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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.

1 Smith, R. M., Anesthesia for Infants and Children. St. Louis, Mosby, 1959.
2Watson, B. G., British Journal of Anaesthesia, 1972, 44, 712.
3 Bevan, J. C., and Burn, M. C., BritishJournal ofAnaesthesia, 1973,45, 115.
' Thomas, D. K. M., British Journal of Anaesthesia, 1974, 46, 66.

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.

Rokitansky, C., in Lehrbuch de Pathologischen Anatomie, 1st ed., Vol. 3.
Wein, W. Braumuller, 1842. (quoted by Barner and Sherman, 1963).

2 Wilkie, D. P. D., British Journal of Surgery, 1921, 9, 204.
3 Barner, H. B., and Sherman, C. D., Surgery, Gynecology and Obstetrics

with International Abstracts of Surgery, 1963, 117, 103.
4 Willett, A., St. Bartholomew's Hospital Reports, 1878, 14, 333.
5 Dorph, M. H., New England J'ournal of Medicine, 1950, 243, 440.
6 Hall, L. W., American Journal of Surgery, 1974, 127, 371.

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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gated in a cardiac catheter room became acutely psychotic
whenever the light was switched off; another developed a
marked paranoid psychosis when his haemoglobin fell below
10 g/100 ml.
The current preoccupation with non-infective causes of

organic psychosis and the successful control of infection have
diverted attention away from infective causes, yet these are
still a relatively common cause in Britain and very common in
other parts of the world. Schwartz' recently described the case
of a 40-year-old man who developed a manic psychosis in
association with Q fever, and his report referred to a descrip-
tion by Steinberg et al.2 of a similar syndrome occurring during
the course of influenza. Toxic confusional states and frank
organic psychosis can complicate any infection and may be
precipitated by a number of factors. Delirium is common in
pneumonia, but it is usually of short duration and disappears
when the infection responds to treatment. Associated anoxia,
however, especially in the elderly, can exacerbate mental
symptoms, which may then be treated with sedatives leading
to further confusion of the patient. Certain infections such as
influenza or infectious mononucleosis may be complicated by
encephalitis; others such as otitis media or pneumonia can lead
to brain abscess or pyogenic meningitis. Encephalitis and
meningitis can both present with acute psychiatric syndromes
which may obscure the true nature of the patient's illness and
lead to delay in diagnosis and treatment. Cerebral malaria and
typhoid should always be considered as possible causes of an
organic brain syndrome in a patient recently returned from
Africa, Asia, or South America. Septicaemia can also present
with psychiatric symptoms, as can chronic brucellosis.

Since the problem usually presents suddenly these states are
frequently regarded as acute, yet there may be a considerable
prodromal state, which, if heeded, would have given adequate
time for appropriate action. The arbitrary linkage of acute
organic psychosis with reversibility and chronic states with
irreversibility is no longer tenable, as is apparent from diseases
like dementia paralytica, notoriously associated with a chronic
psychosis which is reversible, as are the mental changes asso-
ciated with myxoedema. Conversely, an acute encephalitis may
degenerate into an irreversible organic psychosis.
Treatment of a condition with a multiplicity of causes will

be ineffective unless an accurate diagnosis is made. This may
be as exhaustive an exercise as the search for the cause of a
pyrexia of unknown origin. Without such information, treat-
ment of the psychotic features with one of the range ofpsycho-
tropic drugs could be dangerous. For example, a patient with
a myxoedematous psychosis could be plunged into a dangerous
state of hypothermia if chlorpromazine is prescribed for the
control of mental symptoms. Once the diagnosis is made and
treatment started for the organic disease the excitement or the
paranoid state may be readily controlled.

If a patient in hospital or at home suddenly develops acute
psychiatric symptoms a careful history should be taken from a
relative or friend concerning previous personality and habits,
including alcohol consumption or addiction to drugs. Examina-
tion may reveal fever or signs of pneumonia or meningitis,
while papilloedema may signify a cerebral tumour or abscess.
Further investigations will depend on the clinical features of
the illness, but blood cultures, biochemical serum tests,
lumbar puncture (provided there is no evidence of increased
intracranial pressure), E.E.G., brain scan, chest and skull
x-ray films, and serological tests for viral infection may all
be considered.

I Schwartz, R. B., British Journal of Psychiatry, 1974, 124, 140.
2 Steinberg, D., et al., British Journal of Psychiatry, 1972, 120, 531.

Secure Hospital Units
The simple action of locking a door can have a profound
emotional impact on those on either side of it. A terror of
incarceration found among many patients with mental ill-
ness was one factor leading to the "open door" policy in
psychiatric hospitals; yet the opposite reaction is to be seen
in the public demand that dangerous or potentially danger-
ous offenders should be locked away.
While psychiatric hospitals have been moving to more

liberal attitudes on restraint of patients judges, penologists,
and prison staff have become increasingly concerned about
the numbers of mentally abnormal offenders in our already
overcrowded prisons. As things are at present these offenders
cannot be sent to ordinary psychiatric hospitals, since con-
ventional units have neither the facilities nor the staff to
prevent them absconding; and the special hospitals are
filled to their limits. As we have stressed repeatedly,1-6 a
hospital cannot at one and the same time look forwards to a
therapeutic community and backwards towards the security
of a prison.

This unsuitability of normal psychiatric hospitals for the
treatment of many mentally abnormal offenders has created
a practical problem of such urgency that the Butler Com-
mittee7 last week took the unusual step of publishing an
interim report on the need for regional secure hospital units
in the N.H.S. The recommendations of the report-which is
short, clear, and well-argued-have been accepted by the
Department of Health without delay (p. 267).
What is proposed is that each hospital region should

have a unit of 50-100 beds providing accommodation for
convicted offenders and other mentally abnormal individuals
who need medical treatment in secure conditions. Danger-
ous psychopaths and other patients known to be a real security
risk would still be detained in the special hospitals such as
Broadmoor; but these new units would relieve prison medi-
cal staff of the task of trying to treat mentally abnormal
offenders and prisoners who develop mental illness while
serving a sentence.
The committee saw it as "absolutely essential" that the

new units should be in centres of population, and ideally on
the site of a district hospital, where the patients would have
easy access to the full range of diagnostic and therapeutic
services. Such a proposal ignores the familiar antagonism of
ordinary people to the siting in their neighbourhood of units
of this kind, and it may be that isolation has its advantages.
Patients who need secure confinement cannot really share
recreational or other facilities with anyone else-as the re-
port itself admits, "medium security" is a misleading term,
and the great danger of the concept is that it can lead to an
unsatisfactory half-way house. If these patients need to be
confined then the confinement must be fully secure.
The Department of Health's acceptance of the recom-

mendations presumably means that it will get on with the
construction of these units quickly-and it is reassuring that
the committee recognized that a direct allocation of Govern-
ment funds will be needed, for health authorities' budgets
are already hopelessly overstretched. Another big difficulty
will be staffing: a ratio of at least one nurse to one patient is
proposed, nurses will have to tbe of high quality, and it may
not be easy to attract them co this type of work. Perhaps
these units will not provide a perfect solution to the problem
-but at least the report has highlighted its urgency, and the
general case made for facilities for these patients is over-
whelming.
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