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MEDICAL PRACTICE

Clinicopathological Conference

A Case of Abdominal Pam

DEMONSTRATED AT THE ROYAL COLLEGE OF PHYSICIANS, LONDON

British Medical yournal, 1973, 3, 480-485

The Royal College of Physicians held the third of its quarterly
clinicopathological conferences at the College on 26 April.

Clinical History

Dr. W. Sircus (1) presented the history of a man who was born
1898 and, though an university servitor, had previously been a
bar manager. In 1964 he developed episodes of abdominal pain
and heartburn with attacks lasting three weeks and with re-
missions up to three months. Alkalis relieved the pain. He was
first seen in the outpatient clinic in 1968, when he was aged 70.
He weighed 60 kg. The abnormal findings were mainly in the
cardiovascular system. His blood pressure was 240/120 mm Hg
and on repeated measurements during the consultation it did
not fall significantly. He had grade II retinopathy and an apical
systolic bruit. Bronchospasm and signs of emphysema were
noted. The electrocardiogram showed frequent ventricular
extra systoles and minimal ST depression in V6. A barium meal
showed a sliding hiatus hernia. The E.S.R. was 12 mm in the
first hour (Westergren), the haemoglobin 16-2 g/100 ml, and
the P.C.V. 48%. Alkaline phosphatase and other measurements
of liver function were normal. Postural measures to relieve the
pain, antacids, and sedatives were prescribed by the registrar
who saw the patient.

Discussants Comments
At this point, Dr. Sircus asked Dr. A. M. Dawson (2), the dis-
cussant, to comment.

DR. DAWSON: I am not sure that these data are at all relevant
to the condition which is going to.kill the patient. There is a lot
of background noise, rather like in the new M.R.C.P. mma-
tion. I would not be happy to conclude that the epigastric pain

was due to a hiatus hernia because it does not sound like oeso-
phagitis or reflux. There might also be a peptic ulcer, which can
so easily be missed on barium meal. I am surprised that there
were no recommendations to the general practitioner at least to
keep an eye on the hypertension.

DR. SIRCUS: The second phase of this man's story begins four
years later in August 1972. The referral letter stated the com-
plaints as "constipation" and "lower" abdominal pain. The
previously noted hypertension had been treated with methyl
dopa and chlorothiazide by his general practitioner. The patient
was said to be depressed, ostensibly owing to the death of his
grandson in a car crash six months previously. The abdominal
pain was now described as constant, his "constipation" proved
to be a change in bowel habit from one movement a day to once
in two days, and he had had several analgesic drugs.
On examination he was found to be normotensive and had a

systolic apical bruit similar to that noted in 1968. He was ortho-
pnoeic with some central cyanosis and digital clubbing. There
was bronchospasm. The abdominal examination and sigmoido-
scopy showed no abnormality. The results of the investigations
were normal, apart from a serum potassium of 3-2 mEq/l. and
serum carbon dioxide of 30 5 mEq/l. The electrocardiogram was
normal. The barium enema was interpreted as showing only
"spasticity." Potassium supplements, Isogel, and Mebeverine
were recommended by the attending registrar.
On 29 October 1972 on attendance at the review clinic he had

not improved, the pain was worse, and he was admitted.
Do you wish to say anything on this, Dr. Dawson?
DR. DAWSON: I am not clear if this pain was colonic in origin,

if it was eased by passing flatus or opening his bowels, or why it
was decided that he had constipation. I presume that the
potassium and CO2 levels were due to the diuretics being given
without potassium supplements. I would really like to know
about the nature of the epigastric pain which was now inter-
rupting his life.
MEMBER OF THE AUDIENCE: What was the nature of the stool?
DR. sIRcus: They are not described in the notes.
DR. DAWSON: The general practitioner has clearly controlled
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the blood pressure, but was the systolic murmur ejection in
type, due-to mitral incompetence, or what was thought ?

DR. sIRcus: This will be clarified at a later stage.
The third phase in the history concerns this admission at the

end of October in the care of one of my colleagues. The notes
indicate that the pain was of varying intensity and was best
relieved by adopting a crouching position or draping himself
across a bedside chair. The liver was palpable two fingers'
breadth below the costal margin. A harsh pansystolic murmur
was conducted to the axilla. A plain x-ray film of the abdomen
showed no abnormality. A liver biopsy was obtained. On the
chest x-ray film the heart was slightly enlarged and the dia-
phragm somewhat low. At gastroscopy "patchy friability" of the
gastric mucosa was noted and a lax cardia but no oesophagitis.
The hiatus hernia was again seen on barium meal, but there was
also a narrowing in the prepyloric area, which the radiologist
thought "could be neoplastic." The biliary tree and gallbladder
were normal by intravenous cholangiography. Both liver and
pancreatic scans were reported as normal in uptake and ap-
pearance. The serum B12 level was 1,012 pg/ml, but the serum
folate was normal. In a glucose tolerance test the levels recorded
in the blood were 107 (fasting), 127, 98, 101, 109, and 125 mg/
100 ml. He continued depressed and was prescribed amitrypti-
line.

TWO PROBLEMS

DR. DAWSON: There are two problems here. He has chronic
respiratory disease and heart failure. He also has a lot of ab-
dominal pain. Obviously everyone is thining that this may be a
pancreatic lesion, although with obscure abdominal pains in a
person of 74 with evidence of vascular disease, one must think
of ischaemia of the gut. There is nothing in this history to
suggest ischaemic abdo pain. One cannot attach much
importance to the palpable liver in a patient with over-inflated
lungs, a norma alkaline phosphatase, and a normal scan. The
only thing that makes one wonder if the liver was abnormal is the
serum B1,2 of over 1,000. Years ago one test of liver function was
the serum iron level, which would shoot up in hepatitis. In liver
abscess the BL, liberated from the liver is attached to binders,
so that it is not excreted in the urine. An excess may also occur
in the presence of an infltrating lesion of the liver, but then the
alkaline phosphatase is usually raised also.
The "narrowing" of the pylorus is almost a displacement from

the underside rather than a concentric narrowing and this
suggests something in the pancreas-but one has been let down
by this sort of sign many times.
As for the endoscopy, there are three schools of thought.

Some people never do it, some people do it on every patient,
and others do one or two patients a week. To be good at endo-
scopy you have to do a lot; otherwise you give very erroneous
reports. At this stage they were presumably looking for an ulcer
that might have been missed-and a posterior gastric ulcer could
well cause this pain, give episodic indigestion, and defy in-
numerable barium meals. Also one can get infiltration of the
gastric mucosa by carcinoma of the pancreas. Patchy friability
can occur in gastritis, but I do not believe this is a cause of
symptoms.
The liver scan did not look abnormal, but I find scans

extremely difficult to interpret. The pancreatic scan was un-
impressive, but the use of this depends on how many a depart-
ment has done. The number of false-positives and false-
negatives go down with experience. In a goodly number of
carcinomas of the body of the pancreas the glucose tolerance
is impaired-but that has not been demonstrated here.

DR. sIRcus: I think the plain x-ray film will have been re-
quested because he had been a bar manager.

DR. DAWSON: Yes, in which case one might also expect to
have seen pancreatic calcification in the barium meal.
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HAEMATEMESIS AND MELAENA

DR. sIRcus: To proceed: in the ward at 3.30 a.m. on 7 Novem-
ber the patient had a severe haematemesis and melaena. He
required blood transfusion. Five hours later the endoscopy was
repeated and "a few patches of friability" were again reported.
Acute erosions were diagnosed and carbenoxolone was pre-
scribed. Later the same day he had a further bleed and required
to be transfused again. During the following week the epigastric
pain was much more severe and radiated into the back. From a
midstream specimen of urine taken in the investigation of an
episode of dysuria and frequency, coliforms and proteus were
cultured. Ampicillin eliminated the infection. He was allowed
home at the end ofNovember 1972 on antidepressant treatment.
On 4 January 1973 he came to the review clinic. His com-

plaints were of difficulty in evacuating his bladder, profound
anorexia, and continued abdominal pain. He appeared ill and
wasted and a mass was palpable in the upper left abdominal
quadrant. He was admitted the same day.

In the ward he was found to have oedema of the left leg from
the thigh downwards. The electrocardiogram was unchanged
in appearance from previous ones but an old inferior myocardial
infarct was diagnosed on this occasion. The blood pressure was
150/70 and the harsh systolic murmur was still present. A further
endoscopy revealed no gross disease, but "chronic gastritis"
was diagnosed and biopsies were taken from the antrum. The
blood sugar levels in another glucose tolerance test were 98
(fasting), 178, 176, 175, 131, and 117 mg/100 ml. The aLkaline
phosphatase was now 123 IU (upper limit of normal for the
laboratory, 85 IU) and repeated occult blood tests were positive.
On 14 January he suddenly became much more breathless and
cyanosed and had chest pain. He became confused and had a
small episode of haematemesis and melaena. Two days later
haemoptysis occurred and dullness and coarse crepitations were
found at the base of the right lung. He had no pyrexia. An
x-ray film of the chest showed "non-specific opacities."
During the next ten days depression was the most striking

feature. Then, on 26 January, he complained of loss of vision
from the right eye. The signs according to the examining phy-
sician were of a homonymous hemianopia. On the next day
weakness developed in the right hand, and later in the day total
loss of vision. The pupils were dilated but reacted to light. He
became drowsy, confused, and incontinent and remained so
until his death seven days later, on 4 February 1973.

DR. DAWSON: As with the first haematemesis an erosive gas-
tritis was seen at endoscopy. Gastrointestinal bleeding may be
caused by pancreatic carcinoma by erosion by a neoplasm or
veins actually bursting, but the endoscopist did not see this.
Treatment was unconventional, if I may say so, with carben-
oxolone. In some series this has been of use in ambulant patients
with gastric ulcers but the side effects are fluid retention and
potassium loss. This man was not ambulant, and he had been in
heart failure and had problems with his potassium.

All the signs were now pointing to something of a neoplastic
nature, including a mass appearing, in the left upper quadrant,
but we do not know if it moved with respiration or was tender.
There is now a change in the glucose tolerance which is quite
striking and I doubt whether it is because he had not been taking
food. The alkine phosphatase has gone up, which it can do if
there is partial obstruction-of the biliary tract just as much as
with infiltration in the liver if metastatic deposits are there.
The fact that this has occurred so quickly means that it must be
due to one of these two causes.

GENERAL MANIFESTATIONS

We now come to the cerebral manifestations and the way you
described his final cerebral episode at first made me think that
he had had a straightforward cerebrovascular accident or even
an embolus after a myocardial infarction. But the slow onset and
his previous bouts of confusion does raise the possibility of
metastases in the brain.
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One other point is that the man had hesitancy of micturition
due to his antidepressants and this is a problem if you use
propantheline and antidepressants in a 74-year-old. He also
had had a deep vein thrombosis, probably affecting the left iliac
vein, and a pulmonary embolus is suggested by the history and
the chest x-ray film.

DR. smcus: Would you like to summarize your views before I
invite our pathologist, Dr. Maclean, to describe his findings?

DR. DAWSON: I think that he had a carcinoma of the pancreas.
He has either got a partial obstruction of the common bile duct
or secondary deposits in the liver-and I would favour the latter
because of the high serum B12 level. He may also have metastatic
deposits in the brain, an iliac thrombosis, and a pulmonary
embolus.

DR. SIRCUS: What comments have you concerning the hyper-
tension and the heart murmur before you are let off the hook?

DR. DAWSON: I would doubt whether this was more than a
contributing factor in this man's death. He will have vascular
disease but I do not think it is the primary cause of his abdominal
catastrophes.

DR. SIRCUS: Thank you very much. Are there any questions ?
PROFESSOR SIR MELVILLE ARNOTT (3): In discussion with the

junior staff of my unit this morning around the case notes we
came to the same conclusion that, as so often in the elderly, there
were three pathological processes-longstanding obstructive
airways disease, hypertension, and peptic ulcer with carcinoma
of the pancreas. So if there is a nasty pitfall ahead I want to go
down with Dr. Dawson.

Pathological Findings

DR. N. MACLEAN (4): The body was thin and rather barrel-chested.
The left leg was slightly oedematous. There was no jaundice,
purpura, or superficial vein thrombosis.
The alimentary tract appeared virtually normal and there were

no unhealed gastric erosions. No diverticular disease or pro-
nounced muscular hypertrophy of the colon was obvious. A
firm tumour invaded the head of the pancreas. It was centred in
the inferomedial portion and had spread fairly extensively
leaving a narrow zone around the common bile duct uninvolved
(fig. 1). The main pancreatic duct was slightly dilated and the
stroma of the body and tail of the pancreas showed some slight
round-cell infiltration. The carcinoma had spread to the peri-
pancreatic, coeliac, and the abdominal paraaortic lymph nodes.
It proved to be a well-differentiated mucus-secreting adeno-
carcinoma often forming ductular structures of pancreatic type
(fig. 2).
The liver weighed 1,440 g and contained numerous metastases,

many measuring about 2 cm in diameter (fig. 3). In addition,

FIG. 1-Head, neck, and part of body of the pancreas. The head is widely
infiltrated by carcinoma but the common bile duct (B) is not involved.
Lymph node metastases (N) lie above the pancreas.
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FIG. 2-Pancreas (H. and E. x 85). The pancreas is infiltrated
by mucin-secreting carcinoma with a well-differentiated ductular
pattern.

FIG. 3-Part of the liver, showing tumour metastases in both lobes.

some of the portal tracts were infiltrated by tumour, and several
which contained no tumour showed evidence of obstructive
cholangitis caused by pressure of metastatic nodules on intra-
hepatic bile ducts. The gall gladder and extrahepatic bile ducts
appeared normal.
The heart weighed 350 g and the myocardium of the

base of the left ventricle was hypertrophied. A large
anteroseptal myocardial infarct involved the lower half of the
ventricle and was probably about three weeks old. Much of the
necrotic myocardium had been absorbed so that there was pro-
gressive thinning of the ventricular wall from the upper part of
the infarct onwards towards the apex. Grey-red thrombus covered
much of the affected endocardium (fig. 5). The coronary arteries
were atheromatous and part of the anterior descending branch
of the left coronary artery was completely occluded by dark red
organizing thrombus. The valve cusps were thin and pliable but
except for the pulmonary valve were all affected by thrombotic
abacterial endocarditis. Friable grey vegetations were present
on the lines of contact of the aortic and tricuspid valve cusps
and mostly measured about 3-5 mm in diameter. Large grey-red
vegetations were present on the atrial aspect of the mitral valve
cusps (fig. 6). The vegetation on the anterior cusp measured
15 mm in diameter. The vegetation on the posterior cusp ex-

 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.3.5878.480 on 1 S
eptem

ber 1973. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 1 SEPTEMBER 1973

FIG. 4-Heart showing thrombus (T) overlying an extensive anteroseptal FIG. 6-Pulmonary arteries at hilum of right lung showing a
infarct of the left ventricle. A vegetation (V) is present on the left coronary large, old, organized, and contracted thrombus (A) being mn-
cusp of the aortic valve. The right coronary cusp has been cut away, and the corporated into the vessel wall, and more recent loose thrombus
vegetation on the posterior cusp has been detached. (B) in the lower lobe branch.

FIG. 5-Heart. Large thrombotic abacterial vegetations are present on both
cusps of the mitral valve.

tended on to the adjoining part of the atrial wall, was firm at its
base and measured 20 mm in maximum diameter. Microscopic
examination confirmed that the vegetations were free from
bacteria and that organization was occurring at their bases.
The abdominal aorta was atheromatous and old pale mural

thrombus was present near and below the great vessels. Both
femoral veins were completely occluded by old thrombus which
microscopically showed signs of organization at its periphery.

In the primary branches of the right pulmonary artery thrombi
of varying ages were adherent to the walls (fig. 7). The largest
had contracted and was no longer occlusive but an old infarct
measuring about 3 cm in diameter was still obvious in the lower

lobe of the right lung. Both lungs were emphysematous, oede-
matous, and showed hypostatic congestion. A few small meta-
stases were present in both lungs and were most numerous in
the left upper lobe. In addition a few organizing thromboemboli
and tumour emboli were found on microscopic examination in
small pulmonary arteries.

Severe atheroma affected many of the cerebral arteries, and
thromboemboli were also found on microscopic examination.
Gross and microscopic examination of the brain showed very
recent infarction without dissolution, affecting most of the cortex
of the posterior half of the left cerebral hemisphere. In addition
there were in the right occipital lobe small recent infarcts, and
an older infarct, probably about ten days old, which involved
mainly the cortex around the calcarine fissure.
The right kidney was rather smaller than the left and a con-

genital cyst was present at its lower pole. Its main artery was
narrowed at its origin by old aortic thrombus. In the left kidney
there was a pale infarct measuring 3-5 cm in diameter on its sub-
capsular surface. It was fairly recent but slight contraction had
already occurred.
The endocrine glands showed no abnormality of note. The

bone marrow was reactive and contained normal megakaryocytes.
No tumour was detected.

Summary of Pathological Findings
(1) Carcinoma of head of the pancreas not involving common
bile duct.

(2) Spread to peripancreatic, coeliac, and abdominal para-
aortic lymph nodes.

(3) Numerous metastases in liver.
(4) Small metastases in lung.
(5) Marked thrombotic tendency.
(6) Old thrombosis of femoral veins; pulmonary embolism

and infarction.
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(7) Thrombotic occlusion of part of the anterior descending
branch of left coronary artery; myocardial infarction.

(8) Thrombotic abacterial endocarditis affecting mitral,
aortic, and tricuspid valves.

(9) Embolic infarcts in kidneys, spleen, and brain. Pul-
monary emphysema and hypostatic congestion.

Discussion

DR. SIRCUS: Thank you. I would like to quote from Braganza
and Howat' writing on cancer ofthe pancreas: "The vast majority
of patients are free from symptoms when the disease gradually
manifests itself, an ingravescent onset which is often responsible
for the patient's late appreciation of ill health and delay in con-
sulting a doctor. In cancer of the pancreas the traditional
approach, diagnosis by exclusion, is not sufficient since it pre-
sumes an accurate knowledge of diseases of contiguous viscera
which we may not possess; and the late appearance of clinical
symptoms and the inaccessibility of the pancreas to common
clinical, radiological and laboratory investigations seriously
jeopardize the patient's chance of early diagnosis. A positive
approach to the diagnosis of this and of other pancreatic disease
cannot be overstressed."
Now Mr. Smith would you be so kind as to outline the

experiences of our unit in relation to the mode of presentation of
carcinoma of the pancreas.

SURGEON'S ROLE

MR. A. N. SMITH (5): Unfortunately the surgeon often has no
active role. However, I would like to take the opportunity to
compare the symptoms (table I), signs (table II), and tests
(table III) in a consecutive series of 100 cases from the early
1960s up to 1970, with those in this case.
The head of the pancreas was affected twice as often as the

body and tail. Anorexia and weight loss were common general
symptoms in both groups, but jaundice mainly in head of
pancreas lesions. Tests indicating ductal obstruction were
mainly positive in this group. About 80% presented with pain:
in 55% it was abdominal pain and in 27% back pain. Migrating
thrombophlebitis was rare (12%). Occult blood tests were
positive when the cancer lay in the head of the pancreas, but this
form of blood loss does not explain the frequency of the anaemia

TABLE I-100 cases of Carcinoma of Pancreas (69 head of pancreas: 31 body
and tail) Incidence of Symptoms (as %)

Symptoms All cases Head Body/Tail

Weight loss .68 68 68
Anorexia .67 66 68
Abdominal pain .55 50 68
Jaundice .48 70 0
Back pain .27 17 49
Weakness/fatigue .24 20 32
Nausea 23 17 33
Vomiting .23 20 30
Pruritus .19 28 0
Flatulence .19 17 22
Diarrhoea .14 16 10

TABLE si-100 cases of Carcinoma of the Pancreas (69 head of pancreas: 31
body and tail) Incidence of Signs (as %)

Signs, All cases Head Body/Tail

Hepatomegaly .64 72 45
Jaundice 54 75 6
Abdominal tenderness 41 36 52
Abdominal mass .33 25 52
Palpable gall bladder 16 22 3
Ascites 4 1 10
Splenomegaly 3 1 6

Bruit.2 0 6

BRITISH MEDICAL JOURNAL 1 SEPTEMBER 1973

TABLE III-Investigations in 100 cases of Carcinoma of Pancreas

Common Investigations
Total No. %/ Abnormal

Investigations of Patients
Tested Head Body/Tail

Hb .. . 98 31 63
E.S.R. .. 88 87 85
White cell count ..88 2 11
Bilirubin 88 86 20
Alkaline phosphatase 88 92 43
Ba meal . . . 76 53 33
Proteins: Albumin .. . 63 40 13

Globulin .. . 63 36 13
Occult Blood. . 45 72 37
Less Frequent Investigations
Glucose tolerance test 16 92 66
Intravenous cholangiogram 18 72 75
Pancreatic scan ..10 50 100
Aortography .. . 100 -

associated with cancers of the body and tail which give the
impression of being the more advanced neoplasms. The E.S.R.
was raised in both groups. The glucose tolerance test was more
commonly abnormal in the carcinoma of head, rather than in
the body and tail, where the islets are predominant; that they
function abnormally may be an expression of ductal obstruction
or generalized damage to the gland.

Surgeons tend to think of pancreatic cancer as a localized
disease because this is how it presents to them, but it can spread
widely-to liver, lungs, peritoneum, and lymph nodes most
commonly in our series. The surgeon can use laparoscopy but
direct primary evidence of carcinoma in a retroperitoneal struc-
ture is quite impossible to visualize-though secondary evidence,
such as the presence of hepatic metastases or a distended gall-
bladder, may be suggestive. Many patients come to laparotomy.
From the surgeon's viewpoint one might ask when might the
patient presented today have had one ? Perhaps during the long
saga of abdominal pain. The duodenum would likely be opened,
certainly, if a mass were palpable in the pancreatic head. This
then allows not only direct observation and palpation but a
biopsy for frozen section to be cut deeply from the head of the
pancreas. If a fistula develops after biopsy it drains into the
duodenum. An operative cholangiogram might also be done in
the presence of uncertain obstruction of the common bile duct
and a pancreatogram added in some instances.
For the ampullary lesions, which tend to present earliest, the

surgeon must decide at some point if he is to gQ ahead with
pancreaticoduodenectomy. Most series show that resection or
bypass prolongs life by two to three years at most, but with the
advantage that after excision rather than bypass the patient is
free from pain. Some cancers in the tail are also resectable. The
main palliative procedure for advanced cancer of the head of
pancreas is a bypass to relieve obstruction of the biliary system
and this should rid the patient effectively of his jaundice.
The surgeon may also have to do this in anticipation of future
biliary obstruction, and may add a gastroenterostomy ifhe thinks
the lesion is encroaching on the distal stomach. Chemotherapy
may be given-for example, 5-amino-fluorouracil into the
splenic artery-and has been known to relieve the pain for six
to nine months.

PROBLEMS OF INVESTIGATION

DR. SIRCUS: Would you like to come in again, Dr. Dawson, having
now been confirmed as a diagnostician of the top rank.

DR. DAWSON: This poses the problem of someone with ab-
dominal pain-how far do you go in investigating it in an old
man who is a cardiorespiratory cripple? Did the pathologist
think these bleeds were coming from the pancreas, gastritis, or
vascular thromboses in the stomach ?

DR. MACLEAN: Bleeding in some way is common in pan-
creatic carcinoma, even in the tail, but I found no evidence of
erosions in the biopsies of the stomach, or of venous thrombosis.
One explanation may have been a low blood fibrinogen level
because of the widespread thromboses.
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DR. SIRCUS: We discussed this case as being something within
the common remit of all of us, and deliberately avoided an
exercise in the exotic. There are a good many lessons here.
What do members of the audience think?

PROFESSOR M. D. MILNE (6): I am rather puzzled to know what
causes the impaired glucose tolerance test. It is obviously not
atrophy of the islets of Langerhans, which are usually preserved,
and are certainly preserved after duct ligation in the experimental
animal.

DR. DAWSON: I do not know. You can get islet hyperplasia and
hypoglycaemia with duct ligation in animals.

DR. MACLEAN: The obstruction may cause pancreatitis not
amounting to necrosis, which would affect the islets. There was
some oedema and a minor degree of round cell infiltration.

MR. SMITH: In some cases after surgical resection the glucose
tolerance test goes back to normal so that the derangement is
reversible.
MEMBER OF AUDIENCE: What about angiography in the early

diagnosis of carcinoma in the head of the pancreas ?
DR. DAWSON: The Edinburgh series had 100% in three cases

and I think that was a lucky first three. It is not by any means an
infallible technique.

DR. SIRCUS: With regard to the value of pancreatic scanning,
we were among the first units to evaluate it when it was a re-
search study and it gave very striking results. But as soon as the
research era ended and it became a service commitment, the
value fell away, until scans became almost dangerously mis-
leading. The original position in our unit has been recouped
only by recruiting a radiologist who was particularly interested
in scanning and using one technician who does that job all the
time. The position in respect of arteriography is exactly the
same-it needs someone with considerable experience doing
large numbers. This is why the Scandinavians have contributed
so much.

DR. DAWSON: I would like to make a plea that as radiologists
are in short supply they are better employed learning to do good
barium meals than doing scanning.

DR. SIRCUS: Yes, except that good endoscopy is making good
barium meals less important and in scanning the radiologist's
time is occupied only with quality control and interpretation.

DR. DAWSON: Endoscopy is more punitive and takes rather
longer.

DR. SIRCUS: I think before we close the discussion we should
emphasize the significance of depression occurring for the first
time in a man of over 70. Senile melancholia is a common early
manifestation of lurking neoplasia. That should have alerted
the diagnosticians in today's case.
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Summary

A self-administered symptom questionnaire was com-
pleted by 477 patients in a hypertension clinic. The com-
plaints of the patients were analysed according to the
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type of therapy being given and the dose of drug taken.
Methyldopa therapy was associated with sleepiness,
weakness ofthe limbs, sleeping longer at night, and rising
more frequently at night to pass urine. Diarrhoea,
impotence, failure of ejaculation, blurred vision, de-
pression, and the symptoms ofpostural hypotension were
not related to methyldopa therapy. Bethanidine ad-
mnistration was related to postural hypotension, im-
potence, and failure of ejaculation but not to weakness of
the limbs, blurred vision, depression, or diarrhoea.
Patients receiving guanethidine complained of postural
hypotension, failure of ejaculation, and had their bowels
open more frequently. Similarly, patients receiving
propranolol had an increasedfrequency ofdefaecation but
also tended to complain ofweakness of the limbs.
Considering each drug individually, 5% of patients

failed to take the prescribed dose of diuretic whereas
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