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seem to be in a similar situation. In both cases there is a constriction
in the repertoire of roles they perform in life. The only role or
activity left for spouses of patients with stroke may be caring
for their partner, which often gives little satisfaction. In time
resentment and guilt about this resentment frequently develop.
Overprotection of the patient may be the result ofcompensation for
the guilt. This often leads to irritability and resentment in the
patient, who is already feeling guilty and depressed himself.
Quite commonly relationships between couples were noted to be
extremely tense. This was exacerbated when for most of the week
couples saw nobody else but each other.

After the first year little physical improvement can be expected in
patients with stroke.5 The difference between successful and
unsuccessful rehabilitation at this stage depends on the degree to
which social interests, activities, and occupations are taken up
again.3 This study shows that depression in the spouse may be an
important factor militating against such rehabilitation. If the spouse
does not feel like seeing anybody it is very hard for the patient to
take the initiative and organise it himself. It seems likely that
helping spouses overcome their own depression may play an
important part in the rehabilitation of patients at this stage.
We were surprised that so few of the depressed spouses had been

prescribed antidepressants even-though they had symptoms which
suggested that they might-respond. General practitioners seemed
reluctant to prescribe antidepressants when the depression was
thought to be a reaction to adverse personal circumstances. Most
depressed spouses were taking minor tranquillisers instead. None
the less, when it was suggested to general practitioners that
antidepressants should be prescribed for particular patients they
frequently responded well: Benzodiazepines are often used in
primary care for the treatment of depression despite the lack of
evidence that they are effective.'5
Most spouses felt neglected and that little had been done for them

after the first six months. Though there are active stroke clubs in the
area, spouses felt that the clubs helped patients but not themselves.
A branch ofthe Association ofCarers was started in Stockport at the
end of the study and received widespread support from spouses.
Most spouses resented the idea that they needed psychological help.
None the less, most believed that they could have been told more

and given more support. This study suggests that contact with
friends and neighbours is particularly important.

Research is needed to discover how far support and information
meetings might be able to prevent depression in spouses of patients
with stroke. Though this type of group has been set up in some
areas,'6 this study suggests that groups may need to continue for
longer than usually happens. Probably a more refined psychological
input to such meetings could be evolved. A clear priority is to
discover whether the rehabilitation prospects ofpatients with stroke
can be measurably improved by reducing the prevalence of
depression in their spouses.
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SHORT REPORTS
Renal failure and the histopathological
features of myeloma kidney reversed by
intensive chemotherapy and peritoneal
dialysis
Impaired renal function is seen in over a half of patients with multiple
myeloma, and, though hypercalcaemia, urinary infections, and hyperuric-
aemia are sometimes contributory, oliguric renal failure due to myeloma
kidney is usually ascribed to the toxic effects of urinary immunoglobulin
light chains. I Rehydration may improve renal function in somecases2 but the
remainder require continuous haemodialysis. Since peritoneal dialysis may
be more effective at removing circulating light chains, however,3 we have
used this in combination with a new chemotherapeutic regimen4 in an
attempt to reverse the morphological abnormalities ofmyeloma kidney in a
patient with oliguric renal failure.

Case history

A 54 year old woman presented with a fractured metacarpal and was treated
with indomethacin. She became tired and anorectic and was found to be uraemic
and oliguric with a blood urea concentration of39-2 mmol/l(236 mg/100il)and a
serum creatinine concentration of 2020 pAmol/l (22-9 mg/100 ml). Drug induced
interstitial nephritis was considered but renal biopsy showed typical features of
myeloma kidney (figure).

Investigations showed a haemoglobin concentration of 100 g1l, a white cell
count of 11-2 x 109/l, and a platelet count of 153 x 109Y. Serum immunoglobulin
concentrations were: IgG 41-9 g/l (normal 8-18 g/1), IgA 0 3 g/l (normal 09-4 5

gil), and IgM 0-4 g/l (normal 0-6-3-0 g/l). There was an IgG paraprotein value of
32-6 U/1 and the urine free light chain concentration was 15 1 U/g creatinine. The
bone marrow contained 41% plasma cells and a skeletal survey showed
generalised osteoporosis.

She had severe fluid overload and required urgent haemodialysis. When
myeloma kidneywas confirmed by renal biopsy, however, continuous ambulatory
peritoneal dialysis was instituted to increase the clearance of immunoglobulin
light chains. In addition, she received a four day continuous infusion of
vincristine 0-4 mg/day and doxorubicin 9 mg/m2 body surface area/day with
dexamethasone 40 mg/day for four days begnning on days 1, 9, and 17 of each
three week cycle (VAD). After four courses the serum creatinine concentration
had fallen to 456 jsmol/l (5-2 mg/100 ml) and the blood urea to 27-9 mmol/l (168
mg/100 ml). Dialysis and VAD were then withdrawn and she was treated with
intermittent coursesofmelphalan and prednisolone. Herrenal function continued
to improve, and at 12 months the serum creatinine concentration was 258 ,tmol/l
(2-9 mg/100 ml). In addition, there were progressive teductions in the serum
paraprotein concentration and urinary light chain excretion to 12X5 U/1 and
2-6 U/g creatinine, -respectively. She resuimed work as a physical education
teacher and 15 months after diagnosis was leading a normal life. A second renal
biopsy at eight months showed considerable improvement in the histological
appearances (figure).

Comment

The regimen ofVAD and continuous ambulatory peritoneal dialysis was
well tolerated by our patient and there was no diarrhoea, vomiting, or hair
loss. Urinary light chain excretion decreased rapidly, which was probably an
important factor in her recovery. In view of previous reports additional
plasmapheresis might also have helped in rapidly reducing serum light
chains during this initial management.3

This is the first example in which the morphological abnormalities of
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Above: Renal biopsy specimen at presentation showing dilated tubules, hyaline
casts, and. surrounding inflammatory infiltrate but no evidence of amyloid.
Below: Biopsy specimen eight months later showing no hyaline casts, reduced
ibflammatory infiltrate, and normal tubules.

myeloma kidney have been shown to be reversible, and the parallel
reduction in urinary light chain excretion supports the role of light chains in
the pathogenesis of myeloma kidney. Long term dialysis or even renal
transplantation' has been used to treat such patients in the past, but our case
demonstrates a well tolerated alternative approach, which we are evaluatig
further.
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Dangers from dissolution of latex in
Celestin endo-oesophageal tube

We-report on a patient who developed peritonitis after the latex in a Celestin
tube inserted for benign mid-oesophageal stricture broke up.

Case report

A 56 year old man had had a Celestin endo-oesophageal tube inserted
20 months previously for a benign mid-oesophageal stricture. Attempts at
oesophageal dilatation had failed, and he had been regarded as unfit for surgery
because of a previous cerebrovascular accident.O~~~~~~~~~~~~~~~~~~~~~~~ .... ...............
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Celestin tube removed at operation, showing disintegration.

He was admitted as an emergency with a history and results of clinical
examination suggestive of acute appendicitis. At operation a normal appendix
was removed. Postoperative recovery was satisfactory and he was discharged
home, but he was readmitted the next day with severe colicky abdominal pain and
vomiting. On examination he had right sided peritonism with sluggish bowel
sounds. The clinical impression was of an abscess after appendicectomy. White
cell count was raised at 26 9 -x 109/1, with considerable neutrophilia, and plasma
viscosity raised at 1-88 mPa.s (cP). A plain x ray film of the abdomen showed
three linear opacities in the abdominal cavity, which suggested the presence of a
foreign body. There was no evidence of intestinal obstruction. He developed
melaena after six days and complained of severe generalised constant abdominal
pain after nine days; on examination he had generalised peritonitis.
Upper in*stinal endoscopy showed the upper end of the Gelestin tube at the

30 cm level. At laparotomy the whole of the gastrointestinal tract was "strung"
over the unwound nylon r~einforcement of the tube. The upper end of the tube
was lodged in the lower end of the oesophagus and the lower portion in the
rectum. There were 17 perforations in the small bowel along the length of the
nylon string, which had acted like a knife and caused pressure necrosis, the
perforations were linear, parallel, and close to the mesenteric border.
The upperend ofthe Celestin tube andalength ofthe nylon, which had divided

at the level of the first perforation in the jejenum, were retrieved through a
gastrotomy. The first of the perforations was about 10 cm distal to the
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