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Birmingham, reviewed 25 patients who had undergone this
operation. In eight cases there were postoperative leakages
of the anastomosis, with one death, and these occurred
even in the presence of a safety-valve ileostomy. Two other
patients in the series died and 10 required further resection,
four having a new anastomosis performed and the rest
having an ileostomy. Of the whole group, 10 (40%)
ultimately had a successful ileorectal anastomosis, two of
these after a second resection of the recurrence. Since re-
currence may also follow proctocolectomy, these authors
consider that the ileorectal anastomosis remains a suitable
procedure for Crohn's disease of the large bowel.

F. T. de Dombal and his colleagues'3 from Leeds
found that recurrence after surgery is particularly likely
in children affected with Crohn's disease, and the per-
centage of recurrence drops with increasing age. B. I.
Korelitz'4 has also pointed out the gloomy prognosis when
the disease affects the large bowel with onset in childhood.
Recurrence is more likely to follow resections of small
intestine (40-4%) than of large intestine (11-8%), but in-
terestingly enough when both the large and small intestine
were involved the recurrence rate was the same as in cases
affecting the small intestine only. The recurrence was usually
in the small intestine proximal to the anastomosis and was
usually either in the period one to two years after operation
or in the period five to fifteen years after it; the outlook
was graver in the former group. Of the patients with re-
currences, one-third were managed conservatively, and those
undergoing a second operation were found not to have a
higher risk of requiring further surgery than patients under-
going a primary operation. At review some 70% of the
patients with a recurrence were in good or very good health,
and about three-quarters were satisfied with the outcome of
treatment.
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Iodine-I25 in
Hyperthyroidism

Iodine-125 has a half-life of 60 days compared with the
eight days of 1311, conventionally used in the treatment of
hyperthyroidism. Its radiation is largely of low energy
electrons with a shorter range than the radiation from 1311,
and its radiobiological effects will therefore be concentrated
on the apex of the thyroid cell adjacent to the colloid
where iodine is stored. On the other hand, the nucleus,
which is asymmetrically situated nearer the base of the

thyroid cell, will receive less radiation.' The higher-energy,
longer-range radiation of 131I radiates the thyroid cell
uniformly.

Postradiation hypothyrodism, the major complication of
radioiodine therapy, results primarily from radiation damage
to cell nuclei, which cease to divide.2 The physical
properties of 1251 make it an attractive theoretical tool to
reduce radiation to the nuclei while providing a higher dose
of radiation to the apex of the thyroid cell which is active
in hormone synthesis. Possibly 125I in doses equivalent to
13"I has less effect on thyroid growth, presumably because
of reduced nuclear damage.3 However, proponents of 131I
would argue that a reduction in the dose of this isotope
would have the same effect.4

Reducing the dose of 131I lowers the incidence of hypo-
thyroidism but it controls hyperthyroidism more slowly and
most patients need antithyroid drugs in addition, though
usually for less than two years.4 With similar nuclear doses,
and hence similar hypothyroidism rates, 125I has been
claimed to be preferable to 13'I because it controls symptoms
more rapidly and thus antithyroid drugs are not required.
But it is impossible to be precise in radioiodine dosimetry
because of the many variables. The more rapid control of
hyperthyroidism by 125I has been thought to be due to its
greater effect on the "hormonogenetic" parts of the thyroid
cell than on the nucleus.5 In man evidence for this is lacking,
but in animals there is some support for a relative dis-
sociation of the effects of 125I on hormone production and
growth potential.6 A lower dose of radiation to thyroid
nuclei might be disadvantageous. Nuclear damage without
destruction in association with thyrotrophin stimulation in
response to thyroid failure is certainly carcinogenic in ani-
mals. It is now well established 131I is not carcinogenic.
The effects of 125I therapy in terms of the rate of control

of hyperthyroidism and of the long-term incidence of hypo-
thyroidism and thyroid neoplasia need to be established.
Until then W. R. Greig and his colleaguess are probably
right to advocate that this isotope should be used only in
special centres with facilities for long-term follow-up.
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The Queen's Shilling
What makes a man take the Queen's shilling? The reasons
are probably as numerous as the number of recruits to
H.M. Forces. But attracting doctors into the Forces calls for
rather more than glossy television advertisements extolling
the excitement, glamour, travel, and good pay in service life.
For nearly 18 years after the second world war National
Service supplied the doctors needed by the armed Forces.
However, conscription ceased in 1960 and the Government
then found it necessary to offer a real incentive to attract
doctors into the Forces. The B.M.A. co-operated with the
Government in tackling the situation and the "new deal"
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