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Colorectal surgery-the Cinderella specialty

Some of the most intractable problems are not perceived by
those at their centre; irrational or unreasonable behaviour is
hard to treat in the patient without insight. Similarly, the
clinician who has poor results may stagnate from a lack of
prospectively and systematically collected comparative data;
ignorance being a kind of bliss for both the doctor and the dis-
advantaged patient.

In a new high-technology specialty such as cardiac surgery
the outcome oftreatment is recorded in an annual register (such
as that compiled by the Society of Thoracic and Cardiovascular
Surgeons of Great Britain and Ireland) and comparisons made
between centres. In the more traditional type of surgery for
large-bowel disease, however, no need has been recognised for
such comparisons; the assumption has been that colorectal
surgery is part of the core of general surgery and that to
highlight differences between individual surgeons is at best ill
conceived and at worst meddlesome.

Nevertheless, a comparative study of the outcome of
seriously ill patients with fulminating inflammatory bowel
disease' found differences of this kind-and raised the pos-
sibility that similar differences might be found in patients with
the much more common large-bowel cancer. Fielding and his
co-workers2 have recently reported evidence of variations
between surgeons in that most hallowed of tasks: stitching
bowel together after colorectal resection. The overall rate of
clinically significant anastomotic dehiscence was 130% in 1466
patients treated by 84 surgeons. Intraperitoneal anastomoses
gave less trouble (11%/) than extraperitoneal (19%/), as might
have been expected.3 4 Anastomotic breakdown was associated
with a twofold longer stay in hospital and a threefold greater
postoperative mortality-so this complication was of con-
siderable clinical importance.

Nevertheless, the real value of Fielding's study was that it
highlighted wide differences in results between the 28
surgeons with sufficient numbers to allow comparisons to be
made. The rate of anastomotic dehiscence ranged from below
50° to over 30%, a variation that could not be accounted for
by differences in clinical mix of patient populations; it must
have been "surgeon related." Are some surgeons failing to
observe the established rules for fashioning anastomoses ?5 6

Or are these disturbing figures telling us that surgeons simply
differ in their technical skills ? Precise answers to such ques-
tions are unlikely to be forthcoming.
One suggestion is that mechanical methods of bowel

anastomosis might help reduce the relatively high incidence of
anastomotic breakdown seen after anterior resection of the
rectum.7 8 The best results using a hand-sewn suture tech-
nique9 cannot, however, be improved on. The place of these
"guns" in colorectal surgery is uncertain; they may make
restorative resection possible in patients who would otherwise
be advised to have a permanent colostomy, but the rates of
local recurrence of the tumour may prove to be higher. The
natural interest of surgeons in new instruments, their wish to
reduce the number of patients with permanent stomas, and
their reluctance to be left out of a current vogue must be put
in perspective (including some disenchantment with these
guns because of anastomotic leakage, stricture formation, and
cost). The large sales of these instruments have come despite
lack of evidence of greater efficacy except possibly for very low
anterior resection of the rectum. Studies are needed to deter-
mine their long-term place in surgical practice.

Meanwhile, what can be done to improve the results of
hand-sewn techniques ? Firstly, surgeons must accept that the
margins for compromise in technique are small if they wish to
achieve optimum results. Secondly, objective assessment of
the outcome of surgical procedures should be the rule. Not
only would contrast radiological investigation of anastomotic
integrity in all cases clearly show the individual surgeon his
rates of success and failure, but this testing or quality control
would be more easily recorded than clinical evidence alone and
would help surgeons to compare their results.
The third need is for the royal colleges to invest time and

effort in developing ways for surgical trainees to learn their
craft while avoiding, at least in the early stages, clinical
experimentation in patients. For some, the use of animals to
teach basic surgical technique is abhorrent-and anyway it is
at present illegal in Britain. On the other hand, the unnecessary
death of a patient from failure of an anastomosis may be
thought, with justification, to be socially irresponsible.
More time, more effort, and more commitment are all
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needed in the pursuit of technical excellence. As a first step,
the readiness of 84 surgeons2 to reveal their results, warts and
all, shows courage. Others should follow their example.
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Child abuse: the swing
of the pendulum
Until the late 1950s, the child abuse syndrome went
unrecognised by doctors. Indeed, some have alleged that the
inability or unwillingness of medical men to acknowledge the
possibility that parents could batter their children was the
reason why it was hidden for so long.
Once the revelations of Caffey,1 2 Silverman,3 and Kempe

et a14 reached the medical press and then the lay media, the
medical profession rapidly made up for lost time in suspecting
and seeking out deliberate injury in childhood. Before long
doctors were looking at every injured child with suspicion-
laden eyes. This was right, since only by lowering the thresh-
old of suspicion-previously high enough to be a barrier to
recognition-could cases be detected and attempts made to
reduce the incidence. With a 10% mortality rate and a 60%
recurrence rate, such alertness was well justified in trying to
prevent a condition that ended in death, permanent brain
damage, or any lesser degree oftrauma.

In many places all injuries in children were assumed to be
due to battering unless proved otherwise. Some disquieting
evidence suggests that the pendulum of suspicion has swung
a little too far, perhaps overcompensating for the former
tardiness in recognising the syndrome. But there are more
immediate reasons for this overenthusiasm in declaring
obscure injuries to be due to abuse by parents-namely, the
not infrequent and vehemently publicised lapses by which
doctors or social agencies or both have failed to prevent a death.
These have induced both a defensive attitude in physicians
and a sometimes overdemanding clamour for information
by the community services that have to monitor and try to
prevent further abuse. At this point there are two dangers.
Firstly, the often indistinct line between the diagnostic
criteria for accident and abuse is crossed without sufficient
grounds. This danger has always been present and only
clinical experience and acumen can resolve the problem.
Secondly, in cases where the risk is marginal the delicate
parent-doctor relationship may be impaired by demands for
the breach of confidentiality needed to register the child
as being at risk. In some recent cases this fragile relationship

has been prejudiced or even ruined because social and legal
agencies have insisted on being informed about the potential
risk at a stage when a diagnosis of battering was premature.
When a parent with whom a doctor has been working hard for
weeks to establish such a relationship suddenly learns that her
child has been placed on the non-accidental injury risk register,
the painfully constructed-and perhaps already unstable-
rapport with her doctor may be irretrievably lost, possibly to
the detriment ofthe child.
Where a child who has not been previously notified to the

appropriate agency dies or receives serious injury the doctor
often comes in for much retrospective recrimination. Neverthe-
less, he may feel quite justified in having maintained pro-
fessional secrecy, even though in the event he was wrong. He
may have taken a calculated risk in his efforts to support an at-
risk or handicapped family by his own efforts, rather than
invoke the procedure of the multidisciplinary case conference.
The practitioner who thus attempts such intensive and
prolonged counselling may be forced to forgo the supportive
services of a social worker, since, being bound to report to a
wider group, the latter could reverse the delicate process of
repairing a bruised family. As with alleged negligence, the
doctor cannot insure against errors of judgment and if his
clinical impressions led him in good faith to believe that his
course of action was correct, he should not be condemned with
the benefit ofhindsight.
The swing of this particular pendulum has other aspects.

For instance, general practitioners frequently absent them-
selves from case conferences on children at risk, one reason
being that they are worried about breaking confidentiality
and appearing to betray the parents. In the hospital service
too there are repercussions. Relatively inexperienced junior
staff in casualty departments are reluctant to exclude the
possibility of non-accidental injury even when no hint exists,
raising suspicion in the minds of colleagues, nurses, and
parents when none is justified. This has led to parents-some-
times even professional people-failing to avail themselves of
the casualty services for the quite innocent minor injuries
that children suffer. The "register" has indeed become a
fearful thing to some people.

Certainly professional confidentiality counts for little com-
pared with the life of an abused child. In marginal cases,
however, a large proportion turn out not to be abused children.
Though missing a case of abuse where the signs are clear is
both tragic and reprehensible, a false accusation that parents
are abusing their child is also damaging. Judging whether
abuse has taken place may be one of the most difficult and
agonising decisions a doctor has to make. The new twist is the
tendency to demand that a doctor should keep the community
services posted, as of right, of every suspicion, even before he
has made up his mind about the true diagnosis. He may well
need to cultivate the perhaps tenuous relationship with the
parents until he is clearer about the true state of affairs within
the family. Imperious demands for information by bodies not
having immediate responsibility for care of patients may be
counterproductive if they damage this delicate personal
relationship.
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