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Surgery in Crohn's Disease
The surgeon who operates for Crohn's disease cannot promise
his patient a good result: indeed follow-up studies show that a
third of all patients submitted to operation need further
surgery later.' However, operation may become mandatory
when there are severe symptoms of subacute obstruction or
when fistulae and other complications are causing persistent
serious ill-health.

Clinicians are sometimes loath to consider surgery in this
condition because they fear that loss of intestine can only
aggravate the nutritional disturbances; but N. H. Dyer and
A. M. Dawson have suggested from their study2 of 63 patients
that the high incidence of malnutrition is related not so much
to malabsorption as to the "toxic mass" of the disease. They
argued that major surgery should not be avoided for reasons
ofnutrition, since resection ofan extensive segment of diseased
bowel is likely to improve the patient by removing the source of
gastrointestinal loss of blood, protein, water, and electrolytes.
When surgery is indicated, resection rather than short

circuit has always been favoured in Britain though the reverse
has tended to be the case in the U.S.A. Certainly J. A. Wil-
liams and his colleagues3 in Birmingham found a much higher
recurrence rate in patients submitted to bypass than those
treated by resection, while J. D. Frank and B. A. Shorey,4
who recently reviewed 28 cases ofcarcinoma ofthe small bowel
complicating Crohn's disease, found that no fewer than 11 of
these had developed the tumour in a surgically bypassed
segment of intestine. Recurrence after resection of Crohn's
disease of the small intestine eventually occurs in a high
proportion of cases, though it may be delayed for many years.
There is much controversy on the optimum extent of the
resection. Some surgeons believe that a generous segment
should be removed on either side of the affected area, others
are more conservative; some advocate excision of all enlarged
adjacent nodes, even if this means the sacrifice of a length of
apparently normal gut, while others are content to leave
enlarged nodes in situ; but there are no controlled studies to
tell us which of these views are correct.5
The prognosis following colonic Crohn's disease seems to be

rather better than in the small intestine. When there is exten-
sive disease of the whole of the large bowel including the
rectum there appears to be no alternative but total colectomy
with excision of the rectum and with a permanent ileostomy.
Unlike the patient with ulcerative colitis, who can at least be
guaranteed freedom from recurrence once having undergone
this procedure, the patient with Crohn's disease is still at risk
of ileal recurrence-though the frequency of this complication
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varies from series to series. F. W. Nugent and his colleagues6
at the Lahey Clinic found only one example of ileal recurrence
in 33 patients treated by total colectomy and J. K. Ritchie
and H. E. Lockhart-Mummery7 4 in 56 patients followed up for
an average of eight years after excision of the large bowel.
However F. T. de Dombal and his colleagues8 noted a 10.8%
recurrence rate after this procedure at Leeds and D. M. Stein-
berg and his colleagues,9 from Birmingham, reported a 31%
recurrence rate in 73 patients. Ileal disease at the time of the
initial resection did not appear to increase the risk of later
recurrence. These last authors were unable to explain the
striking differences in the published results but considered they
were likely to be due to variation in the patients themselves
rather than in surgical technique.
When the rectum is comparatively healthy though there is

extensive disease of the rest of the colon most surgeons carry
out a conservative resection with ileorectal anastomosis.
J. H. Burman and his colleagues'0 described 25 patients sub-
mitted to this procedure of whom only 10 had a successful
eventual ileorectal anastomosis, two of these only after a
second resection of a recurrence. W. N. W. Baker studied 26
patients who had undergone the operation at St. Mark's
Hospital. There was one post-operative death, one leakage
which required excision of the rectum, and five patients
developed progressive disease. There were three later unrelated
deaths and only four of the patients were found to be free from
recurrence of the disease at subsequent review up to 16 years
later. Recurrence usually occurred in the region of the rectal
anastomosis, but three patients developed ileal disease as well
as local recurrence, and one developed small bowel disease
without further rectal lesions. The long term prognosis is
undoubtedly worse than it is for ileorectal anastomosis per-
formed for ulcerative colitis.

In 1971 de Dombal and his colleagues studied the relevant
factors in recurrence of the disease after surgery. Recurrence is
particularly likely when operations are carried out in children,
and the incidence falls with increasing age. The disease
recurred in 40% of resections of the small intestine in their
series; this incidence was the same in patients with large bowel
disease as well. After ileorectal anastomosis the recurrence
rate was 45% but only 10-8% after total colectomy and ileo-
stomy. The usual site of recurrence was in the small intestine
proximal to the anastomosis; it either occurred within one or
two years of operation or was delayed for 5 to 15 years post-
operatively; the prognosis was graver in the former group.
The Leeds authors noted that while recurrence is undoubtedly
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common the situation is not entirely one of gloom, since at
review about 70% of the patients in whom the disease had
recurred were in reasonable health.
The cause of Crohn's disease remains unknown so it is not

surprising that results of both medical and surgical treatment
are far from satisfactory. There seems little doubt that ad-
vances in therapy should follow further knowledge ofthe cause,
and recent studies 12 13 which suggest that there might be a
transmissable agent in tissue obtained from patients with
Crohn's disease open up interesting prospects for the future.
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Irresponsible Poisoning
About a third of a million children are poisoned each year
in Britain. Prescribed drugs are responsible for a high pro-
portion of these cases-and one of increasing importance.
We still have ferrous sulphate tablets that look like Smarties,
and we regularly prescribe more than lethal total amounts of
barbiturates. The situation is disturbing and, to outside ob-
servers, seems to be handled with amazing irresponsibility;
indeed our attitude to tricyclic antidepressants seems to have
a Kafka-like flavour.
The tricyclic antidepressant drug imipramine was intro-

duced with immediate success in the late 1950s. One of the
first fatal cases of poisoning was reported' in Melbourne in
1960-a child who had taken his mother's Tofranil tablets.
The report ends with the comment, "The father of this boy
was quick to state the obvious point that the tablets were a
pretty pink and sugar-coated. He felt sure that, but for these
characteristics, the child would not have taken more than a
few of them. Drugs dangerous to children should be made
distasteful and unattractive." Ten years later in that same
city Brown, Dwyer, and Stocks2 showed that admissions for
poisoning with tricyclic antidepressant drugs had overtaken
those for overdosage of barbiturates.

Matters became worse when these same drugs were (in-
evitably) introduced as a treatment for enuresis. The pos-
sible dangers were pointed out3 in the B.M.j., but only last
week (p. 261) we carried a report of 60 children admitted be-
tween January 1966 and July 1973 with poisoning with tri-
cyclic antidepressants; of these over half had been prescribed
for enuresis. Antidepressant tablets are still pink or brown
sugar-coated sweets.

Perhaps the experience in Glasgow is not reflected in
centres where the treatment of enuresis excludes this drug,
but even in such centres poisoning with tricyclics seems an
increasingly important group in paediatric departments and
resuscitation wards. The clinical control of tricyclic poisoning

is not simple. There is no clear correlation between the
amount of drug taken and the extent and type of symptoms.
The analysis of tissue fluids is qualitative and not quantitative
and there is no freely available antidote.
A review4 of published work on tricyclic poisoning in

children by Steel, O'Duffy, and Brown in 1967 set out the
symptoms of the condition and its management, and the
more recent experience of Drs. K. M. Goel and R. A. Shanks
largely supports its findings. Toxic symptoms in the children
are many and variable.5 Vomiting is not common, but there
are usually behaviour disturbances with restlessness, ataxia,
convulsions, and coma; the most usual picture is a combina-
tion of restlessness and drowsiness. There is frequently a
sinus tachycardia and other electrocardiographic abnor-
malities. The lethal features lie in the effects of the drug on
the respiratory centre and heart, and, as Rasmussen pointed6
out in 1965, barbiturates are potential respiratory depressants
and should not be used to control convulsions. Paraldehyde
was recommended by Steel et a1., and Goel and Shanks used
diazepam. The toxic effects are enhanced by any increase in
the cardiac workload, so it is important to keep these children
in an as unstimulated and restful state as possible. The highest
mortality is in the first 24 hours, and the prognosis improves
considerably following this. Even if the child ceases to show
symptoms, however, he should be maintained for at least
three days with E.C.G. monitoring before discharge. Simi-
larly, all children with suspicion of poisoning with tricyclics,
whether symptomatic or not, should have E.C.G. moni-
toring for 24 hours before discharge.
These cases of poisoning are preventable. If every parent

kept medicines locked away from children, and drugs were
dispensed in non-lethal amounts, all would be well. The
bathroom and kitchen cabinets of this country contain large
quantities of unused tablets and medicines, many potentially
lethal to the infant in the house. In one northern industrial
city it was estimated that there are one million medically
prescribed tablets unused each year. A publicity campaign
carried out by the Health Education Officer brought in 650,000
tablets in two weeks.7
The situation with tricyclics is more difficult than with

many drugs, since they are given for chronic states in adults
and children and thus tend to be dispensed in large amounts.
Patients who need these drugs tend to be less than usually
reliable and stable. Attempts have been made to design drug
containers that are difficult for a child to open, and the British
Standards Institute has recently produced two drafts on the
design of reclosable and non-reclosable containers for pos-
sible use with children.8 9 While this may help a little, it is not
the right answer-most children are at least as resourceful as
their parents.
The question of giving tricyclics to children with enuresis

should be very seriously reconsidered. There has been a
great variety in fashions in the treatment of this condition,
and the evidence for the beneficial effect of tricyclics is by no
means convincing. Can it really be justified to use a potenti-
ally dangerous drug in the treatment of a self-limiting, non-
fatal disorder, particularly if the efficacy of the drug in the
treatment is not certain
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