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EDITOR,—Shepherd and colleagues (Gut
2000;46:37–39) oVer a timely and thoughtful
contribution to the increasingly loud debate
within trusts about informed consent. As well
as endoscopy, their example is relevant to
other services oVering invasive open access
procedures, especially radiology. Their book-
let addresses three problems: (i) that infor-
mation regarding proposed procedures
should be given in circumstances in which
patients could not be perceived to be under
duress to give consent; (ii) that the infor-
mation is given, albeit indirectly, by one who
is trained to perform the procedure; and (iii)
that an explanation is given regarding risks as
well as benefits, as is often not the case at
present.

Neale’s commentary (Gut 2000;46:5–6) is,
as one would expect, in many ways equally
perceptive but he fails to take account of an
essential aspect of open access services. As he
makes clear, such a process of informing con-
sent cannot address the problem of informing
choice among available options as the infor-
mation arrives through the post with an
appointment for a particular procedure.
However desirable it may be that such a
choice should be an integral element of
informing consent, the nature of an open
access service dictates that the decision
regarding the choice of the procedure must
have been taken prior to the referral having
been made. This raises two further issues: (1)
how to ensure that appropriate judgement is
used to decide the choice of the procedure;
and (2) how to assess an acceptable level of
risk for open access procedures in general and
for the particular individual to whom a
procedure is oVered.

Neale’s example of ERCP, although not
generally an open access procedure, serves to
focus thinking about these unanswered ques-
tions but does not diminish the contribution
of Shepherd and colleagues in enhancing the
quality of information given to patients. The
ratio of manpower to demand means that, for
the foreseeable future, much as endoscopists
may wish “to speak with their patients about
options for further action” prior to oVering
procedures, attempting to do so in every case
would impose unacceptable delays in their
management.

S BRUCE
Endoscopy Unit,

Hastings and Rother Trust,
Conquest Hospital, The Ridge, St Leonard’s on Sea,

East Sussex TN37 7RD, UK
Email: bruce.stuart@mail.har-tr.sthames.nhs.uk

Reply

EDITOR,—The booklet for consent has been
designed and implemented as a practical way
of addressing all of the issues that surround
seeking patient’s consent for open access pro-
cedures. We feel it pays due regard to recom-
mendations of the British Society of Gastro-
enterology and the GMC but diVers in that it
is the first practical approach to dealing with
high volume outpatient endoscopy services.
As Dr Bruce points out in his very supportive
letter, the decision that endoscopy is required
has usually already been made by the patient

discussing the matter with the general
practitioner.

The postal questionnaire and informed
consent document makes clear provision for
the patient who has any doubt or concern not
to sign the paper but to attend the endoscopy
department with the expectation of having
further explanation by an informed indi-
vidual. We suggest that this approach is still
better than what can only best be described as
a huge range of consenting procedures that
operate in various endoscopy units through-
out the country. We must accept that patient
consent obtained within a few minutes of the
patient being endoscoped is a practice that
can no longer be tolerated as consent is
always open to challenge. Neale, in his
commentary, we think misses the point
between obtaining informed consent in a
practicable, reasonable, and legal way for the
procedure which is about to be performed by
introducing the concept of discussing alter-
natives. Most endoscopists would surely
agree that by the time the patient has arrived
for endoscopy in the outpatient sector,
particularly on the open access service, it is
inappropriate to start discussing whether
alternative and other modalities of investiga-
tion are appropriate. This should have
happened during the patient’s consultation
with the general practitioner.

It was foreseen many years ago that once an
open access endoscopy service was made
available it would become a high volume
service, which can leave both endoscopists
and patients vulnerable. Protocols for endos-
copy have helped in patient selection but they
are not always available. We think it must be
regarded as a minimum standard of care that
the consent obtained for these procedures is
as informed as it can possibly be made, within
the practicalities surrounding the delivery of
service. Furthermore, we suggest that this
booklet is the first to openly address this
problem and that, judging by the response the
authorship has had, many other colleagues
throughout the country agree with our
approach.

H A SHEPHERD
Winchester Gastrointestinal Unit,
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Reply

EDITOR,—Thank you for allowing me to see
the correspondence regarding “informed
consent”. Dr Bennett states that writing to
inform a patient of what is involved in “open
access” gastrointestinal endoscopy (including
risks and benefits) is desirable but requesting
patients to “sign consent” at home is not. He
cites GMC advice that “..obtaining informed
consent cannot be an isolated event. It
involves continuing dialogue between you
and your patients... you should give... the
patient time to ask questions.” In contrast, Dr
Bruce states that “The ratio of manpower to
demand (for gastrointestinal endoscopy)
means that much as endoscopists may wish to
speak with their patients about ...(this) would
impose unacceptable delays in management.”

In writing a commentary on informed con-
sent I did not attempt to resolve these diVer-
ences. As was stated in the BSG guidelines on
informed consent,1 “In busy clinical practice
it is not possible to satisfy NHS guidelines
meticulously and lawyers recognise the diY-
culties... Each unit must develop a code of

practice suitable to its mode of operation...
The law takes the view that the responsibility
for obtaining informed consent lies with the
endoscopist who is to perform the proce-
dure...” But as the GMC concedes, “Where
this is not practicable you may delegate (this
responsibility)... to a person (who) is suitably
trained and qualified; has suYcient knowl-
edge...and understands the risks...”

The diYculty with open access endoscopy
lies in the shared responsibility. The GP has
assessed the patient and usually remains
responsible for the patient’s care. I assume
that consultant gastroenterologists who oVer
open access endoscopy instruct participating
GPs carefully regarding indications, alterna-
tives, risks, and potential benefits, thereby
delegating responsibility. And as Shepherd
and colleagues (Gut 2000;46:37–39) make
clear, patients are not “pressed” to sign the
consent form at home; they have the option
not to sign until they have discussed the pro-
cedure with the endoscopist. Moreover, if the
BSG guidelines are followed “... a qualified
nurse should check the level of understanding
and provide further explanation... and the
endoscopist should deal with any last minute
questions”.

Meanwhile, the value of open access
endoscopy remains a subject for debate.2 It
has been suggested that a one stop dyspepsia
clinic is a preferable means of practice.3 Such
practice overcomes the problem of gastroen-
terologists “not speaking with patients about
options”.

G NEALE
Emeritus Lecturer in Medicine

University of Cambridge
30 Bevin Square

London SW17 7BB, UK
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Increased prevalence of
methylenetetrahydrofolate reductase
C677T variant in patients with IBD

EDITOR,—We read with interest the paper by
Mahmud et al (Gut 1999;45:389–394). The
study showed an increased prevalence of
methylenetetrahydrofolate reductase
(MTHFR) C677T variant in patients with
inflammatory bowel disease (IBD). The
C677T polymorphism is a known genetic
cause of mild hyperhomocysteinaemia
(hyper-tHcy)1 and may be associated with a
variable degree of risk for thromboembolic
disease in patients with IBD.2

To confirm a higher prevalence of the
C677T polymorphism, we investigated 99
patients with established IBD for this poly-
morphism compared with 1084 unselected
newborns.3 DNA samples were genotyped for
the MTHFR (C677T) mutation. Patients
were categorised as homozygous for the
thermolabile variant (TT), heterozygous for
the wild-type variant (CT), or homozygous
for the wild-type (CC).

DiVerence in prevalence between IBD
patients and controls was compared using the
÷2 test. DiVerences in onset of disease
between patients with Crohn’s disease (CD)
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and those with ulcerative colitis (UC) were
compared using the Mann-Whitney test.

A total of 16.2% (16/99) of IBD patients
were homozygous for the C677T variant
compared with 8.3% (90/1084) in the control
group. This diVerence was statistically signifi-
cant (p<0.009). When patients were stratified
according to CD and UC, we found that
homozygosity for the MTHFR C677T vari-
ant (TT) was present in 14.0% (7/50) of
patients with CD and 18.4% (9/49) of those
with UC. Both results were independently
significantly higher than in the background
population.

Onset of disease in carriers of the (TT)
variant in CD and UC patients was 33.8 and
40.6, respectively, compared with 34.4 and
43.3 in non-carriers. This diVerence was not
statistically significant. There was no correla-
tion between disease activity indices of the
IBD patients (Crohn’s disease activity index
for CD and clinic activity index for UC) and
carriers of the (TT) variants. Also, C reactive
protein levels in IBD patients was independ-
ent of MTHFR gene prevalence.

Genome wide linkage screen of a large
population of IBD patients found evidence of
linkage of IBD to the short arm of chromo-
some 1 in all families investigated. It is inter-
esting that the MTHFR gene is located on
chromosome 1 (1p36.3). Additional loci on
chromosomes 3, 7, and 16 are linked to IBD.4

The genetic basis of IBD is non-mendelian in
nature5 and very complex. Unrecognised fac-
tors may therefore be important in the patho-
genesis of IBD. Further investigation of other
factors is being carried out in our laboratory
at present.
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Reply

EDITOR,—Thank you for the opportunity to
comment on the letter of Dr Nielsen and col-
leagues. We are pleased that their data have
confirmed our findings, as previously re-
corded (Gut 1999;43:389–94). We agree with

their comment that the genetic basis of
inflammatory bowel disease (IBD) is very
complex. One point needs to be emphasised,
namely that serum homocysteine levels were
increased in our patients compared with con-
trols, even when those patients who were
homozygous for C677T polymorphism were
excluded. This elevated level was present
even when the eVect of folate deficiency was
excluded. This suggests that other polymor-
phisms as yet undiscovered may be present in
one or other of the three enzymes responsible
for removal of homocysteine in internal
metabolism, namely methylenetetrahydro-
folate reductase, methionine synthase, and
cystathionine synthase. Accordingly, it is
important to emphasise that all patients with
IBD should receive regular therapy with
400 µg of folic acid daily.
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BOOK REVIEWS

Diseases of the Small Intestine in
Childhood. 4th edn. By Walker-Smith J,
Murch S. (Pp 424; illustrated; £99.50.) UK:
Isis Medical Media Ltd, 1999. ISBN: 1
90186 503 7.

Pediatric gastroenterology, and our know-
ledge about diseases of the small intestine in
children, has grown rapidly over the last few
years, owing to advances in the basic sciences,
such as molecular genetics and, particularly,
gut immunology. The purpose of this book is
to provide the consultant paediatrician, as
well as the trainees, with a review of the
diseases of the small intestine in children.
There are two major sections in the book: the
first, more general, is focused on structure
and mechanisms; the second, more specific,
in which attention has been given to the com-
moner and more important specific disease
entities. This fourth edition of a book
published in the past by John Walker Smith,
and now coauthored by Simon Murch,
reflects the long clinical experience of the first
author. At the same time, it oVers a thorough
review of the most recent literature. The long
clinical experience of the senior author,
which is particularly evident in the chapter
dedicated to infectious gastroenteritis, is now
integrated by the strong clinical and research
interest of Dr Murch in mucosal immunol-
ogy. The value of the chapters dedicated to
matrix (a topic to which Dr Murch has
significantly contributed with his own re-
search), and to the immune system of the
small intestine in the first section of the book,
and to coeliac disease and Crohn’s disease in
the second one, is a proof of this special com-
petence. Also very good is the chapter on
laboratory assessment, although less convinc-
ing is the part of the same chapter that
discusses the chief symptoms of the child
with gastrointestinal problems (diarrhoea,
vomiting). The appendix on special milks is

especially useful. Overall, the editorial quality
of the book is high.

In conclusion, this book is a very valuable
reference not only for paediatric gastroenter-
ologists, but also for general practitioners,
medical students, and dieticians.

R TRONCONE

Operative Strategies in Inflammatory
Bowel Disease. Edited by Michelassi F,
Milsom JW. (Pp 515; illustrated; £114.50.)
New York: Springer-Verlag, 1999. ISBN 0
387 94966 6.

I enjoyed looking at this book. The editors’
intention is that “at a moment’s notice any
surgeon may open it and consult an authority
on a particular topic related to IBD surgery”.
They have assembled an international group
of contributors and there are excellent
sections on history, surgical pathology,
pouches, and Crohn’s surgery. There are
some surprising omissions, however. A chap-
ter on revision surgery for pouches that have
gone wrong would have been timely, and a
more thorough review of balloon dilatation
and stents would have provided a look to the
future. I think the sections on septic compli-
cations of pouches and Crohn’s disease
should have been kept separate.

I was irritated by the lack of uniformity in
the illustrations and drawings of procedures,
and in places the text is very dense, for exam-
ple, in the section on ileostomy.

A final point: there is only one chapter on
medical management just when there is an
explosion of new medical therapy. Joint
physician/surgeon management is seen by
many as the ideal, and surgical treatment
cannot be viewed in isolation. Nonetheless,
this is a comprehensive and well illustrated
book that will be a welcome addition to the
shelves of specialists in IBD surgery.

N MORTENSEN

Therapy of Digestive Disorders. Edited
by Wolfe MM, Cohen S, Davis GL, et al.
(Pp 881; hardback; illustrated; £85.)
Philadelphia: WB Saunders, 1999. ISBN 0
72167 340 6.

This is a substantial book edited by
Dr Michael Wolfe with six of his colleagues
acting as section editors. Many of the
hundred or so contributors are members of
the Boston home team. The others are from
the key centres in North America with a
smattering of contributors from Canada,
Europe, Israel, and South America. This is in
eVect a GI textbook, but stripped largely of
pathogenesis, pathophysiology, diagnosis,
and diVerential diagnosis. Five main sections
consider treatment of oesophageal, gas-
troduodenal, pancreatic or biliary, hepatic,
and intestinal diseases.

The two column black and white presenta-
tion is relieved by good summary tables, with
small clear diagrams and figures within the
two column format. No flashy colour or bul-
let points here, but good solid information.

Clear instructions to the contributors and
careful editing has produced consistent and
well balanced chapters. For example, the
excellent contribution from Stephen Hanner
deals briefly with an approach to history tak-
ing, physical examination, diagnostic studies,
and laboratory investigation in patients
with inflammatory bowel disease. This is fol-
lowed by an overview of individual patient
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