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Any Government has the clear duty to see that a service it
provides is not being misused by the people who work in it
or the citizens it is intended to serve. Abuse cannot be al-
lowed in medicine above all, for people's lives and health are
at stake. But the danger of an inquiry of this sort is that it can
make perfectly innocent people suspicious of each other's
conduct and motives. The notion that nurses are somehow
being set to spy on doctors is so ridiculous that it can be
instantly rejected. Yet some strange things are going on in
relation to the inquiry. A representative of the M.P.U. was
asked, for instance, whether the Union had made attempts to
quantify the extent to which part-time consultants do less
than the nine-elevenths which they are contracted to do.'
"Yes," he replied, "we have indeed. I cannot say where they
are doing it because it would put them on their guard, but I
know a couple of hospitals where this sort of thing is going
on and where people are keeping track on particular doctors."
"Organized by whom?"-"By themselves." It would be a sad
day for medicine if this manner of inquiry became wide-
spread.

'Expenditure Committee (Employment and Social Services Subcommittee),
Minutes of Evidence, 22 June 1971. London, H.M.S.O., 1971.

2 Expenditure Committee (Employment and Social Services Subcommittee),
Minutes of Evidence, 16 June 1971. London, H.M.S.O., 1971.

3Expenditure Committee (Employment and Social Services Subcommittee),
Minutes of Evidence, 29 June 1971. London, H.M.S.O., 1971.

Hepatic Vein Occlusion
Until the mid-years of this century the aetiology of hepatic
vein occlusion (the Budd-Chiari syndrome) was largely un-
known. Such established causes as renal carcinoma, primary
tumours of the inferior vena cava, and polycythaemia rubra
vera accounted for no more than 30% of recorded cases.'
Since then pyrrolizidine alkaloids (found in plants of the
genera Senecio, Crotalaria, and Heliotropium)2 3 have been
shown to produce occlusion of the smallest tributaries of the
hepatic venous system (veno-occlusive disease), and urethan-4
and massive irradiation of the liver5 have also been found
to do so.

At least when the larger veins are blocked the vascular
lesions would seem most often, if not always, to be throm-
botic in nature. It is not surprising, therefore, that oral
contraceptives, now established as a cause of venous throm-
boembolism and cerebral thrombosis,6 have also been associ-
ated with occlusion of hepatic veins. A. M. Hoyumpa and
colleagues7 have recently added two cases to the six pre-
viously recorded.8-13 Five of these eight patients had been
on preparations containing more than 0-05 mg oestrogen
and two on low-oestrogen-containing products; in one the
proportion of oestrogen and progestogen was not stated. The
duration of exposure to an oral contraceptive ranged from
two weeks to eight years. Hoyumpa and his colleagues con-
clude that "although direct evidence is lacking, the possibility
of a causal relationship between hepatic vein occlusion and
the use of oral contraceptives is worthy of consideration."
The clinical picture produced by hepatic vein occlusion

associated with an oral contraceptive is similar to that due to
other causes. Abdominal swelling from ascites is the most

characteristic clinical feature, this being accompanied as a
rule by epigastric pain and hepatomegaly. Nausea and ano-
rexia are frequent, while jaundice is uncommon. An unusual
method of presentation is as an acute abdominal emergency,
with shock and pain overshadowing the symptoms and signs
of liver disease. One of the cases associated with oral con-
traceptives fell into this category.'3 Portal hypertension may
develop.9

In the investigation of suspected hepatic vein occlusion
hepatic venography has been of value.'4 The syndrome gives
no characteristic pattern of response to liver function tests,
the alkaline phosphatase level being the one most often
raised. Needle biopsy has proved its worth, the characteristic
picture being congestion and loss of cells in the centres of
the lobules. In long-standing cases fibrosis, and later still
nodular regeneration, may be present. Since it is the medium-
sized and larger veins which appear to be affected when an
oral contraceptive is incriminated, the venous thrombi them-
selves may not be seen in biopsy material. The histological
features, therefore, may not be distinguishable from those
seen in heart failure and constrictive pericarditis.14 The pre-
sence of red blood cells between rather than in the liver sinu-
soids is described as characteristic of blockage of the hepatic
venous outflow,'5 but whether this feature may also occur in
heart failure is not clear.
The prognosis in hepatic vein occlusion is poor, and while

survival of from one to several years is fairly common few
cases of complete recovery are on record. Of the eight cases
associated with oral contraceptives, however, two have ap-
parently recovered.7-10 Recanalization of thrombi and the
opening up of collateral channels in the adventitia of
occluded veins and in the diaphragm is sometimes seen at
necropsy, so that re-establishment of the circulation is in
theory possible. Surgical removal of the obstruction has
been reported in three cases not due to contraceptives. In
one a haematoma pressing on the hepatic veins was evacu-
ated,'6 and the veins were dilated by probing in another
case.'7 Both of these were attributed to trauma. Finally, a
case in which thrombus at the ostia of the hepatic veins was
successfully removed has been mentioned.'8 But to judge
by the extent of the thrombosis usually seen at necropsy, it
seems unlikely that many cases would be amenable to such
surgical treatment.
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