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some patients was lateralised (fig 1) or could be seen as a narrow
cleft. A tumour in the remaining tissue in a partially empty
sella could also be defined, allowing us to identify four tumours
in partially empty sellae and in one patient (case 12) to remove
the tumour selectively, leaving the normal pituitary tissue and
function undisturbed. Other features of value that were clearly
visualised included bony erosion, lateral and suprasellar spread
of the tumour (case 7), and exclusion of an aneurysm eroding
into the pituitary fossa. Such precision has now rendered the
expensive and distressing technique of air encephalography and
metrizamide contrast procedures practically obsolete in our
practice.
Computed tomography enables the clinician to assess more

accurately the possible likelihood of dangerous pituitary
expansion in any future pregnancy-for instance, one patient
(case 7) had a normal-sized fossa radiologically but showed a
4 mm suprasellar extension that could have produced visual
impairment had the patient become pregnant. The clinician
can now assess the feasibility of selective tumour removal or
ablation and obtain a non-invasive follow-up.
Although it appeared that the tests using metoclopramide

and thyrotrophin-releasing hormone correctly identified tumour
in most cases, the number of false-positives in those without
visible tumours tended to negate their value. A tumour may
however, become visible in those sellae with no visible micro-
adenoma at present, and so a definite answer on the validity of
dynamic tests must be qualified and indeed may never be
resolved, for indefinite follow-up would be required. Certainly
hormonal studies could not clearly identify full from empty
sella.
The fourth-generation CT scanners are thus a major advance

in the understanding of disease of the sella in those with

hyperprolactinaemia be it from tumourous causes or other
conditions.
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who selectively removed the tumour in case 12, for allowing publica-
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Linda M Banks, who conducted the CT examinations. We thank
Sandoz Products Ltd for supporting the endocrine studies and the
Bernard Sunley Trust for the generous donation of the Siemens
Somatom II to the Royal Postgraduate Medical School. MCW is in
receipt of a Medical Research Council Training Fellowship.
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SHORT REPORTS
Oesophageal resection in patients
with oesophageal speech

In the past five years we have seen two patients with total laryngectomy
and "oesophageal speech" who developed diseases of the oesophagus
requiring oesophageal resection. Both sustained no further loss of
voice despite removal of the lower oesophagus. This suggests that
oesophageal speech is generated predominantly in the upper oesophagus
and that a functioning lower oesophageal sphincter is not necessary
for its production.

Case reports

Case 1-A 52-year-old woman presented to the otolaryngology department
in 1970 with hoarseness. Laryngoscopy and biopsy showed squamous
carcinoma of the larynx. This was irradiated but the tumour persisted, and
total laryngectomy with a tracheostomy and left-sided cervical lymph-node
dissection was performed in 1971. She learnt oesophageal speech and
remained well until 1977, when she was admitted to the thoracic surgical
unit with dysphagia of one month's duration, weight loss, and substernal
pain. Barium swallow showed a tumour of the lower third of the oesophagus,
which was confirmed by oesophagoscopy. At operation a squamous tumour
was removed by oesophagogastrectomy, with oesophagogastric anastomosis
just below the aortic arch. On the first postoperative day she had a weak
oesophageal voice, but this rapidly became stronger. She made an uncom-
plicated recovery and was discharged on the 19th day after operation, by
which time her voice was indistinguishable from her preoperative voice, as
judged by herself, her family, and attending doctors. Her speech remained
good until her death two years later from metastatic carcinoma.

Case 2-A 50-year-old man presented to the otolaryngology department in
1970 with a one-year history of hoarseness and pain on coughing. Laryngo-
scopy and biopsy showed squamous carcinoma of the right vocal cord with
extension to the second tracheal ring. Radiotherapy was ineffective in
controlling the tumour, and emergency tracheostomy was required. Total
laryngectomy and right cervical lymph-node dissection were subsequently
performed. Excision was complete and recovery excellent with the develop-
ment of good oesophageal speech. Nine years later he developed dysphagia.
Barium swallow showed a hiatus hernia with a severe reflux stricture,

confirmed by oesophagoscopy. Oesophagogastrectomy with oesophagogastric
anastomosis below the aortic arch was performed. The next day his oesopha-
geal speech was present, but weak. He made an uncomplicated recovery,
and on discharge his oesophageal speech was unchanged in strength and
character from its preoperative state; he noted, however, that he had to
"gulp" more air to produce the same number of words. His oesophageal
speech was excellent at his last visit in 1982, and he had had no further
dysphagia.

Comment

After total laryngectomy patients are dependent on oesophageal
function if they are to regain some form of speech.' 23 Subsequent
development of oesophageal disease therefore raises the possibility
that they will again lose the voice that has been so painstakingly
acquired. A Nissen fundoplication for hiatus hernia has been reported
to cause no impairment of voice,4 but the effects of oesophagectomy
have not previously been described.
The results after operation in our patients indicate that neither the

development of an obstruction in the oesophagus (tumour in one case,
stricture in the other) nor the removal of the lower oesophagus had
any long-term adverse effect on the voice. The means by which
oesophageal speech is produced are still not fully understood but must
require a reservoir and a vibrating mechanism.5 The findings in these
patients suggest that the lower oesophagus and lower sphincter are not
essential for either of these functions. Hence patients with oesophageal
speech can be reassured that distal oesophagectomy will not cause loss
of voice for a second time, though the effects of proximal oesophagec-
tomy in such patients are still unknown.

Snidecor JC, Curry ET. How effectively can the laryngectomee speak ?
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muscle reconstruction on the mechanism of oesophageal voice produc-
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Attempted immune stimulation in
the "gay compromise syndrome"
A new syndrome of unknown aetiology, characterised by acquired
immunodeficiency and a high mortality from opportunistic infection
and Kaposi's sarcoma, is affecting the American homosexual popula-
tion, with isolated reports from elsewhere mainly implicating recent
contact with men who had lived in or visited America.'-3 Abuse of
amyl nitrate and chronic infection with cytomegalovirus are other
suggested risk factors.4 We report on an English homosexual with no
known American contact who abused amyl nitrate on a regular basis
and subsequently developed this syndrome. Immune stimulation with
thymic hormone extract produced only a short-lived relative lympho-
cytosis.

Case report

A 43-year-old homosexual man presented in January 1981 complaining of
rash, malaise, alopecia, and weight loss of one year's duration. Examination
showed ichthyosis, alopecia, and lymphadenopathy. A year of intensive
investigation followed, but a firm diagnosis was not made until late 1981,
when lymphocyte marker studies showed T-cell lymphopenia with an
abnormal OKT4:OKT8 ratio (table). This, in combination with abnormal
immunoglobulin concentrations (IgA 7-6 g/l (normal range 0 5-3 g/l), IgM
3-3 g/l (normal range 0-5-1-7 g/l), and IgG 8-3 g/l (normal range 5-16 g/l))
and results of liver function tests (aspartate transaminase activity periodically
raised to 73 IU/l (normal range 17-35 IU/1)), plus the clinical picture,
suggested the "gay compromise syndrome."

In March 1982 he developed fever, rigors, breathlessness, and a cough.
Chest radiography showed widespread infiltrates. He refused to undergo
bronchoscopy, and Pneumocystis carinii pneumonia was diagnosed clinically.
Parenteral co-trimoxazole was started (20 mg trimethoprim/kg and 100 mg
sulphamethoxazole/kg), and he improved. Overnight incubation in vitro of
the patient's lymphocytes with thymic extract at a concentration of 100 mg/l
induced a normal proportion of OKT4+ cells, providing a theoretical basis
for use of the extract in vivo; accordingly 0-75 mg thymic hormone extract/kg
was started on alternate days shortly after the co-trimoxazole. Cytomegalo-
virus infection was sought and the virus subsequently isolated repeatedly
from throat washings and urine.
On immunostimulant treatment anergy to cytomegalovirus was demon-

strated in a controlled lymphocyte transformation test on two occasions,
despite adequate phytohaemagglutinin stimulation. The patient showed a
relative lymphocytosis (pretreatment mean total lymphocyte count 307 x 106

cells/I; peak total lymphocyte count 1OOOX 106 cells/I after six weeks'
treatment), but this was not sustained and there was no correction of the
OKT4:OKT8 ratio (table). Continuing immune dysfunction was demon-
strated by the development of gross oral and oesophageal candidiasis.
Treatment with thymic hormone was stopped after two months, by which
time his lymphocyte count had dropped to pretreatment values. He died in
June of an encephalitic illness resistant to chemotherapy, including antiviral
agents. Cytomegalovirus was isolated from liver and lung specimens taken
at necropsy.

Comment

Questioning of the patient confirmed exclusive homosexual practice
and, until 1980, abuse of amyl nitrate on a regular basis; he had not
been to America. No drug treatment effective in correcting the basic
immune defect in this syndrome is known. Thymic hormone treatment
had a considerable lymphopoietic effect when used in the treatment of
herpes viral infections in children with malignancy-associated
lymphopenia5 and induced a normal proportion of OKT4+ cells in
vitro in our patient. In-vivo use of an adequate dose of thymic extract,
however, failed to produce sustained lymphopoiesis or to reverse the
OKT4:OKT8 ratio, and further opportunistic infection occurred. It
is difficult to reconcile his last exposure to amyl nitrate two years
previously with his continuing immune paresis.

This case adds support to the hypothesis that amyl nitrate is
initially an important aetiological factor in the "gay compromise
syndrome," but the failure of immunostimulation to sustain a lympho-
cytosis or to reverse anergy to cytomegalovirus indicates continuing
immunosuppression, probably attributable to chronic infection with
this virus.
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T-cell subset populations

Normal 17 Dec 9 Mar 17 Mar 16 Apr 23 Apr 5 May 21 May
value 1981 1982 1982 1982 1982 1982 1982

OKT3 + (total T):
No of cells( x 106/) .1750 307 76 480 161 185 136°,,, .. .. . ... ..707162 48 24 51 59

OKT4 + (helper/inducer):
No of cells( x 106/) .1150 151 15 100 121 69 67
°/% .. .. .. ....463532 10 18 19 29

OKT6 + (thymocytes):
No of cells (x 106/I) .< 125 9 7 114 44
°' <5 2 6 17 12

OKT8 + (cytotoxic suppressor):
No of cells( x 106/1) .625 134 34 13 310 215 116 78°O .. .. .. ....253128 27 31 32 32 34

Ratio of OKT4:OKT8. 184 1-12 1-15 0-32 0-5 0 59 0-85

Pneumonia L Candidiasis

Treatment with thymic hormone extract
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