
BRITISH MEDICAL JOURNAL 30 AUGUST 1975 543

calculi under 2 mm in diameter.3 To remove
most large branched calculi (and we now
have experience of 154 such stones) it is
usually quite unnecessary to cool the kidney.
However, there certainly are occasions when
the extra protection afforded by hypothermia
is useful in permitting a more thorough and
more leisurely search for stones, particularly
when these are lying in a relatively healthy
thick mass of renal parenchyma. Indeed, as
you should have remembered, we have been
to some trouble to devise a very simple and
effective method of renal hypothermia which
any surgeon can use without purchasing ex-
pensive apparatus for the purpose.4
The need to cool the kidney has arisen

about a dozen times in our experience with
staghorn stones and about an equal number
of times as an aid in doing other conserva-
tive operations on the kidney. The surgeon
who embarks on any big and difficult opera-
tion on the kidney should not do so without
providing himself with the means to cool it.
But we do not think he is likely to use them
very often.-I am, etc.,

JOHN BLANDY

Department of Urology,
The London Hospital,
London E.1
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In press.
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Sexual Life after Gynaecological Operations

SIR,-I am concerned to find two of my
personal friends, Mr. Alan Amias, consultant
gynaecologist, and Mrs. Claire Rayner
medical journalist and sometime nursin;
sister, expressing such vituperative disL
agreement in your columns (9 August, p.
368). As a general practitioner and member
of the Medical Journalists Association I
stand midway between them.

I believe that both have unanswerable
cases. Mr. Amias is quite right to be con-
cerned by "erroneous notions" in patients'
minds, but I think (without any hard
evidence) that if he were to follow this up
he would find a considerable divergence
between what patients thought they had read
(or even what the girl at the next desk said
she had read) and what was actually written.
This is in part the fault of journalists but
perhaps more significantly may be the prom
duct of fear. Nevertheless, outside respon-
sible "agony columns" such as Mrs. Rayner's,
there does remain a body of journalism that
seeks to titillate or scare and is not always~
mindful of the human consequence of doing
so.
My own experience in this part of London

is based not so much on hysterectomy as on
abortion, but the same principles must surely
apply. The greater part of my time has to
be spent in dispelling erroneous fears, what-
ever their origin, rather than in clinical or
practical matters. I know that Mr. Amias
would be the first to agree with this ap-
proach and, indeed, his article speaks for
itself.

Mrs. Rayner has gone farther and is so

concerned by patients' erroneous fears that
she has changed, or at least modified, her
profession in an attempt to get through to

those whose need is greatest. Doctors should
give her every encouragement because she
may be able to help some among her vast
number of readers whom even the medical
profession may have made more frightened
rather than less.-I am, etc.,

ROBERT LEFEVER
London S.W.7

SIR,-I feel that Mrs. Claire Rayner (9
August, p. 368) deserved a reply from Mr.
A. G. Amias more in keeping with the
normal tone of the correspondence columns
of' the B.M.J. I for one would be very grate-
ful if Mr. Amias would be kind enough to
supply a reference to back his assertion that
"'some of the poor results of hysterectomy
can be directly attributed to the harmful
effects of newspaper medicine" (14 June,
p. 609). Can he also advise the readers of
this journal of any research done anywhere
in the world to substantiate his statement
that "erroneous notions . . . are fostered by
opinionated and ill-informed comment in the
lay press"?

I am a humble new recruit to the ranks
of medical journalism dealing with medical
matters generally and with reader's letters
on medical problems written to one of the
many women's magazines. It is a humbling
experience. Lack of knowledge, fear, guilt,
anxiety, all compel the writers to seek-help
from other than their medical attendants. I
am ashamed on occasion by the intolerance
of my profession and its lack of ability to
communicate. Until the medical profession
can learn to do so there is a vital place for
people like Mrs. Rayner who can and do
answer a very clear and strongly felt need. I
am sure that even Mr. Amias would see the
need when he has read some of the sad
letters we receive and would be relieved and
even cheered by the humanity and wisdom
shown in the replies given by Mrs. Rayner
and others like her.

Of course the profession needs to learn
how to communicate, but how can we
criticize others who do our task for us
because of our inability to do so. Mr. Amias's
comments do not help.-I am, etc.,

GRAHAM CURTIS JENKINS
Ashford, Middlesex

Reversed Loops in the Short Gut Syndrome

SIR,-Your leading article (28 June, p. 709)
was a welcome precis of the sequelae of
massive bowel resection. The following ob-
servations on this intriguing subject may be
of relevance.

(1) It is agreed that reversed segments
may be of value in the management of
established cases of the short gut syndrome.
However, recent experimental studies'
showed that reversal at the time of resection
significantly lowered the extremely high
mortality of this operation (P < 0 001).
Indeed, in subsequent studies (unpublished)
delayed or secondary reversal did not confer
this benefit.

(2) The varying capacity of intestinal
remnants to adapt structurally and func-
tionally to the insult is undeniable.2 Within
weeks of primary reversal, and long before
sufficient adaptation was anticipated, con-
sistent and progressive improvement in

nutritional indices and survival was
recorded.' Thus likely candidates for the
short gut syndrome may have been retrieved.

(3) Of 27 documented cases reviewed,
almost half had primary reversals with good
results. While the reports by Venables et al.3
and Fink and Olson' cited in your article
are excellent, some others5 6 unfortunately
lack clinical evaluation and are inconclusive.
Nevertheless, of all adjunctive surgical pro-
cedures, attempted, segmental reversal is the
most encouraging7 and its potential applica-
tion in clinical practice must be evaluated
further. An understanding of the patho-
physiology of extensive resection and its
alteration by reversal is required. Gastro-
intestinal hormonal data from recent animal
studies" suggest possible mechanisms for
certain secondary disorders such as
accelera-ted transit and gastric hypersection.

(4) Rygick and Nasarov9 introduced an
elegant technique on the misapprehension,
not founded in reality,10 that rotation com-
promised vascularity. While that technique
may prove useful in cases of Crohn's disease
with shortened mesentery," it was applied
originally to 20-cm segments-that is, well
above the optimal range quoted in your
article. With 10-cm segments it was awkward
and unnecessary.' The advice of Ellis and
Coll"2 to observe the segment for 30 min on
completion of anastomoses was adequate pre-
cautior. after rotation. I am aware of only
one case of anastomotic breakdown after
secondary reversal.'3

(5) Reversed loops have no place when
100%0 resection (ligament of Treitz to
ileocaecal junction) becomes obligatory.
Despite enthusiastic treatment, including
central cannulation and arteriovenous shunts,
the serious dilemma of prolonged manage-
ment remained unsolved. Even recent in-
vestigations'4 with colonic interposition were
done with 1000 intact small bowel.-I am,
etc.,

AIRES BARROS D'SA
Department of Surgery,
Queen's University,
Institute of Clinical Science,
Belfast
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Pleural Effusion

SIR,-IT is sad to see that in your leading
article (26 July, p. 192) pleural biopsy is not
allocated its rightful place in diagnosis-as
an automatic step during the first aspiration
and not as something that may be needed
later in difficult cases. There are good
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reasons for this. At a later stage fluid may
not be obtainable and the cause of the effusion
remains unknown. Bacilli are grown from
only a minority of tuberculous effusions and
it takes many weeks; biopsy gives a diagnosis
within a few days in about three-quarters
of cases. In malignant disease biopsy,
though less certain than in tuberculosis, adds
very considerably to the diagnostic yield of
fluid cytology and histology from other sites.
We envy you your facility in finding the

causes of pleural effusions. We find it in-
creasingly difficult. Those who share our
problem and who have also been trying for
over 15 years to get pleural biopsies done
automatically, have little cause to thank you
for your contribution.-We are, etc.,

D. DAVIES
W. H. RODERICK SMITH

Thoracic Department,
City Hospital,
Nottingham

Serum a-Fetoprotein in Cystic Fibrosis

SIR,-Professor R. K. Chandra and others
(29 March, p. 714), found raised serum levels
of a-fetoprotein (AFP) in a heterozygote
carrier of the gene for cystic fibrosis and in
patientr with the disease and some of the
siblings. Dr. J. C. Wallwork and others and
Dr. D. J. H. Brock and others (17 May, p.
392), however, state that they have been
unable to confirm these findings, whereas
Dr. J. A. Smith, of New York, reports find-
ings which support those of Professor
Chandra and his colleagues. The results of
our estimations of serum AFP concentrations
in 46 children with cystic fibrosis, 31 sib-
lings, and 80 heterozygotes are shown in the
table. Further data on normal values in
infants, in whom high levels are usual, are
being collected. The estimations were by a
double antibody radioimmunoassay tech-
nique (a-Feto Riakit, Abbott Laboratories).
The coefficient of variation of this method
is 8°,h. Any results which were outside our
normal range for adults (1-25 ,ug/l) were
repeated and the mean quoted. The log
mean ± standard error of mean is given so
that our findings may be compared with
those of Professor Chandra and his col-
leagues.
Our results do not show any significant

difference in AFP levels in patients, siblings,
parents, or control children. It seems im-
probable, though not impossible, that the
disease could have some very basic difference
on opposite sides of the Atlantic. Probably
the discrepancy in the findings will be ex-
plained by more detailed examination of the
technique used. There is a great need for a
reliable method for detecting the heterozy-
gote carrier of cystic fibrosis. In this hospital

we now routinely screen all pregnancies for
neural tube defects in the fetus by measur-
ing maternal serum AFP. False positive find-
ings have been reported in a number of
conditions,' but it seems that cystic fibrosis,
with a gene frequency of 1: 20, need not be
included in the list.-We are, etc.,

J. S. FITZSIMMONS
N. SMITH

Genetic Counselling Clinic and
Department of Biochemistry

E. J. HILLER
JANE WYNNE

Cystic Fibrosis Clinic,
City Hospital,
Nottingham

1 Adinoolf,, A., et al., Yournal of Medical Genetics,
1975, 12, 138.

Pulled Elbow: Evidence for a Genetic Factor

SIR,--We read with great interest Dr.
Cynthia M. Illingworth's article (21 June,
p. 672) on 100 cases of this disorder. Our
own series is much shorter, consisting of
only 35 episodes, but may perhaps be of
interest as they all occurred in a single
family, our own. Five (three boys and two
girls) of our seven children suffered between
them 35 episodes (see table), the earliest
occurring at the age of 8 months and the
last eisode at the age of 4 years. We always
attributed this age limit to the imminence of
the appearance of the centre of ossification of
the head of the radius (4 years in girls, 5
years in boys'). We agree that while the
clinical picture is typical and reduction
simple with dramatic relief of symptoms,
thus confirming the diagnosis, x-ray films are
of little diagnostic help. Indeed, after the first
few episodes, for which we enlisted the help
of orthopaedic and radiological consultants,
we dispensed with such diagnostic aids.

Occurrence of Pulled Elbow in Seven Siblings
lIF Age at -,ge at

Sib. Blood Rh First No. of Last
No. Sex Group Status Episode Episodesl Episode

- .- (years) (years)

1 M 0 - - I 0 -
2 M A - 8/12 8 3
3 M A - 1 2/12 15 4
4 F A - 1 9/12 4 2 6/12
5 F A - 2 3 2 6/12
6 F 0 + 00 -
7 M A + 1 2/12 5 3

Perhaps the most striking feature of the
present series is the genetic data. While
both sexes were affected and both Rh-
negative and Rh-positive siblings were in-
volved, all five of the affected siblings and
neither of the unaffected siblings were blood
group A, suggesting a possible genetic
linkage, particularly as one parent is group

Serum a-Fetoprotein Concentrations in Patients with Cystic Fibrosis, Siblings, Parents, and Controls

Serum AFP Concentrations
No. Age Range (jtg/l)

and Sex (years)
I ~~~~~~~~~~~~~~LogMean

Range Median + S.E. of Mean

Patients 46 M.25 1-17 1-44 1 1 11-4±0-30
Controls .. 23 M. 12 1-13 3-51 9 9-1±0-49

M. 14Siblings 31 M. 14 1-16 1-55 9 8-5±0-38
M. 75Parents .. 80 F. 45 21-48 1-41 9 8-1±0-22

O Rh-positive and the other group A Rh-
negative.-We are, etc.,

N. F. METCALF
W. K. METCALF

Universit) of Nebraska Medical Center,
Omaha,
Nebraska, U.S.A.

1 Gray's Anatomy, ed. R. Warwick and P. L.
Williams, 35th British edn., p. 332. Philadelphia,
Saunders, 1973.

Abortion (Amendment) Bill

SIR,-On re-reading my letter to you (19
July, p. 160) I can understand how Dr. J. B.
Clarke (9 August, p. 373) has misunderstood
me, but I do not believe that it will support
Dr. C. B. Goodhart's conclusions (19 July,
p. 160). Both writers' deductions rest on the
assumption that I have confused my terms.
A "moral action" can result only from a

free choice of the best available alternative
and may be legal or illegal (I defined "best"
in my letter of 19 July). A "legal action" is
an actior in accordance with a code laid
down by some authority and may be moral
or immoral. A "political decision" in this
context is the result of an assessment of the
collective conscience of the nation in the
forming of laws by which actions may be
judged legal or illegal. "Medical ethics,"
being the collective conscience of the pro-
fession, is a code of behaviour comparable to
parliamentary laws, and an action in accord-
ance with it may be moral or immoral, legal
or illegal

I entirely agree with Dr. Goodhart's state-
ment that we need both political and moral
decisions and that our choice of legislators
should be made on moral grounds. However,
he does not seem to have understood that
I maintain (1) that it is not possible to draft
a law which is morally right in all circum-
stances; (2) that it is not right morally to
obey laws blindly, because that is to re-
linquish our freedom of choice; and (3) that
it may be morally right on occasions to break
the law, though we must expect to be
punishec if we do.
The legislators' job, in my view, is to lay

down limits to curb the unscrupulous and
protect the rest of us; they should stick to
their job and allow the private citizen to
make his own moral decisions. That is to
say that I believe that Parliament should
enact that a fetus of more than, say, 28
weeks should have the right to live; a
younger fetus should not have that right, and
the decision to kill it or not should be a
purely moral issue, untrammelled by legal
considerations. The law against fornication
is an example of what I think is required;
some hold that fornication is always im-
moral, but it is only illegal before the age
of consent.-I am, etc.,

J. B. METCALFE
Madeley,
Telford. Salop

*** This correspondence is now closed.-ED.,
B.M.7

Administration after Reorganization
SIR,-We, the undersigned, have resigned
from administration with the Trafford Area
Health Authority, one as a member of the
authority and the other as a consultant mem-
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