
dominantly a consequence of social stigma. In this respect
homosexuals suffer in a similar way to other stigmatised
minorities.
The determinants of sexual orientation are still obscure.

There is no evidence from either primates or humans that
sexual preferences are innate. Recent attempts to explain
homosexual orientation as a consequence of endocrine
abnormality during fetal development have not stood up to
close scrutiny.46 The development of homosexuality appears
to be multifactorial, with early hormonal effects possibly
contributing but being neither necessary nor sufficient. As
with much of human development we cannot escape the
exceedingly complex interaction between nature and nurture.
Social factors are likely to be important: whereas homosexual
behaviour is common- among other mammals, exclusive
homosexual preference appears to be a uniquely human
phenomenon which, according to the limited cross cultural
evidence, varies in frequency from culture to culture.`
It is therefore pertinent to ask whether such homosexual
preferences are more likely in a society that regards homo-
sexuality positively. The available evidence, while not con-
clusive, suggests the opposite: homosexuality is more likely
in those societies that strongly reinforce sex role stereotypes,
where rejecting male homosexuality is linked to a need to
bolster "machismo" male roles and the sexual exploitation of
women by men. 10
A government seeking a reduction in homosexual be-

haviour would thus be most likely to succeed by fostering
sexual equality, attacking the many social expressions of
sexual exploitation, and emphasising the value of sex not as a
means of asserting gender or gaining status but as a binding
force in loving intimate relationships. The most important
benefit of such a policy might be to improve the heterosexual
rather than reduce the homosexual aspects of our society.

JOHN BANCROFT
MRC Reproductive Biology Unit,
Centre for Reproductive Biology,
Edinburgh EH3 9EW
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Ultrasonography for diagnosing appendicitis

Better than other methods but notfor routine use

Appendicitis is still the commonest cause of emergency
abdominal surgery in the Western world,'2 striking about 6%
of the British population during their lifetime.3 In the past 100
years the overall mortality from appendicitis has dropped
from about 26% to about 1%.8 This has been achieved with
the help of antibiotics but at the cost of about 15-20% of
operations being performed on people who do not have
appendicitis. 1-3 6813 High resolution ultrasonography with
graded compression to shift bowel gas and soft tissues
improves diagnostic accuracy and deserves wider use. 80

Diagnosing acute appendicitis by other means is difficult.
Plain radiography has an overall accuracy of only 8%.6
Looking for particular signs on the plain radiograph gives
only slightly better accuracy: the ileal fluid level has a
specificity in diagnosing appendicitis of 95% but a sensitivity
of only 5 1%,3 and the sentinel loop a specificity of 62% with
a sensitivity of 78%.3 The limitations of barium enema
examination are that despite an accuracy of between 50% and
84%1° the findings are often negative even when the appendix
has perforated and an abscess has formed. It is time con-
suming for the radiologist, uncomfortable for the patient, and
entails ionising radiation. Its use cannot be advocated.
Computed tomography may occasionally pick up the inflamed
and the normal appendix but usually depends for diagnosis on
the presence of fluid in the right lower quadrant or an
abscess.'° A leucocyte count over 12 000/ml adds confidence to
the clinical impression of acute appendicitis,6 13 but the much
used leucocytosis with a shift to the left is not specific for
appendicitis and may be absent.36
About a third of all patients with acute appendicitis have

atypical symptoms.'o 12 Clinical evaluation is especially difficult
in women of reproductive age because gynaecological con-

ditions may mimic acute appendicitis, and the rate of
diagnostic error is twice as high in women of reproductive age
as that in men.269'2 In an attempt to avoid missing an acute
appendicitis a rate of negative appendicectomy of 15-25% has
been accepted. Yet the unnecessary operation has a rate of
complication of up to 13%,2 6 close to that of an operation for a
genuinely inflamed appendix.6 71 Removing a normal
appendix carries a mortality of 0-65 for every 1000
operations." 1 Prolonging clinical observation in an attempt to
minimise unnecessary operations while avoiding appendiceal
perforation may mean a delayed operation in 28% of cases and
a greater risk of perforation.6-6
High resolution ultrasonography with graded compression

is thus potentially of enormous value but has its own
limitations. Until recently it was thought that ultrasound
visualisation of the inflamed appendix would be impossible
because of pain and interference from loops of bowel filled
with gas. This is not the case. Most operations use a 5 mHz or
7-5 mHz high resolution linear array transducer, and by
exerting gentle but gradually increasing compression they
achieve deep penetration with the transducer. Such
compression has been shown on computed tomography to
alter the relation of intra-abdominal organs.' The important
criterion for diagnosing acute appendicitis is visualisation of a
non-compressible appendix.'
The ultrasonographic appearances of acute appendicitis

are characteristic: a non-compressible aperistaltic tubular
structure is visualised in transverse plane as a target lesion,
with a central dilated lumen that shows few echoes surrounded
by an inner echogenic mucosal layer and an outer oedematous
wall that shows few echoes. '9 The lumen varies from 3 mm to
10 mm, appreciable dilatation being caused by pus under
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pressure. Mural thickness is assessed by measuring the
distance from the echogenic mucosa to the outer oedematous
wall that shows few echoes.9 There are no published criteria
for the normal thickness of the wall. Ancillary findings
may be an asymmetric thickening of the appendix wall,
periappendiceal fluid or a soft tissue mass (abscess formation),
and echoes within the lumen with or without acoustic
shadowing, which can represent faeces, an appendicolith, or
merely pus formation.9
A Japanese group separated appendicitis into three

degrees of increasing severity, which it labelled catarrhal,
phlegmonous, and gangrenous. , It correlated widths of echo
from the appendix and presence of fluid with these conditions,
finding increasing appendix widths and increasingly con-
stant presence of fluid with increasing severity of appendicitis.
Most of the American and European studies give high sen-
sitivity (80-89%) and specificity (94-100%) for high resolution
ultrasonography in diagnosing acute appendicitis.'9 '16 The
results of other studies have not, however, been as impressive,
giving sensitivities as low as 58% and specificities as low as
86%./o '' Takada et al showed that the sensitivity increased
with the increasing severity of the acute appendicitis, being
100% in gangrenous and phlegmonous appendicitis but only
32% in catarrhal appendicitis. 's Puylaert et al have shown that
the sensitivity of ultrasound is lower in detecting cases of
perforated appendices (28%) than in acute cases without
perforation (805%) or in those with an appendiceal mass
(89%).' They make the point that the low sensitivity in the
group with perforated appendices was not necessarily worry-
ing as the need for an operation was obvious.!
The rate of false negative results of high resolution

ultrasonography in diagnosing acute appendicitis ranges from
3% to 25%,"''' and in one study a normal appendix was
visualised."' The rate of false positive results ranges from
none to 3%.19' " Thus high resolution ultrasonography will
graded compression has its limitations in diagnosing acute
appendicitis, but it is better than other methods. One
problem is that sometimes the caecum cannot be compressed
so that the echo from the appendix cannot be sought.9 The
other important limitation of ultrasonography is that it
requires a skilled trained operator, and the logistics of

providing 24 hour radiologist cover for such an ultrasound
service would be extremely complex. The provision of an
ultrasonographic service by junior surgical staff is not viable
for many reasons, not the least being the temporary nature of
their posts.
The conclusion is that high resolution ultrasonography

provides an accurate and specific test for acute appendicitis
but has variable sensitivity. None the less, it is better
than other forms of imaging and laboratory investigations.
Ultrasonography also carries the potential advantage in
women of detecting gynaecological causes for pain in the right
iliac fossa and for this reason should be performed with a
partially filled bladder. High resolution ultrasonography is
thus indicated in those patients with equivocal findings, but
its place in the routine diagnostic investigations for patients
with pain in the right lower quadrant does not seem justified.

R H PEARSON
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Living with a stoma
Sexual and urinary problems are common

In 1947 Cuthbert Dukes thought that people were little
handicapped by a colostomy, which did "not seem to be an
insuperable barrier to sex life."' Counsell and Lockhart-
Mummery lent support for those with ileostomies: "The
presence of an ileostomy appeared to be no bar to normal
sexual relations" and "the large majority led happy and useful
lives."' But Brendan Devlin found that patients with colos-
tomies had many problems and no advantages," since which
similar results have also been reported for patients with
ileostomies .'

Recently 189 people with an ileostomy or a colostomy were
interviewed in their own homes and asked about their daily
lives, particularly their domestic and marital life.' Of the 94
patients with ileostomies, 49 were working and a quarter
retired, whereas of the 95 patients with colostomies, 34 were
working and 37 retired. The remainder were housewives,
retired people with a job, and sick and disabled people.
About two fifths of both groups had noticed some difficulty
with household tasks, patients with colostomies being more

troubled than those with ileostomies. Although these diffi-
culties were not caused only by old age, people over 40 and
those living alone were most likely to experience problems.
Shopping, gardening, washing, and ironing were most diffi-
cult, and home decorating was often said to be impossible.
Indeed, in several homes there were bare walls, piles of
equipment, and rolls of carpet, which had been awaiting
attention for some time. Bending was difficult if the bag held
any contents as a leak might occur, which could be annoying
and embarrassing.
Most family members were not badly affected by a person's

stoma, although affectionate hugs and greetings were likely to
be more restrained. Patients with ileostomies were four times
more likely than patients with colostomies to report improve-
ment in their marriage, largely because they felt healthier:
some who had been very sick found a new closeness with their
partner. Patients with colostomies were less likely to continue
to share a bedroom.
Roughly one third of the respondents were not having
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