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Pointers
Response to Oral Glucose Load: Strong statis-
tical association shown between fasting glyceride Cancer of the Large Intesti e
levels and response of blood glucose and plasma
insulin (pp. 595 and 599). Carcinoma of the large bowel is the second commonest killing cancer in
Liver and the Pill: In puerperal women pure the United Kingdom, being exceeded only by carcinoma of the bronchus.
oestrogen reduced bromsulphalein excretion but The Registrar General's figures for 1966 showed that carcinoma of the
pure progestogen did not (p. 602). Leader at colon in England and Wales accounted for some nine thousand deathsp. 592.

Predicting Rh Iso-immunization: Liquor bili. and of the rectum for another five and a half thousand.' A lethal disease
rubin/protein ratio found inferior to bilirubin of this magnitude presents many problems, but perhaps the most impor-
level (p. 605). tant are: How can diagnosis be made at the earliest possible stage ?
Haemoglobinopathies: Article from Ghana How can treatment be made more effective ? And what can be offered
advocates haemoglobin typing and genetic coun- to the patient who has advanced or recurrent disease ?
selling policy to reduce manifestations of sickle- A symposium at the Association of Surgeons meeting in London thiscell disease (p. 607).Asmoima h solto o ugosmem odntlcell dieae 60year discussed precancerous lesions of the large intestine. B. C. Morson2Bruceliosis: London outbreak of Br. melitensis stressed that, though there is no scientific proof that neoplastic polypsinfection traced to Italian cheese (p. 612).
inectioralIchedtn NoItaianfichse (p.r612). become malignant, there is much evidence of a circumstantial nature toCerebral Ischaemia: No significant improve- th
ment found in double-blind trial between support the generally accepted view that they do. Thus the sequence of
dipyramidole and placebo (p. 614). neoplastic polyp to cancer can be recognized by simple macroscopic
Maturity-onset Diabetes: Failure of adipose inspection, and polyps which appear benign sometimes show areas of
tissue to metabolize glucose demonstrated (p. invasive carcinoma. Conversely, evidence of residual benign tumour may
616). be seen in growths which are obviously cancerous. Some 250 of surgical
Chicken-pox: Complicated by non-traumatic specimens removed for carcinoma show associated benign adenomatous
rupture of spleen (p. 617). polyps, and in such cases second primary cancers are found twice as oftenAnxiety States: When to refer, and how to pre- as in those patients who have no associated polyps. Solitary adenomas,
vent (p. 619).

papillary adenomas, and villous papillomas do not differ in their histologyMetabolic Bone Disease: Management discussed from the polyps of familial polyposis, which are undoubtedly precancerous.in " Today's Drugs " (p. 621 ).
Medicine in New Towns: Plans for Milton A further interesting point is that both adenomas and carcinomas are
Keynes (p. 628). Progress and experience at produced by carcinogenic agents in the experimental animal.
Livingston New Town (p. 632). Many of these polyps lie within -reach of the sigmoidoscope, but K. C.
Bilharziasis: Recommendations of First African Simpkins and A. C. Young' point out that the double-contrast barium
Symposium (p. 634). enema enables tiny polyps to be diagnosed beyond the reach of this instru-
Personal View: Lord Platt (p. 636). ment. Tumours which are more than 1 cm. in diameter and are irregular

in outline are likely to be malignant and should be removed. If regularLetters: On outpatient anaesthetics, Abortion an une 1cm thy anb kptndrevwby aimeea
Act, anticoagulants in cardiac infarction, cer- and under I cm. they can be kept under review by barium enema
vical cytology, Glasgow Primary F.R.C.S., g.p.s. examination a year later and then perhaps at longer intervals. The double-
in hospital service (pp. 637-646). contrast enema is also of value in the follow up of patients who have
Deputizing Services: Lords debate (p. 652). undergone resection and in symptomless members of families subject to
Clinical Teachers: Statement in Council polyposis.
(Supplement, p. 87). Letter from chairman of H. E. Lockhart-Mummery4 then reviewed the diffuse conditions of the
U.G.C. to vice-chancellors about methods of large bowel which are premalignant. Patients with ulcerative colitis are
assimilation (Supplement, p. 96). more likely to develop cancer of the large bowel than matched individuals
Review Body's Tenth Report: Accepted by of the same age and sex in the general population. This increased likeli-
Central Committee for Hospital Medical Ser- hoo ha enetmtdt iebten1 n 0wt
vices (Supplement, p. 92), G.M.S. Committee odhabenstme variously tolebten1 n 0times, wt(p. 94), and Council (p. 87). about 11 times the expected death rate from cancer. Furthermore, these
Vocational Training: Meeting between Council cancers develop in patients who are on average about 20 years younger
deputation and G.M.C. (Supplement, p,. 88). than the generality of patients with cancer of the large bowel. Factors
General Medical Council: Meeting of Disci- that predispose to malignant change in colitis are: long duration of the
plinary Committee (Supplemtenzt, p,. 95). disease, involvement of the whole large bowel, onset in youth, chronic

D British Medical 7ournal, 1969. All reproduction rights reserved. No. £644, page 589

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5644.589 on 8 M
arch 1969. D

ow
nloaded from

 

http://www.bmj.com/


590 8 March 1969 Leading Articles MEDICAL JOURNAL

continuous symptoms, and a clinically severe first attack. In
such cases total colectomy is an important prophylactic
measure against cancer. Familial polyposis coli, if untreated,
is certain to go on to cancer, but this is not likely to occur
under the age of 20. Treatment can therefore be postponed
until the patients are in their late teens. The usual practice
then is total colectomy with ileorectal anastomosis, with care-
ful observation of the rectal stump for the rest of the patient's
life. Excision of the rectum may become necessary if car-
cinoma develops therein.
How can diagnosis of bowel cancer be made at the earliest

possible clinical stage ? The results of screening the symptom-
less adult population are now available from a number
of cancer detection centres in the U.S.A. D. B. Shahon
and 0. H. Wangensteen' have reported their findings in an
11-year period (1948-59), during which time 9,035 patients
over the age of 45 were examined at yearly intervals. The
total number of examinations performed was 32,517. Full
clinical examination and sigmoidoscopy were carried out at
each visit, and a barium enema wvas given if polyps were
discovered, if anaemia was present, if the occult blood test in
the stool was positive, if symptoms of bowel disturbance had
developed between visits, or if there was a family history of
bowel cancer. Twenty-two cases of colonic and 26 of rectal
cancer were disclosed ; of these 48 cases, 35 were symptom-
less. In addition, no fewer than 3,083 rectal and colonic
polyps were discovered. In a later review from the same
University of Minnesota Cancer Detection Centre, V. A.
Gilbertsen,6 reviewing now over 12,000 patients submitted to
nearly 60,000 examinations, found that the estimated number
of cancers of the large bowel in the recheck period should have
been between 30 and 34, yet only nine did in fact occur.
Possibly this fall might be attributed to the routine removal
of the benign large-bowel polyps that were encountered.

Yearly routine examination has not yon the day in Britain
against objections that can be raised against it, nor could it
be carried out by our already strained clinical and radiological
services. But there is no doubt that the slightest suspicion
of bowel disturbance or episode of rectal bleeding, especially
in a middle-aged or elderly patient, should be subjected
immediately to investigation including sigmoidoscopy and
barium enema.
The presence of advanced local disease or of distant

metastases at the time of laparotomy does not necessarily
place the patient completely beyond surgical help. L. M.
Rousselot and his colleagues7 have produced figures which
suggest that significant improvement may be obtained in
advanced cases with affected lymph nodes if surgery is com-
bined with injection of 5-fluorouracil into the lumen of the
bowel together with intravenous injection of this drug on the
first and second postoperative days in a dosage of 10 mg. per
kg. body weight. Solitary secondary deposits in the liver are
amenable to surgical resection, and encouraging results have

been reported.8 9 In most cases, unfortunately, both lobes
are involved, so that resection is impossible, but even then
palliative resection of the primary lesion is well worth while.
Local obstructive symptoms will thus be removed, the intrac-
table pain of local invasion will be avoided, and occasionally
surprisingly long survival may follow. H. Ellis,"0 in a review
of patients in whom liver metastases were found at laparotomy
for cancer of the large bowel, found that all those in whom
no further procedure was carried out were dead within five
months. Those submitted to colostomy or short-circuit
operation only were nearly all dead within a year. Eighty-
seven patients had palliative removal of the primary tumour,
and 32 of these survived for more than one year.
Even when the patient returns with recurrent disease, it is

sometimes possible to carry out resection of the recur-
rence, whether this is in the liver, the suture line, the abdo-
minal wall, or a lung. When recurrent disease is fixed or
widespread it may still be possible to give useful palliation by
means of super-voltage radiotherapy, chemotherapy," or a
combination of the two.
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Another Green Paper
Speculations about the future of the Green Paper' were ended
last week, when Mr. Richard Crossman in a speech at
Norwich stated that the Government was scrapping it. There
was, he said, almost unanimous criticism of the proposed
single tier, area board peripheral administrative structure as
being too remote and denying those who use and those who
work in the Health Service an effective voice in its manage-
ment. He claimed, however, that there was virtually
unanimous support for a unified service. The Department
of Health and Social Security is to produce another Green
Paper which will propose unification through a two-tier
system of local administration consisting of some 200 district
committees, based on one or more district hospitals, and above
them a second tier of about 20 regional authorities (instead
of the 50 or so area boards proposed in the Green Paper).
It is aimed to publish the Green Paper, Mark II, in July and
a White Paper setting out the Government's policy in the
autumn.

Mr. Crossman was on surer ground in pointing to the
virtual unanimity of the criticism of the Green Paper than
in claiming a similar degree of support for a unified service.
The B.M.A. hedged round its support with a number of
provisos,2 and the general practitioners' conference3 voted-
though by a narrow margin-against unification. Doctors
will certainly welcome the proposal for a two-tier structure,
and it could go some way to meet some of the B.M.A.'s terms
for unification. But much will depend on what emerges in
the discussions between now and July. What, for example,
will be the respective functions of the tiers, and where will
the responsibility lie-and for what ?. How will the district
committees be appointed, and how representative will they
be ? Will the second tier, the apex of the pyramid of the
peripheral administrative structure, be built up from its base

' The Administrative Structure of the Medical and Related Services in
England and Wales, 1968. London, H.M.S.O.

2 Brit. med. 7. Suppl., 1969, 1, 55.
3 Brit. med. 7. Suppl., 1969, 1, 31.
4 Report of the Committee on the Local Authority and Allied Personal

Social Services, 1968. London, H.M.S.O.
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