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For the future there are prospects of control of protein
synthesis. To predict early success at a level capable of
clinical application would be unwise, though to be entirely
pessimistic would be to belie the whole history of this field;
The interference by antibiotics with the synthesis of

nucleic acid or protein provides the molecular biologist with
a tool, which has enabled him to discover more about
their probable mode of action. On the other hand the
capacity of populations of pathogenic micro-organisms to
become resistant to antibiotics has brought a practical
challenge to the molecular geneticist, and one complicated by
the discovery that drug resistance can sometimes be trans-
mitted to non-resistant cells by infection. Thus epidemiology,
therapeutics, and molecular biology are already in contact
with each other.

Molecular biology is sometimes equated with the study of
D.N.A., R.N.A., and their role in protein synthesis. It is
as well to be reminded that proteins, once synthesized, may
have functions in the cell that can be analysed by biophysical,
biochemical, and electron-microscopic study. The study of
the contractile proteins in muscle cells, discussed in one paper
in the British Medical Bulletin, is a model of what can be
achieved. It seems likely that a similar Bulletin published
20 years from now would no longer be dominated by the
nucleic acids and protein synthesis. Protein function and
the polysaccharides should by then be claiming a larger share
of the limelight.

Dermatitis from Lichens
The number of substances known to be capable of inducing
allergic sensitization is already vast and receives new additions
almost daily through the ingenuity of the industrial chemists.
But occasionally a new recruit to the list of offenders is identi-
fied in some apparently innocuous and unsuspected object in
man's natural environment. Such are the plants known as
lichens.

Lichens are very widely distributed outside cities and must
be familiar to most people who ever visit the countryside.
They consist of a fungus and an alga in symbiosis, and form
conspicuous patches of orange, yellow, green, grey, and other
colours on roofs, walls, and trees. Forestry workers are most
frequently in contact with them, but factory workers,
carpenters, gardeners, and housewives may handle lichen-
covered logs and branches. Thus casual exposure can occur
in many different circumstances. M. L. Spillman' in France
appears to have been the first to recognize, in 1921, that
lichens may cause dermatitis. Occasional further cases of
lichen dermatitis have been reported among woodcutters in
Switzerland2 and in France. M. P. Le Coulant and
G. Lopes3 I thoroughly investigated this problem in forestry
workers in the Bordeaux region. The significance of these
reports was not generally appreciated, and there can be few
dermatologists who seriously consider lichens as a cause of
unexplained dermatitis.

Almost simultaneously R. H. Champion' in Cambridge and
J. C. Mitchell6 7 in British Columbia recognized further
examples of lichen dermatitis. The Canadian patients were
both forestry workers, but the English patient was a housewife
who had related her dermatitis to contact with wood dust on
her husband's clothes. In all these cases patch-tests with
lichen were positive, not only with the offending species but
with related species in the same genus and other genera in
the same order. Mitchell's work has established that the
sensitizing agent was usnic acid. The species so far incrimi-
nated belong to the genera Lecanora, Parmelia, Physcia, and
Xanthoria. The clinical picture is that of a recurrent acute
or chronic dermatitis of the face and neck, hands, and fore-
arms. The dried and powdery lichen may pass the shirt
neckband and provoke an extension of the dermatitis around
the belt-line and on the genitalia.

Since the species of lichen that have caused dermatitis grow
in many parts of the world, these plants must take their place
on the list of suspects when patients with contact dermatitis
are found to have handled either green or dried wood. It is
essential that the diagnosis be confirmed by patch-testing with
the lichen itself or with usnic acid. Many people exposed to
lichens in Europe will also be in contact with pine, spruce,
larch, or common ivy, which may all occasionally cause
dermatitis. Rarely the common species of elm may also do
so, but the leaves rather than the timber are responsible. A
so-called diagnosis based solely on circumstantial evidence is
therefore of little value.

Allergic contact dermatitis is an increasingly important
hazard of modern life, whether at home or at work.8 A
detailed, skilfully taken clinical history will often allow the
large range of possible offending substances to be reduced to
a limited number of suspects. These can then be investigated
by specific patch-tests, for patch-tests properly carried out
and critically interpreted are a helpful procedure in reaching
an accurate diagnosis. Success in identifying the offending
substance can be achieved, unless by chance, only with a
knowledge of the sensitizing potential of each component of
the patient's occupational and domestic environment, and this
is often very difficult to obtain.
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Readmission Rates in Schizophrenia
Patients with schizophrenia are nowadays kept in hospital
for a shorter time on the average than they used to be.
Treatment outside is proving successful in some cases, and
this week Drs. A. Esterson, D. G. Cooper, and R. D. Laing
report in the B.M.J. (page 1462) their results with 42 young
patients, 20 being admitted to hospital for the first time.
They were treated by " family and milieu therapy " on
discharge from hospital, and only seven of the 42 patients
(17%) were readmitted during the year after discharge. The
prognosis in a group of this kind would be expected to be
better than average, and similar readmission rates have been
reported for other series, in which the patients did not have
the benefit of such special treatment. Consequently, some
confirmation would be welcome of the authors' plea that their
results provide " a prima facie case for radical revision " of
the treatment of schizophrenic patients. However, one
general consequence of the shorter average stay of schizo-
phrenics in.hospital is that they are being readmitted after
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discharge more often. G. W. Brown and colleagues' studied
cohorts of patients admitted to three London mental hospitals
in 1951 and 1956. They found that the mean length of stay
during a three-year follow-up period (including periods of
readmission) decreased from 17 to 11 months, but that the
proportion of them readmitted rose from 50% to 64%. The
only national statistics available are for patients admitted
for the first time, whose prognosis is better than those who
have been in hospital before.2

In different areas there are large variations in readmission
rate, the reasons for which are complex. Hospitals serving
the London conurbation, for example, readmit a high pro-
portion of discharged patients. A Medical Research Council
surveys6 of schizophrenic patients discharged from eight
London mental hospitals showed that return to hospital
(which occurred in 42% of cases) could be predicted by
factors such as a poor record of employment, severity of
symptoms at discharge, unconstructive attitudes on the part of
the patient, and an intense emotional relationship between the
patient and a key member of his family when both were
observed at a joint interview. Very few families received help
from social workers or skilled advice about employment
problems, and readmission to hospital usually followed a
crisis in which the patient's abnormal behaviour could no
longer be contained at home. In this study a high readmission
rate reflected a high morbidity. The London services may
have improved during the past few years, but the difficulties
of providing good aftercare in a large conurbation remain
considerable.

Edinburgh may be setting a better example. There C. A.
Renton and colleagues7 found that only 18% of schizophrenics
were readmitted to hospital. Their employment records were
much the same as in the London series, and in both cities
there was a striking relationship between failure to continue
medication and relapse. The clearest difference was in the
proportion of patients who still had considerable symptoms at
the time of discharge from hospital-59% in London and
45% in Edinburgh. This difference, together with shorter
length of stay in hospital of the London group and better
community facilities in Edinburgh, may perhaps explain the
differences in the readmission rate.

Several other workers have reported a rather low proportion
of patients readmitted to hospital.810 But. many of these
studies do not supply the kind of information necessary
to evaluate the extent to which an administrative index
like readmission rate reflects morbidity. Some preliminary
results from another Medical Research Council study, in
which schizophrenic patients admitted in 1956 to three
mental hospitals were followed up for five years, show that
differences in length of stay or readmission rate do not
necessarily reflect differences in unemployment, abnormal

behaviour at home, or relatives' problems.I' Even in the
area where co-operation between local authority and mental
hospital was greatest only about -half the seriously disturbed
patients were in touch with community services. It can in
fact be misleading of use such administrative indices
as the main measures of morbidity, because it is much
easier to prevent readmission than to prevent the abnormal
behaviour which hitherto has made readmission necessary.
Claims for various types of social or administrative treatment
need to be examined critically. Though it is rarely possible
to conduct controlled experiments in this field, systematic
comparisons can be made.
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Peritoneal Dialysis for Acute
Pancreatitis

Despite the application of modem methods-such as
intestinal decompression and the correction of dehydration,
electrolyte imbalance, and shock-to the treatment of acute
pancreatitis, the mortality rate from this is still 15%.' When
acute renal failure develops as well the mortality may be as
high as 78%.2
A new approach has recently been made at specific therapy

for acute pancreatitis, using Trasylol, which inhibits both
trypsin and kallikrein. This treatment is based on the theory
that acute pancreatitis is caused by the activation of
trypsinogen in the pancreas. Subsequently the pancreas
itself is digested and this leads to the activation of the
enzymes kallikrein and bradykinin.3 It has been claimed that
these two substances might cause the severe clinical state.'
Though the initial reports of the results of using Trasylol
by the intravenous and intraperitoneal routes were encour-
aging,5" other trials' 7 have shown that it produces no
benefit.

Another method of treatment has been tried by A. J. Wall,8
who used peritoneal dialysis as well as general supportive
measures and Trasylol given intraperitoneally. Two of his
patients with acute pancreatitis were also uraemic at the
start of peritoneal dialysis, which produced a considerable
improvement in their condition-though this may have been
due only to the control of the uraemia. The first patient, a
26-year-old alcoholic, received the conventional treatment
for acute pancreatitis for 18 hours. Nevertheless, his
condition steadily deteriorated, and peritoneal dialysis was
therefore begun when the blood-urea concentration was
256 mg. per 100 ml. Within six hours he had regained
consciousness and clinical improvement occurred rapidly.
The second patient, a 50-year-old man with known chronic
glomerulonephritis, developed acute pancreatitis and was
dialysed within one hour of admission to hospital, when his
blood-urea level was 630 mg. per 100 ml. The pancreatitis
subsided after three days of continuous peritoneal dialysis,
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