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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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of theatre time; disturbs the routine of busy laboratories as
well as putting the pathologist under pressure; is far from
uniformly available; and may on occasion make a definitive
operation technically less easy.

So it is no surprise to find reports beginning to appear on
methods to make the preoperative diagnosis more firm or to
establish it beyond doubt. Many surgeons have used needle
aspiration of breast lumps2 3 to clinch the diagnosis of cyst
(and surgeons in breast clinics are all familiar with the smile of
relief from the patient when, convinced she has a rapidly
advancing tumour, she is shown the contents of a syringe) and
to increase diagnostic confidence in solid lesions. Suitably
handled, needle aspiration fragments from solid tumours can
yield a useful cytological diagnosis in a high proportion of
cases. The best technique4 has proved to be suspension in
fixative, followed by filtration through and direct staining of
an ultrafine filter disc, which gives cytological reportability
of well over 90O"() and accuracies of over 950, . In contrast,
smear methods continue to return about 60O% accuracy.5
Though cytology may strengthen the clinician's opinion,

and thus enable him to talk with heightened confidence to the
patient about the likely path along which treatment will
proceed, the observation of malignant-like cells without an
appreciation of tissue architecture is not sufficient to indicate
ablative surgery. Only histological evidence permits mastec-
tomy. Drill biopsy has been used successfully, but the tech-
nique is a little complicated and cumbersome.6 Several
authors have reported experience with needle biopsy using the
Travenol Trucut device, which cuts a core similar or superior
to a Vim-Silverman needle. The group in Cardiff who
pioneered the technique7 used it primarily on patients with a
firm clinical diagnosis of breast cancer, their major objective
being to save time and resources. A positive result was achieved
in nearly two-thirds of their patients, and a week's operating
time per year was thus saved. More recently, workers in
Sydney, Australia,8 and in Nottingham5 have extended Trucut
biopsy to make it more versatile. Both groups use a sequential
approach,9 classifying their patients stepwise according to the
clinical findings-a single lump; the presence of liquid at fine
needle aspiration; and clinical "suspicion" of cancer. Trucut
biopsy on the last provides a reliable diagnostic indication in
three-quarters of patients, though if any clinical doubt
remains this must clearly override a negative biopsy report.
Needle biopsy will be increasingly used in the diagnosis of

breast disease. The sequential protocols used will vary from
team to team, but they should centre on reducing error to a
minimum, with the supplementary benefits of informing the
patient and conserving resources. The Nottingham workers,
who had their cytologist read the preparations blind, do not
see a continuing place for cytological examination and prefer
to use Trucut biopsy on all lesions found to be solid. Others
differ4: it is fair and realistic to supply clinical information,
which is obviously more critical to cytologist than histo-
pathologist. Both techniques will probably be used to the
benefit of patients and the planning of surgical care.

I Dudley, H, Medical Hypotheses, 1976, 2, 164.
2Franzen, S, and Zajicek, J, Acta Radiologica, Therapy, Physics and

Biology, 1968, 7, 241.
3 Webb, A J, British Journal of Surgery, 1970, 57, 259.
4 Coleman, D, et al, Clinical Oncology, 1975, 1, 27.
5 Davies, C J,, et al, British Journal of Surgery, 1977, 64, 326.
6 George, W D, and Burn, J I, Clinical Oncology, 1975, 1, 291.
7 Roberts, J G, et al, Clinical Oncology, 1975, 1, 297.
8 Magarey, C, and Watson, N, Australian and New Zealand Journal of

Surgery, 1976, 46, 344.
9 Jamieson, C, and Dudley, H, Lancet, 1973, 2, 314.

Otitis media-then what?
At a time when able thinkers are attempting to define the
principles which should govern allocation of limited resources
between the different health service disciplines and between
different activities within these disciplines1 2 a thought may
be spared for the doctor who has to decide when to use those
specialist services which are available to him. It is all very well
for him to read widely, but attempting to interpret (and
sometimes even to understand) reports of new developments
may be quite another matter, especially when they seem to
promise an important advance in the handling of an everyday
problem.

Recently two papers from across the Atlantic reported on
different aspects of middle ear disease in children. The more
specialised paper3 discussed the technique of tympanometry
(measurement of the flow of sound energy in the ear at dif-
ferent air pressures) and its possible use in diagnosing middle
ear effusion-an important cause of both physical and educa-
tional handicap in young children. The test proved reliable
in detecting the presence of middle ear effusions, and the
Boston authors suggested that it might be of practical diag-
nostic value from the age of 4 months. For ethical reasons they
did not attempt to confirm the absence of effusion in patients
with normal tympanograms, making evaluation of tympano-
metry in the routine follow-up of otitis media that bit harder.
But how many children might require this service and which
ones should be referred for it ?
The second paper4 reported that in a private American

practice 81 of 246 babies (330,%) had an episode of otitis media
in their first year of life. If that figure seems high a further
American study, specifically aimed at assessing incidence,
found one child affected out of every two studied.5 Comparable
figures from contemporary British practice are hard to find.
The eardrums are not examined in all consultations for upper
respiratory illness,6 and diagnostic habits in this field vary so
much between doctors that little reliance can be placed on
retrospective studies of general practice morbidity.7 Studies
from Liverpool and Edinburgh8 9 suggested that 22 of 119
children (18%) and 20 of 122 (16%) respectively presented
with otitis media in the first year of life and that in each of the
first seven years of life more than 10% of children consult in
any one year with otitis media.
What is the incidence of residual deafness ? The Liverpool

study8 reported an audiometrically discernible hearing loss
of 30 decibels or more in 250/ of children six months after
the acute attack; 3800 of their patients with otitis media
were referred to a specialist. The Edinburgh workers arranged
specialist follow-up for all of their children (83% attended)
and reported that three months after the attack there was a 15
decibel loss in 45%/ of patients over the age of 4. A later
paper10 found that only 6%/o of 121 children tested out of 171
originally suffering acute otitis media suffered permanent
damage to hearing in one or both ears but that many more
had a transitory loss. The average time between the attack
and complete recovery of hearing was 23 months. In contrast,
the 1957 report of the MRC survey of otitis media,1' though
recording figures of incidence comparable with these later
studies, noted only 32 children out of 968 (3%) with
"deafness" at six months after the acute attack.
How can these studies be added together to make a sensible

whole ? It is unfair to blame individual research workers
simply because their results do not dovetail with other pub-
lished work. But interpretation of research reports would be
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