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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.
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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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