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goes on to focus on three as meriting special attention:
a strong sense of professional unity, an attitude of good will
and good humour, and a determination to put the patient
first until his need is fully met. In their specifically medical
context these are robust virtues. Unity is not synonymous
with uniformity. Doctors may differ in interest, but not in
their feelings about their work. " We never developed the
view that different kinds of doctor would necessarily be
divided in sympathy from each other." Good will and good
humour in the profession's inescapable dealings with admini-

strator and politician are not marks of limp acquiescence
but a necessary ingredient of civilized dialogue. They do
not exclude either firmness or disagreement. A patient's
needs are seldom the same as his immediate demands, and
it may require all a doctor's professional insight to define
them and his skill to satisfy them. It is through the better
understanding of these traditional medical virtues and by
their firm upholding that the profession, suggests Sir James
Howie, can escape from much of its present disenchant-
ment.

Ischaemic Colitis
There are various well-attested causes of acute inflammatory
disease of the colon. They include specific infections such
as bacillary or amoebic dysentery, disorders of motor func-
tion resulting in formation of diverticula with inflammatory
complications, and the two unexplained granulomatous
diseases of the large bowel-ulcerative colitis (idiopathic
proctocolitis) and Crohn's disease (regional enteritis).

It has become apparent over the last few years that this
neat and simple classification is inadequate, because cases of
apparent colitis are frequently met with which do not fit such
definitions. Clinicians and pathologists have long suspected
that in common with other organs, such as the brain and
myocardium, the intestine may be subject to subtle degrees
of infarction, particularly in people with degenerative cardio-
vascular disease. Such infarcts would occur more commonly
in the colon than in the small intestine because of the precari-
ous blood supply to that part of the bowel and the presence
within it of potentially invasive bacteria.

Interest in the problem increased when peculiar forms of
colitis were reported as following surgical operations on the
lower aorta.'-3 Operations designed to improve circulation
to the legs often entail interference with the vascular supply
of the bowel, and a recognized complication of, for example,
replacement of an aortic aneurysm is ischaemic necrosis of
the colon. Necrosis is not always complete, and a situation
sometimes occurs in which enough collateral supply remains
to nourish the less specialized tissues of the bowel-the serosa
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and fibrous stroma-while the mucosa and muscularis suc-
cumb. This produces a characteristic histological picture of
mucosal destruction and submucosal fibrosis, with clumps
of haemosiderin-laden macrophages, much as are found in
a resolving myocardial infarct.4

It has recently become apparent that this picture is fairly
often seen in cases of unexplained colitis in which there has
been no surgical interference with the inferior mesenteric
artery or its collateral territory. Embolus or thrombosis of
the arteries to the colon, or intrinsic disease of the smaller
intramural vessels, can result in varying degrees of mucosal
destruction and fibrosis which mimic granulomatous diseases
of the bowel. Case reports began to appear from both sides
of the Atlantic,5-8 and it was soon amply confirmed that
ischaemic colitis is a characteristic clinical and pathological
entity. It has now been produced experimentally.9

There appear to be at least two forms of the disease.'0 In
the more severe form the colon undergoes sudden and com-
plete necrosis, resulting in a catastrophic illness with a very
high mortality. Indeed, most studies of this condition have
been on post-mortem material." Gangrene of the colon
occurs in older patients, and is often a complication of con-
gestive cardiac failure. The presenting signs are those of
peritonitis with peripheral circulatory collapse, and it is
unusual to make the diagnosis before operation, the usual
impression being of a perforated hollow viscus or a mesenteric
embolus.7 Treatment consists in resuscitation with intra-
venous saline and plasma, antibiotics, and, if the diagnosis
is suspected, the use of polyvalent anti-gas-gangrene serum.
This last is indicated because there is evidence that in a
number of these cases pathogenic strains of clostridia may
be of importance.'2 After resuscitation an exploratory lapar-
otomy is carried out, and as much as is necessary of the
necrotic colon is excised, with exteriorization of the ends of
the bowel. Primary anastomosis under these circumstances
is probably unwise, and an elective reconstruction is better
carried out later. Despite the most energetic treatment, how-
ever, the mortality in this type of case is high.7

Another form of the disease results from less severe degrees
of vascular impairment, and is analogous to a mild myocardial
infarct. The history is characteristic. The patient, who is
typically a middle-aged or elderly man with a history of
degenerative cardiovascular disease, complains of the sudden
onset of acute pain in the left side of the abdomen and under
the left hypochondrium ; it is followed by tenesmus and
rectal bleeding, which may be quite profuse. The physical
signs are those of a localized left-sided peritonitis, and many

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.3.5662.68 on 12 July 1969. D
ow

nloaded from
 

http://www.bmj.com/


BRrnsH 912 July 1969 Leading Articles MEDICAL JOURNAX 69

of these patients are diagnosed as having acute diverticular
disease. The outcome is variable. In many cases the symp-
toms and signs subside spontaneously in the course of a week
or two, and the bowel reverts to normal. In others the infarc-
tion results in the development of a fibrous stricture, causing
symptoms of subacute obstruction of the large bowel.
The diagnosis can be made on the characteristic appear-

ances shown by barium enema. A few days after an attack
typical " thumb-prints " are seen, almost always in the region
of the splenic flexure, which represent submucosal oedema
and haemorrhage. In a mild case the x-ray appearances will
revert to normal, in others the thumb-printing disappears to
be followed by tubular narrowing of the bowel, ragged ulcera-
tion, and occasionally sacculation on the antimesenteric
aspect."' The appearances are entirely different from those
seen in ulcerative colitis or Crohn's disease, and of particular
importance is the characteristic site of the lesion in the splenic
flexure, the part of the large bowel with the most vulnerable
blood supply.'4 A rectal lesion, in contrast to what is found
in ulcerative colitis, is most unusual, but recent reports have
suggested that it may occasionally occur." Arteriography is
sometimes helpful, but often the vessels affected are too small
to be seen on a conventional arteriogram, and it is by no
means essential in making the diagnosis.
When the disease does not settle spontaneously, treatment

consists in resection of the obstructing stricture. In these
patients a primary end-to-end anastomosis has been shown
to be safe and successful,'6 and infarction does not usually
recur. The final diagnosis is made on the characteristic
histology.

Recognition of ischaemic colitis is not difficult if the possi-
bility is kept in mind, particularly in elderly- people with
degenerative vascular disease. From the practical point of
view, the importance of making the diagnosis is that most of
these patients will get better without steroids or surgery.

Symptomless Bacteriuria
Pyelonephritis is probably the commonest cause of renal
failure. And since urinary infection stands out as being its
most obvious cause it is logical to try to detect urinary infec-
tion at its earliest stage, before renal parenchyma has been
damaged. By the time there is overt urinary infection accom-
panied by clinical symptoms it is often too late to prevent
changes in the kidneys, so the urinary infection has to be
detected in symptomless people. To screen the whole popu-
lation for symptomless bacteriuria would be an enormous
task, but to screen those people who are particularly suscep-
tible to urinary infection-namely, women and young girls-
might be worth while.

Unfortunately there are flaws in the argument. Scarred
and contracted kidneys are not always the result of bacterial
infection in the urinary tract, and infective pyelonephritis
has no specific histological features by which it may be diag-
nosed with certainty.1 2 The histological appearances of
pyelonephritis are seen equally commonly in men and women,
whereas urinary infection is much more often found in
women. Nevertheless, there is reasonably strong circumstan-
tial evidence that bacterial infection is at least an important
cause of scarring of the kidney, if not the most or only
important cause. Even a single attack of acute infection
may be succeeded by measurable shrinkage of the kidney,'

and in children resistant infection in the urinary tract is
accompanied by the development of scars and the failure of
the kidney to grow.4 5 It seems likely that many of the scars
seen in the parenchyma of the contracted kidney have been
the consequence of urinary infection.6 On this slightly shaky
foundation it is possible that large-scale screening of the
population would be justified.

In this issue of the B.M.7. two large surveys are reported,
one from Dundee by Dr. D. C. L. Savage and colleagues
(p. 75), and one from Birmingham by Dr. S. Roy Meadow
and colleagues (p. 81). Their findings fully bear out the
earlier study by C. N. Kunin and colleagues7 on American
schoolchildren, and are similar to those recently reported by
D. G. Kelly and colleagues from Dublin.8 Between 1 and
2% of the symptomless girls were found to have significant
numbers of bacteria in their urine, and when more thoroughly
investigated those with bacteriuria turned out to have a large
proportion of structural faults in their urinary tracts such as
hydronephrosis, reflux, and (perhaps) stenosis of the urethra.
It is true that we do not know how many of the school-
children without bacteriuria, if similarly investigated, would
turn out to have these abnormalities, but the finding by
Savage and his colleagues that more than half of the children
in their survey were significantly undersized for their age
does suggest that their bacteriuria,,however symptomless, was
by no means trivial.

Similar studies on large numbers of symptomless patients
have now been carried out in many different areas. Pregnant'5
and non-pregnant women have been screened,9 10 coloured
and white women have been compared, and nuns have been
reported on." In most of these surveys when bacteriuria
was discovered fuller investigation brought to light abnor-
malities such as renal scarring, hypertension, and, in preg-
nancy, a higher risk of complications to mother and baby."5
When bacteriuria is found in a symptomless woman or

child some doubt must remain about how it should be man-
aged. It seems logical to give an antibiotic appropriate to
the organism which has been isolated, but there is no agree-
ment on how much or for how long antibiotics should be
given. D. A. Leigh and colleagues'2 favour short courses;
others '5consider that children should be given long and
uninterrupted courses. P. Kincaid-Smith and K. F. Fair-
ley"3 could find no difference in the results between two
and six weeks of treatment. A careful follow-up'2 showed
that women whose infection had been cleared up with a single
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