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Points

Pancreatic endocrine tumours

Dr ANNE P HEMINGWAY and Professor DAVID J
ALLISON (Department ofDiagnostic Radiology, Royal
Postgraduate Medical School, London W12 OHS)
write: Professor D C Carter (7 March, p 593) com-
ments on the treatment of hepatic metastases by
surgical debulking, but the value of hepatic arterial
embolisation is not mentioned.'2 In our experience,
when vascular endocrine metastases are detected in
the liver, providing that the intrahepatic portal veins
are patent, hepatic arterial embolisation can provide
valuable and long term palliation of symptoms. Most
of our experience of treating patients with hormone
producing metastases by this method has been in
patients with the carcinoid syndrome, but we have
treated several patients with metastases from primary
pancreatic endocrine neoplasms, including glucagon-
omas, pancreatic polypeptidomas, and insulinomas.
Close cooperation with medical and surgical teams is
essential to ensure adequate pharmacological blockade
during the embolisation procedure.

I Allison DJ, Jordan H, Hennessy 0. Therapeutic embolisation of
the hepatic artery: a review of 75 procedures. Lancet
1985;i:595-9.

2 Allison DJ. The non-surgical management of metastatic endo-
crine tumours to the liver. In: Wilkins RA, Viamonte M, eds.
Intevenional radiology. Oxford: Blackwell Scientific Publica-
tions, 1982:191-208.

Dialysis arthropathy: amyloid or iron

Dr ANGEL ARGILUS (Centre de Recherches de -Bio-
chimie Macromoleculaire, 34033 Montpelier, France)
and others write: We have recently studied amyloid
deposits surgically removed from the carpal tunnel in
eight patients undergoing regular haemodialysis treat-
ment using cuprophane membranes exclusively for a
period of nine to 1.9 years. The analysis included
immunohistochemical-characterisation of proteins by
one and two dimensional sodium dodecyl sulphate
polyacrylamide gel electrophoresis and identification
by Western blotting. Proteins of amyloid deposits
were precipitated by 10%/o trichloroacetic acid, which
was removed by washing with ethanol-diethylether
solutions (vol/vol 10/90, 5/95, and 0/100). Ninety per
cent of the pellet was stained with Congo red and
showed birefringence under polarised light. Among
the proteins found we characterised globin chains in
addition to I microglobulin. These results had
previously been reported in six of these patients,' and
are now confirmed in this report for the remaining
two. We were therefore very interested by the data
reported by Dr N R B Cary and coworkers, who
identified haemosiderin and large amounts of iron in
synovial tissue from affected joints (29 November
1986, p 1392). We think that iron and proteins related
to iron metabolism (including globin.chains) could
have a role in the genesis of dialysis' arthropathy.
Dr R Ahmad and coworkers, however (7 February,
p 372), failed to show any evidence of iron in the
synovial tissue ofpatientswith carpal tunnel syndrome
after haemodialysis and found haemosiderin deposits
in only one patient. Recently, we repeated protein
analysis in the same eight deposits, using a different
fibril preparation approach, consisting of phosphate
buffer saline solubilisation2 without trichloroacetic
acid precipitation. We found that the protein pattern
of amyloid deposits depended on the method used
for fibril preparation: while 02 microglobulin and
other proteins persisted with the solubilisation tech-
nique, globin chains were not consistently observed.
The findings reported by the two groups of authors
mentioned above may have conflicted, therefore,
at least in part because of different technical handling
of deposits. In view of the present knowledge of
dialysis arthropathy we cannot eliminate a role for
iron, haemosiderin, or globin chains.
I Argiles A, Mourad G, Axelrud-Cavadore C, Cavadore JC, Mion

C. Depots amyloides chez lea hemodialyada: analyse insmuno-
chimique. Nephrologie (in press).

2 Gorevic PD, MunozPC, CaseyT1T, et al. Polymerisationof intact
beta 2 microglobulin in tissue causes amyloidosis in patients on
chronic hemodialysis. Proc Nail Acad Sci USA 1986-83:
7908-12.

Time for action on hepatitis B immunisation

Dr J K ANAND (Peterborough PE3 6PJ) writes:
Professor Arie J Zuckerman (21 March, p 771) cites
"the World Health Organisation and various national
health authorities" in support of the case for the
immunisation of health workers who have frequent
contact with blood, needles, patients, or body fluids.
Funds are, however, limited, the supply of vaccine is
limited, nurses move from ward to ward, and junior
doctors move from specialty to specialty. It is also
noteworthy that laboratory staff have more infections
per 100000 per year than nurses. Surely the subject
should be studied thoroughly by a team of epidemio-
logists working with health economists, and the
government should defer the production of a guidance
circular until the costs and benefits of patient screen-
ing and staff immunisation have been evaluated.

Assault on a GP

Ms MAXNE DONOVAN (Sheffield Victim Support
Scheme, Sheffield S1 4GE) writes: I was saddened that
Dr Stefan Cembrowicz (7 March, p 616) did not seek
the help of one of the victim support schemes that
form a network throughout the country. Perhaps
some doctors are not aware of these schemes and the
support and advice they offer to patients seeking
medical care after traumatic experiences such as
that suffered by Dr Cembrowicz. Over a decade of
experience in helping victims of crime would have
enabled us to give the doctor the information he
needed without delay.

Predicting intrauterine growth retardation

Mr A - LETCHWORTH (Royal Hampshire County
Hospital, Winchester, Hampshire S022 5DG)
and Mr IAN DIAMoND (University of Southampton,
Southampton S09 5NH) write: We were very sorry to
hear of our colleague's recent loss of her baby and
agree that everything possible must be done to identify
intrauterine growth retarded babies as early in the
pregnancy as possible (14 February, p 437). We must
reply, however, to hercomment that this identification
could have been achieved simply through the measure-
ment of symphysis fundal height. As with many
predictors of intrauterine growth retardation, the
measurement of symphysis fundal height has a fairly
low sensitivity, which is accompanied by a high
proportion of false positive diagnoses. In a recent
study of around 3500 routine births in Winchester we
found that the proportion of false positive results was
around 70% and the sensitivity no more than 30%
when predicting births in the 10th centile for gesta-
tional age. These results support those from Scan-
dinavia, where fundal height has been measured
routinely during pregnancy for several years and
where there is increasing disquiet over the stress
placed-on-the many mothers with false positive results.
Theearlyidentificationofintrauterinegrowthretarded
babies is essential. At present, however, it seems that
the best predictors are the most sophisticated and
hence the most costly.

Chlormethiazole and alcohol: a lethal cocktail

Dr G K SHAw (Elmdene Alcoholic Unit, Bexley
Hospital, Kent DA5 2BW) writes: The title of
Dr Gordon T McInnes's leading- article was perhaps
a litde misleading as Dr Mclnnes makes it clear
that all sedatives and hypnotics that are used in
the treatment of alcohol withdrawal are themselves
drugs of dependence and are potentially lethal if
taken with alcohol (7 March, p 592). The present
wave of concern arose because in 1984, 44 cases of
accidental, suicidal, or undetermined death due to
chlormetbiazole and 11 further deaths of a similar
kind caused by chlormethiazole in combination with
various other drugs were reported. What seems to
have escaped notice is that in the same year more than
200 people-died from benzodiazepines taken either
alone or in combination with other drugs. In many
cases alcohol was also a factor. Barbiturates and other

drugs also contribute to many deaths caused by drugs,
taken either accidentally or with suicidal intent.
DrMcInnes'scautionsshould, however, bewelcomed.
Home detoxification should not be attempted unless a
reliable person can supervise the procedure, and
sedatives should not be prescribed for more than seven
to nine days.

Impact of cuts in acute beds on services for
patients

Mr ANDREw CLARK (Hove, East Sussex BN3- 4GF)
writes: Mr R Beech and colleagues (14 March, p 685)
illustrate exactly the problems and attitudes that
irritate those of us who work in districts with in-
adequate provision of acute services. Search as they
may, Mr Beech and coworkers can find little scope
for a reduction in acute services in west Lambeth
without "creating real unmet need" in order to
transfer resources to less well off districts. May I try to
recast the problem from my end of the region using
the South East Thames Regional Health Authority
statistical appendices (1984)? The mortality in our two
districts (by residence not place of treatment) is the
same, and thus we may assume that the problems
faced by our populations are, similar. In 1977 the
average length of stay for medical patients aged over
65 was 21 days in both districts, but by 1981 it had
fallen to 18 days in Brighton and risen to 25 days in
west Lambeth. Similarly, the rates of admission to
hospital in 1977 were 48/1000 in Brighton and 67/1000
in west Lambeth, and by 1981 the rate in Brighton had
fallen to 44/1000, while that in west Lambeth had
risen to 80/1000. So also in the rates for surgery for
patients aged over 65: in 1977 there was a modest
difference in favour of west Lambeth, but by 1981 the
rate for Brighton was 66/1000, whereas that for west
Lambeth was 86/1000. If illnesses are the same
everywhere the inhabitants ofwest Lambeth who fall
into these major categories clearly enjoy the expensive
privilege of admission to hospital more frequently and
for longer periods than those in Brighton. There are,
of course, no discharge summaries for the Brighton
inhabitants who were not admitted to hospital, and so
it is difficult to construct the ideal double blind study
to assess their existing unmet needs.

Drums begin to beat in the waiting list jungle

Dr JULIAN TUDOR HART (Glyncorrwg Health Centre,
West Glamorgan SA13 3BL) writes: Dr Maureen
Dalziel and Mr R Kerr seem to have overlooked a
solution to the problem oflong waiting lists likely to be
adopted by most people once they are desperate
enough. According to today's Western Mail, a 50 year
old ex-miner who had already had three heart attacks
was told at Merthyr's Prince Charles Hospital that he
would have to wait nine to 12 months for a bypass graft
at the University Hospital of Wales in Cardiff. The
cost of the operation privately at the same hospital was
estimated to be £4000-4500. He and his wife had
savings of£1300; the balancewas raised by neighbours
and relatives. South Glamorgan Health Authority
confirms that the operation has now been performed
after a two week wait. This country voted for a free,
comprehensive health service for all in 1945. We got it
in 1948, and so far no political party has dared to
propose that it be taken away in favour of more
fashionable priorities. Evidently, however, this service
no longer exists.

Correction

Difficulties in the management oftwo hypertensive
children with cerebrovascular disease using
captopril

We regret that a letter by Drs Charlotte E Daman
Williams and M J Dillon (13 December, p 1569) on
the above subject was wrongly printed under the title
"Confusion after admission to hospital in elderly
patients using benzodiazepines."
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