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much emergency surgery is carried out by junior staff, at
night, and in less than ideal conditions, and we must expect
that circumstances may deteriorate still further. Under these
adverse conditions the simplest possible life-saving procedure
should be carried out-repair of the perforation using an
omental patch. This also remains the wisest move in the
desperately ill or elderly patient or one in whom the perforation
has been present for 24 hours or more and in whom there is
established peritoneal sepsis. Once life has been saved the
patient may be carefully reviewed and definitive surgery
subsequently advised if he has an undoubted chronic duodenal
ulcer or if, in a previously asymptomatic patient, symptoms
subsequently appear. In expert hands, and in good conditions,
further hospital admission can be avoided in the patient with
a chronic ulcer who is otherwise fit by performing definitive
surgery at the time of perforation; the mortality should be
low and the functional result good. Most surgeons would
now perform a vagotomy and pyloroplasty in these circum-
stances except in the face of active haemorrhage-a relatively
rare but lethal combination-in which case a gastrectomy of
the Polya type is the operation of choice. Possibly the best
combination may prove to be highly selective vagotomy
combined with simple repair of the perforation. Nevertheless,
we must wait for the long-term evaluation of the results of this
relatively untried procedure.
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Patients' days

The committee of the Central Health Services Council which
was asked "to consider and advise on the principles which
should govern the organisation of the inpatient's day in
hospitals other than psychiatric hospitals" took five years to
produce its report.' Far more than a timetable, taking into
account not only the mechanics of living and dying in hospital
but all the circumstances and pressures that influence them,
it is full, sensible, and readable. But many of the problems
discussed, such as early waking, noise, and difficulties over
mealtimes, have been with us for many years, and the lack of
apparent progress is disappointing.
The priorities for most hospital patients would surely be the

services of a technically skilled staff trained in human relations
and communications together with adequate hotel resources.
A carpet on the floor and a choice of menus would come
further down the list. The difficulty about improving the
quality and amount of information that patients receive is that
the medical and nursing professions are hierarchical in
structure, given to caution (for a variety of reasons) in impart-
ing facts or forecasts, and notoriously better trained in pro-
fessional techniques than in the attitudes and skills of com-
munication. "The patient comes first" is an admirable senti-
ment, but hardly a guide in the complexities of relations in a
ward. "The dignity of the individual" is the phrase in current
use, but this too will remain a cliche unless maintained by the
ability to perceive the patient's needs and exerting the will to

meet them. Mr David Ennals has endorsed this report, and he
too puts improvement in providing information for patients
at the top of his list of desirable developments. Changing staff
attitudes and teaching them to talk more and more freely to
patients need not cost the NHS a lot of money.

His second point is also one that costs nothing: visiting hours
should be flexible in all hospitals. Merely lengthening them is
not the best solution, for relatives feel obliged to stay for the
whole period, and both they and the patient are fatigued. It is
especially important in paediatric wards, where accommoda-
tion for a mother (or father) to stay with a sick child is absol-
utely necessary, and the report also suggests that units should
be available for families if the mother has other children she
cannot leave. The consultant's role in a paediatric ward, apart
from his rounds, is said to be to show "ready availability for
consultation with residents and parents at any time in the 24
hours. He should set an example ofward behaviour to children,
parents, and residents, and support them in serious and especi-
ally in fatal illness. He should encourage all the ward staff to
contribute to ward policy and do his best to help the younger
doctors and nurses to talk naturally to all ages of children and
all sorts of parents."
Among avoidable nuisances those that cause noise rank

high-radio and television, telephone bells, cleaning
equipment, public address systems, and thoughtless staff.
Admissions to wards at night, poor temperature control, and
the nuisance from smoking are among the other ways in which
the quality of hospital life can be lowered. Some factors are
difficult to alter, though they affect standards of care. These
include shift systems; public transport problems for staff at
unsocial hours; lack of domestic and catering staff in the
evenings, which may cause undesirably early supper times;
and staff shortages of all kinds. Old buildings which reflect in
their sanitary arrangements the past days, in which most
patients stayed in bed all day, are poorly provided with
lavatories, bathrooms, and showers.
Dying is a part of living, and there is a chapter on its

management in hospitals. All nurses and medical students
should be taught the proper care of the terminally ill, and the
aim must be that the end should be free of suffering, peaceful,
and dignified. Patients' welfare is, however, bound in with
that of the staff who care for them. Managers and admini-
strators have the task of enabling those at the bedside to
function effectively, and this personal commitment, too, is
crucial in the patient's day.
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Prostatic cancer: policies for
progress

Contentment with things familiar underlies the use of oestro-
gens as the favourite treatment for carcinoma of the prostate.
But discordant notes have been sounded. The Veterans
Administration Co-operative Urological Group1 2 has shown
that oestrogen, though undoubtedly beneficial by inhibiting
the growth of the primary tumour and its metastases, is so
at the expense of an increased mortality from cardiovascular
disease. When the results of treatment are judged not merely
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by the relief of symptoms but by longer survival, clearly there
is much room for improvement.

Accurate assessment ofthe prognosis in the individual patient
is the key to successful management. The disease has a wide
range of expression from the clinical silence of latent carcinoma
to an aggressive metastatic cancer. The "TNM" classification
of the International Union against Cancer (UICC) provides
a worldwide basis for clinical staging. Its accuracy can be
increased by the newer techniques for identifying metastases,
such as lymphangiography, skeletal scintigraphy, and bone
marrow biopsy. Gleason's studies make a strong case for
histological grading as a powerful guide to prognosis.3 The
Scandinavian school's experience of cytology has shown how
transrectal needle aspiration of a primary tumour can be used
in diagnosis and prognosis as well as in assessing the response
to treatment.5
The levels of follicle-stimulating hormone, prolactin, and

luteinising hormone may be important criteria by which to
judge response to treatment, but their interpretation still
presents problems.6 Likewise, determining plasma protein
profiles, including those ofthe steroid transport proteins, could
be a valuable tool once an appropriate array of individual pro-
teins has been chosen, though this approach too is bedevilled
by the powerful pharmacological effects of hormone changes
on protein control mechanisms. The search for receptors for
steroid hormone in carcinoma of the prostate is interesting
many biologists, but so far their studies have not succeeded in
giving clinicians a scientific basis for endocrine treatment.
Chemotherapy presents a special challenge, as patients with

prostatic cancer are generally elderly and often have wide-
spread lesions in the bone marrow. But the rather small
number of patients in the average urological practice, perhaps
30 a year, and their diverse subsets make it impossible to
achieve progress without uniting the resources of many
urologists. The subsets depend not only on the anatomical
distribution of the cancer but on its biological behaviour.
Lymphangiography has shown that spread to the lymph nodes
does not always lead on to the lethal forms ofthe disease.7 Only
time will tell ifwe can eventually pick out those tumours whose
spread is restricted to lymph nodes from those that disseminate
to the bones. Apart from relieving urinary obstruction a
wait-and-see policy might be justified for the former and more
aggressive treatment reserved for the latter.
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Psoriatic arthritis: to lump
or to split?
Rheumatologists differ in their desire to describe in detail or
to merge into a large comprehensive disease pattern. Is he a
lumper or a splitter ? used to be asked of certain great men.
In the prewar years lumping was the order. All inflammatory
arthropathies were variants of rheumatoid arthritis, and dis-
orders such as ankylosing spondylitis, different in almost every
respect, got lost in the vast maw of the commoner disorder. In

the classification of rheumatic diseases proposed in 1957 by
the International League against Rheumatism psoriatic
arthritis, ankylosing spondylitis, and Reiter's (Brodie's)
disease were considered merely variants or special varieties of
rheumatoid arthritis, though this was rectified a few years later.
This led to a neglect of a proper study of these disorders.
Polymyalgia rheumatica, when considered a variant of
rheumatoid arthritis occurring in the elderly, attracted little or
no attention until Barber' in 1957 described it as a disease of
unknown aetiology and not a type of rheumatoid arthritis
under the somewhat unsatisfactory title of polymyalgia
rheumatica. Only then did clinicians give it the attention and
study that it deserved. In the last 30 years or so the splitters
seem to have added far more to our knowledge ofthe rheumatic
disorders than the lumpers.
When Gibberd2 reviewed 915 patients with rheumatoid

arthritis who had attended the rheumatism unit at Westminster
Hospital between 1950 and 1961 he found that only one of
406 classical seropositive rheumatoid patients with erosive
bone disease had psoriasis as compared with 14 of the less
severe seronegative cases. By this time several workers3-5 had
pointed out the difference between the two disorders, and
psoriatic arthritis was being considered a separate disease in
its own right. What is the evidence for and against this today ?

Recently Roberts and colleagues6 have reviewed 227
patients with psoriasis and various forms of arthritis. Five had
gout and 54 osteoarthritis or some other non-inflammatory
rheumatic complaint, but 168 had an inflammatory arthritis.
Of these 94 were followed up for over 10 years. These workers
found an arthritis indistinguishable from rheumatoid disease
in 780%, distal joint arthritis in 17%, and a deforming arthritis
in 50. In a large majority of cases skin lesions preceded the
arthritis, but in 16%, the arthritis came first; rarely did the two
start together. Apart from a small group of patients with
deforming disease the arthritis was mild as judged by time
off work and number of hospital admissions. Deterioration,
clinical or radiological, occurred only in a minority of patients.
The onset of arthritis was acute in almost half the patients, the
peak age at onset being 36-45 years. Although the sheep cell
agglutination test was negative in most, 16% were persistently
and 10% variably positive. Subcutaneous rheumatoid nodules
were present in only five cases, all in the group indistinguish-
able from rheumatoid arthritis, and all five had positive
serology. These five would appear to be cases of true rheuma-
toid arthritis with coincidental psoriasis, and the same may
well be true of the others in this group with positive serological
tests for rheumatoid factor. Nevertheless, the fact remains that
over a 10-year follow-up most remained seronegative. This
could mean that either they were cases of mild rheumatoid
disease who had not progressed to seropositivity, or they had
a different disorder-psoriatic arthritis.
The diagnosis of psoriatic arthritis is usually considered

when (1) the seronegative nodule-free patient has psoriasis,
however mildly, and (2) the disease is patchy in distribution,
less symmetrical and less aggressively progressive, and has
attacked the terminal interphalangeal joints of the hands in
addition to other joints. The present study confirms this up to
a point, but also shows that the largest group were indis-
tinguishable from rheumatoid arthritis though remaining in
most cases seronegative, the group with distal joint arthritis
being much smaller. In this last group the appearance was
more characteristic of psoriatic arthritis as described above,
but even here one patient was constantly and one inter-
mittently weakly seropositive.

In psoriatic arthritis the prevalence of bilateral sacroiliitis is
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