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failed (in part at any rate) to live up to their expectations,
so that there is a growing accumulation of "new chronics"
who are no longer considered to be the responsibility of the
psychiatric hospitals. It is forgotten that one of their prime
functions is, or ought to be, to provide sanctuary, or asylum,
to a stage-army of rootless, homeless invalids suffering from a
variety of personality disorders, chronic psychoses, and alcohol
and drug addiction. As things are, faute-de-mieux,
the prisons are compelled to care for them, a point which the
1976 report makes with telling bluntness.

Lastly, there is the problem of who admits the patient.'4
The responsible medical officer, almost invariably a consultant,
no longer makes the decision who is or is not to be
admitted to his hospital. For example, not long ago nurses
belonging to a particular union at one London hospital
decided to ban "the admission of potentially violent patients."
The purpose of this pronouncement is relatively unimportant.
What is important is that some patients are being denied the
care and attention in hospital they require and are perforce
being given prison sentences, sometimes life sentences. And
it is difficult to imagine a more flagrant betrayal of the very
spirit of a most humane charter, the Mental Health Act, 1959.
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Tuberculin testing in
hospital staff
We have long recognised that hospital staff are at risk of
contracting tuberculosis from patients or specimens. Efforts
have been made to identify those at special risk and to increase
protection of staff found to be tuberculin-negative. Houghton
and Horne were among the first in the United Kingdom to
realise the need for a scheme of BCG vaccination for hospital
staff. Of 2652 nurses and students in Edinburgh hospitals
whom they tested before 1950, 17% failed to react to 1 mg of
old tuberculin.' Ninety-three per cent of these negative
reactors were vaccinated with BCG. Poole2 described tuber-
culin testing and the incidence of tuberculosis among 1779
nurses at the Queen Elizabeth Hospital, Birmingham, in
1939-52. Before BCG vaccination was started in 1950, there
were 25 (4.50%) cases of tuberculosis among those who were
initially tuberculin-negative; tuberculosis was four times
commoner in this group than among those who were positive.

Holley and Bartzokas3 have again raised the problem of
tuberculin testing and the protection of hospital staff. In

testing 176 people working in a Liverpool hospital, they
found that 6900 were negative reactors. They used the tine
test for screening but did not find it satisfactory; this may
have been one reason for the unexpectedly high number of
negative reactors. They gave no information on the numbers
of people at various ages or previous BCG vaccination.

All hospitals should have a tuberculosis surveillance scheme.
In each hospital an individual or group should be responsible
for considering what policy is appropriate to the hospital's
experience with tuberculosis, keeping it under review, and
checking that planned procedures operate smoothly. In general
hospitals student nurses, medical students, physiotherapists,
radiographers, laboratory workers, and other paramedical staff
who have contact with patients or infected material should all
have a tuberculin test and a chest radiograph at the time of
first employment. Porters and domestic staff in hospitals
dealing with substantial numbers oftuberculous patients should
be similarly screened. Negative reactors should be offered
BCG and should not work where the risk of tuberculosis is
high while they are tuberculin-negative. The BCG site should
be examined at six to eight weeks. If there is an obvious local
reaction no further action is necessary,4 although a tuberculin
test to confirm conversion may be prudent (and may be
required) in staff at special risk. Those with a negative tuber-
culin reaction but a history of BCG vaccination should be
advised to be revaccinated with BCG. Individuals with
strongly positive tuberculin reactions, especially if they are
young, run an increased risk of tuberculosis5; they should be
investigated and given surveillance for two years if treatment
or chemophrophylaxis is not indicated.

Controversy exists about the best screening test to assess
tuberculin sensitivity, but most doctors concerned in such
programmes in Britain6-8 probably prefer the Heaf test to
the tine test; and all use the Mantoux test to resolve uncertainty
about doubtful reactions. Hospital staff in regular contact
with tuberculous patients or infected materials should also
have an annual chest radiograph.
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Skeletal scintigraphy in
carcinoma of the breast
To define a problem is half way to finding its solution, and this
may well be where we have got to with the management of
primary carcinoma of the breast. Arguments about the extent
of local treatment have become somewhat sterile and irrelevant
with the recognition that the outcome of treatment is largely
predetermined by the extent of micrometastases at the time
of presentation. Carcinoma of the breast should be assumed to
be a systemic disease until proved otherwise.'
With the development of effective chemotherapy regimens

for advanced disease it has become reasonable to assume that
such treatment at the time of primary surgery would help
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reduce the death rate mortality in the next 10 years. Un-
fortunately, combination cytotoxic chemotherapy is toxic,
and clinicians have, rightly, been reluctant to use it without
good evidence that the patient has metastases-or at least
evidence that the prognosis for their individual patient is
sufficiently bad to warrant the discomfort, inconvenience, and
ill effects associated with the use of drugs.2
The most reliable prognostic indicator is the presence of

nodal metastases: when they are extensive they are a sign of
an almost invariable fatal outcome to the disease.3 More
recently Fisher and his colleagues4 have refined assessment of
the prognostic importance of node metastases by showing that
when over four nodes are affected at the time of mastectomy
then the patient must be considered to have systemic disease.
Yet surgeons still dislike "statistical" assumptions of a poor
prognosis; naturally they would prefer more direct evidence
of the presence of micrometastases.

Post-mortem studies of patients dying within five years of
mastectomy for carcinoma of the breast have shown that about
70 have skeletal deposits) A search for this 70, e'arly in
the course of the disease might lead to more rational treatment.
Unfortunately, the resolving power of skeletal radiology is
poor: at least half of a vertebra has to be destroyed by met-
astatic breast cancer before the lesion is apparent radiological-
ly.fi Galasko's pioneer work with skeletal scintigraphy found
that bone-seeking isotopes could show up skeletal metastases
two to three years before they become obvious with conven-
tional radiology.7 His original series showed that 2400 of
women with apparently localised breast cancer had abnormal
bone scans. These patients have now been followed up for
five years, during which all those with suspicious areas on the
scan developed evidence of metastatic spread.8 Since Galasko's
original work an enormous number of publications have
largely confirmed his findings that women with apparently
localised breast cancer may have abnormal scans.

So should a positive bone scan influence the management
of the woman with "early" breast cancer? Galasko used
fluorine-18 as his bone-seeking isotope, recorded the y emission
on a gamma camera, developed his own criteria for reporting,
and has one of the few series that has been validated by a five-
year follow-up. Most other authors have used other isotopes
with different scanning techniques and different criteria for
reporting, and most have yet to validate their results. Further-
more, it is difficult to judge whether the extent of the local
disease in the patients examined is comparable in all series.
Nevertheless, a Birmingham group has recently added strong
support to Galasko's experience.'4 They found 1800 positive
bone scans in women with stage I carcinoma of the breast and
41%,o positives in those with stage II growths. At a follow-up
at 18 months 860 of the patients with positive scans had
developed signs of disseminated disease compared with
only 11%O of those with negative scans. The group concluded
that bone scans provided an excellent prognostic index at a
patient's initial assessment.
Hence it could be argued that clinicians having access to

the scanning service in Birmingham would be well advised to
advocate systemic treatment for patients with positive scans.
Nevertheless, an entirely opposing point of view is provided
in the European_7Jurnal of Cancer15 with a series of 90 patients
with carcinoma of the breast staged with stage 1 or 2 tumours
and stage 0 or la nodes. There were seven positive scans in
this group, and two of these abnormalities could be accounted
for by non-malignant conditions. Two further patients with
"hot" areas in the vertebrae had bone biopsies which failed
to confirm the presence of metastatic disease; that left only

three patients out of the 90 with abnormal scans, presumably
representing early metastatic disease. This time the conclusion
was that: "It would appear that routine preoperative skeletal
scintigraphy is a superfluous examination in patients clinically
suspected to have a breast cancer in stages T1,2 NO,la."
What advice, therefore, can be given to the surgeon ? If he

is practising in a hospital where bone scanning has not been
validated by a long follow-up of positive cases the strategy
adopted by the Cardiff group may represent the most realistic
and economic approach.'3 They found that conventional
skeletal radiology carried out before mastectomy for stage 1 and
2 breast cancer produced very small returns. Use of both this
technique and skeletal scintigraphy for every patient must be
considered wasteful, and so they recommend initial skeletal
scintigraphy for all patients, with radiology of the hot areas.
If the conventional x-ray films show obvious skeletal meta-
stases at the site of suspicion then this, of course, places the
patient in the stage 4 category. Those patients with hot
spots on the scan but normal findings on radiology should not
be denied the potential benefit of mastectomy pending
validation of the technique. In the meantime all centres would
be advised to continue to use axillary node sampling as the
best-established prognostic test and to use this basis for
entering patients into trials of adjuvant chemotherapy.
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The urethral syndrome
Rational treatment for women with the syndrome of recurrent
dysuria, frequency, urgency, and a feeling of incomplete
bladderemptying depends on differentiating between those who
have relapsing or recurrent bacteriuria and those who have
not. Much confusion has been caused by labelling all patients,
irrespective of age and the results of bacteriological studies,
as suffering from bacterial cystitis. Too often patients suffering
from this syndrome are given systemic antibiotics on the
assumption that they have bladder bacteriuria when their
primary condition would appear to be a local irritative urethral
or bladder lesion. It is therefore essential that a midstream
specimen of urine should be taken as soon as the symptoms
begin and before treatment is started.
The natural history of lower urinary tract infection varies

in different age groups. In prepubertal girls, for example,
symptoms rarely arise in the absence of bacteria, and docu-
mented urinary infection can usually be controlled by appro-
priate antibiotic treatment. Rarely surgery may be necessary
to correct severe degrees of ureteric reflux. Two prospective
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