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With so much recent interest on dietary fibre, fibre-depleted
starch foods have been said to be conducive to the development
of diabetes in susceptible people with particular genotypes.22
Certainly dietary fibre modifies carbohydrate absorption, and
its favourable effect on diabetic control may be due to an
effect on the incretin mechanism.
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Rickets in Asian immigrants
Rickets virtually disappeared from Britain in 1945 after milk
was fortified with vitamin D. Nevertheless, it then reappeared
in the early 1960s after fortification was stopped because of
deaths from hypercalcaemia. Rickets and osteomalacia are now
found mostly in Asian immigrants to Britain,' though their
extent and severity are not known accurately. Florid rickets is
seen most in Asian toddlers and adolescents, but congenital
rickets also occurs, and osteomalacia is found in Asian adults of
any age, but particularly pregnant women. Some studies have
yielded prevalences of biochemical rickets of up to 500 in
Asians2 and a prevalence of clinical rickets of 5° .3
The Department of Health and Social Security does not

agree that the problem is as serious as these figures suggest.
Dr J G Ablett told the symposium on rickets held at the King's
Fund Centre last week that he believes rickets is no more
common among Asian immigrants to Britain than those
remaining in the Indian subcontinent and that it should slowly
disappear here when immigrants adapt to British conditions.
Data from the Hospital Inpatient Enquiry and the Hospital
Activity Analysis had shown, he said, that the crude admission
rate to hospital for rickets has declined in the same time that
the Asian population has more than doubled. Moreover, in his
survey of general practitioners in areas with a high Asian
population, most of them had thought that the incidence of
rickets was decreasing.
The conviction that rickets in Asians is not as large a prob-

lem as had been suggested and that its frequency is decreasing
rather than increasing seems to have been responsible for the
recommendation by the working party on fortification of foods
with vitamin D against fortification of chapaty flour. The

working party has also been worried that some sensitive adults
would be in danger of developing vitamin D intoxication since
young men eat much more chapaty flour than children. The
conference heard that many researchers and public health
officials were unhappy that the policy of fortification has been
discarded: the responsibility for dealing with the problem in
areas with a high Asian population is now on the local health
authorities.

Clearly, at least in the short term, the diet of Asians must be
supplemented with vitamin D. This can be achieved by
encouraging Asians to eat more foods rich in vitamin D, by
supplementing their diet with vitamin D preparations, or by a
combination of the two methods. In areas of India where
rickets is prevalent WHO policy is to supplement the diet, but
this is seen as only a short-term policy; long term the policy is
to encourage dietary change. In India most people eat tradi-
tional foods and avoid rickets; surely the lack of sunlight in
Britain is not so severe as to make it impossible for a well-
balanced traditional diet to be sufficient for Asian immigrants.
For immigrants to change to a traditional British diet, which
some claim may play a part in our high incidence of coronary
artery disease, as well as certain gut diseases, might be to
escape from the frying pan into the fire.
The Glasgow public health authorities are unimpressed with

attempts to encourage Asians to change their diet and instead
have started persuading them to take free vitamin D supple-
ments. At the beginning of January they launched an energetic
programme which combines training health professionals and
reaching the Asian population through community groups,
schools, newspapers, leaflets, films, and other methods. Other
areas, including Leicestershire and Lancashire, have placed
more emphasis on dietary change. The problem of a low intake
of vitamin D is only one part of the nutritional problem among
Asian immigrants: their intake of other fat-soluble vitamins
and iron and protein may also be deficient. Thus all these
various schemes for combating rickets and osteomalacia
among Asian immigrants need careful evaluation if we are not
to waste time and money.
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Sir Ludwig Guttman at 80
The abilities of Sir Ludwig Guttman are diverse, which is why
he has played the major part in dramatically improving (in only
30 years) the prognosis of paraplegia. Firstly, he has the gift of
vision. In 1944, as the second world war produced a crop of
young paraplegics, he was appointed director of the first spinal
unit at Stoke Mandeville Hospital, and was able to see beyond
the conventional view of the hopelessness of paraplegia.

Secondly, he is a gifted and scrupulous clinician and scien-
tist. In a classic paper of 1945, reprinted in a special issue of
Paraplegia honouring his 80th birthday,' he laid down the
principles of managing paraplegia that prevail today and,
doubtless, will continue to do so. He emphasised the import-
ance of early active treatment that could best be undertaken in a
special unit. Recognising that most paraplegics died from the
results of pressure sores and urinary infections, he pioneered
frequent turning and scrupulous skin cleaning. He also
advocated intermittent urethral catheterisation and bladder
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washouts, but emphasised that this was to be discontinued as
soon as automatic bladder function was established. But, at
the same time as concerning himself with these practical
essentials, he also saw the supreme importance of creating a
"cheerful atmosphere," "impregnated with enthusiasm" and
with "high morale."

Nevertheless, clinical exactitude alone would not have been
enough to change the lot of paraplegics. A talent for organising
and implementing was needed, and Guttman had it. He was a
great advocate of what has since become the norm in managing
many conditions, "a team approach." Not only are many
different kinds of specialist doctors needed to manage para-
plegics, but doctors, nurses, physiotherapists, and occupational
therapists must all work closely together if success is to be
achieved. He recognised the importance of games and work,
inventing a game of "wheelchair polo," and organising work
locally for his patients in hospital. Sir Ludwig could also get
things done and cut through red tape, essential skills for
founding a new discipline in postwar Britain. His vision and his
organising skill combined to introduce international paraplegic
games in 1952; an International Medical Society of Paraplegia
in 1961; and a new journal, Paraplegia, in 1963.

His fourth talent, a talent to inspire, was also essential in his
success. He inspired the paraplegics to recover, and by sheer
weight of personality and presence he inspired nurses to turn
patients as often as half-hourly all through the night. One of
his patients of those times describes in the special issue of
Pasraplegia how Sir Ludwig "lived, talked, and must have
dreamt paraplegia" and how he "bullied" his patients to
recover.
At 80 Sir Ludwig retains the energy to continue with his

crusade. He argues cogently that more beds are needed for the
care of paraplegics and tetraplegics. There are many parts of
the world, he recognises, some of them otherwise medically
well endowed, where paraplegia is not well managed, and he
has personally visited over 35 countries. He thinks, too, that
the management of the spinally injured is a specialty on its
own and should be recognised as such. Finally, Sir Ludwig
argues that although the community has become more aware
of its responsibility to the disabled there is still room for
improvement.

I Guttman, L, Par-aplegia, 1979, 17, 6.

Treatment of biliary atresia
Until recently the outlook for children born with biliary
atresia was dismal. A small proportion of cases-not more
than 10' ,-are surgically correctable'; in these there are
patent proximal extrahepatic ducts, only the distal part
being atretic, so that an anastomosis can be made to some
part of the intestine. Most, however, have been considered
"non-correctable," there being no patent extrahepatic biliary
ducts and so no chance of anastomosis. Only about 1 '' of
patients with uncorrected atresia survive,2 and even among
those with correctable lesions operated on successfully three-
quarters suffer from progressive cirrhosis.3

In 1959 Kasai and Suzuki reported a new operation for
"non-correctable" biliary atresia.4 They found that transection
of the fibrous tissue at the porta hepatis resulted in a flow of
bile, and so have been able to perform a successful drainage

operation by anastomosing the bowel to the porta hepatis.
For several reasons general acceptance of this approach was
slow. Firstly, the procedure was not described in an English
language journal until 19685; secondly, there was a mis-
conception that atresia of the extrahepatic bile ducts was
accompanied by a similar intrahepatic atresia; and, lastly, an
anastomosis between bowel and the raw surface of the liver
went against the fundamental surgical principle that mucosa
must be sutured to mucosa.6 In the last few years, however,
large series of cases of portoenterostomy have been reported
both from Japan7 (where biliary atresia seems to be much
more common than in Western countries) and from other
parts of the world.8 " Surgeons have found that sustained
drainage of bile and disappearance of jaundice can be achieved
in around 30,, of patients; most of the children have normal
physical growth"; and some have survived for as long as 23
years.3 Cholangitis, however, is frequent in these patients,
especially during the first year after operation," and continuing
liver disease is common.

Nevertheless, the success of Kasai's operation has stimulated
a new interest in biliary atresia, the progression of cirrhosis
despite adequate drainage of bile having focused attention on
the cause of the disorder and the pathophysiological changes.
There has been ample opportunity for detailed histological
studies. As long ago as 1901 Rolleston and Hayne10 suggested
that biliary atresia might result from "descending cholangitis"
rather than anomalous development; but not until 1974 did
Landing" suggest that neonatal hepatitis and biliary atresia
could be two presentations of a single disease, which he named
"infantile obstructive cholangiopathy." Haas12 studied liver
biopsy specimens, portions of liver next to the porta hepatis
resected at operation, and extrahepatic duct remnants from
17 patients operated on for the relief of biliary atresia, showing
that inflammatory changes were present both in the entire
duct system and in liver tissue. These changes in the ducts
were similar to those found in the livers of some patients
with severe viral hepatitis and associated with giant cell
transformation, suggesting a common aetiology for the
abnormalities of hepatocellular damage in neonatal hepatitis
and of ductal drainage in biliary atresia. These changes may
still be found in liver biopsy specimens after successful
portoenterostomy.

Experience has improved the results, and 6000 or more
of the patients13 14 are now claimed to survive after porto-
enterostomy, free of jaundice and with stable liver function.
These excellent results depend on three factors: early surgery,
good operative technique, and avoidance of postoperative
cholangitis. The incidence of postoperative cholangitis has
been reduced by various methods of venting the bilioenteric
conduit and by using choleretic agents and prophylactic
antibiotics.15 Rickham and Hirsig'6 have proposed (on experi-
mental evidence) that postoperative cholangitis is due not to
ascending infection but to interference with the lymphatic
drainage from the porta hepatis during the operation; by
performing an omentopexy to a raw area of liver near the porta
hepatis they have eliminated postoperative cholangitis both
in pigs and in patients-though they have only a few cases,
followed up for at most two and a half years. Operative
technique is important, since the fibrous cord at the porta
hepatis needs to be divided at a level where there are patent
ductules of adequate size; if the transection is too superficial
the ducts may still be obliterated, and if too deep it may be
beyond the larger ducts-biliary ductules with a diameter of
less than 150 t offer no hope of success. Kasai'3 has made
detailed anatomical studies and has recently described a
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