
BRITISH MEDICAL JOURNAL VOLUME 289 17 NOVEMBER 1984 1349

140

/ \

120- ~ ,' " 1962- 4o---oI
/21 /X1~\ \ Lm~167 zJ

080 158

o 60/ -26%

460 II ~ ~

0)

L..

20/o -23%s i+~~-25%20 -26%

i+8% .0 - . . . . . . U

0-14 15-24 25-34 35-44 45-54 55-64 65-74 75+
Age group

Age specific ovarian cyst hospital discharge rates (per 100 000 women per
year). The percentages are the % change between 1962 and 1964 and between
1977 and 1979 rates.

Comment

The age pattern of discharge rates suggests that the occurrence of
ovarian cysts is strongly related to ovarian activity. That follicular
stimulation and ovulation are important in their formation is supported
by the observed decreased risk of ovarian retention cysts among
women using oral contraceptives.' The steep decline in discharge
rates for perimenopausal women probabiy marks the disappearance
of the formation of retention cysts coincident with the cessation of
ovarian activity. Ovarian cysts diagnosed in women from the age of
55 onwards are mostly benign neoplasms. Unfortunately, retention
cysts and benign neoplasms are usually inadequately distinguished in
hospital records and so cannot be separated in these data.
The decreases in hospital discharge rates for ovarian cysts were

gradual, and did not occur abruptly in 1968 or 1979, when newer
revisions of disease classification were adopted. Furthermore, over a
similar time period hospital discharge rates for pelvic inflammatory
disease3 and ectopic pregnancy4 have increased. Thus the decrease
in ovarian cysts is not simply part of a general decrease in hospital
admissions for gynaecological disorders or in their ascertainment.
During the years considered here there has been a wide adoption of

laparoscopy and ultrasound scans, and women have been encouraged
to attend for screening checkups and cervical smears. Thus small or
asymptomatic cysts may have been detected recently, but missed in
earlier years. This increased detection of asymptomatic cysts should
not have resulted in a reduction in hospital discharge rates (rather
the reverse), but might have altered the type of case, with a decreasing
proportion being admitted as emergencies. This may well have
happened since discharge rates decreased by 240),, for emergency
cases, but only by 12",, for non-emergency admissions. Thus the
true prevalence of ovarian cysts may have declined even more rapidly
than the data suggest.

Oral contraceptive use in Britain increased between 1962 and
1979,5 and our estimates based on their reported degree of protection
suggest that the pill may be responsible for up to a half of the observed
decrease in hospital discharge rates among women aged 15-44.
Nevertheless, the relative decrease in discharge rates was greater in
women older than 45, who were probably not taking oral contra-
ceptives and were likely to have benign neoplasms rather than
functional cysts. The increasing prevalence of hysterectomy and
oophorectomy and the use of hormone replacement therapy may be
protecting these older women from benign ovarian neoplasms, but
we know of no published evidence to support these suggestions.

We thank Dr J Ashley of the Office of Population Censuses and Surveys
for providing unpublished HIPE tables.
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Amputation for pseudotumour in
acquired haemophilia
In patients with haemophilia haemorrhage into muscle with a wide
periosteal attachment may lead to destruction of bone with the
development of a pseudotumour.' Although well recognised in
inborn haemophilia, this has never been described in a patient with
acquired haemophilia. Acquired haemophilia may occur in both
sexes and results from the development of antibodies to clotting
factor VIII :c, which lead to spontaneous haemorrhages and may
inactivate human factor VIII replacement. Though it occurs post
partum and in association with malignancy, certain drugs, rheumatoid
arthritis, and systemic lupus erythematosus, in nearly half the patients
no underlying cause is apparent.
We report on a woman with acquired haemophilia who developed

a life threatening pseudotumour in the thigh. Surgical management
was made possible by replacement treatment with a new highly
purified porcine factor VIII concentrate.

Case report

In 1971 a 56 year old woman presented with repeated spontaneous
haemorrhages into muscles and joints. Investigation showed complete
absence of factor VIII :c due to a specific antibody (400 new Oxford units/
m12), for which no cause could be identified. Immunosuppressive drugs
were given in attempts to reduce the antibody level. Prednisolone was
ineffective; azathioprine and cyclophosphamide resulted in lymphopenia
and anaemia respectively.

In 1973 a large spontaneous bleed into the right quadriceps muscle failed
to resolve completely and progressed to form a haemophilic pseudotumour.
This gradually increased in size and eroded the femoral shaft, which
fractured spontaneously in 1981. Despite protracted conservative manage-
ment the pseudotumour did not regress. The bone ends resorbed and failed
to unite. By 1983 the pseudotumour had invaded the length of the thigh
and threatened the viability of the overlying skin. Computed tomography
confirmed that it could still be resected by amputation.
At this stage the concentration of factor VIII:c antibody was 80 new

Oxford units/ml, which would have inactivated infused human factor VIII.
The concentration of antibodies to porcine factor VIII, however, was
negligible. A test dose of 3000 units of highly purified porcine factor VIII
(Hyate:C, Speywood Laboratories) gave a concentration of factor VIII of
670 IU/l 10 minutes after infusion. It was considered safe to undertake
intertrochanteric amputation, and the whole pseudotumour was removed.

Postoperativel- infusions of 50-70 units porcine factor VIII concentrate/kg
were given every eight hours, the dose depending on the results of frequent
assays of plasma factor VIII :c concentration. Satisfactory haemostasis was
maintained. The dose and frequency of the infusions were gradually reduced,
and they were stopped on the 30th postoperative day. By discharge she
could walk with the help of a walking frame.

Comment

Management of haemorrhage in patients with antibodies to factor
VIII :c is difficult. Replacement treatment with porcine factor VIII :c
concentrate has often been complicated by anaphylaxis, allergic
reactions, or thrombocytopenia. The highly purified preparation of
porcine factor VIII concentrate now available is valuable in treating
patients who have a high titre of antibodies to human factor VIII:c
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but a low titre to the porcine agent.3 Before operation a test dose was
given to ascertain the therapeutic response and to detect side effects.4
In this case shivering, nausea, and back pain occurred but were
rapidly relieved by oral chlorpheniramine. During the early post-
operative period we gave 100 mg hydrocortisone and 10 mg chlor-
pheniramine intravenously before each infusion, later using chlor-
pheniramine alone. The platelet count remained unchanged.
Altogether 270 000 units of porcine factor VIII were given without
any appreciable rise in the titre of antibodies to this agent or an
increased tendency towards side effects.
Though a prolonged conservative approach to management of a

pseudotumour may be successful, it was clearly failing in this patient.
The new porcine factor enabled us to overcome the problem of
achieving and maintaining haemostasis during and after major
surgery.

We thank Professor R B Duthie and Dr C Rizza for permission to report
on their patient and for their helpful advice.
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Weight gain after cholecystectomy
Cholecystectomy is currently the most common major general
surgical operation, with about 45 000 operations being performed each
year in the United Kingdom.' A retrospective study of patients
undergoing biliary surgery in this hospital suggested that many
patients gain weight after cholecystectomy (paper in preparation).
We therefore undertook a prospective study to examine weight
change after cholecystectomy.

Methods and results

One hundred and three patients undergoing elective operations for benign
biliary disease were entered into the study. None had acute cholecystitis
immediately before their operation. The patients comprised 31 men and
72 women with mean ages of 57 (range 32-75) and 53 (16-81), respectively.
One patient died postoperatively (mortality 10o'), after the leakage of a
choledochoduodenostomy. The patients were weighed in their underclothes
and a light dressing gown on the day before operation and six weeks, three
months, and six months after discharge from hospital.

Six months after operation 75 of the patients had gained weight, 21 had
lost weight, and seven remained at their preoperative weight. The table
shows the mean weights over the six month study period. An increase in
weight was apparent at three months, although this had no significance
until six months. The patients were subdivided to see whether the weight
changes were related to sex, preoperative body weight, or age. Twenty seven
(870o) of the men gained weight compared with 49 (680 ) of the women, a
difference that was not significant (X2 test). The men lost a little weight in
the first six weeks after operation but then showed an increase at three
months and a significant gain at six months (paired Student's t test). The
women gained weight steadily, but the increase was not significant until
six months postoperatively. In both sexes preoperative obesity, which we
arbitrarily defined as over 70 kg in women and 80 kg in men, did not appear
to influence weight gain. When patients aged below 65 were compared
with those aged 65 and above there was no significant effect of age on weight
gain. Thirteen patients (120°') underwent an extended biliary procedure,
but their pattern of weight change was no different from that of the patients
undergoing cholecystectomy alone.

Mean (SD) weights (kg) before and after cholecystectomy

Preoperatively At 6 weeks At 3 months At 6 months

All patients (n= 103) 67.6 (12 3) 67-8 (12-3) 68-8 (11-8) 70-1 (12-8)*
Men (n=31) 76-0 (11-2) 75-7 (9-9) 76-7 (6-7) 79-5 (10)*
Women (n = 72) 64-1 (11) 64-4 (11-6) 65-5 (11 5) 66-2 (11-7)*

Paired Student's t test (preoperative weights compared with weights at each time
interval): *p <0001.

Comment

In spite of symptoms such as anorexia, nausea, and vomiting and
advice to avoid fatty foods, 31% of our patients were overweight
before operation, confirming the preoperative findings of others.2 3
Our study showed that a significant weight gain occurred after
cholecystectomy, with men gaining a mean of 4-6% of preoperative
body weight and women 3 3% after six months. When patients who
either lost weight or remained the same weight were excluded the
mean percentage weight gain rose to 6°' and 6 6%, respectively.
We presume that this weight gain was caused by a reintroduction of
fats into the diet, although a metabolic cause cannot be completely
excluded. As one third of our patients were already overweight, any
further weight gain could be considered to be detrimental to their
long term health. We now routinely inform patients undergoing
cholecystectomy that they are likely to gain weight after operation
and advise them accordingly.
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Corrections

Algorithm for modified alkaline diuresis in salicylate
poisoning

An error occurred in this short report by Dr I J Gordon et al (20 October,
p 1039). The fourth sentence of the Patients, methods, and results should
have read: Addition of potassium salts to hypertonic bicarbonate solutions
is not recommended as sodium bicarbonate may be precipitated,4 and
although it is safe with a 1-26°' solution, potassium salts were not added to
avoid confusion among hospital staff.

Accumulation of midazolam after repeated dosage in
patients receiving mechanical ventilation in an intensive
care unit

Two errors occurred in this article by C M Byatt et al (29 September, p 799).
In case 2 the child weighed 13-6 kg, not 3-6 kg as stated; and in the third
paragraph of the Comment it was wrongly stated that all patients were
receiving erythromycin: in fact, all but case 2 were receiving this drug.

Shredding of manuscripts
From 1 January 1985 articles submitted for publication will
not be returned. Authors whose papers are rejected will be
advised of the decision, and the manuscripts will be kept
under security for three months, to deal with any inquiries,
and then destroyed by shredding. Hence we would prefer
to receive for consideration photostats or copies produced
by word processor (see BMJt 13 October, p 942), though we
do, of course, still need three copies.
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