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Postprandial blindness

We describe a patient in whom a common condition produced unusual
symptoms.

Case report

A 73-year-old man presented with a four-month history of blurred vision
and diplopia while resting after meals. A quarter of an hour after a meal he
developed blurring of vision and diplopia which worsened over the next
15 minutes. For the next half to two hours he was able to distinguish only
light and dark. He complained of dizziness and slight nausea during this
period, but had no loss of consciousness or sweating. The duration of the
symptoms was proportional to the size of meal. Between meals his visual
acuity was 6/9 bilaterally. For the two years before admission he had
complained of dizziness, diplopia, and blurred vision after walking a
decreasing distance (about 100 yards on admission) or on rising abruptly
from a supine to standing position. These symptoms lasted for about 15
minutes on resting. In 1951 he had had a partial gastrectomy for duodenal
ulcer from which he had noted no long-term problems. He smoked 20
cigarettes a day. The only palpable pulses in the limbs were the right femoral
and popliteal with a femoral bruit. The right carotid pulse was very weak.
The left carotid pulse was easily palpable with a bruit high in the neck.
His blood pressure, measured with a large cuff on the right thigh, was
140/90 mm Hg (lying and standing) with a heart rate of 80/min in sinus
rhythym. An electrocardiogram, chest radiograph, and 50-g glucose tolerance
test (blood glucose and insulin) were within normal limits.

After admission his symptoms occurred after eating a meal. His visual
acuity was reduced to perception of finger movements. After a meal given
under test conditions, however, his visual acuity, pulse, blood pressure
(lying and standing), and electrocardiogram remained stable with blood
glucose, insulin, pancreatic, and small intestinal enzyme profiles within
normal limits. Arch aortography showed occlusions of the innominate
artery and the proximal left subclavian artery. The right common carotid
artery was patent but the right internal carotid was stenosed at its origin;
both were filled only on late films via collaterals. Thus all the circulation to
the brain passed through the patent left common carotid to the also stenosed
left internal carotid, and through collaterals from the thorax to the vertebral
and right internal carotid arteries. A left carotid endarterectomy was per-
formed. The stump pressure in the intemal carotid artery was only 28 mm
of blood. A Javid shunt was used for cerebral protection. Histology of the

arterial wall showed atherosclerosis and calcification. His recovery was
uncomplicated and he is now free of his postprandial symptoms. Selective
left carotid angiography showed that the proximal segment of the internal
carotid artery appeared normal.

Comment

This case demonstrates the unusual symptom of postprandial
blindness due to atherosclerotic arterial lesions. The loss of both
visual fields, diplopia, the appearance of the aortogram, and the
relief of symptoms by carotid endarterectomy suggest cerebral, in
particular vertebrobasilar, ischaemia.1 The precipitating factors of
exercise, abrupt standing, and meals suggest skeletal muscle, postural
hypotensive, and postprandial "steal" syndromes.2 The timing of the
postprandial symptoms nimics that of classical abdominal angina,3
where symptoms appear roughly 20 minutes after a meal and last
for a few hours. Studies in animals have shown that during and after
a meal there is a slow rise of superior mesenteric artery blood flow
to 50% above normal with no rise in cardiac output,3 suggesting that
blood is diverted from other organs-in our patient's case the brain.
His previous partial gastrectomy may have worsened his symptoms
by presenting more food to the intestinal wall at any one time, but
there was no evidence of postgastrectomy hypoglycaemia.

1 Marshall J. Management of cerebrovascular disease. Medicine (second
series) 1977;34:2018-33.

2 Walton JN. Brain's diseases of the nervous system. 8th edn. Oxford: Oxford
University Press, 1977.

3 Marston A. Intestinal ischaemia. London: Edward Arnold, 1977.
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ZANY LESSONS FOR ACADEMICS

Yankelowitz's laws of oncology: AKA, the Tao of cancer

ONCOSOPHY: ONCOLOGICAL PRACTICE AND RESEARCH

(a) Advanced cancer for today's doctor is like the black plague was
to our colleagues in the Middle Ages. It strikes down our families,
our friends, our patients, and ourselves, and we stand dumb and
bewildered in the face of forces of nature we only pretend to under-
stand.

(b) Oncologists may ultimately lose most of the wars, but we win a
good many of the battles. The main thing is to keep getting up.

(c) The practice of medicine is a good deal like sculpting. Many
know how to use the hammers and chisels of technology. Few can
create a statue of David.

(d) The greatest flaw that can occur in the character of an oncologist
is the inability to use restraint in employment of a harmful but
ineffective treatment. He who mistakes frenetic activity for therapeutics
should not practise medicine-he may fool himself, but never his
patients or colleagues.

(e) Anyone who practises medicine primarily for money would do
better for himself and his patients by leaving medicine and going
into petroleum.

(f) Large-scale group trials provide a lot of negative data and
immensely satisfy those who mistake data for progress. But the
greatest therapeutic advances of our time have been the results of the
thoughtful work of single investigators and small groups.

(g) A physician should use only those treatments whose ill effects
he can distinguish from those of the disease he treats.

(h) A thorough understanding of quarks will not help when applied
to living systems. Life has its own rules.

(i) Life is that first principle which bends energy and matter into a
manifold called information. In a general sense, it anticipates the
future and so tends to decrease the randomness of our world. That is
why cancer is so awesome-it is a primitive, atavistic demon which
destroys information and form in pursuit of the separate and formless
autonomy which is death.

(j) Darwin was wrong about the inability of organisms to pass
along acquired information-man has written history books. It may
well turn out that he was wrong in condemning biological determinism
-the profound diversity of living organisms will keep life going in
some small corner of the world should almost any catastrophe befall
us.

(k) What we interpret as disease today may be the information
necessary for our survival in future generations. It is good to know
that there is more tappable information in the biological world than
we need just for present contingencies.

(1) The mathematical beauty of living organisms lies in their group-
like properties of symmetries, identities, and inverses.

(m) Science is the search for truth, not its discovery; truth is merely
the mythology of the present.

(n) The pursuit of knowledge is its own justification.-BERRIL
YUSHOMERSKI YANKELOWITZ.
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