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saturated solution. Further support for this idea comes from
studies10 on patients showing that the liver persisted in the
secretion of bile supersaturated with cholesterol after the
removal of gall stones and gall bladder.
Why and how the liver forms the abnormal bile is not

understood. Small and Rapo speculate that the canalicular
membrane contains an abnormal excess of cholesterol. The
liver of patients with gall stones has been said not to contain
an excess of cholesterol,'" but this is disputed.'2 On the other
hand it has been shown in hamsters with diet-induced
cholesterol stones that increased synthesis of hepatic
cholesterol and raised concentration of biliary cholesterol need
not be associated with the accumulation of cholesterol in the
liver.13
The discovery of what seems to be an abnormality of

cholesterol secretion by the liver in patients with gall stones
leaves many unanswered questions. Why is there a reduced
level of phospholipids in bile from gall bladders containing
stones?'4 Why do not stones form more frequently in the
bile ducts? What is the significance of the pigment centre of
most cholesterol stones? And why does the gall bladder not
rid itselfofthe embryo stones? All these observations implicate
the gall bladder in the formation of gall stones. The contro-
versy between a lithogenic liver and a guilty gall bladder is
far from settled.

Ileorectal Anastomosis for
Ulcerative Colitis

The treatment of ulcerative colitis by total proctocolectomy
and a permanent ileostomy may appear a somewhat drastic,
radical approach, in that because the nature of the disease is
unknown surgeons find it necessary to remove the affected
organ in its entirety. Nevertheless, there seems little doubt
from widespread experience in many surgical and gastro-
enterological centres throughout the world that this complete
excision of the entire large bowel restores patients who have
been distressingly ill to a very satisfactory state of health;
and the ileostomy is often regarded as a relatively small price
to pay for being rid of such a serious, incapacitating, and
dangerous disease.

Clearly if it were possible to treat the disease just as satis-
factorily while leaving intact the anal sphincters and lower
rectum such a procedure would be uniformly adopted by all
surgeons. The operation of subtotal excision of the large
bowel, conservation of the rectum, and an ileorectal anasto-
mosis has been tried in one or two centres and most forcefully
advocated by S. Aylett.' Why, then, is this operation not
more widely used? Firstly, there are several powerful theo-
retical reasons, which are of more than just academic
importance. The disease tends usually to affect the distal
portions of the colon more frequently and more severely than
the proximal segments, and it is, therefore, extremely rare for
a patient with colitis severe enough to merit surgical treatment
not to have considerable rectal disease as well. Incomplete
excision would then leave the patient with disease still present.
Secondly, there is a well-documented risk of development of
malignant disease of the colon in patients with ulcerative
colitis, particularly after some years; after incomplete removal
of the diseased bowel the risk of cancer in the rectal stump

continues. Even repeated sigmoidoscopic reviews at regular
intervals may not detect malignant disease at a sufficiently
early stage for curative surgery, and the very need for
repeated sigmoidoscopy may cause the patient anxieties and
problems. Finally, the amount of distal bowel left after sub-
total excision may be insufficient to prevent the passage of
fluid stools several times each day.

For these various reasons and others surgeons such as
J. C. Goligher,2 who used subtotal resection with ileorectal
anastomosis for some years, have swung entirely away from
the operation, and indeed have commented on the sometimes
undue difficulty in excising the rectum if this should prove
necessary as a second procedure. On the other hand J. McK.
Watts3 and others have reported more favourable results from
ileorectal anastomosis in relatively small series. They have
not so far encountered the higher risk of carcinoma of the
rectum which might have been expected on theoretical
grounds, and they have commented that despite admittedly
frequent loose bowel actions patients with ileorectal anasto-
mosis seemed very pleased. All authorities are agreed on the
importance of dearly differentiating ulcerative colitis from
Crohn's disease of the large bowel, since the inclusion of cases
of the latter disorder in a trial might result in artificially
favourable results.

Perhaps there is no black-and-white answer to the question
of whether all cases of ulcerative colitis should be treated by
one or other of these approaches. Some could possibly be
adequately and safely served by subtotal resection with
ileorectal anastomosis, and the identification of the specific
factors which might lead to a rational selection of patients for
this procedure has been explored by investigators at St.
Mark's Hospital.4 Unfortunately the St. Mark's group found
no clinical or laboratory factors which might help even to
some extent. However, if other surgeons who have carried out
series of rectum-preserving operations with ileorectal anasto-
mosis also take a really critical look at all the clinical, radio-
logical, pathological, and other laboratory observations
which they may be making on such patients an answer may
be found to this question. An example of the difficult
problems which arise in such a study is shown by the St.
Mark's group, who encountered the histological changes
described by B. C. Morson as being strongly suspicious of
premalignant change5 in routine review sigmoidoscopic
examinations of a few patients with ileorectal anastomosis.
Such an occurrence leads to an exceedingly difficult clinical
decision, whether to continue routine surveyance or to advise
excision of the remaining rectal stump.

Certainly no surgeon wishes to excise any tissue un-
necessarily, particularly when such an excision implies con-
siderable reorganisation of the patient's life, but the fears of
giving incomplete protection against fatal complications and
inadequate betterment of general health are real ones. The
onus of proof that subtotal excision of the large bowel with
preservation of the rectum and ileorectal anastomosis is an
acceptable procedure for ulcerative colitis rests with those
who perform this operation. It is therefore important that the
various series in which this procedure has been adopted
should be assessed objectively and the results reported.
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