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have been discussed elsewhere' and will be further defined
as this promising procedure is subjected to clinical trials that
take into account important variables such as the extent of
disease, imaging signs of instability, the location of the me-
tastasis within the spinal canal, neuroclogic function, and
tumor type.

Dr. Charrette correctly emphasizes rehabilitation. [ regret
that space limitation prevented me from discussing this im-
portant topic.

In patients with presumed spinal cord involvement from
metastases, Drs. Newman and Bonheim recommend unen-
hanced CT without myelography, followed by radiation
therapy if the CT demonstrates a lesion consistent with the
clinical situation (when MRI is unavailable). Many epi-
dural metastases may be missed if this protocol is used in
patients with clinical manifestations of metastatic epidural
compression, since imaging the entire spinal axis is not rou-
tinely feasible with CT? and, unless an intrathecal contrast
agent is used, definitive visualization of the contents of the
spinal canal is not achieved.? In a study of the sensitivity of
spinal CT without an intrathecal contrast agent for the diag-
nosis of epidural tumor, Weissman et al.* found that radi-
ation-therapy ports were often inadequate if treatment was
based on the results of CT without myelography. This find-
ing, along with a 38 percent incidence of synchronous non-
contiguous epidural metastases, led these authors to empha-
size “the need for careful myelographic documentation of
the extent of tumor before instituting treatment.” Redmond
and colleagues® have similarly concluded that when spinal
CT reveals cortical-bone discontinuity around the neural
canal or soft-tissue mass, CT with myelography should
be performed. In patients with clinical manifestations of
metastatic epidural compression, unless it is otherwise con-
traindicated, imaging of the entire spinal axis by MRI
or myelography is necessary to optimize radiotherapy and
planning for surgical treatment, because symptomatic epi-
dural metastases at other unsuspected levels may go un-
recognized.
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SEIZURES AND TREATMENT FOR CEREBRAL
CYSTICERCOSIS

To the Editor: We have two areas of concern about the data
on cysticercosis presented by Vazquez and Sotelo (Sept. 3
issue).! First, the findings they report for groups 1 and 2
(patients with lesions without inflammation) are inconsis-
tent with other data on the pathogenesis and natural history
of the disease. Cysts within the brain parenchyma have a
limited life expectancy. From natural-history studies among
British expatriates who have spent a limited time in an area
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of endemic disease, we know that an asymptomatic interval
{mean, 4.8 years) precedes symptomatc disease.’ This
asymptomatic period corresponds to the expected life span
of tissue cysts. Only on degeneration or death of the cyst do
symptoms appear. Pathological studies, pnmanly from
Mexico, have confirmed that cysts from subjects with symp-
toms are surrounded by an inflammatory infiltrate; cysts
from patients who died from other causes do not show in-
Aammation.** Qur experience in Houston has been that sei-
zures are largely confined to patients who have cysts with
associated inlammation or residual calcifications from pre-
vious infection.* One of the few cases of a parenchymal cyst
without inflammation involved a patient with an asympto-
matic cyst found during an evaluation of metastatic cancer.
Furthermore, laboratory studies confirm that taenia cysts
have elaborate mechanisms to suppress the host inflamma-
tory response.* Thus, for patients in groups | and 2, the cysts
would probably have died within a few years regardless of
cysticidal therapy.

Second, we are concerned about the validity of the com-
parisons between the treatment and control groups. Vaz-
quez and Sotelo compared patients enrolled in open-label
trials with those excluded. Extensive experience from clini-
cal trials has demonstrated that regardless of therapy, en-
rollment in trials is associated with a better prognosis than
routine care. Enrollment selects for motivated patients and
increases the patient's compliance and the physician’s atten-
tiveness. Variation in compliance with anticonvulsant thera-
py may explain the differences in the groups noted by the
authors. This is of special concern with cysticercosis in the
light of the benign natural history and prognosis of paren-
chymal disease (as opposed to the more severe morbidity in
ventricular and cisternal disease).™** Praziquantel and al-
bendazole are clearly effective at killing cysts. We think,
however, that controlled trials are still needed to clarify
which patients benefit clinically from cysticidal therapy.
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Dr. Sotelo replies:

To the Editor: The classic study by Dixon and Lipscomb
published in 1961 reported a mean period between infection
and symptoms.' The assumption that this period corre-
sponds to the life span of the parasite is merely speculative,
since only with imaging studies, unavailable at that tme,
could this span be determined.? Cysticercosis may become
symptomatic at any stage of the disease?; otherwise, patients
receiving therapy for noninflammatory cysts could not be
found, whereas in fact these patients do enter therapeutic
trials.* It is possible that a cysticercus dies spontaneously
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within a few years, but there is no reason to let an infectious
disease follow its natural course when an effective therapy
exists. Our study showed that the long-term persistence of
the parasite in the brain increases the chances of persisting
epilepsy. Our results indicated that the reduction in the
frequency of seizures was related to cysticidal therapy, rath-
er than to anticonvulsant medication.*
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HORMONE-REPLACEMENT THERAFPY AND
PULMONARY LEIOMYOMATOSIS

Te the Editer: 1 wish to describe how recurrent pneumso-
thorax led to the diagnosis of pulmonary leiomyomatosis
in a young woman receiving hormone-replacement therapy.
Uterine leiomyomas found in the lung were first reported by
Steiner. The phenomenon is rarely reported, but its true
incidence is not known. Decreased lung function and spon-
taneous pneumothorax have been attnbuted to pulmonary
leiomyomas associated with the use of oral contraceptives,®?
but no association with hormone-replacement therapy has
been reported.

A 32-year-old woman presented to her physician to obtain

refills of her prescriptions for antihypertensive medication
{a combination of hydrochlorothiazide and triamterene)
and conjugated estrogens. She had undergone a hysterecto-
my and bilateral cophorectomy in 1987 after earlier oper-
ations for infertility and pelvic pain. Uterine fibroids had
been noted incidentally at the time of her hysterectomy, and
treatment with conjugated estrogens (Premarin, 0.625 mg)
was started at that time. The patient stated that a “breast
cyst” was removed in 1981. Her hormone-replacement regi-
men was changed to conjugated estrogens (0.625 mg per
day) on days 1 to 25 of the month and medroxyprogesterone
(10 mg per day) on days 16 to 25 of the month, o address
concern about unopposed estrogen stimulation of her breast
tissue. /
Starting with the very next cycle and during the next 26
months, five unexplained episodes of pneumothorax oc-
curred. In April 1991 a thoracotomy and wedge biopsy of
the lung were performed. Multiple gray nodules | 10 3 mm
in diameter were found close to the parietal surfaces of the
upper and Jower lobes of the lung; Figure | shows that the
tumors were very close to the parietal surface. On pathologi-
cal examination, these nodules were interpreted as benign
pulmonary fibroleiomyomas.

The patient was advised to stop her hormone-replacement
therapy. Remission of this condition has been reported afier
ocophorectomy.* The patient had subjective improvement
within three months, and to date there has been no further
pneumothorax.
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1. Wedge-Biopsy Specimen of Lung, Showing the Pleural
Surface (Armow), a Leiomyoma (A), and Normal Tissue (B).

This patient had recurrent pneumothorax presumably
due to hormonal stimulation of latent pulmonary leio-
myomas. These appear to have been discovered after pro-
gesterone was added to her treatment or cyclic hormone-
replacement therapy was begun. Pulmonary leiomyomas
and recurrent pneumothorax may be complications of hor-
mone-replacement therapy.
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THE AMERICAN HEALTH CARE SYSTEM —
MANAGED CARE

To the Editor: In his article on managed care (Sept. 3
issue),* Iglehart discusses the challenge of identifying cost-
effective physicians. Whereas many debate the appropriate-
ness of selecting physicians on the basis of the numbers,
managed-care entities, out of necessity, are using such crite-
ra to refine their provider networks.

Selecting cost-efficient providers requires data from which
pavers can make informed decisions. There are two sources
of data that would make the compilation of statistically
significant averages possible: statewide discharge data on
bospital inpatients and data on claims history from payers.
Although the latter can include extensive data about inpa-
tient and outpatient activities, most payers cannol use this
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