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be offered-but fortunately they are all that is needed.
Especially after a minor head injury the symptom is self
limiting, though it may take up to two years to disappear and
sometimes never does. When dealing with adolescents the
normal child-parent conflicts should be identified and not
attributed to the head injury, even though parents might
often wish this were the case.
Brain tumours, especially those of the frontal lobe, may
lead to personality changes which include irritability. This
rarely happens in isolation, however, but is usually associated with other frontal lobe behavioural changes. Temporal
lobe abnormalities may also produce various types of aggressive behaviour, but even here irritability is unusual. "
We need to remember, then, that irritability is not
necessarily abnormal. When it is it is often clearly associated
with neuronal damage, usually from a head injury-but it is
rarely the sole feature of an intracranial organic lesion.
Reassurance, time, and sympathy are the main props of
treatment. Even so, many patients will continue with

symptoms for some considerable time, possibly indefinitely.
Fortunately, irritability is not a debilitating disease.
Consultant Neurosurgeon. Institute of Neurological Sciences,
Southern General Hospital,
Glasgow. G5 1 41F
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Biochemical tests for acute pancreatitis
Faced with a battery of biochemical tests and new imaging
techniques what laboratory aid should the clinician seek
when considering the diagnosis of acute pancreatitis? The
value of serum amylase estimations was reported first in
1929, and it remains the most requested test in this disorder.'
Measurements of the enzyme by a variety of simple kits are
available as a 24 hour service in most laboratories. The
activity rises within two to 12 hours of the onset of symptoms
and generally returns to normal within three to five days.
And yet as a diagnostic test the serum amylase activity has
many drawbacks. It is not specific; there are many other
causes for hyperamylasaemia.2 Raised activities have no
prognostic significance. Activities may be normal in 10% of
fatal cases' and when there is associated hypertriglyceridaemia.4
More worrying, perhaps, is the failure to agree on what
activity is diagnostic of acute pancreatitis. A survey of six
commonly consulted textbooks of general medicine and of
gastroenterology reflects this imprecision, with statements
ranging from a twofold, or threefold, or fourfold rise being
significant to a comment that the greater the hyperamylasaemia the more certain is the cause to be acute

pancreatitis.
The total serum amylase activity represents a mixture of
salivary and pancreatic amylases, the latter accounting for
35-40% of total activity. Commercial kits are available to
measure serum pancreatic isoamylase activities. Although
there have been claims that the isoenzyme estimation is clinically helpful,s6 recent reports suggest that it has little diagnostic
advantage as a routine assay for acute pancreatitis.27
Urinary amylase activities, the amylase:creatinine clearance ratio, and isoamylase activities have no advantage over
serum measurements and pose similar problems in interpretation.2 8

Serum lipase and trypsin(-ogen) activities may also be
raised in acute pancreatitis. Lipase estimations have disadvantages compared with amylase and may be raised in nonpancreatic disease. The only source of trypsin in the blood is

from the pancreas (a radioimmunoassay for trypsinogen is
available9) and raised activities strongly suggest acute inflammation.'0
Many other biochemical alterations occur in acute pancreatitis but they are non-specific. Methaemalbuminaemia
may accompany other causes of intra-abdominal bleeding
than acute necrotising pancreatitis." A rise in the blood or
serum concentrations of glucose, urea, and lactic dehydrogenase, and a lowering of calcium and albumin concentrations and of the arterial oxygen saturation are individually
non-specific but collectively provide a guide to outcome. 12
Which, then, of the four-amylase, isoamylase, lipase, or
trypsin-should be used in routine clinical practice? Using
ultrasonography, computed tomography,'I'1 and laparotomy
to establish a diagnosis of acute pancreatitis, Steinberg and
his colleagues have assessed the sensitivity and specificity of
the four biochemical tests.7 All gave good sensitivity but
specificity was less satisfactory. More importantly, when
they analysed their data using a cut off level that best
separated acute pancreatitis from controls with abdominal
pain they found that most non-specific rises were of between
one- and twofold. Activities in each of the four tests greater
than twice normal were almost 100% specific for acute
pancreatitis.

Ultrasonography is widely available. Why should we not
use that as the definitive emergency test for acute pancreatitis? Unfortunately, sonograms are normal in one in three
patients with mild acute inflammation. Its greatest value is in
the diagnosis of pseudocysts,'3" "6 and in the detection of gall
stones in association with acute pancreatitis. Endoscopic
retrograde cholangiopancreatography is contraindicated in
acute pancreatitis, and computed tomography is not
generally available as an emergency investigation.
Because the serum amylase activity is easy to measure and
readily available as a 24 hour service it remains the initial
assay of choice. Should it be necessary to show that the
hyperamylasaemia is pancreatitic in origin either the isoamylase or trypsinogen activity may be measured; but
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neither is of value in the patient with normal amylase activity
and acute pancreatitis. After more than half a century the
serum amylase estimation still holds pride of place as the
most immediately diagnostic test-and looks set to remain so.
I A D BOUCHIER
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Hospices: the future
Press reports of the conference on care of the dying on 2
December concentrated on the opening address by Prince
Charles, in which he called for an expansion of the hospice
movement. Later speakers at the massive meeting, organised
jointly by the National Association of Health Authorities and
the Department of Health and Social Security, shared the
Prince's conviction that the most important feature of
hospice care was the change it had produced in attitudes to
death-both in patients and in doctors and nurses. But the
health professionals were less expansionist, recognising that
the current wave of public enthusiasm for hospice charities
was likely to be short lived and that the crucial tasks for the
next few years are planning, rationalisation, and education
rather than continuing the growth in numbers of hospice
buildings.
The health planners' reservations are based on two facts.
Firstly, raising the capital sum required to build a hospice
from local charitable sources is far easier than finding funds
year after year to supply its running costs. Secondly, the
current distribution of hospices in Britain is uneven, with the
south having far more than the north. Furthermore, new
approaches to the care of dying patients-in particular home
care (Macmillan) nurses and advisory teams in hospitalshave shown that there are cheaper alternatives to inpatient
units and that hospice care is a concept that does not depend
on buildings.
The services each health district should have were set out
by Professor Eric Wilkes: a specialist advice service on the
control of symptoms in patients with terminal cancer, high
quality nursing care for those patients, spiritual support for
the patient and the family, and a bereavement service. How
those skills would be provided would vary with circumstances; in many cases their provision would be shared
between the voluntary sector and the National Health
Service.
Fortunately, the Minister of Health, Mr Barney Hayhoe,
seemed to understand that the way forward lay with a
partnership between the NHS and the charities. He "hoped
and expected" that health authorities would set up meetings
to start the dialogue. Every health district should find out
how many patients died each year from cancer and where
they died. Next, they should discover what the needs of these
patients were and the extent to which they were being met

(by inpatient beds, symptom control teams, day centres,
home nurses, volunteer services). Finally, each district
should draw up a plan for closing the gap between needs and
services, taking account of the current and likely future
contribution of the voluntary sector.
The reassuring picture left in the audience's mind by the
minister's speech was blown away by some realities from a
consultant in charge of a continuing care unit, Dr Richard
Hillier. Of the 16 such units in the NHS, only one had two
consultants. All had fewer nurses than equivalent units in the
voluntary sector. If current restraints on spending continued
the stark alternative, said Dr Hillier, would be to "tell people
to beg or to run a second class nursing home." He went on to
call for a training hospice unit in every NHS region linked to
a medical school with the funds to support a top quality
service and teaching staff.
More than 1000 people attended the meeting-dramatic
evidence of the continuing belief among health workers and
the public that all dying patients are not yet getting the
quality of care given by hospice units. Care of the dying is a
specialist skill (though one that at its basic level all doctors
shouid be taught). The cancer charities have achieved
wonders in facilitating the spread of this specialist skill-but
the final task rests with the DHSS. If and when health
districts complete their audits, as requested (but not instructed) by Mr Hayhoe, some money will be needed to help make
standards more nearly uniform throughout Britain. No
doubt the charities will find a lot of that money-but most of
the revenue costs must surely be accepted by the DHSS.
TONY SMITH
Deputy Editor, BMJ

Correction
Probability analysis in the diagnosis of coronary artery disease
We regret that reference 4 was omitted from the leading article "Probability
analysis in the diagnosis of coronary artery disease" (23 November, p 1443). This
should have read: 4Diamond GA, Forrester JS. Analysis of probability as an aid
to clinical diagnosis of coronary artery disease. N EnglJ Med 1979;300:1350-8.
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