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a calm, natural event, which has since been subjected to
"medicalization," robbing the modern individual of dignity
at the end of his life.

Yet Illich's book is both timely and valuable for its indirect
effect: many of his points should make doctors pause and
think about the role of medicine and where it is going. He is
right to point out that in the nineteenth century the introduc-
tion of piped water and sanitation did more for public health
than medicine: today most doctors would agree that measures
such as fluoridation together with the total abolition of
cigarette smoking and of true poverty would be more cost-
effective than much of our sophisticated hospital-based
medicine. Medical Nemesis is also published at a time when
every nation in the world is beginning to review its priorities,
agreeing with Enoch Powell's thesis that unlimited demand
is self-defeating.3 Indeed, some have suggested that if the
present trend continues several countries could well soon be
spending no less than 25% of their gross national product on
health.4 Today, whatever the politicians may say, in Britain-
and many other countries-medical resources are rationed5:
". . . the Radcliffe will be forced to continue to choose between
its patients. Reluctantly it has chosen neglect for those with
non-lethal surgical conditions. . . the remainder are all
patients with priority emergencies or needing urgent pre-
ventive treatment, and. . . there will not be room for them all."

Instead of concentrating all their attention on trying to
obtain further vast resources, therefore, medical men every-
where are going to have to determine priorities, and in a much
broader context than previously. A good start has already been
made in some countries, with the recent shift to an emphasis
on community care and on medical audit. But, as the recent
B.M.J. Winchester conference was told,6 one drawback to the
sort of debate needed to determine priorities is the lack of
informed public opinion. Where it exists, public opinion is
largely a matter of small pressure groups paying little heed to
overall strategies or needs. The recent debate on breast-
cancer screening well illustrated this point, with numerous
statements on the need for such a service in press and Parlia-
ment. Yet the inescapable fact emerged clearly only in a recent
educational television programme: that national large-scale
breast-cancer screening would involve the work of a third of
all our surgeons doing nothing else all the time.7 Would
public debates on subjects such as education and defence be
conducted on a similarly uninformed basis ? Is it possible, as
Mr. Rudolf Klein alleges,8 that medicine suffers from too
little attention by the informed outsider rather than too much ?
Should doctors play a more active part in putting the issues
clearly before the public and then engaging it in professional
debates on priorities ?

If Canada can be taken as an example,9 there are three
readily identifiable phases in the evolution of medical care in
an advanced country: the provision of free or cheap health
care; the concentration on developing teaching hospitals and
medical schools; and the organization and rationalization of
health services. Many countries are now in this last phase, but
many will be on the brink of a fourth. The nature of this is not
yet clear and may well vary according to the individual country.
Dr. John Evans, for Canada, has argued that the fourth phase
may be an active programme of health education, concen-
trating on adjusting the individual's habits to make him avoid
the factors known to predispose towards serious disease.
Nevertheless, experience in Britain and elsewhere with cam-
paigns against obesity and smoking and in favour of wearing
seat belts-to mention three undisputed factors where the
responsibility lies with the individual-does not raise any
optimism that such a programme would succeed, even if some

would argue that really determined campaigns have not yet
been mounted. Nor is it likely that a return to a William-
Morris-like society, based on simple crafts and skills, that
Illich would seem to be advocating, would be any more
feasible.
More probably, soon each country will agree how much of

its resources should go into health. It will then determine, and
go on determining, its own priorities-almost certainly using
agreed systems of medical audit and computers. Probably two
factors will characterize any such programme: it will not be
afraid of relinquishing traditional practices if these are shown
to be useless; and it will be more socially oriented than much
of present-day health care. If such is the case, then Illich is no
Nemesis, but rather Tiresias, the Theban whom Zeus granted
the gift of inner prophecy. Doctors should read his book, be
irritated, and start thinking about priorifies.
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Assessment and Management
of Acromegaly
The well-known clinical appearance of the patient with
established acromegaly results from marked skeletal over-
growth and increase in soft tissue mass. A number of features
are the indirect result of an increased growth hormone (G.H.)
level; these include osteoarthrosis, increased sweating and
sebum secretion, acne, and clinical or chemical diabetes.
Hypertension and heart failure secondary to it or to associated
ischaemic heart disease or acromegalic cardiomyopathy are
common. Endocrine and non-endocrine features (particularly
headache and visual field impairment) may occur as a result of
the associated pituitary tumour. Life expectancy is reduced as a
result of increased mortality from cardiovascular disease in
men, cerebrovascular disease in women, and respiratory
disease in both sexes.' The mortality rate is lowered when
treatment is given, so it is important to identify patients as
early as possible.
The development of sensitive and specific assays for G.H.

has made it possible to establish (or refute) a diagnosis of
acromegaly with certainty even in the early stages of the
disease. The diagnosis rests on the demonstration of a raised
G.H. level which fails to fall during a two-and-a-half hour oral
glucose tolerance test.2 3 The tissue effects of excess G.H.
secretion may be assessed objectively by measuring heel pad
or skin thickness radiologically or by measuring hand volume
-tests which are also ofvalue in assessing the biochemical and
clinical response to treatment. There may be impaired
carbohydrate tolerance, an increase in serum phosphate, and
occasionally hypercalcaemia, but these abnormalities are
non-specific.

Pretreatment assessment must include investigation to
establish the endocrine effects and anatomical extent of the
pituitary tumour, and these findings play a part in planning
therapy. Lateral radiographs of the skull show abnormalities
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ofthe pituitary fossa in 80-90% of patients4 5 and tomography
will show enlargement or asymmetry in nearly all the
remaining cases.5 The assessment of visual fields by perimetry
and of the extent of the lesion by air encephalography are
mandatory. Tests of the effects of an expanding intrasellar
lesion on other pituitary functions complete the pretreatment
work-up.
The objectives of active treatment for acromegaly are

consistent reduction in G.H. secretion and relief of local
pressure effects in the area of the pituitary fossa. There is
general agreement that patients with extensive suprasellar
spread of the tumour need surgery, particularly if there is
a major visual field defect. Additional treatment by external
radiotherapy may be required after surgical intervention. Minor
field defects and small suprasellar extensions may be treated
satisfactorily by those methods oftreatment used in the patient
with a purely intrasellar tumour.
The main methods of destructive treatment for intrasellar

lesions are external irradiation, interstitial irradiation, proton
beam therapy, transsphenoidal hypophysectomy, and cryo-
surgery. External irradiation is often considered relatively
ineffective,6 7 though reported response rates vary. Interstitial
irradiation (using yttrium-90) is widely practised, and a
satisfactory clinical response is seen in more than 50% of
patients.8 This method may be complicated by pituitary
failure (25%), cerebrospinal rhinorrhoea (13%), or local
infection (12%), and it is suitable only when the tumour is of
regular shape and has not eroded adjacent structures. Two
groups of patients9 10 treated by proton beam therapy (which
is not available in Britain) have been reported to show a
satisfactory response, but close examination ofthe data suggests
no distinct advantage for this form of treatment. Cryosurgery
has been carried out in small groups of patients, but in some
series the complication rate has been unacceptably high
without being offset by a clear therapeutic advantage. The
transsphenoidal approach to a pituitary tumour has been in use
since the early years of this century. Clinical and biochemical
improvement can be expected in more than 80% of cases,13-15
and the method has the major advantage that most or
occasionally all of the G.H. secreting tissue is cleared
immediately. The disadvantages are a higher incidence of
hypopituitarism, the risk ofcerebrospinal rhinorrhoea (2-10%),
and occasional cases of meningitis.
Each of these methods of treatment has its supporters. The

lack of any satisfactory comparative studies has meant that
the choice has depended as much as anything on where the
patient presented with acromegaly. Probably either trans-
sphenoidal hypophysectomy or interstitial irradiation are the
most effective methods of treatment, but no method is ideal,
and a good prospective study of the merits of these various
techniques is required.
Two recent developments have raised the possibility of

medical treatment for acromegaly. The hypothalamic growth
hormone release inhibiting hormone (G.H.R.I.H.) effectively
lowers G.H. levels in acromegaly though its duration of action
is short, parenteral administration is required,'6 and it does
have major effects on pancreatic function.17 The ergot alkaloid
2-Br-m-ergocryptine is known to be effective in reducing
plasma prolactin levels and it also reduces G.H. levels in
acromegalic subjects.'8 This substance is active orally and
preliminary studies suggest a duration of action of three to
four hours. Either G.H.R.I.H. in a suitable long acting form
or ergocryptine when more fully assessed might have con-
siderable therapeutic potential, for medical treatmentwould not
interfere with other essential pituitary functions.
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Is Salmon a Scapegoat?
Asked for their views on present-day nursing, doctors often
blame the Salmonl structure for the apparent decline in the
quality of nursing care in hospitals. They attribute the serious
shortage of experienced nursing staff on the wards to the lack
of any career prospects for senior nurses except in the
administrative grades at the top of the Salmon ladder. This
view is shared by many nurses too-as became plain at a joint
meeting of the Royal Colleges of Nursing, Midwives, Obstet-
ricians and Gynaecologists, Physicians, and Surgeons held at
the Royal College of Physicians in London last week.

Yet doctors who look back with nostalgia to the time when
a faithful sister spent most of her waking hours on the ward,
year after year, may be being unrealistic if they think Salmon
is to blame for her disappearance. Changes have occurred in
society and in the attitudes of young women, most of whom
now look on nursing as a professional occupation and not as
a vocation. In common with their contemporaries in other
jobs (including medicine) they want reasonable hours of work,
proper off-duty, and adequate pay. The days of the dedicated
spinster have gone for ever.

This change in attitudes has been accompanied by an
alteration in the balance of trained and untrained nurses in
hospitals. Between 1968 and 1972, the conference was told,
the numbers of qualified nurses rose by 14-5% but the num-
bers of other nursing staff (including those in training) rose
by 45% in the same period. Such a dilution of experienced
nurses has a direct effect on the quality of nursing care.
Perhaps, as several speakers suggested, marriage and other
attractions outside nursing take away more ward sisters than
Salmon-though the recent Halsbury pay award' may check
this trend.
The second half of the conference provided some welcome

optimism for the future. Specialist nurses, so long a feature of
North American practice, are growing in numbers in the
N.H.S. Many more nurses are going on courses of training in
special fields such as liver and kidney disease and neonatal care.
A recent trend in medicine has been the recognition of the
value of clinical teams in which these nurses can play a vital
role, and the specialist nurses at the conference stressed the
satisfaction that they got from their work in such teams.
At present, however, even fully-trained specialist nurses

often have to make considerable financial sacrifices in order
to obtain this job-satisfaction. Some of them are graded as
nursing officers, but many are not. Specialist nursing could
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