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discussion of our paper: "This study has
shown that although there is a significant
correlation between the turbidimetric clot-
ting technique and radial immunodiffusion for
plasma fibrinogen assay, discrimination bet-
ween hyperlipidaemic patients and a group of
healthy control subjects is better by the
immunochemical assay."
Our conclusion was that the significance of

plasma fibrinogen concentration as a risk
factor for vascular disease may be method
dependent and that one method could cer-

tainly not be used in place of the other to
assess cardiovascular risk. As our paper did
not use regression analysis or the correlation
coefficient to assess agreement between alter-
native methods of measurement I am unsure

as to why our paper was quoted by Doug
Altman in the first place.

I would like to state as one who has
submitted papers for publication to a number
of scientific journals that I have had a more

critical eye passed over my work with respect
to its scientific and statistical content from
referees of the Journal of Clinical Pathology
than from many other journals to which I
have submitted.

MARTYN L KNAPP
Department of Chemical Pathology,

St. Peter's Hospital,
Chertsey,

Surrey

The letter from Douglas Altman highlights a

common problem in medical and biological
research, namely, a lack of communication
between researcher and statistician. Few
departments have a resident statistician and
most researchers have to rely on books with
generic titles like Statistics for Medical
Research. While these give good details on the
calculations of each test, we have yet to find
any which give clear information as to when a

particular test should be used, its limitations,
etc. We would be grateful to know if such a

book exists.
Unfortuntely, while statisticians use sen-

tences like, "unless there is a negligible real
difference between the methods, on average,
this method will be less likely to give a

significant result the worse the agreement is,"
their science will remain a deep mystery to
most medical researchers.

SR PLASTOW,
CJ CALDER,

AP CAMPBELL
Department of Pathology,

Medical School,
University of Birmingham,

Birmingham

Although our paper was not individually
mentioned, it was listed in the group ofpapers
where the analysis was stated to be inap-
propriate. The primary method ofanalysis we
used was regression analysis between the
prothrombin time methods. This was chosen
because the World Health Organisation's
recommended procedure for prothrombin
time standardisation is based on orthogonal
regression analysis. The use of an alternative
system would have been confusing to the
reader.

JM THOMSON,
DA TABERNER,

L POLLER
UK Reference Laboratory,

Anticoagulant Reagents and Control,
Withington Hospital,

Manchester

Dr Altman is concerned about the statistical
methods used to evaluate new techniques
which compare quantity. We applied the
method suggested to the data shown in fig 2 of
our paper to which he referred.3 We calcu-
lated the mean of the differences and the
standard deviation of the relative intensities
(%) values obtained for the individual PGA
isozymogens by both methods.
The following results were obtained:

PGA5: mean 0 0, SD 2-0; PGA4: mean -02,
SD 4-0; PGA3: mean -14, SD 2-4; PGA2:
mean 2-4, SD 6-7. This provides further
evidence that PGA patterns obtained by both
methods are similar.
PGA phenotypes are determined visually.

These limits of agreement are acceptable for
this purpose. We feel, therefore, that while
Dr Altman's criticism is justified, reanalysis of
our data does not affect our conclusions.

RW TEN KATE
Elizabeth Gasthuis Haarlem,

Boerhaavelaan 22, 2035 RC Haarlem,
Postbus 417, 2000 AK,

The Netherlands

1 Lewis SM, Rowan RM, Kubota F. Evaluation
of a prototype for a reference platelet counter.
J Clin Pathol 1990;43:932-6.

2 Bland JM, Altman DG. Statistical methods for
comparing methods of clinical measurement.
Lancet 1986;i:307-10.

3 Zwiers A, Toonstra C, Pals G, et al. Immuno-
blot technique to visualise serum pepsinogen
A isozymogen patterms. J Clin Pathol 1990;
43:871-4.

4 Knapp ML, Feher MD, Carey H, Mayne PD.
Comparison of an immunochemical assay for
plasma fibinogen and a turbidimetric throm-
bin clotting technique to discriminate hyper-
lipidaemic patients from healthy controls. J
Clin Pathol 1990;43:508-10.

5 Thomson JM, Taberner DA, Poller L. Auto-
mation and prothrombin time: a United King-
dom field study of two widely used
coagulometers. J Clin Pathol 1990;43:679-84.

6 Calder CJ, Campbell AP, Plastow SR.
Measurement techniques for melanoma: a
statistical comparison. J Clin Pathol 1990;
43:922-3.

7 Cope C, Rowe D, Delbridge L, Philips J,
Freidlander M. Comparison of image analysis
and flow cytometric determination of cellular
DNA content. J Clin Pathol 1991;44:147-51.

8 Bowen D, Bentley N, HoyT, Cavill I. Compari-
son of a modified thiazole orange technique
with a fully automated analyser for reticulo-
cyte counting. J Clin Pathol 1991;44:130-3.

9 Schoolman HM, Becktel JM, Best WR, Johnson
AF. Statistics in medical research: principles
versus practices. J Lab Clin Med 1968;71:
357-67.

10 Westgard JO, Hunt MR. Use and interpretation
of common statistical tests in method-com-
parison studies. Clin Chem 1973;19:49-57.

11 Brown RA, Beck JS. Statistics on micro-
computers: a non-algebraic guide to their
appropriate use in biomedical research and
pathology laboratory practice. 4. Correlation
and regression. J Clin Pathol 1989;42:4-12.

12 Brown RA, Beck JS. Medical statistics on micro-
computers. London: British Medical Joumal,
1990.

13 Altman DG, Gore SM, Gardner MJ, Pocock SJ.
Statistical guidelines for contributors to
medical joumals. Br Med J 1983;286:
1489-93.

14 George SL. Statistics in medical journals: a
survey of current policies and proposals for
editors. Med Pediatr Oncol 1985;13:109-12.

15 Duverlie G, Roussel C, Driencourt M, Orfila J.
Latex enzyme immunoassay for measuring
IgG antibodies to rubella virus. J Clin Pathol
1990;43:766-70.

16 Intemational Committee for Standardisation in
Haematology Protocol for evaluation of
automated blood cell counters. Clin Lab
Haematol 1984;6:69-84.

Rectal gelatin coating: a marking tool
for pathologists

We describe an economical and user friendly
technique for assessing the often forgotten
but essential radial excision margin for use in
rectal carcinoma. For years pathologists have
placed great weight on resection margins
distal from colorectal cancer which has only
very recently been shown to be of no value.'
The radial resection margin, sometimes con-
fusingly called the lateral resection margin,2
has been studied in academic colorectal units
using accurate but elaborate and time con-
suming drawing and labelling techniques.3
These remain inappropriate for the busy
district general hospital pathologist. Despite
this, with advances in surgical technique in
the rectum, their surgeons will want to know
about the radial margin of excision.4
Marking the resection margin is not new,

but marking with India ink is messy, allows
only one colour, and has a habit of spreading
all over the specimen, failing to confine itself
to the true margins, and it takes a long time to
dry. Our gelatin solution, originally devised
for breast marking,5 dries instantly on contact
with the tissue, does not run down tissue
planes, is easily recognised microscopically,
and permits differential colouring of the
anterior, posterior, and the two lateral
margins.
We receive all rectal specimens fresh from

theatre in polyethylene bags. Bottles of plain
gelatin solution and bottles of gelatin
admixed with tumeric, India ink, and Bis-
mark brown are melted under a running tap,
and gelatin is applied to four margins with an
artist's brush. Plain gelatin is eosinophilic.
This is used to mark the anterior margin.
Gelatin mixed with India ink is used for the
posterior margin, gelatin containing Bismark
brown is brushed on the right lateral margin,
and turmeric in gelatin on the left lateral
margin. The opened rectum is then pinned to
a cork board and fixed in formalin for 24
hours. It is then unpinned and floated in
formalin for a further 24 hours. The tumour
is then sliced at 2 mm intervals and the points
of maximum penetration are sampled to
include the radial margin. Complex drawings
are not necessary and we are then able to tell
the surgeon how far the tumour is from which
point on the radial margin by the colour or
particulate nature of the gelatin pigments
under the microscope.6
Our method costs £0.07 per case, is simple

and rapid, and adds less than five minutes to
the cut up time. It is therefore eminently
suitable for both the academic unit and the
hardpressed district general hospital path-
ologist, who wish to provide their increas-
ingly sophisticated surgical colleagues with
useful rectal cancer reports.
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Regional Breast Pathology Unit,
Southmead Hospital,

Bristol BS2 8EG
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Functional Endocrine Pathology. Vols 1
& 2. Ed K. Kovacs, SL Asa. (Pp 1013;
£149.50.) Blackwells. 1990. ISBN 0-86542-
061-0

This kilopage book has 42 chapters, over 700
figures, 21 in colour and over 7,000 references.
There are 75 contributors, most from the
USA (31) and Canada (18 including the
editors) as well as Belgium (2), France (5),
Hungary (4), Israel (2), Japan (5), Sweden
(5), Switzerland (2) and the United Kingdom
(1). The editors see the scope of endocrine
pathology essentially enlarged by modem
developments in cell biology, hence the size of
the book and the numerous expert con-

tributors.
After an historical perspective there is a

series of seven brief chapters on investigative
techniques: biochemical tests, imaging
procedures, cytopathology, morphological
methods, in vitro culture techniques,
molecular biology and cytogenetics all in
relation to endocrinology. This is followed by
23 chapters on endocrine anatomic path-
ology. In addition to the endocrine organs
and the diffuse neuroendocrine system, these
include chapters on the brain and lungs as

endocrine organs and endocrine aspects ofthe
breast, placenta, integumentary system,
articular skeletal system and muscle, cardio-
vascular system, kidney, hepatobiliary sys-
tem and the endocrine thymus. Chapter 32 is
on clinicopathological correlations. The final
10 chapters on mechanisms and pathogenesis
include applications to endocrine pathology
of heredity, receptors, oncogenes, functional
aspects of endocrine neoplasms, mechanisms
of cell injury, toxicology, autoimmunity,
growth factors, neurohormonal-immune
interaction and pathogenesis of endocrine
tumours.

In general the chapters vary between useful
treatises for the surgical pathologist, as for
example, the hypothalamus-and neurohypo-
physis, the thyroid gland, the parathyroid
glands, the endocrine pancreas and essays,
each consisting of a condensed introduction
to the subject in general followed by a brief
application to its role in endocrine diseases.
This entails repetition of aspects already
detailed in Endocrine Anatomic Pathology,
but it is sometimes convenient and instructive
to find disperse facts housed under one cover.
Most of the essays give the outsider a clear
view of the subject. A few are too condensed
or hypertechnical for reasonable readability.
This is a beautifully published and illus-

trated book. The problem in this type of
multisubject work is the question of the
readership. I'm afraid that the busy surgical
pathologist is likely to skip most of the essays
and that the enquiring clinician will refer only
to the large tomes devoted to clinical
endocrinology. On the other hand, anyone
carrying out endocrine research, document-
ing case reports, searching for a reference, or
teaching the subject will benefit and derive
pleasure from these two volumes. They
should be made available in every medical
library.

I DONIACH

Clinical Urinalysis. The Principles and
Practice ofUrine Testing in the Hospital
and Community. Ed RG Newall with
R Howell. (Pp 136; soft cover £6.50.). Ames
Division, Bayer Diagnostics UK Ltd, Stoke
Poges, Slough, Berks. 1990. 0-9505887.

This publication is coincident with the
government initiatives in general practice to
establish contractual arrangements to provide
health promotion and screening as well as to
re-evaluate the relationship between general
practitioners and laboratory services. There
is a danger that indiscriminate testing may
ensue to the despair ofthe laboratories and no
doubt the delight of the test strip manu-
facturers (Mant & Fowler, Br Med J
1990:1053-5).
The book is divided into three sections: (1)

The introduction gives an outline of the
history and relevance of localised urine test-
ing, followed by a simple but comprehensive
chapter on the formation and physical charac-
teristics of urine. (2) Disease related-a trip
down a urine multitest stick looking at the use
of sticks or local tests for the detection of
glycosuria, ketonuria, haematuria, protein-
uria, microalbuminuria, urinary tract infec-
tion and bile pigments. (3) Practice related-a
comprehensive coverage of views from
specialists in several fields of clinical and
community practice.
The book should be useful to anyone

involved in clinical care, either in hospital or
community, with even school testing and
toxicological application being covered.
Credit should be given for inclusion of
emphasis on adequate training and inter-
pretation. The chapters are concise and
include useful margin highlights and many
clear tables for quick reference, but the lack
of an index is regrettable. There is good
coverage of false positive and negative situa-
tions, usually in clear tabular form, although
sensitivity and specificity of tests could be
emphasised further.
Although some advice is given on further

laboratory based investigations, an overall
impression may be gained that management

ofpatients can be achieved by side-room tests
and knowledge of epidemiology alone. This
particularly applies to the microbiological
section where laboratory services are des-
cribed as slow and more expensive than stick
tests. There is some contradiction found in
this approach applied to the measurement of
urine protein concentration, where on
opposite pages one finds the statements:
"Random samples.. (implied to be measured
by stick) . . can be used to evaluate protein-
uria" and "All patients with positive urines
warrant a 24-hour protein estimation."
Throughout the book one is reminded of

other interests of the publishers because
every chapter only includes reference to
Ames products which are presented in upper
case lettering, as if only those tests are avail-
able.

In summary, the book contains much
useful and concise information and deserves a
place near any near-patient testing, but may
leave the user with a somewhat misguided
impression of the extent of their analytical
prowess.

RW MAINWARING-BURTON

Fungal Infection in the Compromised
Patient. 2nd ed. Ed DW Warnock, MD
Richardson. (C47.50.) John Wiley & Sons
Limited. 1991. ISBN 4-7192-841-0.

Invasive fungal infections remain a serious
problem in hospital practice, especially in the
immunocompromised, where they continue
to be a leading cause of morbidity and
mortality. The advent of AIDS has meant
that many more hospitals in the United
Kingdom are now coming face to face with
such problems-accurate diagnosis, effective
treatment, and prophylaxis. Despite the
improvement in diagnostic techniques and
the emergence of new antifungal drugs,
serious fungal infections continue to pose
important questions-an ever increasing
variety found in immunocompromised
patients, re-emergence of classic infections in
modified form, and our continued reliance on
amphotericin for the treatment of invasive
aspergillus, to name a few.

Because of such therapeutic difficulties the
editors have brought out an updated second
edition of their monograph which first
appeared in 1982, just after the AIDS story
broke. Their intention is to gather in a single
volume the immunological, mycological,
clinical and therapeutic viewpoints of the
different fungal infections found in such
patients. The first two chapters are devoted to
pathogenesis and the predisposing factors of
infection, followed by another seven devoted
to the more common fungal pathogens. One
describes rarer infections such as "hyalohy-
phomycoses" and a new contribution is on
the clinical manifestations and management
of superficial fungal infections in compro-
mised hosts. The final chapter reviews the
different approaches used for the serodiag-
nosis of the principal mycoses.
As a clinical microbiologist actively

involved in the care of such patients and their
infective episodes, have the editors been
successful in their stated aims? The answer
must be an unqualified yes. This volume
needs to be within easy reach of all clinicians
involved in the multidisciplinary approach
now adopted in the management of infected
immunosuppressed patients.

RC SPENCER

702

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://jcp.bm

j.com
/

J C
lin P

athol: first published as 10.1136/jcp.44.8.701 on 1 A
ugust 1991. D

ow
nloaded from

 

http://jcp.bmj.com/

