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Iron deficiency

This is often a frustratingly non-specific reason
for referral to gastrointestinal clinics for inves-
tigation. For a few patients, serology with
gliadin antibodies supported by endomysial
antibody tests positive will lead to small bowel
biopsy and the diagnosis of coeliac disease.
However, for the majority where menorrhagia
and epistaxis have been excluded, invasive tests
are needed as a primary manoeuvre.1-3

In the USA the routine use of gastroscopy and
colonoscopy in 100 such patients showed that
concurrent upper and lower gastrointestinal
causes for anaemia were rare (one case only). A
total of 36 had a diagnosis established on gastro-
scopy and 25 on colonoscopy. In the 38 where
both tests were negative, small bowel radiology
was performed in 26 and was negative in all,
suggesting this was not a useful procedure.
Where there were lower bowel symptoms and
positive occult blood tests, the positive predictive
value for colonoscopy was 86%.'

In Britain, for iron deficiency without specific
symptomatic clues, one approach has been to
perform gastroscopy including forceps biopsy of
the small bowel plus barium enema.2 This ap-
proach may still yield negative results, but
follow-up of the patients on iron therapy did not
uncover any significant diagnosis which might
have been missed.2
An attractive suggestion is the use of gastro-

scopy in all with small bowel biopsy where no
macroscopic diagnosis for problems is found,
reserving barium enema for older patients where
upper gastrointestinal investigations are neg-
ative.3 Proctosigmoidoscopy should always be
performed before barium enema to avoid missing
low rectal tumours, piles and superficial colitis.

There may be an advantage in performing col-
onoscopy instead of lower bowel radiology
where facilities permit.

There is clearly no point in performing routine
small bowel studies unless there are other clues
than mere chronic iron deficiency anaemia to
suggest that Crohn's disease or vascular malfor-
mation may be present.

Inflammatory bowel disease

Ulcerative colitis

The prevalence of ulcerative colitis is about 1: 1,000
of the population and appears to be somewhat
higher in those of South Asian extraction. By
contrast Crohn's disease is now thought to affect
about 1: 1,200 ofthe population, but to be less than
half as common in South Asians.4 For both
conditions there is a much increased risk of
inflammatory bowel disease of both sorts among
relatives.
Treatment with aminosalicylates has been

shown to be safe in pregnancy, as gastro-
enterologists have always suspected."6 For distal
ulcerative colitis, bismuth citrate enemas are just as
effective as aminosalicylate enemas, though the
relevance to therapy is not immediately clear.7 A
big disappointment has been the use of the poorly
absorbed steroid fluticasone, which is not as
effective as oral prednisolone in active ulcerative
colitis, and has also been shown to be ofno benefit
in Crohn's disease despite its theoretical attrac-
tions.8'9 There may be a dose effect which needs to
be overcome but the agent does not look very
promising at the moment.

Cancer surveillance in ulcerative colitis

This has become a very controversial area indeed.
Despite the known increased frequency of large
bowel carcinoma in extensive and total ulcerative
colitis, this does not translate into an obvious effect
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on mortality. A Danish study of 1,161 patients with
ulcerative colitis followed for a mean of 11.7 years
identified 141 deaths.'0 Only 26 of these related to
ulcerative colitis itself, of which six were from
carcinoma of the colon. The ultimate colectomy
rate 25 years after diagnosis was only 32%. Sur-
vival was identical with the general population
except in the first year and even more interestingly
the overall prevalence of carcinoma of the colon
was not raised in this survey.
A Swedish study confirmed the lack of increased

mortality after the first year from diagnosis but
reported a relative risk of 15.2 for carcinomas of the
colon." Ten year survival was 96% of the expected
rate for both ulcerative colitis and Crohn's disease,
and the extent of colitis or site of Crohn's disease
was interestingly irrelevant. The relative risk of
death from chronic obstructive airways disease was
1.5, underlying the importance of non-bowel prob-
lems in these patients.
Though regular surveillance colonoscopy has

been widely used, it does carry a complication rate
of about 5%, and patients are often distressed by
preparation and procedure so they are less than
enthusiastic about repeats.2"3
The technique may not be completely accurate in

identifying risk patients who really do need pro-
phylactic colectomy.'4"15 One response has been to
offer colectomy to all patients with any sort of
dysplasia.'6 This is quite a hard thing to do when
actual symptoms are absent or not bothersome, but
there is certainly a school of thought that feels it is
appropriate.
The discrepancy in approach may reflect

different referral patterns of patients, but the
important fact is that inflammatory bowel disease
patients have a normal life expectancy after the first
year (so are insurable!). A conservative approach
to management is again justified, with elective
colectomy being reserved in general for those with
active disease not well controlled by medical
therapy.

Crohn's disease

In addition to studies of both ulcerative colitis and
Crohn's disease," there is a good long-term follow-
up of 20 years in 373 Danish Crohn's disease
patients." Again survival was found to be equiva-
lent to the general population, but there appeared
to be a small excess of deaths in patients aged
20-29 in the first 5 years from diagnosis. Though
there did seem to be an increased risk of small
bowel cancer, this was only found in two cases. The
requirement for surgery was high, as might have
been predicted from previous experience: 50% had
had a bowel resection by 7 years and 70% by 15
years.

A series from Cleveland, Ohio, suggested that
stricture-plasty by widening but not excising
diseased bowel carries a good success rate, and may
prove to be a useful general alternative to conven-
tional surgery.'8

Assessment of the extent of disease without
laparotomy is often problematical. Small bowel
enema is the gold-standard test, but may be difficult
to perform and interpret and cannot often be
repeated. White blood cell scanning with
technetium-99m radiolabelled granulocytes has
been a reliable simple additional test to assess
activity and extent of disease, and is easily
repeatable if necessary.'
The primary induction of remission in active

Crohn's disease has traditionally been by oral or
intravenous steroids. It has been clearly demon-
strated that the effect ofprednisolone 60 mg daily is
enhanced by the addition of azathioprine 2.5 mg/
kg/day in the acute phase, rather than reserving
azathoprine for maintenance of remission as in the
past.22 Similarly early use of aminosalicylate such
as mesalazine 4 g daily can be effective in the acute
phase of Crohn's disease as well as in
maintenance.20'2' Whether the exact formulation of
aminosalicylate in small bowel Crohn's disease
matters remains uncertain, but there may well be a
good place for continuously released formulations
rather than the timed release drugs which are
designed only to be active in the terminal ileum or
colon.

Patients are always keen to know about the link
between diet and bowel disease. Those with
inflammatory bowel disease are encouraged to eat
a nourishing diet and avoid food fads to keep well,
unless secondary alactasia has been shown to make
dairy products unadvisable. The use of elemental
diets to exclude potentially allergenic food and
induce remission has now been proved to be as
good as steroid therapy.23'24 Unfortunately there is
disagreement as to whether the duration of remis-
sion is better or worse on diet management as
against steroids, but relapses are common. Perhaps
unsurprisingly the rather unpalatable elemental
diet therapy regime was not acceptable at all to
31% of patients after the first fortnight.

Gastroenterologists are likely to remain rather
sharply divided into Crohn's diet true believers and
sceptics, though nutritional agnosticism might be
more appropriate on the present evidence.

Acute appendicitis

This has been a somewhat neglected field but there
have been some epidemiological advances. The
condition does not regularly cluster, suggesting
there is no overwhelmingly important environmen-
tal or infective cause. It is not associated with the
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luminal obstruction of the appendix which has
been a long-term surgical favourite.25 A particular-
ly important recent study has suggested that acute
appendicitis may actually be two different condi-
tions.26 It was observed that perforating acute
appendicitis accounts for only about 15% of cases
coming to appendicectomy, and there is no age
trend between 10-80 years. By contrast non-
perforating appendicitis, and even more markedly,
removal of a normal appendix, show a sharp peak
in teenage followed by a rapid decline in frequency
to the age of 40.

If we could identify which of the appendices are
not going to perforate, then non-operative
management might well be appropriate for the
majority of cases.

Colonic carcinoma

This is the commonest gastrointestinal malignancy.
Although good results can be obtained by surgical
management of early cases, most patients are seen
too late to hope for a cure.

Surveillance of risk populations has been pro-
posed but remains a contentious area." We are not
much helped by the knowledge that, in men, beer
drinking and obesity, and in both sexes diverticular
disease, are all linked with increased prevalence,
since these are also common.2830 What may be
more use is the observation that prevalence has
increased two or three times in first-degree relatives
of large bowel cancer cases, and this may justify
selective sigmoidoscopy or occult blood testing.3' It
has also been shown in Gardner's syndrome and
polyposis coli families that endoscopic surveillance
may be useful even after the age of 30, which was
previously taken as the cut-off for lower bowel
endoscopy in asymptomatic relatives.32

There may be scope for a more vigorous ap-
proach in management of advanced cases with
adjuvant radiotherapy and chemotherapy with
agents such as 5-fluorouracil and nitrosoureas.
Certainly aggressive radical surgery appears to
have produced gratifying results in Aberdeen and
adds fuel to the idea that large bowel surgery
should be in the hands of dedicated specialist
surgeons rather than generalists.3334

Pancreatic disease

Probably the most significant development in this
area was the publication of a further edition of
Go's standard textbook.35 Diagnosis and manage-
ment of pancreatic disease remains difficult and
unsatisfactory. Particularly depressing was a recent

description of colonic strictures in cystic fibrosis
patients treated with high-dose pancreatic enzyme
replacement therapy.
Acute pancreatitis is known to be increasing in

Finnish males where alcohol intake has also gone
up.36 Conversely the prevalence has fallen in Fin-
nish women whose disease is most importantly
linked with gallstones. Since moderate quantities of
alcohol will probably protect from gallstones by
reducing cholesterol saturation of bile, there is
presumably a critical average intake which might
reduce prevalence in women. There is no real
progress in management of the condition once it
has arisen, and similarly carcinoma of the pancreas
continues to carry its dreadful prognosis of a 99%
mortality at 2 years. Surgery is purely palliative.
Chemotherapy with 5-fluorouracil, mitomycin,
CCNU and streptozotocin provide a 15-25%
temporary response rate and deep X-ray therapy
has also been used, but it is debatable whether these
measures represent a kindness to any but the
occasional robust young patient.

Gallstone disease

Surgery

The major recent change in practice has been the
shift to laparoscopic cholecystectomy for uncom-
plicated gallstones. There is an enormous amount
ofinformation from US hospitals on this technique
which was only widely adopted 6 years ago, and has
increased the already high prevalence of biliary
surgery.37'38
The overall complication rate is 2% with a 0.5%

rate of injury to the common bile duct.39 The
procedure is very popular with patients and clearly
here to stay, though it is not necessarily cheaper
than open cholecystectomy through a small wound
('mini-cholecystectomy').38 There is no agreement
on whether the common bile duct should be
investigated routinely with preliminary endoscopic
retrograde cholangiopancreatography (ERCP), or
peroperative cholangiography and oral
choledochoscopy, with proponents and opponents
for each technique. If common bile duct stones
become apparent after cholecystectomy, then
ERCP with papillotomy and stone extraction is the
preferred approach.40

Cholecystectomy apparently reduces the risk of
extrahepatic bile duct cancer (RR 0.27 at 10 years)
despite the fact that it definitely increases the risk of
colorectal cancer (RR 1.34 at 15 years).4'42 These
may be felt to counterbalance each other, though
large bowel cancer is much commoner than cholan-
giocarcinoma in Caucasians. Analysis of the effect
of cholecystectomy on bowel cancer has been the
subject ofmany studies in the past and analysis has
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always been difficult especially as gallstones
themselves may be associated with colonic car-
cinoma.
Two specialized areas where cholecystectomy is

definitely useful is in Amerindians and typhoid
carriers.4344Red Indians not only hold the world
record for gallstone prevalence but, unlike other
population groups, have a very high rate of death
from biliary tract cancer. Removal of the gallblad-
der can be justified in view of the fact that cancer
mortality in these patients is increased to a relative
risk of 6.6, with an overall mortality RR of 1.9. At
least the frequency of gallbladder cancer can be
avoided by prior cholecystectomy, and possibly
bile duct cancer and other tumours too.43 Chronic
typhoid and paratyphoid carriers have a very much
increased risk of gallbladder cancer (RR 167) as
well as cancers of the pancreas (RR 8.1), large
bowel (RR 3) and all cancers (RR 2.6). Eradication
ofcarriage by elective cholecystectomy (or suitable
antiobiotic therapy) can be recommended as in the
interests ofthe subject rather than merely on public
health grounds.44
Where malignant disease of the biliary tract

requires attention because of obstructive sym-
ptoms, self-expanding metal stents can now offer
good palliation if resection surgery is not possible
or desirable.45

Other treatment

Gallstones are more frequent in the obese and
especially so in the morbidly obese whose weight
has fallen rapidly, possibly because of increased
gallbladder mucin.' These and other cholesterol-
rich stones can sometimes be dissolved by oral bile

acid therapy. Ursodeoxycholic acid (UDCA)
therapy is superior to chenodeoxycholic acid
(CDCA) alone for this because of better tolerance,
and there is no advantage in combining suboptimal
doses of UDCA plus CDCA over UDCA alone.
However, night-time dosage does give better results
than divided doses.47

Despite many studies there is no general consen-
sus on the role of extra-corporal shock-wave
lithotripsy for gallbladder stones. Some advocate
its wide use even in larger stones with calcified
rims,48'49 while others would restrict it to solitary
radiolucent stones less than 20 mm in diameter.50
Whatever the technique for clearing gallbladder

stones, if the gallbladder is left in position, recur-
rence of stones may be expected in half the patients
over 5 years and cannot reliably be prevented by a
high-fibre regime or low-dose UDCA.5' It has
always seemed logical that full-dose treatment with
bile acids such as UDCA would be effective in
preventing stone recurrence, particularly where
this was the treatment that was responsible for
stone clearance in the first place. However, this
remains a speculation as it has never been
rigorously tried.

Direct instillation of solvents has been used in
specialist centres for dissolution of gallbladder and
common bile duct stones. There are technical
problems and toxicity has been a real difficulty. It
may be that the use of ethyl propionate will
supersede methyl tertiary butyl ether and the older
mono-octanoin because of lesser side-effect prob-
lems.52 The use of these agents is likely to remain
restricted to highly specialized centres in view ofthe
technical expertise required in their use.

References

1. Rockey, D.C. & Cello, J.P. Evaluation of the gastrointestinal
tract in patients with iron deficiency anaemia. N Engl J Med
1993, 329: 1691-1695.

2. McIntyre, A.S. & Long, R.G. Prospective survey ofinvestiga-
tions in out-patients referred with iron deficient anaemia. Gut
1993, 34: 1102-1107.

3. Sauay, R. & Scott, B.B. Iron deficiency anaemia - how far to
investigate? Gut 1993, 34: 1427-1428.

4. Probert, C.S.J., Jayanthi, V., Hughes, A.O., Thompson, J.R.,
Wicks, A.C.B. & Mayberry, J.F. Prevalence and family risk
ofUC and Crohn's disease: an epidemiological study among
Europeans and South Asians in Leicestershire. Gut 1993, 34:
1547-1551.

5. Habal, F.M., Hui, G. & Greenberg, G.R. Oral 5-ASA for
IBD in pregnancy. Gastroenterology 1993, 105: 1057-1060.

6. Greenfield, S.M., Punchard, N.A., Teare, J.P. & Thompson,
P.H. Review article: the mode of action of the
aminosalicylates in inflammatory bowel disease. Aliment
Phlarmacol Tiier 1993, 7: 369-383.

7. Pullan, R.D., Ganesh, S., Vani, V. et al. Comparison of
bismuth citrate and 5-ASA enemas in distal ulcerative colitis.
Gut 1993, 34: 676-679.

8. Hawthorne, A.B., Record, C.O., Holdsworth, C.D. et al.
Double-blind trial of oral fluticasone propionate v. pred-
nisolone in the treatment ofactive ulcerative colitis. Gut 1993,
34: 125-128.

9. Carpani de Kaski, M. & Hodgson, H.J.F. Rolling review:
inflammatory bowel disease. Aliment Plharmacol Ther 1993,
7: 567-579.

10. Langholz, E., Munkholm, P., Davidsen, M. & Binder, V.
Colorectal cancer risk and mortality in patients with
ulcerative colitis. Gastroenterology 1992, 103: 1444-1451.

11. Ekbom, A., Helmick, C.G., Zack, M., Holmberg, L. &
Adami, H.O. Survival and causes of death in patients with
inflammatory bowel disease. Gastroenterologi' 1992, 103:
954-960.

12. Anderson, M.L., Heigh, R.I., McCoy, G.A. et al. Accuracy of
assessment of the extent of examination by experienced
colonoscopists. Gastrointest Endosc 1992, 38: 560-563.

13. Waye, J.D., Lewis, B.S. & Yessayan, S. Colonoscopy: a
prospective report of complications. J Clin Gastroenterol
1992, 15: 347-351.

copyright.
 on M

ay 23, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.70.827.620 on 1 S

eptem
ber 1994. D

ow
nloaded from

 

http://pmj.bmj.com/


624 M.C. BATESON

14. Catnach, S.M., Rutter, K.P.P. & Bown, R.L. Colorectal
carcinoma in patients with ulcerative colitis and recent
colonoscopy. Gut 1993, 34: 1148-1149.

15. Bernstein, C.N., Shanahan, F. & Weinstein, W.M. Are we
telling patients the truth about surveillance colonoscopy in
ulcerative colitis? Lancet 1994, 343: 71-74.

16. Choi, P.M., Nugent, F.W., Schoetz, D.J., Silverman, M.L. &
Haggitt, R.C. Colonoscopic surveillance reduces mortality
from colorectal cancer in ulcerative colitis. Gastroenterology
1993, 105: 418-424.

17. Munkholm, P., Langholz, E., Davidsen, M. & Binder, V.
Intestinal cancer risk and mortality in patients with Crohn's
disease. Gastroenterology 1993, 106: 1716-1723.

18. Fazio, V.W., Tjandra, J.J., Lavery, I.C., Church, J.M.,
Milsom, J.W. & Oakley, J.R. Long-term follow up of
stricture-plasty in Crohn's disease. Dis Colon Rectum 1993,
36: 355-361.

19. Sciarretta, G., Furno, A., Malzoni, M., Basile, C. &
Malaguti, P. Tc-99m HMPAO granulocyte scintigraphy in
Crohn's disease. Gut 1993, 34: 1364-1369.

20. Gendre, J.P., Marx, J.-Y., Florent, C. et al. Oral mesalazine
(Pentasa) as maintenance treatment in Crohn's disease: a
multi-centre placebo-controlled study. Gastroenterology
1993, 104: 435-439.

21. Singleton, J.W., Hanauer, S.B., Gitnick, G.L. et al.
Mesalazine capsules for the treatment of active Crohn's
disease. Gastroenterology 1993, 104: 1293-1301.

22. Ewe, K., Press, A.G., Single, C.C. et al. Azathioprine
combined with prednisolone or monotherapy with pred-
nisolone in active Crohn's disease. Gastroenterology 1993,
105: 367-372.

23. Gorard, D.A., Hunt, J.B., Payne-James, J.J. et al. Initial
response and subsequent course of Crohn's disease treated
with elemental diet or prednisolone. Gut 1993, 34:
1198-1202.

24. Riordan, A.M., Hunter, J.O., Cowan, R.E. et al. Treatment
of active Crohn's disease by exclusion diet: East Anglian
multi-centre controlled trial. Lancet 1993, 342: 1131-1134.

25. Bateson, M.C., Gedling, P. & Senadhira, A. Acute appen-
dicitis: why does it happen and how is it managed? Gut 1993,
34: S36.

26. Anderson, R., Hugander, A., Thulin, A., Nystrom, P.O. &
Olaison, G. Indications for operation in suspected appen-
dicitis and incidence of perforation. Br Med J 1994, 308:
107-110.

27. Maule, W.F. Screening for colorectal cancer by nurse endo-
scopists. N Engi J Med 1994, 330: 1883-1887.

28. Sandler, R.S., Lyles, C.M., McAuliffe, C., Woojley, T.J. &
Kupper, L.L. Cigarette smoking, alcohol and the risk of
colorectal adenomas. Gastroenterology 1993, 104:
1445-1451.

29. Bayerdorffer, E., Mannes, G.A., Ochsenkuhn, T., Koplke,
W., Wiebecke, B. & Paumgartner, G. Increased risk of
high-risk colorectal adenomas in overweight men. Gastro-
enterology 1993, 104: 137-144.

30. Stafansson, T., Ekbon, A., Sparen, P. & Pahlman, L.
Increased risk of left-sided colon cancer in patients with
diverticular disease. Gut 1993, 34: 499-502.

31. Stephenson, B.M., Murday, V.A., Finan, P.J., Quirke, P.,
Dixon, M.F. & Bishop, D.T. Feasibility of family-based
screening for colorectal neoplasia. Gut 1993, 34: 96-100.

32. Evans, D.G.R., Guy, S.P., Thakker, N. et al. Non-penetrance
and late appearance of polyps in families with familial
adenomatous polyposis. Gut 1993, 34: 1389-1393.

33. Steele, G. Accomplishment and promise in the understanding
and treatment of colorectal cancer. Lancet 1993, 342:
1092-1096.

34. Gordon, N.L.M., Dawson, A.A., Bennett, B., Innes, G.,
Eremin, 0. & Jones, P.F. Outcome in colorectal adenocar-
cinoma: two seven-year studies of a population. Br Med J
1993, 307: 707-710.

35. Go, V.L.W., DiMagno, E.P., Gardiner, J.D., Lebentual, E.,
Reber, H.A. & Scheele, C.A. The Pancreas. Raven Press,
New York, 1993.

36. Jaakkola, M. & Nordback, I. Pancreatitis in Finland between
1970-1989. Gut 1993, 34: 1255-1260.

37. Legorreta, A.P., Silber, J.H., Costantino, G.N., Kobylinski,
R.W. & Zatz, S.L. Increased cholecystectomy rate after the
introduction of laparoscopic cholecystectomy. JAMA 1993,
270: 1429-1432.

38. Russell, R.C.G. Minimally invasive surgery: biliary surgery.
Br Med J 1993, 307: 1266-1269.

39. Deziel, D.J., Killikan, K.W., Economou, K.W. et al. Com-
plications of laparoscopic cholecystectomy: a national
survery of4292 hospitals and an analysis of 77,604 cases. Am
J Surg 1993, 165: 9-14.

40. Sackmann, M. Diagnosis and management of biliary stones.
Clin Gastroenterol 1992, 6: 635-835.

41. Ekbom, A., Hsieh, C.-C., Yuen, J. et al. Risk of extrahepatic
bile duct cancer after cholecystectomy. Lancet 1993, 342:
1262-1265.

42. Giovannucci, E., Colditz, G.A. & Stampfer, M.J. A meta-
analysis of cholecystectomy and risk of colorectal cancer.
Gastroenterology 1993, 104: 130-141.

43. Grimaldi, C.H., Nelson, R.G., Pettitt, D.J., Sampliner, R.E.,
Bennett, P.H. & Knowler, W.C. Increased mortality with
gallstone disease: results ofa 20 year population based survey
in Pima Indians. Ann Intern Med 1993, 118: 185-190.

44. Caygill, C.P.J., Hill, M.J., Braddick, M. & Sharp, J.C.M.
Cancer mortality in chronic typhoid and paratyphoid car-
riers. Lancet 1994, 343: 83-84.

45. Davids, P.H.P., Groen, A.K., Rauws, E.A.J., Tytgat, G.N.J.
& Huibregste, K. Randomised trial of self-expanding metal
stents versus polyethylene stents for distal malignant biliary
obstruction. Lancet 1992, 340: 1488-1492.

46. Shiffman, M.L., Schamburek, R.D., Schwartz, C.C., Suger-
man, H.J., Kellum, J.M. & Moore, E.W. Gallbladder mucin,
arachidonic acid and bile lipids in patients who develop
gallstones during weight reduction. Gastroenterology 1993,
105: 1200-1208.

47. Jazraw, R.P., Pigozzi, M.G., Galatola, G., Lanzini, A. &
Northfield, T.C. Optimum bile acid treatment for rapid
gallstone dissolution. Gut 1992, 33: 381-386.

48. Meiser, G., Heinerman, M., Lexer, G. & Boeckl, 0. Aggres-
sive ESWL ofGB stones within wide criteria: fragmentation
rate and early results. Gut 1992, 33: 277-281.

49. Sackmann, M., Pauletzki, J., Delius, M. et al. Non-invasive
therapy of gallbladder calculi with a radiopaque rim. Gast-
roenterology 1992, 102: 988-993.

50. Elewaut, A., Crape, A., Afschrift, M., Pauwels, W., De Vos,
M. & Barbier, F. Results of ESWL of GB stones in 693
patients: a plea for restriction to solitary radiolucent stones
(<20 mm). Gut 1993, 34: 274-278.

51. Hood, K.A., Gleeson, D., Ruppin, D.C., Dowling, R.H. and
the British-Belgian Gallstone Study Group. Gallstone recur-
rence and its prevention: the BBGSG's post-dissolution trial.
Gut 1993, 34: 1277-1288.

52. Esch, O., Spinosa, J.C., Hamilton, R. et al. Acute effects of
topical MTBE or ethylpropionate on gallbladder histology in
animals. Hepatology 1992, 16: 984-991.

copyright.
 on M

ay 23, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.70.827.620 on 1 S

eptem
ber 1994. D

ow
nloaded from

 

http://pmj.bmj.com/

