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became available in seven of the DU patients.
No specific mention was made of corrections
for pyloric losses or duodenal reflux. Their
chief findings were statistically significant falls
in basal, maximal, and GRP stimulated secre-

tion in the seven patients with dual tests. They
suggest that Hpylori, by increasing sensitivity
to gastrin, increases parietal cell mass and that
this is the cause of the well known increased
maximal acid output in DU patients com-

pared with controls.
This suggestion is at odds with the paper'

from this department that demonstrated that
H pyloni positive subjects, both patients with
non-ulcer dyspepsia and patients with DU,
had lower maximal gastric secretion (in
response to continuous intravenous hista-
mine) than H pylori negative patients of the
corresponding diagnostic groups. Our study
was performed in 64 subjects. Corrections
were made for pyloric losses and duodenogas-
tric reflux (both especially important when
low secretion rates or small differences in
secretion rates are being measured).
The GRP stimulated responses seen by

Harris et al were clearly submaximal, because
they were only 40-70% of the pentagastrin
responses. The latter were also possibly sub-
maximal (intramuscular route, one shot injec-
tion). Therefore it is possible that the phe-
nomenon they have described (if it is
confirmed in a larger number of patients with
correction of collection errors) represents an

effect of Hpylori that primarily reduces parie-
tal cell mass, and thereby increases sensitivity
to gastrin (GRP or pentagastrin). This alter-
native hypothesis was discussed and refer-
enced in our article.' The important point is
that the findings described by Harris et al do
not necessarily indicate that Hpyloni increases
the parietal cell mass.

0 OSHOWO
M HOBSLEY

Department ofSurgery, UCLMS,
Charles Bell House,

67-73 Riding House Street,
London WIP 7LD

1 Chandrakumaran K, Vaira D, Hobsley M. Duo-
denal ulcer, Helicobacter pylon and gastric
secretion. Gut 1994; 35: 1033-6.

Reply

EDITOR, We thank Dr Oshowo and Pro-
fessor Hobsley for their interesting
comments.
We fully accept that H pylon may produce

gastric hyposecretion from atrophic changes
in body mucosa with loss of parietal cells. We
believe that H pylori can also produce gastric
hypersecretion leading to duodenal ulcer dis-
ease, but it is unclear which host or microbial
factor is responsible for the one or other
pathology.

Six months after eradication of H pyloni,
pentagastrin-stimulated peak acid output
(PAOpg) significantly decreased in all our

eight patients, and not in seven as stated in the
letter. It was the basal (BAO) and gastrin
releasing peptide-stimulated (PAOGne) acid
outputs that were available in only seven of
eight patients. We did not make Hobsley's
corrections for pyloric losses or duodenogas-
tric reflux, but such corrections would proba-
bly have been slight at the high rates of
secretion in patients with duodenal ulcer.'
There are reasonable data that measurement
of PAO after one injection of 6 ,ug/kg of
pentagastrin is comparable with intravenous
infusion. '

Oshowo and Hobsley state that we 'suggest
that H pylon, by increasing sensitivity to gas-
trin, increases parietal cell mass'. We actually
suggested that 'the increased PAOpg (an indi-
rect measure of the parietal cell mass) in H
pylon positive patients with duodenal ulcer
may be caused by a combination of exag-

gerated gastrin release and acid response to
gastrin' and not purely as a result of a change
in sensitivity to gastrin.
Our finding of reduction of PAOpg after

eradication of H pylon has since been con-

firmed2 3 and we look forward to Professor
Hobsley's study of his patients with duodenal
ulcer after eradication of Hpyloni with 'a large
number of patients with correction of collec-
tion errors'.
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Ultrasound for gastroenterologists

EDITOR,-I read with interest the leading arti-
cle by Dr Derrick Martin (Gut 1996; 38:
479-80) in which I believe he makes a very

good case for not training gastroenterologists
in ultrasound.
The argument in favour of training gastro-

enterologists is, I believe, a weak one, based
on an increasing waiting time for ultrasound
in radiology departments, the requirement of
the European Union of Medical Specialities,
and the perceived attractiveness of an 'instant'
diagnosis at the first outpatient clinic
attendance.
These arguments are far outweighed by

many reasons in favour of maintaining and
constantly improving radiology services. As a

radiologist, Dr Martin concedes that ultra-
sound is 'a difficult technique, technical arte-
facts in the image abound and can create
diagnostic confusion'. What defence is there
when a renal tumour is missed, an aortic
aneurysm unrecognised, an ovarian cyst
undetected or pleural effusions not looked
for? The high level of training of the radi-
ologist enables him or her to search routinely
for all of these potential pitfalls. Dr Martin
states that many radiologists are keen to train
others. This is certainly true but there is scant
evidence that they are keen to train gastro-
enterologists. Without doubt, training would
require to be thorough and systematic.
The leading article also deals with equip-

ment and with the need to make efficient use

of expensive resources. 'You get what you pay
for' is certainly true and high quality ultra-
sound requires the appropriate level of invest-
ment in equipment. How is it possible there-
fore to justify the purchase of expensive
ultrasound equipment for the gastroenterol-
ogy clinic based on a throughput of perhaps
20 cases per week (or less!), which is equiva-
lent to two radiology ultrasound sessions per

week. Dr Martin readily acknowledges the
unpredictable nature of the gastroenterology
workload and the variable commitments of
those intending to use ultrasound. This is a
further good reason for focusing ultrasound in
the radiology department with its dedicated
centralised staff and resources. There have
been obvious precedents in which hospitals
have accumulated expensive ultrasound
equipment outwith the radiology department
in renal units, urology departments, cardiol-
ogy units and stroke units, which stands
unused for most of each week. Furthermore
equipment located outwith the radiology
department runs the risk of infrequent or
inadequate maintenance. Excellent hard copy
facilities are a key factor in image quality and
it is unlikely that the high cost of expensive
laser printers could be justified outwith the
radiology department.
Formal reporting of ultrasound images has

many pitfalls and the gastroenterologist would
be at particular risk of meeting one or more
of these.
The issue of waiting lists in radiology

departments is an important one. Whenever
a Trust makes a clinical appointment, it needs
to ask a question "What service department
(including radiology) consequences will this
appointment inevitably bring with it?"
There is an increasing tendency within radi-

ology departments towards subspecialisation,
particularly in teaching hospitals. Properly
controlled, this is a beneficial development,
because it encourages improved skills and
concentrates experience in a focused way,
which benefits patient care, education and
research, for example in interventional radi-
ology, magnetic resonance, computed tomog-
raphy, and not least ultrasound where biopsy
techniques, power Doppler, and tissue char-
acterisation are most likely to flourish in the
hands of dedicated radiologists. It would be
completely inappropriate for me to have any
involvement in breast screening mammograhy
without extensive training in it and a major
ongoing commitment to it. Training physi-
cians and surgeons in ultrasound operates in
the opposite direction to this focused spe-
cialised approach. It is not sufficient to simply
say 'there will be some enthusiasts with suffi-
cient workload to support this service and
they will need guidance and training'.
The decree of the European Board of Gas-

troenterology that training in ultrasound
should be included is not necessarily a wise
one and in any case is probably relevant to
comparatively few UK gastroenterologists.

Elsewhere' Dr Martin highlights the bene-
fits of the patient focused approach to diag-
nosis and therapy, but surely the way forward
is to focus ultrasound services within the
imaging department ensuring that the highest
possible standard is established and main-
tained with respect to rapid, accurate and
complete diagnosis, instant reporting, educa-
tion, and research.

RAMSAY VALLANCE
Department ofRadiology,

Gartnavel General Hospital/Western Infinnary,
Glasgow

1 Martin DF. Ultrasound training for non-
radiologists. Clin Radiol 1995; 50: 589-92.

Reply

EDrroR,-I am grateful to Dr Vallance for his
comments, as this is clearly a topic where
debate is essential if we are to reach a logical
conclusion that allows the fulfilment of ambi-
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tion for both radiologist and gastroenterolo-
gist, as well as providing a prompt service with
appropriate quality.

In my heart I know that the comments by
Dr Vallance are correct when he highlights the
potential difficulties and drawbacks that may
result from ultrasound examinations being
undertaken by practitioners other than skilled
trained radiologists. In my head, however, I
recognise that there are other arguments that
must be resolved. Some gastroenterologists
and indeed clinicians in other specialties, do
genuinely wish to provide an ultrasound serv-
ice and this wish has been given validity by the
declaration of the European Board of Gastro-
enterology that ultrasound should be part of
the training programme for gastroenterolo-
gists. Neither radiologists individually nor col-
lectively through their Royal College, are in a
position to prevent non-radiologists from
using ultrasound for diagnosis and therefore
we find ourselves in a position in which we can
adopt one of three responses.

Radiologists can ignore the needs of non-
radiologists to train in ultrasound and decline
to be involved in such training. In doing this
we will deny to non-radiologists an under-
standing of our own skills, which contribute
to a quality service and we may thus contrib-
ute to the poor quality non-radiological serv-
ice which we fear.

Radioloists may believe that because non-
radiological ultrasound training is in vogue,
that we should simply keep our heads down
for a while in the hope that the fashion will
pass, but again we risk the development of a
second rate service without our contribution.

Thirdly, we could permit our non-
radiologist colleagues free access to our skills.
Of course we do this already by providing a
service for them and their patients, but we
should extend this to the provision of training,
so that the service which non-radiologists
provide is of sufficient standard to fulfil radi-
oloists' definition of quality. Additionally the
links forged between radiologist and non-
radiologist during training should contribute
to more open communication, which must be
to the ultimate benefit of our patients.

I believe that the responsible and logical
reaction of radiologists to the wishes of some
non-radiologists to train in ultrasound, is to
provide them with sensible achievable guide-
lines for training so that radiologist and non-
radiologist can work together to provide what
the patient needs, a rapid ultrasound service
of appropriate quality.

DERRICK F MARTIN
Department of Radiology, Withington Hospital,

Nell Lane, West Didsbury,
Manchester M20 2LR

significant reduction in water and electrolyte
secretion and slows small intestinal transit.'
The high output of jejunostomy fluid post-

prandially is therefore likely to be due to a
combination of increased gastric emptying,
decreased small intestinal fluid absorption,
and increased small bowel motility. The
development of orally active peptide YY
agonists and antagonists will provide further
insight into the physiological role of this pep-
tide and could provide a novel approach to the
water and electrolyte disturbances associated
with high ileostomy outputs. Physiological
concentrations of peptide YY do, however,
cause significant increase in sodium excretion
by the kidney and the relative benefits of
electrolyte conservation by the intestine might
be counterbalanced by the increased electro-
lyte lost by the kidney.2
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Reply

EDITOR,-We are grateful to Professor R J
Playford and Dr C E MacDonald for drawing
our attention to this research. It supports the
view that peptide YY is important in the short
bowel syndrome. While the main reason for
a high output from a jejunostomy is the loss
of the normal daily secretions produced in
response to food, low plasma concentrations
ofpeptide YY may exacerbate the situation by
increasing the rate of liquid gastric emptying
and small bowel transit,' and may increase
water and electrolyte secretion. High plasma
concentrations of peptide YY occur in
patients with a short bowel and a retained
colon, thus it is beneficial to preserve some
colon when a major bowel resection is
performed.
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Books reporting proceedings of meetings are
often hurried out with little editorial control
and patchy quality. This book is an exception.
To begin with the book was a pleasure to
handle; an attractive cover, solidly bound and
on high quality paper. A glance through it
revealed abundant illustrations, tables, and
uniformity of style. Dipping into the book and
reading in more depth revealed a systematic
authoritative and in depth coverage of the
molecular biology of pancreatic diseases,
acute pancreatitis, chronic pancreatitis, and
pancreatic cancer.
On the basis that it is a reviewer's privilege

to select items for commendation or con-
demnation (I have nothing to offer here) I will
select a few gems from the text. Weber and
Jensen have given a masterly insight into the
genetic and molecular biological aspects of
pancreatic endocrine and carcinoid tumours.
No more will one be baffled by the intricacies
of the MEN 2 gene mapping nor genetic
alterations in carcinoid tumours. They were
simply illuminated in this excellent contribu-
tion. Acute pancreatitis was tackled by physi-
cians, surgeons, gastroenterologists and radi-
ologists in a comprehensive manner. The
more recent controversies of artificial nutri-
tion and antibiotics were completely up to
date with a total coverage of the world lit-
erature and reasoned, balanced discussions.
The surgeons perhaps were liberal with
dogma, painting a picture of surgical options
with little room for manoeuvre, which in the
individual case is often not tenable.

This reviewer learnt a lot from reading the
various sections on chronic pancreatitis and
any student of this condition callow or sea-
soned should read it thoroughly for its com-
prehensive coverage of the literature and
discussions.
The Japanese contributors at last gained

exposure contributing an exhaustive analysis
of the European versus the Japanese approach
to surgery in this condition. In my view the
star chapter was that of Hermaneic describing
the pathology of pancreatic cancer culminat-
ing in the newWHO classification.
Who should buy this book? It is relevant to

the practice of any serious pancreatologist, it
is an essential reference for any researcher in
the field and the editor is to be congratulated.

A N KINGSNORTH

Peptide YY and electrolyte homeostasis

EDITOR,-We wish to comment on the article
by Nightingale and coworkers on the possible
importance of peptide YY as the mediator of
the colonic brake to gastric emptying (Gut
1996; 39: 267-72). Their studies suggest that
the lower concentrations of peptide YY seen
in patients without a colon are associated with
an increased rate of gastric emptying. This
may well contribute to the increased jeju-
nostomy output seen in these patients. We
have previously shown in humans that peptide
YY in volunteers with jejunostomies (infused
at physiological postprandial values) causes
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Advances in Pancreatic Disease, Molec-

ular Biology, Diagnosis and Treatment.
Edited by C G Derveris. (Pp 401; illustrated;

Abdominal imaging

A course on abdominal imaging will be held
at Jackson Hole, Wyoming, Grand Teton
National Park, USA, on 30 June-4 July 1997.
Further information from: Janice Ford
Benner, University of Pennsylvania Medical
Center, 3400 Spruce Street, 1 Silverstein
Building, Philadelphia, PA 19104, USA. Tel:
215 662 6904; Fax: 215 349 5925.
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