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has been shown unequivocally in the treatment
of bleeding peptic ulcer.'
One of the important reasons given for lack

of efficacy of conventional medical regimens in
the control of bleeding from peptic ulcer is
their inability to adequately control intragastric
acidity by failing to maintain sustained intra-
gastric achlorhydria,9 which has been shown
experimentally to be essential for stabilisation
of clot.4 Peterson and Richardsonl' have shown
that sustained achlorhydria can be achieved
only with hourly intravenous bolus injections
of cimetidine (100 mg) with continuous
nasogastric infusion of an antacid at the rate of
0 5 ml/min and not with conventional doses of
H, receptor antagonists with or without
antacids. In a preliminary prospective ran-
domised study in patients with bleeding peptic
ulcer using the above regimen we have recently
shown that not only could achlorhydria be
maintained but also a higher rate of control of
bleeding than that obtained with the standard
regimen could be achieved." Furthermore,
using such a regimen for all subsequent
patients with bleeding peptic ulcer we achieved
an overall control of bleeding in 75-4% of
patients compared with 56-7% in the historical
controls. "
We believe that there is increasing evidence

that a relation exists between intragastric
acidity, clot formation and peptic ulcer bleed-
ing."-'3 Surprisingly, however, there has been
no large study of patients with bleeding peptic
ulcer treated with an intensive medical regi-
men', aimed at complete neutralisation of acid
and pepsin with the intent of preventing clot
dissolution and rebleeding. Since such a
regimen is inexpensive, easily available, and
safe, we think there is an impending need for
evaluating its efficacy in a large number of
patients presenting with bleeding peptic ulcer.
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But was the procedure realiy necessary?

SIR,-Lee and Berhenne report 46 patients
rendered stone and fragment free with chole-
cystolithoptripsy (Gut 1991; 32: 536-8). Seven
patients developed recurrent calculi yet six
remained asymptomatic. Of the 39 gall stone
free patients, 26 were asymptomatic and six
complained of persistent abdominal pain
similar to that before treatment. Seven other
patients rendered pain free still complained
of various abdominal symptoms including
bloating, cramps, indigestion, nausea, and
dyspepsia.

After reading this article, I am suspicious
that the symptoms suffered by many of these
patients had nothing to do with the gall stones.
The fact that some had apparently improved
after cholecystolithotripsy does not establish
that the procedure should have been done in
the first place. Improvement could have been
due to the powerful placebo response of the
cholecystolithotripsy.

Before evaluating this study we need to know
the indications for cholecystolithotripsy. Some
of the patients had persistent abdominal pain
similar to that before treatment. This raises the
important question: Were the symptoms which
permitted entry into this trial due to the gall
stones? Persistent right upper quadrant
abdominal pain commonly occurs in the
absence of gall stones and may be due to
a functional disorder of the upper gastro-
intestinal tract.' Furthermore, several studies
have clearly shown that the prevalence of
dyspepsia is similar in those who have and do
not have gall stones."'

It seems unlikely that cholecystitis (is there
such a thing as chronic cholecystititis?) was an
indication for lithotripsy since such patients are
quite ill and usually require surgery fairly
urgently. Their gall bladders would be unlikely
to contract. We are not told that any of the
patients were jaundiced or had pancreatitis, so
the only remaining indication for removal of
the gall stones would be biliary colic. It is
possible, of course, that all the patients
reported on had typical biliary colic, but this is
not stated in the article.

Health ministries, third party payers, and
increasingly the public are questioning the
introduction of expensive new technology
without proper validation. In this study chole-
cystolithotripsy seems to have taken place on
some patients without indications for gall stone
removal. Claims for the improvement of symp-
toms other than biliary colic are not substanti-
ated by a double blind trial and go against
experience."A If, indeed, there were valid
indications for lithotripsy in the patients
reported, then the authors should have made
these indications explicit in the article. If not,
one wonders if the patients would have been
better off with no treatment at all.
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Reply

SIR,-Dr Thompson wants to know the indica-
tions for cholecystolithotripsy and questions if
the symptoms in our patients were indeed due
to gall stones. Our multidisciplinary team
agrees with Dr Thompson that right upper
quadrant pain occurs in the absence of gall
stones. This is further substantiated by the fact
that up to 50% of patients have persistence of
symptoms after cholecystectomy. We gave
nine references in our discussion concerning
this point. Our results of lithotripsy therefore
compare favourably with cholecystectomy.
We are not aware ofany institution using gall

stone lithotripsy where the protocol does not
require the presence of gall stone colic for entry
to the study. We would like to assure Dr
Thompson that in our institution in the litho-
tripsy clinic gastroenterologists and surgeons
refer patients for treatment only if gall stone
pain is present and if these patients would
otherwise have been considered for chole-
cystectomy. All 220 patients entered into our
study were diagnosed as having gall stone pain.
We therefore disagree with Dr Thompson that
cholecystolithotripsy has taken place in our
institution without indication. Our team has
decided that patients with so called 'gall
bladder dyspepsia' should not be accepted for
lithotripsy. One of our previous publications
(reference 13 in our article) is more explicit in
the acceptance protocol, stating that 'evidence
of pain due to the presence of gallstones' is
required.
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BOOK
REVIEWS

Gastrointestinal symptoms: clinical inter-
pretation. Edited by J Edward Berk and
Walter Haubrich. (Pp 271; illustrated;
£28.00.) Wolfe Medical Publishing, London,
1991.

The modern medical curriculum lays increas-
ing emphasis on 'communication skills.' When
I first encountered this jargon, I thought it had
something to do with computers, but was
reassured to find that it simply means the ability
to talk to people. Either as a consequence of
this educational initiative, or of the 'holistic'
philosophy behind it, medical students seem to
be better at history taking. This should be good
news for gastroenterology in which, more than
in any other branch of internal medicine (if
only because the physical signs of disease are so
often vague or absent), the aphorism, 'listen to
the patient-he will tell you the diagnosis' holds
true. But it isn't, because the modern science of
gastroenterotechnology attracts the gadget
minded and the would be surgeon and repels
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the communicators into family practice.
Hence, the increasingly familiar scenario of a
patient referred with a detailed and thoughtful
letter from a family doctor being subjected in
hospital to a mindless sequence of expensive,
uncomfortable, and unrevealing investiga-
tions.
Here is a book that might reverse the trend.

A group of distinguished American physicians
have collaborated to produce this volume in
which the emphasis is not only on how to take a
history, but how to use it to make a diagnosis.
Although they are, for the most part, men of
mature years, it is clear again and again in the
text that they are very much in touch with the
diagnostic resources that are now available -
but they clearly believe that modern tech-
nology should be used like a probe rather than a
blunderbuss. Not all the chapters are equally
successful, and some of the symptoms, such as
weight loss and jaundice, are signs rather than
symptoms, but always the emphasis is on the
history, and a profusion of illustrative cases is
used to justify their stance. The opening
chapter by Stewart Wolf on 'History taking:
the art of dialogue' should be compulsory
reading for all of our fraternity, while the two
distinguished editors, Walter Haubrich and
J Edward Berk, have wise words on the
respective topics of 'Abdominal pain' and
'Gaseousness.' And furthermore ... Do I hear
you ask what any of this has to do with keeping
up with what's new? Well, think about the
patients that you saw last week and this week,
and those that you will see next week and the
week after, and reflect on how much or
otherwise you are helped in your work by
reading the absolutely latest edition of 'Current
update on the state-of-the-art of everything
that's shiny and new in gastroenterology' . . .

I know, I know ... si la jeunesse savait, si la
vieillesse pouvait. This book is long on opinion,
but short on data, statistics, and bibliography;
people may want to write this stuff, but who
has to read it, know what I mean? Yet, in my
mind's eye, I see this group of Transatlantic
sages as Canute like figures, standing firm
against the relentlessly advancing tide of
fibreoptic magnetically resonating tomo-
graphic ultrasonic sludge. Quixotic perhaps,
but one cannot deny they have a certain
dignity. Ludicrous as it may be, one is for a
moment - only a moment, mind - tempted to
join them. Perish the thought and pass me the
latestJ7 Clin Invest.

Nevertheless, read this book. It won't hurt
you and you might even learn what you thought
that you already knew.

DAVID WINGATE

Fundamentals of gastroenterology with self-
assessment workbook. Edited by L W Powell
and D W Piper. (Pp 276; illustrated; £39.95.)
Sydney: McGraw-Hill, 1991.

This excellent primer of gastroenterology was
first published in 1975. It now has 12 authors
and is in its fifth edition. The 11 chapters are
followed by about 10 multiple choice questions
for each chapter with answers and references to
the relevant text pages.

I need only suggest possible improvements.
The line drawings are good and more are
needed, perhaps instead of, rather than as well
as, the x rays, which rarely reproduce well.
More diagrams will help the student to under-
stand difficult mechanisms such as the delivery
of 5-aminosalicylic acid to the colon by sulpha-
salazine and analogues. Symbols and abbrevia-
tions could be standardised: ml and 1, not mL
and L; mmol not mEq, mmol/l not mg/100 ml.
Most textbooks would benefit from shorten-

ing, by tighter prose, and avoiding tautology
(skin rash) and imprecision (measurements,
diseases, not parameters, pathologies). Now
that there are other contributors the editors
may have more and not less work to do in
ensuring comprehension without overlap.
Thus dyspepsia is discussed, and defined
differently, both in Functional Disease
(chapter 9, p 210) and in Common Diseases
(chapter 11, p 226). Endoscopy and Common
Symptoms, the last two chapters, might be
better at the beginning of the book or distrib-
uted within the relevant organs.

It is impossible to satisfy all readers in
distributing space between scientifically inter-
esting and common diseases. Even so it seems
curious in 1991 to give the side effects of non-
steroidal anti-inflammatory drugs five lines and
Helicobacter pylori seven lines whereas viral
hepatitis has 10 pages and hormonal gastro-
intestinal disease a whole chapter.
Warmly recommended.

J H BARON

All titles reviewed here are available from
the BMJ Bookshop, PO Box 295, London
WC1H 9TE. Prices include postage in the UK
and for members of the British Forces Overseas,
but overseas customers should add £2 per item
for postage and packing. Payment can be made
by cheque in sterling drawn on aUK bank, or by
credit card (Mastercard, Visa, or American
Express), stating card number, expiry date, and
full name.

NOTES

Clinical trials

The British Society of Gastroenterology in
conjunction with the British Association for the
Study of the Liver are initiating two trials
designed to evaluate the use of coichicine and
ursodeoxycholic acid in (1) sclerosing cholan-
gitis and (2) primary biliary cirrhosis. All
gastroenterologists who would like to enter
their patients into either or both of these British
trials should contact the respective trial co-
ordinators for further details.
Trial I - sclerosing cholangitis:
Dr Roger Chapman,
Consultant Gastroenterologist,
John Radcliffe Hospital,
Headington,
Oxford OX2 9DU.
Trial 2 - primary biliary cirrhosis:
Dr T Warnes,
Consultant Physician,
Liver Clinic,
Manchester Royal Infirmary,
Oxford Road,
Manchester M13 9WL.

British Medical Laser Association

A meeting on 'Medical lasers: practice and
prospects' will be held on 4-5 December
1991 at the Moat House International Hotel,
Glasgow. Further information and registration
forms are available from: Dr N Krasner,
Secretary, BMLA, Gastrointestinal Unit,
Walton Hospital, Rice Lane, Liverpool
L9 IAE.

BSG meeting 25-27 September 1991 -
withdrawal of presentation

The abstract entitled 'Antineutrophil cyclo-
plasmic autoantibodies directed against
cathepsin G in sera from patients with inflam-
matory bowel disease' by Reumaux D,
Colombel JF, Cortot A, et al (Gut 1991; 10:
A1218) was withdrawn before the meeting but
after Gut had gone to press.
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