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As the annual number of transplants increases and the one
year survival rate improves the range of indications for
liver transplantation is widening. In the early days of liver
transplantation patients with alcoholic liver disease were
usually excluded,' 2 but some centres are now offering such
patients transplantation. Recent results from Pittsburgh, one
of the foremost centres of liver transplantation,3 suggest that
patients with alcoholic liver disease may have virtually as good
an outcome as those with other chronic liver diseases: at a
median of 14 5 months after transplantation 52 of 73 patients
were alive, and only about one in 10 had returned to drinking.
This compares with results of liver transplantation for all
patients treated in Birmingham: at a median of 15 months
95 of 152 patients were alive, and all but four returned
to a completely normal life (P McMaster, personal com-
munication).
Among the reasons for the reluctance to perform trans-

plantation in people with alcoholic liver disease has been
the concern that such patients are unlikely to stand the
considerable psychological stresses associated with the
operation, and they may not comply with attending follow up
clinics and taking immunosuppressant drugs. A further
fear has been that they will return to their previous drinking
habits, creating difficulties in maintaining immunosuppres-
sion and developing damage to their graft and other organs as
well as malnutrition. In a few patients these fears may be
right.3 The reason for the low transplantation rate among
patients with alcoholic liver disease does not seem to be a
puritanical streak among transplant surgeons and physicians.
Of far greater importance is that many of the patients also
have cerebral disease, myopathy, neuropathy, pancreatic
disease, cardiomyopathy, and malnutrition-all induced by
alcohol.

In most patients with alcoholic liver disease abstention
from alcohol results in improved liver function and lengthened
survival.4 But some patients develop progressive hepatic
impairment despite abstaining," and those who present
with haematemesis or advanced portal hypertension may
be especially at risk.6' Other reasons why such patients
might become candidates for transplantation include
developing hepatocellular carcinoma, intractable ascites, or
encephalopathy.

Before transplantation is undertaken these patients and
their families must be fully assessed not only by surgeons
and physicians but also by those experienced in alcohol
counselling; this support must be maintained postoperatively.

Prolonged abstinence is unlikely if first degree relatives of the
patient are also abusing alcohol. Some centres now consider
transplantation in patients with alcohol induced liver disease
only if they have abstained from alcohol completely for six
months. Great difficulties arise in those who present with
alcoholic hepatitis9 because there is no time to assess whether
the patient is alcohol dependent, and formal psychological
assessment may not be possible because of increasing
encephalopathy. Some of these patients might be considered
for transplantation, but many have severe extrahepatic
disease that precludes grafting.

If the indications for transplantation were widened
to include alcohol induced liver disease there would be
considerable economic implications. It is difficult to assess the
number of patients in Britain with alcoholic injury to the liver
who are potential transplant recipients. Although as few as
one third of cases of alcohol associated liver damage may be
correctly reported in those under 60,10 in England and Wales
the number of deaths attributed to alcohol induced liver
injury is still about 1030 each year." Many of these patients
may not be suitable because of alcohol dependence or
extrahepatic disease,'2 but if even a fifth are suitable this
means about 200 patients a year. In 1988 just over 250 liver
transplants were performed in Britain at a cost for each
operation of £20 000 to £25 000.

If the indications for liver transplantation were widened to
include alcohol associated liver injury then considerably
more money would be required for expanding the existing
transplant units and possibly for creating more. And addi-
tional efforts would be needed to ensure an adequate supply of
donor organs.

Currently it seems reasonable to consider for transplantation
those patients with alcoholic hepatitis who have no serious
disease of other organs, no history of alcohol dependence, and
excellent family and social support. Transplantation may also
be indicated in those with chronic disease who have abstained
from alcohol once advised to do so, have no serious damage to
other organs, and have a poor quality of life (because of the
liver disease) and an estimated length of survival of less than
one year. Because of the important implications for allocating
resources careful evaluation is required to determine not only
the indications and contraindications in this group of patients
but also the long term results.
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Functional endoscopic surgery
to the sinuses

A minimally invasive treatmentfor sinusitis

Endoscopy is now being used for both diagnosis and surgical
treatment of disorders of the nose and paranasal sinuses.
Endoscopic examination has improved our understanding of
the pathological basis of chronic and recurrent sinusitis.

Direct observations of mucociliary clearance patterns have
shown that there are clear cut pathways in the sinuses, with
secretions always trying to leave through the natural ostia.'
The maxillary and frontal sinuses both drain into the nose
through narrow channels in the ethmoids, an area subject to
frequent anatomical variations and known as the "ostiomeatal
complex."' In health these narrow clefts convey mucus into
the nose with no difficulties. But if the mucosa become
inflamed the pathways in the ethmoids will become obstructed
and impede normal sinonasal drainage, possibly acting as a
focus for recurrent or persistent inflammation, producing the
clinical picture of "maxillary" or "frontal" sinusitis.3 This
condition can now be treated by endoscopic functional
surgery, which relies on the ability ofdiseased sinus mucosa to
recover when the source of inflammation has been removed.
Clinical reports suggest that this potential reversibility may
have been underestimated.46
The concept that the ethmoid sinuses might influence

inflammatory disease in adjacent sinuses is not new,7 but our
ability to visualise directly areas of mucosa and accurately
image the deeper recesses of the sinuses has allowed direct
confirmation of the association.8 This evidence gave a logical
basis for a direct surgical approach to the ethmoids as an
alternative to and possibly a replacement for the traditional
radical procedures such as the Caldwell-Luc operation-at
least until disease in the ostiomeatal complex area has been
assessed and treated.9 10

Outpatient diagnosis in adults and children is made using
4 mm and 2 7 mm telescopes in the nose." 12 Surgery is
performed under either local or general anaesthesia and
differs from other types of ethmoidectomy in that the
procedure is carried out entirely under direct vision and an
external incision is avoided. The technique is demanding and
requires a detailed knowledge of ethmoid anatomy. Careful
endoscopic follow up is required, but there is less of a need for
x ray examinations as the sinuses can be inspected directly if
symptoms of disease recur.

Endoscopic sinus surgery remains a limited specialised
procedure in Britain. The lack of disease classification and
long term follow up has meant that there have been no
controlled studies, but clinical reports of several thousand
procedures from Europe and the United States show results
when performed by an experienced endonasal surgeon similar
to the older approaches.'3 The main benefits of the technique
comes from the accurate diagnosis of early disease, particu-
larly when there is a localised cause for widespread sinus
inflammatory changes. In these circumstances endoscopic
surgery can be effective without the morbidity associated with
traditional approaches.
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Adult consequences of early
parental loss

Quality ofcare matters more than the loss itself

Many studies show an increased risk of adult affective
disorder after loss in early childhood. The studies support
theories that link depression with the quality of the child's
psychological response to the death or other loss of a person
who is important to them. ' 2 But the degree of risk varies from
study to study, and much effort has been made to explain
these variations and to decide whether it is the loss itself that
constitutes the risk. It may not be.
The childhood experiences that precede depression or

anxiety in adulthood3 have been identified mainly for women,4
but associations have also been found for men. 6 Loss results
not only from the death of a parent7 but also from separation
caused, for example, by marital breakdown, hospitalisation,
and wartime evacuation.6 The term "early" has been used in
the studies to cover the whole ofchildhood up to the age of 17.
Studies have nearly always been retrospective, with possibly
inaccurate data about early separations and the domestic
circumstances at the time being recalled by the subjects.
Adult subjects have been drawn from a wide age range
(18 to over 50) of people from outpatient clinics and the
general population and have shown varying degrees of
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