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highest risk of recurrence, but cumulative recurrence rates
were similar after the first three operations. Sixteen of 34
deaths were attributed directly to Crohn's disease, most of the
"avoidable" deaths occurring before 1966.
The Birmingham results are inevitably a personal series,

using the particular medical and surgical approach ofone team.
The periods of observation, however, are so long that even
better results might be expected in today's patients: metro-
nidazole has transformed sepsis after colonic surgery and
parenteral nutrition can help the catabolic patient with a
damaged small bowel. Though the patients with Crohn's

disease in this series were at some increased risk, especially
early in their illness or from rare gastrointestinal malignancy,
most were able to enjoy a full life despite their illness.
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Thomas Lewis and clinical
research
On his tombstone Sir Thomas Lewis (1881-1945) is described
as "physician and scientist," and, indeed, one of his beliefs was
that clinical science should be differentiated from the practice
of medicine. While this philosophical concept is still debated
there can be no argument about his contributions to cardiology
in particular and to medicine in general.

Having studied in Cardiff and qualified from University
College Hospital, London, in 1905, Lewis plunged into
research as well as clinical work. He was largely responsible for
introducing the electrocardiograph into clinical use, and it is a
daunting thought that Lewis could master this tool so that
within a decade he had categorised the features of most cardiac
arrhythmias. Furthermore, within five years of qualifying he
had established Heart, forerunner of Clinical Science, which he
later handed over to the Medical Research Society. Indeed,
this society, the forum where so many young research workers
present their work, was his creation, and as one of the founder
members of the Cardiac Club in 1922 he helped establish its
successor, the British Cardiac Society.

Lewis's contributions were by no means confined to electro-
cardiography and the study of cardiac rhythms, or indeed

other aspects of cardiology. In the 1920s and 1930s he turned
his attention to the peripheral circulation and to the
mechanisms of pain and wrote extensively on the philosophy
of clinical science. Nevertheless, his best-known contributions
were to scientific cardiology. He had wide influence abroad,
especially in the United States; one of his American disciples,
the late Samuel Levine, endowed the Thomas Lewis Lecture
of the British Cardiac Society in his memory.

Lewis was a vigorous and original worker whose writings
still repay rereading. On 24 April a symposium at the Wellcome
Institute for the History of Medicine was devoted to him and
his work, and an associated exhibition remains open there until
29 May. He died in 1945, 18 years after the first symptoms of
coronary heart disease appeared. Lewis had a long association
with University College Hospital and the Medical Research
Council and is still personally remembered by many, but his
influence is also maintained by several of his books: all who
work on cardiac arrhythmias recognise the fundamental
importance of The Mechanism and Graphic Registration of the
Heart Beat, published in 1925.1 Not only was he an original
medical scientist whose practical contributions remain of
value: today's clinical scientist owes much to the recognition
that he receives to the impetus of Sir Thomas Lewis.

Lewis T. The mechanism and graphic registration of the heart beat. 3rd ed.
London: Shaw and Sons, 1925.
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New uncertainties in prenatal screening for
neural tube defect
RODNEY HARRIS, A P READ

Two years ago a working group under the chairmanship of Sir
Douglas Black' 2advised on "what guidance might be given to
health authorities on the introduction into routine antenatal
care of a service to detect neural tube defects." Its report
concentrated on one method-screening by measurement of
alphafetoprotein in the maternal serum. In retrospect, the
report may be seen to have marked the end of a stage in the
development of screening for neural tube defect, since it did

not advocate immediate provision for all pregnancies and it
preceded several important developments. The time is now
ripe for a re-evaluation of procedures for the detection and
prevention offetal neural tube defect.
To obstetricians the most impressive new factor is the

improved resolving power of diagnostic ultrasound.3 4 Screen-
ing by ultrasound has become a serious alternative to screening
by maternal alphafetoprotein. Examination of a fetus by high-
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