
Long term management
Patients with gall stones are best treated by laparoscopic
cholecystectomy. This should ideally be done within the same
hospital admission after the acute episode has settled to prevent
recurrent attacks, which may be fatal. In high risk patients who
are considered unfit for surgery, an endoscopic sphincterotomy
will prevent most recurrent attacks.

Newer investigative techniques, including bile sampling and
analysis and endoscopic ultrasonography, are showing that
many patients with “idiopathic” pancreatitis have biliary
microlithiasis due to cholesterol crystals, biliary sludge, or small
stones that are missed by routine abdominal ultrasonography.
Early results confirm that laparoscopic cholecystectomy is
curative in most of these cases.

Key points
x Acute pancreatitis is a common cause of severe acute abdominal

pain and gall stones are the commonest cause in the United
Kingdom

x Severity scoring should be used to identify patients at greatest risk
of complications

x Treatment is mainly supportive
x Patients with acute gallstone pancreatitis require early laparoscopic

cholecystectomy once the attack has settled
x Biliary microlithiasis is increasingly recognised as a cause of

“idiopathic” pancreatitis
x Mortality for acute pancreatitis is 10% overall but rises to 70% in

patients with infected severe pancreatitis

P C Bornman is professor of surgery, University of Cape Town, South
Africa.

The ABC of diseases of liver, pancreas, and biliary system is edited by
I J Beckingham, consultant hepatobiliary and laparoscopic surgeon,
department of surgery, Queen’s Medical Centre, Nottingham
(Ian.Beckingham@nottingham.ac.uk). The series will be published as a
book later this year.
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The silver lining

In August 1998 we celebrated our ruby wedding and took all our
family—four children, four spouses, and nine grandchildren—for
a holiday in Perthshire. Our happy celebration came to a tragic
halt when our son in law, Richard, was knocked off his cycle by an
18 year old driver. Before we could reach him he had been
airlifted to the neurosurgical unit at the Southern General
Hospital in Glasgow. The senior registrar told us that Richard’s
intracranial pressure was incompatible with life. The scans
showed that cerebral oedema had flattened the ventricles and the
blood vessels.

Our daughter Catriona’s fortitude and faith were amazing.
Within minutes of hearing the sad news she was clear that she
wanted Richard’s organs donated for transplantation. The
transplant coordinator worked hard, but timing was tricky.
Although we knew that the intracranial pressure would continue
to rise, no one could predict when Richard could be declared
brain dead. Catriona wanted their four children, aged 6 to 12, to
say goodbye, and she wanted to be with him until he went back to
theatre.

On the anniversary of receiving a right lung transplant, Gerry
wrote to Catriona expressing his profound thanks. Although still
in his mid-50s and in the prime of his productive professional
life, fibrosing alveolitis had left him severely disabled. Before the
operation he was “too breathless to bend down and do up my
shoelaces.” He needed oxygen 24 hours a day. Now he is no
longer tied to an oxygen cylinder and has resumed a full active
life. His letter took several months to traverse the confidential
transplantation network, but Catriona responded eagerly. Letters
and family photos were exchanged.

Exactly two years after the transplantation the two families met
and spent three days together. Catriona, her four children, and
her parents travelled to Gerry’s home in Derry (Londonderry).
Both families were nervous as they knew little about each other.
Because Gerry and Catriona are both positive people, the time

together was a great success. We were united by a living lung that
had rich memories of the past, gave vitality for the present, and
hope for the future. The hospitality of Gerry’s family was
overwhelming. We shared the traumatic and stressful experiences
of two years before and our hopes for the future. We ate, talked,
laughed, and walked the beaches of Donegal together. Gerry even
kicked a football around the garden with our grandson, Timothy.

From a humble background Gerry’s dynamic character has
built up a thriving construction business that is respected for its
quality and personal nature. He uses and enthuses tradespeople
from both sides of a divided community, giving jobs and hope.
His vision includes the development and revitalisation of the
neglected waterfront of the River Foyle. Remarkably our family
has had the privilege of contributing to this vision. For us the
meeting was a positive part of a slow healing process. From the
dark cloud of our tragedy fell tears of sorrow, but now we have
had the opportunity to glimpse the silver lining.

We hope that our experience will encourage other families to
grasp the opportunity of organ donation at a time of tragedy. We
also found that contact with the recipient and his family can help
in the adjustment to bereavement and loss.

William A M Cutting retired consultant paediatrician, Edinburgh
william.cutting@ed.ac.uk

We welcome articles of up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. If possible the article should be supplied on a
disk. Permission is needed from the patient or a relative if an
identifiable patient is referred to. We also welcome contributions
for “Endpieces,” consisting of quotations of up to 80 words (but
most are considerably shorter) from any source, ancient or
modern, which have appealed to the reader.
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