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Bleeding oesophageal varices
In cirrhotic patients bleeding from oesophageal varices is a
critical event. About half of those admitted to hospital will
die.' 2 When a cirrhotic patient is admitted with gastroin-
testinal bleeding, the precise diagnosis must be made by fibre-
endoscopic examination because about one-third of patients
are bleeding from lesions other than their varices.3 4
There are three main principles of management: (1) Ade-

quate transfusion to replace blood loss. (2) Measures to
minimise encephalopathy; purgation and neomycin are
commonly used. (3) Efforts to control bleeding. The methods
which are used to control bleeding vary from hospital to hos-
pital. This variation is related to several factors-for example,
availability of resources and the variation in the type of
cirrhosis seen in different parts ofthe world. Variation between
patients certainly makes comparison of the results obtained
in different countries very difficult.
Temporary control of haemorrhage is nearly always pos-

sible with a modified Sengstaken tube, but it requires skilled
nursing.5 Unfortunately bleeding again is common within a
few days of the tube being deflated or removed, or both. The
infusion of pitressin either systemically or regionally also
causes temporary cessation of bleeding, but bleeding again
is common when the treatment is stopped.6 Many different
operations have been used to stop bleeding. Most of the
patients in whom operative treatment is considered are the
hard core who have bled repeatedly. They often have advanced
cirrhosis. It seems reasonable (though unproved) to perform
the least traumatic operation that will control bleeding.
Perhaps the most attractive of these procedures is the direct
injection of sclerosant solution into the varices through an
endoscope; the published results are encouraging.7 The other
operations entail either laparotomy or thoracotomy. They
vary in complexity but all place considerable demands on the
patients. The operations are aimed at obliterating or removing
the varices. The long-term rate of further bleeding is high.
A few surgeons favour emergency shunt operations despite
the immediate high mortality rate,8 and one advantage of this
policy is that any survivors have a long-term protection
against further haemorrhage.
Whatever operative treatment is used the outcome largely

depends on the severity of the patient's liver disease. For
patients with jaundice, ascites, and encephalopathy gastro-
intestinal bleeding is usually an agonal symptom. The vital
importance of good hepatic function is emphasised by the
comparatively small risk to life in those patients with virtually
normal livers who bleed from varices secondary to extra-
hepatic portal obstruction. In recent years there has been a
reappraisal of the place of both elective and emergency
surgery in portal hypertension. When shunt surgery was
introduced over 30 years ago it was taken up enthusiastically.
Any patient who survived a haemorrhage from oesophageal
varices was usually advised to undergo a shunt operation to
prevent further bleeding. It is only recently that this advice
has been questioned. Recent trials show that, although shunt
surgery may prevent further bleeding, it hastens the onset of
liver failure. The net overall results show little advantage
from elective operation.9

Opinion on the most effective method of controlling acute
haemorrhage from oesophageal varices is at present confused.
With the data available it is not possible to say that emergency
surgery saves life: it may only alter the mode of death. The
need for an adequate prospective controlled trial is obvious.
Conservative treatment alone should be compared with various
surgical procedures. Perhaps sclerotherapy or emergency
transection might be the first treatment to be tested.
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Teaching of anatomy

Any surgeon may reasonably be expected to know the map of
the territory he is about to enter before he is allowed to embark
on a voyage of exploration within the human body. Indeed,
one ofthe most unpleasant experiences in the operating theatre
is to watch a man who has lost his way at the bottom of a deep
dark hole. But it is not only the surgeon who needs to know the
fabric of the human body: the neurologist, radiologist, and
indeed every clinician apart from the psychotherapist employs
anatomy in his everyday practice. It is alarming, therefore, that
there is now real concern about the teaching of anatomy in
Britain, reflected in a one-day conference held at the Royal
College of Surgeons of England earlier this year, when both
professional anatomists and surgeons discussed what is fast
becoming a crisis.
Recent years have witnessed a progressive erosion of the

time that our medical educators have assigned to anatomy in
the undergraduate curriculum. But the revolt against the
minutiae of anatomy, which once formed such a major part of
preclinical teaching, seems merely to have resulted in the
replacement of unnecessary topography by equally detailed
biochemistry and subcellular anatomy-which probably have
just as low an educational and vocational value as the finer
points of the ossification of the sphenoid. In one new medical
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