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but a low titre to the porcine agent.? Before operation a test dose was
given to ascertain the therapeutic response and to detect side effects.*
In this case shivering, nausea, and back pain occurred but were
rapidly relieved by oral chlorpheniramine. During the early post-
operative period we gave 100 mg hydrocortisone and 10 mg chlor-
pheniramine intravenously before each infusion, later using chlor-
pheniramine alone. The platelet count remained unchanged.
Altogether 270 000 units of porcine factor VIII were given without
any appreciable rise in the titre of antibodies to this agent or an
increased tendency towards side effects.

Though a prolonged conservative approach to management of a
pseudotumour may be successful, it was clearly failing in this patient.
The new porcine factor enabled us to overcome the problem of
achieving and maintaining haemostasis during and after major
surgery.

We thank Professor R B Duthie and Dr C Rizza for permission to report
on their patient and for their helpful advice.
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Weight gain after cholecystectomy

Cholecystectomy is currently the most common major general
surgical operation, with about 45 000 operations being performed each
year in the United Kingdom.! A retrospective study of patients
undergoing biliary surgery in this hospital suggested that many
patients gain weight after cholecystectomy (paper in preparation).
We therefore undertook a prospective study to examine weight
change after cholecystectomy.

Methods and results

One hundred and three patients undergoing elective operations for benign
biliary disease were entered into the study. None had acute cholecystitis
immediately before their operation. The patients comprised 31 men and
72 women with mean ages of 57 (range 32-75) and 53 (16-81), respectively.
One patient died postoperatively (mortality 19;), after the leakage of a
choledochoduodenostomy. The patients were weighed in their underclothes
and a light dressing gown on the day before operation and six weeks, three
months, and six months after discharge from hospital.

Six months after operation 75 of the patients had gained weight, 21 had
lost weight, and seven remained at their preoperative weight. The table
shows the mean weights over the six month study period. An increase in
weight was apparent at three months, although this had no significance
until six months. The patients were subdivided to see whether the weight
changes were related to sex, preoperative body weight, or age. Twenty seven
(879%,) of the men gained weight compared with 49 (68°,) of the women, a
difference that was not significant (x? test). The men lost a little weight in
the first six weeks after operation but then showed an increase at three
months and a significant gain at six months (paired Student’s r test). The
women gained weight steadily, but the increase was not significant until
six months postoperatively. In both sexes preoperative obesity, which we
arbitrarily defined as over 70 kg in women and 80 kg in men, did not appear
to influence weight gain. When patients aged below 65 were compared
with those aged 65 and above there was no significant effect of age on weight
gain. Thirteen patients (12°;) underwent an extended biliary procedure,
but their pattern of weight change was no different from that of the patients
undergoing cholecystectomy alone.
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Mean (SD) weights (kg) before and after cholecystectomy

Preoperatively At 6 weeks At 3 months At 6 months
All patients (n=103) 676 (12:3) 67-8 (12-3) 68-8 (11-8) 70-1 (12:8)*
Men (n=31) 760 (11-2) 757 (9-9) 767 (6°7) 795 (10)*
Women (n=72) 641 (11) 644 (116) 655 (11°5) 662 (11-7)*

Paired Student’s ¢ test (preoperative weights compared with weights at each time
interval): *p <0-001.

Comment

In spite of symptoms such as anorexia, nausea, and vomiting and
advice to avoid fatty foods, 319 of our patients were overweight
before operation, confirming the preoperative findings of others.? 3
Our study showed that a significant weight gain occurred after
cholecystectomy, with men gaining a mean of 4-6%, of preoperative
body weight and women 3-39, after six months. When patients who
either lost weight or remained the same weight were excluded the
mean percentage weight gain rose to 6% and 6-6%,, respectively.
We presume that this weight gain was caused by a reintroduction of
fats into the diet, although a metabolic cause cannot be completely
excluded. As one third of our patients were already overweight, any
further weight gain could be considered to be detrimental to their
long term health. We now routinely inform patients undergoing
cholecystectomy that they are likely to gain weight after operation
and advise them accordingly.

1 Bouchier IAD. Brides of quietness: silent gall stones. Br Med ¥ 1983;286:415-6.

2 Coﬁegtt;OMB. Cholecystectomy in a community hospital. Am ¥ Surg 1980;140:

3 Gunn AA. The management of gallstones. In: Russell RCG, ed. Recent advances
in surgery. Edinburgh: Churchill Livingstone, 1982:183-96.
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Corrections

Algorithm for modified alkaline diuresis in salicylate
poisoning

An error occurred in this short report by Dr I J Gordon et al (20 October,
p 1039). The fourth sentence of the Patients, methods, and results should
have read: Addition of potassium salts to hypertonic bicarbonate solutions
is not recommended as sodium bicarbonate may be precipitated,* and
although it is safe with a 1-26%, solution, potassium salts were not added to
avoid confusion among hospital staff.

Accumulation of midazolam after repeated dosage in
patients receiving mechanical ventilation in an intensive
care unit

Two errors occurred in this article by C M Byatt ez al (29 September, p 799).
In case 2 the child weighed 13-6 kg, not 3-6 kg as stated; and in the third
paragraph of the Comment it was wrongly stated that all patients were
receiving erythromycin: in fact, all but case 2 were receiving this drug.

Shredding of manuscripts

From 1 January 1985 articles submitted for publication will
not be returned. Authors whose papers are rejected will be
advised of the decision, and the manuscripts will be kept
under security for three months, to deal with any inquiries,
and then destroyed by shredding. Hence we would prefer
to receive for consideration photostats or copies produced
by word processor (see BMY¥ 13 October, p 942), though we
do, of course, still need three copies.
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Instructions to authors

The BMY has agreed to accept manuscripts prepared in accordance
with the Vancouver style' and will consider any paper that
conforms to the style. More detailed and specific instructions are
given below.

All material submitted for publication is assumed to be
submitted exclusively to the BMY unless the contrary is
stated. All authors must give signed consent to publication.
The editor retains the customary right to style and if
necessary shorten material accepted for publication.

Manuscripts will be acknowledged only if a stamped
addressed postcard or international reply coupon is enclosed.

Original articles are usually up to 2000 words long, with no
more than six tables or illustrations; they should normally
report original research of relevance to clinical medicine and
may appear either as Clinical Research papers or in the
Papers and Short Reports section. Short Reports are up to
600 words long, with one table or illustration and no more
than five references. Clinical case histories and brief or
negative research findings may appear in this section or as
Unreviewed Reports, which are 100 words long, contain no
tables or figures, one reference, and two authors’ names.
Papers for the Practice Observed section should cover
research or any other matters relevant to primary care.
Medical practice articles are mostly written by invitation, but
we welcome reports of up to 2000 words on the organisation
or assessment of medical work and on sociological aspects of
medicine. Talking Point articles are concerned with the
organisation, financing, and manpower of health services.
Contributions for the Personal View and Materia Non
Medica columns are always welcome and should contain up
to 1150 and 400 words respectively. Letters should normally
be of not more than 400 words, have no more than 10
references, and be signed by all authors; preference is given
to those that take up points made in contributions published
in the journal.

Any article may be submitted to outside peer review and
evaluation by the editorial committee as well as statistical
assessment. This should take four weeks but may take up to
six. Manuscripts are usually published within three months
of the date of final acceptance of the article.

Manuscripts, tables, and illustrations

Authors should keep one copy of their manuscripts for
reference. Manuscripts should be typed double spaced on
one side of the paper with a S cm margin at the top and left
hand side of the sheet. The pages should be numbered.
Three copies should be submitted; if the paper is rejected two
will be returned. The authors should include their names and
initials, their posts at the time they did the work, and no more
than two degrees each. Scientific articles should conform to
the conventional structure of abstract, introduction,
methods, results, discussion, and references. The abstract
should be no longer than 150 words and should set out what
was done and the main findings and their implications.

Drugs should be given their approved, not proprietary,
names, and the source of any new or experimental prepara-
tions should be given. Abbreviations should not be used.
Scientific measurements should be given in ST units, followed,
in the text, by traditional units in parentheses; in tables and
illustrations values should be expressed only in SI units, buta

conversion factor should be given. Blood pressure, however,
should be expressed in mm Hg and haemoglobin as g/dl.
Any statistical method used should be detailed in the
methods section of the paper and any not in common use
should be either described in detail or supported by refer-
ences. Tables and illustrations should be submitted separately
from the text of the paper, and legends to illustrations should
also be typed on a separate sheet. Tables should be simple and
should not duplicate information in the text of the article.
Illustrations should be used only when data cannot be
expressed clearly in any other way. When graphs or histo-
grams are submitted the numerical data on which they are
based should be supplied. Line drawings should be in Indian
ink on heavy white paper or card, with any labelling on a
separate sheet; they may also be presented as photographic
prints. Other illustrations should usually be prints—not
negatives, transparencies, or x ray films; they should be no
larger than 30x21 cm (A4) and be trimmed to remove all
redundant areas; the top should be marked on the back.
Staining techniques of photomicrographs should be stated.
Either an internal scale marker should be included on the
photomicrograph or the final print magnification of the
photographitself should be given. Again, any labelling should
be on copies, not on the prints. Patients shown in photographs
should have their identity concealed or should give their
written consent to publication. If any tables or illustrations
submitted have been published elsewhere written consent to
republication should be obtained by the author from the
copyright holder (usually the publisher) and the authors.

References

References should be numbered in the order in which they
appear in the text. At the end of the article the full list of
references should give the names and initials of all authors
(unless there are more than six, when only the first three
should be given followed by et al). The authors’ names are
followed by the title of the article; the title of the journal
abbreviated according to the style of Index Medicus (see “‘List
of Journals Indexed,” printed annually in the January issue of
Index Medicus); the year of publication; the volume number;
and the first and last page numbers. Titles of books should be
followed by place of publication, publisher, and year.
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Information from manuscripts not yet accepted or personal
communications may be cited only in the text. Authors must
verify references against the original documents before
submitting the article.

Proofs and reprints

Manuscripts should bear the name and address of the
author to whom the proofs and correspondence should be
sent. Proofs are not normally sent for letters. Proof correc-
tions should be kept to a minimum and should conform to the
conventions shown in Whitaker’s Almanack. Reprints are
available at cost; a scale of charges is included when a proof is
sent.
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