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attending neurological clinics are also pre-

scribed these medications.3
Information from this department

(Robertson and Trimble, in press) suggests
that neither amitriptyline nor nomifensine
provoke significant interactions with
phenytoin or carbamazepine, although
amitriptyline with its tricyclic structure and
potential to provoke seizures is clearly
unsuitable for use in a population of
patients prone to seizures.

MICHAEL R TRIMBLE
The National Hospital
for Nervous Diseases,

Queen Sq, London, WC1N 3BG, UK
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The paper that I wrote with Dr Mary
Glen-Bott (J Neurol, Neurosurg,
Psychiatry 1984;47:960-4) focussed on

what was known about the possible epilep-
togenic properties of viloxazine up to the
date of submission for publication, 8
December 1983. The published evidence
up to that date suggested that this antide-
pressant was not contraindicated in epilep-
tic patients. This statement was not meant
to be a specific recommendation to pre-

scribe viloxazine, but purely an objective
evaluation of one particular risk, namely
convulsive seizures, and an assurance for
those who use this drug for treating depre-
ssed epileptic patients.
We did not discuss other unwanted

effects, although we drew attention to the
pharmacokinetic interaction between vil-
oxazine and phenytoin. Little is known
about this, as it was only fleetingly men-

tioned in Professor Alan Richen's chapter
in the first edition of Laidlaw and Richen's
Textbook of Epilepsy (Edinburgh: Chur-
chill Livingstone, 1976:185-233) and it is
not mentioned at all in the latest (second
edition) of this book. Dr Michael Trimble
in his excellent review of non-monoamine
oxidase inhibitor antidepressants and
epilepsy made reference to this work
(Epilepsia 1978; 19:25 1).

Dr Trimble is right to draw our attention
to the most recent work in this field, the
unpublished research of Pisani and his col-
leagues that suggests that viloxazine
interacts with carbamazepine to cause

"symptoms of carbamazepine intoxica-
tion" and that reports a patient who had
elevated plasma phenobarbitone levels
while being treated with viloxazine. It is
difficult for me to comment on these
findings as I have not seen the pre-

publication manuscript, but I look forward
to hearing what symptoms of intoxication
occurred (they were presumably Type A
reactions) and assessing the evidence lead-
ing to the conclusions reached. If it has
been demonstrated conclusively that vilox-
azine increases plasma anticonvulsant
levels to a dangerous degree, physicians
using the combination should be alert to
the possibility of intoxication and should
carefully monitor plasma drug concentra-
tions. The interaction should be added to
the balance between the chance of benefit
and risk of unwanted effects, and should be
taken into account when choosing an anti-
depressant to treat a depressed epileptic
patient.

Finally, I agree with Dr Trimble that
there is need for much more research into
the pharmacokinetic interactions between
antidepressants and anticonvulsants in
general.

Brain Tumors in the Young

Sir: I wish to comment on the book review
by RD Hayward of Brain Tumors in the
Young, edited by Luis V Amador. Mr.
Hayward has used much of the assigned
space to espouse a personal philosophy
vis-a-vis subspecialisation in neurosurgery
in the United Kingdom, rather than review
the volume.
As a full-time pediatric neurosurgeon I

feel it is important that there be some

response to what I believe is a misguided
view.
The suggestion that in the United States

"where neurosurgeons can lay thick upon

the ground-it is perhaps inevitable that
pediatric neurosurgery diverge as a sepa-
rate subspecialty" is unacceptable. No
informed neurosurgeon whether specialis-
ing in pediatrics or any other facet of
neurosurgery would suggest that problems
that affect the young are identical to those
of the older population. Hydrocephalus,
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dysraphism, craniofacial anomalies, spinal
cord tumours, and even brain tumours are
very different in infancy and adolescence in
incidence and expression from similar
problems that afflict the adult population.
Surgical techniques must be directed
towards the preservation of the immature
growing brain as well as the primary prob-
lem and because of these dual considera-
tions are far different from techniques util-
ised for neurosurgical problems in the adult
population.

It is incredible to me that Mr. Hayward
suggests that 'the head of even a small
child is not so different in size from that of
an adult, and it cannot be said that the
techniques of surgery for the treatment of
medulloblastoma and craniopharyngioma
are so different either". This comment not
only suggests a complete lack of under-
standing of the brain of an infant and child
(it has nothing to do with size!) but also
of these entities and is a testimony to
the necessity of training pediatric
neurosurgeons to have more insight into
pediatric neurosurgical techniques.
Mr Hayward also suggests "in this coun-

try, for example, there seem to be enough
aneurysms and meningiomas, and pituitary
tumours to go around so that the
neurosurgeon can often detach himself
from the everyday management of head
and spinal trauma, peripheral nerve work,
spina bifida, Apert's, etc., not to mention a
regular presence within the local Pain
Clinic". I perceive this statement to be a
naive misunderstanding of what the basis
of good neurosurgery really is. It seems
that Mr Hayward is encouraging "general
practitioners" in neurosurgery as a whole,
and this is clearly out of step with contem-
porary practice in much of the remainder
of the world. There can be little question
that surgeons who operate on aneurysms or
acoustic neuromas in large numbers have
better results than those who do it episodi-
cally. The same principle applies to many
other surgical diseases of the nervous sys-
tem.
Mr Hayward's opinion reflects, I fear, a

philosophy that is prevalent in medicine
and surgery in the United Kingdom. One
can only feel saddened that a country that
produced many pioneers in so many
specialties is now unable to evolve with
contemporary medicine, and seems to be
hermetically sealed in terms of interrelat-
ing with what is occurring in much of the
world. It would be wise for individuals to
explore the value of subspecialisation in
terms of what it means to patients, and not
to neurosurgeons, before expressing a
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philosophy which is clearly detrimental to
many patients.

FRED EPSTEIN

New York University Medical Center,
Dept of Neurosurgery,

550 First Avenue
New York, NY 10016

USA

Hayward replies:
Thank you for allowing me to reply to Dr
Epstein. I suspect that our views are not as
different as his letter would imply.
As the provision of neurosurgical care

for children in this country is still far from
perfect and as the book covered by my
original review was from the USA, I illus-
trated my views about the situation here by
drawing attention (perhaps too light hear-
tedly in view of the ponderous response I
have elicited) to some of the differences
that exist in the pattern of neurosurgical
services between our two countries.

Let me explain this in even simpler terms
than I used before.

In the UK, children can still be "occa-
sional" patients in adult units, cared for by
neurosurgeons who "dabble" in their prob-
lems. Fortunately the number of children
requiring such care is small but the situa-
tion must be changed. How, given the con-
ditions existing here, can this best be done?
A primary consideration concerns the

numbers of neurosurgeons. I do not quote
the following figures in order to show that
one system is better than the other but to
demonstrate the fundamental differences
which must be taken into account when
advocating change. If we accept the figures
published by Paul Bucy in Surgical Neurol-
ogy (1983), there is one neurosurgeon for
every 372,673 of the population in the UK,
compared to one for every 75,577 in the
United States (where the range is from one
per 16,780 for Washington DC to one per
168,101 for Kansas). There is a complete
government monopoly in the provision of
neurosurgical services here and there are
no neurosurgeons below retiring age
engaged exclusively in private practice.
These facts have some obvious practical

consequences for the pattern of a British
neurosurgeon's work.

Conditions will have changed in the US
since 1977 when GD Zuidema, describing
the SOSSUS US report (J Neurosurg
46:135-144), drew attention to the fact
that the maximum number of craniotomies
performed annually by Board certified
surgeons in the four areas studied, aver-
aged just under 14 and commented that
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" the frequency of operations requiring
special skill and expertise is surprisingly
low". This potential dilution of experience
by numbers is less of a problem here and
this together with the more restricted
nature of the cases dealt with (as described
in my review) has helped to mitigate
against some of the disadvantages of "gen-
eral practitioner" neurosurgeons at least in
the provision of our service to adults.
However, I do not think that this is

acceptable for paediatric cases and I have
therefore suggested, given the manpower
available, solutions which have already
been adopted in many areas. These may
briefly be summarised:
1 Children to be cared for only in an

environment equipped with all the
paediatric services.

2 Regional neurosurgical centres to be of
sufficient size that paediatric cases can
be the responsibility of one consultant.

3 Supra-regional centres where the rarest
and most complex problems can be
dealt with by surgeons who have
accumulated an experience in them.

In this way the problems associated with
the staffing of super-specialist units can be
overcome while trainees in neurosurgery
may still gain experience in the manage-
ment of paediatric problems. At the same
time neurosurgery remains a complete spe-
ciality with continuing opportunity for
cross-fertilisation of ideas between those
engaged in adult and paediatric work.

This pragmatic approach may not allow
the development of a situation where even
such a rarity as a childhood spinal cord
astrocytoma can have its own celebrity
specialist but it would lead to the better
care of children in this country. I would be
borrowing Dr Epstein's conceits for me to
assume that it would answer the needs of
other communities where not only the
financing but also the philosophy of health
care delivery can be so very different.

Correction
In the paper "The temporal aspects of
prognosis in epilepsy" J Neurol Neurosurg
Psychiatry 1984;47:1157-65 a line was
inserted which obscured the meaning of the
the chart (fig 6). In stage 1 No recurrence
(<50%o) should not have a line linking it
with the next stage.
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