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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.
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