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COMMENT

Endoscopic stenting v. surgical bypass in
low bile duct obstruction
Smith AC, Dowsett JF, Russell RCG, Hatfield ARW,
Cotton
PB. (Department
of Gastroenterology,
The
Middlesex Hospital, London, UK.) Randomized trial of
endoscopic stenting versus surgical bypass in malignant
low bileduct obstruction. Lancet 1994;344:1655-{)0.
SUMMARY
A randomized prospective controlled trial comparing endoscopic stent insertion and surgical bypass in patients with
malignant low bile duct obstruction was carried out in the
Middlesex Hospital, London, UK. Two hundred and four
patients were randomized to surgery (103) or stenting (101);
3 patients were subsequently found to have benign disease and
were excluded, leaving 101 surgical and 100 stented patients
for assessment. Patients were excluded if they had a history of
other malignant disease within the previous five years, had
undergone surgery previously, or if they had difficult endoscopic
access (e.g. a previous Billroth II gastrectomy). All patients
were assessed by endoscopic retrograde cholangiopancreatography (ERCP), and if this failed, percutaneous transhepatic
cholangiography was performed. Surgical decompression
consisted of choledochoduodenostomy
(n=36), choledochojejunostomy (n=28) and cholecystoenterostomy (n=30).
Technical success was achieved in 94 surgical and 95 stented
patients, with functional biliary decompression being obtained
in 92 patients in both the groups. A combined percutaneous
transhepatic--endoscopic procedure was required in 19 patients
to pass the guide-wire through the biliary stricture.
The therapeutic success of either stent insertion or surgical
biliary--enteric anastomosis was indicated by at least a 20%
reduction in the serum bilirubin levels within five days after
the procedure (in most patients confirmatory ultrasound
evidence of biliary decompression was also obtained). There
was a lower procedure-related mortality, major complication
rate and median total hospital stay in favour of the stented
patients. However, jaundice recurred in 36 stented patients
and 2 surgical patients. Late gastric outlet obstruction occurred
in 17% of stented patients and 7% of the surgical group. Despite
the early benefits of stenting there was no significant difference
in the overall outcome between the two groups.
It was concluded that endoscopic stenting and surgery
are effective palliative treatments with the former having
fewer early complications and the latter having fewer late
complications.

The development of non-surgical techniques for relieving
malignant low bile duct obstruction has intensified the
debate on whether this or surgical bypass is better to relieve
jaundice in such patients with a limited life expectancy.
An unresectable tumour in a patient with malignant low
bile duct obstruction now poses a dilemma for the clinician.
Should he advise the patient to undergo endoscopic biliary
stenting or a surgical bypass? The present study shows that
both the techniques have a high rate of immediate technical
and therapeutic success. Unlike the results of previous
smaller studies'< the procedure-related mortality and major
morbidity rate were significantly higher for surgery and there
was also a trend towards a higher minor morbidity and 30-day
mortality when surgery was compared with endoscopic stenting. The mortality from bile duct bypass surgery was 10%
in this study which is similar to that reported previously!
although not as high as 17% in a large French study." Endoscopic insertion of biliary endoprostheses
significantly
decreased the hospital stay even when patients who needed
stent replacement were included. This may be further
improved by the use of the recently introduced expandable
metal stents such as the Wallstent which has been found to
be functionally superior to polyethylene stents." There is a
reduced incidence of cholangitis, stent failure, hospital stay
and cost of treatment. Wallstents which are made of woven
titanium can be inserted through an 8F opening but expand
to 10 mm when in place. They remain patent for a longer
time than polyethylene stents, though tumour growth may
compromise their patency." However, even this can be
managed either by placing a conventional endoscopic stent
through the Wallstent? or by using covered Wallstents which
do not have holes. Schaer et al. 8 reported long term patency
of a Z stent covered with a silicon membrane for malignant
oesophageal stricture. Although nearly 10% of patients in
the stented group later needed surgical intervention for
gastric outlet obstruction, even these patients may now be
managed non-surgically by the use of expandable metal
stents in the duodenum."
An image intensifier is not always necessary and stents
can be inserted endoscopically without using it. 10,11 We insert
endoprostheses as outpatient procedures and have even
done so by the bedside of critically ill patients. As therapeutic
endoscopic skills improve it may become easier and costeffective to be treated by an endoscopist rather than to
undergo operation.
The present study shows that both surgery and endoscopic
insertion of biliary endoprosthesis have a high rate of
immediate technical and therapeutic success but we would
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strongly recommend that in our country endoscopic insertion
of stents be used as the first line of management for unresectable lower bile duct obstruction. This will lower the
complication rates and cut costs considerably.
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Modulation of coronary endothelial
function by lovastatin
Treasure CB, Klein JL, Weintraub
WS, Talley JD,
Stillabower ME, Kosinski AS, Zhang J, Boccuzzi SJ,
Cedarholm JC, Alexander RW. (Division of Cardiology,
Department
of Medicine, Emory University School of
Medicine, Atlanta; Division of Cardiology, Department of
Medicine, University of Louisville School of Medicine,
Louisville, Kentucky; Division of Cardiology, Medical
Center of Delaware, Newark; Division of Biostatistics,
School of Public Health, Emory University, Atlanta; Merck
Research Laboratories,
Rahway, New Jersey; and the
Division of Cardiology, Sanger Clinic, Charlotte, North
Carolina.) Beneficial effects of cholesterol-lowering therapy
on the coronary endothelium in patients with coronary artery
disease. N Engl J Med 1995;332:481-7.
SUMMARY
This was a prospective double-blind, placebo-controlled study
of patients selected from the Lovastatin Restenosis Trial. Their
age range was 3(}..81 years, total serum cholesterol 160-300
mg/dl and they required coronary angioplasty at a non-occluded
site. They had not been treated with lipid-lowering medications
earlier. The exclusion criteria were: unstable angina, stenosis
of the left main coronary artery, stenosis of more than 50% in
at least 2 of 3 major coronary arteries, proximal diameter of
vessel less than 2 mm, and left ventricular ejection fraction
below 30%.
All patients fulfilling these criteria were advised dietary
counselling and prescribed the American Heart Association
Step 1 diet. They were then randomized to receive either lovastatin (40 mg orally twice daily) or a placebo. A clinical proforma
recorded such details as age, sex, history of smoking and
hypertension, and of premature coronary atherosclerosis in the
family.
Serial estimations were performed for serum lipid levels.
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Cardiac catheterization was done at 12 days and at five-and-ahalf months after randomization. During this procedure, a
coronary infusion catheter was advanced into the proximal
segment of the coronary artery, and acetylcholine chloride
and nitroglycerine were administered. Before the end of the
infusion, coronary arteriography was performed. All films of
coronary angiography were analysed by investigators unaware
of the study medications and the film sequence.
The baseline clinical, haemodynamic and angiographic
characteristics of the patients in the lovastatin and placebo
groups were similar. The initial lipid levels of the two groups
were comparable [mean (SD) serum cholesterol: 230 (10) mg/dl
and 222 (10) mg/dl, respectively]. However, at 12 days and
five-and-a-half months, the serum levels of total and LDL
cholesterol had decreased significantly in the patients receiving
lovastatin. Patients in the placebo group did not show any
change in the lipid level over a five-and-a-half month period.
There mas no change in the coronary artery endothelial
response to acetylcholine with short term (12 days) lipidlowering therapy. The percentage of change in the diameter of
the vessels in response to acetylcholine doses of 10-9M, 1O-8M,
1O-7M,' and 10-6M in the lovastatin group at five-and-a-half
months were 3 (3)%, 3 (3)%, 0 (2)% and 0 (3)%, respectively.
This was a significant improvement over the response to acetylcholine at 12 days in both groups, and at five-and-a-half months
in the placebo group. The patients in the placebo group showed
mean changes of vessel diameter (in response to peak doses of
acetylcholine) of + 1% (from -19% constriction in the initial
study to -18% at follow up), while in patients of the lovastatin
group the mean change was + 16% (from -16% constriction
initially to 0% at follow up).
There was a significant inverse relation between LDL
cholesterol level and the arterial reponse to acetylcholine at
follow up in the most constricting segment, i.e. decreased level
of LDL-cholesterol at follow up was associated with an
improved response to acetylcholine.
COMMENT
It has been emphasized that hypercholesterolaemia
is the
most important factor in the genesis of atherosclerosis. This
association has been strengthened by a study done on 400 000

