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bactericidal and kills bacilli which are intracellular, making
glands less likely to become fluctuant on treatment.

McCarthy and Rudd" in a retrospective series during
1981-85 reported successful treatment in 40 out of 41 patients
treated with regime III. Dutt et al." found rifampicin and
isoniazid daily for 1 month, followed by twice weekly for
8 months, a satisfactory regime for non-pulmonary tuber-
culosis in 350 patients with sensitive organisms, 14 of whom
had lymph node disease. The Indian study in children?
showed a 98% cure rate at the end of 3 years, using an
intermittent regime of thrice weekly supervised isoniazid,
rifampicin, pyrazinamide and streptomycin for 2 months,
followed by twice weekly streptomycin and isoniazid for
4 months. The regime was well tolerated and drug toxicity
requiring interruption or alteration of treatment occurred in
only 7.3% of the patients. Most of the children in this study
had multiple lymph node involvement with 41% having four
or more groups of nodes affected.

The results of the previous studies3,4,? as well as the present
one have shown that lymph nodes may enlarge and new
nodes may appear during and after chemotherapy. These
nodes may show histological features characteristic of tuber-
culosis but are sterile on culture. It is possible that the
development of new nodes in these cases represents an
immunological response to the tubercular protein." Surgical
excision of these lymph nodes is not necessary even if they
enlarge after treatment because this is usually transient.
Surgery is now rarely indicated except for diagnosis and for
draining of lymph node abscesses in a few patients," or for
obtaining cosmetically acceptable scars.

Total surgical excision of tuberculous nodes followed by
chemotherapy has no advantage over simple chemotherapy. 8

The small number of events during the follow up period
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SUMMARY
Using ultrasonography the authors diagnosed acute alcoholic
hepatitis (AAH) by the presence of parallel tubular structures
within the liver subsegments. Pulse doppler flowmetry showed
that these structures were formed by a dilated branch of the
hepatic artery and an adjacent branch of the portal vein. They
called this the 'pseudoparallel channel sign' (PPCS). The ppes
was then specifically sought by two physician operators in
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confirms the advice given by the Joint Tuberculosis
Committee? that patients can be discharged after completion
of the treatment, but should be reassessed if new symptoms
develop. This study confirms the efficacy of the 6-month
regime>? and since it is as effective as 9 months of treatment
with regimes I and II, it can be recommended for routine use
in patients with sensitive organisms. It is convenient, cheap
and will probably improve compliance.
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77 AAH patients, 119 with other alcoholic liver diseases and
49 with non-alcoholic liver disease and 15 healthy volunteers.
All patients with non-alcoholic liver disease underwent liver
biopsy. Of the patients with alcoholic liver disease histological
evidence was available in only 51-it was not done in the others
usually because their prothrombin levels were low. ppes was
seen in 90% of patients with AAH and in 23% of patients with
other alcoholic liver disease. This sign was not detected in those
with non-alcoholic liver disease or healthy subjects. In 51
histologically proved cases of alcoholic liver disease, ppes had
a sensitivity of 82% , a specificity of 87% and an accuracy of 84%
in diagnosing AAH, whereas clinical criteria correctly predicted
AAH with a sensitivity of 64%, a specificity of 87% and an
accuracy of 75%. Histological criteria for the diagnosis of
AAH were the presence of alcoholic hyaline bodies, hepatocyte
swelling, and hydropic change; focal hepatocyte necrosis and
polymorphonuclear cell infiltration, and intrasinusoidal and
pericentral collagen deposition. Patients with AAH had more
segments involved with ppes than those who did not have
AAH. PPCS was most often seen in segments 2 and 3. However,
it was also found in the other segments. The authors thereby
concluded that ppes might be an important diagnostic finding
inAAH.
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COMMENT
With the increasing consumption of alcohol in India a non-
invasive test to diagnose AAH would be helpful. AAH is
usually diagnosed by clinical features such as jaundice, a
serum aspartate aminotransferase (AST) level greater than
the alanine aminotransferase (ALT) level,' a marked re-
distribution of isotope on a 99mTc-sulphur colloid liver and
spleen scan, and at least three of the following: tender
hepatomegaly, fever (37.5 "C), leucocytosis (10000 per
cmm) and a systolic hepatic bruit. However, it may,
sometimes, be difficult to diagnose in patients with atypical
clinical characteristics. It is in this subset of patients that the
presence of PPCS on ultrasonography would have clinical
relevance.

There is an increase in hepatic blood flow in patients with
AAH and PPCS represents hepatic arterial dilatation. This
has been shown earlier by angiography. 2,3 It is also well
known that dilatation of the hepatic arteries and an increased
arterial flow can be seen in patients with portal hypertension
and chronic liver disease." This is, perhaps, because of the
increased number of shunts, between the hepatic arteries and
portal veins in cirrhosis, which occur as a compensating
mechanism for decreased portal venous flows or because of
the release of vasoactive substances by the liver. 6 The
authors state that PPCS was not found in any of the 49
patients with non-alcoholic liver diseases or in the 15 healthy
volunteers. They do not explain why PPCS was not seen in
the 11 patients with chronic viral hepatitis with cirrhosis and
5 with primary biliary cirrhosis who have portal hypertension
in whom hepatic arterial dilatation should also be present.
Perhaps alcohol per se might cause hepatic arterial dilatation.
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PPCS should be distinguished from the 'parallel channel sign'
which is seen in patients with biliary obstruction. This can
be done using either the pulse doppler flowmeter or by
retrograde cholangiography. At times it may be difficult to
demonstrate PPCS in all liver segments in patients with AAH
in the presence of severe fatty degeneration but in the
majority it is apparently easily seen. .

We feel this sign needs further evaluation and may
provide an important non-invasive low-cost clue to the
diagnosis of AAH.
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