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Letters to the Editor

Hepatic and pulmonary complications of herbal
medicines

Sir,
It is not commonly recognized, but some herbal medicines
are potentially lethal. Comfrey (Symphytum officinale),
skullcap (Scutelleria galericulata) and valerian (Valeriana
officinalis) can produce hepatitis.' Pyrrolizidine alkaloids
in comfrey cause pulmonary endothelial hyperplasia in
rats2 but so far no pulmonary involvement has been
reported in humans. We report a patient who took herbal
remedies containing comfrey and skullcap for 6 months
and developed serious liver and pulmonary disease.
A 77 year old woman presented with tiredness,

anorexia and weight loss for 6 months, cough with green
sputum for 3 months and dark urine but normal stools for
a few weeks. She consumed approximately 6 units of
alcohol per week. On examination she was moderately
jaundiced but apyrexial. She had no hepatosplenomegaly
or ascites. Her chest was clear on auscultation.

Initial investigations were: bilirubin 59 timol/l (normal
< 17), alkaline phosphatase 390 IU/l (normal < 300) and
aspartate transaminase 520 IU/l (normal <50). Her
serum total protein was 67 g/l and albumin was 31 g/l.
Serology was negative for hepatitis A, B and C viruses.
The cytomegalovirus titre was 1 in 20. The chest X-ray
showed reticulonodular shadowing in the right mid-zone
and at the right base. An ultrasound and a computed
tomography scan of her abdomen showed no hepato-
splenomegaly and no evidence of biliary dilatation or
stones.

Repeat liver function tests 1 month later were
unchanged and the patient was admitted for liver biopsy.
It was only at this stage that the patient, despite repeated
questioning about medications, admitted taking three
types of herbal remedies for the previous 6 months: BFC
for 'wasting diseases', Bowel Tonic for 'peristalsis' and
Nervine for anxiety. Each was taken as I a level teaspoon,
three times daily, for 6 days out of seven. Apparently her
daughter had been taking these for her multiple sclerosis
and had persuaded her mother to take them. She stopped
them on admission to hospital. She was extremely reticent
about the biopsy which was then deferred. Two weeks
later her liver function tests had improved dramatically.
The bilirubin was now 25 lumol/l, alkaline phosphatase
330 IU/1, aspartate transaminase 73 IU/1. Over the next 6
months her symptoms gradually improved and she began
to gain weight. The liver function tests and chest X-ray
took 4 months to return to normal.
We think the hepatitis and lung changes were due to the

herbal medicines because of the close temporal associa-
tion and the absence of other agents.
Along with seven other herbs, comfrey root and

skullcap were both present in the BFC, comfrey 6 parts in
27 and skullcap I part in 27. Both comfrey and skullcap
may produce an acute hepatitis' but only comfrey is
known to produce pulmonary lesions, and then only in
rats.2 This suggests that the pulmonary lesions were
evidence of endothelial hyperplasia and due to comfrey.

This case demonstrates again that some herbal
medicines can be dangerous and it is also the first report
where pulmonary lesions have been reported in humans.

F.G. Miskelly
L.I. Goodyer

Charing Cross Hospital,
Fulham Palace Road,
London W6 8RP, UK.
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Addisonian crisis presenting with a normal short
tetracosactrin stimulation test

Sir,
In view of the deeply flawed methodology of the conven-
tional short tetracosactrin (Synacthen) test, it comes as no
surprise that some patients with primary hypoadrenalism
should show normal cortisol responses as reported by
Butcher et al.,' and also by other authors.2-4 Because the
short Synacthen test relies on supraphysiological doses of
ACTH in order to elicit a given cortisol response, it
follows that early cases of primary hypoadrenalism will
be missed, because massive stimulation may well elicit a
'normal' cortisol response. This was probably the case
when the patient reported by Butcher et al. first presented.
Dynamic testing with physiological doses of ACTH
(approximately 4% of the conventional 250 lag dose),5
might have been a practical alternative to the measure-
ment of basal ACTH. The relative insensitivity of the
conventional short Synacthen test is also evident in the
diagnosis of central hypoadrenalism, with discordant
results favouring the insulin tolerance test.67 In a few
instances of central hypoadrenalism, even the insulin
tolerance test has been superseded, in sensitivity, by the 24
hour urinary free cortisol level.8

O.M.P. Jolobe
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Percutaneous endoscopic gastrostomy in elderly
patients

Sir,
Finucane et al.' report one death from peritonitis in a
series of 28 percutaneous endoscopic gastrostomy tube
(PEG) insertions. This was attributed to laceration of the
stomach, shown at post mortem examination. The most
likely explanation appears to have been trauma, caused
while the patient was in a state of agitation, from pulling
at the gastrostomy tube. Laceration of the stomach may
also occur during the procedure of PEG insertion and
may result in the development of symptoms and signs of
peritoneal irritation. We discuss one such case below. The
technique we use for PEG insertion is similar to that
described by Finucane et al.'
A 27 year old woman with cystic fibrosis was referred

for PEG insertion because of deteriorating nutritional
state despite intermittent feeding via a fine-bore nasogas-
tric tube. In view of poor lung function, minimum
sedation was used for the procedure. Initially, she was
given intravenous midazolam 3 mg and cefuroxime
750 mg, and the skin, abdominal wall and stomach
infiltrated with 2% lignocaine solution. During endoscopic
intubation, the patient began retching and struggled. She
remained agitated despite being given additional seda-
tion. The percutaneous cannula (Fresenius AG, Bad
Homburg, Germany) was introduced without difficulty,
with a single pass. Immediately after the procedure the
patient complained of severe abdominal pain and was
given omnopon 5 mg intramuscularly. Six hours later,
when water was introduced via the gastrostomy, the
patient complained ofabdominal pain. The pain persisted
for a few hours and was exacerbated by movement.
Examination revealed generalized guarding with rebound
tenderness in the epigastrium. Bowel sounds were present
but diminished. A plain abdominal radiograph revealed

free gas under the left hemi-diaphragm but no radio-
graphic evidence ofileus. She was given intravenous fluids
and antibiotics and nothing by mouth. Over the next 24
hours the pain improved and signs of guarding and
rebound resolved. The white blood cell count did not rise
and she remained apyrexial. Within 48 hours she was
taking oral fluids. Feeding through the gastrostomy tube
was commenced 3 days later.
The case we describe is consistent with the development

of peritoneal irritation as a consequence of laceration of
the stomach, during the procedure of PEG insertion. In
view of this, whenever patients experience discomfort on
first passage of fluid through the PEG tube, we have
adopted a policy of deferring its use by 12-24 hours. In
considering ways of reducing a low complication rate
from PEG further,2-4 we emphasize the importance of
adequate sedation to cover PEG insertion. Well-sedated
patients are less likely to struggle during the procedure
and, as a consequence, the risk of laceration of the
stomach should be diminished. Improved monitoring
during endoscopic procedures with pulse-oxymetry, and
general availability of opiate and benzodiazepine
antagonists may diminish the risks from oversedation.

Marios Z. Panos
Alex Moran

David E. Stableforth
Ian Chesner

Department of Medicine,
University of Birmingham,

and Departments of Gastroenterology
and Chest Medicine,

East Birmingham Hospital,
Bordesley Green East,

Birmingham B9 SST, UK

References

1. Finucane, P., Aslan, S.M. & Duncan, D. Percutaneous
endoscopic gastrostomy in elderly patients. Posigrad Med J
1991, 67: 371-373.

2. Mamel, J.J. Percutaneous endoscopic gastrostomy. Am J
Gastroenterol 1989, 84: 703-710.

3. Miller, R.E., Castlemain, B., Lacqua, F.J. & Kotler, D.P.
Percutaneous endoscopic gastrostomy. Results in 316 patients
and review of the literature. Surg Endosc 1989, 3: 186-190.

4. Larson, D.E., Barton, D.D., Schroeder, K.W. & Dimagno,
E.P. Percutaneous endoscopic gastrostomy: indication, suc-
cess, complications and mortality in 314 consecutive patients.
Gastroenterology 1987, 93: 48-52.

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.68.805.935-a on 1 N

ovem
ber 1992. D

ow
nloaded from

 

http://pmj.bmj.com/

