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The flight from science
Nowadays most GPs-certainly those in the bigger cities-
have a fewN, patients who are being treated by alternative
medicine: meditation, yoga, acupuncture, moxibustion, gin-
seng, and a whole galaxy of diets. Elsewhere in the Western
world some of these alternative systems have become
serious competitors to orthodox medicine. For treating
conditions other than bone and joint abnormalities chiropractic,
for example (a system of medicine based on the belief that
most diseases are due to mnalalignment of the intravertebral
joints) ought to be as extinct as divination of the future by
examination of a bird's entrails. Yet instead it is flourishing.
In the United States schools of chiropractic attract high
quality students and its practitioners are rich-especially now
that their patients are eligible for Medicaid.' In New Zealand,
too, a government commission has recently ruled that patients
treated by chiropracters should be eligible for paymcnts
through the national health scheme. Here in Britain, chiro-
practic is very little known; but nevertheless these decisions
in other countries should be grounds for concern, since they
are further evidence of a trend evident throughout the 1 970s-
the flight from science.

Outside medicine, the public mood has swung away fioni
the unquestioning admiration of science and technology that
reached its peak at the time of the NASA flights to the moon.
Nuclear power is now seen as a threat, not a hope for the
future. The motor car is evil; jet aircratt are noisy, polluting,
and unsafe. Science fiction illustrates the trend: authors
such as Arthur Clarke and Isaac AsimoV, wN'hose inventiveness
was firmly based on orthodox physics, have been overtaken
by writers and film makers primarily concerned with doom,
disaster, and the paranormal. Astrology is taken more seriously
now than at any time this century.

Inside medicine, again the Americanis have led the way,
with the lactrile bandwagon crushing all reasoned opposition
to a cancer remedy which has been properly evaluated neither
for eflicacy nor for safety. The samc rent-a-crowd methods
get enough people to shout loud enough long enough and
the public will believe there must be somethiing in what they
say) have been used to mount attacks on ECT, immunisation
against whocping cough, and psychosurgcry. At the heart of
these protests has been the growth in the public mind of the
concept of consumerism. No longer are people f"or patiecits)
prepared to treat experts as infallible-they wish to question
the basis of ex cathedra statements. Nor any longer are they
prepared to accept that personal injuries may have been due
to an accident-someone must be identified, both to blame
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and to sue. Both trends have been valuable in forcing the big
corporations, government departments, and monopoly suppliers
of services to pay more attention to safety and to what the
customer wants; but in medicine the results of consumerism
have been damaging and will continue to cause harm until
risks and benefits are put back into balance.
Consumerism came into medicine with thalidomide, when

government agencies were set up in Britain (and throughout
the world) to monitor drug safety. Necessary as these
organisations have been, their proliferating bureaucracy has
slowed down the development of new drugs to a trickle.
Consumer groups, newspapers, and broadcasting services
hav-e given far more publicity to the side effects and the
hazards (proved or speculative) of oral contraception than to
its advantages, with the result that many women have been
scared back to the "safer" barrier methods-with their
inevitable unwanted pregnancies and all the associated risks.:'
As cardiologists have tried to evaluate alternative approaches
to the treatment of patients with acute myocardial infarction,
the public has been told repeatedly-and incorrectly- that
coronary care units have been proved to be useless. In
obstetrics, too, a sustained campaign against "interventionist''
methods-induction, fetal monitoring, and even episiotomy-
has led many women to believe that every birth should be a
normal labour, unassisted. All too often those who need
delivery by forceps or caesarean section now seem to think
they have failed.
Our objections to the claims of the chiropracters, and to

the critics of the drug industry, of intensive care for coronary
thrombosis, of obstetrics, and, indeed, of orthodox medicine
are not-as they often suggest-a reflex reaction by a defensive,
autocratic profession. No: what is wrong is the refusal by the
critics and the fringe practitioners to accept the standards of
proof that medical scientists have developed in the past
hundred years: not for nothing has the concept of the
randomised, double-blind controlled trial been described as
one of Britain's most important contributions to medicine
since the war. In the case of chiropractic, for example, the fact
that mainy patients treated by chiropractitioners get better
is seen as evidence enough of professional respectability. Yet
what is the basis of some chiropractitioners' readiness2 to treat
diabetes or psoriasis by manipulation of the spine? The
underlying theory has not been subjected to scientific testing-
it is an article of faith, no more rational than the acupuncturists'
belief in yin and yang.

Orthodox medicine has every right to be proud of its
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rccord of objective evaluation of claims both by research
groups and by individual enthusilsts. Its long experience of
so-called cures for multiple sclerosis and cancer has forced
it to develop a realistic scepticism for any assertions about
the care of patients that are not based on trustworthy evidence.
Inevitably this process will result in some new treatments
being proved either useless or less valuable than had been
hoped: notable examples have been anticoagulants in coronary
thrombosis, ACTH and diet for multiple sclerosis, and
vitamin C for the common cold. That is no reason for the
critics to condemn the approach. New ideas have to be set
up as hypotheses, tested by experiment, and revised in the
light of the results. The same standards should be adopted
by the opponents of orthodox medicine-and by any groups
offering treatment based on alternative theories.
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Acute renal failure after
maor surgery
When acute renal failure develops after major surgery or
trauma it is usually attributable to severe hypotension or
hypovolaeemia, or both. Many other factors may be important,
however; these include haemorrhage, loss of gastrointestinal
fluids, crush injuries, anaesthetic agents, severe sepsis, and
septicaemia. Early detectioin and correction of these "prerenal"
factors is of vital importaince in preventing acute ischaemic
renal failure.' In established acute ischaemic renal failure
the early use of haenmodialysis is equally important,' 5 but
even with optimum care about half such patients die. Part
of the explanation for this persistently high death rate is the
increasing age of patients subjected to extensive operative
procedures-and, indeed, the wlillingness of surgeons to
operate despite the patient's having conditions such as heart
failure, chronic respiratory failure, chronic renal disease, and
impaired liver function.
Complete anuria is rare in acute ischaemic renal failure,

though it may occasionally be due to acute cortical necrosis
or acute glomeruloinephritis. In practical terms, anuria should
suggest the possibility of acute obstruction, and if it develops
immediately after abdominal and particularly pelvic surgery
the most likely explanation is accidelntal surgical ligation of
both ureters or the one ureter of a single functioning kidney.
On the other hand, many patienits with acute ischaemic renal
failure (including postoperative patients) may not even be
oliguric: they may maintain a daily urine OUtpUt of over a
litre. The daily urine volume alone is not a safe guide to
postoperative renal function.'
When postoperative renal failure has been diagnosed a

search must begin for its cause. One possibility that should
not be overlooked is the nephrotoxic action of anaesthetic
drugs such as methoxyflurane and antibiotics such as the
aminoglycosides. Apart froim- the hazar-d of systemically
administered antibiotics, renal damage may also be caused by
the prophylactic or therapeutic irrigation of wounds, the
pleural cavity, or the peritoneal cavity with solutions containing

antibiotics. Davia and Siemsen" reported three patients who
developed renal failure; in two orthopaedic wounds had been
irrigated with a solution containing polymyxin B, neomycin,
and bacitracin; and in the third the wound had been irrigated
with a neomycin solution only. All three patients also developed
persistent total and bilateral hearing loss.
The absorption of antibiotics from the peritoneal cavity is

better recognised as a potential cause of renal failure."'
Enthusiasm for peritoneal lavage in patients with severe
peritonitis should be tempered by awareness of this hazard.
Peritoneal administration of gentamicin, cephalothin, and
lincomycin has been recommended in such cases, together
with the parenteral administration of the same drugs in
conventional doses."' In these circumstances both renal
function and serum antibiotic concentrations should be closely
monitored.

Another hazard of peritoneal absorption of a nephrotoxin
has been reported by Pusey et al,'' whose two patients were
given peritoneal lavage with a mercuric chloride solution
during surgery for cancer in an attempt to exert a cytotoxic
effect on any remaining viable neoplastic cells. Both patients
after operation developed acute renal failure attributable to
the systemic absorption of mercury, and both required
repeated haemodialysis.

Blood transfusion is a potential hazard that may precipitate
or contribute to acute renal failure during or after surgery. In
mismatched blood transfusion, now fortunately rare, acute
renal failure has generally been thought to be related to
intravascular haemolysis with haemoglobinaemia and haemo-
globinuria. Renal failure can, however, also follow the in-
fusion of incompatible erythrocyte stroma, free of haemo-
globin.'5 In experiments on the effect of haemoglobinuria on
animals other factors, such as prior dehydration or temporary
renal ischaemia, have proved necessary to produce acute renal
failure."' '> Infusion of' haemoglobin solutions into patients
results in an appreciable fall in effective renal plasma flow,
urinary outpuit, and sodium excretion in all cases; the efect
on the glomerular filtration rate is variable, with a fall in two-
thirds of cases." Hacmoglobinuria wvith or without renal
failure has also been reported after the use of frozen glycero-
lised blood,'"2' w1vhen it was attributed to resuspension of the
rcd cells in outdated albumin. Traumatic rhabdomyolysis
with myoglobinuria may also be a factor in postoperative or
post-traumatic acute renal failurc.''

Renal failure after surgery can, howev-er, only rarely be
attributed to a single factor. In one recently reported series,2'
eight of 41 patients undergoing total hip replacement developed
acute renal failure after operation. This was attributed to the
use of transfusions of frozen blood, but another relevant
factor was the irrigation of the orthopaedic operation sites
with solutions containing neomycin, polvmyxin, and bacitracin.
There Nas suggestive evidence of intravascular haemolysis in
five of the eight patients. In a further prospective group of 55
patients who received transfusions of albumin but no frozen
blood or antibiotic irrigations there was no case of acute renal
failure, though the incidence of hypotension was considered
to be comparable in the two groups. The type of surgery may
also be important.
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