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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justify its use at home (P H Kidner, unpublished observation).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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comfort to hamper patient acceptance. Nevertheless, the
barium enema still plays a part in some of the "executive
screening programmes" in the United States.

Conventional sigmoidoscopy is easy to perform as an out-
patient procedure on patients with unprepared bowels, and
it has proved its value in detecting adenomatous polyps.
Several studies have shown a yield of between 4% and 9%
in patients over the age of 40.5- Nevertheless, with the
introduction of the fibreoptic colonoscope the whole of the
colon can now be screened by direct vision and-equally
important-colonoscopic polypectomy is now possible in
most cases without the need to resort to abdominal surgery.
The exceptions are mostly patients with familial polyposis
coli. Gillespie and his colleagues8 have recently -reported
their extensive experience at St Mark's Hospital in 620
patients with 1049 colonic adenomas. No fewer than 97%
were amenable to endoscopic removal or ablation. Of the
larger adenomas, 2 cm or more in diameter, two-thirds were
situated in the sigmoid colon, and of those containing invasive
carcinoma (488% of the total) an even higher proportion,
94%, were in the sigmnoid and lower part of the descending
colon. This distribution emphasises the particular value of the
recently developed sigmoidofibrescope, which has the
advantage over the conventional colonoscope of permitting
examination quickly and without any more elaborate prepara-
tion than a disposable enema. The value of using this instru-
ment for screening is underlined in a recent report by Lipshutz
and his colleagues,9 who examined 200 asymptomatic persons
over the age of 40 by using the 60 cm flexible sigmoidoscope.
The mean distance that the instrument was introduced was
56-4 cm and the mean time of the examination 7-4 rminutes.
Fifty-three polyps were found in 39 patients, and 22 of the
polyps were 0 5 cm or more in diameter. All the polyps of
this size were found in patients aged 50 years or more; in
this group the incidence of polyps of this size was' 11-9%,
and more than half were above the reach of a standard
sigmoidoscope.
There seems little doubt that the introduction of the

sigmoidofibrescope into our outpatient clinics will provide a
useful contribution, not only to early detection of bowel
cancers but also to our pick-up rate and removal of colonic
polyps.
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Pathogenesis of pelvic
inflammatory disease
The female genital tract is a microbiologists' nightmare, and
it is no surprise that the aetiology of pelvic inflammatory
disease is complex. While salpingitis may follow intrauterine
procedures such as curettage or the insertion of a contraceptive
device, the disease is usually due to an ascending infection,

often sexually transmitted.' Traditionally the laboratory
investigation of pelvic inflammatory disease was based on
examination of endocervical swabs and pus from pelvic
abscesses, but now specimens obtained from the fallopian
tubes by laparoscopy and from the cul-de-sac by culdocentesis
(aspiration through the posterior vaginal fornix) are also used.
Acute salpingitis is a common complication of gonorrhoea.2

Most studies show that Neisseria gonorrhoeae may be found in
the cervix in over two-fifths of patients with pelvic
inflammatory disease.3 Even if present in the cervix,4 however,
the organism is rarely recovered from pelvic abscesses, and
laparoscopic studies show poor correlation between the
results of culture from the cervix and from the fallopian
tubes.5 In many western societies, however, the commonest
cause of sexually transmitted disease is not N gonorrhoeae
but Chlamydia trachomatis.6 Recently, M'ardh et al7 have
recovered chlamydiae from the cervix in 19 out of 53 women
with acute pelvic inflammatory disease, and from six out of
20 tubal specimens from these patients; they believe that in
some areas C trachomatis is the commonest cause of pelvic
inflammatory disease. In Seattle, Eschenbach et a18 recovered
chlamydiae from the cervix in 10 out of 49 women with
non-gonococcal salpingitis, and showed a rising micro-
immunofluorescent antibody titre to C trachomatis in some.
The possibility that mycoplasmas may cause some cases of

pelvic inflammatory disease has been raised by Mgrdh and
Westr6m,9 who isolated Mycoplasma hominis from the endo-
cervix in 50 out of 79 women with laparoscopically confirmed
pelvic inflamnmatory disease; in seven women the organism
w-as obtained in pure culture from tubal specimens. Other
workers,8 however, have found that the isolation rate of
M hominis- from the cervix of women with salpingitis does
not differ from that of a control group.

Anaerobic bacteria are often recovered from pelvic abscesses,
postpartum endometritis, and septic abortions.'0 Their role
in acute pelvic inflammatory disease is not clear. Westrom
and Mardh" were unable to recover anaerobes from any
tubal specimens from 20 women with acute salpingitis. Several
groups have examined material obtained by culdocentesis.
Since the lower genital tract contains- all the species of
anaerobic organisms associated with pelvic infection,'2 such
studies need to be carefully controlled: as many as one-third
of specimens obtained by culdocentesis may be contaminated
despite efforts to clean the vagina.4 Chow et al" isolated
anaerobes by culdocentesis from 10 out of 20 patients with
pelvic inflammatory disease, whereas cultures from a control
group of eight women were negative. Studying a group with
severe disease, Eschenbach et a18 recovered a mixed aerobic
and anaerobic flora from culdocentesis specimens from five
out of 16 women with, and 19 out of 22 without, cervical
gonococcal' infection. Anaerobic organisms may be more
important as secondary invaders than as a primary cause of
pelvic inflammatory disease, but the possibility that they may
initiate infection is not excluded.
The best explanation of these conflicting data seems to be

that patients who have pelvic inflammatory disease without
any previous intrauterine procedure first develop infection of
the lower genital tract by sexually transmitted organisms-of
which N gonorrhoeae and C trachomatis are the most important.
These organisms ascend in the epithelium, subepithelial
connective tissue, or lymphatics, and initiate salpingitis; they
also facilitate secondary invasion by the normal vaginal flora,
including both aerobic and anaerobic bacteria. This implies
that correlation between tubal and cervical cultures can
only be expected early, before superinfection has occurred;
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