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pH of the gastric fluid. However, there was a statistically
significant difference in the mean blood sugar levels in the two
groups: 5313 mg/100 ml in those starved for eight hours but
66-4 mg/100 ml in those given milk up to four hours pre-
operatively. Blood sugar levels of 40 mg/100 ml or less were
found in 15% of the eight-hour group but none in the four-
hour group, and all these cases of hypoglycaemia arose in the
very young (under 47 months) and the very small (under 15-5
kg).

So it seems there is a real risk of hypoglycaemia in very
young children having surgical operations. The wish to
eliminate the risk of inhalation of vomit on induction of
anaesthesia must be tempered by the dangers ofhypoglycaemia
from prolonged preoperative starvation. Much of the danger
can be satisfactorily avoided by the adequate use ofintravenous
dextrose before and during surgery. Nevertheless, further
studies with agents, such as metoclopamide, which speed up
the emptying time of the stomach and thereby reduce the
period of preoperative starvation might prove worthwhile.
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Post-traumatic Duodenal
Ileus
Obstruction of the third part ofthe duodenum has been recog-
nized for more than a century' and was popularized in the
classic paper by WiLkie,2 after whom the syndrome is some-
times named. Other terms include duodenal ileus, the superior
mesenteric artery syndrome, and vascular compression of the
duodenum. The roots of the superior mesenteric vessels
normally pass gently across the junction ofthe third and fourth
parts ofthe duodenum, but this vascular pedicle may compress
the duodenum against the aorta, the lumbar vertebrae, and the
paravertebral muscles posteriorly in a "nut cracker" grip,
producing partial or complete, intermittent or chronic, duo-
denal obstruction.

Wilkie himself attributed this state of affairs to sagging of
the small intestine and right colon into the pelvis-a situation
that can occur in malrotation of the gut with faulty fusion of
the attachments of the mesentery of the small bowel, but it
can also occur in patients with "asthenic habitus", visceropto-
sis, poor abdominal musculature, and large hernias. It may
also be associated with low aortic origin of the superior mesen-
teric artery, exaggerated lordosis, and loss of cushioning fat
in the mesentery.

Clinically the patient may present at any age from childhood
onwards, and females are more often affected than males.
Complaints include postprandial discomfort and distension,
belching, and vomiting, or even total duodenal occlusion with
copious vomiting of bile. A marked degree of obstruction is
accompanied by loss of weight. There may be epigastric
tenderness and a gastric splash. Radiologically the duodenum
is dilated and obstructed with a characteristic sharp cut off
as it crosses the lumbar spine.
The patient may be able to relieve his symptoms by adopting

the knee-elbow position, and indeed this may be confirmed
at barium meal examination. If symptoms are severe and not
relieved by postural changes surgery may be required, and
here a duodenojejunostomy between the infra-ampullary

duodenum and the first part of the jejunum is the most effec-
tive; this has- been confirmed in an exhaustive review of
relevant publications by Barner and Sherman.3
An interesting variant of vascular compression of the duo-

denum is the cast syndrome, first described by Willett4 in
1878, and named by Dorph5 in 1950. In this condition
patients placed in a body cast, a hip spica, or a hyperextension
frame develop severe and pernicious vomiting and gastric
dilation. In a recent interesting review, Hall6 reported four
personal cases, three of whom were women, in which the
superior mesenteric syndrome complicated severe multiple
fractures. None of his patients had been placed in plaster
casts ("cast syndrome incognito"), but all had had prolonged
best rest in the supine position, three with traction; this had
led to rapid weight loss and resultant diminution in mesenteric
adipose padding. The symptoms, which in three ofthe patients
were sufficient to require nasogastric suction, responded to
change in posture, though one patient needed nursing prone in
in a special bed designed to prevent pressure sores, but in the
others fixation of the fractures enabled the patients to be
mobilized.

Orthopaedic surgeons should be on the look-out for this
complication of immobilization of their patients in the supine
position, particularly when there is also hyperextension and
where severe weight loss complicates extensive trauma; the
syndrome may be seen even if a plaster cast is not used. The
development of gastric distension and vomiting may require
modification of the intended orthopaedic regimen in order to
let the patient adopt a prone position or be fully mobilized.
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Organic Psychosis
A patient in a general hospital who becomes confused, or
aggressive, or behaves in an inappropriate manner can cause
considerable disruption in a ward. Disturbed behaviour can
lead to alarm among other patients and near panic in nursing
and junior medical staff not trained to deal with mental illness.
Pressure is often exerted to have the patient transferred forth-
with to a psychiatric hospital-where facilities may not be
available for the management of acute medical or surgical
conditions. Similarly, the abrupt onset of an organic psychosis
at home may mislead a general practitioner into making a
diagnosis of a functional psychosis and asking for the ad-
mission of the patient to a psychiatric hospital.
The causes of an organic psychosis are protean: they include

head injury, brain tumour, cerebrovascular disease, endocrine
disturbances, vitamin deficiencies, metabolic disorders of
renal, hepatic, and pulmonary origin, infections, poisons such
as alcohol and barbiturates, anoxia, and cerebral degeneration.
Withdrawal of a regular supply of alcohol or barbiturates is a
frequent cause of confusion or bizarre behaviour in patients
in general hospitals, and drug addicts may be similarly affected
by the sudden stopping of the addictive agent. Some patients
are peculiarly susceptible to relatively minor changes in the
environment. For example, an anoxic patient being investi-
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