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usually disastrous for the child, so much so that it would have
been better for the child had the attempt not been made,"
but for the deprived child failure to make the attempt can be
almost as disastrous. Two factors that may prevent such
disasters are very careful selection of adopters and providing
consistent, clear professional advice about the problems that
may arise.
The proportion of adopted children referred for psychiatric

advice is greater than average, but less than that of illegiti-
mately born children who remain with their biological
mothers.3 According to Ounsted, there is no difference in the
presenting symptoms of adopted children-with the single
exception that compulsive theft is significantly more common
among those placed after the age of 6 months.4 There are
compelling arguments for early infant adoption, but institu-
tional care does not inevitably lead to irreversible disorders in
later life, and the placement of children after infancy is not
necessarily doomed to failure. A British study showed that of
24 children adopted from institutions at an average age of 34
years most formed normal affectional ties with their parents,
presented few behavioural problems, and performed at an
above-average intellectual level after one year.5 In the United
States three-quarters of a group of parents who adopted
children between the ages of 5 and 12 years who had been
neglected were satisfied with the adoption six years later.6
A recent retrospective inquiry7 in Canada into factors con-

tributing to adoption breakdowns looked at a group of children
mostly past infancy at the time of placement, in whom there
was evidence of preceding deprivation. In most cases the
adoption broke down within a year. Indiscriminate friendliness
and excessive eating were specifically associated with earlier
deprivation, but other symptoms, such as inability to share,
testing behaviour, isolation and withdrawal, hyperactivity, or
conversely lack of normal activity and food refusal were all
described. The adoptive parents declared that they could not
cope with these problems; but in fact the children did not differ
in background or behaviour from a control group whose
adoptions did not break down. Difficult behaviour does not
therefore in itself preclude satisfactory adoption.
Much depends on the parents who are chosen for the

deprived child. There is no single type of family which is
exclusively or consistently successful in adopting older
deprived children. Motivation is important, and there is a
danger that some couples may offer to adopt an older child
when they would have preferred a healthy infant had one been
available. Perhaps "grown-up baby applicants can rarely meet
the needs of waiting children."8 Whatever their preferences or
motives, it is crucial that the parents should want the child for
what he actually is rather than for what they think he can be
made to be. Attempts to change him and rigidity in dealing
with him may induce aggressive and destructive behaviour.
At the same time they will need to understand his feelings if
they are to avoid exacerbating difficult behaviour. Many of
these children have had little opportunity to develop a basic
trust in people and cannot make an immediate positive
response to adopters. Persistent attempts to obtain one may
increase a child's withdrawal or aggravate testing behaviour.
Some children will require professional help, but the reaction
of a child to placement is not always predictable. A disruptive
child will often calm down if he gets his own family, especially
if there is no competition from those of his own age.
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Cats, kings, and computers
A cat may look at a king, and even in this age of automation
there seems nothing odd in the spectacle of a group of humans
sitting down to try to sort out an ailing computer programme.
Indeed, it was only right that the unsatisfactory progress of
the NHS experimental computer programme in the early
1970s' should have led to its reappraisal. Nor is it surprising
that changes are now being recommended, set out in the
DHSS Review of NHS Computing Needs recently published.2
The Departmental Study Group concerned was set up nearly
two years ago to examine the computing needs of regional
and area health authorities and the facilities which should be
provided. Its report discusses the balance between national,
regional, and area planning of computer services and the future
place of the DHSS in the computer research and development
programme. The major conclusions and recommendations
amount to a series of sweeping changes in the present arrange-
ments by which computing facilities are organised within
the NHS: about the only aspect to emerge unscathed is the
concept of the regional computer bureau.
There is little demand for comprehensive computer services

for individual hospitals, which would be costly and difficult
to justify. In that context any idea of the all-purpose computer
must go. For the existing major projects the report recommends
that no further capital allocation should be made beyond
1976-7 and that large-scale central support for systems and
programming costs should not continue beyond March 1979.
A similar phase-out of central support is envisaged for smaller
projects, leading to virtual cessation by 1979. The only central
funding recommended beyond 1979 is for evaluating projects.
The report has also scrutinised arrangements for overseeing

the experimental computer programme and proposes that
in place of the present committees three new bodies should be
set up. All aspects of computer policy and the establishment
of project guide lines would be the responsibility of a computer
policy committee, with a central co-ordinating role. This CPC
would be advised in turn by two committees, one on the
composition and progress of the computer research and
development programme and the other dealing with standard-
ising systems.

So what is the future of computer research and development
in the NHS ? Three themes recur in the report. Firstly, we
need smaller and cheaper systems. This sensible view3 takes
account of the revolution in computer technology in the early
'70s, with the widespread intrpduction of minicomputers
and more recently microprocessors. Secondly, we must find
some means of transmitting information about successful
developments around the country to other units. In this the
DHSS's record has been poor, but this report's proposals
should lead to changes in procedure, so that apparently useful
systems4 may benefit more patients. Finally, the report
emphasises the need to improve evaluation of projects in the
DHSS experimental computer programme-a pious hope,
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since no one really knows how to evaluate computer pro-
grammes in medicine objectively. (This is one area where
doctors can and should be ready to help by making quite clear
what they would like each system to do.)

Overall, the report warrants a guarded welcome. The
history of NHS computing over the last 10 years has turned
even the most enthusiastic participants into cynics, though in
the '60s the original plans looked quite promising-on paper.
If, however, this latest report is translated into firm action;
if previous attempts to develop large projects are replaced by
simple systems; if improvements are made in communication
and the transfer of systems which have something to offer to
other centres simply and economically, then the outlook for
medical computing (in the medium term) may be brighter.
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Crohn's disease of the
duodenum

Duodenal lesions are rare in Crohn's disease, but a recent
report of 44 such patients from Nugent et all brought the
total number of reported cases to just over 200. The 44 most
recent patients represented about 2% of the new cases of
Crohn's disease seen over 20 years. Nevertheless, an incidence
as high as 7% has also been reported.2

Crohn's disease may affect the duodenum alone, but most
commonly it does so in association with disease elsewhere,
usually immediately adjacent to the stomach or in the jejunum
or the terminal ileum. Rarely the colon may be the only site
affected other than the duodenum.3 The common presenting
symptoms are nausea and epigastric pain, intensified by
eating,4 and the doctor is all too likely to confuse the condition
with peptic ulceration. Loss of weight is prominent, while
vomiting usually heralds obstruction ofthe pylorus or proximal
duodenum. Diarrhoea is not usual in duodenal Crohn's
disease, and serious upper gastrointestinal bleeding is also
uncommon.' Very occasionally a protein-losing enteropathy
may exist, especially when there is contiguous jejunal disease.

Diagnosis is rarely difficult when Crohn's disease affects
other sites, especially the jejunum or ileum. Even when the
duodenum alone is the site of disease the radiological features
are characteristic, with appearances similar to those classically
seen elsewhere in the small bowel.2 Occasionally, and perhaps
in the early stages, granular mucosa in a dilated, featureless
duodenum may be the only radiological finding. Fibreoptic
endoscopy has added to the range of diagnostic procedures,
showing that the classical circular folds of the postbulbar
region may be replaced by a nodular mucosal pattern and
discrete ulcers or superficial erosions.5 Most endoscopic biopsy
specimens are so small that their histological appearances are
diagnostic only in a few patients, but use of a snare biopsy in
skilled hands may improve the detection rate. The larger
specimens obtained using a capsule biopsy may be more help-
ful.' Histologically, the disease resembles that seen elsewhere,
though Haggitt and Meissner7 were impressed by the frequency
of mucosal rather than submucosal granulomas. Apart from

peptic ulceration the main diagnoses to exclude are a scirrhous
carcinoma of the stomach, when the adjacent antrum is the
site of the primary lesion,8 lymphoma, and pancreatitis.
As with Crohn's disease elsewhere, not all patients will

require specific treatment. Corticosteroids and azathioprine
are empirical remedies for those requiring treatment, but
when obstruction supervenes, which is often the case, surgery
is required. Bypass procedures rarely find favour in Crohn's
disease these days, so that it is a pleasant surprise to record
that when bypass has been performed for duodenal Crohn's
disease-out of necessity rather than choice-the results
have been encouraging. Only one of the nine patients reported
by Farmer and colleagues9 who had a bypass procedure
required further surgery, while all five of the patients reported
by Fielding et a13 were symptom free after an average follow-
up of 14 years. Eighteen of 21 patients in the Boston series'
were reported virtually symptom free after a bypass procedure:
the only operative death occurred in a patient who had a
duodenal resection.

In the light ofsuch experience clearly bypass is the operation
of choice. Thus resection should be considered in duodenal
Crohn's disease only in the rare cases in which there is a
severe protein-losing state not responsive to medical treatment.

'Nugent, F W, Richmond, M, and Park, S K, Gut, 1977, 18, 115.
2 Thompson, W M, Cockrill, H, jun, and Rice, R P, American Journal of

Roentgenology, Radium Therapy and Nuclear Medicine, 1975, 123, 252.
3 Fielding, J F, et al, Gut, 1970, 11, 1001.
4 Comfort, M W, et al, American Journal of Medical Sciences, 1950, 220,

616.
5 Danzi, J T, et al, Gastroenterology, 1976, 70, 9.
6 Hermos, J A, et al, Gastroenterology, 1970, 59, 868.
7 Haggitt, R C, and Meissner, W A, American Journal of Clinical Pathology,

1973, 59, 613.
8 Legge, D A, Carlson, H C, and Judd, E S, American Journal of Roentgen-

ology, Radium Therapy and Nuclear Medicine, 1970, 110, 355.
9 Farmer, R G, Hawk, W A, and Turnbull, R B, jun, American Journal of

Digestive Diseases, 1972, 17, 191.

Pinning down the diagnosis
in breast cancer

When a clinician palpates a lump in the breast and in his
wisdom says that the patient has cancer be usually has an
85-90"<, chance of being right. His accuracy in declaring that
the lump is benign is likely to be even higher, because he will
rightly be unwilling to accept non-malignancy unless he is
extremely confident. Even so, there remain "doubtful" lumps;
and, moreover, a clinical diagnosis does no more than commit
the doctor and the patient to action in terms of further
investigation and admission for treatment. It does not give the
surgeon a mandate for mastectomy, which requires a patho-
logical diagnosis.1 This, too, may be wrong, but with a
frequency of 1 in 500 or less.
The conventional route to pathological diagnosis is

"excision biopsy-frozen section-proceed." The patient is
admitted; she is told she must submit to operation; and to
avoid two procedures she is asked to give permission for the
surgeon to go on to ablative surgery should the diagnosis be
confirmed. Objective data are not available on the possible
psychological ill effects of such an approach. Even if these are
minimal-and that is open to doubt-excision biopsy is costly
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