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the technique is most likely to be due to doubt about its exact
place among the diagnostic procedures available.

Laparoscopy allows the operator to inspect the exterior
surface of the liver, and, with the aid of a probe, most of the
inferior surface. Simple visualisation of the liver without
biopsy may be all that is needed to establish a diagnosis of
macronodular cirrhosis; whereas the histological findings in a
biopsy specimen, if it happens to be taken from the centre of a
large regeneration nodule showing apparently normal liver,
may be misleading. In one series the histological appearances
of biopsy specimens gave false-negative results in up to 30 1/

of patients later shown to have cirrhosis.' Distinguishing
cirrhosis from severe hepatic fibrosis may be difficult from
biopsy specimens alone, and in some patients biopsy will be
contraindicated because of a prolonged prothrombin time.
In all these visualisation of the surface of the liver at
laparoscopy may be helpful.
The real advantage from laparoscopy, however, is the

possibility of being able to carry out a guided biopsy under
direct vision; this is especially true in the diagnosis of intra-
hepatic malignancy. With laparoscopy and guided biopsy
false-negative results have been obtained in only 11 "O of
patients subsequently found to have intrahepatic tumour,1
compared with reported figures of 40-60`0 using conventional
percutaneous biopsy.) The success of the procedure depends
on the tumour's being visible on the surface of the liver, for
lesions deep within its substance will not be visible-though
they may be identifiable with ultrasound or isotope scanning,
providing another basis for guiding the needle. Nevertheless,
if the liver surface is visibly abnormal then laparoscopy allows
a much fuller assessment than would otherwise be possible.
Peritoneal seedlings may be seen, for example, and the patient
saved the discomfort of a laparotomy; a tumour may be visible
in only one lobe of the liver, raising the possibility of a partial
resection; occasionally, in the case of metastases within the
liver, the primary tumour may be seen in the stomach or colon.
A further important use of laparoscopy is in the patient

with a primary hepatoma being considered for transplantation:
extrahepatic spread is easy to detect and is a clear indication
for chemotherapy rather than surgery. Diffuse lesions of the
liver such as infectious hepatitis or active chronic hepatitis
may also be recognised at the time of laparoscopy-but in
these cases the diagnostic yield is probably no higher than
with conventional percutaneous liver biopsy. Furthermore,
there is no evidence to suggest that if the prothrombin time is
prolonged a liver biopsy is any less hazardous when performed
under direct vision at laparoscopy. Direct pressure on the
biopsy site may not always prevent haemorrhage, and not all
endoscopy units have facilities for diathermy coagulation.
The value of laparoscopy in investigating patients with

obstructive jaundice is more controversial. Immediate pre-
operative laparoscopy with laparoscopic cholangiography has
been advocated for visualising the biliary tree in all patients6
with obstructive jaundice. In most instances, however, such
excellent results are obtained using percutaneous cholangio-
graphy with the Okuda needle7 that there is seldom a need for
taking up time in the operating theatre with this alternative
technique. Its justification is that when an intrahepatic tumour
(such as a cholangiocarcinoma) is causing the biliary obstruc-
tion the diagnosis can be made at laparoscopy even though it
may not be suspected using percutaneous cholangiography.
Care is necessary, however-especially in long-standing
obstructive jaundice-not to mistake cystic dilatation of the
bile ducts for hepatic metastases.
Without doubt, gastroenterologists will learn to show the

same dexterity with the laparoscope as they have already
shown with the gastroduodenoscope and the colonoscope.
And undoubtedly, with careful selection of patients, laparo-
scopy can be of considerable help in the investigation of
patients with liver disease.
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Antacids and brucellosis
Sir Arthur Hurst once suggested1 that no one with established
achlorhydria should serve in the tropics because of the
increased liability to intestinal infections. Though gastric
juice is bactericidal for vegetative bacteria (other than tubercle
bacilli), we have little information about differences in their
susceptibility. Using hydrochloric acid, Garrod2 3 carried out
studies with and without thiocyanate, an element in saliva
which contributes to its action, and natural resting gastric
juice of different acid contents, acting both alone and in the
presence of different amounts of milk. He found there was a
clear order of susceptibility over a wide range among the
bacteria examined, much the most easily killed being Brucella
spp (abortus rather more so than melitensis). Typhoid bacilli
showed an intermediate degree of susceptibility, and dysentery
bacilli (Shigella flexneri and sonnei) were far more resistant,
surviving exposure to gastric juice for two hours under con-
ditions in which Br abortus was killed in less than one minute.
These findings tallied with the clinical information on the

attack rate of the bacterial infections: very high in bacillary
dysentery, intermediate in typhoid fever (in a water-borne
outbreak usually less than 10%), and very low indeed in
undulant fever. Between the wars, when this study was done,
contagious abortion was widespread and much more raw
milk was consumed than today. Millions of people in Britain
must at some time have drunk infected milk, but the number
of cases of brucellosis diagnosed annually was a few hundred at
most, and some of these in farm workers and others in direct
contact with infected cattle.
The gastric barrier is only one of several factors which will

determine whether infection results from exposure. It will be
decisive if bactericidal action is complete, but bacteria success-
fully traversing the stomach still depend on their capacity to
invade and establish themselves in the tissues, and this capacity
may well be lower in Brucella spp than in other pathogens, at
least when the mouth is the portal of entry. Percutaneous
entry, to which farmers and veterinarians are liable, has been
shown experimentally to result in disease more often.4

Since Garrod proposed that "the infectivity of intestinal
pathogens varies with their resistance to bactericidal action in
the stomach" there has been no systematic study of gastric
secretory function in sufferers from undulant fever, and this
could well be inconclusive even were it carried out, since
achlorhydria is often temporary, and may have emotional as
well as physical causes.5 6 After the lapse of so many years,
during which this belief has not gained general acceptance,
some new support for it has come from an unexpected direc-
tion. Steffen7 has recently reported two cases of undulant
fever, each patient being the only affected member of groups
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visiting foreign parts. One group was resident in an Israel
kibbutz; they visited neighbouring bedouins and were invited
to drink goats' milk. The other group were members of an
archaeological expedition to Greece, among whom the suspec-
ted vehicle was goat and sheep cheese. Br melitensis was isola-
ted from the patient in Israel; which species attacked the
patient in Greece is not stated, but an agglutination test gave
conclusive evidence of brucellosis. Each of the individuals
affected was taking antacids-preparations of magnesium and
aluminium hydroxides. Steffen7 reviews the published work
on achlorhydria as a factor in susceptibility to infection by the
alimentary route, and poses the question: "Ought we not to be
more reluctant in prescribing antacids to travellers who might
expose themselves to the risk of this and other infections ?"
This seems to be an avoidable risk for travellers to areas where
brucellosis or indeed enteric fever is endemic.
The paper by Sliman at p 751 may have an indirect bearing

on this subject. It is concerned chiefly with the occurrence of
the Guillain-Barre syndrome as a direct sequel of an epidemic
of diarrhoea in a town in Jordan where the water supply was
polluted by sewage. An added interest is that two other infec-
tions were apparently transmitted by the same means; an
opportunity of comparing the incidence of three water-borne
diseases derived from the same source is unusual. In the
exposed population of 30 000 the attack rate of diarrhoea was
16 60', of typhoid fever 1.500, and of infectious hepatitis
0.60 ,. The extent of pollution by each of the three agents
concerned is, of course, unknown, as is the nature of the agent
causing diarrhoea, although dysentery bacilli were found in a
few cases. Whatever the agent mainly responsible it should
have been one with a high resistance to gastric acid.
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Assessing clinical practice in
genitourinary medicine
No one disputes that regular assessment of diagnostic methods
and results of treatment is essential to the maintenance of
high standards of medical care; there is less agreement about
ways of collecting information about clinical practice. Both
the Hospital Inpatient Enquiry (HIPE) and Hospital Activity
Analysis (HAA) provide data that are readily available to
clinicians and hospital administrators. Unfortunately, with
both systems doubts about the accuracy of the data and delays
in their collection have reduced their value to hospital doctors.
The alternative is for data to be obtained independently by
individuals or groups of clinicians. This type of medical
assessment, however, may be antipathetic, with anxieties
about being watched by "big brother" and fears of eventual
loss of clinical freedom; thus Rhodes' has pointed out that
"audit must be done by doctors who want it, not imposed from
outside."

Venereologists have been pioneers in assessment in Britain.
They set about the process of self-appraisal by three related
mechanisms. Firstly, the British Co-operative Clinical Group
-a voluntary association of clinicians-has been responsible
for surveys and data collection. The group's findings have

been disseminated and discussed by the Medical Society for the
Study of Venereal Diseases and within the British J7ournal of
Venereal Diseases, the only specialist journal dealing exclusively
with sexually transmitted diseases.
The crucial question is whether the venereologists' approach

has made any difference to their clinical performance: what
changes have occurred as a result of the studies ? In 1968 the
British Co-operative Clinical Group2 looked at the manage-
ment of patients with gonorrhoea in Britain. Comparison
can now be made with a more extensive study carried out
ten years later by Adler,4 working at the Middlesex Hos-
pital, into the diagnosis, treatment, and notification of the
disease.
One change since 1968 has been an improvement in the

number of hours that clinics are open to the public: whereas
ten years ago 71",, of clinics were open for less than 10 hours
per week, this has now been reduced to 53(". The micro-
biological diagnosis of gonorrhoea may be difficult, especially
in women; 10 years ago when the possibility needed to be
excluded both Gram-stained smears and cultures were done on
women in 9600 of clinics but on men in only 590( . By 1978 this
proportion had risen to 81P. In 1968 consultants in 650,,
of the clinics used transport media, as opposed to direct
plating, but many were dissatisfied with the results. No doubt
in consequence of these doubts the present survey reported
that physicians in only 49° of clinics were using transport
media.
These are only some of the changes in the diagnosis of

gonorrhoea in the past decade. Most have resulted from the
publication and availability of the data collected in the original
survey in 1968. But even though there have been improve-
ments it would be naive to suppose that there is not room for
many more; Adler has identified some of these. For example,
his survey showed that not all physicians took routine urethral
specimens from heterosexual and active homosexual men who
presented for a check-up or were gonorrhoea contacts. In
view of recent reports of asymptomatic gonorrhoea in men this
approach is unsatisfactory and may result in missed cases.5-7
In some clinics doctors did not carry out the optimal number
of tests to exclude gonorrhoea in women, whereas others
carried out more tests than required.8-9

Regular reappraisal of diagnostic and treatment methods
should improve standards in any discipline; consultant
venereologists have shown how this can be arranged. And
since genitourinary medicine is in the forefront of this type of
evaluation and scientific approach in Britain, this enthusiasm
could help place the specialty on a new footing and make it
more attractive to those considering it as a career.
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Correction

We regret that in the leading article "To sign or not to sign?" (11
March, p 598) we gave the wrong title for the book by Woodford,
F P, and O'Connor, M. It should have been Editing Scientific Books
and _ournals.
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