
BRITISH MEDICAL JOURNAL 1 APRIL 1972 3

Intestinal Ischaemia
The incidence of acute intestinal infarction approximates to
the reported death rate-some 600 deaths a year in the
United Kingdom. Though it may be theoretically possible to
restore the intestinal circulation, late diagnosis of cases with
additional cardiac, respiratory, and renal abnormalities pre-
cludes a successful outcome in the majority, and the patient
is usually doomed from the start.
Though the classical description is of a patient who de-

velops sudden severe abdominal colic, passes blood and
mucus per rectum, and rapidly develops peripheral circu-
latory failure, A. Marston' rightly emphasizes that the mode
of presentation is usually atypical. The onset is often in-
sidious with only vague abdominal pain, and the patient
may remain apparently well for hours or even days. At this
stage, when the diagnosis must be made or laparotomy
undertaken for treatment to be effective, the patient may
have mild abdominal distension with generalized tenderness
but no rigidity. Bowel sounds are normal or increased until
the stage when peritonitis ensues, the abdomen is silent, and
irreversible gangrene is present.

It requires a high degree of suspicion on the physician's
part to consider a diagnosis of intestinal infarction at this
stage, and the surgeon will often hesitate to undertake
laparotomy for vague symptoms when the patient's general
condition gives rise to doubts about the anaesthetic risk. As
the ischaemic process continues, vast quantities of fluid and
blood are lost, and the patient rapidly deteriorates. Marston
points out that, when florid physical signs have appeared,
the point of recovery for the patient has probably been
passed.

Investigation of the acute case yields disappointing re-
sults. Plain films of the abdomen may show intestinal dis-
tension, and aortography is of doubtful value. Leucocytosis
occurs early and may be of value, but other laboratory
investigations merely reflect the severity of the underlying
changes.

Before surgical operation resuscitation by intravenous
fluids, correction of metabolic acidosis by bicarbonate, and
administration of antibiotic may help to prepare the patient.
Administration of heparin is unlikely to be rewarding.
Though total midgut necrosis is lethal, it is sometimes
possible to undertake a limited resection, the removal of a
mesenteric embolus by Fogarty catheter, or revascularization
of the superior mesenteric artery by bypass graft or by
direct anastomosis to aorta or common iliac. Routine re-
operation 24 hours later is strongly advised to assess the
success of revascularization and to resect any bowel which
has subsequently become gangrenous.

Chronic intestinal ischaemia is a different problem, but,
if the diagnosis can be made, successful revascularization
may avert acute infarction. The classical history of severe,
persistent, postprandial pain ("intestinal angina"), vomiting,
severe loss of weight, and alteration in bowel habit is seen
only infrequently, and the patient is more likely to present
with vague abdominal pain and moderate loss of weight.
Early enthusiasm for the investigation and treatment of
cases due to atherosclerosis has waned because many
patients develop a good collateral blood supply and do not
require surgery.2

Recently attention has been paid to the coeliac axis com-
pression syndrome. American reports3 are encouraging in
that patients with abdominal pain, weight loss, and bowel

upset have been shown to have stenosis of the coeliac axis
caused by external compression from the median arcuate
ligament of the diaphragm or from periarterial fibrosis.
Simple division of the constricting fibres brings relief of
symptoms in 70-80% of cases. J. A. Edwards and his col-
leagues4 are not so convinced, and there is certainly a need
for further study of this problem.
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Smoking and Vascular
Disease
Despite the recent report of the Royal College of
Physicians' there has been little change in British smoking
habits. The medical profession is the only professional
group in which cigarette smoking has lessened, and the
decline in mortality from lung cancer among doctors is
highly significant.2
Now the harmful association between smoking and peri-

pheral vascular disease is becoming increasingly well docu-
mented. In 1960 J. L. Juergens and his colleagues3 at the
Mayo Clinic reviewed 520 patients known to have had
arterial occlusion for five years or more, and showed that
none who gave up smoking subsequently required amputa-
tion. Of those who continued smoking 11.4% required am-
putation for gangrene. The evidence incriminates cigarette
smoking as a major cause of deterioration in patients with
established arterial occlusive disease. R. Wray and his col-
leagues4 found that in 45 aortofemoral bypass grafts nine
patients who continued to smoke developed late occlusion
of their grafts and none of the 16 who stopped smoking
developed occlusion within a three to six years follow-up
period. There is therefore good reason to advise patients
with arterial occlusive disease to stop smoking.
Though these findings do not necessarily incriminate

smoking as an aetiological factor in the development of
disease the inference is strong. Apart from the accepted
causal relationship between smoking and Buerger's disease,
there is evidence of a strong association between arterial
disease due to atherosclerosis and cigarette smoking. Few
patients with intermittent claudication or gangrene are non-
smokers, and many of the latter are elderly or suffer from
diabetes mellitus or embolism. Few would assert, as H. H.
G. Eastcott5 does, that he saw fewer than 20 male non-
smokers in over 2,000 cases, but analysis of male patients
attending any vascular clinic will show consistently that well
over 95% are smokers-a proportion which is inconsistent
with the distribution of smokers in the general population.

In a careful and well documented necropsy study of
aortic atheroma in 1,019 patients who died from cancer and
who had been asked about their smoking habits during life,
D. L. Sackett and his colleagues6 showed a statistically
significant increase in the severity of atheroma in smokers
compared with non-smokers. Ex-smokers showed a pattern
similar to that of non-smokers, and there was no significant
difference between those who regularly drank alcohol and
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those who did not. Smoking causes vasoconstriction. J.
Gershon-Cohen and A. G. B. Borden7 found a consistent
temperature decrease of 05-3°C in the fingers and toes of
volunteers who smoked a cigarette. There are also complex
changes in various constituents of the blood. H. Pozner
and J. D. Billimoria8 showed that fasting plasma turbidity,
cholesterol, and /3 and pre-I3 lipoproteins were significantly
increased in heavy smokers, and platelet adhesiveness9 and
platelet aggregntion'0 may be affected by cigarette smoking.

But, in view of the accumulated evidence condemning
smoking as deleterious to health and the cost of treating
consequent disease, relatively little has yet been done to
combat the smoking habit in Britain.
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Data on Patients
The third of the Occasional Hundreds series, "Foundations
for Health Service Management," published by the Nuffield
Provincial Hospitals Trust' contains a preliminary study of
the requirements for a health information system. This study
was commissioned by the Scottish Home and Health Depart-
ment in 1970 and the findings are related to the proposed
new organization of the health service in Scotland. However,
most of the issues discussed apply throughout the National
Health Service.

Perhaps the most fundamental recommendation is that
there should be a "master patient register" within a health
board area, with the means of referencing or linking all
other sets of data to it. This register would contain similar
information to that at present held by executive councils.
By ensuring that it would be a "focal point in organiza-
tional and operational activity rather than a mere reference
source for payment of G.P.s." the authors believe that there
would be greater accuracy than in existing executive council
records. Primarily for financial reasons the report also
identifies four other major kinds of data that should be put
on an organized footing-namely, personnel, drugs, supplies,
and buildings.

All these data are available now somewhere within the
Health Service, and few people working in this field doubt
that tremendous improvements would follow if the data
were properly organized and readily available for analysis.
But there are implications which may hinder these develop-
ments in relation to the data on patients. Firstly, there
would need to be a uniform system of identifying patients.
In order to ensure the use of an identification card, which
the report proposes, it is recommended that it must be used
by all branches of the Health Service. Secondly, the colla-
tion of data on patients, particularly with the aid of a
comouter, raises issues of ethics and privacy.
The general public, including some members of the

medical profession, understandably dislike identification
cards and are anxious lest databanks could be open to

unauthorized people. But it is reasonable to argue that data
collected on patients or groups of patients within one sector
of the Health Service are helpful for the care of patients in
other parts of the service, and if they are to be collected
some common system of identification and the merging of
information are essential. There may be a case for storing
certain types of information, but the report's proposal that
an identification card gives access to a service which until
now has never required one is unlikely to attract sympathy,
let alone support, from the public.
The report states that the physical security of data can

be overcome, at a price. Clearly rigorous standards of
physical security are essential, but this can never replace
the personal responsibility of everyone working within the
Health Service to maintain confidentiality. Thus all staff
handling data on patients should be employees of the Health
Service, and the databanks must be independent of any
other Government department.
To carry out the report's recommendations within any

new health authority would be an enormous task, and the
report gives a priority list for phasing the developments. It
estimates that the annual costs would approach £1 5m,
which is less than 1% of the annual budget of the Scottish
Health Service. There would be large savings to offset
against these costs, but the hope is that these wo ild be
absorbed by the provision of more extensive facilities.
Many of the report's recommendations could have been

developed already within the existing tripartite structure.
The forthcoming reorganization of the Health Service
should promot people to study them seriously-both north
and south of the border.
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President of R.C.P.
Professor C. A. Clarke, F.R.S., was elected President of the
Royal College of Physicians of London this week in
success;on to Lord Rosenheim.
Lord Rosenheim, who has held the office for six years,

deserves the thanks of more than his own college. His influ-
ence went further. Not only was he "a prudent man, and
one skilled in the science and practice of Physic," as the
college bylaws require, but he brought to his task unusual
gifts of personality, imagination, and persuasiveness. Under
his leadership the R.C.P. has finally shed its reputation of
being just a club for London physicians, and has emerged
as a potent force in medical education-and in areas far
beyond the metropolis. The great increase in the college's
own educational activities, its president's personial and official
encouragement of the postgraduate centre movement, and
the agreement with the sister Scottish colleges over the
common United Kingdom Membership all bear this out.
During his term the provincial voice of the college has
swelled and the Fellowship expanded. Closer links with
other Commonwealth colleges have been forged and there
has been a joint meeting with the American physicians-
evidence of a breadth of outlook which augurs well for
entry to Europe. Last month saw the launching of the Joint
Faculty of Community Medicine.

These are notable achievements, and the profession,
physicians particularly, are indebted to Lord Rosenheim.
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