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Acalculous Cholecystitis
The great majority of patients with disease of the gall bladder
have stones in it, yet there is no doubt that acalculous chole-
cystitis, though unusual, does exist. In practice the conditions
found at operation may range from a perfectly normal gall
bladder removed because of suspected biliary disease, through
gall bladders with mild histological changes in the wall, to
undoubted examples of acute, indeed even gangrenous, chole-
cystitis in the absence of stones.

For some time the poor prognosis of patients submitted to
cholecystectomy despite the absence of gross lesions in the
gall bladder and with a cholecystogram that was only ques-
tionably abnormal cast doubt on whether a definite disease
entity was being diagnosed. Thus W. A. Mackey, in a
review of 243 such patients," found over one-third had a
poor functional result. He concluded that cholecystitis with-
out stone " seems to belong to a region on the border line
between functional and organic disease."
More recently F. Glenn and H. Mannix2 studied a group

of 135 patients who had neither stone nor acute inflam-
mation; these patients were in a series of 3,110 undergoing
cholecystectomy. The results were somewhat unhappy; 22
had severe postoperative complications (16.3%) and there
were three deaths. Of 121 of the patients followed up, a
quarter had no relief from their original symptoms. Careful
microscopical examination of the excised specimens showed
no difference between those cases with good results and those
with no improvement, so that these authors state, " One may
well question the actual role of cholecystectomy in the clinical
improvement."

'Yet undoubtedly acute cholecystitis, even progressing to
frank gangrene and perforation, can occur in the absence of
a stone. S. 0. Hoerr and J. B. Hazard,3 in reviewing 14
such cases, define four possible causes. There may be non-
calculous obstruction of the cystic duct from fibrosis, kinks, or
twists, or from an anomalous cystic artery or tumour. There
may be infarction of the wall of the gall bladder due to
arteriosclerosis or embolism. There may be reflux of pan-
creatic juice, producing a chemical cholecystitis. Or there
may be bacterial invasion of the gall bladder wall. Typhoid
cholecystitis is a good example of the last group.
An interesting review of the whole subject of acalculous

cholecystitis has recently come from A. M. Munster and
J. R. Brown,' of the Peter Bent Brigham Hospital, Boston.
Out of 541 cholecystectomies 12 cases of acalculous chole-
cystitis were found (2.2%). There were four examples of
acute cholecystitis, three more showed undoubted active
chronic disease, and the remaining five had only minimal evi-
dence of mild chronic cholecystitis. Not unexpectedly the
patients with acute acalculous cholecystitis did well after
surgical operation, whereas of the five with minimal disease
two had persistent symptoms and one has been lost to follow-
up.
The situation can be summed up as follows. If a patient

has typical symptoms and signs of gall-bladder disease in the
absence of radiological evidence of stone and with normal
appearances on barium-meal examination of the upper
gastrointestinal tract, the surgeon may still find himself
forced to perform a laparotomy. He may detect some
unsuspected lesion-for example, chronic pancreatic disease.

He may find tiny stones in the gall bladder which were
undetected on x-ray examination, or there may be evidence
of acalculous cholecystitis with gross thickening and inflam-
mation of the wall of the gall bladder, adhesions to adjacent
viscera, and other signs of disease. In these circumstances
cholecystectomy will probably relieve the patient's symptoms.
If the gall bladder appears normal, if the aspirated bile is
clear, and if stones can still not be felt when the organ has
been completely emptied, cholecystectomy is unlikely to be
of value and will merely add to the possible risk of the
exploratory operation.

I Mackey, W. A., Brit. 7. Surg., 1934, 22, 274.
2 Glenn, F., and Mannix, H., Ann. Surg., 19<6, 144, 670.
' Hoerr, S. O., and Hazard, J. B., Amer. 7X Surg., 1966, 111, 47.
' Munster, A. M., and Brown, J. R., ibid., 1967, 113, 730.

Novelty at Nottingham
The creation of a complete new medical school at Nottingham
presents the opportunity for putting into practice many of the
imaginative ideas discussed at three world conferences on
medical education and innumerable smaller gatherings since
the war. It is therefore refreshing to see that a report' pub-
lished this week offering recommendations for the administra-
tion of the teaching hospital contains an entirely novel pro-
posal. This concerns the relationship between the teaching
hospital, Nottingham University, and Sheffield Regional Hos-
pital Board.
The central problem for a large undergraduate teaching

hospital is to reconcile the need to provide comprehensive
medical care to the population among whom it is set with
the obligation to teach. In addition, it must offer facilities
that will allow and even encourage research. For a variety
of reasons England and Wales took a different path from Scot-
land when the National Health Service was introduced, and
arrangements in Northern Ireland are again slightly different.
Despite some criticisms over the years it cannot be said that
there is any great dissatisfaction either with the separation of
boards of governors of teaching groups from regional hospital
boards in England and Wales or with the co-ordination of
their functions under single boards beyond the Border. But
when the local joint committee of Sheffield Regional Hos-
pital Board and Nottingham University came to look at the
problem it faced plans which, as its report says, are " without
precedent or parallel in the United Kingdom." And these
words too are a refreshing token of the Nottingham planners'
disinclination, evident in the report, to follow precedent or
trot along parallel lines.

If the new teaching hospital was placed under the existing
regional hospital board it would have the disadvantage of
being controlled by a body 40 miles away and separated by
congested lines of communication. It is a body, too, which
in England and Wales has no statutory responsibility to pro-
vide the university with facilities for teaching. Yet the
setting up of new and elaborate hospital services for a large
population can be done satisfactorily only in the closest co-
operation with the existing regional board. This considera-
tion, combined with the difficulties of communication that
would hamper a separate board in Nottingham, have weighed
against the establishment of a new board of governors.
What the joint committee therefore recommends is a

governing body-" University Hospital Board of Manage-

I Sheffield Regional Hospital Board and the University of Nottingham,
Report on the Form of Government for the Teaching Hospital at
Notingham, 1967. 2s. net. Obtainable from Secretary to Sheffield
Regional Hospital Board, Fulwood House, Old Fulwood Road,
Sheffield SlO 3TH.
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ment "-to be appointed by and responsible to Sheffield
Regional Hospital Board but having wider powers than
ordinary hospital management committees. The new board
of management would have 15 members plus a chairman.
Six would be nominated by Nottingham University and nine
appointed by Sheffield Regional Hospital Board after con-
sultation with local health authorities, executive councils,
medical and dental staffs, and other organizations. The chair-
man would be appointed by the regional board after consulta-
tion with the university. On the all-important financial
powers of the board of management the report goes on to
recommend that it should be empowered to undertake capital
works on the same conditions as is a board of governors, and
that the Ministry of Health should earmark revenue alloca-
tions to the regional board for use by the board of manage-
ment. Collaboration between the regional hospital board and
the new board of management is to be further ensured by the
creation of a special co-ordinating committee.
The joint committee's proposals, which have been approved

by Nottingham University and Sheffield Regional Hospital
Board, go to the Ministry of Health for consideration. They
will also be more widely studied for their general interest.
Though these are interim measures and are specifically in-
tended for the novel situation at Nottingham, they must be
thought relevant to the establishment of other new medical
schools-for instance, the one at Southampton.

Monarticular Arthritis in Children
The child with chronic arthritis in a single joint can present
a difficult problem in diagnosis. No doubt tuberculosis was
once the commonest cause, but tuberculosis of joints is now
seen much less frequently in Britain, and a number of other
conditions have to be considered. These are rheumatoid
arthritis (together with ankylosing spondylitis, psoriatic
arthritis, and the arthritis of ulcerative colitis, which when pre-
senting in a single peripheral joint are often indistinguishable
from rheumatoid disease) ; the effects of injury, such as
osteochondritis dissecans; and a very small group of rarer
miscellaneous disorders, including brucellosis, histoplasmosis,
blastomycosis, pigmented villonodular synovitis, synovioma,
haemangioma, and other tumours.

Juvenile rheumatoid arthritis, or Still's disease, usually
affects multiple joints, but the onset is sometimes mon-
articular, and this form of the disease has been described in
several recent studies.`9 The proportion of patients with
Still's disease starting in a single joint varies in the different
series from 10%' to 39%3-no doubt owing to differences
in case selection and in diagnostic criteria. Sex and age of
onset do not appear to differ from Still's disease as a whole.

The knee is predominantly affected, with the ankle next most
commonly; other joints include wrist, hip, elbow, midtarsal,
and various joints in the fingers, toes, and cervical vertebrae.
In some children the disease remains monarticular, but most
eventually progress to a polyarthritis, usually within a year.
Remission of disease activity is commoner in those with
persistently monarticular disease than in those in whom it
becomes polyarticular. Other useful signs of Still's disease,
such as the typical fever and rash, are seen only occasionally
in these patients. Though iritis is not always found among
children with monarticular disease,' it must be looked for
carefully, because most reports indicate that it occurs with at
least equal frequency to that in polyarticular disease, while in
three series4' the incidence was higher in the monarticular
group.
The main radiographic features consist of local growth

abnormalities-longitudinal overgrowth of long bones,
enlargement of epiphysial ossification centres, accelerated
epiphysial maturation, and diminished size of small round
bones such as the carpals. Erosion of bone is relatively
late and inconspicuous. As with the polyarticular form
of Still's disease, serological tests for rheumatoid factor
are usually negative and the vascular complications of adult
rheumatoid disease are rarely encountered.'0 The appear-
ances of biopsy specimens of synovium vary from a mild
synovitis with some hyperplasia of synovial lining cells and
minimal round cell infiltration to the classical appearance of
rheumatoid synovial membrane with marked hyperplasia,
lymphocyte aggregations, plasma cell infiltration, and
deposition of fibrin. There is little correlation between the
findings at biopsy and the subsequent course of the disease,'
but the procedure is of great value in excluding the presence
of tuberculosis and other conditions.

There should therefore be no hesitation in carrying out
synovial biopsy when-as is usually the case-some doubt
exists about the diagnosis. General physical and ophthalmic
examination, radiology of joints and chest, tuberculin testing,
and microscopic and bacteriological examination of synovial
fluid may all help in reaching the answer, but very often
results are inconclusive. A needle biopsy nearly always
yields adequate tissue for diagnostic purposes and causes none
of the discomfort and inconvenience of an open surgical pro-
cedure, though the latter has the advantage of permitting
direct inspection of the joint and selection of tissue for
examination. Whatever the method, early biopsy avoids on
the one hand any delay in the diagnosis of tuberculosis and on
the other the equally unwarranted mismanagement of Still's
disease with antituberculosis chemotherapy and harmful
immobilization.

Sury, B., Rheumatoid Arthritis in Children, 1952. Copenhagen.
2 Edstrdm, G., Arthr. and Rheum., 1958, 1, 497.
3Grokoest, A. W., Snyder, A. I., and Schlaeger, R., 7uvenile Rheumatoid

Arthritis, 1962. Boston.
4Bywaters, E. G. L., and Ansell, B. M., Ann. rheum. Dis., 1965, 24,

116.
Laaksonen, A. L., Acta paediat. (Uppsala), 1966, Suppl. 166.

6Griffin, P. P., Tachdjian, M. O., and Green, W. T., 7. Amer. med.
Ass., 1963, 184, 23.

7Brattstrbm, M., and Sundberg, J., Acta rheum. scand., 1965, 11, 266.
Sundberg, J., and Brattstr6m, M., ibid., 1965, 11, 279.
Cassidy, J. T., Brody, G. L., and Martel, W., 7. Pediat., 1967, 70, 867.
Bywaters, E. G. L., and Scott, J. T., 7. chron. Dis., 1963, 16, 905.

Partnership in Medical Care
Wherever the State and the medical profession come into
working contact there seems to be excessive friction. Though
in Britain there have been none of the "strikes" that
periodically affect doctors in some other countries, relations
between the Ministry of Health and the profession have at
times been strained and have seldom been cordial. Mr.
Kenneth Robinson took up the, theme of the relationship
between doctors and the State in his Maurice Bloch Lecture
to Glasgow University last week, a summary of which is
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