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If only because of this unusual method
of examination many statements of this paper
must not be accepted without reservations.
And yet the publication of this report has
already created much concern. It is likely
that the authors did not fully realize the
significance of a field study claiming to find
the evidence of chloroquine resistance in
tropical Africa. This concern is even greater
at the present time as a team from the
Division of Insect Borne Diseases of the
Medical Research Laboratory, Nairobi,
Kenya, visited the Embu area in August
1971, and could not find any evidence of
P. falciparum resistance to chloroquine.
There is no doubt that the publication

of the report by Yoshinaga et al., which was
followed by a promotional campaign in
favour of the new drug, led to some con-
fusion and uneasiness. It also undermined
the confidence of the medical profession and
of the population in the therapeutic value of
chloroquine, still one of our most reliable
and useful antimalarial drugs.
One of the most important duties facing

malariologists today is the early and reliable
recognition of drug resistance on the basis
of field tests. A usable method has been
recommended by the W.H.O.' and the
strictest scientific criteria should be applied
for final assessment of results.-We are, etc.,
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Endocrine and Metabolic Manifestations
of Cancer

SIR,-Dr. E. J. Ross (18 March, p. 735)
took on the difficult task of reviewing the
endocrine and metabolic manifestations of
cancer. There are some points which I feel
need clarification.

In Table I corticotrophin is said to be
produced by both papillary and medullary
thyroid cancers. To my knowledge the
evidence that papillary thyroid carcinoma
produces Cushing's syndrome is non-
existent.' Gastric cancers are also listed, but
in fact only gastric carcinoids have been
proved to cause Cushing's syndrome. The
pancreas is listed twice: the first time, I
believe correctly, as islet-cell tumours. The
second time it is listed as "pancreas" un-
specified further, implying, though not
stating, that carcinoma of the exocrine pan-
creas can produce Cushing's syndrome (as
yet unproved).

Vasopressin production is said to occur
with cerebellar haemangioblastoma: a
reference to this would have been appre-
ciated. It is a pity that the well documented
pancreatic (probably islet-cell) tumours were
not listed. Parathormone production is
correctly attributed to bladder, vulval, and
other carcinomas, but it is curious that renal
carcinoma has been omitted when, by itself,
it accounts for over 25% of reported cases.
Ovarian carcinoma also deserves mention in
preference to, say, vulval carcinoma. Is pre-
cocious puberty really caused by carcinoma
of the bronchus? Again, the production of

thyroid-stimulating hormone by bronchial
carcinoma is so poorly recognized as to de-
serve a reference.
The lay-out in Table II is very misleading.

Section 2 of this is likely to be interpreted
as meaning that lymphomas are the tumours
most frequently associated with acanthosis
nigricans and that ovarian tumours are asso-
ciated with herpes zoster. The altemative
interpretation of this section is almost equally
erroneous.

Turning to the end of the review, is it
true that "scleroderma . . . developing after
the age of 40," frequently has "a back-
ground of cancer," unless this refers only
to the extremely rare scleroderma-like picture
associated with the carcinoid syndrome?
Acanthosis nigricans cannot in any sense be
termed a "less specific" skin manifestation.
It is clinically a distinct entity and associated
almost exclusively with very specific types
of adenocarcinoma. The lumping together
of osteoarthropathy and digital clubbing
gives a misleading impression of the way
these disorders behave after resection of a
lung tumour. The association of arterial
thrombosis with renal carcinoma surely calls
for a reference.

In relation to patients with bronchial
carcinoma, Dr. Ross states that "2% of 100
consecutive admissions had adrenal hyper-
plasia." He appears to have omitted the
words "Cushing's syndrome associated with"
after the word "had." Adrenal hyperplasia
is very common with bronchial carcinoma
in general. Dr. Ross has unfortunately mis-
read the Hammersmith Hospital figures:
the 6% incidence of hypercalcaemia in bron-
chial carcinoma refers to a clinical series
and not, as he states, to a necropsy one. The
incidence of hypercalcaemia in our series is
the same as that found by others who have
looked for it. The low incidence of Cushing's
syndrome found by us is in agreement with
the findings of Kato et al.2; the latter is I
believe the only paper which gives the in-
cidence of Cushing's syndrome in a very
large unselected series of oat-cell carcinomas.

I am afraid that the review of this im-
portant subject has been spoilt by some
factual errors, misleading impressions, and
important omissions.-I am, etc.,
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Royal Postgraduate Medical School,
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SIR,-It is not clear why Dr. E. J. Ross
(18 March, p. 735) included gastrin secreting
islet-cell tumours of the pancreas (D-cell,
and no longer a-cell) in his list of hormones
secreted by malignant cells and their sites
of origin. A gastrinoma which can produce
the Zollinger-Ellison syndrome is comparable
to an insulinoma in which the production of
insulin, Dr. Ross agrees, is not "ectopic."
He might equally well have included calci-
tonin production by a medullary carcinoma
ofthe thyroid gland, and so on.
The article by Dr. Ross was about the

secretion of substances with hormonal actions
(indistinguishable from hormones secreted
by normal endocrine tissues) by tumours
derived from tissues that do not normally

secrete hormones. The production of these
substances has been called "ectopic" or
"inappropriate," but what is wanted is a
better name than either of these two. Any
tumour of endocrine tissue which secretes
a hormone does so inappropriately to give
in time the relevant syndrome of over-
production, and any metastasis of such a
tumour which also secretes the hormone is
"ectopic." Sometimes endocrine tissue may
be ectopic, that is separate from a normal
sited endocrine organ, and occasionally
ectopic tissue may be the only source of
a hormone (with agenesis of the endocrine
organ in its normal site). It is probable that
endocrine cells producing one polypeptide
hormone are capable of producing other ones
and sometimes do. Is this to be called "in-
appropriate" or "ectopic"? The naming of
the hormonal secretions from "non-endo-
crine" tumours needs to be more accurate
than "ectopic" and "inappropriate," but it
is difficult to see what it should be. Perhaps
"non-endocrine hormone production" which
is purposely rather vague might be acceptable
even if not very satisfactory.
Many of the substances secreted by non-

endocrine tumours which can show hormonal
actions are identical to normal hormones on
all tests to which they have been submitted.
These tumours are usually, however, com-
posed of relatively dedifferentiated cells un-
like the cells of endocrine tumours which
are mostly relatively well-differentiated. It is
important to make certain of the origin of
overproduction of a hormone, because if it
comes from a malignant tumour of endocrine
tissue the prognosis is often good so long
as the effects of the hormonal oversecretion
can be moderated. A malignant insulinoma
or carcinoma of a parathyroid gland is an
instance of this. And a gastrinoma is another
example if a total gastrectomy has been per-
formed. It is for this reason that the inclusion
of this tumour in the list in the paper by
Dr. Ross is best avoided.-I am, etc.,

MILo KEYNES
Oxcford

Diagnosis of Potassium Chloride Stricture

SIR,-In "Second Opinion, Please" (25
March, p. 797) Dr. Brian R. Wilkinson and
Mr. John Alexander Williams tell the long
and fascinating story of delay in the
diagnosis of a Salupres stricture. As the
patient progressed through biochemical pro-
files, barium studies, and scintillation scans
and then hovered on the brink of arterio-
graphy, the heart of every tax-paying reader
must have sunk a little.

It is perhaps pertinent to recall the
diagnosis of one of the first Salupres stric-
tures which I presented to the Royal Society
of Medicine in 1966. The patient was under
the care of Mr. Andrew Desmond at St.
James's Hospital, Balham. The pain was
similarly vague and non-specific and his
barium meal was normal. However, the erect
abdominal plain film showed a few definite
fluid levels in thte small intestine and this
led to laparotomny, at which a typical
potassium stricture was excised.

I believe there are two important morals
which should have been drawn from this
case. Firstly, any patient with vague ab-
dominal colic of this kind should have an
erect and supine plain film performed at an
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