
bile duct in those at low risk from open surgery
(mostly young patients). It seems unreasonable to
subject such patients to the risks of insufflation and
trocar injuries and to the dangers of laparoscopic
dissection in Calot's triangle only to convert to
open operation when cholangiography shows bile
duct stones. Preoperative intravenous cholangio-
graphy for this low risk group therefore seems a
superior strategy. It is highly sensitive, and for
those in whom the ductal anatomy is not clearly
seen operative cholangiography remains possible.
Those with proved choledocholithiasis might then
be offered open surgery or might choose to risk the
increased morbidity and mortality of endoscopic
treatment on the basis of truly informed consent
rather than be subjected to it by a surgeon "under
considerable psychological pressure not to convert
to an open procedure."
No data are given to support the economic

argument. This is not surprising as reliable data
are largely unavailable. The economic debate is
complex and confounded by variable rates of
technical failure, conversion to open surgery, and
hospital stay as well as variable costs, complication
rates, and skill in endoscopic retrograde cholangio-
pancreatography. It is probably safe to conclude
that neither strategy could be excluded on the
grounds of overall cost alone. Nevertheless, pre-
operative identification of patients with chole-
docholithiasis who the surgeon thinks would be
best treated by open surgery would decrease
theatre costs and improve the allocation of theatre
time.
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SIR,-Hammersmith Hospital has traditionally
eschewed endoscopy for both the diagnosis and
treatment of biliary disorders, but we are dis-
mayed that David Scott-Coombes and Jeremy N
Thompson maintain this policy into the 1990s for
bile duct stones and laparoscopic cholecystectomy.'
For preoperative diagnosis of bile duct stones

they favour intravenous cholangiography over
endoscopic retrograde cholangiography. We do
not share their confidence in intravenous cholan-
giography, which in previous series had an appre-
ciable technical failure rate and was difficult
to perform and to interpret.2 Although more inva-
sive, endoscopy is more accurate, and hence intra-
venous cholangiography has all but disappeared
in centres with reliable endoscopic retrograde
cholangiopancreatography. Most radiologists
working in such centres will be unconvinced by the
attempts to resurrect intravenous cholangiography
that are cited45 and would not welcome its reintro-
duction.

Scott-Coombes and Thompson also prefer open
cholecystectomy to preoperative endoscopic bile
duct clearance followed by laparoscopic chole-
cystectomy for fit patients with bile duct stones.
Their rationale for this policy seems to derive
from a single study of preoperative endoscopic
sphincterotomy and cholecystectomy versus
surgery alone for common bile duct stones, which
did not show any clinical advantage for patients
treated by the former protocol.6 This study is
marred, however, by an unacceptably high compli-
cation rate after endoscopic sphincterotomy,
principally because of a lack of endoscopic drain-
age for failed stone clearance, which is mandatory
in current practice. They fail to quote other
studies which have found endoscopic sphinctero-
tomy before cholecystectomy acceptable'-" or to
mention that all the above studies have shown
a shorter inpatient stay with preoperative endo-
scopic sphincterotomy and avoidance of explora-

tion of the bile duct. These economic factors
will be even more relevant for laparoscopic chole-
cystectomy.

Endoscopic retrograde cholangiopancreato-
graphy can be used both to diagnose bile duct
stones and to remove 90% of them at a single
procedure, and this is its major advantage over
alternatives. We carry out preoperative endoscopic
retrograde cholangiopancreatography and sphinc-
terotomy for patients due to have laparoscopic
cholecystectomy in whom bile duct stones are
likely or are known to be present. Such a policy is
also recommended from the United States.'2

It is to be hoped that with time these uncertain-
ties will be answered by carefully conducted pros-
pective trials, but interim guidelines are clearly
necessary. Though the surgical and radiological
skill in biliary disease at Hammersmith Hospital is
second to none, endoscopy has been ignored, and
we consider that a more balanced approach should
be presented in the editorial columns of the BM7.
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Peak bone mass and bone loss in
postmenopausal osteoporosis
SIR,-Marc A Hansen and colleagues raise the
interesting possibility that women at risk of osteo-
porosis may be identified by biochemical markers
which predict rapid bone loss.' I believe, however,
that there may be a rather mundane explanation for
their findings that they have not excluded. In
their original publication the regression coefficient
relating observed bone loss to predicted bone loss
was three times higher than that in the current
report.2 This eloquently shows that bone loss in the
cohort studied slowed dramatically over the 12
years of observation.

In our study of postmenopausal bone loss in a
similar cohort, recruited between nine months and
three years after their last menstrual period, we
have found that the mean rate of spinal bone loss,
initially 3% a year as measured by dual photon
absorptiometry, slows appreciably within three
years after the menopause': the mean rate three
years after the menopause had fallen to 2% a year

and at five years it had fallen to only 1 51% a year.
Prince et al recently reported similar results: they
found that time since the menopause was an
important determinant of the rate of loss of bone in
the forearm in their controlled intervention study
in women after the menopause.4

I therefore suggest that Hansen and colleagues'
data should be reanalysed with time since the
menopause as a further independent determinant
of future cumulative bone loss. It would be con-
siderably easier to ask when a woman's last
menstrual period was than to perform multiple
biochemical tests on blood and urine samples to
predict bone loss over the next decade.
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AUTHORS' REPLY, -J Reeve's comments need some
clarification. We agree that it is considerably easier
to ask about a woman's last menstrual period than
to perform multiple biochemical tests, but there
are no published reports to support the suggestion
that bone loss over the next decade is to any extent
related to age at the menopause. We did examine
the menopause as an independent determinant of
future bone loss, but there was no significant
correlation.
Many data have shown that the rate of bone loss

after the menopause is exponential, but the rate of
loss during the first five to seven years is for
practical reasons linear.'` Reeve's data on bone
loss were obtained with dual photon absorp-
tiometry, which is an obsolete method; it has been
known for years that the inaccuracy of this method
makes it unacceptable for longitudinal studies.4
The important diagnostic problem is how we

find the women at risk of developing osteoporosis.
There is now a consensus in the scientific
community that a precise and accurate measure-
ment of bone mass combined with an estimation of
bone loss can identify the women at risk.6
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SIR,-Marc A Hansen and colleagues have per-
formed a valuable study in showing that a single
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