











PREFACE

It is pleasant to record that the Society is once more so active
that it has been found possible to continue the publication of
“Transactions.” Hence is presented to the Fellows Vol. V of the

work done during the Session, 1946-47.

In the Preface to Vol. II1, a note was made that the Council
had found it necessary to issue rules for the preservation of Papers
delivered at the Society’s Meetings, so that they might be published
in the “Transactions” and not elsewhere. We again ask contributors
to the Society’s ““Transactions” not to make arrangements in advance

for publication in other journals.

The Editor assumes no responsibility for any views expressed
in these Transactions.
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ANNUAL REPORT

The Council, in submitting the Report for the Session 1946-47,

considers that the year has been a satisfactory one.

Twenty-seven New Fellows have been elected during the
Session and, happily, few resignations have taken place. The

Fellows now number about 330.

Unfortunately, we have to record the deaths of five Fellows—
Sir Walter Langdon-Brown, Mr. A. Tudor Edwards, Dr. Otto
May, Dr. Francis Woods, and Mr. C. F. Beevor.

The Society resumed its full programme this session, and the
attendances at the meetings have been most gratifying. The
Council notes, however, that the attendance at the Hunterian
Lecture at the Mansion House was not so good as it might have
been, and it hopes that Fellows will make a point of turning up to
do honour to the distinguished medical colleague from abroad who
delivers the Lecture.

In submitting the list of Officers of the Executive for the ensu-
ing session, the Council feels assured of the future success of the
Society and takes this opportunity of thanking the Fellows for their

support.

BASIL COOK, President.
G. R. MATHER CORDINER,
J. C. AINSWORTH-DAVIS,

Hon. Secretaries.



LIBRARIAN’S REPORT

In May, 1946, Mr. Mortimer Woolf, the retiring librarian,
handed over to me the custody of the library of the Society. After
weeding out a number of volumes—the accumulated accretions of
many years—which no longer had any value or scientific interest,
the books and Hunterian relics were transferred to the above address
where a small room on the top floor had been reserved for their
accommodation. Having no bookcase of my own, I was lucky in
getting a carpenter to supply the wood and erect some shelves, but
the nuisance of a leaky roof has hitherto tied my hands. All the
books are safely wrapped in protective waterproofing, and I am
hoping in the next week or two that the workmen will be out of the
house so that I can arrange and examine the library and lay before
you suggestions for its improvement.

New acquisitions to the Society are :—“The Natural History
of the Human Teeth” by John Hunter, 2nd edition, Part 2, 1st
edition, given by Dr. N. Funzi.

“Arbuthnot Lane, his life work,” by W. E. Tanner, given by
Mr. Tanner.

“New Aspects of John and Willilam Hunter,” by Lane M.

Oppenheimer.
C. ROBERT RUDOLF,

Librarian.



OBITUARY

We have to record with the greatest regret the deaths of the
following Fellows :—

Professor StirR WaLTErR LaNcDON-Brown, M.A., M.D., B.Ch,,
F.R.C.P.

Dr. Francis Howarp Humparis, M.D., F.R.C.P.

Professor S. Monkron CopEMaN, MLA,, M.D,, F.R.C.P,, F.R.S,
Mr. A. Tubor Epwarps, M.A,, M.Ch., FR.C.S.

Dr. Orro May, F.R.C.P.

Mr. C. F. Beevor, M.A., M.B,, B.Ch.

Dr. Percy Croap BrerT, M.D., B.S., M.R.C.S., LR.C.P,

Professor SIR WALTER LanepoN-BrowN was a very great friend
and enthusiastic supporter of the Hunterian Society. He was
President for two years in succession—in 1918 and 1919. At the
end of the first World War he proved himself a most loyal supporter
of the Society and became its Hon, Treasurer. He delivered many
papers before the Society and took part in many discussions, and
was elected an Honorary Fellow as a mark of the great respect and
affection that the Society had for him.

Dr. F. Howarp HuMmprHRIs was likewise a most loyal and help-
ful friend of the Society. In 1920, when there was a prospect of the
Society dissolving, it was largely through Dr. Howard Humphris’s
influence that it was decided to carry on. He was made President
in 1925, was a Member of the Council for many years and his
advice was always sound. By his geniality and hospitality, he

contributed in no small measure to the success of the Society in the
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years following the first War. He was elected an Honorary Fellow

as a token of the esteem in which he was held.

Professor MONGKTON COPEMAN was a very distinguished Fellow
of The Royal Society and a great friend of the Hunterian Society.
He was a Member of the Council for many years; his advice was

always sound and his views commanded the deepest respect. He
too was elected an Honorary Fellow in recognition of his very

valuable services to the Society.

Mr. Tubor Epwarps was a very distinguished Fellow of the
Society. He will always be remembered in the medical world as
the pioneer of thoracic surgery in this country. Many obituary
notices have appeared in the preés ‘and elsewhere to show the

veneration in which he was held by the Hunterian Society.
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HUNTERIAN SOCIETY

RECEIPTS AND EXPENDITURE for Year ending 31st December, 1946.

RECEIPTS. EXPENDITURE.
- £ s d £ s «
To Balance from 1945 .. 462 15 1 By Printing, Stationery, Postage :—Metropolis Press ... 103 18
,» Subscriptions . ... 149 3 8 ,» Expenses—Meeting held at Apothecaries Hall Lo 1212
rant, Poultry 116

' Expenses——AnnualmDmner at the Connaught Rooril'é 52 19

,» lnterest on Invested Funds .. 3218 4 ‘[ ,» Expenses—Dinner Meetings held at Pimm’s Restau-
i
|
|

,» Hire Lantern and Operator (Meeting October, 1945) 317
,,» Cost Reporting Meetings of the Society (1945-46) 9 16
‘ ,, Insurance of Library and Hunterian Relics 1 21
} ,, Subscription Royal Medical Benevolent Fund 55
i ,» General Expenses :—
i Bank Charges 11
| Cheque Book 5
I 222 14 1
| Balance in hand ... .. 422 2
£644 17 1 £644 17

STATEMENT OF ASSETS AS AT DECEMBER 31st, 1946.

I d Funds at quoted prices on December 31st, 1946.
£602 23% Consols at 98 . . o 607 12 ©
£707 17s. 10d. 34% War Stock at xos . . . 764 12 9
Cash at Bank as per Cash Book . . .. 422 2 2
£1,794 6 1I

In the above Statement there is no amcunt stated as to the value of the Library and personal relics of John Hunter, the pecuniary valug of which it is
impossible to estimate. The valuation for the purpose of insurance has been placed at £426 os. od.
IRWIN MOORE, Hon. Treasurer

We hereby certify that we have checked the Securities of the Invested Funds and find they are correct
CECIL WAKELEY

Hon. Auditors
R. E. BATSON



TRANSACTIONS

OF THE

HUNTERIAN SOCIETY

PRESIDENTIAL ADDRESS

A meeting of the Hunterian Society was held at Pimm’s,
Poultry, on Monday, October 14th, when Dr. J. B. Cook, the new
President, delivered his address from the Chair.

“MUNICIPAL MEDICINE”
By Dr. J. B. Cook.

MunicipAL MEDIGINE has had a prolonged and interesting
development. My reason for selecting it for tonight’s address is that
the Curative side has occupied me for forty years.

I must apologise for the frequent references to Middlesex, but
as the greater part of my work has been done there, I naturally
know more about that county than any other.

Municipal Medicine, under Government supervision, is divided
into two parts, Public Health and-Curative, and from very early
days they have both been intimately connected with the relief of
the Poor.

I am not a Medical Officer of Health and I do not propose to
enter at all fully into the Public Health side of the subject, but I
must allude to various instances where the Public Health and the
Curative side intermingle.

I should like to draw special attention to the essential differ-
ences between the Public Health and the Public Assistance medical
services; the first is of course preventive, and the second curative.
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The one acts in the interest of the community and is therefore
almost invariably gratuitous, the other in the interest of the in-
dividual who is liable to be called upon for payment.

So much attention has been given to the famous Act of Queen
Elizabeth in 1601 that it has often been regarded as the foundation
of our Poor Law system of relief. Actually the practice of regulating
the relief of the Poor is of much greater antiquity. According to a
passage quoted from “Horne's Mirror,” it was ordained by Kings
before the Conquest that the Poor should be maintained by Parsons,
Rectors and Parishioners “so that none should die from lack of
sustenance.”

This enunciation of common law principle precedes by two or
three centuries the first Tudor legislation.

From the earliest times to the Middle Ages the inhabitants of
innumerable towns lived in fear of infection by Leprosy, and many
regulations were made with a view to reducing the spread of the
disease. Legislation on this subject was chiefly local, and was an
early instance of what we now call Municipal Medicine.

The diagnosis of Leprosy was considered to be part of the duty
of the Parish Priest, and also of the keepers of the city gates.

In 1276 the Assize of London proclaimed that “No leper shall
be in the city, nor come there, nor make any stay there.”

At Berwick-on-Tweed the burgesses decided that “No Leper
shall come within the gates of the borough, and if one gets in by
chance, the Sergeant shall put him out at once.”

Municipal control of charity is an ancient custom, the towns-
men of many cities were trustees of their local hospitals.

In the 14th century many alms houses were under municipal
control, and in seeking admission freemen often had the advantage.
At Wells, for example, reduced burgesses were assigned the “more
honourable places and beds.”

In the Poor Laws of Henry VIII (1536) we find the first men-
tion of the “Sick” who were not to be treated as “sturdy vagabonds.”

In 1542 Brinklow advised the appointment of Parish Doctors, a
step which was not taken until about 300 years later.

The dissolution of the Monasteries by Henry VIII led by
gradual but almost inevitable steps to the Parish Poor Rates of
Queen Elizabeth.

With the suppression of the Monasteries came an increase of
beggars, and gradually the distinction between the able-bodied who
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would not work, and the feeble and sick who could not work became
clear to Tudor minds. Public Health is based on sanitary science. In
Tudor times this science was lacking :

The Apothecary was still a variety of Grocer,

The Surgeon was still a variety of Barber, and

The Physician but just ceasing to be an Ecclesiastic.

Many towns were required to sustain beggars by voluntary
alms. If anyone refused to give he was haled before the Justices,
who assessed him at what they thought reasonable towards the relief
of the Poor, and so by gradual steps we come to the Act of 1601
towards the end of the reign of Queen Elizabeth.

This Act imposed a system of compulsory rating in place of
the previous voluntary or semi-voluntary contributions, and so paved
the way for the modern Poor Law and Municipal Medicine.

Workhouses were frequently mentioned by medical writers as
source of Typhus fever. Thomas Drover, in the “Ancient Physi-
cian’s Legacy” writes “About 1695 this fever raged so much in
Bristol that I visited from 25 to 30 patients a day, besides the poor
children in the workhouse where I engaged myself to find them
physic and give them advice at my own expense and trouble.”

This was in all probability the cause of a memorial addressed
to the Mayor and Aldermen of Bristol in 1696 praying that a
capacious workhouse should be erected for children and the aged
which “Will prevent children from being smothered, or starved by
the negligence of the Parish Officers.”

In 1773 Lettsom quotes the case of a man of forty whom he
found “suffering from true jail fever, or what is the same, true
workhouse fever.”

In 1817 typhus fever was reported in the workhouses of Shad-
well, Whitechapel, St. Luke’s (where the apothecary attended 600
cases), St. Sepulchre’s and St. George’s, Southwark.

The Royal Commission of 1832, its report and the legislation
prompted by that report, mark the beginning of a system of admin-
istration which, without serious break or sudden change, lasted for
nearly a hundred years, i.e., until the transfer of the Poor Law to
the County Councils in 1930.

In the report of 1834 nothing could be stronger than the con-
demnation of country workhouses in many of which the sick poor
were immured with gaol-birds, tramps, prostitutes and other un-
savoury characters.
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In view of all this it is somewhat remarkable that the report
contains no recommendation for the treatment of the “sick.” This
was not because they were careless of the sufferings of the sick poor,
but because the institutional treatment of sick persons was, at that
date, hardly recognised as important. '

What the authors of the report contemplated providing for the
sick poor—what indeed was, at that time the customary provision
for the sick of all degrees—was merely the attendance of a medical
man in their own homes, and a plentiful supply of medicines.

Soon after 1834 the Poor Law Commissioners impressed on the
Government the need for improving the sanitary condition of the
country, and recommended that Boards of Guardians should be
empowered to act as an authority for removal of nuisances.

Poor Law Guardians were functioning before Sanitary Author-
ities came into being. In 1836 the Guardians appointed the Local
Registrars of Births, Marriages and Deaths. They also appointed the
Public Vaccinators. The local registrars supplied the public vaccin-
ators with the names of newly born infants, thus starting the process
of securing infant vaccination.

DowmiciLLARY TREATMENT.

Domicillary treatment of the sick poor was entrusted in England
and Wales to the District Medical Officers, averaging 5 or 6 in each
district, and appointed by the Guardians. '

The new Boards of Guardians were urged to put these appoint-
ments up for competition among the local medical -practitioners
and to appoint the man who offered to take the post (including the
supply of medicines) at the lowest tender.

What was not fully considered by the Poor Law Commissioners,
and was never adequately realised by Boards of Guardians was that
so long as these appointments were thrown open to private practi-
tioners, they were taken for reasons other than the salaries paid.
One of the commonest reasons, of course, was to keep fresh practi-
tioners out of the area.

The District Medical Officers could not afford to supply ex-
pensive drugs, or to carry out modern improvements in medical
treatment upon their totally inadequate salaries.

In course of time some Boards of Guardians contracted to
supply certain expensive drugs such as quinine or potassium iodide.
A list was kept, but it was almost invariably out of date. Diphtheria
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anti-toxin, for instance, was hardly ever supplied by Guardians but
was usually obtained from the Public Health Authorities.

While the Legislature had been so largely silent on the subject
there had in fact been a considerable broadening of the conception
of what was implied in the term “Medical Relief.” At first it seems
to have been limited to medical attention, and the usual bottle of
medicine which accompanied a doctor’s visit in those days. The first
definition of “Medical Relief” was given in 1842 when it was des-
cribed as “Relief by surgical as well as by medical attention,” and
medicines were taken to comprise “All medical and surgical appli-
ances.”

From time to time the Central Authority appears to have been
called upon to interpret these definitions. Thus it was decided that
bread for poultices, being a household article, did not come within
the definition of “medical or surgical appliances” and the Medical
Officers had to supply it out of their salaries.

This was, of course, before the days of bread rationing.

In the report of the Royal Commission, more than one Medical
Officer is quoted as remarking “The salary is not sufficient for the
supply of the expensive drugs necessary.” ,

This system offered inducements to unscrupulous medical
officers to stint the supply of medicines, or to give drugs of an
inferior quality, or to order alcohol (which was paid for by the
Guardians) in lieu of medicines.

Early in 1903 I did a locum for a parish doctor in a Wiltshire
village. He showed me round his dispensary and carefully pointed
out that all the drugs on one side were for his private patients. He
said “If you get any parish patients, give ’em some of this” and he
drew out a large drawer full of Mag, Sulph., and added “Sometimes
I colour it and sometimes I flavour it with peppermint.”

The provision of extra nourishment for Out-patients was a con-
stant source of friction between Guardians and Medical Officers,
sagacious paupers occasionally seeking relief on account of the ad-
ditional food which was often given. A long controversy on this
subject was finally closed by the “Lancet,” which pointed out that
“Medical treatment consists quite as much in the administration
of an appropriate diet as in the exhibition of drugs, the object of the
Medical Officers and of the Guardians alike being to CURE.”

The Act of 1867 provided for the establishment of Dispensaries
attended by a qualified Dispenser. This was a real advantage, be-
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cause instead of the Medical Officer having to supply medicines out
of his salary, they were provided by the Guardians and dispensed
by a Dispenser. Unfortunately this scheme was not universally
adopted, and in 1909 the Royal Commission reported that

“Practically only in the Metropolis and a few other towns 1s
an official dispensary provided, nearly everywhere the whole
duty is entrusted at a scanty and inclusive stipend to one of the
local practitioners.”

And it was not until the Insurance Act came into force in 1913 that
this condition of affairs was improved.

INDOOR TREATMENT.

In workhouses the most that was done for the provision for the
sick was to set aside a room for such of the workhouse inmates who
became ill, for the medical treatment of whom the Guardians con-
tracted with a local doctor. Thus, whether within the sufferers’ own
homes or in the workhouse, the conception of medical care in 1834
was of the simplest.

The absence of any reference to medical relief in the early
statutes was due in a great measure to the reliance placed on volun- .
tary associations to supply this. Many hospitals received patients
from the parish at a fixed charge; for instance, the rate for St.
Bartholomew’s Hospital was nine pence a day in 1837. In some
districts there were also dispensaries which treated Poor Law
patients.

As a matter of fact the sick wards of workhouses a hundred
years ago were certainly not equipped for the treatment of serious
illnesses, and in 1842 the Commissioners recommended that “cases
needing surgical attention, or which have long been the subject of
medical treatment in the workhouse, should be removed to a hospital
where they would enjoy the practised skill and combined judgment
of the medical men usually connected with such establishments.”

From time to time during the next twenty years the Poor Law
Commissioners occasionally enquired into allegations concerning
the ill-treatment of patients in the sick wards of workhouses, and
apparently regarded them as isolated instances rather than as typical
of prevailing conditions.

In 1864, a select committee after an enquiry extending over
several sessions of Parliament, reported that “The poor were never
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so promptly or so effectually relieved during sickness as they are at
the present time,” and that there were “No grounds for interfering
with the present system which appears to be administered with
general advantage.”

The tone of the Committee’s report was extremely reassuring,
and in the light of events which were so soon to follow, is significant
of the general ignorance and indifference as to the conditions of the
sick poor in workhouses which had prevailed up to this time.

In the beginning of 1865, the circumstances attending the
deaths of two patients in London workhouses led to official enquiries
as to the treatment they had received during their illnesses. These
enquiries disclosed serious defects in the state and management of
the sick wards. The publicity led to further complaints. The matter
was taken up and investigated by the Lancet, and the Poor Law
Board finally ordered a full and searching enquiry into the state of
the sick wards of every workhouse in the Metropolis.

The reports of the investigators showed that :—

The sick wards were badly constructed and often insanitary.

The beds were insufficient. .

The eating and drinking vessels were often unclean.

The patients’ food was badly cooked and badly served, often
by paupers. ’

There was a deficiency of furniture and equipment.

That although the Medical Officers did their duty to the best
of their ability, the attendance given and the salaries paid
were inadequate.

That frequently during the day, and almost entirely during the
night, the patients were nursed by paupers, many of whom
could neither read or write, whose love of drink often drove
them to rob the sick of the stimulants they should have given
them, and whose treatment was characterised neither by
judgment nor by gentleness.

The immediate effect of these revelations was the passing of the
Poor Law Acts of 1867 which may be regarded as the starting point
of the modern development of Municipal Medicine. In London the
Metropolitan Asylums Board was founded, also within a few months
seventeen Unions were asked to provide infirmaries on sites detached
from the workhouses; there were similar reforms of the larger provin-
cial workhouses, and throughout the country many lavge and well
equipped infirmaries grew up.
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In 1883-4 the Central Authority reported that the hospital
accommodation for the sick poor was nearly complete in the Met-
ropolis. There were now up-to-date hospitals with resident Medical
Staffs, well qualified, and equipped for surgical work. This was a
great contrast to the conditions of 1842 when the Commissioners dis-
couraged the performance of surgical operations.

It may be convenient to pause for a moment and consider the
nature of the Infirmaries that were then being provided. Though
Poor Law establishments they were quite separate from the work-
houses. Cubic space per patient was on a greatly improved standard.
The fittings of the sick-wards were such as were generally provided
in the wards of voluntary hospitals, and it was impressed on the
Guardians that the Infirmaries should be supplied with all reason-
able and proper appliances for the treatment of diseases of every
kind. Furthermore, and this is very important, they were placed
under separate administration, that is, instead of having a work-
house master in charge, they were governed by a resident medical
superintendent with resident doctors to assist him.

The first English Public Health Act, in 1848, contained no author-
ity for the provision of hospitals for infectious diseases; this came in
1866. About this time a considerable difference of opinion existed
amongst physicians, upon the relative advantages of isolating fever
patients or distributing them in wards of a general hospital. On the
one hand it was declared that

“It would be better to have no hospitals at all than to mix

cases of typhus, small-pox and scarlet fever with patients suffer-

ing from other diseases.”

While the other side asserted that
“Fever hospitals and fever wards were a crime against humanity
and a disgrace to the age in which we live.”

Out of this controversy arose a new interest in infectious
diseases, which was further stimulated by the outbreak of a severe
form of scarlet fever in London between the years 1860 and 1870.
As a result of these discussions an extensive programme for the con-
struction of isolation hospitals in London and the provinces was
planned.

When I first went to a large Poor Law Infirmary in 1904 it
was difficult to get patients to apply early for relief. This reluctance
to come forward and state their needs was increased by the fact that
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it was not to a doctor or to a nurse that the sick had to make their
application, but to a Relieving Officer, who almost invariably con-
sidered himself as bound to keep people “off the rates.”

Furthermore, the Poor Law Infirmary was looked upon as the
place to which patients only went to pass their last days or hours.

In course of years ideas have changed, and it is with pleasure
I can now assure you that patients of all kinds “queue up” for
admission to up-to-date Municipal Hospitals.

Of general Medicine and Surgery one can only say that the
provision of first class clinical staffs and unlimited equipment enable
one to make the most of the opportunities which are unrivalled.

Also, occupational therapy now plays a very definite part in
treatment, especially in convalescent cases. The patients are obvi-
ously more contented and there is less “grousing” about the meals.

PuLMoNArY TUBERCULOSIS.

Sixty years ago cases of pulmonary tuberculosis seem to have
been regarded as almost hopeless, there being no special provision
for them. That was the attitude generally adopted, but at a meeting
of the Medical Superintendents’ Society in 1898, one of our members
—Dr. Richards—brought forward the advisability of segregating
cases of pulmonary tuberculosis, and nursing them apart from other
patients. He urged the Society to take the lead in the matter. The
members agreed to do this in their various infirmaries, one member,
however, adding that in his personal opinion “it was a public fad
all the same.” But fad or no fad this segregation was soon adopted,
and by the time I entered the Poor Law service I found separate
wards for both male and female phthisical patients.

Unfortunately, at this time it was not regarded as any part of
the duty of the District Medical Officer to inculcate the personal
habits necessary for the prevention of infection, and there was prac-
tically no sanitary supervision of patients in their homes. All that
the District Medical Officer was paid to do, was to supply medical
relief to those patients who had braved the deterrent attitude of the
Relieving Officer.

Early in the century the late Sir Arthur Newsholme started ad-
mitting cases of pulmonary tuberculosis to the Municipal Hospital
at Brighton, with the object of giving them treatment and special
instruction in good hygienic habits. The experiment was a great
success and was seon adopted in other provincial towns. Sanatoria
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followed and later County Councils appointed special Tuberculosis
officers. .

After the County Councils absorbed the Poor Law hospitals in
1930 events began to move more quickly. Extra sanatoria were
opened, more Tuberculosis Officers were appointed and chest clinics
were extended and are now fully established. In them more patients
are being seen, more is being done for each patient individually,
and more contacts of patients are being examined. In order words
the clinics are functioning as a consultant service to the general
practitioners to an increasing extent.

A recent Act of Parliament permits certain allowances to be
given to persons suffering from pulmonary tuberculosis. The Mid-
dlesex County Council goes further, and in suitable cases provides
extra nourishment to relatives, supplies “home helps,” boards out
children, furnishes bed and bedding and pays for supplementary
clothing if necessary.

A number of public authorities are now using miniature radio-
graphy for the early diagnosis of pulmonary tuberculosis. As the
scheme is a voluntary one its success depends upon the efficiency of
preliminary publicity. Dr. Poynton Dick has found that in Middle-
sex the acceptance rate was as high as 959% when the unit visited a
factory, but fell as low as 35% when the examinees had to journey
to the unit.

The proportion of 3 cases of Tuberculosis in every 1,000 persons
examined has been remarkably constant up to the present time.

PeDIATRICS.

When I was a student, if one asked the mother of a marasmic
infant how it was fed, the reply might well have been “Oo—the
same as us”; whether that included liquid as well as solid refresh-
ment was uncertain. In 1911 there was an outbreak of gastro-
enteritis in this country, and the death rate of 190 was an indictment
against organised medicine. The rate has fallen since then, and the
gradient of the fall is associated with the development of Sanitary
Science and Pediatrics.

Some voluntary hospitals have excellent pediatric classes which
are in the very front rank of learning. Apply this learning and you
will get lowered infantile mortality. But voluntary hospitals are
not in a position to do this comprehensively. It needs Municipal
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Medicine in the form of Sanitary Science, Hygiene, Ante-Natal and
Welfare Clinics to drive this knowledge right home to the people.

Voluntary hospitals do not care to admit cases of gastro-
enteritis; municipal hospitals are equipped to deal with them. The
same may be said of measles, chicken-pox, etc.

In the matter of diphtheria immunisation medical officers em-
ployed by municipal authorities do most of the work.

I make the claim that in connection with any of these infants’
complaints Municipal Medicine has much greater opportunities
than have Voluntary Hospitals.

MATERNITY.

Early in the century the care of maternity and of infants
under school age was undertaken by two Local Authorities, both
spending public funds upon the service, without co-ordination and
almost without communication with each other.

Firstly, the Poor Law provided medical treatment for mothers
with infants. Secondly, the Local Health Authorities afforded
medical advice and sometimes food to necessitous mothers and
infants.

These rival Local Authorities were influenced by diametrically
opposite conceptions of what was the public duty in the matter.

Boards of Guardians priding themselves on “good administra-
tion” restricted this relief of maternity cases by deterrent devices
with the object of reducing to a minimum the volume of pauperism.

Public Health Authorities, on the other hand, were perpetually
striving to extend their ministrations to every necessitous mother and
infant, with the object of reducing infantile mortality.

What was more remarkable was that both policies were simul-
taneously receiving the encouragement of the Local Government
Board !

Few people realised the extent to which Poor Law Institutions
of large towns were used as maternity hospitals. The women who
came to them were of all grades of character and all degrees of
intelligence. The Infirmaries and Workhouses were in effect State
Maternity Hospitals used by married and single alike..

As an example of the attitude so commonly adopted by the
Guardians I may say that when I first went to Isleworth in 1913 the
Maternity Block was in the Workhouse because the Guardians,
against the advice of my predecessor, had considered that if women
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were compelled to have their babies amidst workhouse surroundings
this might keep down the number of admissions. When it is realised
that emergency cases requiring operation had to be transferred from
the Maternity Block to the Hospital Theatre, a distance of nearly
half-a-mile, the inhumanity of this arrangement can be appreciated.
I am pleased to say.that after many years one of the last acts of
the Guardians was to authorise the building of a new maternity
department within the Hospital grounds.

Then again, about twenty-five years ago I asked the Guardians
to allow me to start an Ante-natal clinic in connection with our
own Maternity Department, then having about 120 confinements
annually. They approved and an application was made to the
Ministry for permission. This was refused, the Ministry stating that
it was no part of the Guardians’ duty to provide it. Well, I con-
sidered that my maternity cases needed ante-natal treatment, AND
THEY GOT IT, for from then onwards without permission from
anybody, I set aside a room for this purpose.

Public opinion has advanced far since those days. The general
shortage of maternity beds and the increasing desire of mothers to
be confined in hospital has thrown a special strain upon all maternity
hospitals. Beds are booked up months in advance, and as a rule only
abnormal cases and those reported by the almoner as having in-
adequate home conditions are accepted for admission. Even so,
some women wait until they are in labour, and then come and sit
on the doorstep !

I need hardly mention the ante- and post-natal clinics with
dental treatment, and the various social services which are generally
adopted. As to the future, a bed in a maternity home should be
provided for all needing admission on medical or surgical grounds,
and for every mother who requires it.

VENEREAL DISEASES.

In considering venereal diseases the Poor Law Commission of
1909 pointed out that :—

Infringement of the liberty of the subject was the
foundation of all recent legislation dealing with infectious
diseases of a dangerous character.

Venereal diseases are dangerous, not only to the health
of existing, but also of future generations.

Therefore the benefits of compulsory detention would
far outweigh its evils.
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At that time all cases of venereal diseases were debarred from
general hospitals to the great detriment of the sufferers and of the
community. The result was that the Poor Law of that period was
compelled to provide special accommodation for such cases as came
within its walls, whilst other cases were not isolated and were free
to spread infection,

The increase of venereal diseases during the first world war
led to an arrangement in which London and the home counties
participated, namely, the use of a number of metropolitan hospitals
for the treatment of these cases. Before the outbreak of the second
world war it was evident that the existing facilities were no longer
adequate.

In 1940 the Ministry of Health drew attention to the increasing
incidence of venereal diseases, and urged local authorities to pro-
vide more treatment facilities. Lack of suitable buildings was the
difficulty. .

At the West Middlesex Hospital, with a venereal specialist and
specially trained nurses and orderlies, up to 500 patients are dealt
with each week; two-thirds of them are V.D. cases, one-third are
not.

The widespread advertising campaign has resulted in patients
attending at an earlier stage of the disease, and also in many more
attendances of contacts and of suspects.

Everything is done to provide privacy and to give the patients
the individual care and kind handling which their natural anxiety
demands. Above all, penicillin and sulphonamide drugs have revo-
lutionised the treatment and prognosis of venereal diseases.

MEenTaL HosriTALS.

Up to the end of the 17th century, asylums in this country were
few and far between, and where they did exist they were usually
regarded as places of safe custody for those of the insane who were
dangerous to themselves or to others. These houses of detention,
misnamed asylums, were in the hands of private parties under little
or no supervision, were in fact merely prisons of the very worst
description. :

As is so well known, the unhappy inmates were immured in
cells, chained to walls, flogged, starved and not infrequently killed.

The first Act regulating madhouses was passed in 1774, The
College of Physicians was required to elect five Fellows to act as
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Commissioners for licensing and inspecting these establishments
within the cities of London, Westminster and the County of Middle-
sex. For the rest of the country these duties were performed by
Justices of the Peace. :

An exception to the usual barbaric treatment was made in
“The Retreat for Insane Quakers” at York, and described in 1813
by Mr. Tuke of that city. In a criticism of Mr, Tuke’s book in the
“Edinburgh Review” of 1814, by Sidney Smith, the reviewer appears
to have been surprised that the institution was conducted on the
principle of kindness to patients. “When a madman does not do
what he is bid to do,” says the reviewer, “the shortest method is
to knock him down . . . but the Society of Friends seems rather to
consult the interests of the patient than the ease of his keeper.”

By the middle of the last century new ideas for the treatment
of lunatics were prevalent. Following legislation in 1845 special
asylums were erected for every county in the country. While
ostensibly for treatment they were essentially custodial. With walled
airing courts and barred windows, they gave insufficient scope for
modern treatment. About 1875 a new type of asylum was started
from which has been evolved the modern mental hospital, devoid
of boundary walls, and with the majority of wards or villas over-
looking tastefully laid-out lawns.

Since the introduction of the Mental Treatment Act of 1930
there has been a steady increase in the number of persons volun-
tarily admitted to Mental Hospitals.

Physical modes of treatment such as malaria infection for
G.P.I. have been in use for years, and in 1938 Electric Convulsion
Therapy was started, but it was not until four years later that
psychiatrists became aware of the high fracture incidence. Dr.
FitzGerald of Shenly Mental Hospital, found that X-rays showed
crushing of the 4th-7th dorsal vertebra occurred in 6 per cent. of
his female and 20 per cent. of his male patients.

In 1935 Psychiatric Out-Patient clinics were started at the
larger hospitals in Middlesex. These are conducted by the Senior
Medical Staffs of the County Mental Hospitals, assisted by
Psychiatric Social Workers. Cases are referred by general prac-
titioners, and efforts are made to start early treatment. These
clinics have reduced the admissions to the Mental Hospitals and
are valuable for keeping in touch with patients after their discharge
from hospital.
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MEeNTAL DEFICIENCY.

As we all know, Mental Deficiency is defined as a state of
incomplete or arrested development occurring before the age of 18.
This means cases can be divided into :—

Pre-school age up to 2 years.
School age ... from 2 to 16 years.
Post-school age ... over 16.

A grave administrative dlﬂiculty lies in the fact that children
of school age come under the supervision of the School Medical
Officer who is NOT the Medical Officer under the Mental
Deficiency Act. This overlapping of authority makes it essential
that all the statutory requirements of the Mental Deficiency Acts
are rigidly complied with.

Special schools are provided by the Education Authorities for
mental defectives. The London County Council reports most satis-
factory results. Out of 493 mentally defective children who left
their special schools in 1935, 421 have not needed any form of
public care.

SPECIALISTS.

Perhaps the most striking contrast between the best of Poor
Law Infirmaries and a good Voluntary Hospital was the lack of
specialists in the former. From the early days of the century this
deficiency became more and more in evidence, and after the first
world war specialists were appointed to many Poor Law Infirmaries,
and they paid regular visits. In 1935 the Middlesex County Council
appointed whole-time Medical, Surgical and Obstetric specialists
to its hospitals, an innovation which has spread elsewhere.

The change to the County Council control was a great stimulus
in many ways, and at the present time in Middlesex Hospitals the
specialists tend to outnumber the non-specialists.

MepicaL StarF COMMITTEES.

No description of the work of Municipal Hospitals would be
complete without a reference to the Medical Staff Committees which
have received official recognition by the Middlesex County Council.

The Medical Director is expected by the County Council to
consult the Medical Staff Committee on matters concerning the
development of the hospital, changes of policy, and appointments of
Medical Staff, in order to enlist its co-operation in dealing with
matters affecting the welfare of patients and staff.
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The Medical Staff Committees receive in advance a copy of
the agenda and all relevant reports before the meeting of the com-
mittee of management of each hospital, and one delegate has the
right to attend it.

The function of the Medical Staff Committees is chiefly advis-
ory. It is realised that even though recommendations may not be
accepted, they have at least been considered.

The principle of consultation with professional colleagues is
adopted by the County Medical Officer, who holds meetings with
the Medical Directors and representatives of the various Medical
Staff Committees before submitting any far-reaching proposals to
the County Council.

NURSING.

Just a word about Nursing. A hundred years ago the only
qualification for a paid nurse in a workhouse was that—

“She should be able to read the written instructions on medi-
cines.” Conditions have changed, and at the present time a nurse
who has been trained in an up-to-date Municipal Hospital is quite
equal in skill and experience to one trained at a Voluntary Hospital.

This has been but a brief and somewhat sketchy outline of a
few points in the long history of Municipal Medicine. 1 have
shown that as the years go by it has gradually become more and
more comprehensive, and future legislation will doubtless accelerate
the process.

DISCUSSION.

Dr. J. A, H. BrinckeRr said that the President had given them
an address full of information and presented in a remarkably clear
and vivid way. The President had grown up with this service of
which he had spoken and had followed its every new direction. One
or two matters had struck the speaker as being of particular interest.
He thought that the President had defined curative medicine and
public health in rather an antiquated way. They as public health
officials would not be quite satisfied to be called merely sanitarians,
although that was what they might have been in days gone by. For
example, in London in the middle of the last century the over-
whelming impression might well have been that the chief thing to be
done from the public health point of view was to get rid of dirt.
In 1851 a visitor to London from Paris, reporting on the condition
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of the metropolis, said that “London stinks.” Undoubtedly in those
days sanitation was of the greatest importance. But since that time
public health and sanitation had advanced enormously, and now the
sanitary duties had been largely handed over to the sanitary in-
spector, while the public health medical officer of the present day
would be expected to know much more about prevention.

Dr. Cook had also mentioned the question of isolation hospitals
and had told them that when isolation hospitals were introduced it
was considered essential that infectious diseases cases should be
segregated. The modern idea was that infectious diseases hospitals
were no longer required, and he thought it would be found that
in future infectious diseases hospitals would disappear and infectious
diseases cases would be treated in general hospitals. With infectious
diseases hospitals so largely empty, the tendency had been to put
chronic cases in them.

" Another branch of work done essentially through public health
medical officers followed upon outbreaks or sporadic cases of in-
fectious disease. During the recent war a certain amount of trouble
had arisen owing to the occasional occurrence of cases of typhoid
fever and the tracing of them to their source of origin. A kind of
Scotland Yard method of detection had had to be employed.
Typhoid fever had been thought of as a single entity, but public
health laboratories had now demonstrated that there were many
species of typhoid fever, and these had been earmarked by testing
against bacteriophages. In this way the source of origin might be
traced.

Other marked advances had been in connection with blasto-
mycosis, the investigations with regard to the Rh factor, and, finally,
in the work done on epidemic jaundice. As far as the advance had
gone it had resulted in enormous progress in the prevention of
bacterial diseases, but a series of diseases was now forthcoming
which originated from viruses, and these presented the possibility
of trouble in the future, these viruses being not amenable to treat-
ment by sulpha drugs or penicillin. One question concerned a
woman who in the fourth or fifth month of her pregnancy had
rubella, with consequent defects in the infant subsequently to be
born. The public health doctor of the future would be no mere
sanitarian, but an individual of very much higher grade.

Dr. W. H. F. Oxiey said that it had been brought home to
them in Dr. Cook’s address what a time-lag there was between the
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discovery of a new cure or a new method of prevention and its
adoption by the municipal authorities. Advances in the treatment
of tuberculosis, for example, were taken up by individual pioneers,
but how long it was before they became the routine of public health
departments! In syphilis, again, there were pioneers who started
campaigns, but only after a long time, and under special compulsion,
did the State take them up. Not many years ago—only in 1932—
a report was made by the Ministry of Health Committee on maternal
mortality which found that in the municipal hospitals ante-natal
care was defective, although by that time pioneers had been at work
for fifty years on ante-natal care in voluntary hospitals and privately.
Was there not a danger that, with an all-embracing State service,
the influence of the pioneers would be lessened? Was it not likely
that this stimulus, which, notwithstanding the long time-lag, had
been so valuable would no longer operate when the whole of
medicine became municipalized, as it was going to be within a
short time? The advance of medicine under State auspices had
taken place in practically all cases as a result of public opinion
which had been aroused through the work of independent medical
men. But with total state service there was grave danger that that
sort of pioneer work would stop.

Mr. F. McG. Loucunane discussed the contrast between
voluntary and municipal hospitals. In the days of “the guardians”
he was attached to one of their hospitals. There the ordinary
medical officer in the hospital was accustomed to do nearly all the
surgery, although he was untrained except for such experience as
he acquired in the operating theatre and the post-mortem room.
The guardians took no interest in the appgintment of competent
surgeons. He agreed that there had been improvements since these
hospitals passed to the county councils. For one thing, visiting
consultants had been appointed, but, unfortunately, these con-
sultants had no authority whatsoever. As a rule, if the consultant
saw a case with the medical superintendent or his deputy, he (the
consultant) was asked to deal with the case, but it sometimes
happened that an ambitious youngster said, “Thank you, I will do
it myself to-morrow.” Moreover, the medical superintendent of a
municipal hospital had very little authority. He had no authority
over the matron -and nurses or over the steward or engineer. In a
voluntary hospital, on the other hand, the house governor or secre-
tary had authority over these people, and if the physician or surgeon
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of the hospital said that he wanted this or that done, the secretary
would send for the matron or the engineer as the case might be
and tell them to do it. Another thing which he thought was wrong
with some of the municipal hospitals was that there was no incentive
for medical officers to undertake research work. The medical
officers were either too lazy or lacked incentive to write up their
cases and publish them. There was a great waste of clinical material
in municipal hospitals at the present moment. It was very difficult
to get any of these people to undertake research work. Another
tendency of municipal hospitals was to be too large. A hospital of
1,000 beds was too large for any medical superintendent. One of
400 or 500 beds was quite big enough. He added that at present
he considered municipal hospitals to be only about 30 per cent. as
efficient as voluntary hospitals.

Dr. Marjory WARREN said that one point of difference between
voluntary and municipal hospitals was that voluntary hospitals had
no obligation to take cases other than those they wished to take,
with the result that certain classes of sick people were almost never
admitted to voluntary hospitals. This was true of chronic cases very
generally, of fracture cases in the old and feeble, and of certain
gynacological cases, including abortions, which were not favoured
in voluntary hospitals. Another not-favoured class were cases of
children who, although not suffering from infectious disease, were
contacts of infectious diseases cases. She had nothing like Dr.
Cook’s record, but she had been in a municipal hospital for twenty
years, and her own experience of such hospitals, in some areas at
any rate, was that the staffs were very keen and able to do research
work if the opportunity was given them, The specialists in the
Middlesex hospitals were whole-time people and therefore had
almost more authority than those in voluntary hospitals who were
there only part of their time. Apart from Middlesex, she knew of
other hospitals in the home counties where specialists had complete
control.

Mr. A. E. MortiMer WooLr said that he thought the discus-
sion was in some danger of getting on the wrong lines. Dr. Cook
had not ventured upon any contrast between municipal and volun-
tary hospitals. Dr. Cook had had the advantage of serving under one
of the most enlightened county councils in the land, and he did not
think the meeting ought to enter upon a discussion of the respective
advantages and disadvantages of municipal and voluntary hospitals.
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He had been interested in Dr. Cook’s reference to the history
of asylums for the insane. He was reminded of a book “Valentine
Vox,” which most vividly set out the horrible things that did happen
in asylums in former days. As for psychiatrists, he had always
known that they were verbose, but he had never known before that
they were violent !

The lower mortality amongst children, thanks to ante-natal
care, was not entirely to be credited to the municipal ante-natal
clinics. Not quite sufficient credit was given to all those voluntary
infant welfare centres which started some thirty years ago. They
were the prototype of the others which came later under municipal
auspices, In the majority of instances the “lag” had been very
great; the municipal authorities with the exception of Middlesex
had lagged behind voluntary establishments. Ten years ago a certain
welfare centre started, voluntarily, diphtheria immunization, but
only after ten years did the local council take it up. In conclusion
he praised Dr. Cook’s presidential address. It was an address full
of historical interest, based on practical experience, and just what
such an address should be.

Dr. FrIEND gave an amusing account of how they dealt with
syphilis in Scotland in the early seventeenth century. In Edin-
burgh the syphilitics were banished into exile, but, in Aberdeen,
further north, they were branded on the forehead—a treatment
which had a very lasting effect !

Mr. A. E. RocHE said that without entering into controversy,
about which Mr. Mortimer Woolf had warned them, they might
hope that whatever the future held, both sides—and there were two
sides—would benefit by closer contact.

Dr. J. B. Cooxk, in reply, said that Dr. Brincker’s historical
survey had been extremely interesting. He had mentioned that it
was quite possible that in the future, fever hospitals would be
merged into ordinary hospitals. At the West Middlesex Hospital
in 1919 he divided two wards into cubicles with glass partitions
7ft. high between the beds in order that cases of infectious disease
might be treated, and practically every infectious disease was
treated, "except chickenpox, without any cross-infection. Occasion-
ally when a fresh nurse was installed they would not have been
surprised to get a case of cross-infection, but the routine instructions
were so well carried out that this did not occur.
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Mr. Loughnane had made some interesting observations, and
he was sorry to have to controvert quite a lot that he had said. He
rather imagined that Mr. Loughnane had not been in an up-to-date
municipal hospital. In such an institution the consultant had
absolute power. The physicians and surgeons did what they wanted
to do. He had said that there was no authority over the engineers.
In an up-to-date municipal hospital the medical superintendent
governed and controlled all officers. It he wanted something done
by the engineer or wanted some change in the nursing staff he
issued his orders and they were obeyed.

A point had been raised about not inviting local practitioners
into the hospital. A few years ago at his hospital they did issue an
invitation to 100 local practitioners, inviting them to come at some
convenient time in the afternoon, and offering them refreshment.
He got 20 replies, 12 acceptances, and 5 turned up.

As to the size of hospitals, the Hospitals Committee of the
British Medical Association had agreed that 1,000 beds was a suit-
able size. The difficulty in smaller hospitals was to secure adequate
staffing arrangements.

Mr. Mortimer Woolf had mentioned diphtheria immunization.
He would remind him of the work carried on for many years by
the late Dr. Nash, medical officer for Heston and Isleworth, which,
although carried out under the auspices of a local authority, was
indeed pioneer work.

In conclusion, after saying that he had been a medical super-
intendent and a workhouse doctor for some years, Dr. Cook recited
some lines, the refrain of which was :—

“He was only the doctor, the workhouse doctor,
And surgeon and midwife too.”

“He never gets paid for half he does,
And he does the work of two,
And the Poor Law doctor sits on him,
And tries to take his screw.
He’s only the doctor, the workhouse doctor,
And surgeon and midwife too.”

A hearty vote of thanks was accorded to the President on the
motion of Dr. Oxley, seconded by Mr. Roche.
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HUNTERIAN SOCIETY
DISCUSSION MEETING

THE ADVERTISEMENT OF PROPRIETARY MEDICINES.

The motion :—

“That the Advertisement of Proprietary Med1cmes is
a Menace to the Public”—

was debated at a meeting of the Hunterian Society, under the
presidency of Dr. J. B. Cook, held at the Apothecaries Hall,
London, on Monday, November 18th, 1946.

Mr. Hucr N. Linsteap, M.P,; in proposing the motion, said :
I ought to explain that the patent or proprietary medicines referred
to in the motion are proprietary medicines which are publicly adver-
tised; the term has a highly specialised meaning which is not the
popular meaning,

Although this motion invites us to consider advertising we shall
be driven to consider the medicines themselves because in practice
the one cannot be controlled without the control of the other. To
take one or two examples, there was a medicine the composition of
which was altered during the war, the principal ingredient being
left out, but the advertising and testimonials continued; there was
another medicine which at one time had three gland extracts in it,
two of them were left out because the Pharmacy and Poisons Act
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required it to be labelled “poison” if they were in, and it was subse-
quently pointed out to the manufacturers that the third extract was
also technically a poison, so the third extract was also left out, but
the tablets continued to be advertised; another medicine contained
iron and ammonium citrate, which was presently substituted by
burnt sugar, but the advertising and testimonials continued to be
used.

In dealing with this motion I have first to make a number of
handsome admissions. There is a whole lot of ballast one can cheer-
fully throw overboard. I admit that a very large number of these
medicines are good and are wisely used by the public, that the
medical profession, particularly the busy general practitioner, would
find himself in extreme difficulty if all those suffering from mild
illness had to come tn him instead of treating themselves with an
aspirin or digestive pills or cough mixtures. We must also admit
that enormous improvements have been made in the standard of
proprietary medicine advertising since the report of the Select Com-
mittee of 1914, though we can enter the caveat that a very large
amount of the improvement represents compliance with the letter of
the standards laid down by the newspapers and the industry rather
than with the spirit of them. For example, the word “cure” has been
authoritatively banished from proprietary medicine advertising, but
that does not prevent manufacturers using words such as “killed”
or “smashed” which in everything except the verbal has the same
‘meaning as ‘“‘cure.”

The standards which are laid down by the Industry and by the
advertising people are standards which only run so far as they are
acceptable to their members; they cannot discipline non-members
of trade associations or those who distribute advertisements through
the post.

I readily admit that there are many scientifically valueless
medicines which undoubtedly do people good provided the people
read the advertisements at the same time as they take the medicines,
and the patient who has been abandoned by the medical profession
will reap a great deal of benefit from taking some of these tonics
provided he reads the literature at the same time. We have to
recognise that the scientist has not necessarily got the last word.
Even medicines for which there can be no scientific foundation are
entitled to claim some place in the cure or alleviation of human
distress.
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I am prepared to admit this also, that we have not very much
left to each one of us except our own bodies, and if there is one
thing which we should have the freedom to deal with in our own
way it is surely our own bodies. I am not sure that the strongest
arguments of my opponents will not be on that ground. I would
be prepared to admit, too, that the public are getting fairly well
immunized against advertising. They have developed a very critical
faculty, and are by no means prepared to accept at its face value
what the advertiser says.

Having made those admissions, I would frame my criticism of
proprietary medicines along the following lines. If you take the
1914 Committee there are many recommendations which that Com-
mittee made which have not been carried out in practice. They
recommended that all advertisements of remedies for sexual weak-
ness be prohibited, but you will find widely distributed in the less
reputable newspapers a substantial number of advertisements of
that kind. Then they recommended that fancy names for recognised
drugs be subject to regulations, and those who have to deal with
barbiturates or sulphonamides will know what a morass you get into
with fancy names. They recommended that it should be an offence
to invite sufferers to enter into correspondence with a manufacturer
and to-day there are a number of manufacturers of medicines who
send out diagnosis forms; you answer your twenty questions, and
in the experience of the Pharmaceutical Society it does not matter
what answers you put to those questions you will always get the
same medicines, provided, of course, you send a guinea postal order.

Then fictitious testimonials still exist to-day. Finally, the 1914
Committee recommended that it should be an offence to promise to
return money paid if cure is not effected, and yet you will see in
a large number of advertisements the “money returned” promise.

On the top of these unfulfilled recommendations I would add
that there are to-day far too many worthless medicines, even making
allowance for the psychological effect even of such medicines. I
can quote from this time-honoured book ‘Prescriptions from
Abroad” a reference to such things as a “hormone repugnant cream”
which is designed to prevent you from biting your finger-nails. Ex-
cessive prices are charged in a great number of cases. The recent
report of the Committee of Inquiry in South Africa revealed that
there are vast discrepancies between the manufactured price and
the selling price. 1 came across an advertisement for glandular
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tablets, 10s. for 100, 21s. for 120, which could be bought from
manufacturing houses for half-a-crown. I came across 30 24-grain
potassium bromide powders offered as a cure for either smoking or
drinking or both, priced at 25s. The Pharmaceutical Society in-
spectors came across some people who were selling a tonic for weak
nerves and flushing, 30s. according to the advertisement; a fortnight
afterwards a follow-up letter offered you the same thing for 20s.
and if you were still flushing at the end of another fortnight you
got another follow-up letter offering it for 10s. There is even a
regenerated gland preparation offered to the clergy at 20 per cent.
discount,

Then I would say that although we have got the legal require-
ments that the composition of all medicines must be stated on the
label, in quite a number of cases that is made a matter of conceal-
ment. I could give many examples of the use of meaningless pseudo-
scientific terms designed solely to impress the ignorant, also innumer-
able examples of exaggerated claims. I dare to quote these :—

“Heals every skin disease.”

“Counteracts the danger of infection from such grave diseases
as diphtheria, scarlet fever and smallpox”—
this last was a dilute solution of nitric acid.

Then it is said that this advertising leads to people postponing
treatment. I certainly can think of one preparation advertised to be
taken by the mouth, the principal point of the advertising being
that diabetics who took it need not take insulin by injection. This
advertising emphasizes fear—fear of injury, fear of old age, and so
on. These advertisements make the public conscious of ill-health,
they suggest that ill-health is normal, and that pills or potions or
whatever they may be are necessary. We are going to have a
National Health Service. Millions of pounds will be spent by the
Government in providing this service for the public, and at the same
time millions will continue to be spent in advising the public
to diagnose their own diseases and treat them in their own way.
Any National Health Service should set itself to educate the public
away from the “bottle of medicine” idea, but the basis of patent
medicine advertising is to educate the public to rely on the bottle
of medicine.

It is time that the Ministry of Health shouldered its responsi-
bility and put some limitations upon uncontrelled advertising of
these medicines. These limitations need be no more than the con-
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trol at present exercised in Canada. I may read one section from
the Canadian Act :—

“No proprietary or patent medicine shall be manufactured,
imported, exposed, or offered for sale, or sold if the article be
represented as a cure for any disease or if any false, misleading,
or exaggerated claims be made on the wrapper or label or in
any advertisement of the article.”

It is something on those lines which is urgently called for in
this country.

Dr. G. H. Day: I seem to remember being taught in phar-
macology that your elegant prescription should contain a basic
drug which was reputed to have the desired effect. To that you
added an adjuvant drug; then, feeling that might be going too far,
you hedged with a corrective drug which had an opposite effect.
To this you added an incipient, and there you were. In to-night’s
prescription Mr. Linstead has played the part of the basic drug; my
role is that of the three other ingredients in varying proportions. I
cannot promise that the final mixture will be palatable, but it will
not do you any harm.

I am glad that it is the advertisement of patent medicines I am
decrying and not the medicines themselves, for proprietary medi-
cines have a definite and useful part to play in human affairs. In
all fairness I want you to examine one of the most popular charges
levelled against proprietary medicines. It is that patients suffering
from an insidious and progressive disease may by self-prescription
and self-medication delay too long before seeking proper medical
attention, and so miss the opportunity of early diagnosis and radical
cure. I think I am able to cast my mind back over twenty years
of practice without recalling a single instance of that having
happened, either in general practice or in the special field of tuber-
culosis. In tuberculosis there is a long enough delay between the
onset of the disease and its recognition, but that is due to two
causes, one is that the sufferer tends to take alcohol in increasing
doses, and the other is the slowness with which the significance of
the diagnosis dawns on the patient. This, however, is by no means
so marked as it used to be. The late Dr. Burton Fanning discovered
that the average delay between the patient’s first symptoms being
saken to the doctor and the diagnosis of the disease was 33 months.
1 should say that now the delays would be only three or four weeks.
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But I consulted three colleagues in different branches of medicine,
and their impressions were the same as my own, they thought hard
and agreed that they could not honestly out of their own experience
level a charge against proprietary medicines that they had led to
delay, and one of them pointed out that such a charge was not
mentioned in cases reported in medical journals. The discovery
shattered one of our most cherished prejudices. I put it to this
meeting : are the cases of disease attendant upon unconscionable
self-medication by proprietary medicines sufficiently numerous to
make a fuss about?

I should like to submit to this meeting that proprietary medi-
cines come to their own, not before the doctors have had their
innings, but afterwards when they have been cut out, or perhaps
it would be fairer to say, when orthodox medicine has failed to give
the patient what he was seeking. Who are the consumers of pro-
prietary medicines? The chronic rheumatic, the chronic dyspeptic,
the asthmatic, the constipated, the migrainous, and the neurotic.
The consumer of patent medicines is in fact the frustrated doctor-
addict, who has spent the best years of his life sitting in doctors’
waiting-rooms or hospital out-patients’ departments. He may have
changed his doctor and tried another, but he has now lost all faith
in the medical profession, and there remains only unorthodox medi-
cine open to him, '

An act of faith can alleviate symptoms and make life more
tolerable. Dare I suggest that it can also restore function, arrest
disease, and promote healing? Reason may assure the normal man
that there are no drugs in the world which have not been thoroughly
investigated by the medical profession, but your sick man is not
governed by reason, there is nothing he wants so much as a bit of
magic. Supposing from to-morrow onwards, by an Act of Parlia-
ment, all patients requiring some more aspirins had to get a pre-
scription form filled up by their medical practitioner, what chaos
there would be. All the people we hoped we had seen for the last
time would still be around us. Should we rubber-stamp them all,
or go very conscientiously through each case, even as we do now
with those who want rubber hot-water bottles, milk, or corsets?
The patient has a right to prescribe for himself just as he has a right
to join any religious sect.

In the war I was a psychiatrist. The R.AM.C. insisted that
I was a specialist in psychiatry, and I discovered that an illness of
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any sort seems to have deep associations in us all with sin, guilt
feelings and punishment. That is not a mere accident, because for
many centuries medicine was linked up with the priesthood. Dur-
ing all this time, it is true, the Church laid a dead hand on medicine
and no real scientific progress was made until the two were divorced,
but the priest in olden times, despite his scanty knowledge, did
attempt to treat his patient as a whole. He treated him in mind,
body, and spirit. It was pneumo-psycho-somatic medicine, which
is a very far cry from where scientific medicine and specific therapies
are carrying us to-day. We are being carried in quite a different
direction. My feeling is that there exists in every sick patient, in
spite of scientific progress, a deep need for discipline and sacrifice
such as the priests of old exacted therapeutically. The patient was
made to pay both in money and in work. The whole question of
payment is vital—much more vital to the man who pays than to
the man who receives. There is an ineradicable impression among
human kind that if you want the best you must pay for it. Nothing
for nothing; very little for a penny! There is a deep need for a
patient to make some sort of sacrifice. On occasion we have all
been patients, and we have felt, “I must do something.” We have
been made superstitious by fear. The anxious panel patient or his
wife will insult the doctor by saying, “I want you to treat this as a
private case.” Can you doubt that the patient who makes a sacrifice
to Aesculapius by handing five shillings to his private practitioner
or sending a postal order for five and ninepence to a firm in Man-
chester to send a bottle along will derive more benefit than the
patient who holds a third class medical season ticket? Can you
doubt that when the National Health Service comes in the sale of
medicines will double or treble, because that will be the only remain-
ing altar on which people’s sacrifices can be piled?

I accept patent medicines as I accept other inescapable realities
in life—swing music, death, the National Health Service. But
advertising is another matter. Advertising creates dissatisfaction. It
tells about the new cars and creates dissatisfaction with your 1936
model. Advertise drink and you create a thirst. Advertise pro-
prietary medicines and you get ill-health. It is all a matter of
putting ideas into people’s heads, Psychologists and eminent school-
masters and politicians will say it cannot be done, Perhaps they are
right. Perhaps the psychologists are right when they say that the
emotional ideas are there all the time although their owner is un-
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aware of them. It is quite certain that propaganda could not
possibly deceive unless the appropriate emotions had been present
in the unconscious. But the great thing about the unconscious is
that it is unconscious, and long may it remain so. In normal good
health we want to remain as unaware of the content of our uncon-
scious as we are normally unaware of the contents of our abdomen;
we are not conscious ordinarily of our unhappy doubts and fears.
We keep ourselves too busy to dwell on them. And then comes the
reminder—the writing on the wall. In our childhood it was the
bogey man on which we projected our fears, and our nannies and
elder sisters fanned our fears and cashed in on them to produce a
code of behaviour that suited their convenience, Others are now
ready to cash in on our fears—body odour and bad breath. The
message of the advertisements is that ill-health is the common lot
of mankind. Advertisements are calculated to create a demand,
they succeed by creating ill-health.

We could forgive proprietary medicines their exaggerated
claims if they raised hope in the hopeless and restored faith to those
who have lost it, for faith and hope are two very fine therapeutic
agents, second only to that compassionate interest which is love
and charity. We could forgive them their outrageous cost, for that
provides the sufferer with his disciplinary sacrifice. But their adver-
tisements we cannot forgive, for they prodyce fears, phobias, griev-
ous ill-health in mind if not in body, and insidiously add to our
storehouse of anxiety and unhappiness.

AGAINST THE MOTION.

Mr. ArTHUR MoORTIMER, M.P.S., before proceeding with his
address, explained the circumstances concerning one of the cases
referred to by Mr. Linstead in which the substitution of an in-
gredient was made during the war. As Deputy Director of Medical
Supplies he was proud to say that they got through the war without
any major scandal on any front, and they did it with only two
statutory Rules and Orders, one controlling agar and the other
cinchona. Because of this the particular remedy mentioned by Mr.
Linstead had to go without quinine, but they. had a large stock of
chloroquin. This was used and a certain flavouring was added to
make it as bitter as quinine. Mr. Mortimer then continued :

Mr. Linstead made some very handsome admissions—such
handsome admissions that he nearly spoiled his own case. I will
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make some admissions too. I am prepared to say that there are
people in this country who manufacture so-called proprietary medi-
cines with very little or no technical supervision under conditions
that are most reprehensible, and they advertise them in a way that
we who are associated with the proprietary trade would like to stop.
Although we have the help of the Newspaper Association and the
Advertising Association we have not the help of the railways, and
the railways allow posters in their stations and on the Underground
that the reputable newspapers would not have, and that not even
the religious weeklies would publish,

The busy practitioner would never be able to cope with his
work if everybody with a slight ailment did not use a simple remedy.
Mr. Linstead mentioned that there had been legal enactments, but
*he ought not to forget that those enactments were agreed measures
with our Association of proprietary medicine manufacturers. It
is perfectly true, of course, that you cannot discipline people,
especially non-members of the Association, who are not willing to be
disciplined; even if we had legal powers to do it it might be very
difficult indeed.

What has been said about faith having a great deal to do with
cure is, of course, correct. But that applies also to doctors’ treat-
ment. Even doctors have been known to try mumbo-jumbo stuff.
I was at one time an active pharmacist in Harrogate where they
have a hundred-odd doctors. In Leeds the Harrogate doctors were
spoken of as the “forty thieves,” to which a Harrogate doctor
replied, “Man, that is slander, there are more than forty of us!”

Some advertisements, of course, are fully appreciated as
exaggerated—the Kruschen advertisement of the old man leaping
the five-barred gate or the Guinness advertisement of the man
carrying' the ten-ton girder. Those are humorous. If Guinness
started another form of advertising you would resent it—“Guinness
makes loose women tight”! True as it might be, you would not
like it. In the main the reputable proprietary medicine purveyors
keep within the ethical rules laid down by the various Associations.
They do not exaggerate—not more than what would be described
as a little puffing. It is difficult when speaking of your own wares,
which you know to be of the best possible composition, made under
scientific and technical supervision, and which you know to be the
best on the market, not to tell people so. That is not putting fear
into their minds, it is impressing them with the fact that if they
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diagnose their own disease—and we do diagnose our own diseases,
for what does the doctor say but, “Goéd morning, how are we
to-day? What is the matter with us?” and he would not know if
we did not tell him—if they diagnose their own disease, if they
know the simple ailments from which they suffer, then these
remedies are available. ‘

Frustrated females may fly to proprietary remedies, but many
frustrated people fly to alcohol. Is it right to stop advertising prop-
prietary remedies just because some people do exaggerate the claims
they make for them, any more than it would be right to stop the
advertising of brandy or beer because some people take too much, or
the advertising of gas ovens because some people put their heads in
them? Barbiturates are advertised regularly by the B.B.C. twice
a week. They are always missing from doctors’ cars. The law so-
hedges in proprietary remedies—and with the consent of the manu-
facturers—that they cannot be put on the market without the true
formulae being published. I know that it is laid down in the Act
exactly how those formula should be published; if they are not,
there are powers to stop wrong publication. If people will use the
chemical terms when they could use the pharmacopeial terms it
is illegal. Most firms—and all reputable firms—do follow the right
course.

I know that a certain fear is engendered. When I was in
America I noticed it on the radio, in the newspapers, on the hoard-
ings in the New York subway, and everywhere else—“Her best
friend would not tell her,” “Till breath us do part,” and so on—
but it is not the fear of disease, it is the fear of lack of matrimony,
and there is some justification for it in many cases. What prevents
it? A regular aperient in many cases would prevent it, and no
doctor would find fault with anybody for taking one, provided
always that it was not something which would create some chronic
need for such aperient, and there are very few on the market which
would cause such a result.

I say frankly that there are some goods which ought not to be
sold in this country, and some of the postal diagnosis and treat-
ment is entirely wrong and illegal. It could be stopped and should
be stopped. But take my own Company. We have a staff of research
chemists, probably as big a staff on our research side as any house
in this country. We have in our research department over 30
university graduates. They are working to find the best method of
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administering remedies for the good of the community at large.
They were the ones who discovered the very best method of making
a penicillin pastille, which has had marked success. Do not think
they are just out to make the largest return. Naturally, they want
to sell plenty because if they do not sell in sufficient number how
can they keep up their research laboratory or maintain their ex-
pensive plant? No oné€ is in business just for the sake of his health,

and when one is doing an honest iob of work one ought to be paid
for it.

In conclusion let me just tell you what I mean by service. A
story I heard in Chicago concerned a negro who was going home
with his pay-roll when he was held up by a gunman who demanded
his money or his life. The negro looked heavenwards and said,
“O Lord, if Thou lovest this nigger do something quick,” and the
coping stone from the top of a building fell on the head of the
gangster and killed him. Whereupon the negro said, “That’s service,
. that was.”

If it is going to help this country to have on the statute book
something like the Canadian Act, we in the proprietary industry,
will be the first to support it wholeheartedly.

Mr. J. S. WarmsLey : I had hoped that from Mr. Linstead
as a politician, we should have heard something about advertising.
For who advertises more than politicians? I thought also we should
have had some definition of the “public.” We have heard much
about the State Medical Service which the public is to pay for.

There are two forms of advertising—the informative and the
persuasive. Most proprietary medicine advertising, in my sub-
mission, is informative. You do not persuade a person to be ill; he
is ill already or imagines he is. If he goes to a chemist the chemist
gives him some mixture or medicine which may be some well known
proprietary article or a bottle of something quite innocuous. The
value of any advertising is in the result it brings. No manufacturer
:an afford to continue advertising a product unless it brings results
—not results just to him alone, but to the people who take it. If
a product does not bring any benefit to the person taking it, is it
likely that it will be resorted to again when he has another mal-
adjustment? It is surely better to have it advertised and pronounced
upon in an open way than to have something made up surrepti-
tiously in a hole and corner manner.
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My Association represents the vast majority of workers in this
industry—87 per cent. We are at one in decrying any form of
cure-all advertising. Mr. Linstead spoke of uncontrolled advertis-
ing, but in fact the advertising of proprietary medicines is probably
more controlled than any other form. Every manufacturer has a
reputation to keep up. Consider the mesh through which the
advertisement has to go. There is first of all the advertising agent.
If he does not conform to the code he will be carpeted by his own
association. Then with the press we have the Newspaper Proprietors’
Society, the Newspaper Society, the periodical trade press, and the
Advertising Association, all with eagle eyes to pick on this, that, and
the other. Each newspaper has an individual right to accept or
reject any piece of copy.

In America incidentally they spend on advertising 50 per cent.
more, based on the national economy, than we do here, but can it
be said that the Americans are less healthy than we are

Mr. Linstead spoke about Canada. I am surprised that Mr.
Linstead with his political knowledge should suggest that in this
country we should allow interpretations similar to those in the
Canadian legislation to be left to the caprice of civil servants. I
for one should be very hesitant about giving any civil servant the
right to interpret the spirit of any Act. At the moment in this
country the control of advertising is vested in the people who are
interested in it. There is a great difference between the advertising
of to-day and that of 1939. In 1941 we in the Proprietors’ Associa-
tion were parties to the Pharmacy and Poisons Act of that year.
We had also been parties to a Bill introduced in 1936, in which the
main provisions of the subsequent Act of 1941 were incorporated.
That was an agreed Bill, introduced as a private measure, but it
happened to come forward on the day of the Grand National, and
the House was counted out.

DiscussiIon.

Dr. KenNeTH McFaADYEAN asked whether Mr. Linstead was
really unaware of the value of advertising. These proprietary medi-
cines very largely helped to keep the press going, and he was sure
Mr. Linstead should be grateful for that even if he did not appre-
ciate the benefits to be derived from the advertising of proprietary
medicines. With the unsolicited testimonials which he (the speaker)
received for the most wonderful cures with which he had had
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nothing whatever to do, it would ill become him to cast any stone
at proprietary medicines. What Mr. Linstead wanted to do was to
place this subject under bureaucratic control. He wanted. to
nationalise Beecham’s pills. He wanted to put these various potions
on points. The speaker begged the audience not to be misled. We
had but one freedom left, freedom to dose ourselves more or less as
we chose, and he urged that it be maintained.

Mr. Zacuary Cope presented the following verse, written dur-
ing the openers’ remarks :—

“Proprietary remedies will always please the crowd,

Who love the little charlatan who shouts so very loud,
They please the very ignorant who cannot read a letter,
But commonly they please the very educated better,

And T would boldly guess that every doctor wise and wary
Still uses for himself some drugs that are proprietary.”

Dr. Stark MURRAY said this was a serious problem and must
be taken into serious consideration in connection with the coming
of the National Health Service. Medicines with different formule
put forward the same claims and were represented by the same
advertising. The amount spent on advertising by one group of
companies was at least a million pounds a year. All this story about
control was only being put before them because the proprietary
medicine manufacturers realised the forces they were up against
and were trying to defend themselves in advance.

Dr. GeraLp M. Stror said that it was not only in the popular
papers that these advertisements were seen but in the medical
journals in no uncertain way. He agreed entirely with the last
speaker. This subject was one of extreme public importance because
of the large amount of money spent. He recalled a famous water
which once advertised its radioactive properties. Subsequent
research showed that it had so such properties, whereupon the water
was artificially radiated and the advertising continued and the
original claim was still made. When Mr. Mortimer said that they
were not in business for their health he was quite right, they were
in business for the benefit of the proprietors and shareholders of
the companies, and in all business based on private enterprise the
same was true. He did not believe that the advertisers were con-
cerned whether the patients did or did not go to a medical prac-
titioner. Their primary object was to sell as much as they could
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by every device possible, and to do so they were willing to spend
these enormous sums on advertising, and only very small sums for
the titular prestige which research could give. It was a pure ramp
on the credulity of the public.

The National Service Act had been alluded to. It was an Act
now on the statute book, and whatever their own particular views
might be, or whatever their feelings towards the plebiscite, they
had a job before them that had to be done, and the Act would be
worked. (A Voice: “It will not.”) It would have to be worked.
It would be at a disadvantage from the beginning if this advertising
of proprietary remedies continued. It did not need ninety million
pounds a year to advertise a simple aperient.

OPENERS’ REPLIES.

Mr. LiNsTEAD said that proprietary medicines had been given
a good run that evening. ' There was a tendency on the part of all
the speakers to recognise that there was a great deal to be said for
proprietary medicines. That did not alter the fact that to some
extent they had not been running on the same lines. It was easy
enough to defend the good medicine and to attack the bad. What
he was waiting for was the defence of bad medicine, and it never
came, because bad medicine just could not be defended. His claim
was that control was necessary in the interests of the patient in
respect of the really bad medicine. He had thoroughly enjoyed
Mr. Mortimer’s vigorous speech, though he thought his definition
of service when applied to proprietary medicines was unfortunate
because in that story the “patient” was struck dead.

Nothing had been said about the postal diagnosis racket or
the whole subject of advertising through the post. In every other
country it had been found necessary to control to a greater or lesser
"extent this trade and its advertising. Mr. Mortimer did go so far
as to agree with him as to the value of the Canadian Act. That
was the sort of control for which he was asking, and it would be
entirely justified.

Mr. MorTiMeR said that it had been mentioned in the debate
that ninety millions a year was spent on advertising these remedies.
The last published figures, at a time when advertising was open to
anyone to spend as much as he wished, were for the last year before
the war, and the amount was £4,835.000. This included the adver-
tising of tonic wines, veterinary medicines, and rupture appliances
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and a few other things. The figure was given by the National
Institute of Economic and Social Service. It was very far from the
ninety millions quoted, and, of course, the figure was very much
smaller now in view of curtailed paper supplies. In 1938
proprietary medicines occupied no more than 8 per cent. of the total
advertising space in the national newspapers. The figures he had
quoted related only to the national newspapers, they did not include
the amount spent on poster advertising or advertising by corres-
pondence or in the weekly journals. But in any event the figure of
ninety millions was fantastically exaggerated.

THE VoTE.

The motion : “That the advertisement of proprietary medicines
is a menace to the public,” was put to a show of hands, and carried
by a very large majority.

Mr. Zacuary Cope, who proposed a vote of thanks, referred
to the ability of the speeches on both sides and to the good humour
of the debate. Dr. McFapyeaN seconded, and the vote of thanks
was unanimously carried.
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DINNER MEETING

A meeting of the Society was held at Pimm’s, Cheapside, on
Monday, December 16th, 1946, when the President, Dr. J. B. Cook,
was in the Chair.

DISCUSSION—FLATULENCE.

Dr. Georrrey Evans began by remarking that he himself had
heard only one lecture on flatulence; that was by the late Mr. Lock-
wood in his early days at Bart’s. First, the diagnosis. Some people
had distended abdomens when tired and some were abdominally
conscious and spoke of distension and thought it was flatulence,
whereas in fact the muscles of their abdominal wall were simply
lacking in tone or they had indefinite symptoms of peptic ulcer.
It was not everybody who belched who had flatulence; some people
only swallowed a little air which got as far as the cardia and came
up again. With some people these vague discomforts reflected a
state of nervous tension, and slight nervous tension at that.

Diagnosis was most definitely made by X-ray examination. It
was normal to have wind in the stomach. Dr. Barclay suggested
that the wind which lay in the fundus of the stomach also had a
function, helping to keep the stomach steady when jerked about
by the movements of the body, and forming a sort of cushion or
springboard, especially valuable when the stomach was very full.

To have wind was one thing, but to have flatulence was to
suffer from it. The symptoms were local and remote. The local
symptoms were distension, discomfort, and pain, and the pain might
be abdominal or in the back. The remote symptoms were palpita-
tions and extra systoles, headache, malaise, and less defined
symptoms of that kind. It might also be recognised by belching,
passing of flatus per anum, and by eruptive noises which could be
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produced at will and went on quite regularly in sequence. These
were caused by air which got locked in an atonic stomach, a
stomach so slack in tone that its walls in the upper part were in
contact with each other.

With regard to X-ray appearances, it was, of course, obvious
that the gases of the stomach would be seen when the patient was
radiographed in the erect posture and not seen when the patient
was lying horizontally, because the gas then was spread out in con-
tact with the upper wall of the stomach. Gas in the large intestine
was of great importance and should always be reported on because
it might give rise to symptoms which were difficult to distinguish
from appendicitis or from biliary or renal colic. Therefore one
took a considerable interest in the presence of gas in the digestive
tract, and after abdominal operations which had not been successful
one saw the reason for it on occasion by finding the same bubble
of gas in a serial set of radiographs taken one day after another.

The next step in the diagnosis was to distinguish between gas
in the stomach and gas in the intestine. The simplest difference is
that the gas in the stomach was belched upwards and the gas in
the intestine passed downwards. But that was not necessarily an
exact diagnosis because, for example, if gas was locked in the splenic
flexure it might cause a “cascade stomach” or a “cup and spill
stomach,” and if a person had that it might be a symptomless con-
dition. In other cases, especially those in which it was a recent
acquirement, a “cup and spill stomach” was a cause of discomfort
which a person tried to relieve by swallowing air and then belching
it up. '

Belching of wind upwards was on occasion a symptom of
oesophageal carcinoma. It was said that 10 per cent. of patients with
carcinoma of the gullet had no dysphagia in the early stages of
their disease, and thus one realised that the belching of wind, just
as pain in the chest or back, might be for some months the only
symptom of carcinoma of the gullet, and might precede any symp-
tom of dysphagia. Then there was carcinoma of the stomach in
which flatulence in the early stages was not a common symptom,
but common at a later stage. The foul gas of pyloric obstruction,
the “taste of rotten eggs,” and so on, in organic disease of the
stomach might be associated with belching, Again, there were the
air swallowers—zrophagists—and the “wind suckers.” How wind
sucking was done he was not quite sure, but one explanation had
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been offered—a rather complicated one—which supposed the
abdominal wall to be held rigid, the mouth to be open, and the
hysteric somehow to raise the left cupola of the diaphragm, creating
a negative pressure in the stomach, so that air was sucked in. These,
then, all came into the signs and symptoms of flatulence, and on
physical examination there was an alteration in the level of the
diaphragm.

With regard to intestinal flatulence, any organic disease of the
small or large intestine might be a cause of flatulence, and so it was
known as the first symptom of carcinoma of the pelvic colon. It
was common, too, in diverticulosis and might be accompanied by
generalized pain in the abdomen. He passed next to enterocolitis,
whether due to infection or simply to catarrh, of which the com-
monest kinds are those due to habitually taking excess of laxatives
and alcohol. It was said that most people took alcohol because it
was a good sedative and a good laxative. Of course, people who
had acquired an idiosyncracy to alcohol often showed that idiosyn-
cracy by developing loose actions of the bowel and an excess of
flatulence. That took one to the idiosyncrasies and to allergy.
Hypersensitiveness to certain foodstuffs was a cause of flatulence
and its associated symptoms of distension and colicky pains.
Intestinal flatulence, too, was associated with bad assimilation of
any of the common foodstuffs. It was known as an important
symptom of fatty diarrhcea. Then there was protein indigestion with
foul-smelling flatus and failure of carbohydrate and cellulose diges-
tion, which caused flatulence for the same reason as did fatty
diarrh&a. Cellulose, outside its proper place, which was the czecum
and ascending colon, was an irritant and set up wind. Inability to
digest cellulose was due to the fact that the contents of the bowel
were being pushed too quickly so that the material got into the
distal parts of the bowel and set up wind.

Gas in the bowel was odourless in its natural form and con-
sisted largely of nitrogen, the least easily absorbed of gasses. A lot
of the gas—in some people all of it—seemed to be absorbed from
the blood. The kind of evidence on which that was based was
known to surgeons, who might put clamps on a part of the small
intestine, having first smoothed out the contents so that it was
empty, when they would see gas accumulating between the clamps.
Radiologists also were familiar with it. It seemed that there were
nerve reflexes which determined the absorption of gas from the

.
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bloodstream by the bowel. This might have considerable signifi-
cance in the interpretation of some clinical conditions which were
commonly met with.

The surgeons who were present that evening would wonder
how it was that he had been so slow to come to intestinal obstruc-
tion, either complete or partial. He used to think that constipation
—the kind which was due to a failure of the evacuating mechanism
—whether pelvic colon or rectal constipation, was the main cause.
Intestinal obstruction—that is, obstruction of the bowel by fzces
which had not been evacuated properly—was a well-known cause
of flatulence. Perfect function of the bowel meant perfect evacua-
tion of the rectum. - Incomplete evacuation was a form of con-
stipation. One used to look on this as being a form of intestinal
obstruction, but it was probable that it was really a nerve reflex
from the distal end of the bowel, because flatulent dyspepsia might
be due to partial obstruction when the obstruction was so partial
as obviously to allow plenty of room for the wind to pass upwards.

In practice, of course, it was the bizarre cases that one remem-
- bered best. He recalled a patient who was aged 65 in 1935 and
had had a perforated gastric ulcer in 1912, with peritonitis, and a
long slow recovery. It was therefore not unexpected that after-
wards she should have abdominal pains, flatulence, and chronic
constipation, and she was diagnosed for years as having all her small
intestine matted together in her pelvis. A barium meal examination
showed two areas of the small intestine narrowed by adhesions.
Cholecystograms showed a perfectly normal gallbladder. Sir
Thomas Dunhill operated and found two strictures of the small
intestine evidently due to old ileitis, and against one of these, and
unable to get through the stricture, was a large gallstone, which
was removed. The gallbladder was normal to the cholecystogram
and to Sir Thomas Dunhill’s inspection. The patient was cured of
her flatulence and her colic. That same patient five years later got
into difficulties again. She got acute abdominal pain, and the
doctor said he could feel the intestine writhing under his hand.
The trouble was eventually found to be an irritant at the anal
orifice.

Dr. Geoffrey Evans added that there were two points on which
he had had a mind to finish. One was the location and the character
of abdominal discomfort and pain due to flatulence and the other
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was the relation of involuntary muscular activity to the activity of
the voluntary musculature of the body. With regard to the first,
the location might be umbilical when it was small intestine; when
large intestine it was more often local. How often a patient put
his hand obliquely on either side of the lower abdomen for colon
flatulence! These discomforts might often be localised to the left
or right iliac fossa, and he desired to offer the explanation of pain
in the right iliac fossa due to distension of the czcum, because he
believed that distension of the cecum by wind was one of the
commonest reasons for appendicectomy. He was not suggesting for
one moment that one should make the diagnosis of wind in the
cazcum when there was doubt as to appendicitis, because his own
difficulty, at any rate, in diagnosing a gangrenous appendix was so
great that he would not take the risk. But often there was the
opportunity of making the diagnosis of distension with wind when
the appendix had been previously removed. This pain in the right
iliac fossa was no slight affair. It was a very common complaint.

He went on to mention a case of a woman aged 43 who had
constant and gnawing pain in the right iliac fossa. When she was
admitted to hospital he recognised an old friend who had been °
under his care in 1936, when her appendix had been removed on
his recommendation. The story, therefore, had started in the usual
way. After relief for six or nine months the pain came back again.
Her case had been most carefully examined. She had barium meals,
pyelograms were taken, good gynzecological opinion was sought,
and she had two exploratory laparotomies, showing that the thing
was a definite syndrome. The same kind of thing in slighter form
was met quite often. The patient would agree that the bowels
acted regularly. If the answer to a further question, whether there
was a sense of complete evacuation or of something left behind,
was that there was complete evacuation, he would make a diagnosis
of pelvic colon constipation, which should be confirmed, before the
patient left the hospital, by a barium meal examination. In such
a case he gave 12 oz. of warm water as an enema after the bowels
had acted every morning, and in 48 hours in the case described the
patient professed herself cured. That was the kind of procedure
which worked quite frequently. Sometimes, however, the pain
might be so bad that a colostomy was done, and some of those
present no doubt had seen blockage of wind in the hepatic flexure
in patients from whom they had removed the gallbladder.
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There was another type of distended cazcum which was inter-
esting. This was in the man who was overworked and tired and
had pain in the right iliac fossa, so that his appendix had been
removed, whereupon he had been better for some months. It might
be wondered why appendicectomy did these patients good. It was
because it gave them the rest that they required so badly. He would
say to a patient of this kind, ‘““Take a rest; have a holiday,” and
when the man said he could not do that, he would say, “Very well,
then, have your appendix removed.” That ensured rest every time,
and gave them confidence, so that when the trouble recurred they
came back and said, “You have cured me once; do it again!”

There was the pain that waked the patient at about four or
five in the morning. It must be supposed that all diseases and dis-
orders of the anal canal and margin had been excluded, that rectal
constipation and pelvic colon constipation had been excluded, and
that this was a healthy person. The cure for it was interesting, it
was only 7% gr. of aspirin and 74 or 10 gr. of caffeine citrate, the
maximum dose tolerated by the patient. This had its effect on the
bowel, for the patient, twenty minutes after taking it, would say,
“This is magic.” The wind would be felt to move, pass along the
transverse colon, and twenty minutes later might be evacuated per
anum, with relief of the pain in the iliac fossa, which might be
caused by the distended czecum.

Lastly, there was the relation of flatulence to the voluntary
muscular system. In the first place, people who were tired and
frequently resorted to lying down or adopted a sagging posture
were more likely to develop a flatulent dyspepsia than those who
maintained themselves upright. Therefore the extension of the
lower thorax and proper breathing and posture was about the first
line in treatment. But there might be reflex abdominal and in-
testinal effects from the muscles of the back, the sacro-spinalis and
its ligament. A general practitioner with a large surgical practice,
when he was a student at Guy’s in 1920, began to have a pain in
his right abdomen accompanied by flatulent distension. Years later,
when operating, he found that as he got tired he had to stand on
his left leg and abduct his right, and that the pain got worse as he
stood operating. Then he began to get attacks of severe renal colic.
One night, after attending a medical dinner, he was seized with
the most agonising pains in his right posterior renal angle. He was
given 1 cc. of omnipon, and another cc. gave him some relief.
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Then he was admitted to hospital and the next night had another
slight attack, which afforded a measure of his discomforts. His
pains were brought on by an upright posture or by lying in bed.
This man had had a bad fall in 1914, six years before the first day
of his pain. On examination he had a slight dorso-lumbar scoliosis.
He was cured by mobilisation of his spine by an American osteopath, -
and after some recurrences, the cure was permanent. There is no
doubt that strains or sprains due in injury in the first place or to
scoliosis are causes of intestinal flatulence and pain,

Incision of the abdominal wall may have an effect on the
musculature of the abdomen and a reflex effect on the bowel. After
a laparotomy the muscles of the abdominal wall must be at sixes
and sevens. When they contract the usual thing that follows the
contraction does not happen, because, even though the wound was
well stitched together, the union could not be so perfect as it was
before the operation was done. Abdominal distension and pain
after laparotomy was in some cases perhaps due to injury to the
muscles of the abdominal wall. When that was so, physiotherapy
would cure the patient quickly. Lately at the London Clinic a
young woman aged 23 came up for removal of ovarian cyst. She
had pain after the operation and was given heroin, aspirin, phena-
cetin and various drugs. On the fifth day he was asked to see her,
when she was hysterical with pain, and he made the remark to the
surgeon that he thought some of these abdominal pains—and some
of the severest—were due to incision. The operation was quite
simple and successful. He followed the well-known ritual, “Breathe
in—breathe out;” she did this while lying flat, and he then pro-
ceeded to massage the abdomen, starting at the left iliac fossa. At
the end of five minutes she was relieved of pain, and that night—
the fifth after her operation—she did not have heroin.

DISCUSSION.

Mr. A, E. MorTiMer WoOLF said that it was very wise to dis-
cuss a symptom of this kind; in so much of medical and surgical
teaching symptoms of common origin like this were left very largely
to the imagination. He wondered what exactly Dr. Evans had
meant by irritation of the bowel. It was one of those terms which
could mean either a lot or nothing at all. It was a remarkable
fact that if one put a clamp on the bowel, even under normal
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pressure, the bowel would immediately swell up. He could not
believe that this was a question of irritation; it was much more
likely to be an immediate reflex than an actual irritation. In young
children, from 7 to 15 years of age, pain in the right iliac fossa
was commonly known amongst boys as the “stitch.” He did not
know what the pathology of the “stitch” was, but he had been asked
on many occasions to remove an appendix because of a pain in the
right iliac fossa. The pain of “stitch” might be a very acute one. It
always came on with exercise. In many of these cases the appendix
had been removed. He did not know that this had done them any
permanent harm, but at the same time he felt certain that the
trouble was due to distension of the ceecum. These cases were not
necessarily appendicitis. He himself had been very chary about
removing a normal appendix, especially in the course of another
operation. He knew that it was the teaching that it was not a bad
thing to remove the appendix in any case, but he thought it
pernicious teaching. After the appendix was removed this flatulent
distention of the cazcum might remain, and chronic pain might
arise. But more especially he declined to remove a normal appen-
dix because he believed that by doing so one interfered with the
ordinary normal stimulus of peristalsis. Sometimes a patient got over
it, but sometimes he did not. Personally he thought one ought to be
very chary of removing what appeared to be a normal appendix,
and for his own part he removed it only if it was pathological. He
had one question to ask of Dr. Geoffrey Evans: Why was it that
“people with gallstones, predominantly amongst all other patients,
suffered from wind? Their story was commonly of a windy spasm.

A PuARMACEUTICAL VISITOR suggested that relief might be
afforded in some of these cases by 10 grains of wood charcoal or
charcoal and ginger made into a biscuit and eaten after a meal.

Anotuer VisiTor said that a good deal of flatulence came
under the heading of functional disorders of the intestinal tract.
He had been interested to hear the reference to allergy, having seen
one or two cases of extreme distension quite definitely from an aller-
gic cause.

Dr. Kiop said that Dr. Evans had led them to believe that this
wind which formed in the intestine was an innocuous sort of wind,
chiefly formed of nitrogen. It was anything but innocuous on
occasion, and therefore there must be other gases which took part
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in it. Distension did occur after abdominal operations. Trauma
had been inflicted on the abdominal wall, the peristaltic waves did
not react in the ordinary way, and there was intestinal stasis. It
was that stasis which would produce a good deal of distension.

Mr. Arex. E. RoclE spoke of the tragedy of paralytic ileus
after a simple operation which was over in half an hour.

Mr. Linpsay REA mentioned an encounter with a boy of 12,
who spoke of himself as a chronic dyspeptic, and said that he took
a white powder—bicarbonate of soda—every night, and then pro-
ceeded on this occasion to eat eight oranges for his dinner—truly
an explosive mixture. Mr. Rea spoke of the desirability of not drink-
ing bubbly water—soda water—especially just before going to bed.

Dr. Georrrey Evans, in replying on the discussion, said that
in biliary colic the biliary tract seemed to register on occasion
entirely in the colon. One remark had been made about paraffin;
paraffin was just one of the drugs they gave which caused flatulence.
Indeed, doctors caused flatulence continually with their prescrip-
tions. This “wind business” was very interesting as a most sensitive
trigger of health. He had seen it lately in a friend of his—a
physician—who had three bad attacks of angina pectoris or a “pain
which makes you feel like death.” He took three months off, and
at the end of that time he was practically well, and the only
symptom he had left was that when he got a little tired he had a
little wind and abdominal dyspepsia. This “little wind” was a
symptom of serious disease as well as a symptom of the disorder
of practically any organ in the body. '

A hearty vote of thanks was accorded to Dr. Evans,
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HUNTERIAN LECTURE

“HYPOTENSION IN INTRACRANIAL INJURIES”

By Proressor DEBaIseux, Louvain.

HUNTERIAN LECTURE AT THE MANSION HOUSE

A meeting of the Society was held at the Mansion House on
Monday, January 20th, 1947, with the President, Dr. J. B. Cook,
in the Chair, when Professor Debaiseux, of Louvain, Belgium,
delivered the Hunterian Lecture, taking as his subject “Hypotension
in Intracranial Injuries.”

The PreSIDENT, in introducing the lecturer, said that Professor
* Debaiseux was already extremely well known in London. He was
Professor of Surgery at Louvain University, a very distinguished
general surgeon, and a specialist in neurology. He had been a
stalwart supporter of the Allied cause. During the first World War
he was a serving surgeon with the Allied Armies. During the recent
war he got into trouble at times because of his absolute refusal to
co-operate with the Germans. When the British troops reached
Belgium he was extremely kind to the medical staffs with whom he
came into contact, and frequently invited them to his hospital and
welcomed them there. They were all extremely grateful to him
for undertaking the long and tiresome journey from Belgium solely
to give the Hunterian Lecture to the Society.
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Professor DeBaiseux then delivered the lecture, which was
illustrated by a few lantern-slides. It occupied three-quarters of an
hour in delivery, and was spoken in unimpeachable English,
although he had apologised for “what sounds like English to me
but I am afraid will not sound like English to you.” At the outset
he spoke of his sense of the kindness of ‘the President’s comments,
and his pleasure in being in this country and in renewing acquain-
tanceships made during the war.

This is a great honour to my country and to myself to address
the Hunterian Society in this famous Mansion House which has
witnessed so many historical events in the past and present time.

I am deeply grateful for this kind invitation to your president
and to Mr. PorriTT whom I met, on several occasions, during the
war. He arrived on the continent with the 21st Army Group to
which we owe the liberation of our country, and this has been a
splendid achievement which will never be forgotten in Belgium.

I promised to speak English, and I will make every effort to do
so. Perhaps it would be wiser to say that I will try to speak some-
thing which sounds like English to me, but I am afraid it will not
sound like English to you. I must apologise for my boldness. I
never realised, as vividly as I do at this moment, how difficult it is
to pronounce English words when one is not born somewhere
between Dover and Liverpool.

High intracranial pressure is a common finding in acute head
injuries. It is generally due to bleeding or to brain cedema,.and
we know fairly well how to deal with it.

A low intracranial pressure may occasionally occur in shock or
when a patient has lost a certain amount of cerebrospinal fluid.
Except for those cases, primary intracranial hypotension is not fre-
quent, but it is always an alarming sign. If it is overlooked or mis-
understood, the patient will almost certainly die, whereas, if properly
treated, I think he has a good change of recovery.

The well known report, published by LiTTre in 1705, might
have been a case of brain concussion with an immediate fall of
intracranial pressure, but that was not clearly realised at the time.
As far as I know, LErRiCHE was the first to draw attention to.this
rather unusual complication. It has been described by Clovis
VINCENT as a ventricular collapse. As a matter of fact, when a
local exploration or a post-mortem examination is made, the brain
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appears small and shrunken, and the subdural space obviously en-
larged. Intracranial pressure falls as a result of the cerebral shrink-
ing, because there is a disproportion between the bulk of the brain
and the interior capacity of the skull. The contained has become
too small for the container.

In our last series of 110 consecutive cases of acute injury of
the head, we have only seen three patients with a definite low intra-
cranial pressure. One of these patients died, the two others
recovered. Cases of primary shock have of course been discarded.

The first case was a girl, 12 years old. She had been hit by a
motor car while crossing the road. According to witnesses she fell
striking the ground with the left side of her head and was picked up
unconscious. She never regained consciousness on the way to the
hospital and vomited several times.

When admitted, one hour and a half after she had received
the injury, she lay in a state of semicoma with her head and eye-
. balls turned on the right side. The pulse was 80, the respiration 42,
slightly stertorous. Temperature was 98.4 F. (36.9 C.). The pupils
were dilated, equal in size and did not react to light. The left arm
and the left leg were spastic. The knee and ankle jerks were absent
and plantar reflex was extensor on both feet. By that time. lumbar
puncture showed a normal cerebrospinal fluid pressure of 150
millimetres in the horizontal position. There was very little blood
in the fluid. Compression of the jugular veins caused a slow and
step-like rise of pressure up to 270 millimetres.

By examining the outside of the head, we noticed a super-
ficial scalp wound without clinical signs of bone lesions. On X-ray
films however, one could see a linear fracture, about two inches
long, running down the left squama.

At half past twelve, half an hour after the girl was admitted
into the hospital, her condition changed suddenly. Her pulse grew
faster and her breathing deeper. She had two major epileptic
seizures and she became very restless and irritable, twisting herself
on the bed, screaming and attempting to bite and to scratch the
nurses.

At two o’clock, she had a third epileptic fit and we injected her
with three grains of soluble hexobarbitone (luminal) into the
muscles. Owing to the clinical picture and to the somewhat abnor-
mal reaction to the compression of the jugular veins, we suspected
a tentorial or a cerebellar pressure cone. So we gave the patient an
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intravenous injection of 3 cc. of a 15 per cent. solution of
magnesium sulphate. As there was no improvement in her con-
dition, a second intravenous injection of the same solution was
given in the evening. It had no more result than the first one. The
girl went on lurching and struggling all through the night.

On the next day, the situation became critical. Temperature
rose to 106.7 (41.5 C.), respiration was 48, pulse rate over 170
could hardly be counted. Restlessness had given way to a state of
deep coma. Lumbar punctures indicated that spinal fluid pressure
had fallen to 40 millimetres. Response to Queckenstedt’s test was
poor and very sluggish.

In the evening the child became cyanotic and was seized with
convulsions. She was taken to the operating theatre and the
posterior arch of the atlas was removed, in order to release a
possible herniation of the cerebellar tonsils. The exploration was
deceiving, for no evidence of a spinal block could be obtained.
Then, at last, after we had been wavering and hesitating for 36
hours, the right thing was done. Two burr holes were made, one on
each side of the skull, behind the Pterion, and they showed an
important collapse of the brain.

The patient was given at once 10 cc. of distillated water intra-
venously, and she was rehydrated with sub-cutaneous saline. It
was too late. She died that same night.

At a post-mortem examination, one could see that the temporal
fracture was extending to the middle fossa, parallel to the lesser
wing of the sphenoid. A small area of contused cortex was noticed
on the lower surface of the right temporal pole. There was also
a moderate subarachnoid hamorrhage along the lateral sulcus. We
found no trace of contusion neither in the bulb, nor in the brain-
stem, nor in the basal ganglia. Altogether, brain damage was rather
slight.

This has been our first experience with cerebral collapse. I
cannot help regretting that, had a local exploration been carried
out earlier, the issue might have been different. The main error
had been to dehydrate the patient on the assumption that there
was a pressure cone. .

The second case is less disappointing and, in some way, more
convincing.

A girl, eleven years old, was flung down by a lorry at noon.
She was admitted to hospital half an hour later in a state of semi-
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coma. She has a scalp wound, nearly one inch long, in the right
parietal region. X-ray examination shows an underlying bone fissure.
In spite of a complete lack of co-operation, the child groans and
withdraws her limbs in response to pricking of the skin. Pulse is
84. Pupils are equal, of mid-dilatation and react to light. Muscle
tone and tendon reflexes are normal.

The same evening, the patient’s condition has grown worse.
She is unruly and violently resists any attempt to pacify her. Pulse
has gradually increased in rate and beats 160 a minute, Respiration
is 40 and temperature 103 (39.5 C.). Cerebrospinal fluid pressure
is nil.

The child shows no improvement on the next morning. Pulse
has been uncountable during part of the night. It is now 160, weak
and thready. Respiration is about 40. Temperature has fallen to
98.8 F. (37.1 C.). Systolic blood pressure is 87 millimetres, diastolic
pressure cannot be taken.

At twelve o’clock, a small blood transfusion of 150 cc. is made.
The result is that the' systolic blood pressure rises for a short while,
but it comes down again after a few hours and falls to 77 milli-
metres, a lower level than before. Pulse is hardly countable and res-
piration rate increases to 56. Cerebrospinal fluid pressure remains
at zero.

Remembering the previous case, the girl receives 20 cc. of dis-
tillated water and 70 cc. of physiologic saline solution intravenously.
Both injections are given very slowly, between 6 and 7 o’clock in
the evening. From this very moment on, the blood pressure rises
and so does the spinal fluid pressure. Respiration improves. Only
the pulse is still rapid and unsteady. The general condition of the
child has thoroughly changed. She is calmer and her appearance
much better. ,

In the afternoon of the following day, a new intravenous in-
jection of 17 cc. distillated water and 60 cc. Ringer’s solution is
given. For the first time, we perceive the diastolic blood pressure.
It is at first 45 millimetres; one hour later it reaches 70 millimetres.

The next day, the child is conscious and gives adequate answers
to simple questions. She is fairly quiet and behaves more normally.
Pulse rate remains rapid, between 100 and 130 beats a minute, but
breathing, blood pressure and cerebrospinal fluid pressure are almost
stabilized within normal limits. '
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Patient leaves the hospital two months later in perfect con-
dition, except that she is blind in her right eye. The pupil on that
side is fully dilated and the direct light reflex is absent. The optic
" disc is pale with clean-cut edges. X-ray films show a narrowing
of the right optic canal with a tiny notch on its roof, typical of a
fracture of the upper border.

The third record refers to a little boy 2 years of age. He was
sitting on the carrier-seat of his mother’s bicycle and fell, head first
on to the road. He had a compound fracture of the vault in the left
temporal region and was bleeding from his left ear. His mother
carried him to the nearest hospital, where he was admitted in a state
of severe confusion and operated on at once by the house-surgeon.
A depressed fragment of bone was lifted up into place and another
had to be removed. The dura was carefully inspected and was
found undamaged. No subdural clot could be seen.

The next day, the boy was more conscious, but he became
restless and resented any kind of examination. The pulse rose
gradually from 120 to 160. Temperature reached 105.2 F. (40.7 C.).

One of my assistants was called in for his advice on the third
day. He found the child in an alarming condition, restless, with a
pulse rate of 150 beats a minute and a temperature of 102.2 F.
(39.0 C.). Lumbar puncture indicated no fluid pressure at all. An
intravenous injection of 60 cc. saline solution was given. A few
hours later, patient was lying quiet and wide awake. He gazed
after moving objects and smiled at the doctor. Spinal fluid pressure
had risen from zero to 70 millimetres. At the same time, pulse had
fallen from 150 to 110. They went on rehydrating the child who
made a complete recovery.

In our three cases, brain collapse has been an early complica-
tion. It occurred a few hours after the injury. I would suggest to
call it “an acute brain collapse,” to mark the difference with the
subnormal cerebrospinal fluid pressure which is often seen in post-
concussional syndromes.

What may be the cause of this cerebral collapse? I will not
venture to tell you. I don’t think it possible .in our present-day
knowledge. According to some observers, brain swelling and brain
shrinking are two opposite conditions due to the same vascular
mechanism, the former being caused by paralysis and the latter by
over-stimulation of the vasomotor centre. However attractive the
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suggestion might be, it is a mere supposition as long as we are unable
to prove it by experiment.

The only peculiarity I would point out is the fact that, in our
three cases, acute brain collapse occurred in fractures of the middle
fossa. Of course, that may be a mere coincidence. Nevertheless,
most of the records published by other surgeons concern patients
also with a fracture of the petrous bone or of the greater wing of
the sphenoid. Whether this means something or not, is a problem
better left to physiologists. Practitioners are rather concerned with
early diagnosis and successful treatment.

When a patient is unconscious, a good deal of care and atten-
tion is needed to discover what kind of damage has been done to
his brain. I think we all agree with Dr. G. F. RowsoTHaM when
he writes that diagnosis in acute cerebal trauma is usually a difficult
problem.

In our experience, collapse of the brain comes on suddenly.
It appears the day of the accident, or at the latest on the following
day. The ®host striking feature of brain collapse seems to be a
peculiar form of restlessness. Not only does the patient twist and
turn all the time in his bed, but there is something aggressive in his
behaviour. He struggles with feet and hands. He attempts to strike,
to bite, or to scratch people attending whenever they try to inter-
fere. We noticed that with our two eldest patients and even the
third one, a child only two years old, was violent and unruly.

Others have made the same observation. Deraunoy and
DEeMAREZ write in a paper published just before the war, in the
Fournal de Chirurgie : “It has struck us how extremely restless these
patients are. Their movements are unconscious and wild. It upsets
and startles the patient himself as soon as he regains consciousness.
Restlessness disappears when the cerebrospinal fluid pressure rises to
a level near normal.”

It is said in classical text-books that restlessness following semi-
coma is a sign of recovery. That is generally true. In these cases,
however, even the least experienced of our students feels that, far
from being an improvement, there is something radically wrong with
the patient. Indeed, all the other information one can obtain gives
no evidence of improvement at all.

The pulse is weak, thready and very fast, from 120 beats per
minute till uncountable. Respiration rate is about 40 and even more.
Temperature fluctuates between 100° and 105° F. Blood pressure
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falls. Spinal manometry shows no cerebrospinal fluid pressure or
a very low one.

It is obvious that lumbar puncture alone does not always give
reliable information regarding the pressure inside the skull. No
spinal fluid pressure may be a sign of brain collapse. It may also
mean that there is a spinal block, due to a foraminal pressure cone
for instance, or to a clot in the posterior cistern.

A pressure cone is the result of a high intracranial pressure.
Brain collapse means a low intracranial pressure. It is not always
a simple matter to distinguish these two conditions. Queckenstedt’s
test may sometimes solve the question, but it requires at least a slight
spinal pressure and often there is none. On the other hand, the
intracranial rise of tension, brought forward by compression of
the jugular veins, cannot be regard as harmless when there is a
herniation of the cerebellar tonsils. It would be better to avoid it
altogether, whenever it is possible, and I think it often is.

If one remembers that a high intracranial pressure is seldom
associated with a low blood pressure, it seems to me®that a first
glance diagnosis of brain collapse could be based on the following
signs :

1. Gradual rise of the pulse rate and of the respiration rate.

2. Restlessness with aggressive behaviour.

3. Subnormal blood pressure.

4. Cerebrospinal fluid pressure low or nought.

In any case when diagnosis is still doubtful, a local exploration
should be made immediately. The woodpecker surgery, as Dr. Viets
of Borton calls it, is extraordinarily valuable. Under local ans-
thesia, a small trephine hole or a burr hole is cut in the squama,
on each side of the skull. If cerebral collapse is present, the dura
appears evidently depressed and relaxed. As a rule, it has not to be
opened to ascertain that the brain underneath has sunk down.

Treatment is easy and very satisfactory because it is a life-
saving one.

As soon as brain collapse is proved by the clinical picture or
better, by inspection holes, the patient should be rehydrated at once.
An intravenous injection of 20 to 40 cc. distilled water is given
slowly, let us say at a rate of 4 cc. per minute. It should be fol-
lowed by a drop-wise transfusion of 70 to 100 cc. physiologic saline
solution, This can be done without changing the needle. The
result is really striking. Only blood transfusion in acute anzmia
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or venesection in acute cedema of the lung give the same impression
of immediate relief.

In emergency cases it happens that sterile distillated water is
not ready at hand. If so, the usual saline solution should be injected
alone, in order to save time. They had to use bare saline in the last
of our cases and it worked quite satisfactorily.

A small transfusion of distillated water and of Ringer’s solution

may be repeated on the next day, if there is an urgent need for it.

As much as 100 cc. of distillated water have been injected into the
veins of grown-up patients, apparently without ill effects, namely,
without any demonstrable hemolysis. However, when immediate
danger is over, and the patient is unable or unwilling to drink, water
can be supplied as well by hypodermoclisis. Spinal fluid tapping
should of course be given up altogether.

It was suggested by some French surgeons to fill the lateral
centricles with Ringer’s solution. I know it has been done by Clovis
VINGENT but I have no exper®uce of the procedure in acute head
injuries. I believe that the swelling of the brain can be obtained as
well, or even better, in a more simple way.

Some drugs have been recommended in order to dilate the
brain vessels. They are chiefly theobromin and, more recently,’
acetylcholin in conjunction with yohimbin. They seem to be useful
to patients complaining of post-concussional troubles but we have
had no opportunity of testing their efficiency in acute brain collapse.

I purposely restricted myself to an account of what we have
seen and done. I have made no comment on it.

In my opinion, the existence of an acute collapse of the brain
is a fact. Brain collapse occurs as a result of a severe head injury
and it can be relieved by an intravenous injection of distillated
water, or even of Ringer’s solution. I presume that it is generally
referred to as secondary shock. That is right in so far as circulatory
failure seems to be responsible for it. Anyhow, it is a peculiar form
of secondary shock. It is not induced by hzmorrhage, nor by cold,
not even by pain, as these patients are usually unconscious.

The effect of rehydration on the amount of cerebrospinal fluid
seems to be a complicated process. It is generally ascribed to the
fact that the cerebrospinal fluid pressure and the osmotic pressure
of the blood are inversely proportional. It must, however, be noted
that 20 cc. of distillated water, diluted in 4 litres of blood, reduce the
osmotic pressure in a proportion of roughly one half per cent. One
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cannot help wondering that such a trifling change in the composition
of the blood proves sufficient to restore the condition of a patient
who seemed lost beyond the hope of recovery. I believe that the
transfer of water and salts, from the blood to the cerebrospinal fluid,
is not a matter of bare osmotic pressure, but rather a question of
hydrostatic pressure in the capillary vessels of the chroid plexus.

I am aware that the subject of this lecture is only a minor one.
I would not have thought it worth your attention, were it not for
the belief that no details are futile when human life depends on
them.

Mr. ArTHUR PorrITT proposed a vote of thanks for “a per-
fectly marvellous practical lecture.” To have heard clinical details
stated with such meticulous care and such practical results drawn
from them was most stimulating at this time when they tended
to be perhaps wrapped up in a mass of laboratory information. They
owed the Professor a great debt of gratitude for putting forward
what might seem to be a simple subject but one which embodied a
very definite problem. Most of those present must have met the
cases of which the Professor had spoken and had been faced with
the tragedy of the development of hypotension which had gone
unrecognised. His simple story, so well told, would remain with
them always. Professor Debaiseux, whom he had had the pleasure
of knowing for some years, was representative of the members of
his profession in Belgium who had put up a great fight against the
enemy. In Belgium they suffered as we in this country, in spite of
all the tribulations of war, were not called upon to suffer, for they
had to endure an army of occupation. Professor Debaiseux never
wavered, and when, later on, deliverance came, he proved himself
a delightful host and a firm friend to many Britons then in Belgium.
They were delighted to have him with them, and not only for
personal reasons. No two countries found that they had so much
in common so quickly after the liberation as Great Britain and
Belgium. The Society was honoured by having a distinguished
Belgian to deliver the first Hunterian Lecture after the war, and it
was with the greatest pleasure he proposed a vote of thanks.

Mr. MorTiMER WoOLF, in seconding, said that this was, as it
were, a rejuvenation for the Society. This was the first time since
1939 that it had been possible to hold a Hunterian Society Lecture,
and it was in more than one respect a triumph. It was a triumph
first because of the man whom they had got to deliver the lecture,
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and, secondly, that the Mansion House still stood in which the
lecture could be delivered. He could not help thinking while he
was listening to Professor Debaiseux that this was exactly the kind
of lecture that would have met with John Hunter’s approval. It
was a lecture based not on abstract theory but on practical observa-
tion, and that was the essence of Hunter’s thought and work. They
were all exceedingly grateful to Professor Debaiseux not only for
the meat he had given them—and it was meat without any question
of rationing or coupons-— but for the opportunity this occasion
afforded of resuming the habits of the Hunterian Society which had
had to be suspended for so long.

There was one other thing he would like to say. Professor
Debaiseux apologised at the beginning for his English, but he won-
dered how many of us in this room could go over to Belgium and
deliver a lecture in French comparable with the English our lecturer
had used this evening. Every word that he had said was compre-
hensible, the whole was most excellently phrased, and the Professor
had nothing to fear in delivering himself on any subject in English
in England. On behalf of the Society he had much pleasure in
seconding the vote of thanks.

The vote of thanks was heartily accorded, and the meeting
terminated.

67



HUNTERIAN SOCIETY

HUNTERJAN ORATION

The Hunterian Oration was delivered at the meeting of the
Society held on Monday, February 24th, 1947, at the Mansion
House, E.C., by Mr. V. Zacuary Core, M.S., FR.C.S. The Presi-
dent, Dr. J. B. Cook, was in the chair.

The Oration was illustrated by lantern slides.

LITERARY SURGEONS
by V. Zacuary Core

Many medical men have shown literary talent and some few
have been distinguished writers, but most of the examples commonly
adduced have either been physicians or general practitioners or have
at an early stage of their career forsaken medicine for literature.
Seldom has the association of surgeons with literature been com-
mented upon and I have been unable to find any lecture, article or
book devoted solely to this subject. Though this omission is sur-
prising it must be admitted that until recently surgeons seldom
showed literary leanings. In the early days of surgery—in Tudor
times—the surgeon was, with few exceptions, an uneducated person
working under the direction of the physican who as a rule was an
ecclesiastic and usually had a University education. In Cushing’s
words the surgeon was “a handicraftsman, often a rude, unculti-
vated and ignorant though practical fellow of itinerant proclivities,
he was rarely utilised in the schools; and when so employed, he
acted merely as the tool of the more learned and socially more
respected physician.” Later, when the scope of surgery increased,
it would have been strange if the type of man who had to perform
mutilating operations on fully conscious patients had been of that
contemplative poetical or imaginative character which would be in
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keeping with literary sympathies. Even after the pain of operations
had been abolished by anasthesia, and antisepsis had banished many
of the horrors which had deterred many fine natures (and nearly
stopped Lister) from undertaking surgery, the vast field of work
which came into view and attracted many brilliant men into surgery
was so extensive and the workers so comparatively few that they
had no time to cultivate other fields.

To a considerable extent that holds good today. Surgery is an
all-absorbing occupation—sometimes a passion. The surgeon who
takes a pride in his work and keeps up-to-date has little time to
devote to creative literature. Moreover, the public, rightly or
wrongly, regard surgery as a full-time job, and consider that distinc-
tion in any other art or science is not easily compatible with great
success as a surgeon. Surgeons therefore with a literary bent have
often either written anonymously or have postponed their literary
attempts till after the hectic period of their surgical career had
finished. Today conditions have changed. There are many surgeons
of our own generation who are equally famous in the worlds of
surgery and literature. If taken literally the word “surgeon” would
include every qualified practitioner but we shall here limit its scope
to those who have achieved distinction in surgery, a distinction in
most cases testified to by their being elected to the staff of one or
more well-known hospitals. It was at first tempting to include ship’s
surgeons in our list and thereby have the privilege of talking about
Smollett and Huxley, but neither they nor other ship’s surgeons
could be regarded as distinguished for their surgery and so we had
to leave them out.

The first indication of any liking for letters among surgeons
occurred in the sixteenth century soon after the formation of the
Barber-Surgeons Company which took place in 1540. It was a time
of general intellectual revival. The many traditions of the Middle
Ages were being tested and often found wanting. The classical
renaissance, the invention of printing, the loss of our Continental
possessions, the greater use of our mother tongue, the victorious war
against Spain, all combined to stimulate a literary new birth which
affected the whole nation. Shakespeare was but the culmination of
an upheaval which was felt through every class of society. The
Barber-Surgeons felt the common impulse. For the first time surgical
text-books were published in the English language and with their
clear black type and careful arrangement can give points to many
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modern books. Some of the surgeons shared in the classical educa-
tion furnished by Oxford and Cambridge. Poetry was in the mind
and mouth of everyone and even the surgeons lisped—one would
perhaps more accurately say lapsed into numbers. They introduced
rhymes into their text and at the beginning or end of their books
they introduced rhyming testimonials from their colleagues. William
Clowes (1540-1604) who was surgeon to St. Bartholomew’s Hospital
and to Queen Elizabeth, in his “A Proved Practise for all young
Chirurgions” which was published in 1588 (the year of the Spanish
Armada) began his book with a rhyming introduction, and inserted
rhymes by Goodrus, Gerard and others. It would appear that nearly
every surgeon who wrote books at that time wrote verse which, as
D’Arcy Power trenchantly remarked, was often vile, but occasionally
there were passable lines. A few lines culled from George Baker’s
poem inserted in Peter Lowe’s “Discourse of the Whole Art of
Chyrurgeri” may be given as an example :—

Blind is that age which doth the best despise

And help the worst to worship, wealth, and grace;

A common thing, Vice lets not Vertue rise

But holds it down that might have highést place.

Yet none can robe the learned of their right

No more than take sweet smell from flower in field,

Then Doctor Lowe thy lampe doth give such light

That everieone to vertue fame doth yield

Passe on with praise through everie soyle and coast

Where Lowe is known he shall be honoured most.

This type of versification died out soon after the Elizabethan
age. We see a belated relic of it in John Woodall’s “Surgeon’s Mate”
published in 1639, for in his book are included many rhymes.
Norman Moore wrote of him—*Like most of his contemporaries he
uses many pious expressions, and has a tendency to quote a little
Latin and to write doggerel English verse.” The habit certainly
added a spice of variety to their writings.

We should mention here the interesting account of his military
experiences written by Ambroise Paré (1510-1590) who was the
leading surgeon in France for many years and is renowned for his
introduction of the ligature and other improvements. Paré wrote a
large volume on anatomy and surgery at the end of which he wrote
a defence of some of his innovations called “An Apologie containing
Diverse Voyages” in which in graphic language he described many

70



of his adventures in the many campaigns he took part in. They
make good reading and deserve mention in that they formed the
model on which Baron Larrey based his own memoirs. Surely there
has never lived a man with a fuller or more varied experience of
military surgery than Larrey (1766-1842) who was chief surgeon
with the French Army in 24 of Napoleon’s campaigns. Whether
enduring the heat and fever of Egypt or the frost and snow of Russia
he was ever at work organising, operating and enduring hardship
such as can have fallen to the lot of few men. With it all he man-
aged to take notes of his experiences and wrote, not only many
valuable surgical treatises, but very readable accounts of his journeys.
His powerful description of the entry into Moscow, of the
terrible scenes at the burning of that city, the vivid picture drawn
of the details of the retreat through the snow and the gradual
destruction of the army, well deserve to be read for their literary
distinction. Larrey was loved by the soldiers who saved his life at
the crossing of the Beresina by lifting him up over the crush of
people struggling to cross that river. It is to Napoleon’s credit that
he recognised the great ability and high character of Larrey, of
whom he said : “He is the most virtuous man I have ever known.”

We must next refer to one who deserves specially to be remem-
bered by this Society—Sir William Blizard. Sir William was the
first member of the Hunterian Society to pay his admission fee, he
was your first President, the first Honorary Member, and the first
member to deliver the Annual Oration. He had a long life—from
1743-1835—and was one of the founders of the London Hospital
Medical School. Blizard had a strong propensity for writing rhyme
or blank verse on any and every special occasion which might serve
as an excuse. Dr. Norman Moore said that these rhymes would
have qualified him to appear in Pope’s Dunciad. The opening of
the Medical School and the recovery of his sight after an operation
each brought forth a poem. It must be confessed, however, that
his literary efforts fell short of his aspirations. To prove this it is
only necessary to quote four lines from his ode on the anniversary
of the Medical School—

Hail the return of this auspicious day

Now let the grateful generous heart rejoice
In heartfelt strains how Providence befriends
This seat of commerce and benevolence, etc.
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This poem was set to music and performed at the London Tavern.
It is stated that in his early life his poetical pieces were more pious
in nature. It is interesting to recall that a memoir of Blizard was
written by one William Cooke who incidentally mentioned that few
Societies have proceeded with harmony so undisturbed as the
Hunterian Society.

A surgeon who was contemporary with Blizard and wrote on
miscellaneous subjects was William Wadd (1776-1829) who was
trained at St. Bartholomew’s Hospital and just failed to get on to’
the staff of that hospital. Wadd wrote short biographical notes on a
series of medical portraits and these were published in 1824 under
the title “Nugae Chirurgice.” In 1827 he published a series of
rhyming epitaphs on various doctors under the title “Nugz Canorz.”
Later in the same year he brought out his well-known “Mems,
maxims and memoirs,” which was a collection of notes and anec-
dotes which have been largely drawn upon by succeeding writers.
These books are not original and are trivial in nature but they make
interesting casual reading.

Wadd was on the Council of the Royal College of Surgeons and
was appointed to the Court of Examiners in August, 1829, but later
in the same month he was accidentally killed.

The next literary surgeon whom we must consider was James
Hinton (1822-1875) an aural surgeon who was for a time on the
staff of Guy’s Hospital. Hinton was the son of a Nonconformist
minister of religion and all his writings have a religious or philoso-
phical tendency. He is best known for his book called “Life in
Nature,” and for his popular publication entitled “The Mystery of
Pain.” The chapters of “Life in Nature” were in the first instance
published in the Cornhill Magazine which at that time was edited
by Thackeray who said of Hinton “Whatever else he can do, this
man can write.” ‘Life in Nature” is a notable book in that it had a
great influence on Havelock Ellis at a critical period of his life. Ellis
edited an edition of the book in 1932 and in the introduction he
wrote—*“the universe seemed to many only a factory with a deafen-
ing whirl of machinery through which those who desired to find in
it a home wandered disconsolately. I was in early life one of these.
It was while in that mood and when still in my teens that I chanced
to come upon James Hinton’s ‘Life in Nature.”” A book which had
such an influence must be accounted worth reading, and in fact it
is a stimulating work. In “The Mystery of Pain” Hinton tries to
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find a reasonable explanation for an insoluble problem. He regarded
pain as merely the misinterpretation of an actual good but he con-
tended that inertia prevented us from realising this. Hinton wrote
several other books, including several works on diseases of the ear,
in which he was a pioneer.

One of the first examples in more modern times of a famous
surgeon showing great literary talent was that of Richard v. Volk-
mann, better known for the contracture named after him. During
the Franco-Prussian War he was stationed outside Paris during the
siege of 1870-1 and in his own words “now and then when the
flakes of snow were falling outside he would take up his pen and
try with hurried strokes to put his dream-figures on paper. And
the camp post carried the slight sketches faithfully home to her to
whom this little book is dedicated.” It was to Frau Anne that he
dedicated his book which was called “Dreams by French Firesides,”
and consisted of a series of delightful fairy stories which have a
freshness and charm enabling one to understand how they took the
German literary world by storm. When v. Volkmann died in 1889
the “Lancet” commented—his name stands high in the imaginative
literature of Germany.”

Contemporary with v. Volkmann was the famous English
surgeon Sir Henry Thompson (1820-1904) in his day the most
renowned genito-urinary surgeon who operated on King Leopold
of Belgium and the Emperor Napoleon the Third. Thompson was a
most versatile man. A clever artist who on twelve occasions exhibited
in the Royal Academy, an ardent astronomer, a collector of china,
an authority on diet and cooking, which he was able to demonstrate
in his famous octaves or dinners for eight at which he used to
entertain the most distinguished people of the day, and a pioneer
advocate of cremation—he seemed to have all the talents. At the
very height of his amazingly successful career, sandwiched in
between a book on tumours of the bladder and another on the
prevention of calculous disease he wrote and published two novels,
called respectively “Charley Kingston’s Aunt” and “All But.” He
did not put his own name on the title-page but assumed that of
Pen Oliver. “Charley Kingston’s Aunt” has for its startling theme
the recognition by a medical student of his aunt’s face in a dissecting
room subject, and the complications to which this gave rise. In one
place we are given a detailed and interesting account—obviously
from the author’s personal experience—of an examination in sur-
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gery at the Royal College of Surgeons. At each table sat two exam-
iners and one vacant chair in front of them accommodated the
victim of the enquiry. After explaining that the examination at that
time consisted solely of questions personally addressed to the candi-
date during the short term of one hour by several different ex-
aminers in succession the author then points out one difficulty :—
Each examiner was more or less a celebrity, almost necessarily
possessing some peculiarity in his experience, or some singularity
of view, I will not say crotchet; a fact that occasionally gave rise
to a series of questions, unfortunate for a student who, well grounded
in the principles and general practice of his art, might still have no
acquaintance with the peculiarities in question, and thus might fail
in each of the four cases to give the answers expected by the ex-
aminers.

“All But” is a story telling how a doctor prevented his step-
father from administering a poisonous dose of morphia with intent
to murder, and is noteworthy because it contains twenty illustrations
from the pen of the author. One of them introduces the figure of
the author himself. In chapter 4 there is a good sketch of a country
doctor; some might like to hear how the wife said good-bye to her
husband when he started off on his rounds in the morning—*“a kiss
or two played hide and seek in the silky mazes of the luxuriant
brown beard.” It is also intriguing to find in Chapter 10, which is
headed “The Cricket Match,” that all the social surroundings are
well described but not a word is written about the actual play. It is
clear that Thompson never played cricket. One cannot leave our
brief account of Thompson’s writings without mentioning that in
1902, when he was 82 years of age, he published an elementary
handbook on the use and management of the motor car. For a man
who vividly remembered the introduction of the railways it was
surely something of an achievement to take his first ride in a motor
at the age of 80 and two years later to write a readable account of
his travels in a car. He possessed a 6} h.p. Daimler in which he
‘usually travelled very carefully at 15 miles per hour, and occasion-
ally transgressed all the traffic regulations by increasing his speed
(on country roads of course), to twenty miles an hour. I can
cordially recommend this little book to all modern motorists.

We next come to two famous authors whose term of life
almost coincided—Frederick Treves (1853-1923), and Stephen
Paget (1855-1926). Treves was both clever and fortunate. He
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qualified from the London Hospital Medical School at the age of
22. After filling one or two resident posts he married and went into
general practice in Derbyshire, but took the F.R.C.S. in 1878. Next
year he gave up general practice to become surgical registrar at his
alma mater. Almost immediately a vacancy on the staff occurred
and he became assistant surgeon to the London Hospital when only
26. Five years later he succeeded to the full staff when only 31
years of age. He was a skilful surgeon, a splendid teacher, and a
lucid writer of surgical text-books and it was no surprise that he
very rapidly gained a large private practice and was able to retire
at the early age of 45.. Thenceforward he was able to pursue to
the full his two great hobbies—travelling and writing. Everyone
knows how he operated successfully on King Edward VII. Treves’
literary style made his writings even on professional subjects most -
attractive. I attribute some of the leanings which I early felt for
surgery to the charm which was thrown round surgical anatomy
in Treves’ well known book on the subject. Treves’ best known
literary works are his books descriptive of his travels in different
parts of the world. Perhaps the most popular is the account of his
voyage round the world related in “The Other Side of the Lantern,”
which is still a best-seller. Treves was a native of Dorset and his
delightful account of his native county is the standard guide to that
region. (“Highways and Byeways of Dorset.”) A comparison of
dates will show that, apart from the years of the war 1914-18,
Treves spent most of his time after retirement in travelling and
writing about his travels. The West Indies, Uganda, Palestine,
The Riviera, The Lake of Geneva and Italy (The Country of the
Ring and the Book), were each the subject of a separate book. The
actual amount of what he wrote was very great. He wrote almost
4,000 printed pages of surgical and nearly 3,000 pages of non-
surgical writing. In everything he wrote he kept the attention of
the reader. His descriptions are detailed and arresting, his choice
of incident and fact unerringly interesting, and his easy flow of
words makes one envious of his facility. It must however be con-
ceded that from time to time his style borders on the journalistic,
but it always reads well. His last book, “The Elephant Man and
other Reminiscences,” contains some stories which are written with
the dramatic intensity of a Guy de Maupassant and remain for
ever in the memory after but one reading. It may well be wondered
how one man got through so much writing, but light is shed on this
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problem when we learn that Treves avoided public functions, took
no great part in medical politics or professional societies, went
to bed early and rose at 6 a.m. to begin his writing. He was a lover
of nature and had an eye for the picturesque, which he frequently
recorded by photography, at which he was expert. Many of these
photos are used as illustrations in his books. Treves for some time
lived in Thatched House Lodge in Richmond Park. I often used
to wander round that part, but never had the good fortune to see
him there. .

STEPHEN PAGET was a very different type of man. He was the
fourth son of Sir James Paget and the only one who took up a
medical career. Before starting medicine he thoroughly absorbed
the classical tradition at Christ Church, Oxford, and this had a
great influence on his writings. Choosing the surgical side of our
profession he gained responsible posts on the staffs of the Middlesex
and the West London Hospitals, but his nature was not really suited
for the worrying and strenuous life of a surgeon, and it soon became
evident that his heart was in literature. At the early age of 42
he gave up general surgery and devoted much of his time to a
defence of experiments on animals; he was indeed the founder and
for many years the secretary of the Research Defence Society.
Fortunately for us he also found time to write a series of biographies
and several books of essays. Our Society should remember with
gratitude that it is to Paget that we owe the best and most readable
life of John Hunter, which appeared in 1897. I well remember
reading that book soon after its publication, for it impressed upon
me indelibly the uniqueness of John Hunter. Other biographies
which he wrote dealt with Ambroise Paré, Victor Horsley, his bishop
brother, Francis Paget, and his own distinguished father, Sir James
Paget. It is, however, by his essays that Stephen Paget will be
remembered. The wonderfully intimate way in which he expresses
his thoughts on so many of the problems of life, his sanity, his
faith, his whimsicality, his purity, his choice of beautiful words
and apposite quotations combine to make his essays a joy for ever.
Paget was a great Victorian and an admirer of the Victorian age.
Listen to him speaking. “Early Victorian home life did not make
wonderful painters, sculptors or musicians : but it was remarkably
successful over the making of such men as we now most urgently
need.” On the writing of biographies he remarked : “You will be
tempted to say that your man was inconsistent. Of course he was
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inconsistent; or he would not have been a man. You are out of
depth in his life; just as you are out of depth in your own life.”
Listen how delicately he refers to his bitter disappointment when
he failed to get on the staff of a hospital which he had faithfully
served for seven years. “I was Jacob working for Rachel, I was the
apprentice working for Sally in our alley; but when my seven long
years were out another man got the appointment : I got the heart-
ache and was not able to keep that infectious disorder to myself;
but we all recovered.”

One could quote Paget for hours. Especially would I recom-
mend you to read “Confessio Medici” and in that book the essays
headed “The Spirit of Practice” and “Wreathes and Crosses.”

Another literary surgeon of note, who was born in the same
year as Stephen Paget, but outlived him for many years, was D’Arcy
Power. D’Arcy Power was the son of Henry Power, the first
ophthalmic surgeon to be appointed on the staff of St. Bartholo-
mew’s Hospital. He was educated at Merchant Taylors School,
New College, Oxford, and St. Bartholomew’s Hospital, to the
surgical staff of which he was in due course elected. He wrote
and edited quite a number of works of a surgical technical character
but most of his numerous writings dealt with one or other aspect
of the history of surgery. From an early stage of his career till a
ripe old age he poured forth a constant stream of interesting books
and articles. One of his first literary efforts was to edit South’s
Memorials of the Craft of Surgery in 1886, to which Sir James
Paget wrote an introduction. In 1897 appeared his "Life of William
Harvey,” and in 1933 his “Short History of Surgery.” But his chief
contributions were short memoirs of distinguished surgeons con-
tributed to various journals and to the “Dictionary of National
Biography.” To the latter he furnished 184 medical memoirs. His
position in literary circles may be judged from the fact that he was
for a time the President of the Bibliographical Society and of the
Pepys Society. One particular task which he carried out deserves
special mention—the transcription of the whole of Ward’s Diary
which contained the only details of the manner of Shakespeare’s
death. The transcription took Power the best part of four years to
perform. The original Diary was sold to America for £10,000 and
the transcription still remains the property of the Medical Society
of London.
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D’Arcy Power was a lovable man, conscious in everything he
did, always good tempered and approachable. He did much of his
writing after dinner at night, and in his holidays. I have many
pleasant memories of him. On the occasion of his 75th birthday
his many admirers subscribed for the publication of a volume of
selections from his writings.

A name which is remembered by his many friends with loving
admiration is that of Wilfred Trotter, who as a surgeon was a
master of craft and as a philosophic writer had great influence on
his contemporaries because of one well written and outstanding
book—“The Instincts of the Herd in Peace and War.” This re-
markable book was published in 1916 in the midst of the turmoil of
the great war of 1914-18. In this philosophic treatise—for that is
how it might best be described—Trotter showed the paths along
which the evolution of the social organism may develop, and pointed
out the manner in which different social communities react to
outside influences. He likened the German organism to a pack of
wolves, some other communities to flocks of sheep, but Britain he
compared to a hive of bees in which, at the best, everybody works
for the good of the whole organism. He pointed out—though this
fact had been stressed by Drummond some years previously—that
altruism was a regular, valuable and even necessary part in human
evolution. Though his book was published before the war was
decided—indeed, at a time when things seemed almost desperate—
he prophesied very accurately the course that events would take.
For his unique contribution to philosophy Trotter was awarded the
FR.S. From time to time he gave public addresses on special
occasions, and after his death these were collected and published
by his son. These addresses deal with many points in the philosophy
of medicine, but most of his arguments are of more general applica-
tion, and I do not think that one could give any young medical
student—or for that matter, any student of science—a better book
to read than this slender volume of essays, packed with clear thought
and memorable for many felicitously expressed and stimulating
sentences. There is one which may perhaps be regarded as peculiarly
applicable at present—‘Psychology is now able to tell with reason-
able assurance that the most influential obstacle to freedom of
thought and to new ideas is fear; and fear which can with inimitable
art, disguise itself as caution or sanity or reasoned scepticism or on
occasion, as courage.”
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Trotter died just at the outbreak of the recent war and one of
his last writings was an essay on Panic. In one of his views Trotter
seems to me to approach the view held by James Hinton that
inanimate nature was also living. In his Hunterian Oration at the
Royal College of Surgeons he said : “A living mind can form no
intimate conception of its own death, and is apparently for ever
incapable of comprising two categories which are not opposite as is
often crudely supposed but superlatively different.”

Let us now for a moment cross the Atlantic. In the same year
in which Wilfred Trotter passed from us there died in America
another famous surgeon whose name was frequently on the lips of
surgeons all over the world—I refer to Harvey Cushing. Cushing’s
work on the surgery of the pituitary body made him famous, and
his development of the technique of operations upon the brain was
really responsible for making that branch of surgery a refined
speciality. But Cushing was more than a great surgeon. Early in
life he came under the influence of William Osler and he became
a lover of good books and a writer of some merit. He wrote the life
of his beloved friend and master, and also published the journals
which he wrote during his war experiences in France during the
first great German war, From time to time he used to give public
addresses and these were published in two books—“Consecratio
Medici” and “The Medical Career.” The title of the first was con-
fessedly chosen after the style of Stephen Paget’s “Confessio Medici”
and I think one can see shining through it the inspiration of the
model on which it was based. Listen to this: “It is of the doctor’s
consecration to his task that I wish to speak, the kind of unselfish
relation to suffering humanity that made Saint Luke the beloved
physician no more nor less than it makes many another doctor of
name unheard and unsung to-day.”

Cushing finishes this essay with the well-known quotation from
Paget: “If a doctor’s life may not be a divine vocation, then no
life is a vocation and nothing is divine.”

Cushing’s other essays are full of good sense, kindliness, con-
siderable learning, and respect for the best kind of tradition, and
they serve to emphasize the fact that he regarded his own life as
consecrated to the service of his fellow men.

I am not one of those who think that we should wait until
a man has passed from us before we acclaim his merit; and it is
pleasing to be able to call attention to several distinguished living

79



surgeons who have already achieved literary fame. Of these James
Johnston Abraham is the doyen. Early in his career he gained a
literary reputation by the publication of “The Surgeon’s Log,”
which described his experiences during a voyage in the Far East;
by its charming felicity of expression and the evidence of acute
observation, this book appealed to a wide public to such an extent
that there has been a call for a new edition almost every year since
its publication. This must surely be a record for books by surgical
authors. Masefield called it a prose epic and that should be sufficient
praise for any book. The same author’s “Balkan Log” was published
in 1921, and was founded on his experiences as a surgeon in Servia
for which he was awarded the distinction of the Order of St. Sava.
In 1933 Abraham brought out that most delightful book “Lettsom,
his Life, Times, Friends, and Descendants,” which is much more
than a biography, for it gives a minute and graphic picture of life
as it was 150 years ago. He has also written a popular novel called
“The Night Nurse,” and a book of light essays called “Ninety-nine
Wimpole Street.” He has, of course, written many articles on pro-
fessional subjects and is well-known as a surgeon, so that no one can
doubt that he is assured of an honoured and permanent place among
distinguished literary surgeons,

Another distinguished surgeon who is equally well-known in
the world of literature is GEorrrRey KEYNES—vyet another alumnus
of St. Bartholomew’s Hospital. The Medical Directory gives one
no indication of Keynes non-surgical attainments and achievements.
It is quite possible that many of his professional friends do not fully
appreciate his eminence in literary circles, because much of his work
either does not appeal to the crowd or does not come much before
the public. Keynes is in the first place a literary critic, but he is
equally well known as an editor of standard works; his chief dis-
tinction however is as a bibliographer, for in that difficult and
somewhat exclusive branch he has an international reputation.
Keynes interest in bibliography dated from his student days and so
iong ago as 1914 he published a bibliography of John Donne. In
succession he prepared and published the recognized standard
bibliographies of William Blake, Sir Thomas Browne, William Har-
vey, Jane Austen, William Hazlitt, and John Evelyn. In addition
to editing Hazlitt’s essays and the “Compleat Angler” and other
works, special mention should be made of the wonderful six volume
edition of the works of Sir Thomas Browne and the excellent edition
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of the poetry and prose of William Blake which he brought out in
the Nonsuch Press. These are literary achievements of a high order,
and if Keynes had never handled that scalpel which we know he
wields so skilfully, his name would still merit a prominent place in
some future edition (we hope very remotely future), of the Diction-
ary of National Biography.

Another contemporary surgeon, Kenneth MacFarlane Walker,
has already become well-known as a versatile writer. His books
touch a wide range. His earliest book was written for children and
was called “The Log of the Ark”; it is not easily obtained, and I
had to read it in the British Museum. In 1928 he published that
book with the unusual title “On being a Father,” which contains
much practical advice to parents written in very readable prose.
During the recent war Walker wrote several books of a philosophical
nature. Early in 1942 came “The Diagnosis of Man,” later the
same year, “The Circle of Life,” and in 1944, “Meaning and Pur-
pose.” It would be impertinent of me to attempt here an evalua-
tion of these books. Suffice to say that they present a reasoned and
very readable account of many of the problems of man’s existence.
The author has read widely and thought deeply and he has the
faculty of writing with clarity and sympathy. Everyone who reads
Walker’s books should also read the same author’s autobiography
which was published some years ago as “The Intruder,” and has
been brought up to date and recast lately as “I talk of Dreams.”
In some respects this is a unique autobiography. The writer tries
to analyse his own personality and regards his ordinary work-a-day
consciousness almost as an intruder. In addition to these writings
Walker has written several books on his special department of
surgery, and one or two which explain to the laity some of the
mysteries of physiology. He appears to write easily and I shall
look forward to other products of his mind and pen.

I have by no means exhausted the list of literary surgeons. I
hope I have given you enough to whet your appetite. I should
have liked to dwell for a few moments on the philosophical books of
Mr. K. W. Monsarrat, who also has written two small books of
poetry; on the fine poetry and witty causerie of Oliver St. John
Gogarty; on Chevalier Jackson’s extraordinarily interesting auto-
biography; on Scott Stevenson’s vivid pen-painting of Morell
Mackenzie and W. E. Tanner’s faithful account of his teacher Sir
Arbuthnot Lane, and on Sir James Berry’s historical resurrection of
his distinguished ancestor. Time does not permit.
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I have tried to show that the profession of surgery has pro-
duced, especially during the last hundred years, a number of
cultured men of high and in some cases of outstanding literary
ability—essayists, biographers, descriptive writers, novelists, philoso-
phers, minor poets, and at least one famous bibliographer. I feel
proud to have had the opportunity, thanks to the honour you have.
done me, of making more generally known this aspect of the life
of my surgical predecessors and contemporaries, and I crave your
indulgence for the imperfections of the presentation of what has
to me been an absorbing subject.

The PresmENT invited discussion on the oration. He asked
visitors who cared to do so to voice their opinions.

Mr. JounNsToN ABRAHAM said that he came as a stranger and
had hoped to have the protection of a stranger. He had enjoyed the
lecture very much and had learnt a great deal from Mr. Zachary
Cope.

Mr. Epwarp C. B. IBoTsoN said that John Gerarde wrote a
book called “The Herbalist” in 1597, which was practically now out
of print. Any copy in existence was worth £500. Gerarde made
drawings of a thousand different kinds of plants, he was the first
to grow tomatoes and potatoes in England, he gathered many rare
specimens in London in areas which were not vastly overcrowded.
He would be much interested in the flora which had sprung up in
bomb-damaged London. He boasted of having cured a woman of
a most terrible burn by using an ointment made from the seeds of
the strominium plant. Gerarde was a great practitioner and was
called a master of surgery. He had his weaknesses. In the original
edition he spoke of barnacles growing on tree-trunks and of some-
thing being hatched out. Gerarde was buried in St. Andrews by the
Wardrobe, one of the beautiful old London Churches which it was
said would not be restored. This was the Church to which the
Society of Apothecaries went for its annual sermon and he could
not help hoping that it would be restored.

With regard to literary surgeons an American surgeon was one
of the greatest literary men America had ever produced. Oliver
Wendall Holmes was an anatomist rather than a surgeon and
lectured for many years at Harvard University, some of his poetry
was familiar to English people, “The One Horse Shay,” for instance.
He also anticipated anasthetics and invented the word ‘“‘anes-
thesia.”
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The lecture was the most delightful he had heard since he
became a member of the Hunterian Society.

Dr. A. WesTERMAN said that Mr. Zachary Cope mentioned
Gutmann as a literary surgeon and he would like to mention two
German surgeons, the first was Schiller, an Army surgeon, who later
became interested in history and became Professor of History. His
main literary efforts were historical, especially about the Nether-
lands. The second was the inventor of local anasthesia, Schlee who
wrote very good poetry. One of his books was translated into
English just before the war. These two German surgeons should
be mentioned in connection with literature. '

Mr. A. E. Porrirr said that he deemed it a great privilege
to propose a vote of thanks to Mr. Zachary Cope for his Oration,
especially as he had been his constant friend for over 20 years. Of
all the Orations to which he had listened he had never enjoyed one
more. Mr. Cope’s Oration was typical of his essential simplicity.
He was a philosopher, and a living philosopher, he practised his
philosophy. He had admitted how much he had enjoyed delving
into their thoughts and way of life and had suggested that ideas
could be gained from their experience and writings. He felt that
Mr. Cope had done a great service to the Society by giving this
most admirable lecture and the Society was proud to have been so
honoured.

Mr. C. A. Francis seconded the vote of thanks. Mr. Cope had
given a lecture of absorbing interest which gave a very clear idea
of the vast amount of reading which he must have done, not to
prepare for the lecture, but during his life. He had just touched
on the fringe of his reading and could give many lectures if he had
had the time. To listen to such a lecture, given with such enthusiasm
was a treat. This great Hunterian Society Oration was the result
of Mr. Cope’s enthusiasm. There was a close connection between
surgery and literature which had been damped down by the fact
that a surgeon must not be good at anything but his surgery. One
or two had chosen surgery with the intention of having a good time
afterwards. He believed Bridges was a surgeon who gave up surgery
in the forties, and Goethe gave up surgery in order to devote his
time to poetry. ’ ’

Mr. Zacuary CorE, in acknowledging the vote of thanks, said
that if there had been no audience or only a few people present
there was one who would have enjoyed the lecture thoroughly, and
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that was the man who gave it. He had lived with these men for
the last year and he had enjoyed reading many books he could not
read before. He had to pass over some surgeons; there was “Hugh-
ling Jackson’s Autobiography,” Scott Stevenson’s biography of
“Morell Mackenzie and others,” he had picked out a few. In spite
of Mr. Johnston Abraham’s modesty, he did not need to take his
own word for it, for John Masefield, the present Poet Laureate,
said of “The Surgeon’s Log” that it was an epic.



HUNTERIAN SOCIETY

DISCUSSION ON “SPRAINS AND STRAINS”

A meeting of the Hunterian Society was held at Pimm’s
Restaurant in the City of London, on Monday, March 17th, 1947.

Dr. J. B. Cook, the President, occupied the Chair.

Sir REcGINALD WATsON-JONES, in opening a discussion on
“Sprains and Strains,” said : I am under a slight misapprehension.
Until a few minutes ago I was under the impression that Dr. J. B.
Mennell was to open this discussion and that I was to follow; and
that is more important than you might think. Dr. Mennell ’phoned
up a few days ago and asked whether we were to take the gloves off
or be polite, and I said, “I think we had better be provocative,”
always under the impression that he was to start and I to follow.
Beneath that benign and kindly exterior Dr. Mennell is willing to
fight with anybody, and I only wish tonight that I had the last
word.

On this subject it seems to me that the first important matter is
to decide what is a sprain or strain, I think that a sprain should be
defined as the stretching or tearing of a ligament, tendon or muscle
which does not impair continuity of the structure. As to the treat-
ment of such an injury the first provocative thing I want to say is
that a sprain heals perfectly well if only it is left alone. It is one
of the self-curing conditions upon which the reputation of quacks
is so readily built. Whatever treatinent was last applied is credited
with responsibility for the cure. Quack practitioners are masters
of the art of treating seM-curing disorders. They appear to do a
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great deal and, in fact, do nothing at all. If you go to an osteopath
with a sprained wrist he will say, “Wait a minute. There is a bone
out of place in your elbow,” and he gets busy and appears to be
doing a great deal, whereas, in fact, he is awaiting the natural cure
of the sprained wrist,

There are other forms of quackery, and other forms of appear-
ing to do a great deal while, actually doing nothing. There are
certain measures of treatment of which some of us have heard—
ionisation, radiant heat, diathermy, massage, static breezes, infra-
‘red light, ultra-violet light, or whatever it may be. I suggest that
in the treatment of sprains and strains these agents appear to do
a great deal while, in fact, they await the natural cure. The same
might apply to treatment by injection. I will admit that injection
of various medicaments into the sprained region is perhaps more
potent than all measures of electrotherapy and physiotherapy,
because if it is applied to certain regions it accelerates recovery and
to other regions it definitely delays recovery. Many years ago I
nearly lost one of my best friends in Liverpool because I treated
his tennis-elbow with “novocain” injection the day before an
important tournament, and he found that he had to scratch. If I
had left it alone he probably would have played. It is curious that
the injection of “novocain” into a tennis-elbow makes it worse,
whereas injection into the shoulder capsule—the supraspinatus
tendon—often makes it better. On being given “novocain” injection
the immediate effect is complete ansthesia. Thereupon the patient
usually says, “I am cured.” Some hours later he often has an acute
reaction, though gradually, as the exacerbation subsides, the original
symptoms disappear with it,

In the case of this particular form of treatment—injection with
“novocain”—we have on the one hand an exaggeration of symptoms
and on the other hand a relief of symptoms, whereas with massage,
heat, electrotherapy, and ionisation, we are adopting a policy of
masterly inactivity. I would put it to you that in the treatment of
sprains and strains massage is acceptable in so far as it is a means
of appearing to do a great deal, and incidentally many patients are
unhappy unless one appears to be doing something. The less intelli-
gent patient is unwilling to accept it that the right treatment is to
do nothing.

But the trouble is that physiotherapists are often incapable of
satisfying themselves that their fee is earned if they do nothing.
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They are determined to do something, and when sufficiently in-
spired, they do it. The sprained finger, wrist, or elbow, having been
massaged and found a little stiff is encouraged, pushed and forced.
And from the moment that passive strain and force is applied the
condition is made worse; recovery is arrested, and the joint becomes
progressively stiffer.

There was a time when I earned an acceptable income from
cases of strained elbow in children. The limb was put in a sling
for two or three weeks and then sent for massage, and within four
or five weeks I would see the child and the doctor would say : “We
do not understand it; the range of movement is less.” My only
reply was: “Stop the massage; three guineas, please,” and never
was three guineas more reasonably earned. The massage must be
stopped, or rather, the forced treatment and passive stretching which
go with it must be stopped. A simple strain of the elbow joint
recovers perfectly with a normal range of movement, whereas the
same joint treated by an over-industrious masseuse who pushes and
drives and forces becomes stiffer and stiffer. Every time such a
joint is forced a few more fibres are torn and another sero-fibrous
reaction like the original traumatic reaction is produced. If this is
repeated day after day we have a joint subjected to repeated injury,
with an accumulation of sero-fibrous exudation, and a source of
fibrin, the “glue” whereof adhesions are made, that the joint must
obviously stiffen.

In the finger joint there could be no better example of the
harmful effect of passive treatment. The one certain way to make
the finger permanently stiff is to force, drive and push it. Leave
it alone and it will get perfectly well.

What I have said of passive force applied daily by a masseuse
applies also to the passive force which you and I apply in the mani-
pulation of joints under anasthesia. Every time we manipulate a
stiff joint we do two things : first, we break down adhesions already
formed; second, we produce sero-fibrinous reaction by which new
adhesions are made. If we repeat the manipulation often enough,
adhesions produced may well be greater than adhesions relieved.
Forcible manipulation under an anasthetic is a two-edged weapon
and the older I get the less I use manipulation for strained and
stiffened joints. The golden rule of manipulation is, “The stiffer
the joint the less the indication for manipulation. The more mobile
the joint, the greater the indication for manipulation.”
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I know perfectly well that Dr. Mennell is going to take up these
points. I am perfectly sure that he will demonstrate manipulation
of joints on this young lady assisting him whose joints you will agree
are perfectly mobile. Which then is the type of joint to be manipu-
lated? Not a stiff one. That is where the unqualified manipulators
of the past had something. The only joints the unqualified prac-
titioner manipulated were the ones which were quite mobile, but
which on certain movements were painful. They snapped these
adhesions with a minimum of reaction and thereafter the patient
did well. We, on the other hand, worked on a joint so solidly bound
with adhesions that the reaction was great and produced more
adhesions than we cured. Sprains of ligaments, tendons, and muscles
in which there is no interruption of continuity, are best treated by
leaving them alone, by avoiding passive applications, and at all
costs by avoiding forcible manipulation. The cedema should be
controlled by all means; they should be protected from over-use for
a few days; and thereafter the important treatment is the recovery
of muscular control.

How did Sir Herbert Barker treat his cases? He gave them an
anasthetic and manipulated the joint; but as soon as the patient
recovered from the aneesthetic he said : “Do this; do that; exercise
this way; exercise that way,” and the patient maintained his muscle
control. The manipulation was unimportant. What mattered was
instruction in the art of muscle control and incidentally the exercise
of one personality over another which made the patient go on with
activity despite discomfort until recovery was complete.

I have spoken of the dangers of passive stretching. This danger
is even greater in the case of wrongly diagnosed sprains which were
in fact rebound dislocations. I believe that I was the first to point
out the distinction between a simple sprain of the ankle and a
momentary “rebound” dislocation.

How often in former days have patients said that it was far
worse to sprain an ankle than to break it. We said, “Nonsense,”
but they were more accurate than we. It was worse to sprain the
ankle because, if the ankle were broken it was put in splints or
plaster, whereas if it were sprained, massage and heat were applied
and it was not immobilised. The ligaments healed with lengthening
and thereafter the patients were subject to recurrent dislocation of
the ankle joint. As soon as they walked on irregular surfaces the
joint gave way, dislocated, and they fell to the ground. By the time
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they got up again the joint had slipped into place, and when the
surgeon saw them there was no clinical sign of dislocation at all,
with the result that many were thought to be neurotic or malinger-
ers.

How often we have seen an apparently simple sprain of the
finger and wondered why it has taken six or twelve months for
effusion to subside and thickening to disappear. It is because it was
never a sprain at all; it was a momentary dislocation of the inter-
phalangeal joint. Then as to cervical strain—a patient strains his
neck and for months afterwards complains of root pains. Radio-
graphs are normal; clinical signs show no abnormality; but the
symptoms are due to recurrent subluxation of the cervical joints.
How is this to be recognised? How are other rebound dislocations
to be recognised? They are recognised by taking radiographs in the
position of strain. The ankle joint which is suspected of rebound
dislocation should be X-rayed not only in the routine antero-
posterior and lateral planes, but also while the foot is held in full
inversion., Cervical rebound dislocations can be discovered if the
X-ray is taken with the neck in full flexion.

There is one other injury which is often mistaken for simple
sprain but is in fact a serious and complete ligament rupture—
namely, rupture of the supraspinatus cuff of the shoulder capsule.
In no injury is the diagnosis of malingering more often made and no
diagnosis is more often wrong. Abduction movement of the shoulder
is accompanied by scraping of the supraspinatus tendon against the
acromion and recurrent sprains lead to rupture, We are then pre-
sented with the syndrome of a patient who appears to be incapable
of abducting his arm, but can hold it in abduction when it is first
put there by the examiner; or alternatively with the syndrome of
a patient who succeeds in abducting the limb only by complicated
and bizarre movements. It is not surprising that many surgeons are
misled into believing that the man is shamming and certainly it
looks like it. But malingering is the very last diagnosis to make in
disabilities of the shoulder joint. It is a diagnosis which should be
accepted with very great caution. The majority of these cases are
recurrent sprains of the supraspinatus tendon which have led to
complete rupture.

Finally, I want to mention the importance of excluding crack
fractures. The wrist joint is the best illustration. There is no such
thing as a sprained wrist. That may be a slight overstatement, but
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it is far less of an overstatement than the one usually accepted which
regards every minor injury of the wrist as a sprain until radio-
graphs prove otherwise. It is better to believe that every minor
injury of the wrist is a fracture of the scaphoid bone until repeated
X-rays prove otherwise. A crack fracture of the scaphoid may not
show in X-rays taken on the day of the injury, but only after an
interval of three or four weeks later, and perhaps then only in the
oblique view.

Let me summarise by saying that the correct treatment of a
sprain is to protect it for a few days, to control cedema, to build up
muscle control, and to let the sprain heal itself. It will heal com-
pletely if forced movement and manipulation is avoided, provided
only that it is in fact a true sprain and not a complete rupture of
ligaments, a rebound dislocation, or a crack fracture of bone.

Dr. J. B. MenNeLL said that Sir Reginald Watson-Jones and
himself were asked to come there to squabble, and up to a certain
point, of course, they were going to do so. He was going to say
a word in favour of what was commonly known as bonesetting,
osteopathy, and so forth. He remembered being in Bohler’s clinic
when a case was presented with a broken wrist, an ordinary callus
fracture, the wrist being still absolutely useless at the end of about
eight weeks. Bohler examined it and in doing so put the wrist flat,
and in that way he suddenly repaired the lost mobility, the patient
getting more benefit in five seconds from that manipulation than
he had done in five weeks from the treatment he had been receiving.

Sir Reginald had referred to tennis elbow, and there again a
very simple manipulative procedure might rectify the trouble.
Again, there was the question of the shoulder. He remembered
talking to a great orthopzdic surgeon, now dead, who said, “Why
do shoulders always respond worse to manipulation than any other
joint?” His only reply was, “It is lack of technique.” He had been
taught to get what he could out of the textbook and out of the
dissecting room, and, perhaps being curious, he wandered away into
an anatomical description of the movements of the shoulder joint
and the hip joint respectively, movements which were said to be
the same, although it appeared to him curious that if that was so,
the acetabulum was round while the glenoid was differently shaped.
Every joint was there for movement. The great tuberosity had to
slide underneath the acromion and unless that gliding movement
downwards and a little upwards on the surface of the glenoid was
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restored infinitely more harm than good would be done by mani-
pulation.

Dr. Mennell then demonstrated a number of his points on a
young lady who had volunteered to serve as a model. He showed
how if it was desired to free a stiff shoulder joint the anatomical
movement must be followed.

Every now and then one saw a good deal of people with pain-
ful lower backs. He thought he could give the meeting an assur-
ance that he had cured more patients who had pain in the lower
part of the back by telling them to give up their “daily dozen” than
by anything else. These patients should have a strap put round the

pelvis and be.told to give up their exercises and they would auto-
matically recover.

Much had been said about the neck and several other joints.
Was it possible for a joint, without being dislocated and without
being strained in the ordinary sense of the word, to have its two
surfaces more or less telescoped on to one another? Many of them
had come across the patient who got an acute pain on walking. If
there was not perfectly harmonious movement between the joints of
the metatarsals something was likely to go wrong, with acute pain
in the foot which persisted and did not recover automatically.
Those “snaps” so dear to the heart of the bonesetter had nothing
to do with the bone, very often they had nothing to do with the
joint; they were vacuum snaps and nothing else. But supposing as
a result of sprain there had been a loss of mobility and a snap
happened to occur when one restored movement, then, of course, it
was another story altogether, and very often the patient attributed
his recovery to the snap. But it was not the snap which brought
about the recovery, it was the restoration of a lost movement. Take
the elbow joint. If one took an ordinary elbow and held it straight
it would be found that there was no lateral mobility. They should
give it two or three degrges of movement and look at the range.
Why was this? The head of the radius was nearly in contact with
the lower end of the humerus in full flexion and full extension; in
between it was free to move. On X-ray examination if a photograph
were taken the radius could be seen to move in the long axis of the
forearm up and down. If that was anchored in a certain position
the whole of the strain must be taken on the bone. Supposing an
ankle sprain, with the patient coming up grumbling about the pain,
a1
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the restoration of the lost mobility would relieve the pain of ankle
or knee or both.

The usual loss of mobility was shown by the patient’s inability
to flex as much as within the limits of the normal. Time after time
attention to this would restore the lost mobility which was such an
endless trouble to patients who had strained their ankles.

The manipulation of the cervical spine had been the most
promising of the osteopath’s manipulations—or call them what they
pleased. Supposing one pulled hard on the pectoralis major, one
had to keep the intercostals going or the patient could not breathe,
and yet there was this huge pectoralis major stabilising the rib in
front and the small intercostals trying to move the rib to get it
back. The patient in such a condition had what was commonly
called pleurodynia. All one had to do was to get hold of the rib
and press downwards and forwards.

Dr. Mennell carried out a number of successful manipulations
with a very responsive and intelligent model.

In the course of some discussion following these openings Mr.
P. N. Curner pointed out that in the case of the cervical vertebre,
in addition to the minor inter-vertebral space there had to be con-
sidered the little joints in the side. Adhesions did appear between
the base of the skull and the top of the atlas.

AnoTHER MEMBER asked whether in the case particularly of
the wrist, one should use complete rest by splinting or just rest and
nothing else, and whether strapping was indicated or contra-
indicated. This speaker had generally taken the line of complete
rest until all the inflammation had gone down, and then, if nature
had done its job fairly well be would, after a certain time, leave
well alone. With regard to further treatment, at times one could do
a certain amount after the absorption of exudation or hamorrhage.
Very often it was a great help to try to improve the blood supply.
He felt that by proper massage and a certain amount of relaxed
movement without strain a great deal of good could be done in a
short time. In carrying out some of these movements it was import-
ant to gain the patient’s confidence.

Sir REGINALD WATSON-JONES, in replying, said that on the
question as to whether there should be rest or exercise in the acute
stage of injury, he would have been surprised if that problem had
not been raised in the Hunterian Society because it was one very
familiar to John Hunter himself. He thought the answer was that
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there should be rest from strain but not rest from movement. There
must be protection of torn tissues especially from passive movement;
but at an early date there must be active contraction of muscles
which, so long as it was performed actively, did not strain the
damaged tissues.

The Society that evening had witnessed a great master (Dr.
Mennell) in the art of manipulating joints which appeared to be
mobile but had slight residual stiffness. Those were just the joints
which should be manipulated—joints which appeared to have
normal mobility but which on certain movements were painful. Dr.
Mennell had said that certain movements were not under voluntary
control. There he found himself in disagreement. Even rotatory
movements of the metacarpo-phalangeal joints and movements of
the superior tibio-fibular joint could be performed actively so long
as the movement was attempted against resistance.

One point on which they were in absolute agreement was that
the indication for manipulation of a joint was minor stiffness in
which the reaction to manipulation was minimal and the patient
could make good use of the increased movement; whereas when
there were massive adhesions the traumatic reaction to manipulation
was so great that it was better to let the patient stretch the adhesions
by his own exercise. The cure of joint stiffness always depended
ultimately upon the patients own active exercise; but in the case of
minor stiffness, especially when pain was a predominant feature,
the surgeon was at liberty to practise manipulation.

Dr. MENNELL, also in reply, said that if one was confronted
with a case which had gross adhesions one was a fool if one tried
to break them down and restore the full mobility at the first shot.
Take the shoulder, for instance, he knew that the late Sir Robert
Jones’s teaching on that point was very definite, that if orte was
going to move a joint under an ansthetic it should be moved
throughout its full range of movement. That might be all right for
the dockside labourers at Liverpool, but it was all wrong for softer
people in the south. The moment one felt something tear and give
way one must stop manipulation, reserving anything further, if
necessary, for a second shot.

He was glad that he had not to say very much about rest and
pain. He would put it like this, that any movement which was
painless was to be encouraged, and that any movement which was
painful was to be discouraged except for once a day at the most.

93



Pain meant that something was being damaged, and unless that
damaged part was given time to quieten down before the strain
was laid on it again the result would not be satisfactory. Move-
ment? Yes. Function? No, not until function was painless.

Sir Ceci. WAKELEY proposed a vote of thanks to Sir Reginald
Watson-Jones and Dr. Mennell. He said that the Hunterian Society
always provided something unique at its meetings, and the members
of the Society had come there that evening because they knew they
would hear something worth while from two masters of the art. All
of them, whether physicians or surgeons, or general practitioners,
had suffered from sprains and strains since their student days, and
they had all felt that they would like to know something more about
how these things could be cured. They well knew that the two
openers of that evening were keenly observant clinicians, and what
they had had to say was most authoritative and useful.

Mr. ALex RocHe seconded the vote of thanks, adding that he
was not quite sure even yet about the distinction between sprains
and strains.

The vote of thanks was accorded with acclamation.
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ANNUAL GENERAL MEETING

The Annual General Meeting was held at The Talbot
Restaurant, London Wall, E.C., on Monday, the 14th April, with
the retiring President, Dr. J. Basil Cook, in the Chair.

After the new President, Mr. ‘Alex. E. Roche, had taken the
Chair vacated by the retiring President, and the formal business was
completed, an Address was given by Dr. W. M. Levitt on: “This
is the Law.”

“THIS IS THE LAW.”

Dr. W. M. Levrrr, barrister-at-law, discussed from various
angles the law relating to surgical practice. He began by quoting
Lord Chief Justice Tindal that “Every person who enters a learned
profession undertakes to bring to the exercise of it a reasonable
degree of care and skill. He does not undertake, if he is a . . .
surgeon, that he will perform a cure; nor does he undertake to use
the highest possible degree of skill . . . but he undertakes to bring
a fair, reasonable, and competent degree of skill.”

The question whether a surgeon had the requisite qualification
to perform a given operation, said Dr. Levitt, was one not of law
but of fact. Even the possession of a higher qualification such as
the F.R.C.S. would not in itself necessarily qualify a surgeon to
perform any operation. The holder of such a diploma who had
served in an administrative capacity for many years and then
decided to retire into a country general practice and “do a bit of
surgery” could scarcely without further training and experience be
considered as competent to operate. On the other hand, a higher
qualification in surgery would be weighty evidence of requisite train-
ing in cases in which the possessor had made surgery his career.

A surgeon did not undertake to bring to his work the highest
degree of skill. The degree expected of a surgeon to a remote
cottage hospital would not be that expected of a surgeon to a
London teaching hospital. If a general practitioner, using all
possible care, attempted in a genuine emergency an operation for
which he had not the requisite skill he would not be responsible for
resulting damage; but his excursions into operative and manipula-
tive fields of which he had not competent experience should be
limited to such emergencies.
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THE DUTY OF CARE

The duty of care was threefold, namely, to exercise care in
deciding whether to undertake the case, in selecting the treatment,
and in carrying out the treatment. A surgeon who failed to obtain
the consent of the patient to interference might be held guilty of
assault. The doctor who adroitly incised a whitlow before a
nervous patient realized his intention might be acting with great
skill and psychological insight, but none the less he committed a
battery. But consent need not be articulate; it could be implied by
the patient’s behaviour, as, for example, if he saw the doctor take
up the scalpel and made no protest. Consent was implied in an
emergency when the patient was unconscious or during an operation
when an emergency arose and an unexpected mutilation, such as
amputation, had to be performed to save life. More difficult were
the cases in which a surgeon obtained consent to an operation in
the course of which he discovered some indication that it would
be wise to exceed the consent given, for example, a breast tumour
which was found to be malignant. If he proceeded to radical am-
putation, he was running a risk of legal action, especially as there
were alternative methods of treatment to amputation of the breast.
On the whole, he would be well advised to close the wound and seek
consent for the further operation. Consent of husband would not
replace consent of patient, though it might be urged as a mitigating
circumstance,

In certain cases the law did not allow the patient to give valid
consent, and the surgeon would be criminally liable whether consent
had been sought or not. Anyone performing an operation for
ovarian sterilization on grounds of convenience and in the absence
of pathological indication might be considered as committing a
criminal offence. The legality of beautifying or cosmetic opera-
tions—for example, face-lifting—might be questioned.

NEGLIGENCE

Dr. Levitt mentioned the curious anomaly that if a surgeon
saw the victim of a street accident bleeding to death and callously
refrained from rendering assistance he would have committed no tort,
for he owed the patient no duty, but if he offered his assistance and
attended the patient he would immediately owe him the duties of
skill and care. Where negligence was of a gross kind the surgeon
might be prosecuted, and if death resulted from negligence he
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might be tried for manslaughter. Prosecutions of surgeons for
negligence were very rare, but civil actions were not infrequent,
often in counter-claim in an action by the surgeon to recover fees.

It must not be assumed that a surgeon would never owe a duty
of care and skill to thé patient where he was retained by a third
person for the purpose of making a diagnosis only; in most cases
the opposite was true. Allegations that a surgeon had been negli-
gent in failing to take skiagrams were only too frequent. Such
stress had been laid on the desirability of taking skiagrams in all
cases of injury to bony parts that it would be difficult to excuse
a failure to do so in such cases.

Negligence might arise in the selection of a method of treat-
ment, either as the result of an error of judgment or the choice of
unorthodox or novel treatment. If a surgeon having the requisite
skill and using all due care made an honest error of judgment in
selecting the treatment he would not be liable, however disastrous
the result might be. As for unorthodox treatment, liability for
damage would depend upon whether the method of treatment could
be shown to be reasonable. A totally obsolete method would not
pass the test, but it was difficult to say at what stage of obsoles-
cence a surgical procedure became legally unjustifiable. Concern-
ing novel treatments—that is, untried or insufficiently tried treat-
ments—the courts nowadays took a liberal view, requiring only
that the treatment must be reasonable and well founded, and that
the nature of the treatment and its attendant risks were explained
to the patient. Finally, was there any point at which an operation
became too dangerous to be justifiable? No definite rules could be
laid down; indeed, any rigid rule would hamper the development
of surgical technique.

As for negligence at operation, Dr. Levitt said that the law
regarded an operation as team work, but it was the duty of the
surgeon to select competent persons to form the team, and to have
a reliable system of working in the theatre. Here he mentioned the
oft debated question of counting swabs. In a critical and difficult
operation the surgeon could not be expected to count the swabs
himself, provided that a satisfactory system of counting by some
other member or members of the team was proved; but it must not
be assumed that as a general rule the surgeon was absolved from
counting swabs, and where the operation was a simple one the
surgeon would have great difficulty in absolving himself.
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Claims under the head of negligence in after-care arose most
frequently in connection with such lesions as Volkmann’s con-
tracture, plaster sores, and bed sores. The question frequently
arose as to how far the surgeon might entrust the after-care of a
patient to house surgeons or nurses. It had been held in the case
of Morris v. Winsbury-White that where a surgeon contractually
undertook to give the patient his personal attention this did not
necessarily imply that he would himself attend to such matters as
the changing of drainage tubes.

LIABILITY OF HOSPITAL SURGEONS.

Dr. Levitt then turned to the liability of hospital surgeons.
It had long been settled that a visiting physician, having freedom
to use his independent judgment in the treatment of his cases, was
not the servant of the hospital, which would accordingly not be liable
for his negligence. In the important case of Gold v. Essex C.C.
the law with regard to the responsibility of hospital authorities,
nurses, and others was fully reconsidered in the Court of Appeal. As
stated by Lord Justice Mackinnon the legal principles were as
follows :— ’

(1) One who employs a servant is liable to another person if
the servant does an act within the scope of his employment so
negligently as to injure that other;

(2) That principle applies even though the work which the
servant is employed to do is of a skilful or technical character, as to
the method of performing which the employer is himself ignorant,
as, for example, a shipowner and a certified captain who navigates
his ship;

(3) The liability of the master for the negligent act of the
servant will exist, although at the time the servant is, by direction
of the master or by operation of the law, under the control of a
third party, as, for example, when the captain of a ship is under
the command of a naval commodore in charge of a convoy;

(4) The master will not be liable for the act of his servant if he
is only doing without personal negligence that which he is directed
to do by such third party, that is to say, if a radiographer did
precisely and without negligence on his part what he was ordered
to do by a radiologist, the hospital would not be liable, but if he
did negligently that which he was ordered to do by the radiologist,
then the employer would be liable.
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The anzsthetist, like any other member of the staff, would be
responsible for his own negligence, and on the principle laid down
in the Gold case it was clear that the hospital authorities would not
be liable. What was the liability of the surgeon for whom he gave
the anasthetic? When the duty of selecting the anzsthetist fell
upon the surgeon the latter might be rendered liable for selecting
a person of whose competence he had not sufficiently assured him-
self or for disregarding the anzsthetist’s warnings and encouraging
him to give an anasthetic in dangerous dosage. But where the
surgeon had used all due care in the selection of the anasthetist
and had not been a knowing party to the anesthetist’s negligence
it seemed clear that he could not be held liable. He was not, how-
ever, absolved from all liability. He was not, for example, entitled
to ignore the danger signals due to anesthetic over-dosage or
idiosyncracy simply because he regarded this as within the province
of the anzsthetist, .

In the last part of his address, Dr. Levitt dealt with operations
in private nursing homes. It was uncertain how far the legal posi-
tion of the surgeon who treated his patient in a private nursing
home differed from that which obtained in hospital treatment, but’
that there were differences was very probable. In the nursing home
there was no medical organization of medical officers and the like
on which the surgeon could rely in his absence, so that the whole
responsibility for the control and supervision of the treatment and
after-care of the patient while in the home rested on the surgeon.
Again, since nursing homes varied greatly in the facilities they
offered, and also in efficiency, there was a duty of care upon the
surgeon in his choice of home suited to the particular needs of his
patient. Yet again the appointment of nurses to responsible posi-
tions in hospitals was made by careful selection by experienced
persons subject to approval of a committee or board, while the
appointment of nursing home staffs was rarely subject to such
regulations. It was, therefore, the duty of the surgeon to satisfy
himself of the competence of any nurse to whom he wished to
entrust any responsible task. On the whole it was likely that the
surgeon did remain responsible for the whole team in nursing home
practice.

A brisk discussion followed on various points, and a hearty
vote of thanks was passed to Dr. Levitt, which closed the evening’s

proceedings.
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Weald, Middlesex. Hatch End 79.

Nicuorson, Curistaper S.,, M.B,, B.S.,, M.R.C.S., LR.C.P,, D.P.H,,
8, Ashburn Gardens, S.W.7. Frobisher 0805.

Nisse, B. S., M.D.,, M.R.C.P,, 59, Harley Street, W.1. Langham
4088.

Norsury, Lioner E. C.,, O.B.E.,, M.B,, B.S,, F.R.C.S., 19, Harley
Street, W.1. Langham 2643.
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NormaN-BarneTT, HENRY, F.R.C.S., Lt.-Col., 27, The Circus, Bath.
Bath 2462. '

Norris, DonaLp Craig, M.D., F.R.C.S., 53, Portland Place, W.1.
Welbeck. 6906.

Norris, HeLene, M.D., 53. Portland Place, W.1. Welbeck 6906.

OciILviE, S1R HENEAGE, K.B.E.,, M.D., M.Ch., F.R.C.S., 12, Neville
Court, N.W.8. Cunningham 7182.

O’RecaN, Mauvrice, L.R.C.P., L.R.C.S.I,, 41, Harley Street, W.1.
Langham 3906.
And 48, Belsize Avenue, N.-W.3. Primrose 3906.

OrrEY, ALEXANDER, M.D.; D.M.R.E., Hospital for Diseases of the
Chest, 26, Margaret Street, W.1. Langham 4112.

O’Suea, Hereert V., M.D., M.Ch., D.L.O. (Eng.), 66, Harley
Street, W.1. Langham 3808.
And 92, Adelaide Road, Hampstead, N.W.3. Primrose 6197.

O’Surrivan, Hipa, M.B., B.Ch., B.A.O., D.P.H., 8, Gt. Russell
Mansions, Gt. Russell Street, W.C.1. Holborn 4932.

O’Surrivan, JouN I, M.D,, B.Ch., B.A.O,, 8, Gt. Russell Mansions,
Gt. Russell Street, W.C.1. Holborn 4932.

O’SurLivan, J. Vincent, M.D.,, M.R.C.P., F.R.CS., M.R.C.O.G,,
97, Harley Strecet, W.1. Welbeck 9806.
And 22, Arthur Road, S.W.19. Wimbledon 2477.

Owen, T., M.R.CS., LR.C.P., 28, Acacia Road, Hampton, Mid-
dlesex. Molesey 3306.

OxvLey, Pamir M., M.R.C.S., L.R.C.P.,, 17, St. Cross Road, Win-
chester. Winchester 499,

Oxrey, W. H. F., M.R.C.S., LR.C.P., F.R.C.O.G., Manor House,
East India Dock Road, E.14. East 3187.

Parsons, FLorence Mary, M.R.C.S. (Eng.), L.LR.C.P. (Lon), 1,
Regent House, Wellington Place, St. John’s Wood, N.W.8.
Primrose 2771.

Parsons-Smrtn, Basi. Tuomas, OB.E., M.D., BS., F.R.C.P.
(Lon.), 23, Harley Street, W.1. Langham 2267.
And Coopers Green House, Uckfield, Sussex. Buxted 283.

PeALL, FrReDERICK EDWARD, M.A., M.R.C.S., L.R.C.P., 108, Sloane
Street, S.W.1. Sloane 2332.

Penman, Gerarp G., M.D., F.R.C.S., 46, Wimpole Street, W.1.
Welbeck 9475.
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Punripps, FreperIck ALFRED, M.D., B.Ch. (Cantab.), M.R.C.S.,
L.R.C.P.,, M.B.E,, 49, Lowndes Square, S.W.1. Sloane 1700.

Poots, Rosert, M.B., B.Ch., B.A.O., M.B., Ps.S. Medaille d’Hon-
neur dec PAssistance, 322, Romford Road, Forest Gate, E.7.
Maryland 3583.

Porrirt, ARTHUR E., C.B.E., M.Ch., F.R.C.S., 10, Upper Wimpole
Street, W.1. Welbeck 8308-9.
And 3, Regent’s Court, Park Road, N.W.1. Paddington
2494,

Porter, Lina M., L.M.S.S.A,, 5, Alwyne Place, Canonbury, N.I.
Can 1986.

Reap, CuarrLes Davip, M.B. (N.Z), F.R.CS.E., F.R.ACS,
F.R.C.O0.G, 104, Harley Street, W.1. Welbeck 3690.

Reks, J. R, M.A,, M.D., FR.C.P,, 34, Devonshire Place, W.1.
Welbeck 8872.

Reckirr, CaarrLes Recinarp, M.C., M.R.C.S,, 13, Leman Street,
E.1. Royal 6514.

Rem, Joun Owen, M.D., M.B,, B.Ch., Highgate Hospital, N.19.

RoserTs, Lawrence O., M.D.,, M.R.C.P,, 8, Harley Street, W.1.
Langham 2152.
And Ministry of Pensions, S.W.1. Abbey 1200.

Rozserts, O. W, M.D., M.S,, F.R.C.S., Dulwich Hospital, East
Dulwich Grove, S.E.22.

RossoN, Kenneta, M.A.;, M.D., F.R.C.P., 57a, Wimpole Street,
W.1. Welbeck 0270.

RochEe, ALex. E,, M.A,, M.D., M.Ch., F.R.C.S., 71, Harley Street,
W.1. Welbeck 4311.

And Acre Wood, Farnham Common, Bucks. Farnham Com-
mon 543.

Ropcers, RoserT Ewing, M.D., M.R.C.P., 144, Harley Street,
W.1. Welbeck 1085.
And 56, Wildwood Road, N.W.11. Speedwell 2522.

RosspaLe, Georee, D.M. (Oxon.), M.R.C.P., 36, Montagu Square,
W.1. Pad 4082.

Ruporr, C. Rosert, L.D.S. (Hon. Fellow), 60, Wimpole Street,
W.1. Welbeck 4558.

Ruce-GunN, A, M.B,, F.R.C.S,, 18, Harley Street, W.1. Langham
1862.
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LIST OF FELLOWS

Saner, F. D., M.B,, B.Ch., F.R.C.S., Royal Northern Hospital, N.7.
Archway 2211.

SancunerTi, H. H,, M.A,, DM., B.Ch.,, M.R.C.S., 35, Holland
Street, W.8. Western 3583.

Savace, Oswarp Artaur, M.R.C.P.,, 20, Wilton Place, S.W.1.
Sloane 5310. .

ScHOLEFIELD, JOHN, F.R.C.S., 19A, The Grove, St. Margarets,
Twickenham.

ScHrROETER, M. L., M.D.,, M.R.C.S., L.R.C.P., 29, Welbeck Street,
W.1. Welbeck 1862.

Scorr-WiLson, H. W., M.B,, Ch.B,, M.R.C.P., L.R.C.P., 6, Harley
Street, W.1.

Sears, W. Goroon, M.D.;, M.R.C.P., Mile End Hospital, Bancroft
Road, E.1.

SeLrors, Tuomas Hormes, M.A., D.M., M.Ch.,, F.R.CS,, 79,
Harley Street, W.1. Welbeck 7476-7.

Semon, H. C., M.D,, F.R.C.P,, 26, Church Row, N-W.3. Hamp-
stead 1323.

SeEwarp, E. CantoN, M.B., M.R.C.P., 43, Gloucester Place, Port-
man Square, W.1. Welbeck 9779.

Suare, Epwarp, M.A., M.B., B.Chir., D.R.C.O.G., Beulah Lodge,
Epping, Essex. Epping 2497.

Suarp, HeEnNry Surcrirre, M.D., B.Ch.,, F.R.C.S., 30a, Wimpole
Street, W.1. Welbeck 3344.

Suaw, Cepric W., M.A,, M.B.,, M.R.C.P. (Lon.), 37, Devonshire
Place, W.1. Welbeck 4646.

SmLEY, O. L. Caroen, M.R.C.S., LR.C.P., D.A, 110, St, James’s
Court, S.W.1. Victoria 2360.

SLEsINGER, Epwarp G., O.B.E,, M.S., F.R.C.S., 14, Devonshire
Place, W.1. Welbeck 8032.

Svor, GErarp M., M.D,, M.R.C.P., D.P.H., 2, Harley Street, W.1.
Langham 1094.

SmrrH, Frances, M.R.C.S,, LR.C.P,, 1, Grosvenor Road, Ilford,
Essex.

Smita, Ropney, M.S., F.R.C.S., 50, Drayton Gardens, Kensington,
S.W.10. Kensington 5427.

SmytH, J. MicnaeL, B.Sc., M.Ch., F.R.C.S., 82, Harley Street, W.1.
Langham 3368.

Storr, JamEs Rosert, O.B.E., M.D., M.B,, B.Ch,, B.Sc., 202, Ewell
Road, Surbiton, Surrey. Elmbridge 1383.

StuarT-WEBB, Rareu E, M.B, B.S., MR.CS., LR.C.P, 86,
Brook Street, W.1. Mayfair 5001.
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TaNNER, WiLLiam Epwarp, M.S., F.R.C.S., 38, Queen Anne Street,
W.1. Langham 3802.

Tasker, Joun Renper, M.R.C.P., London Hospital, E.1,

Tavior, Jurian, O.B.E, M.S,, F.R.C.S., 65, Portland Place, W.1.
Welbeck 6505.

TavrLor, L. H., M.B,, B.S., M.R.C.S,, LR.C.P., Derwent House,
641, Loose Road, Loose, Maidstone, Kent. Maidstone 83271.

TempLETON, WiLLIAM Lees, M.D., Ch.B., 6, Robin Grove, West
Hill, N.6. Archway 3401.
And 146, Harley Street, W.1. Welbeck 2378.

Tuaomson, Davip, O.B.E.,, M.B., B.Ch., D.P.H. (Camb.), Moat
Mount, Highwood Hill, N.-W.7. Mill Hill 2867.

TaornTON, J. Raymono, M.R.C.S.; L.R.C.P., 121, Harley Street,
W.1. Welbeck 6818.

Ty, SIR HENrRY LETHEBY, K.B.E., M.A., D.M. (Ox0n.), F.R.C.P,,
11, Mansfield Street, W.1. Langham 3840.

Topring, ANDRew. T.D., M.A., M.D., M.R.C.P., D.P.H,, 21, Gold-
hurst Terrace, N.-W.6. Maida Vale 1614.

TucHaN, AvFrep E., M.R.C.S., L.R.C.P., 46, Village Road, Enfield,
Middlesex. Laburnam 2742,

TurNer, AvLrFrep, MLR.CS. (Eng.), L.R.C.P. (Lond.), 33, Belsize
Crescent, Hampstead, N.W.3. Hampstead 1866.

TurNER, J. W. ALpreN, M.A., D.M., F.R.C.P., St. Bartholomew’s
Hospital, E.C.1.

TURNER, Professor Georce Grey, D.Ch. (Hon.), LL.D. (Hon.), M.S.,
FR.CS., F.A.CS. (Hon.), FR.A.CS. (Hon.), Huntercombe
Manor, near Taplow, Bucks.

TurTLE, REGD. WM. MarcETTS, M.B., B.S,, D.P.H., Woodlea, Pil-
grim’s Way, Kemsing, Kent. Seal 37.

Vick, ReginaLp MartiN, O.B.E,, M.A., M.Chir., F.R.C.S., 149,
Harley Street, W.1. Welbeck 4444 and Rickmansworth 2555.

WakeLey, Sk Ceci. Pemsery, K.B.E., C.B, D.Sc., F.R.CS,
F.R.S.E., 14, Devonshire Street, W.1. Welbeck 0188.

WaLkER, Mary, M.D., M.R.C.P., St. Benedicts Hospital, Church
Lane, Tooting, S.W.17. Streatham 2231.

Warrace, Rosert A. R., M.B,, Ch.M., F.R.C.S., 40, Hadham
Road, Bishop’s Stortford, Herts. Bishop’s Stortford 53.
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LIST OF FELLOWS

WarLmisLey, Nicworas, L.M.S.S.A.; 130, Abbeville Road, Clap-
ham Park, S'W.4. Macaulay 2813.

Wartuer, WirLiam Wernper, M.B., B.S. (Lon.), M.R.C.S.,
L.R.C.P., West Lodge, Gt. Halingbury, Bishop’s Stortford,
Herts. Bishop’s Stortford 403.

Warp, Josern HueH, D.S.O., M.C.,, M.B,, Ch.B,, ]J.P., Keelby,
Harbrough, Lincs. Keelby 202.

WartkiN, Puip James, O.B.E., M.C,, M.R.CS.,, LR.C.P.,, Lam-
beth Hospital, Brook Drive, S.E.11. Reliance 3804.

WemR, SR Jonn, G.C.V.O., M.B,, Ch.B,, F.F.Hom., Kt.G.C.5t.0.,
47b, Welbeck Street, W.1. Welbeck 3491.

WesTERMAN, ArTHUR, M.D., B.Ch., C.C,, 4, Snow Hill, E.C.1.
Central 2832.

And Charterhouse, E.C.1.

WestMmaN, StepueN K., M.D., F.RF.P.S,, 24, Welbeck Street, W.1.
Welbeck 6122,

WiLLss, F. E. Saxsy, M.C., M.D., B.S. (Lon.), M.R.C.P., 71, Harley
Street, W.1. Welbeck 4013.

Wikins, Trevor HamiLton, M.R.C.S., L.R.C.P.; The Cottage,
Roundabout, West Chiltington, Sussex.

WiLsoN, CHarLes Paur, C.V.O., F.R.C.S., 44, Wimpole Street,
W.1. Welbeck 7384.

WiLsoN, ArcuiBarp, O.B.E., M.C., M.B., Ch.B,, 707, High Road,
Tottenham, N.17. Tottenham 1220.

WirsoN, James 1. P., M.D., F.R.C.S.E., D.P.H,, 31, Langside Cres-
cent, Southgate, N.14. Palmers Green 9054.

WINGFIELD, ALEXANDER L., M.D., M.R.C.P,, 86, Harley Street,
W.1. Langham 2976.

Winssury-WarTE, H. P, F.R.C.S,, 51, Harley Street, W.1. Lang-
ham 2133.

WooLFr, ABranAM Davip, M.D., D.A,, 13, The Avenue, Higham’s
Park, Chingford, E.4. Larkswood 1844.

Woorr, A, E. MortiMER, B.A., M.B,, B.Ch.,, FR.C.S,, 3, Upper
Wimpole Street, W.1. Welbeck 3470.
And Ash Green, Baldwin’s Hill, Loughton, Essex.
Loughton 114.
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WricHrt, A. Dickson, M.B.,, M.S., F.R.C.S,, 12, Wimpole Street,
W.1. Langham 2511,
And 46, Circus Road, N-W.8. Cunningham 6630.

Wrient, Lestie D., LR.C.P. (Lon.), M.R.C.S., LD.S. (Eng.), 19,
Devonshire Street, W.1. Welbeck 2851.

Youne, HELEN MarryaT AreTas, M.B., Ch.B. (Edin.), ¢c/o Barclays
Bank Ltd., 5, Marylebone High Street, W.1.
And c/o Charterhouse Rheumatism Clinic, 60, Weymouth
Street, W.1.

HONORARY FELLOWS

SiR ArRTHUR KEITH.

Sir LeoNarD HiLL.

SR GEORGE NEWMAN.

Dr. J. M. Finney (U.S.A).
Mgr. C. RoserT RUDOLF.
Dr. W. BRANDER.

Dr. P. HUNTER JOBSON.

CONTINENTAL FELLOWS

Dr. Paur FerrevroLLES, 15, Rue Freycinet, Paris XV.
Dr. RogerT PierreT, 95, Avenue Klebe, Paris XVI.
Dr. Max Porces, Marienbad, Germany.

Dr. Jean WiLLEMIN, 9, Avenue Hoche, Paris.
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