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reported at p. 765.
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weather (p. 788).
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General Medical Services: Proposals for a
Welsh G.M.S. Committee approved; Seebohm
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p. 115).

Diet and Duodenal Ulcer
Is there a case for dieting patients with active duodenal ulcers ? In a
book concerned with medical controversies two well-known gastroentero-
logists have set out the arguments for' and against.! The proponent
discusses how, in theory at least, diet may help to reduce gastric acidity,
suppress motor activity, and maintain mucosal resistance. At the end
of his chapter there are four pages of dietary instructions: the patient
should take strained oatmeal; cream soup made from strained peas and
beans, but avoiding tomatoes or onions; soft eggs; small servings of
vanilla ice cream (without fruit or nuts); he should cut up food finely
and chew thoroughly; and he should avoid corned beef, pork, bacon,
and fried foods.
The other side of the case appears in a chapter entitled " Let the u- lcer

patient enjoy his food." The author discusses our ignorance of the effect
of different foods on gastroduodenal mucosa and on the function of the
stomach, and he points out that there is no real evidence that unstrained
foods, red meats, fat, fried foods, fruits, or nuts are physiologically
undesirable. But both authors are primarily clinicians, and they are no

doubt equally successful in dealing with patients with active duodenal
ulcers. Therefore before becoming too immersed in the details of their
dispute about diet we need to know about what aspects of ulcer treatment
they agree on. This is, of course, the use of regular doses of alkalis and
milk. The controversy is only whether patients with duodenal ulcers
should be advised to avoid particular foods.

Whatever the physiological arguments for or against a particular food-
for example, whether or not orange juice lowers gastric pH (which it
probably does not)-the ultimate answer to this strictly clinical problem
lies in controlled clinical trials. Elwood Buchman and his colleagues3
treated 103 patients with duodenal ulcers, 50 with a " bland " and 53 with
a standard diet. Before entering the trial the patients had all been shown
by barium meal to have an ulcer niche in the duodenum. Three weeks
later 89 of these had healed. There was no significant difference-in the
number of healed ulcers between those treated with a bland diet and those
given a standard diet.
These results suggest that diet does not affect healing of duodenal

ulcers. But they do not prove the point, for one needs to consider how
the patients were treated other than by diet. Two factors were important.
Firstly, all 103 patients were admitted to hospital. This is known to
improve the healing rate of gastric ulcers and may well be a factor in
both symptomatic success and actual healing of duodenal ulcers.
Secondly, and perhaps more importantly, all the patients were given
frequent, regular doses of alkalis and milk. For instance, during the first
week they had alternately alkalis or milk at half-hourly intervals from
7 a.m. until 7 p.m. During the second week this treatment was continued
at hourly intervals and during the third week at two-hourly intervals.
On this regimen all but two of the 103 patients were asymptomatic within
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two days. By the end of the third week the ulcer niche had
disappeared in 87%. Thus admission to hospital and regular
treatment with alkalis and milk were apparently the main
reason for their success. Diet could still have had a minimal
effect, but an effect which was not measurable because the
ulcers improved so rapidly once the patients were admitted
and given alkalis.

Other workers have come to the same conclusions from
clinical trials of the effect of diet on active duodenal ulcer.
B. M. Nicol4 studied a group of inpatients with gastric and
duodenal ulcers and concluded that the results were as good
with a " full diet " as with a strict dietary regimen. J. S.
Lawrence5 found that in 140 inpatients neither healing nor
disappearance of pain due to gastric, duodenal, and jejunal
ulcers was improved by a diet of regular milk and eggs.
R. Doll and colleagues6 gave outpatients with duodenal ulcers
normal and special diets. There was no significant difference
in healing of the ulcers. S. C. Truelove7 came to the same
conclusion on treating 80 male outpatients with duodenal
ulcers who were followed up for six months. Thus five
clinical trials have pointed to the same conclusion about the
ineffectiveness of diets for duodenal ulcers. Though each

of these studies can be criticized in one way or another, the
fact that not one showed diets to be specifically beneficial is
surely significant.
Most of the dietary restrictions that we impose on our

patients with duodenal ulcers are based on " unverified
impressions and traditional lore."8 Should we not advise
those with symptomatic duodenal ulcers to enjoy the food
they like, to avoid items that make their symptoms worse,
and to take regular alkalis or milk ? There is at present no
reason for us to claim that bland diets help the symptoms or
healing of duodenal ulcers.
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Primary Subacute Haematogenous
Osteomyelitis

Osteomyelitis caused by coagulase-positive staphylococci may
vary in severity from a fulminating illness to a comparatively
mild one. The more severe forms of the disease were those
in which it usually presented before 1944, when penicillin
came into general use, and the mortality (as a result of the
septicaemia) was about 25%.1 After 1944 the mortality fell
to nil.2 Penicillin and other antibiotics not only save the
lives of these patients but also, if the correct antibiotic is given
early enough in adequate dosage and for long enough, elimi-
nate the bone infection.

Since 1944 there has also been a change in the character
of the disease.' The fulminating type is rarely seen and the
incidence of the acute form has certainly fallen in Great
Britain and perhaps to a less extent in some of the under-
developed parts of the world. A mild form of the disease
is not a new phenomenon. In 1836 Sir Benjamin Brodie4
described a small localized abscess in the tibial diaphysis
originating without an acute illness in patients who had a
comparatively mild general reaction to the infection. Various

aspects of a mild disease have been referred to since then.
Familiar types of subacute infections are infantile osteo-
myelitis' and vertebral osteomyelitis in adults.6 Antibiotic-
modified infection' is a further example. It occurs when the
acute illness is treated with inadequate dosage of antibiotics
or for too short a time, and the same effect may be produced
by administering a bacteriostatic as opposed to the much more
effective bacteriocidal drugs.

Since early diagnosis is the key to effective treatment,
changes in the character of the disease need to be carefully
noted if it is to be promptly recognized. We must appreciate,
therefore, that while the incidence of the acute type has fallen
there has been a rising incidence of a particular type of mild
infection referred to as primary subacute osteomyelitis and
reported in 1965 as occurring in the long bones of children
and adults.8 In East Africa, where osteomyelitis is wide-
spread, it is reported to be more common than the acute
type.' The causative organism is usually a coagulase-positive
staphylococcus, which is probably less virulent than other
forms. But in some patients a coagulase-negative organism
has been isolated. It is possible that some patients have a
high resistance, and this may explain why the subacute form
of infection is so common in East Africa. Because many
Africans do not wear shoes, for example, they sustain frequent
minor cuts on their feet. The result is that they probably
acquire a high degree of resistance to the staphylococcus from
an early age.
One type of lesion occurs in the metaphysial region of a

long bone. It has a predilection for the distal tibial meta-
physis and consists of a relatively large abscess cavity which
is usually round or oval. To be accurate it should not be
called a Brodie's abscess, because he described a small cavity
in the tibial diaphysis surrounded by a sclerotic zone and a
well-marked periosteal reaction, whereas this subacute lesion
excites an insignificant degree of sclerosis or periosteal
reaction. Another distinct type of lesion appears on the
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