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Coping with Minor
Casualties
Doctors may be convinced that their case for shorter working
hours is fully justified, but patients tend to be aggrieved if
they cannot get medical attention at night and at weekends.
With rare exceptions, the victim of an acute, serious medical
or surgical emergency gets good treatment from the N.H.S.;
but the child bitten by a dog or the cyclist with a speck of grit
in his eye may have great difficulty in finding a doctor at all
on a Sunday afternoon.

This problem came before the House of Commons Ex-
penditure Committee during its examination of the accident
and emergency services,' and its report is provocative but
essentially reasonable. It followed the view of the 1962 Platt
Committee2 that hospital accident departments should deal
primarily with serious cases and that the flow of minor cases
"should be reduced by the operation of an adequate general
practitioner service at all times." In practice, the committee
was told, casual attenders with relatively trivial complaints
may constitute as much as 50% of the case load of a casualty
department, probably because they find it easier to attend
hospital than to attempt to contact their general practitioners,
especially in the evenings or at weekends. Too often, it seems,
a general practitioner appointment system imposes an in-
flexible 24-hour-delay (except for major emergencies); while
at weekends many family doctors use deputizing services
which again are geared to domiciliary emergencies rather
minor complaints.
The committee took the view that the accident departments

should be relieved ofthe burden ofthese casual attenders, and
suggested some ways in which this could be done. More use
should be made of the press and television to stress that most
minor complaints should be treated by general practitioners
rather than by hospital accident departments. Commuters,
travellers, and those on holiday should be reminded that ifthey
need urgent treatment they may consult a general practitioner
other than their own, says the report, and again it suggests
press and television should be used to make this point.
The corollary of these campaigns is that the committee saw

provision of a 24-hour service for treatment of minor com-
plaints as part of the general practitioners' duties-or at any
rate when they are organized into a group practice with
ancillary staff. Payments to the doctors of the group practice
allowance and reimbursement of part of the salaries of the
ancillary staff should, the committee suggests, be made con-
ditional on the provision of round-the-clock cover; it adds
that the ideal solution might well be the greater use of health
centres open 24 hours a day.

Certainly hospital accident departments-the Cinderellas
of the N.H.S.-are in urgent need of improvement. Some

progress has already been made with the creation of nearly
100 consultant posts in the specialty, but standards will rise
and staffing difficulties improve only when the type of work
has become clearly defined as coping with accidents and
emergencies rather than acting as a sort of casual dispensary
for all-comers. But can general practitioners be asked to
accept responsibility for the rag-tag-and-bob-tail of the
medical case load just when many have organized their
working days efficiently to give reasonable time off? Ad-
mittedly the better organized the doctor's day becomes, the
greater the disruption caused by one or more unexpected
patients; but surely it should be possible to cope with the
problem. Many practices in heavily populated areas occupy
purpose-built premises used by large groups of doctors, and
a patient who needs minor emergency treatment can reason-
ably be asked to attend there instead of the hospital. Patients
could quickly learn to phone the duty doctor to arrange
treatment rather than travel to the hospital-and indeed this
already happens in some parts of the country.

Certainly it is unfortunate if the effect of an appointment
system should be the diversion of minor emergencies away
from the general practitioner into overburdened hospital
accident departments-and this has been the trend in recent
years. One of the worst features of medicine in many North
American cities is the total lack of primary care out of hours:
action now can prevent the same thing happening here, and
action will be needed if the high reputation doctors enjoy is
to be pre-erved.

' Fourth Report from the Expenditure Committee, Session 1973-74. Accident
and Emergency Services. London, H.M.S.O., 1974.

2 Central Health Services Council, Standing Medical Advisory Committee,
Accident and Emergency Services: Report of the Subcommittee. London,
H.M.S.O., 1962.

Diet and Colonic Cancer

In Great Britain and the U.S.A. cancer of the large bowel is
second only to lung cancer as a cause of death, but mortality
from it varies in different parts of the world.' 2 It is
higher in North America, Great Britain, and north-west
Europe ("Western" countries) than in Africa and Asia. On the
whole those countries with high incidence or high mortality
rates of colonic cancer have high rates ofrectal cancer. Though
demarcation problems of recto-sigmoid tumours may contri-
bute to variations in their relative frequency, the fact that
tumours of the colon are consistently commoner in women
and rectal tumours commoner in men indicates that differences
between these two tumours do exist.
The incidence of cancer of the colon and rectum is higher in

American negroes than in Africans,3 4 and mortality from
colonic cancer among Japanese migrants to the U.S.A. and in
their offspring is higher than in the Japanese in Japan.5 These
observations suggest that international differences cannot be
attributed simply to racial or genetic factors and that environ-
mental factors must be important. Diet has an obvious claim
for attention, and it is relevant that the Japanese in the U.S.A.
have apparently in the main adopted a Western diet, while a
study in Japan itself suggested that the diet of patients with
colonic cancer was more often of Western type than that of the
controls.6 Furthermore, since intestinal bacteria have been
shown in animal experiments to produce tumours of the large
bowel,7 8 the capacity of dietary changes to alter the intestinal
flora9 10 provides a mechanism, in addition to any direct action,
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whereby diet might influence the incidence of such tumours in
man. But the detection ofany particular constituent ofWestern
diet that does so presents problems.

E. L. Wynder and T. Shigematsull suggested that dietary
fat plays a part. They pointed out that only about 12%, of
calories in the diet in Japan come from fat (mainly unsaturated)
in contrast to over 400/,, from fat in the U.S.A., almost half of
which is saturated. In keeping with this hypothesis they noted
a correlation between national mortality rates from cancer of
the large bowel and arteriosclerotic heart disease, a disease in
which a connexion with fat is more generally accepted. They
observed also that there is some evidence of both a higher
incidence of colon cancer and a greater intake of animal fat
among Jews than in other groups in the U.S.A. Suggesting
that breakdown products of fat in faeces might be carcino-
genic, a property already demonstrated for certain long-chain
fatty acids in experimental animals, they recommended that
more attention should be directed to diet and faeces in studies
of cancer of the colon.

In 1971 M. J. Hill and his colleagues'0 reported some im-
portant results. In contrast to the largely vegetarian people
living in countries where cancer of the colon is uncommon,
such as Uganda, India, and Japan, people in countries where it
is relatively common, such as Great Britain and the U.S.A.,
had a higher faecal concentration of neutral steroids derived
from cholesterol and of acid steroids dzrived from bile salts.
People in the latter countries also had fewer aerobic bacteria
but more anaerobic bacteria such as bacteroides and particularly
those which metabolize bile salts. These bacteria produce 7 cx
dehydroxylase, and this enzyme removes the 7 a hydroxyl group
from cholic acid to give deoxycholate, a substance which can
be carcinogenic in experimental animals and is similar in
structure to the more potent carcinogen, 20-methyl-cholan-
threne. Furthermore, the faecal concentration of dihydroxy-
cholanic acids (most of which is deoxycholic acid) correlated
well with the incidence of colonic cancer in the country from
which the faecal samples were collected.

B. S. Reddy and Wynder'2 have recently reported con-
firmatory findings in a study offaecal samples from people on a
normal American diet (high in fat and animal protein) and
from several different vegetarian groups in the New York area,
namely, strict vegetarians, Seventh Day Adventists, and recent
Japanese and Chinese immigrants. 3-glucuronidase activity
was used as an index of faecal bacteria activity and was found
to be higher in people on a mixed Western type of diet than in
the vegetarian groups. Again the faecal excretion of the chol-
esterol breakdown products coprostanol and coprostanone
was highest in the group on a mixed Western diet, which also
had the highest daily excretion of both total and degraded bile
acids.
D. P. Burkitt4 believes that diet and faecal constituents are

important in the aetiology of cancer of the large bowel but
attributes the danger to the low-residue diet of the West, high
in refined carbohydrate and low in fibre. He has also pointed
out that the low stool weight and the longer intestinal transit
times in the West would tend to increase both the concentration
ofany faecal carcinogen and its contact with colonic mucosa. A
link with the previous work on bile salts has recently been pro-
vided by the finding'3 that the addition of dietary fibre in the
form of bran reduces the degradation of bile salts, possibly by
decreasing their contact with colonic bacteria.
Except for a slight effect of socio-economic status on the

incidence of colonic cancer, other possible factors such as
alcohol, tobacco, obesity, and laxatives have been studied
epidemiologically with largely negative or inconclusive
results,"'4 while other aspects are under investigation.'5

In summary, some feature of Western diet seems to increase
the likelihood of cancer of the large bowel, but the evidence for
any specific constituent doing so is weak. Though fat has
received particular attention it is by no means the only dis-
tinctive component of Western diet. Indeed it is noteworthy
that national mortality rates for colonic cancer are closely
correlated with the consumption of animal protein 16 17 as
well as fat. So far no definite carcinogen has been detected. But
the effect of diet on the intestinal flora and thereby on bacterial
breakdown products of bile salts and certain food constituents
deserves further study. It would also beofinterest toknow ifthe
incidence of cancer of the large bowel is appreciably lower in
vegetarians living in the West than in the general population.
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Unsuspected Cytomegalic
Mononucleosis
The patient's age is often of dominant effect in the battle
between him and a disease. Rubella virus and Toxoplasma
gondii, for instance, can both cause gross abnormalities if the
organisms reach the cells of the unborn fetus, yet in the adult
the same organisms usually cause mild or inapparent infec-
tions. This is true also of cytomegalovirus infection.

Infection of fetal cells with this virus may lead to an over-
whelming generalized disease at birth or to severe brain
damage some months later,' while in older infants, children,
or adults the infection is common but usually inapparent.
Serological or virological surveys have shown infection rates
from 20 to over 80%,2-4 and it has been stated that "when it is
looked for the virus will often be found."5 Infected children
or adults may shed the virus in the urine for months or even
years and yet be asymptomatic. This is probably the com-
monest result of infection after birth, but in some patients
infection can cause manifest illness.
When infection does break through to the clinical surface

the commonest symptom is fever. The temperature may
swing between 99°F (37-2°C) and 103°F (39.40C), but the
patient usually remains well and may not seek medical advice
for a week or so. He probably feels off colour and tired, and he
may have a mild sore throat and some vague muscular pains.
The doctor finds little on physical examination to account for
the fever. Lymph nodes are not usually enlarged and the
spleen is rarely palpable. The pharynx is perhaps injected but
there is no exudate or gross oedema. He is likely to label the
patient a case of "pyrexia of unknown origin" for further
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