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serum CCK, however, is found in patients
with chronic alcoholic pancreatitis6 and
regarded as a consequence rather than the
cause of the disease.
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Imaging ofthe common bile duct

EDITOR,-The finding by Hainsworth et al,
that the combination of clinical history, liver
function tests, and ultrasonography generated
a negative predictive value of 91% in the age
range 21-88 (unit A) (Gut 1994; 35: 991-5),
implies that, in subgroups such as the elderly,
characterised by a high degree of prior
probability of cholelithiasis,l and, hence,
choledocholithiasis,2 the negative predictive
value of these diagnostic criteria might well be
lower, because the negative predictive power
is inversely correlated with the prevalence of
the condition under diagnostic considera-
tion.3 4 With increasing age, therefore, there
should be greater justification for routine
imaging of the common bile duct either
by ERCP or by cystic duct cholangiography,
in prospective candidates for laparoscopic
cholecystectomy.
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EDITOR,-We have read with great interest
the study by Hainsworth et al (Gut 1994; 35:
991-5) regarding the options for managing

the common bile duct in patients undergoing
laparoscopic cholecystectomy. However, there
are several points that need further
discussion.

Firstly, the criteria for selecting patients
with high risk of common bile duct stones are
vaguely described. There is no precise
description of what they have considered a
dilated or non-dilated common bile duct on
ultrasound scan. Besides, isolated increases
in serum alkaline phosphatase or serum
bilirubin, or both are poor indicators of
common bile duct obstruction (as described
by themselves). Liver function tests, however,
have a high specificity and negative predictive
value, especially if y glutamyltransferase and
aminotransferases are also raised.' 2

Secondly, it is surprising that 12 patients
were found to have a positive cholangiogram
in unit A, but only four patients had common
bile duct stones after ERCP. To assume that
stones had passed spontaneously is rather
speculative. Thus, eight of 12 patients should
be considered to have had an unnecessary
exploration of the common bile duct.
Moreover, we cannot find any explanation
why ERCP was delayed up to 96 days after
laparoscopic cholecystectomy.

Thirdly, we believe that the risk of a false-
positive cholangiogram secondary to air
bubbles in the common bile duct during
laparoscopic cholecystectomy may be higher
because the abdomen is insufflated with
carbon dioxide and this gas could pass
through the cystic duct during the insertion of
the catheter.

Fourthly, Hainsworth et al state that
'selective cholangiography misses a propor-
tion ofcommon bile duct stones'. Prospective
randomised studies have not proved this,
however,3 4 and suggest that cholangiography
can be omitted in patients without indications
of common bile duct disease.

Fifthly, no description of the treatment and
follow up of patients in whom peroperative
cholangiography failed is provided.

Sixthly, assuming that a false-positive
result occurs in 0-46-5% of the cases
when cholangiography is used on routine
basis' 4 common bile duct exploration in
patients without choledocholithiasis would be
increased. As common bile duct exploration,
either supraduodenal or endoscopic, is associ-
ated to a higher risk of complications, the
unsolved question is 'Does routine cholan-
giography really reduce morbidity and death
rates in laparoscopic cholecystectomy?'

Finally, we believe that preoperative
identification of patients with 'no/low' risk
of choledocolithiasis in which peroperative
cholangiography is not indicatedl 2 should be
carried out by means of a clinical history, liver
function tests, and ultrasonography. This
policy will result in a lower incidence of false-
positive cholangiograms without increasing
the risk of retained common bile duct stones.
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Reply

EDITOR,-We are glad that our paper has
stimulated discussion and debate in this
controversial field. Drs Mayol and Alvarez
Femandez-Represa seek clarification of the
criteria used for categorising patients into
'low' and 'high' risk groups for bile duct
stones. We relied on a combination of history,
liver function tests, and bile duct diameter. In
our paper, we set out individual features from
the history, such as jaundice or pancreatitis,
and showed their ability to predict the pres-
ence of duct stones.
The working definition of a dilated

common bile duct used in the study was a
diameter greater than 8 mm. While the prob-
ability of finding duct stones rises with
increasing bile duct diameter,' interpretation
of bile duct diameter is not a precise science.
Bile duct diameter increases with advancing
age, definitions of 'normality' vary between
studies, and the overall sensitivity for detect-
ing bile duct stones with ultrasonography
ranges from 25-55%.2 3

Liver function tests are a very imprecise
and non-specific way of detecting bile duct
stones, which is the reason why most investi-
gators have used a combination of factors to
assign patients to 'high' and 'low' risk groups.
We must take issue with our correspondents'
interpretation of the large series reported by
Voyles et al. 4 These authors do not cite any
data on the sensitivity, specificity, and
positive or negative predictive values of liver
function tests in themselves. We await with
interest full publication of the results from
Mayol et al.
We were initially surprised too that, at the

time of post-cholecystectomy ERCP, eight of
12 ducts had cleared. One of the eight had a
complete block at the lower end of the
common bile duct. The stone was sufficiently
small to be removed at ERCP but, postopera-
tively, the patient developed pain and clearly
passed the stone before ERCP was done. We
believe that the other seven had stones in their
bile ducts at the time of surgery for these rea-
sons. Firstly, we used high quality C-arm
image intensification, which is associated with
a less than one per cent risk of false positivity.5
This is dynamic and permits further flushing
and assessment under vision where doubt
exists. Secondly, the 16% detection rate for
bile duct stones on unit A coheres with
reported rates of 13-20% in patients under-
going open cholecystectomy.6 Thirdly,
spontaneous passage of duct stones is well
reported in the context of acute pancreatitis
and our paper suggests this is also true of
patients undergoing laparoscopic cholecystec-
tomy. Laparoscopic cholecystectomy may
differ from conventional cholecystectomy in
the degree of manipulation of the gall bladder
before the cystic duct is ligated. It is certainly
possible that some stones spill over during
the procedure, only to subsequently pass
spontaneously.
We know of no evidence that low pressure

pneumoperitoneum encourages the forma-
tion of air bubbles in the biliary tree. First
principles suggest that intra-abdominal
pressure would equilibriate between the
peritoneal cavity and bile duct lumen across
the bile duct wall, in much the same way as
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atmospheric pressure does. In practice, bile
usually flows out under obvious pressure
when the cystic duct is incised.
The phenomenon of 'silent' bile duct

stones is widely accepted, and may occur
in up to 12% of patients, as referenced in
our original paper. Drs Mayol and
Alvarez Femandez-Represa have fallen into
a common trap of assuming that lack of
symptoms at follow up of only 2-12 months7
8 is equivalent to absence of retained stones.
It is well recognised that bile duct stones
may present many years after surgery.9 It
may be true that stones which, by defini-
tion, are 'silent' will follow a benign
course but only longterm follow up will
prove this.
The commonest reason for failing to

cannulate the cystic duct was a very narrow
duct. Such ducts are clearly at low risk of
conducting stones and, during early follow
up, no sequelae have arisen.
We do not pretend to answer the question

of whether peroperative cholangiography
reduces morbidity and death rates in laparo-
scopic cholecystectomy. Our correspondents
make assumptions about rates of false-
positive cholangiography, which we have
already discussed. Peroperative cholangio-
graphy is a procedure with an extremely small
risk of complications and to suggest that diag-
nostic ERCP equates with 'endoscopic bile
duct exploration' is quite misleading. Only
patients with confirmed duct stones had
endoscopic stone extraction with its attendant
risks. In the papers cited by Mayol and
Alvarez Femandez-Represa, the only bile
duct injury occurred in a patient who was not
subjected to operative cholangiography and
this was not recognised at the time of
surgery.8
Our paper compared two protocols for

investigating and managing the common bile
duct in patients undergoing laparoscopic
cholecystectomy. As we concluded before,
our data do not allow us to recommend one
policy above the other. The controversy
indeed seems set to continue.
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Gut Peptides: Biochemistry and
Physiology. By J H Walsh, G J Dockray.
(Pp 896; illustrated; $189.00.) New York:
Raven Press, 1994.

In 1970 the international spokesman of gut
endocrinology, Morton Grossman, suggested
that endocrine regulation of the digestive tract
resulted from interaction between the three
known gut hormones, secretin, gastrin, and
cholecystokinin. There was neither need nor
room for additional gut peptides. Grossman's
intriguing hypothesis never received much
interest, because a number of new hormones
in the following years emerged from the
darkness of the gut. Several first saw the light
in Viktor Mutt's laboratory in Stockholm.
The new hormones made the 1970s exciting
times to be in gut peptide research, not only
because of the new hormones, but also
because several turned out to be neuro-
transmitters in the central and peripheral
nervous systems. Important functions such as
growth effects and paracrine secretion of gut
hormones were also discovered in the 1970s.
Moreover, a number of gut peptide producing
tumours and accompanying syndromes were
identified. On the whole gut endocrinology
was so topical in those days, that not only Gut
and Gastroenterology, but also general journals
like Nature and Science often opened their
pages for gut peptide news.

In the past decade gut peptide research has
only rarely hit the front pages. The compara-
tive silence might suggest that Grossman in
some way was right: gut endocrinology is a
limited business. Two of his disciples, Walsh
and Dockray, however, now show with their
heavy volume that Grossman was indeed
wrong. Gut peptides are obviously a never
ending story.
What is it that has lately re-energised the

field so much that a 900 page volume now
appears? The single most important factor
seems to be developments in cell biology.
'Juice' physiologists and clinicians from the
1960s and the 1970s may find it difficult to
accept how molecular and cell biology have
conquered gut endocrinology in the 1980s
and 1990s. Hence, the book edited by Walsh
and Dockray mirrors how the main issues in
gut peptide research today relate to regulation
of gene expression; cell specific precursor
processing; receptor structure, and signal
transduction; growth factors; cell transforma-
tion and cancer development. Accordingly,
the important clinical challenge in modern
gut peptide research has become not so much
duodenal ulcer disease as gastrointestinal
malignancies.
The book is traditionally divided into three

sections. The first covers general aspects such
as molecular biology approaches and signal
transduction. The next section contains 19
chapters about individual peptides or peptide
systems written after a logical general scheme.
Notably, this section includes important and
well written chapters about growth factors
expressed in the gut - that is, epidermal
growth factor, transforming growth factors a
and I, and insulin like growth factors. The
last section integrates the role of individual

peptides in physiological and pathophysio-
logical regulation of the digestive tract - for
instance secretion, motility, absorption, and
growth. Correspondingly, aspects of peptide
ulcer, and - above all - neoplasia are also
covered.

Since the late 1 960s a vast number of
books about either individual gut peptides or
gut hormones in general have been published
with short intervals. It is therefore relevant to
ask whether the present expensive volume is
really necessary? My answer is ambivalent.
On the one hand, it is useful for basic and
clinical gastroenterologists to have new com-
prehensive textbooks at regular intervals with
novel, critical reviews, and accurate, updated
references. On the other hand this book fails
to comply with the last requirement in several
ways. Firstly, the latest references in most
chapters are from 1991 (this book was pub-
lished in 1994). Accordingly much text is
already old hat. Secondly, several referen-ces
are marred not only by printing errors and
misleading titles (for instance 'Gastrin in the
human fetus. Distribution in rat brain'!), but
also by wrong journal indications. For
instance half of the references to the key
chapter about signal transduction are com-
plete nonsense without relation to the text.
What happened?
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Nutritional Biochemistry. By T Brody.
(Pp 658; illustrated; $75.) San Diego, USA:
Academic Press, 1994.

Numerous studies in the 'seventies and early
'eighties drew attention to the high prevalence
of malnutrition in hospital patients, and
recently published work suggests that it is still
a common occurrence. It is multifactorial in
origin but ignorance of the importance of
nutrition and the consequences of malnu-
trition are important factors. Nutrition
remains under-represented in most under-
graduate medical curriculums and in the
consciousness of many health care profes-
sionals. The publication of a book specifically
aimed at health care students is thus a poten-
tially welcome event.

Textbooks of nutrition in general seek
either to provide an overview of the whole
subject, or to concentrate on the provision of
nutritional support. Brody's book is unusual
in that it deals specifically with the biochem-
istry and physiology of nutrition. Intended for
students of nutrition, medicine, and nursing,
it usefully brings together into a single volume
information that would normally have to
be acquired from a study of several books,
and should therefore appeal to its intended
readership. It should be particularly
welcomed by teachers planning integrated
and multidisciplinary courses in nutritional
science.
An introductory chapter provides a suc-

cinct review of the relevant biochemical and
physiological principles - subjects with which
I would expect most readers to be familiar but
worthy of inclusion to establish the context of
the book as a whole. Digestion and absorption
are covered in considerable detail and sub-
sequent chapters discuss the regulation of
energy metabolism, energy requirements,
lipids, proteins, vitamins, and inorganic
nutrients.

Each chapter begins with a reader friendly
introduction and ends with a summary, but
the order in which topics are covered in each
chapter is deliberately unconventional. For
example, the account of the regulation of
energy metabolism begins with a discussion of
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