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further while making the production of good quality scans less
dependent on expert technicians. Since ultrasound examina-
tions are innocuous they are also useful for the follow-up of
known lesions, either without treatment-such as cysts
incidentally detected-or after treatment for hydronephrosis or
calculus. This is especially the case in younger patients, in
whom repeated radiology is best avoided.
The concept of ultrasound as a non-invasive procedure has

been challenged by the introduction of a perforated aspiration/
biopsy transducer by both Goldberg and Holm.9 10 This
device makes the puncture of cysts easier, and is also helpful
in guiding needles to selected biopsy sites in organs including
the liver, pancreas, and kidney. Since 1972 Kristensen et all'
have been routinely needling all renal masses with no reported
evidence of tumour dissemination. Possibly centres without
an ultrasound guide could resort directly to needle puncture,
but, while the diagnostic accuracy might be as good if not
better, the complications would certainly be greater.

Study of the transplanted kidney has not been neglected by
those working with ultrasonics, and well-accepted procedures
include the early detection of perinephric fluid collections and
their follow-up.'2 Both the diagnosis ofrejection and monitoring
its progress or control can be based on serial estimations of
kidney volume,13 but this technique does not appear to have
gained wide acceptance. Less well developed, but more
exciting, is the possibility of estimating blood flow in the
kidney (and other organs) using ultrasound, but the promising
early work by Vogel et al in 197314 in detecting renal rejection
in dogs does not appear yet to have been applied to man.
Nevertheless, the recent introduction of hybrid pulsed-
Doppler scanners has brought the era of ultrasound arterio-
graphy and totally non-invasive measurement of trans-
cutaneous blood flow much nearer to reality.
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Recognising hiatus hernia
Large hiatus hernias are easily recognised by both radiologists
and endoscopists. Though in general the size of the hernia
bears no relation to symptoms,'l-3 large ones do have their own
particular problems-gastric ulcers within the herniated
loculus,4 bleeding,5-7 occasionally carcinomas, and the usual
mechanical problems of hernias elsewhere. The diagnosis of
small "sliding" hernias (axial is a better term, for the mech-
anisms of their coming and going is more complicated than
the word "slide" might suggest) continues to be controversial.
The scene in the area of the oesophageal hiatus of the

diaphragm is dynamic : the hiatus moves not only up and down
but also backwards and forwards with respiration, and probably
varies in size; the stomach contracts with peristalsis three times
a minute; and the oesophagus develops peristaltic waves which
cause longitudinal as well as radial movements. Small wonder
that observers offer many different accounts of the region. If
one adds to this the difficulty of defining accurately, by
conventional barium-contrast radiology, the junction of
oesophagus and stomach, and the variety of methods used to
demonstrate the position of that junction, then it can be seen
that to state baldly that a patient has or has not a small hiatus
hernia is likely to be misleading. Edwards9 preferred the term
"capacity to herniate," which emphasised that the gastro-
oesophageal junction varies in position and may sometimes be
herniated, sometimes not; but he begged the question as to
the nature of the provocation needed to test that capacity. All
of us produce a hiatus hernia when we vomit, and in most
cases a hernia will appear if sufficient abdominal compression
is used combined with appropriate postural stress. It is for
these reasons that radiologists' criteria for diagnosing a hiatus
hernia vary so much. A careful study published a decade ago8
indicated the notch on the left formed by the sling fibres of
the stomach as the best x-ray mark of the muscular gastro-
oesophageal junction, though others10 prefer to rely on the
motility pattern-the oesophagus contracts concentrically, the
stomach does not. But these signs are fallible and, at times,
undetectable.
There is no way by which the radiologist can distinguish

the junction of oesophageal and gastric epithelia, but the
endoscopist usually can-the irregular border between the pale
squamous lining of the oesophagus and the juicier red gastric
epithelium is obvious unless concealed by disease. The
endoscopist's problem, though, is to relate this junction to the
hiatus. The narrowing of the lumen can often be seen, opening
and closing with respiration, but it is not always easy to locate
precisely, and observer error is considerable. Ortega and
Perez'1 argued that a clearer landmark is provided by the
transverse mucosal fold or "cardiac incisura," the equivalent
of the radiologists' sling-fibre notch. This is visible as a
semilunar fold of mucosa moving with respiration but not
changing in shape. These workers showed that the distance
from mucosal junction to incisura was easily measured; was a
fairly constant length in normal individuals (08 + 04 cm);
and was significantly greater in patients with small hiatus
hernias (diagnosed radiologically). They further suggested
that this segment represented the gastro-oesophageal sphincter,
lengthened (and possibly thereby weakened) by the herniation.
These are interesting observations and justify further

exploration. They nevertheless leave unsolved the two major
problems of hiatus hernia. Firstly, the hernia is a variable
phenomenon. An anatomical abnormality when the patient lies
may be absent when he stands. A finding produced by abdom-
inal compression of a prone patient may be quite dissimilar
from that in the same individual supine. In the end it is the
barrier to reflux of gastric contents we need to consider, and
this is the second big problem. An objective and reproducible
test of competence of the gastro-oesophageal barrier would be
much more valuable to the clinician than any number of
complex measurements to determine whether or not an
ephemeral hernia can be produced. A small hernia does not
in itself cause symptoms; associated gastro-oesophageal reflux
may, but the reasons for this are not just mechanical. The caus-
ation of symptoms depends also on oesophageal motility
and variations in chemical content of the refluxed juice. By all
means let us try harder to measure hernias through the
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oesophageal hiatus, but let us not be tempted to believe
that by so doing we are diagnosing a disease.
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Steroids in severe hepatitis
For years now, corticosteroids have been widely used in
treating acute viral hepatitis, though their value has never
been proved by a controlled clinical trial. Early studies1 2
showed that steroids could speed the decline in bilirubin
concentrations but that the total duration of the illness
remained unaltered-and unless treatment was maintained
well into the convalescent period there was a tendency for
relapse.3 For this reason, and because of their substantial
range of side effects, steroids are no longer recommended in
the uncomplicated form of the disease. When cholestasis is
very prolonged, however, their use does sometimes seem to
start recovery.4
The fulminant form ofthe disease complicated by encephalo-

pathy has a mortality of 80-90%, and here corticosteroids have
generally been given empirically. Again, early reports were
encouraging5 6 but more general experience of the use of
steroids in fulminant hepatic failure, irrespective of aetiology,
has been disappointing:7 8 they probably fail to influence the
course of the disease; they may provoke gastrointestinal
haemorrhage; and they predispose to secondary infection.9
Recovery from fulminant hepatitis, when it occurs, is complete.
Nevertheless, in another variant of acute hepatitis, particularly
type B, the illness is unusually protracted and, unlike ful-
minant hepatitis, progression to chronic liver disease is
frequent. These patients may often be identified by bridges
of intralobular and interlobular necrosis ("bridging necrosis")
seen on histological examination of liver biopsy specimens,0 11

and corticosteroids are commonly given to them in the hope
ofpreventing the development ofchronic liver disease.
The results of a recent controlled trial of methylpred-

nisolone against placebo in such a group of patients conducted
by Gregory and his colleagues12 are, therefore, of considerable
interest. At least one of the following features was required for
admission to the study: total bilirubin greater than 428
Lmol,l (25 mg, 100 ml); prothrombin time less than 50%0
24 hours after 10 mg of parenteral vitamin K; serum albumin
less than 25 g/l; ascites, oedema, encephalopathy, and histo-
logical evidence of bridging necrosis. Seven of 14 patients
assigned to methylprednisolone died during the study period
(two from complications of steroid therapy), whereas only two
of 15 placebo-treated patients died. The excess mortality in
the steroid-treated group did not quite achieve statistical
significance, but the authors concluded that far from enhancing

survival in these patients, methylprednisolone may even have
been detrimental.

This conclusion contrasts strongly with the beneficial effects
found in several controlled trials of steroid treatment in
chronic active hepatitis, of which bridging necrosis may also
be a feature.13 It may sometimes be difficult, on histological
grounds alone, to distinguish chronic active hepatitis from
prolonged acute hepatitis with bridging. Finding antinuclear
antibodies or high IgG concentrations may help in the diag-
nosis of chronic active hepatitis, but these features may often
be absent when it is associated with HBsAg in the serum. A
diagnosis of chronic active hepatitis should not be entertained
in an illness which has lasted for less than 12 weeks: the finding
of bridging necrosis in acute viral hepatitis may still be
followed by resolution. On present evidence steroid treatment
should not be given unless the laboratory evidence for chronic
active hepatitis is compelling, or a further biopsy three or four
months after the onset of the illness shows persistence or pro-
gression of the lesion, together with other histological features
of this disease. Furthermore, there is still no clear evidence of
the benefits of steroids in patients with chronic active hepatitis
who are HBsAg positive, and the clinical impression is that
they seem to do less well with steroids than those who are
HBsAg negative. More controlled trials are urgently required.
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The other end of the knife
A few years ago an anonymous account of a doctor's reaction
to mitral valve replacement1 gave a vivid insight into the
experience of being at the wrong end of the surgeon's knife.
Times change, anonymity has become less customary, and
when a further operation became necessary Professor Ian
Donald of Glasgow decided that on this occasion he would
forestall speculation by signing his description2 of replacement
of his mitral homograft by a Starr-Edwards prosthesis.
Anyone concerned with the postoperative care of patients

should read this article, which is illustrated by some photo-
graphs taken by the anaesthetist at the patient's request. "I
would be a liar," writes Professor Donald, "if I did not straight
away admit that the pain defies description. For the first week
after operation the sensory system is presumably swamped by
the sheer magnitude of the pain. After the first week however
there is scope for more discrimination and I found pain and
time, especially at night, to be bad companions." In common
with so many other patients, Professor Donald's gratitude for
what was done for him overshadows his other reactions.
Nevertheless, though the memory of pain fades very rapidly,
perhaps doctors should ask themselves whether they should
not try harder to find better postoperative analgesia.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.6024.1490 on 19 June 1976. D
ow

nloaded from
 

http://www.bmj.com/

