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factors such as pay leads, fringe benefits, or opportunities for
private practice. Surely attracting plenty of high-quality staff
to the care of mentally abnormal offenders is a critically
important issue in the protracted debate about security units.
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New knees now
When arthritis of the hip is bad enough to prevent a patient
working or enjoying life replacement of the joint with a
prosthesis offers reliable and reasonably durable relief. In
arthritis ofthe knee the solution is not so clear, for the technical
problems of knee replacement have proved more obstinate.
The pain' from an arthritic knee may often be less than that
from disease of the hip, but instability, stiffness, and pro-
gressive deformity add extra and disabling problems. The
arthritis often affects -both knees, more than doubling the
disability. If both knees are stiff, steps, stairs, and just getting
in or out of chair or bed become very"difficult.
When the symptoms have proved uncontrollable with drugs,

dieting, or palliative physiotherapy the question of surgical
treatment may properly be raised. Localised arthritis can still
be managed very well by patellectomy or high tibial osteotomy,
and arthrodesis, is valuable when the problem is confined to
one knee. There are, however, many patients (especially those
with rheumatoid disease) in whom both knees are badly
affected with severe disability. Provided foot and hip function
are adequate, prosthetic knee replacement has mu'ch to offer
these patients.

Despite the plethora of designs on the market, prostheses
fall into three groups. Among the earliest were those designed
as a long-stemmed hingel-3 in which movement occurs only
in the sagittal plane and through about 900, other stresses on
the knee being resisted. This fully constrained pattern has
given problems from loosening and fracture, but it has the
merit of'restoring alignment and stability to a severely damaged
joint. In contrast, in the second group, the unconstrained
prostheses, the condylar surfaces alone are replaced,4-6 usually
by curved metal implants in the femur with a high-density
polyethylene plateau for the tibia. The stability of the knee
then depends much on the preservation of the original
ligaments. Some correction of deformity is possible, but the
amount of bone resected is kept to a minimum. The third
group, semi-constrained prostheses, includes designs7 8 that,
by ingenious interlocking, are fully constrained and stable in
the extended weight-bearing position but, as the knee flexes,
develop a capacity for rotation and sideways motion that
protects against loosening.

In patients treated so far pain relief has been excellent early
on in eight or nine out of every 10 patients, but improvement
in the range of motion has been confined to knees that
previously had been very stiff. Some patients have lost a little
joint movement. Flexion 'contractures and varus or valgus
deformities can be reliably corrected. Prolonged follow-up is
restricted to the earlier designs, where problems that have
been reported have included deformation or sinking of the
tibial component, damage to the joint surfaces by cement

fragments, and instability or subluxation of the refashioned
joint through imprecise alignment of its components. Simul-
taneous resurfacing of the patellofemoral joint is now widely
advocated for the control of retropatellar pain.
Major failure of a knee replacement (such as by infection)

is best salvaged by arthrodesis-but this may prove difficult
when use of one of the larger prostheses has led to removal of
much of the cancellous bone of the condyles and shortening
of the leg. Rarely, the price of a failed knee arthroplasty is
amputation. Against this must be set the steadily increasing
number of severely crippled patients whose mobility and
independence have been restored by one (or often two)
judiciously advised and well-executed knee arthroplasties.
Though arthroplasty of the knee is still less certain and more
hazardous than replacement of the hip, its risks will often be
justified by the results.
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Managing -coronaries at home
In the late 1960s and early 1970s the care of patients with
acute myocardial infarction was seen in the context of manage-
ment in hospital. With the advent of effective antiarrhythmic
agents and the recognition that ventricular fibrillation is the
main cause of sudden death, efforts were made to reduce the
death rate through the development of coronary care units.'
Though these have proved useful, however, they have not
solved the problem; for patients tend to reach hospital too
late for such units to be fully effective-perhaps because
ventricular fibrillation tends to be an early complication.
When coronary ambulance services are well organised and the
community is strongly motivated an appreciable number of
lives can be saved2 3; indeed, when such an effective unit is
disrupted for administrative reasons, as has happened in
Brighton over the last two years, the death rate increases
sharply (D A Chamberlain, unpublished observation).

It is not, however, always possible (as has been suggested4-6)
to identify patients at high risk and admit them to hospital
for intensive care, the others being left at home. Bringing
intensive coronary care to the patient's home can have only
restricted application: in order to work it requires great
dedication on the part of the practitioner and associated
hospital-based services, unlimited time that can be protected
from other demands, and good home circumstances.
Regrettably, such a combination is rare. None the less, in a
substantial proportion of patients the diagnosis of myocardial
infarction may be established well after the usual danger
period for the occurrence of ventricular fibrillation, so that
we need a fresh appraisal of the treatment that can be offered
in the patient's home.

Intravenous lignocaine has been found to protect against
ventricular -fibrillation,7 8 but there is still debate about the
reliability of this and other agents. No drug that can be taken
by mouth has been shown to be effective: claims for
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disopyramide9 have been questioned,'0 and those who have
advocated it for use in hospital do not believe that their results
justify its use at home (P H Kidner, unpublished observation).
Mexiletine resembles lignocaine in action, but, given orally,
has not been shown to reduce the incidence of ventricular
fibrillation.1' There is much to be said for the caution expressed
by Graeme Sloman in discussing this paper:11 "We ought to
mention the concept of using disopyramide in a general ward
of a hospital without monitoring or adequate surveillance.
I could not speak too strongly against such a policy. It is
inappropriate to use such drugs as disopyramide or mexiletine
in an environment outside a coronary care unit where drugs
are being used which can interfere with conduction, and
which may produce serious side-effects." We should not,
then, treat patients at home who may be prone to ventricular
fibrillation. As this disorder is unpredictable" our policy may
have to be determined by extrapolation, and the patients most
suitable for home care are those with milder infarction seen
six or more hours after the event.
Wherever one treats the patient, analgesia is important:

the presenting complaint is usually pain. Patients with more
severe pain are likely to call for help early and come to hospital.
For those who stay at home and are troubled by recurrent
pain, we at once run into difficulties. Potent analgesics cannot
be left for self-injection, and oral analgesics may be too mild
and uncertain. Entonox (nitrous oxide and oxygen) has not
been widely used, and its unsupervised self-administration
by a frightened and. uncertain patient is unlikely to prove
satisfactory. Short-acting nitrates are useful where the pain
is due to recurrent angina, though a patient who has this
symptom very soon after mild myocardial infarction is surely
better off in a hospital-and preferably one with facilities for
urgent investigation and appropriate management. The pain
of myocardial infarction can be frightening as well as severe,
and the implications of the disease can be overwhelming to the
patient and his family. Possibly more stoical patients will
tend to stay at home, but even they may benefit from the
use of a mild tranquilliser, care being taken to avoid excessive
sedation.
A gradual return to activity is essential, if only because of

the patient's need to go to the toilet. Some patients may well
need a visiting nurse during the first few days or week. Here,
perhaps, more help could be obtained from health visitors,
who could ensure that the patient understands what is
happening, when to get up, and when to rest. Early mobilisa-
tion now seems to be usual'2 and may help to prevent venous
thrombosis and pulmonary embolism. Oral anticoagulants
have practically vanished from use in hospital, except for
complications such as deep venous thrombosis, and are even
less easy to use at home. Since the patient with a mild attack
who is treated in hospital comes home in seven to ten days,
patients in similar circumstances treated at home should
start sitting in a chair the day after the incident and gradually
become active, walking to the bathroom and so on with help
at hand. Indeed, the accessibility of sanitary facilities may
well influence the decision about whether the patient can be
nursed at home. If all goes smoothly, the patient should be
walking in the house within a week, and should then be
mobilised further just as he would have been had he been
treated for his first week in hospital.

If more patients with myocardial infarction are to be
selected for treatment at home, it would be helpful not only to
identify those who will do better (and not everyone would
feel that such recommendations4 6 can always be based on
documented proof of benefit) but also to have firm guidelines

on treatment. These -are lacking; but the practitioner should
not be daunted, for the hospital physician treating his con-
valescent patients faces identical problems. When we know
how to prevent reinfarction and late arrhythmias in hospital,
the benefits may then extend to the patient treated at home.
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Large-bowel polyps and
colonoscopy
Carcinoma of the large bowel is the second most common
killing cancer in Britain, second only to cancer of the lung,
and accounts for some 17 000 deaths each year in England and
Wales. Yet if the tumour is diagnosed early enough the
results of surgery are excellent. Better still, of course, is
prophylactic treatment of any potentially malignant disorder:
long-standing total ulcerative colitis, the rare cases of familial
polyposis coli, and the much commoner adenomatous polyps
of the large bowel.
The colorectal adenoma is the most important precursor

lesion for large bowel cancer, with strong clinical, histo-
pathological, epidemiological, and experimental evidence to
support its premalignant nature.' The risk of malignant
change is related to both the size of the adenoma and its
histology. Experience at St Mark's Hospital2 has shown
that only about 1% of adenomas under 1 cm in size undergo
malignant change. This proportion rises to about 10% in
those between 1 and 2 cm in diameter, and there is nearly a
50% malignancy rate in those over 2-cm. These findings
suggest that as adenomas grow so the cancer risk rises. Never-
theless, there remains a big difference in prevalence between
adenomas and carcinomas, and clearly most adenomas do
not ever become sufficiently big to become at high risk of
malignant change. The importance of the histological features
of these adenomas was shown by Enterline,3 who found in
situ carcinoma in 7% and invasive carcinoma in 0 6% of
tubular adenomas compared with a 19% and 4% incidence
respectively in tubulovillous adenomas.

If, then, the detection and removal of colonic adenomatous
polyps provides surgeons with a means of preventing cancer,
how should they set about it?
As a preliminary screening test the guaiac test for occult

blood in the stools is widely used. Fruhmorgen4 reported a
prospective screening examination of over 6000 persons aged
over 40, of whom 136 (2.7%) had one, two, or three stools
that gave positive results. Further investigation was done
on 117, and in 90% of these a source of bleeding was identified
in the colon. Carcinomas were found in 13, and 83 polyps
were detected-two of which showed focal carcinoma.
Barium enemas are not suitable for routine screening.

They are costly and time consuming and cause enough dis-
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