
not in any insight into death but in what it can illustrate about
psychological life.
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Studying the gall bladder

Ultrasonography takes over from oral cholecystography

Real time ultrasonography should be the first imaging tech-
nique used in all cases of suspected gall bladder disease and
will usually be the only investigation necessary. Cholescinti-
graphy should be used to resolve uncertainty in suspected
acute cholecystitis and oral cholecystography reserved for
uncertain diagnoses after ultrasonography for suspected
chronic cholecystitis.
These are the recommendations of the health and policy

committee of the American College ofPhysicians in a position
paper, How to Study the Gallbladder,' which is based on a
comprehensive review of all imaging tests on the gall bladder.2
The accuracy rates, physical limitations, availability, and
relative costs of the various imaging methods are given for
acute and chronic cholecystitis with the intention of estab-
lishing clear diagnostic guidelines for assessing gall bladder
disease.

In suspected acute cholecystitis ultrasound has an unsur-
passed ability to identify lesions of the gall bladder, can be
performed rapidly at low cost, and can show other causes for
the patient's pain. Confirming obstruction of the cystic duct
by cholescintigraphy with a technetium-99m labelled deriva-
tive of iminodiacetic acid is useful as a second test, either
when ultrasonography has failed to show stones or when the
origin of the symptoms remains in doubt in the presence of
stones. Rarely, ultrasonically guided percutaneous aspiration
of the gall bladder may be used to diagnose acute acalculous
cholecystitis.34

In patients with recurrent right upper quadrant pain
chronic gall bladder disease should be considered, and
ultrasonography will almost always solve the diagnostic
problem. Oral cholecystography may be used when an
adequate ultrasound study cannot be performed for technical
reasons, such as obesity. Endoscopic retrograde cholangio-
graphy may be needed occasionally to evaluate persisting and
convincing symptoms when ultrasonography and oral chole-
cystography give negative results.
The relegation of oral cholecystography to a secondary role

and the total abandonment of intravenous cholangiography
show how the development of new methods of diagnostic
imaging has changed radiology.56 The changes, however,
have not happened without resistance. Proponents of oral
cholecystography remain reluctant to see it demoted after
more than 60 years of sterling service. The ability of oral
cholecystography to diagnose adenomyomatosis has been

cited,7 but this condition is shown well by ultrasonography.8 9
Similarly, patency of the cystic duct before the dissolution of
stones can be assessed by ultrasonography.'° The most valid
and often quoted criticism of ultrasonography, however, that
it depends on skilled operators, still holds.
The main factors in the emergence of the predominant role

of ultrasound are improvements in training and equipment.
In the United Kingdom the Royal College of Radiologists
departed from precedent in 1984 by specifying the minimum
number of hours of supervised practical training in ultrasono-
graphy that would be expected of all candidates for the final
fellowship examination. This means that most hospitals now
have radiologists who have been adequately trained in ultra-
sonography. Furthermore, the College of Radiographers has
maintained the high standards of theoretical knowledge and
practical training required for its diploma in medical ultra-
sonography, so that there are now many radiographers who,
under the supervision of radiologists, provide abdominal
ultrasonography services. II

Advances in technology have led to improvements in both
real time ultrasound scanners and image recording devices so
that scanning the gall bladder has become quicker and more
accurate, and high quality equipment is widely available at
low cost. A note of caution, however, must be sounded, for
the very cheapness of some equipment has tempted doctors
with access to "soft money" into buying their own machines.
Such use of inappropriate equipment by inadequately trained
staff will inevitably jeopardise the reputation of the tech-
nique. A thorough knowledge of the physics of ultrasound
and its associated artefacts as well as training in all aspects of
cross sectional imaging are vital to the maintenance of
standards. 2
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Life sustaining technology: making the decisions

Leamning from America

Marking a patient's notes "do not resuscitate," switching off a
life support machine, not prescribing antibiotics for life
threatening infection: decisions made every day in British
hospitals and yet, for all their familiarity, no less difficult for
the staff concerned. A recent report from the United States
Congress Office ofTechnology Assessment has looked at how
institutional protocols might make taking decisions about life
sustaining treatments less fraught.' Protocols for initiating,
withholding, or withdrawing treatment from adults with life
threatening conditions may be prescriptive or advisory.
Treatments may be simple, such as artificial feeding, or
complex, such as cardiopulmonary resuscitation. The report
discusses the rationale for protocols, considers incentives for
and barriers to their introduction, lists the steps needed to
introduce them, and offers model examples from various
hospitals.

Protocols about making decisions may cover only "do not
resuscitate" orders or extend to setting treatment levels-
patients in a given category being eligible for all treatments in
that and lower categories but not in higher categories.
Protocols may define treatment goals, such as to "preserve
comfort, hygiene, and dignity but not to prolong life" -in
short, supportive care.
The protocols, which are available for scrutiny by staff,

patients, and relatives, may articulate the "mission" of the
institution (for example, hospice care) and the treatments that
will and will not be offered. By ensuring that patients' current
or previously expressed wishes are identified and fulfilled they
try to preserve patient autonomy and to protect the vulner-
able, whose powers are impaired, by identifying and allowing
others to act as their advocates. Protocols may include
procedures for dealing with conflicts such as those of patient
autonomy, the institutional mission, and the moral senti-
ments of staff, and they may define concepts like "treatment
futility" to help staff who might agonise about withholding
treatment unjustly.
The report concluded that institutional protocols help to

ensure patients' rights, improve communication between
patients and staff and among staff members, encourage
individual and institutional accountability, and promote
ethical treatment. Although the protocols do not carry judicial
authority, their existence and implementation are more likely
to protect against litigation.

According to the report 57% of acute care hospitals in the
United States had formal "do not resuscitate" policies by
1987, but only a fifth had protocols for withholding or
withdrawing treatments. The prevalence of similar protocols
in the United Kingdom is unknown but is almost certainly

sparse. Do we need them? After all, more than two thirds of
all deaths occur in health facilities, and clinical auditing and
consumerism are becoming increasingly important in health
care.
Some believe that the trend towards the American style of

decision making, more open and more shared, will accelerate
in Europe.2 Most medical opinion here, however, is against
protocols. It maintains that sensitive awareness of the prob-
lem and unhurried clinical judgments, sympathy, and mutual
trust are enough.3 British doctors are thought to be more
confident in their relationships with patients than are their
transatlantic counterparts4 and to be less concerned by
litigation or the financial constraints on patients when making
clinical decisions about life sustaining technology.5 Whether
such sentiments always harmonise with the view that
authority in medical care should rest with patients or their
legal surrogates6 is, however, doubtful.
Taking decisions about life sustaining treatment can be

stressful for health professionals, whose training may have
included little if any clinical ethics and health care law. House
officers and nurses are often reported to be confused about
what sort of care should be provided,7 and doctors' and
patients' views of whether or not the patient should be
resuscitated may conflict.8

In view of our medical conservatism perhaps we need a
wider debate about life sustaining protocols. Taking part
should be not only actual and potential patients but also the
many groups who staff hospitals. One difficulty is the lack of
research into the processes and effects of life sustaining
treatment and its withdrawal on all concerned. If institutional
protocols catch on they should be evaluated even if they seem
obviously beneficial.9
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