow, and lightning-are defined 
as well. The physiology and pa­
thology relating to the climatic 
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conditions are presented clearly 
in the text and in the numerous 
graphs and tables featured in 
this work. 

The photographs of frostbite 
prove particularly helpful. Sev­
eral case presentations, with pho­
tographs of frostbite taken in its 
various stages through resolu­
tion, are included here, too. 

Hiking and trekking, downhill 
skiing, and mountaineering are 
emphasized in Part II. The edi­
tor has also included those areas 
that should be studied further: 
the mechanics of muscle protein 
loss at high altitude; climbers' 
acid-base status at extreme alti­
tudes; and the residual impair­
ment of the mountain climbers' 
central nervous system function 
after ascents to very high alti­
tude. 

A well-rounded book, Color At­
las of Mountain Medicine not 
only details immediate and long­
term treatment of specific inju­
ries, but it also features recom­
mendations for supplies that any 
physician who spends time in the 
mountains should keep in his or 
her little black bag. The compre­
hensive reference list is helpful 
to those readers wanting further 
details. I recommend this interest­
ing, helpful book. 

BOB ADAMS, DO 
Team Physician 
USA Track and Field Team 
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~ THOMAS WESLEY ALLEN, DO 
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Evaluating the Global 
Deterioration Scale as 
a means for staging 
Alzheimer's disease 

The Global Deterioration 
Scale has been used exten­
sively since its 1982 publica­
tion. Its stages are based on 
implicit assumptions concern­
ingthe linearity, temporality, 
and interdependence of cogni­
tive, functional , and behav­
ioral impairment in Alz­
heimer's disease . 

In this study, the authors 
evaluated the validity of these 
assumptions and tested the hy­
pothesis that psychopathology 
and functional impairment 
would occur in earlier stages 
than the Global Deterioration 
Scale predicts. Their analyses 
were based on data from 324 
patients with Alzheimer's dis­
ease, selected from a registry. 
Among the data included 
were descriptive statistics on 
the frequency of psychiatric 
symptoms and difficulties 
with daily living activities; 
and logistic regression, with 
symptoms and functional im­
pairment as independent vari­
ables, to test for significant 
changes in patients' status be­
tween stages ofthe Global De­
terioration Scale. 

More than 50% of the pa­
tients at stage 2 displayed psy­
chopathology; 32% had two or 
more symptoms. The signifi­
cant increase in psychiatric 
symptoms occurred between 
stages 3 and 4 and 5 and 6. 

(continued on page 807) 
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Based on these findings, psy­
chiatric symptoms and func­
tional impairment occur ear­
lier than the Global Deterio­
ration Scale predicts. The rate 
of change is also different 
from that specified by the 
scale . Researchers conclude 
that separate scales are re­
quired to describe cognitive, 
clinical, and functional status 
to best describe this illness at 
least until more sophisticated, 
multidimensional instruments 
are available. 

Eisdorfer C, Cohen D, Paveza GJ, et al: 
An empirical evaluation of the Global De­
terioration Scale for staging Alzheimer's 
disease. Am J Psychiatry 1992;149:190-
194. 

Link between thiazide­
induced electrolyte 
abnormalities, 
ventricular 
arrhythmias? 

A total of 233 hypertensive 
men, aged 35 to 70 years, par­
ticipated in this double-blind, 
randomized, controlled trial to 
test the relationship between 
thiazide-induced electrolyte ab­
normalities and the prescrip­
tion of potassium-conserving 
therapy. 

Participants were with­
drawn from prior diuretic treat­
ment and were given oral po­
tassium chloride and magne­
sium oxide. They were then 
randomized to receive 2 
months' treatment with hydro-
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chlorothiazide; hydrochloro­
thiazide with oral potassium; 
hydrochlorothiazide with oral 
potassium and magnesium; hy­
drochlorothiazide and triamter­
ene; chlorthalidone; or placebo. 

V en tricular arrhythmias 
were measured using a 24-
hour Holter monitor; serum 
and intracellular potassium 
magnesium levels were meas­
ured as well. 

Of the 233 participants, 212 
(91 %) completed the study. Se­
rum potassium levels were 0.4 
mmol/L lower in the hydrochlo­
rothiazide group than in the 
placebo group (P < .01). This 
mean difference was not af­
fected by potassium supple­
mentation, potassium and mag­
nesium supplementation, or 
triamterene supplementation. 
However, the supplements did 
prevent the occasional occur­
rence of marked hypokalemia; 
all 12 men who had serum po­
tassium levels of 3.0 mmollL 
or less were among the 90 
men who received diuretics 
without supplementation 
(P < .01). 

Similarly, randomized treat­
ment did not affect the over­
all proportion of men with ven­
tricular arrhythmias; how­
ever, a twofold increase did oc­
cur in the proportion of 
arrhythmias among the 12 
men with serum potassium lev­
els of 3.0 mmollL or less 
(P = .02). 

Hydrochlorothiazide did not 
reduce serum magnesium and 
intracellular potassium and 

magnesium levels. No relation­
ship was found between the se­
rum magnesium and intracel­
lular potassium and magne­
sium levels and the presence 
of ventricular arrhythmias. 

The authors conclude that 
hydrochlorothiazide treatment 
(50 mg/d) does not cause 
marked hypokelmia or ven­
tricular arrhythmias in most 
hypertensive patients. None­
theless, hypokalemia will de­
velop in some patients after 
they begin diuretic therapy; 
therefore, serum potassi urn lev­
els should be monitored and po­
tassium-sparing strategies 
used when indicated. 

Siegel D, Hulley SB, Black DM, et a l: Diu­
retics, serum and intracellular electrolyte 
levels, and ventricular arrhythmias in hy­
pertensive men. JAMA 1992;267 :1083-
1089. 

Treatment for adults 
with relapsed or 
refractory 
lymphocytic leukemia 

Sixty-six adult patients were 
treated for relapsed or refrac­
tory acute lymphocytic leuke­
mia (ALL). The induction treat­
ment consisted of a Phase 1 
with vindesine (3 mg/m2 intra­
venously [IV]) on days 1, 8, 
and 15; daunorubicin (45 mg/ 
m2 IV on days 1, 8, and 15; er­
winia-asparaginase (10,000 V / 
m2 IV on days 7, 8, 14, and 15; 
and prednisone (60 mg/m 2) 

orally on days 1 to 21. Phase 
2 treatment consisted of cyta-

(conti nued on page 808) 
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rabine 3000 mg/m 2 as a 3-
hour infusion 2 times daily on 
days 1 to 4. This dosage was 
reduced to 1000 mg/m 2 in pa­
tients older than 50 years of 
age. Etoposide (100 mg/m2 IV) 
was administered on days 1 to 
5. 

Side effects occurring dur­
ing Phase 1 were predomi­
nantly hematologic with sub­
sequent infections. In Phase 2, 
some patients also had gastro­
intestinal, cutaneous, ocular, 
and hepatic toxicity. Five pa­
tients died during Phase 1, 
and another patient died dur­
ing Phase 2. Five of the pa­
tients had T-cell ALL. Thirty­
four (64%) of 54 patients in 
their first relapse had a com­
plete remission with a median 
disease-free survival (DFS) of 
2.9 months. The median over­
all survival was 6.6 months. 
Seven (58%) of 12 patients 
with primary refractory dis­
ease, a second relapse, or re­
lapse after bone marrow trans­
plantation (BMT) had com­
plete remission. The complete 
remission rate and survival af­
ter the first relapse was sig­
nificantly better in patients 
who had been in complete re-

2847 3 8 8 7:.. :J 
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mission for more than 18 
months, compared with pa­
tients with a shorter preced­
ing remission. 

The leukocyte count was a 
second significant, but not in­
dependent, risk factor. A nega­
tive correlation existed be­
tween the leukocyte count 
and the duration of the preced­
ing remission period. Dura­
tion of the preceding remis­
sion period was, in fact, the ma­
jor prognostic factor for sur­
vival in multivariate analysis. 

Twenty-two patients re­
ceived a BMT. At the time 
this study was reported, none 
of the nine patients who un­
derwent autologous BMT was 
alive and disease-free; 5 (38%) 
of 13 patients who underwent 
allogeneic BMT were alive. 

Based on these outcomes, 
the authors conclude that this 
treatment efficiently induces 
remissions with tolerable tox­
icity. Furthermore, the remis­
sion duration should be im­
proved by optimized consolida­
tion treatment. 

Freund M, Diedrich H, Ganser A, et al: 
Treatment of relapsed or refractory adult 
acute lymphocytic leukemia. Cancer 
1992;69:709-716. 
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