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the intake of pyridoxine. Patients previously unable to tolerate
levodopa because of nausea and vomiting can achieve adequate
dosage with the combination, though in other dopa-tolerant
patients the optimum response to combined treatment is no
greater than to dopa alone. The central side effects ofdopa are
not altered by combined therapy, and dose-limiting involuntary
movements occur at the same plasma dopa levels, the incidence
of neuropsychiatric disorders is similar, and possibly there
may be problems with the on-off effect earlier in the course of
combined treatment. This effect is the abrupt onset of akinesia
followed by the equally sudden return of the therapeutic
response to levodopa; it may occur in up to 50%0 of patients
after several years of treatment on levodopa alone.
At present only a single fixed ratio of dopa to decarboxylase

inhibitor is available, and patients who take a low dopa dosage
may not gain any advantages from the combination. Tablets
containing 10, 50, and 100 mg of levodopa with a fixed dosage
of 25 mg carbidopa should soon be available.16 Treatment of
patients still requires considerable judgement by the physician
in balancing the therapeutic and side effects of the different
antiparkinsonian drugs, and unfortunately no treatment
available at present halts the progression of Parkinson's
disease.
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Surgery for Hemiplegia
The increasing numbers of road traffic accident victims left
incapacitated with hemiplegia has stimulated interest in the
place of surgery in ameliorating the condition. Many ortho-
paedic surgeons, faced with a clinical condition in which a
severe deformity is obviously due to muscular imbalance, find
the temptation to try to restore the balance by tendon transfer
difficult to resist. The results of such transfers are almost
invariably disappointing. Though deformity may be improved,
function seldom is, because of lack of voluntary control of
muscle action. The patient has little control over normally
situated muscles, so it is not surprising that he cannot control
them after transfer. Simple tenotomy, injection of phenol into
motor nerves, flexor origin release, and tendon lengthening
have all been tried with doubtful benefit.
A recent account by Braun et al.' of transfer of the super-

ficialis to profundus tendon in hemiplegic arms has claimed
good preliminary results. This is not a new procedure, having
been used very effectively in those cases of Volkmann's
ischaemic contracture with severe necrosis and contracture of

the deep forearm flexors in which some contractile function
remained in superficialis. By completely dividing both groups
of tendons at different levels and attaching the proximal
stumps of the superficialis tendons to the distal stumps of the
profundus at the correct tension it is possible at one stroke to
relieve the contracture and to restore some active flexion in all
the digital joints. The operation is not so much a tendon trans-
fer as a refined tendon lengthening procedure. Though the
operation cannot be expected to give such good results in the
spastic limb-with its lack of voluntary control-it does com-
bine release of contracture with the possibility of retaining
some active flexion of the digits by muscles which, before
transfer, had a similar action. In short, one can expect some
improvement in deformity with retention of whatever function
may have existed before operation.

So far Braun et al. have obtained improvement in deformity
in 21 of24 patients submitted to the operation. It is depressing,
however, that only three of the 24 obtained reasonable volun-
tary control, and these three had demonstrated some control
before operation. Possibly in those patients without any pre-
operative voluntary control tenotomy and limited excision of
the tight tendons might have been just as effective. With such
unpromising material it is doubtful whether any but the most
simple surgical procedures are justifiable.
At present, then, it seems that only those patients with some

degree of voluntary flexor control should be considered suit-
able for superficialis-to-profundus tendon transfer. Surgeons
contemplating this procedure will wish to study the operative
technique described in the paper, when any undue optimism
should be checked by its first sentence: "Very few patients
who have had strokes resulting in hemiplegia can have func-
tional hands restored by surgical procedures."
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Anastomotic Leakage
One of the complications which the abdominal surgeon most
fears is leakage of a gastrointestinal anastomosis; it not only
reflects on his technical skill and judgement but puts his
patient's life at risk from spreading peritonitis, local abscess,
or bowel fistula. So since the earliest days of modern surgery
the technique of intestinal anastomosis has been a subject of
intense interest both in clinical practice and in the experi-
mental laboratory. Certain practical points have been learned
from hard experience: anastomoses at either extremity of the
alimentary canal, the oesophagus or the rectum, are the most
hazardous; small bowel and the stomach usually heal well;
while immediate suture in a distended obstructed colon is
fraught with danger compared with its comparative safety in
resections of obstructed small intestine.
The subject has been reviewed recently by Everett,' who

stressed three considerations-the blood supply to the ends of
the resected bowel, the adherence of surrounding structures,
and the technique of anastomosis which is employed.
An adequate blood supply is the first essential for the healing

of any wound, and the gut is no exception. Indeed gross
leakage is probably due in most cases to inadequate vascularity
at the cut ends ofthe bowel. Careful trimming ofthe mesentery
or mesocolon may make the anastomosis look pretty, but it
may result in the production of local ischaemia and consequent
dehiscence. It is vital that the surgeon assures a brisk circula-
tion before he attempts to join the bowel ends.
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Adhesions are often regarded by surgeons as a nuisance and
a potential menace which may produce intestinal obstruction.
Yet Ellis2 showed experimentally that if by wrapping it in
Polythene sheeting adhesions are prevented from reaching the
bowel whose blood supply is in jeopardy gangrene inevitably
results. Adhesions act, in fact, as vascular ingrowths into the
damaged tissue which is always present at the anastomotic line
and help to maintain circulation during the vital early days of
wound healing.3 There is much to be said for wrapping the
anastomosis in adjacent omentum which forms, so to say, a
pedicled vascular graft.4
Much work has naturally been devoted to the merits of

different techniques of bowel suture-should the sutures be
absorbable or non-absorbable ? One layer or two ? Interrupted
or continuous ? Inverting or everting ? The results are variable,
and it should be remembered that the small intestine of the
dog (in which so much experimental work has been carried
out) differs quite markedly in its physical characteristics from
that of man. As Everett points out, the conventional anasto-
mosis is sutured in two layers, an inner continuous through
all the coats of the gut wall and an outer seromuscular layer.
Most surgeons use non-absorbable material (thread or silk) for
the oesophagus and colon, at least in the outer layer, but
absorbable sutures (catgut or polypropylene) for gastric
anastomoses, where non-absorbable sutures may produce
stomal ulceration. Leakage is less often seen with inverting
anastomoses. These findings are supported by numerous
recent clinical and experimental studies.5-10

Other determining factors, both local and general, have
recently come under scrutiny. Irvin and Goligher", in a study
of 204 patients undergoing resections of the colon, found that
28 (14%) had clinical evidence of anastomotic dehiscence and
10 of these died. Important local factors were found to be
faecal loading of the bowel, low resection of the rectum (with
its associated difficult anastomosis in the pelvis), and a fixed
tumour. General causes were a low plasma protein and an age
of 60 years or more. Using experimental models, Stewart and
MacNaughton12 have shown that anastomotic healing is
depressed by the presence of either local or distant tumour,
though this effect may be related, at least in part, to the asso-
ciated lowered plasma protein level. de Haan et al.13 and Irvin
and Hunt14 have shown an association between both local and
systemic infection and delayed healing, while Hale15 found
that local irrigation of the anastomosis with mercury per-
chloride (used as a cytoxic agent in cancer resections) has a
similar inhibiting effect.

There is little place for complacency in a situation which
still produces much morbidity and a far from negligible
mortality after major gastrointestinal surgery. But future pro-
gress will lie more in the study of the systemic effects of such
factors as anaemia, jaundice, uraemia, and infection on the
healing process rather than on minor variations in the tech-
nique of performing the anastomosis.
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Threatened Junior Walkout
It has been a troubled ten days for the N.H.S. On 17 October
the royal colleges and faculties publicly sounded the alarm
over the parlous state of the Service (26 October, p. 237).
The same day saw general practitioners launching a vote of no
confidence in Lord Halsbury (26 October, p. 243). A week
later junior doctors were asked to send their undated resigna-
tion from the N.H.S. to the B.M.A. (p. 301). Finally, the
B.M.A. on 28 October-supported by dentists, nurses, and
midwives-sent the Prime Minister a detailed case on why
extra money is needed for the N.H.S. (p. 297).
Can all this activity be discounted as an epidemic of acute

professional hysteria caused by the virus of falling living stan-
dards? The answer is No, for though individual doctors,
dentists, and nurses are, like anyone else, fearful of inflation a
major driving force behind these events is genuine worry over
the future of the N.H.S. This came through clearly even in the
debate in the Hospital Junior Staffs Group Council, where the
discussion was initiated by a motion from Belfast seeking
support for militant action to speed up the negotiation on the
junior doctors' contract.' Prompted by their Northern Ireland
Group Executive, 75% of junior doctors in the Province have
already sent in to the B.M.A. their undated resignation from
the N.H.S. and the Belfast juniors wanted the rest of the
United Kingdom to follow suit.
By a large majority the H.J.S. Group Council supported

Belfast's action and agreed to call for undated resignations
throughout the U.K. The debate was notable, however, for
the unemotional manner in which the juniors discussed the
matter. With despairing realism speakers described the feelings
of frustration among their colleagues about working conditions
in the N.H.S. Indeed, one or two specifically excluded pay as
the major problem. While the contract under discussion aims
at equating rewards more fairly with work load it is those aspects
which will improve working conditions that seem particularly
important to junior staff. Negotiations with the Department
of Health started about a year ago and by past medicopolitical
standards they have made progress. But the junior doctors'
leaders in the B.M.A. undoubtedly see the N.H.S. deteriorat-
ing so quickly that an agreement is urgent if morale among
their constituents is not to fall to zero. They want action, and
while they have no wish to harm patients' interests, they see a
trade union approach as necessary in 1974.

Last week's decision does not mean that housemen and
registrars will be withdrawing to agency-type employment next
week or even next month. The undated resignations will take
some time to collect, the B.M.A.'s plans for sanctions and an
employment agency for doctors-shortly to be distributed-
have to be discussed by the members, and any decision to send
in the resignations will rest with the juniors' negotiators and
will depend upon medicopolitical developments. Nevertheless
the message for Westminster and Whitehall is urgent. What
has really driven these young doctors to this unhappy action
is neglect of the N.H.S. and the fact that successive govern-
ments have been reluctant to tell the public that ifresources are
limited then the medical services must be tailored to what the
country can afford.
1 British Medical Journal Supplement, 1973, 4, 31.
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