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Occultest, but these do not distinguish haematuria from
haemoglobinuria. Microscopy of fresh urine is far more
informative. It confirms the presence of red cells and may also
show granular or red-cell casts, indicating that the bleeding is
from the kidney rather than lower in the urinary tract; or
organisms may be seen, indicating bacterial infection. The
degree of mixing of blood and urine is not usually a helpful
physical symptom.

Acute glomerulonephritis remains the commonest cause of
haematuria in childhood.' 2 It can usually be diagnosed
clinically from the sudden onset, with oedema and oliguria,
and the history suggesting preceding streptococcal upper
respiratory infection. Culture of 3-haemolytic streptococci
from the throat or a raised antistreptolysin titre supports the
diagnosis. Provided the child does not have severe oliguria
or distinct hypertension, acute glomerulonephritis can
reasonably be managed at home.3

Patients with all other forms of haematuria not due to an
obvious local cause like meatal ulcer should probably be
referred to hospital in the first attack, even if, as in cases of
renal trauma and Henoch-Schoenlein syndrome, the diagnosis
seems certain clinically. The immediate investigations should
generally include urine analysis, microscopy, and culture,
throat swab, full blood count, blood urea, antistreptolysin
titre, serum P[c-globulin4-6 (if possible), bleeding and clotting
tests, sickling test if the child is a Negro, abdominal x-ray,
and tuberculin skin test. Of these the urine culture is the most
likely to provide the diagnosis, for urinary infection is the
second commonest cause of childhood haematuria.3 Further
investigation and treatment of proved bacterial infection must
be thorough.7 8 There is also a viral form ofacute haemorrhagic
cystitis in children, adenovirus type 11 being the cause,9 and
investigations into that are worthwhile if they are possible.
An intravenous pyelogram is indicated next in all cases not

clearly due to acute glomerulonephritis. However, it will be
normal in most cases of haematuria in childhood. Though
conventional surgical investigation includes cystoscopy and
retrograde pyelography, these are not necessarily appropriate
in a child, in whom the common causes are mainly "medical."
In fact, if the investigations so far have not established the
cause of bleeding, it is likely to be the condition variously
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described as focal nephritis,10'12 or benign,' idiopathic,'3
essential,14 or recurrent haematuria.5-19 This is commoner in
males than females and may begin at any time in childhood
or early adult life. There are attacks of gross haematuria,
usually lasting less than a week, often precipitated by non-
streptococcal upper respiratory infection and less often by
exercise. There may be abdominal pain, but oedema, oliguria,
and hypertension are absent. Red-cell and granular casts are
often present in the urine, and proteinuria and microscopical
haematuria may persist between attacks. Though haematuria
may be familial,1 17 most cases do not fall among those
hereditary renal diseases,20 such as Alport's syndrome,21
which have a bad prognosis, especially in males. The histo-
logical appearances reported from renal biopsies in recurrent
haematuria have varied, partly, as Glasgow and his colleagues
show, owing to differences in terminology. In their own series,
however, the histological appearance ranged from virtually
normal to that of proliferative glomerulonephritis, the latter
being more likely if there was persistent proteinuria.

Recurrent haematuria is evidently a mixed bag patho-
logically, and it is unwise to be too dogmatic about
prognosis.17 18 But the papers cited have been generally
reassuring. They refer to over 300 patients, most of whom
are known to have remained healthy, many for well over five
years.' 12 15 17-19

Cystoscopy and retrograde pyelography contribute nothing
in this condition, and it seems reasonable to omit them from
the routine investigation of a child with haematuria, though
they should be considered if bleeding is severe, prolonged, or
otherwise unusual and unexplained. Renal biopsy is much
more likely to show an abnormality, and histological informa-
tion like that given by Glasgow and colleagues, combined with
follow-up after biopsy,19 seems the most promising way of sort-
ing out "recurrent haematuria" and establishing criteria for
prognosis. But at present, though biopsy shows the degree of
histological abnormality, it has not been unequivocally proved
to help assess prognosis, and it does not influence treatment. It
cannot, therefore, be considered a necessary routine investi-
gation in a child with unexplained haematuria. This would no
longer be true if some patients with recurrent haematuria
were shown to have progressive renal lesions, recognizable
on biopsy, which responded to immunosuppressive therapy.

The "Empty" Sella
Occasionally the sella turcica is found to contain less pituitary
tissue than usual, the space above the remnant being replaced
by cerebrospinal fluid. W. Busch' found "empty" sellas in
5 5% of 788 patients examined post mortem. Other ob-
servers2-4 have reported a similar incidence.
The radiological measurement of the antero-posterior

length and the width of a normal pituitary gland is reasonably
accurate, but the height sometimes presents a problem.5 Thus
the upper surface of the pituitary may be several millimetres
below the expected level, and is then well described6 by the
non-committal term "empty" sella. Failure to recognize this
abnormality in patients being treated by radiologically con-
trolled irradiation destruction of the pituitary would lead to a
higher degree of damage to the upper surface of the gland than
intended. The consequence could be leakage of cerebrospinal
fluid and perhaps even damage to a low-placed optic chiasma.
Fortunately the degree of depression is rarely severe if the sella
appears normal radiologically and the patient is without clinical
features of pituitary disease.7 Usually the depression is greatest
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in the midline, so the risk of C.S.F. fistula formation is mini-
mized where the operative procedure consists of a focus of
damage placed centrally in the right and left halves of the
gland.

It is sometimes possible to suspect an "empty" sella,
particularly when-there is a severe degree of gland subsidence,
from the fact that the sella appears abnormally expanded in
the lateral x-ray film of the skulL4 8 9 In their important study
of this subject R. H. Caplan and G. D. Dobben7 found that,
out of a consecutive series of 17 air encephalograms performed
to investigate an enlarged sella turcica before proposed
pituitary irradiation, five showed substantial amounts of air
within the sella. Pituitary function ranged from complete
normality to frank hypopituitarism. None of these patients
had had a history of past trauma or other disorders of the
pituitary area. A sixth patient, who had had previous external
irradiation to the pituitary for acromegaly, also showed air
extending down from the subarachnoid space into the tumour
area.

Several examples of this curious association between an
expanded fossa yet sunken pituitary have been reported, and
cases were described in early necropsy series.1 6 It is probably
very rare, and the pathogenesis is not yet established. G. F.
Joplin,'0 in a study of the radiological appearances of the nor-
mal pituitary fossa of 184 apparently normal persons, made a
special examination of the four with the largest area on the
lateral film of the skull and included two additional "giant
fossae." From the findings he proposed that the primary
cause of the condition was medial kinking of the carotids, with
lateral compression of both the gland and the lateral edges
of the waist of the dorsum sellae, with consequent expansion
of the gland in the sadittal plane. This gives the fossa an
abnormally ballooned appearance in lateral films of the skull
as well as a thin and narrow dorsum sellae. He suspected that
subsequently the gland might atrophy, sinking downward in
the sella. Recently in a study of 50 normal necropsy specimens,
M. S. F. McLachlan and colleagues1' again emphasized the
compressive effect on pituitary and dorsum by tortuous
carotids.

Unfortunately an "empty" sella is not always shown to be
expanded in lateral films of the skull, and apart from the rare
case ofpost-partum pituitary necrosis it could not be suspected
on any grounds short of an air encephalogram or contrast
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examination being performed12-14 for some independent
reason.
Thus it would appear that the "empty" sella may be found

in a variety of circumstances. It may be seen in conjunction
with a radiologically enlarged sella yet without a pituitary
tumour; without any sellar abnormality, occurring either in
Sheehan's syndrome6 or as an isolated phenomenon; and after
necrosis of a tumour, either spontaneous'5 or as a sequel to
pituitary irradiation.6-18 An example of spontaneous necrosis
in a tumour leading to an "empty" sella is described in the
case report of Dr. M. I. Drury and his colleagues in this
issue of the B.M.J. Its practical importance is in planning
procedures for destruction of the pituitary and in the differen-
tial diagnosis of causes of an expanded sella turcica.

When Should Digitalis Be Stopped?
Digitalis is one of the most useful drugs we have, but the
margin between therapeutic benefit and toxicity is small.
The digitalis glycosides, especially when combined with
potassium-depleting diuretics, are among the most frequently
mentioned drugs in surveys of adverse reactions.
There are two main indications for the therapeutic use of

digitalis, its positive inotropic action in the failing heart-
that is, increasing the force of the heart beat-and the control
of heart rate in patients with atrial fibrillation. Oral
diuretics have greatly simplified the management of chronic
heart failure, and many patients can be kept free of oedema
with them alone. In patients with heart failure treatment is
usually begun with both digitalis and an oral diuretic. Once
the oedema has cleared and the jugular venous pressure has
subsided it may be difficult to decide whether either or both
drugs are still required.
There is no serious rival to digitalis for the control of

atrial fibrillation. Unless the cause of atrial fibrillation can
be removed it is usually more satisfactory to employ main-
tenance digitalis therapy than to attempt defibrillation with
direct-current shock.
As digitalis is such a common cause of adverse reactions

it is important to consider how they can be avoided and
whether the drug can-safely be stopped. One obvious answer
to the last question is when there was no good -reason for
prescribing it in the first place. In this week's B.M.J. Dr.
J. L. C. Dall discusses the withdrawal of digitalis treatment
from 80 geriatric patients under his care. He points out that
tachycardia, most probably due to anaemia, and oedema,
which in many cases had a local cause such as varicose veins,
were common reasons for inappropriate prescription of
digitalis. The diuretic action of the drug is evident only in
patients with congestive heart failure, and its use to control
heart rate is undesirable in patients with a physiological sinus
tachycardia. Dr. Dall was able to withdraw maintenance
digoxin treatment successfully in 48 out of 53 patients.
The withdrawal of digitalis from patients who were once in

heart failure is more difficult to justify. If the predisposing
factor has been removed, as it might have been after a suc-
cessful mitral valvotomy or reduction of blood pressure in a
patient with hypertensive heart failure, it would be worthwhile
trying to withdraw it. However, it would be unwise to with-
draw digitalis in a patient with a history of heart failure
simply because he was free of oedema and had a normal
jugular venous pressure at the time. Diuretics remove oedema
and lower venous pressure. This can have a beneficial effect
on the heart by reducing tricuspid incompetence and raising
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