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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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short course of treatment were less likely to relapse, while
those found infected on follow-up tended to relapse after a
second course of treatment. Similar results were reported
from a study of non-pregnant women.14

Dr. Savage and his colleagues make the important point
that in the management, just as in the diagnosis, of these
symptomless patients with bacteriuria there is need for care-
fully controlling any type of treatment which is to be given
if large numbers of children are not to receive long courses
of unnecessary drugs for an indefinite period.

Antigens with a High Incidence
When K. Landsteinerl in 1901 recognized that serum from
some of his colleagues could agglutinate the red cells from
others, and then went on to define the ABO groups in man,
it would have been difficult to foresee -that in the next 68
years a further 13 different systems would be described, and
that more than 50 antigens would be found in the red cell.
A few of the blood groups immediately won an important

place in clinical medicine. The ABO group is of great
importance in transfusion and the rhesus system in the under-
standing of haemolytic disease. The other groups have
usually been recognized because of a transfusion reaction in
patients sensitized by previous transfusions or because of
haemolysis in a newborn child that could not be explained
by rhesus incompatibility. Since 1945 the Lutheran (Lu),
Kell (K), Duffy (Dy), Kidd (Jk), and several other groups
have been described, the patient's name in whom they were
first recognized being commonly used to denote the group.
For example, Mrs. Kidd had an antibody in her serum which
sensitized the cells of her husband and an elder child and was
found to be present in about 7% of random blood samples.2
Though these blood groups can occasionally cause trouble in
transfusion, they are specially notable as a means of marking
chromosomes in studies of inheritance and for medico-
legal purposes in establishing paternity.

In contrast to the antigens characteristic of particular blood
groups are some antigens which are present in nearly every-
one. These seem to belong to the species. as a whole, and
their rare absence is difficult to explain. Thus the Vel
antigen has an incidence of 99-96%.3 It was discovered
from the antibodies that had formed in a 66-year-old woman
called Vel who had a transfusion reaction during the course
of a second transfusion. Later its absence was detected in
another family and the mode of inheritance established.4 At
least nine of these high-frequency antigens are now known,
and more may await discovery.
The Lan antigen, the subject of a study by Dr. D. S. Smith

and his colleagues at page 90 of the B.M.7. this week, first
came to light when a 64-year-old man with a peptic ulcer had
a reaction after his third transfusion.' One further person
reacting to Lan antigen was found in testing 4,000 Dutch
people at random. With the eventual elimination of haemo-
lytic disease of the newborn due to rhesus incompatibility by

the use of anti-D serum, such cases as still occur will be the
result of reactions in other systems of blood groups, such as
Lan. The antigen on the foetal cells must stimulate the
eventual formation of a low-molecular-weight globulin IgG
in the mother, which can then pass the placental barrier and
induce haemolysis in the foetus. Presumably other high-
frequency antigens will be found that can also do this.
A difficult situation may arise in pregnancy owing to a

previously unrecognized antigen when a transfusion reaction
occurs or an antibody is found by other means. Family
studies to provide a suitable donor will then be of great
importance, and screening for these rare conditions is best
done early in pregnancy.
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Arsenic in Water
The reputation of arsenic is not invariably sinister. For
instance, among the famous arsenic eaters of Styria it was
said to make the men more lively, combative, and salacious,
and the women more comely, with the result that its ingestion
may have led to the " inordinate numbers of illegitimate child-
ren in some of these places, the proportion sometimes rising
nearly as high as 60% of the total births."' But though
Metchinkoff quoted the adaptation of horses and of the high-
landers of Styria to arsenic as instances of toleration acquired
by taking subtoxic doses, it seems that even in Styria enough
is enough.

Traces of arsenic are present in vegetable and animal
organisms, probably playing some essential part in meta-
bolism. Amounts of 0-013-0-017 mg. per litre are commonly
found in the urine of normal people who have no known
exposure to it' except what may be in their food and up- to
0-82 mg. per litre in workers dealing with arsenic. Evidence
of acute poisoning is rare, even with 4-5 mg. per litre of
urine. But the thought that arsenic could be present in
organized water supplies can be disturbing despite the
scrupulous care taken over the chemical composition of public
water supplies in Britain. A recent note in the Pharmaceuti-
cal 7ournal' gives expression to some public uneasiness about
the possibility of a risk to health in the construction, as is pro-
posed, of a reservoir of drinking water in the Meldon Valley
on the West Okement river in Devonshire. This valley has
been worked by miners in the past, and is believed to be rich
in arsenical pyrites.
The maximum allowable limit of arsenic in public water

supplies is set by the World Health Organization' at 0-05
mg. per litre (0 05 p.p.m.). The U.S. Public Health Ser-
vices Drinking Water Standard' is more cautious, stating
that if a water supply contains 001-0-05 mg. per litre alterna-
tive sources should be used if practicable. Arsenic at up to
500 parts per million2 is present in soils of all kinds. There
have been a few records linking arsenic in water with a high
incidence of cancer of the skin and liver, which were reviewed
by W. C. Hueper.6 Such a risk should not be underestimated,
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