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Side-effect of acetazolamide in
prevention of acute mountain sickness

To the Editor: The scientific letter by Firth et al.1 about the sideeffect of acetazolamide on a hiker on Mt Kilimanjaro makes a
rather hasty conclusion about the recommendation of acetazolamide
to prevent acute mountain sickness (AMS), especially in a rapid
ascent climb such as Kilimanjaro. It is difficult to disagree about
the pathophysiology of acetazolamide causing corneal oedema, but
we must note that it is a drug used for glaucoma treatment,2 and
the dosage regimen is usually higher than that prescribed for the
prevention of AMS. Interestingly, the authors did not mention the
dose and duration of acetazolamide in the article. The cause-effect
relationship is difficult to establish from this case report without
knowing the dosage regimen and control. Based on the rare sideeffect (if indeed it is) in this report, it would not be justifiable to
advise against using acetazolamide as a prophylactic of AMS; this
could rather invite other serious acute altitude illnesses that would be
far more probable were it not used. Major trials with large numbers
of participants have reported a fairly safe outcome of acetazolamide.3
Hence, we should continue using acetazolamide with caution for
preventing AMS where there is rapid ascent profile.
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Firth, Gray and Novis reply: We thank Dr Pun for his comments.
The climber did not remember the dose she took, but thinks it was
250 mg daily by mouth, starting on the ascent. While painful druginduced myopia with low doses of sulphonamides is a rare but welldescribed complication, this appears to involve different mechanisms
to impairment of corneal endothelial function.1 Although we
pointed out that a causal pathophysiology was not demonstrated,2
we therefore speculate that the interaction of drug effect with rapid
ascent played a role.
Irrespective of the pathophysiology, it is prudent to discontinue a
drug if adverse side-effects occur after dosing. Similarly, if symptoms
occur following rapid ascent, it is sensible to remove the possible
cause by rapid descent. The onset of visual disturbances should
therefore prompt discontinuation of the possibly offending drug and
to consider descending.
Although the effectiveness of acetazolamide in preventing
AMS during the very rapid ascent profiles typical on Kilimanjaro
is debatable,3 we do not suggest that the prophylactic use of
acetazolamide during gradual ascents be abandoned on the basis
of this report; rather, the possible causes of a problem should be
identified and removed if symptoms occur.
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