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long journey as a means of achieving " complete rest," par-
ticularly when the diagnosis is uncertain or when the patient
has recently started on drug treatment. The acute stress of
the journey may cause a relapse, and occasionally acute
psychotic states may result from treatment with psychotropic
drugs.'
The risks of travel can be reduced by careful planning of

journeys, which takes account of time zone changes and
ensures adequate rest periods, preferably away from the seat
or compartment used during the trip. The intake of food
and fluid must be adequate, and that of alcohol or drugs
should be maintained at or near their usual levels. The
effects of isolation can be reduced by social contact with
travelling companions and by purposeful activity during the
journey. Prevention lies mainly in reducing the stresses of
the journey rather than in identifying individual vulner-
ability, but the motivation for the journey is important-few
of us will break down as we speed to our holiday island.

Vascular Aspects of Cholecystitis
The aetiology of cholecystitis is complex. While the
condition sometimes develops in a previously normal organ
is a result of bacterial infection, in the great majority of
cases it is superimposed on a gall bladder harbouring calculi.'
Experiments have shown that concentrated bile has a
destructive action on the gall bladder mucosa, especially if
the circulation is impaired,2 and it is probable that acute
cholecystitis usually starts as a chemical inflammation. In
one series bacterial cultures were found to be positive in only
35% of cases during the first 24 hours, but the incidence was
65-80% by the third day.3
The precipitating factor is often a stone impacted in the

cystic duct. As the mucous glands continue to secrete, the
gall bladder becomes distended, while the entrapped bile
damages the mucosa. The inflammatory oedema and the
general distension gravely impair the blood supply of the
wall, and, if the process continues, patchy infarction occurs,
especially of the fundus, where the blood supply is poorest.4
The tension on the devitalized wall leads to its rupture. It
has frequently been noted that in necrotizing (" gangrenous ")
cholecystitis the main histological features are vascular
obstruction and infarction.' 2 45 Inflammatory change
becomes marked only in the later stages, when bacterial infec-
tion is superadded.

While the importance of vascular damage in the patho-
genesis of acute cholecystitis is apparent, it is less certain
what effect it has in causing the condition. K. C. D. Gordon"
has studied the gross arterial architecture of the gall bladder
by injecting its arteries with an opaque solution, filling the
lumen of the organ with a translucent resin, and finally ren-

dering the wall transparent with a clearing agent. This
technique shows the arteries clearly against the translucent
gall bladder. Gordon has made comparative studies on many
animals, and has noted species differences in the vascular
arrangement. Gall bladder disease is rare in the lower
animals, yet the differences in vascular architecture between
some of these and man are insufficient to account for the high
incidence of disease in the human gall bladder.'
Gordon has extended this work by investigating the

vascular architecture of diseased human gall bladders.7 As
the technique does not allow later histological examination,
the diagnosis of chronic cholecystitis was made on macro-
scopic grounds. He found that in chronic cholecystitis the
vascular pattern was grossly distorted and that the vascularity
was patchy and greatly reduced. Even in apparently early
cases these changes were well marked. By contrast, mucocele
and cholelithiasis without cholecystitis were associated with
essentially normal vascular patterns.

That chronic cholecystitis is associated with vascular
occlusion is not surprising, since endarteritis obliterans is a
prominent feature of chronic inflammation. It is exceedingly
likely that these vascular changes predispose towards repeated
attacks of acute cholecystitis. The normal pattern in
mucocele and uncomplicated cholelithiasis shows that
mechanical obstruction of the cystic duct and the presence of
stones do not necessarily lead to vascular occlusion. More-
over, these conditions are not related to vascular abnor-
malities, though both predispose to cholecystitis. It is there-
fore doubtful whether vascular lesions have a significant role
in the aetiology of acute cholecystitis, though they are prob-
ably crucial in leading to recurrent attacks in a diseased
organ.
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Nurses' Pay
The general public looks kindly on nurses, and there is not
likely to be an outcry about the recent pay award by the Prices
and Incomes Board.' It gave roughly a 14% salary rise, 4%
backdated to October 1967 being payable immediately. This
is not the only result of the Board's investigations, for it has
coupled its findings with approval of the Salmon Committee's
suggestions on management-structure in nursing, with which
the Ministry of Health is only just beginning to experiment,
and recommended a change in the age of entry, which is the
province of the General Nursing Council.
The report is written with great clarity in basic English, and

begins with an excellent description of the constitution of the
nursing service. Chapter 4 describes the training of nurses,
and notices that at present there is no shortage of recruits.
But in anticipation that there may be a fall in the number
up to 1975 the Board proposes that the entry age should be
lowered to 17. The professional organizations have often
reviewed the entry age, and found reasons for not changing,
and since later the report notices that students are sometimes
left alone in a ward at night the suggestion is a controversial
one.
The Board was especially asked to consider the position of

tutors, since the number of registered tutors in post has not
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increased since 1963, while there has been a substantial
increase in the number of unqualified tutors-that is, those
who have not undergone the regular two-year course leading
to registration. It is noticed that the shortage would be
reduced if tutors were more evenly spread, since there is an
undue number in schools with very few students. However,
not all tutors at work in such situations could cope with the
large numbers and demanding type of student found in the
larger schools. The Board believes that the union of small
schools, and independence of the school from the hospital and
its staffing needs, will give tutors more satisfaction in their
job. The principal tutor will now receive a salary of
£1,320-1,810, and the registered tutor £1,160-1,480. The
tutor is now classed in the Salmon Grade 7 along with assistant
matrons, who can reach this grade with only three months'
management training as against the tutor's two years. This
is hardly an inducement to any but dedicated educationalists.
Another sad indication of the Board's lowly opinion of educa-
tion is that the General Nursing Council's officer responsible
for nurse education throughout England is to receive less than
the regional hospital board nursing officers. The ward sister
grade was another one for which special pleas were made.
The salary ceiling is to be £115 higher, and she will now
receive the special rate for weekend work that her staff nurse
gets. This is an obvious act of justice, and will be welcomed.
Though some hospitals can still maintain their full estab-

lishment of trained staff because of their good reputation,
accessibility, a good school, or opportunities for further
training, others have difficulty in doing so. To rectify this it
is proposed that nurses should be " pooled " among neighbour-
ing hospitals. But surely the ludicrous idea that trained staff
should be drafted to hospitals with a bad reputation, a poor
school, and no opportunities for further training is attacking
the problem from the wrong end.
The examination of the local authority services is less full

that that of the hospitals, but a commendable effort has been
made to relate the salaries of nurses inside and outside
hospital. Special financial inducements are awarded to those
working in psychiatric and geriatric hospitals. While student
nurses, staff nurses, and ward sisters may be pleased with their
award, many anomalies remain unsolved, and nurses in some
grades will feel they have not had justice.

Tuberculin Tests Today
Not long ago tuberculin tests were fairly straightforward.
Positive results meant that infection with tubercle bacilli had
occurred at some time in the past, and negative results usually
meant that it had not. Today we know that reactions to
tuberculin are often nonspecific. No doubt this has always
been the case, but the decline of tuberculosis has made errors
more frequent and more obvious.

Nonspecific sensitivity results from infection by " oppor-
tunist " mycobacteria. Most of these are thought to be free-
living, though some at least, such as Mycobacterium avium,
are bird and animal pathogens. Such infection is occasion-
ally overt but is usually inapparent. The organisms con-
cerned vary in different areas and their prevalence may be
quite local. For example, in recent years the frequency of
positive reactions to tuberculin in children in Bergen, in
Norway, has caused some anxiety. It has now been found

that the swimming-pool there is infested with M. marinum
(balnei).' The latter is known to infect abrasions, causing
swimming-bath granulomata, and thereby to convert negative
tuberculin reactors to positive. In Bergen, however, the
children did not develop granulomata-probably because the
pool was new and non-abrasive-yet 43% of the regular
swimmers gave reactions to M. marinum antigen, indicating
that sensitization had occurred. Positive tuberculin tests
occurred in 85% of the reactors to M. marinum. This report
should alert us in Britain, where two episodes of overt infec-
tion with M. marinum have already been reported.2 3 Never-
theless, in this country M. avium, or organisms closely related
to it, seems to be the most common cause of nonspecific
sensitivity to tuberculin.4 I

Tuberculin tests may be used for diagnosis or as an index
of immunity. In diagnosis a negative result is still of value,
but the interpretation of a positive one demands caution.
Some workers now recommend differential skin tests6 7-a
method which has long been used in cattle to distinguish
between infection with M. avium and M. bovis. Neverthe-
less, the date of sensitization can seldom be fixed, and hence
such tests should be used as a guide and not to establish a
diagnosis. In practice the number of injections which
patients will accept is limited, and if a single opportunist
mycobacterium antigen has to be selected some care is needed
in its choice. For example, in Norway, where two-thirds of
reactions of 6-15 mm. to 5 tuberculin units (T.U.) in
children are thought to be nonspecific, the most useful antigen
appears to be that prepared from the Gause mycobacterium,8
but in the special case of Bergen M. marinum antigen is
,obviously preferable at present. Insufficient work has been
done on the subject in Britain, though on the limited evidence
available M. avium antigen would be the individual one
favoured. Nonspecific reactions are less troublesome and
comparative tests more effective if the antigens are used in
low concentration. Suitable doses in most cases are 1 T.U.
(for example, 0.1 ml. of 1 in 10,000 standard tuberculin) and
opportunist mycobacteria antigen of equal protein content,
both dispensed with Tween 80 to prevent loss by adsorption
to container and syringe.
The problems of interpreting tuberculin tests in general

epidemiological studies will probably be solved eventually by
the use of multiple mycobacterial antigens.8 Nevertheless, at
present decisions have to be made about which subjects should
receive B.C.G. vaccination and which reactors should be
followed up. There is evidence that in Britain, as in Norway,
children who show weak reactions to tuberculin are mostly
nonspecifically sensitized, and subsequent special investiga-
tions for tuberculosis are not rewarding.9 Yet these children
are normally denied vaccination. For most of them this may
not matter, but it is important that those at particular risk to
infection should be vaccinated. Certainly in countries where
tuberculosis is prevalent weak reactors should not be denied
vaccination even if the benefjt to be expected is only partial.
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