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three died.' With such a small relapse rate
intensive radiological follow up is unnecessary,
and four or five chest radiographs within the
first two years after treatment are probably
ample.
Although we strongly agree that close sur-

veillance is essential in stage 1 teratoma, we
question whether computed tomography
beyond the initial investigation is required.
Although about half of the 15-250/ of patients
who relapse have para-aortic disease, nearly all
of these patients will be detected by virtue of
raised tumour markers or associated lung
metastases. Repeat abdominal computed
tomography is therefore of value only for the
few patients who relapse with disease in the
abdomen without raised markers. There were
no deaths in 45 patients followed up without
repeat computed tomography,2 and this
remains true of the current total of 93.
These considerations would not, however,

apply if only surveillance were to be considered
in stage 1 seminoma since the para-aortic
nodes are almost the only site at which relapse
is likely to occur and there is currently no
adequate marker available for seminoma.
These facts together with the expense and the
longer clinical course of seminoma support
the benefits of a single radiotherapy course with
minimal morbidity, after which further follow
up is almost unnecessary.
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Trimethoprim resistance in Gram
negative urinary pathogens

SIR,-In 1983 I reported a sudden rise in 1982
of trimethoprim resistance in normally suscep-
tible Gram negative urinary pathogens isolated
in this laboratory.' The rise was sharpest in
organisms isolated from general practice
patients, and I suggested that this might be
due to the increasing use of trimethoprim
alone outside hospital. In the two years since
then we have persisted in our policy of not
reporting the sensitivity of urinary organisms to
trimethoprim alone, and I have analysed
figures obtained in the same way for October
1983 and 1984 (see table). There has been a
gradual decline in resistance, both in hospital
and general practice isolates, the overall
percentage having now returned to the level of
1979-81.
The original report received considerable pub-

licity locally, and it is tempting to wonder whether
the satisfactory improvement might be due to a
change in prescribing habits. The ratio of the use of
co-trimoxazole to trimethoprim in this hospital in
1982 was 16:1; in 1984 it was 19:1. When I wrote
my previous report I had not been able to obtain

Percentage of normally susceptible Gram negative urinary pathogens resistant to trimethoprim. Figures in
parentheses are number of isolates tested

1978 1979 1980 1981 1982 1983 1984

Hospital (inpatient and
outpatient) NA NA NA 19 (326) 24 (381) 24 (419) 16 (382)

General practice NA NA NA 7 (521) 15 (507) 12 (701) 11 (807)

Total 9 (709) 12 (821) 13 (794) 12 (847) 19 (888) 17 (1120) 12 (1189)

NA = Not available.

figures for comparative use in general practice,
but I have now compared the figures for the use of
proprietary preparations for the year December
1981 to November 1982 with those for the year
September 1983 to August 1984. In those areas
served exclusively by this laboratory the ratio of
the use of co-trimoxazole to trimethoprim was 17:1
in 1981-2 and 18:1 in 1983-4. These figures com-
pare with 8:1 (1981-2) and 3:1 (1983-4) in an area
served only by a laboratory which reports tri-
methoprim sensitivity of urinary pathogens, and
11:1 and 6:1 respectively in two areas which use
our laboratory for some of their work. All the 1983-4
figures for co-trimoxazole are likely to be an under-
estimate because they refer only to proprietary
preparations; over the past year there has been
increasing use of generic co-trimoxazole and our
laboratory figures suggest that generic prescribing
now accounts for about 250' of the co-trimoxazole
used.

Clearly our laboratory policy has kept the
level of trimethoprim prescribing well below
that of other areas, and trimethoprim's use in
comparison with that of co-trimoxazole has
declined over the past two years, in marked
contrast to the pattern in areas that have adop-
ted a different policy. The overall level of
trimethoprim resistance here has returned to
that of 1979-81.
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Calcium supplementation and
postmenopausal bone loss

SIR,-The paper by Dr Nilas and her col-
leagues (27 October, p 1103) contains data
on which it would be helpful to have the
authors' further comments, particularly if
they have additional data.

(1) Three groups of normal women in the
early menopause with low, medium, and high
intakes of dietary calcium were given an
additional 500 mg of calcium daily. In each
group the urinary calcium concentration at
first rose over three to six months and then
gradually returned to the basal value, or even
below in the high intake group. What is
happening here? Does the absorption of cal-
cium at first increase and then gradually
diminish, and, if so, might this not be impor-
tant in the management and perhaps the
aetiology of postmenopausal demineralisation ?

(2) The authors state that all three groups
showed a similar fall in bone mineral content
over two years. Fig 2 shows quite clearly,
however, that in the low intake group the fall
occurred over the first 15 months and, was then
arrested. A similar effect may possAbly have
occurred in the high intake group after 21
months. Can the authors explain the arrest,
perhaps from subsequent follow up of the low
intake group ?

(3) The medium intake subjects appear to
fall into two clusters with respect to loss of

bone mineral over two years (fig 1). One
cluster suffers a bone mineral loss of 1 to 2%
and the other 6 to 7 I` . The two other groups
do not show this effect, but when all three
groups are combined the clustering is still
present. It is not unusual in osteoporosis to
find that data which might be expected to be
distributed in a Gaussian fashion show two
overlapping populations.' 2 It was first reported
eight years ago that the various clinical types
of osteoporosis (postmenopausal, senile, male,
steroid, and postgastrectomy) are not meta-
bolically homogenous and that osteoporosis in
any individual results from one or both of two
general processes, poor absorption of calcium
and increased loss of bone mineral.' Would
Dr Nilas and her colleagues consider that their
data might indicate two populations, and per-
haps two processes, in the early menopause of
normal subjects ?

(4) The reader is rather left to conclude that
loss of bone mineral will occur despite in-
creasing the intake of calcium. Fourteen of the
103 subjects, however, increased their bone
mineral content. In the context of preventing
osteoporosis, such individual results must be
considered satisfactory; the problem is to
identify these subjects beforehand. Can the
authors do so? Interestingly, the number of
subjects whose change of bone mineral was
between -2°o and +7°' was 37 (35-90%)-
roughly the same proportion (440") as that of
postmenopausal women with osteoporosis
who were found to have a poor absorption
of calcium3 and in whom extra calcium might
help.
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***The authors reply below.-ED, BMJ.

SIR,-We offer the following answers to Dr
Taylor's questions.

(1) There may be two explanations for the
pattern of urinary calcium excretion: either
an adaptation in intestinal absorption occurs
or the women-although well instructed-lose
interest in taking calcium. Neither explanation
would support calcium supplementation. As
can be seen from our paper we have greater
faith in bone mineral content measurements
than in measurements of calcium excretion;
therefore we certainly do not think that the
fall in calcium excretion indicates retention
of calcium.

(2) As stated in our paper, there were no
significant differences between the groups:
when the mean values between groups at each
of the eight measurements were tested by
analysis of variance only one set of values
differed at the 5%0/! level. Dr Taylor should
observe that the ordinates in fig 2 are interrup-
ted and mostly show what happens from 100 to
960%". The vertical bars are 1 SEM: they are
smallest in the medium group because this
group contained more than half the women.
According to our statistical analysis the curves
are similar-that is, not significantly different.
Likewise the regression lines on bone mineral
content versus time in the three populations
had r values of 0-92, 0-99, and 0-99, indicating
linear falls. The vital point in the evaluation of


