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considered as a reasonable indication for the benefit to be had
from intramedullary nailing with cement. Not only is action
welcome in outwardly hopeless circumstances, but these
procedures also give good relief of pain.
Nowadays most sufferers from malignant disease expect to

share the truth of their plight, and some degree of individual
choice has become seen as a patient's right. Pathological
fracture never lent itself to the otherwise occasionally useful
"copper bottomed lie" approach to cancer described by Sir
Heneage Ogilvie. Spontaneous abnormal mobility of a limb is
not easily explained away, and the American articles2-4 give
good advice on the humane and effective action.
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Perforating diverticulitis
For many years the orthodox management of perforating
diverticulitis was a multistage procedure of colostomy followed
by elective resection and colostomy closure. More recently,
this approach has come under increasing criticism for its high
mortality and morbidity.1 2 The alternative, aggressive
operation of emergency resection may now have become the
treatment of choice.3 Review of recent experience in Britain
and America shows that not more than 25"0, of operations for
diverticulitis are done for acute perforation.4-7 A single district
hospital might have only three to five such emergency opera-
tions a year: in the Birmingham region, for example, with its
five-million population, between 1969 and 1973 there were on
average 65 operations a year for acute perforated diverticulitis.'
Most cases are still managed conservatively.

Diagnosis of perforating diverticulitis may be difficult. In a
recent account of 30 cases eight had come under the care of
gynaecologists; six cases had been diagnosed as appendicitis,
and two as carcinoma.8 Such a scatter seems commonplace:
less than half of the patients give a history that would give any
guide to the correct diagnosis. These difficulties in diagnosis
must lead to many patients having a laparotomy when, had
the correct diagnosis been made, emergency surgery might not
have been undertaken.

Several different pathological conditions come under the
general heading of perforating diverticulitis, and they need to
be distinguished if our treatment policies are to be rational.
Firstly, the patient may have an area of localised inflammation
-to use an old-fashioned expression, a phlegmon of the colon
-or he may have a walled-off- abscess, either pericolic or
intramesenteric. If the diagnosis is reasonably certain the
patient may be treated conservatively with intravenous fluids
and broad-spectrum antibiotics, in much the same way as for
an appendix abscess. In most patients the acute condition
will settle down, and they may then be assessed at leisure and
a decision made on whether elective surgery is needed. If there
are no contraindications to major surgery and the episode has
been the culmination of a long history of trouble from diver-
ticulitis, then resection should be advised. If the acute attack
was the first evidence of the disease then it seems reasonable to
await further developments.

The second group of conditions are those producing a free
perforation. This may be large, giving rise to gross severe faecal
peritonitis, or small, allowing the escape of only gas and
bacteria, producing a much less severe bacterial peritonitis. In
either case laparotomy is required. If the perforation is small
with bacterial peritonitis only, management may be limited to
simple drainage of the site of the perforation, with appropriate
antibiotic cover. The surgeon may be able to seal the small
perforation with omentum or adjacent appendices epiploicae,
but this is by no means always simple. Whether a transverse
colostomy should be added is debatable: it is probably safe
not to do so but the evidence is not yet conclusive.
The patients with faecal peritonitis are at greatest hazard:

mortality rates may be as high as 20% and 40%.1 2 This
gloomy outlook reflects a combination of adverse factors. Most
patients are elderly and have other medical problems, and they
tend to come in late in the course of their illness. Furthermore,
transverse colostomy and simple drainage has often proved
ineffective in treating the condition: this method fails to
remove the continuing source of faecal contamination between
the colostomy and the perforation. The surgical procedure of
choice in these patients is becoming resection of the diseased
bowel, bringing the proximal descending colon out as a
terminal colostomy (combined with copious peritoneal lavage
with saline and antibiotic cover), for primary anastomosis after
resection carries an unacceptably heavy mortality and
morbidity. Nevertheless, while resection may now be the
treatment of choice, it is no task for a junior registrar with an
SHO anaesthetist in the middle of the night. An experienced
team is essential.
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Whooping-cough
immunisation
During the past two decades pertussis has become both much
less common and much less life-threatening than in the early
part of the century and between the two world wars. Even so,
outbreaks still occur, and among the most recently studied
(and most notable because of its size) was that of 1974-5. On
that occasion the mortality for notified cases under 6 months of
age was still high'; when there was no threat to life many
affected babies were in hospital for long periods, while per-
sistent cough and wheeze continued after the acute phase had
passed. Nor should outbreaks be the only cause for concern:
in the interval between them the disease remains endemic, with
3000-4000 notifications each year.
The prevention of whooping cough has therefore much to

commend it. Extensive vaccine trials were carried out in
Britain in the 1950s, and studies were also undertaken to
determine the best time in the first year of life to start
immunisation and the optimum interval between doses.
Maternal antibody against pertussis was found not to be
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