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Chairman: SIR FRANCIS AVERY-JONES

Central Middlesex Hospital

DR SCHILLER (St Peter's, Chertsey): I wonder what
Dr Roesch's views are on the methods of obtaining oeso-
phageal biopsies through the forward viewing endo-
scopes now on the market? In my own experience the
biopsy forceps that do not have a central thorn are very
difficult to use-they tend to slide down the oesophageal
wall. I would mention that one of the two leading firms
has for a long time had on the market biopsy forceps with
a central fixing thorn, which in my opinion make biopsy
taking much easier. I am glad to learn that the other com-
pany (both companies must remain nameless for the
moment) will be following suit. I think there will be a
much wider use of these biopsy forceps. I wonder what
Dr Roesch feels on this technical point?
DR ROESCH (Erlangen University Medical Centre,

Niiremberg): It is very difficult to take biopsy specimens
in diffuse disorders of the oesophagus. It is not a problem
if you have a stenosing lesion, but otherwise it is very
difficult, because you only get the superficial layer. One
trick is to suck the air out of the oesophagus when you
do the biopsy, so that the mucosa will get into your open
biopsy forceps. Another trick is to take as many speci-
mens as possible, hoping that one of them will be repre-
sentative, but it is a tough job, that is true. The central
thorn is a good invention to trap the mucosa into the
forceps.
DR KIRKHAM (St James's Hospital, London): I was

interested that Dr Roesch said that on diagnosing a
gastric-lined lower gullet stricture and biopsying it, one
could exclude a carcinoma. I disagree with this-I think
that very often carcinoma of the gastric cardia is associ-
ated with a large hiatus hernia. Whilst large carcinomas

are fairly obvious, I think that quite a number of small,
early, stricturing carcinomas do occur in a situation like
this and to accept this might be dangerous.
DR ROESCH: Your statement is correct. What I said was

applied to the mid-oesophageal stricture, not to strictures
near the cardia. Ifyou place your forceps beyond the mid-
oesophageal stricture and you get columnar epithelium,
the lesion most probably is not a carcinoma-it is a
columnar epithelium-lined oesophagus.
DR SCHILLER: A second practical point relates to the

investigation of oesophagitis, and I would be interested
to hear Dr Roesch's comment on this. As he quite
rightly pointed out, in the great majority of patients the
junction between the gastric and the oesophageal mucosa
is fairly easily seen as a mildly irregular line changing
from the pink of the gastric mucosa to the whitish pink of
oesophageal mucosa. However, in my experience, it is not
at all uncommon to have a gross irregularity of this line,
and sometimes great tongues and irregular geographical
shapes at the junction and fingers of gastric mucosa
running right up into the oesophagus. I think this can be
extremely misleading to the novice endoscopist, who
thinks he is looking at oesophagitis, when in fact he is
looking at normal gastric mucosa.
DR ROESCH: This is true. There is only one newly

established criterion to separate hiatus hernia from the
normal junction. If you have a distance of more than 3 cm
between the anatomic junction and the mucosal junction
you are most probably dealing with a hiatus hernia. But
usually the anatomic mucosal junction is in the thorax,
2-3 cm above the diaphragm.
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