








PREFACE

VoLuME XIII. of these Transactions is a record of the Society’s
work during the Session 1954 - 55.

It is regretted that Dr. Jack Apams-RAYy was prevented by ill-
ness from giving the Hunterian Lecture at the Mansion House on
January 17th, 1955, but the Lecture itself is now recorded in these
Transactions.

The programme for the Session gave the title of the Dinner
Meeting discussion on March 21st as “ An Assessment of Some
New Drugs”. However, within the stygian recesses of the
Athenzum it became attenuated to “ The Assessment of New Drugs *
and is published under that title.

We again ask contributors, whose remarks at the Society’s meet-
ings are published in the 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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HUNTERIAN SOCIETY

ANNUAL REPORT OF COUNCIL

THE HuUNTERIAN SocIETY has had another most satisfactory
Session and there has been a good attendance of Fellows at all
meetings.

Mr. Lionel Norbury gave a very interesting Oration at the
Mansion House. Unfortunately, Dr. J. Adams-Ray of Stockholm,
the Hunterian Lecturer, was taken suddenly ill and was unable to
be with us.

The ordinary meetings at the Talbot Restaurant, and the dis-
cussion at the Apothecaries’ Hall were well attended and we are
grateful to all those who took part in the subsequent discussions.

The Session started with a Cocktail party at the Ciba Founda-
tion. This has now become an Annual event, and it greatly looked
forward to by all members.

Amongst the Social events, the Annual Dinner at the Savoy
Hotel was very successful and we were honoured by the presence
of the Lord Chancellor and Lady Kilmuir, the Lord Mayor and
Lady Mayoress and the President of the Royal Academy.

In March, the Arms of John Hunter were formally presented
to the Royal College of Surgeons, in the Great Hall, by the President
of the Society, at a Cocktail Party, which was attended by the
Council of the College and many Fellows and Guests.

41 New Fellows have been elected. The present total of
Fellows is 432, of whom 11 are Honorary Fellows. This is an
increase of 25 since last year.

It is with much regret that we record the deaths of Dr. Basil
Parsons-Smith, who was President of the Society as recently as
1952 - 53, and Sir Arthur Keith, an Honorary Fellow since 1908.

The list of officers nominated by the Council for the Session
1955 - 56 is submitted.

(Signed) Alec W. Badenoch,
R. S. Murley,

Hon. Secretaries.



OBITUARY

Sir ArRTHUR KEITH, F.R.S., M.D., F.R.C.S.

It is not everyone who knows the great interest the late Sir
Arthur Keith took in the affairs of the Hunterian Society, of which
he was a conspicuous ornament and one of its earliest Hon. Fellows.

It was seldom indeed, that the publication of the Transactions
did not bring, almost by return of post, a charming letter of
appreciation from him with invaluable comment from his unrivalled
store of Hunterian knowledge on matters relating to the Society’s
Library and Museum.

Many years have passed since his avowed intention of writing
a Life of John Hunter — a task near to his heart, but never, alas,
from prior claims on his time, to be realized. In his delightful
company, John Hunter would live again in the vivid narrative of
this profoundest of Hunterians.

DRr. Basi.. PARSONS-SMITH, M.D., F.R.C.P.

Everyone will recall with pleasure the year during which Dr.
Parsons-Smith held office as President. He was the friendliest and
most approachable of men who had grown up in the traditions of
the Society. Indeed, in 1914 he won the Gold Medal for his essay
on “The Intermittent Pulse”. Later, in 1934, he delivered the
Hunterian Oration. Always charming and the best of friends whom
one wanted to meet again and again.

THomAs JEEVES HorpER, BARON HORDER OF AsHFORD, Bt., ¢.c.v.0.,
M.D., B.Sc. Lond., b.C.L., F.R.C.P.

A Fellow of the Society since 1934, while in 1948 he was
elected Hon. Fellow. When he could find time from his many other
activities he would come to the Dinner Meetings which he always
enjoyed and at which he always contributed to the discussions after-
wards. He delivered the Hunterian Oration in 1937 which was
entitled “ The Hunterian Tradition” and which was reproduced in
his book “ Health and a Day”. He was one of the Trustees of the
Ciba Foundation and always had the well-being of the Society at
heart. He was a great friend, brilliant and charming, whom we
shall all miss.

We also record with great regret the death of JaMEs ROBERT
StotT, 0.B.E., M.D.,, a well-known practitioner in Surbiton and a
Fellow of this Society since 1923.
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HUNTERIAN SOCIETY

LIBRARY AND MUSEUM

THE HON. CURATOR'S REPORT —1954-55

IT 1s WITH PLEASURE [ have to report that the Library and
Museum begins to take shape in its new quarters.

The cases are well lit and the exhibited items adequately
described. For the lighting we are indebted to the Ciba Foundation,
and to its Director Dr. Wolstenholme for co-operation and assistance
in the problems of general arrangement.

My sincere apologies are offered for unavoidable absence
abroad during the winter months. During this period the fort has
been held by Mr. E. Stewart of the Library Committee, which is
assurance enough that every care and attention has been given to
its superintendence.

We are indebted to the President and Council of the Royal
College of Surgeons for the gift of tickets of admission to the re-
interment service of John Hunter in Westminster Abbey, and for
the newspaper reports relating to the same.

There has been a sad falling off in the number of gifts, and of
items suitable for purchase. The quest daily becomes more elusive,
and visits far afield often end in disappointment.

More, then, than ever, would it be appreciated if Fellows would
go through their shelves for letters, M.S.S. or books of 18th century
medical or scientific interest and bring them along to us for
investigation.

It is pleasant to record that the Library begins to attract
attention abroad — notably in the U.S.A., and we are not infre-
quently the recipients of enquiries from that country, and sometimes,
of gifts, among them a series of pamphlets and photographs from
the celebrated collector of Hunteriana — Dr. Fenwick Beekman,
President of the Historical Society of New York.

I regret to report that the Library Fund is in very low water,
occasioning, at times, embarrassment and frustration; it is a situa-
tion that a very small donation from the majority of Fellows would
relieve. The building must needs have bricks; please, please, a
little straw ! !

In conclusion, may 1 say, that I am always at the service of
Fellows and their friends, should they wish to be personally con-
ducted over the Museum.

C. ROBERT RUDOLF,

Hon. Curator.






PRESENTATION TO ROYAL COLLEGE OF SURGEONS.

March 10th, 1955.

ON MarcH 10th, 1955, the Society entertained the President
and Council of the Royal College of Surgeons at a cocktail party
in the Great Hall of the College. During the course of the evening
Dr. W. S. C. CopeMAN, the President of the Society, presented to
the College the arms of JoHN HUNTER, which had been subscribed
for by many of the Fellows. The arms constitute an integral part
of the decoration of the new Hall and are sited in the gallery at the
north end together with those of Lord Lister.

In thanking the Society for their gift SIR Harry PratT, P.R.C.S,,
said that its source would be acknowledged for all time on a plaque
affixed to the wall of the hall. He welcomed this evidence of the
very friendly relationship between the two bodies which had
increased greatly in the last few years.
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HUNTERIAN SOCIETY

RECEIPTS AND PAYMENTS ACCOUNT (GENERAL FUND) for the Year ended 31st December, 1954

RECEIPTS
£ s d. £ s. d.
By Balance at Bank on 1.1.54 . 200 12 6
,, Entrance Fees .. .. 17 6 6
.» Subscriptions .. . .. 621 6 6
— 63813 0
,» Surplus on Cocktail Pany~
Receipts 80 4 0
Payments .. .. 66 9 7
Surplus 1314 5
,» Interest on Consols (Tax Pald) 810 8
,» Interest on 3i{% War Loan 17 11 6
26 2 2
,» Donations to Hunter Arms Fund 128 4 6
The Society holds the following Investments:
Market Value
31/12/53 31/12/54
£620 24% Consolidated Stock @ 66 49 0 0 409 0 O
£502 33 31% War Stock @ 87% 53213 4 437 0 ©
£1,028 13 4 £846 0 O
£1,007 6 7

To

PAYMENTS

Publication of Vol. XIL. of * Trdnsactions
Less Receipts from—
Advertisements and Sales

Printing, Stationery, Postagee

Duplicating .

Hire of Apothecaries’ Hall .

Refreshments at the Mansion House .

Refreshments at the Talbot Restaurant (1o
Lantern Operator)

Refund of overpaid Subﬁcnmlonq
Reporting
Hire of Lantern
Printing Blocks (W. E. Tanner)
Deficit on Annual Dinner—
Cost .
Sale of Tnckelc
Loss -
Expenses of Hon Secretary
Cost of Gold Medal “
Insurance Premiums
Balance in Bank on 31.12.54

RECEIPTS AND PAYMENTS ACCOUNT (LIBRARY FUND) for the Year ended 31st December, 1954

£ s d.

By Balance on 1.1.54 .- 95 7 8
,» Donations . . .. 19 8 6
,, Legacy (Dr. Irwin Moore) 100 0 0
,» Transfer from General Account 8 6
£215 4 8

To

Transfer to General Account

Assistance in lerary a. Woolf)

Display Case

Books ..

Restoration of Busts

Cheque Book
Libranan of R.C.S. (servxces) .
Photographic Unit, Roy. Soc. Med ..
Design for Hunter Arms, R.C.S. ..
Miscellaneous Purchases, per Mr. Rudolf
Balance on 31.12.54 . .. .

£ s.
279 15
61 15

14 14
40 5

10

396 9

340 17

£ s d.

of

(=

218
205

[=2=1
[=X-2=)
-
o000

55

16
42

—
00N N\C
aoCown

-

28 12

22 0

326 3
£1,007 6

—
N
I
(8]
NN ownm =

1417 ©
500
815 0
717 0
500
4 0

1 10
220
500
7 311
158 4 9
£215 4 8

|
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BALANCE SHEET, 31st December, 1954

£ s d. £ s d £ s. d. £ s d.
Capital Account (General and Library)— Investments (at cost)—

As at 31.12.53 . 1,352 12 4 £620 0 0 21% Consohidated Stock .. 4% 0 O
Add: Excess of recelms over paymems on General £502 3 3 31% War Stock .. 53213 4

Fund for year ending 31.12.54 97 12 3 — 1,028 13 4

Add: Excess of receipts over paymcms lerary Cash at Bank—

Fund during year ended 31.12.54 e 62 17 1 General Fund . . .. 326 3 7
— 160 9 4 Library Fund ... 158 4 9

———— 484 8 4

Contents of Library and Museum . _———

£1513 1 8

£1.513 1 8

In the above Statement there is no amount stated as to the value of the Library and Personal Relics of John and William Hunter — the pecuniary
value of these cannot be expressed in figures; they are now insured for a sum of £3,400

DONALD C. NORRIS, Hon. Treasurer.

I have examined the above Accounts, together with the Books and Receipts of the Hunterian Society and certify them to be correct. The

Society’s Bankers (National Provincial Bank Ltd.,

the Securities mentioned above on behalf of the Society.

23, Wigmore Street, W.1) have certified the correctness of the Bank Balance, and that they hold

CECIL. WAKELEY, Hon. Auditor.
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TRANSACTIONS
OF THE

HUNTERIAN SOCIETY

FIRST DINNER MEETING

THE FirsT DINNER MEETING of the Session was held at the
Talbot Restaurant, London Wall, on Monday, 18th October, 1954,
with Dr. W. S. C. CoPEMAN, 0.B.E., M.D., F.R.C.P., in the Chair.

THE PRESIDENT delivered his PRESIDENTIAL ADDRESS entitled

“TWENTY-FIVE YEARS A HUNTERIAN”

You MAY THINK from my title, that I intend to turn garrulous in
my old age, and bore you with reminiscences of Hunterian parties
and personalities long past. It is true that in common with all
members, old or new, of this very live and friendly Society, I do
retain many pleasant memories of this sort; but these should only
be shared with contemporaries who can extract their full flavour.

My purpose tonight is to consider the wonderful things which
have happened in Medicine during the period of my long member-
ship of the Hunterian Society, which started in the year that
Coronach won the Derby !

Before I start on my main story I would like to mention one
or two of our para-medical activities, which seem to have increased
over the last few years. Of these, the acquisition of our unrivalled
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collection of Hunterian books and relics — mostly by our Curator
and Hon. Fellow, Mr. C. R. RupoLF — stands supreme.

A number of interesting and pleasant ceremonies have also been
held, and plaques have been affixed to buildings associated with
John Hunter, chiefly at our instigation, whilst only this year we have
presented his armorial bearings to the R.C.S. to grace their lofty
new hall.

These and similar activities form the cultural background of
the gradual increase in influence and appeal which our Society has
acquired in the wider field of civilised medicine.

Three years ago an interesting book was published in which
the Editor of the B.M.J. wrote in the foreword “ If we can succeed
in looking back over fifty years in order to put what we call
Medicine into some sort of framework, we shall get a better idea
of the direction in which Medicine is going ”. If this was true of
the first fifty years of this century, it is even more true of the last
twenty-five years. Once the torch of experimental medical science
had been kindled by the pioneer physicians and physiologists of
the early 1900’s, it flared into a flame of practical therapeutic
advance from about 1925 onward. This is a repetition of what had
happened 150 years previously as the result of JouN HUNTER’S
application of new methods to what had become, by then, a static
body of science.

Since it is exactly twenty-five years since I was first privileged
to join the Fellowship of this Society — I was admitted in October,
1929, the year after we had celebrated the bicentenary of the birth
of our “patron saint” —1 feel that I would like to address you
briefly on this theme. Now that you have done me the honour of
electing me as your President it becomes my duty to occupy an hour
of your post-prandial time this evening.

I have been looking through the records and Transactions of
the Hunterian Society, and although the publication of the latter was
only resumed in 1937, after a gap of twenty-three years, they show,
as | anticipated, that we have played a not undistinguished part in
furthering the presentation and acceptance of many of the major
scientific advances of the last quarter century; some of these I
propose to mention. Incidentally the frontispiece of the 1937
volume is a replica of the “ Loyal Address ” presented by us on the
Accession of the late KiNnc GEORGE VI and it is interesting to note
that the Honorary Secretary who signed it is now Her Majesty’s
Serjeant Surgeon. 1937 was also my first year on the Council, and
I well remember the thrill it was, when the invitation arrived.

VITAL STATISTICS. To return to my theme however, it is
relevant to notice that what are, rather obscurely, called vital
statistics, have shown a remarkable improvement over this period.
Infant mortality has halved itself, the death-rate from infectious
fevers has almost disappeared, and for tuberculosis it has fallen by
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70%. Although the expectation of life for people of my generation
is very much longer than it was for our grandfathers, we probably
do not yet quite realise the implications of the fact that the normal
expectation of life for the present generation of girls is now 75
years, and for the presumably more aggressive boys, over 70 years.
I am of course aware that Mr. Aneurin Bevan has publicly claimed
the credit for these improvements, but I believe, nonetheless, that
our profession can claim a modest share through the media of such
things as improved sanitation, Public Health services, clean water
supplies, many aspects of Industrial Medicine (which include
healthier working conditions), nutritional advances, and of course
the introduction of chemotherapy. In 1928 - 30, that once dreaded
complication of childbirth, puerperal sepsis, killed 154 mothers for
every 14 who died during the latest three-year period from this same
cause.

In no field, perhaps, have these recent advances in knowledge
and practice been more spectacular, than in the field of metabolism
and nutrition, where medicine and physiology have walked hand in
hand to the great and lasting profit of both. It may still be too
early to estimate the effect of this new knowledge on the improved
health of the younger generation, although, a comparison of the
health statistics of the troops engaged in the late war, in which
great attention was paid to the vitamin content and balance of their
food, with those in the previous war, provides convincing evidence
of the importance of these matters. The physiological adequacy
of the civilian rationed diet was also a marvel of planned know-
ledge. All this we owe, more than to any other one man, to the late
Sir Jack DrumMMOND, who gave us a wonderful summary of the
whole subject at our meeting in November 1947 (although it is
unfortunately true that food rationing did compel us to forego our
usual Annual Dinner in the following year!).

NUTRITION. The practical application of the science of
nutrition to the treatment of disease has also paid great dividends.
Let us for example remember the discovery by the Americans MiNoT
and MURPHY in 1926 that the then dread disease, pernicious anzmia,
could be cured by the ingestion of raw liver. This in turn led
CASTLE to demonstrate the role of the stomach in the genesis of this
disease and the need for his “intrinsic factor ”. This has more
recently led to the discovery of the specific action of vitamin B (12),
(which apart from its use in this disease appears to be regarded by
some colleagues now as a modern “cure all ”!) All this was also
the subject of an important meeting of this Society three years ago,
which marked thc advance in scientific, if not in empirical wisdom
since the days of our Orator of 1861, who is credited with having
coined the aphorism “ An apple a day keeps the doctor away .

It was almost as an afterthought of his work on vitamin B that
my tutor of Cambridge days, Sik RupoLr PETERS, discovered BAL
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during the last war, and so also conquered the erstwhile terrors of
metallic poisoning.

DIPHTHERIA.

One of the largest causes of death when I was a boy was
diphtheria. This is now quite a rarity and there are large com-
munities where the systematic immunisation of all school children
and infants, has caused the complete disappearance of this disease.
If this is not progress I do not know what is. I am proud to
remember that much of the pioneer work of this subject in this
country was done by my father, who was elected an honorary Fellow
of this Society.

CHEMOTHERAPY.

Since the time of EHRLICH (whose centenary year this is) we
have been searching for a synthetic remedy which would deal
directly and specifically with infecting organisms of all types. Until
the beginning of what I may perhaps refer to tonight as “ my”
Hunterian period, the only success which had been achieved was
with EHRLICH’S own ‘606 °, and with the use of quinine in malaria,
a discovery of the seventeenth century, which although impressive
was not infallible, and was rather toxic. The search for something
better culminated in 1926, (the first year of MORTIMER WOOLF’S
first Presidency — although this fact may not be relevant!) in the
synthesis of ‘Plasmoquine’ for the treatment of the malarial
parasite, and four years later in ‘Atebrin’. These improved
remedies got their full trial during the last war when Japan’s entry
cut off our supply of Quinine. Those who served in the Army of
the Middle East will remember what a full and searching trial it
was, and how well these new drugs came out of it both prophy-
lactically and therapeutically. Their success was, as the history of
the war which has been so ably edited by our distinguished fellow
Hunterian, S1r ZacHARY COPE, reveals, a major factor in the main-
tenance of our fighting strength. Since then ‘ Paludrine’ has come
on to the scene, and is I understand, even better and less toxic than
the drugs previously mentioned.

In spite of this, however, no success on similar lines had been
registered against invaders of a bacterial nature until 1935, when
it was reported from Germany that an aniline dye named ‘ Prontosil ’
would protect mice against what would normally have been lethal
doses of streptococci. Soon it was shown that the active principle
of this substance was sulphanilamide, and this was very shortly
subjected to what was one of the first large-scale controlled thera-
peutic trials ever devised. This was carried out by LEONARD
CoLEBROOK (who many of us remember during the last war for his
endearing habit, in defiance of Army regulations, of embellishing
his Brigadier’s uniform with fur-top boots!). He used cases of
streptococcal puerperal septiceemia at Queen Charlotte’s Hospital,
and the result proved dramatically the claims which had been made
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for this drug. Chemists then rshed in to the field, and by 1936
most of the derivatives with which we are now familiar had made
their appearance. First came ¢ Sulphapyradine’, described by Sik
LioNeL WHITBY, which successfully tackled the pneumococcus, and,
as was later discovered in practice, also the meningococcus and the
gonococcus. For this latter reason it acquired a value amongst the
natives of the Middle East which led to frequent armed robberies
of army hospital dispensaries in order to obtain it; I frequently
found it for sale “under the counter ” in the Baghdad and Cairo
bazaars at prices considerably in excess of its weight in gold! Then
came ‘ Sulphathiozole’, ¢ Sulphaguanadine’, ¢ Sulphadiazine’, and
¢ Sulphasuxadine ’ in rapid succession, each with its own special
advantages and disadvantages. These drugs were all of great use
in the early stages of the war; but before this field could be fully
exploited antibiotics had arrived.

ANTIBIOTICS. The story has often been told of the mould
colony which in 1929 had invaded a culture-plate in SIR ALEXANDER
FLEMING’s laboratory at St. Mary’s Hospital, and his partial explora-
tion of its properties. Just before the war FLOREY and CHAIN in
Oxford looked into this matter again, and succeeded in purifying
the active principle — penicillin — and advancing its therapeutic
application. Thus was born what SiR HENRY DALE has called “ One
of the main events in the whole history of therapeutic research and
its application”. The outbreak of war that year had much to do
with the rapidity of the expansion of this work from a laboratory
experiment to a large-scale commercial production, and the dis-
covery that not only could a wide range of bacterial infections be
controlled with its aid, but also certain protozoal invaders such as
the spirochaete of syphilis. There were still considerable gaps in
its “spectrum ” however, particularly amongst the gram negative
and acid-fast bacilli, but the stimulus of this work on penicillin soon
led to the production of a large series of other antibiotics; more
importantly WAkSMAN and his colleagues’ discovery of ‘ Strepto-
mycin’ which opened up new lines of attack upon the bacillus of
tuberculosis. Sir GEOFFREY MARsSHALL brilliantly summarised this
work and its most recent application before this Society four years
ago. As he pointed out, apart from the possibility of now curing
many acute generalised forms of the disease, it opens the probability
of eventually being able to deal successfully with those commoner
localised chronic lesions.

In the related field of immunology, who knows what the result
will be of the trials recently started in this country of mass B.C.G.
vaccination against tuberculosis, if they turn out as successfully as
has been reported in the Scandinavian countries?

Other antibiotics have since come thick and fast, some such as
¢ Chloramphenicol’ to fill gaps not adequately covered previously
— others of almost purely academic interest. The introduction of
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¢ Aureomycin’ seems to forshadow our victory over the virus
diseases which have hitherto appeared to occupy an impregnable
position. The application of antibiotic therapy to infective endo-
carditis and its triumphal outcome was vividly described to us by
PROFESSOR LOFFLER, himself one of the pioneers in this field, in
his Hunterian Lecture of 1952.

MEDICAL STATISTICS.

At this stage I want to inlerrupt my account of the new thera-
peutic substances which have so dramatically arrived during the last
twenty-five years, in order to say a few words about another type
of advance which has crept into Medicine during this period, almost
unnoticed at first, but which will, I am convinced, completely change
its face in the next few years. You may be surprised to hear that
I am referring to the science of medical statistics. These had of
course been in use for a number of years in the restricted fields of
Public Health and Social Medicine, but their introduction to the
clinical field of General Medicine occurred as the result of the
publication in 1925 by Dr. R. A. FISHER of a small book entitled
Statistical methods for Research workers, by which he really meant
agricultural research workers. However, the introduction of power-
ful specific drugs and pharmacological products about this time,
into the field of Medicine called urgently for new methods of
biological and other standardisation. Soon, as the result, young
men began to question the hitherto sacrosanct assessments of thera-
peutic substances and methods which had been, or were being, made
by their revered seniors on the basis of what they described as “ my
personal experience ”’; since such experience was obviously in most
instances based only on handfuls of uncontrolled cases and somewhat
unsystematised follow-ups. Apart from the resultant antagonism
of this older generation of empiricists, the new science had, and still
has, to face the instinctive contempt of the clinician, charged with
responsibility for the patient, for the statistician’s fundamental
approach to medicine through the group. Nevertheless, powerful
therapeutic weapons have now made the controlled clinical trial a
necessity for modern, medicine. Clinical experience with these new
methods and substances which the practising doctor learns by the
hard method, is something which should — and nowadays can —
be measured, not merely guessed at. I think a lot of us have in
the last few years recognised the great help which collaboration with
the medical statistician has given us in finding the answers to many
of our therapeutic problems. SirR HENRY DALE said recently that
Medicine itself is now in the process of becoming an experimental
science, but warned against too blind a trust in the laboratory and
the caleulating machine, as “the sick person remains an entity of
incalculable diversity ”. As practising doctors we will agree with
this, while endeavouring to build up our technical skill upon the
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new complexity of scientific knowledge. We shall hear more about
all this no doubt at our meeting next March.

ENDOCRINOLOGY. The last branch of Medicine at which I
want to glance, before I release you, is the sub-specialty of Endo-
crinology. Before I joined the Hunterian Society the only active
hormone principles we had available for use, were those of the
thyroid, and the medulla of the adrenal gland; while the discovery
of Insulin had co-incided with my twenty-first birthday. This latter
(not my birthday), was a landmark in the history of therapeutics,
and renewed the spirit of optimism and enterprise which had been
gradually fading from hormone research. After this the active
principles of other glands were extracted one by one — the para-
thyroid, gonads, anterior pituitary and the suprarenals; and their
inter-relationship painstakingly established. The anterior pituitary
was found to be the “leader of the orchestra” so that when in
1948 * Cortisone’ was discovered by DR. PHiLie HENcH (who has
been my guest at this Society) to be a new and potent weapon in
our fight against rheumatoid arthritis and some other inflammatory
diseases, it was immediately guessed, correctly, that the anterior-
corticotropic hormone (ACTH) would prove to be a therapeutically
adequate substitute. This is however a new chapter in which,
together with a number of Hunterian colleagues whom I see here
tonight, I am interested and privileged in helping to write; we shall
not be able to summarise this chapter for another year or two.

SURGERY. As regards the progress which “those hand-
maidens of the learned physicians — the base chirugeons” (as a
forebear of mine who was Physician to Henry VIII called them)
have made during my Hunterian period, I must leave to one of
them to tell you more adequately than I, some time. It is perhaps
significant to recall, that no further back than the year of my birth,
Mavo RoBson entitled his opening address before an International
Congress Surgery — The Great Adventure, and only twenty-five
years later, LoRD MOYNIHAN at a Hunterian dinner was able to
repeat his well-known maxim “ We have now made surgery safe for
the patient, and we must make the patient safe for surgery ”; the
most important trend since then has been towards the realisation
that surgical therapy consists in much more than the performance
of an operation by the best possible technique. You will remember
a brilliant discussion opened by SR HoracE EvaANs in 1949 in
which perhaps, he over-encouraged our surgical colleagues — they
don’t need very much!—to extend their spheres of activity still
further. He told them that he thought that evem some of their
present more terrifying procedures “nowadays carry far less risk
than do some of the more ordinary procedures of the physicians ” !
Surgery however now includes the personal prescription and actual
supervision by the surgeon of the post-operative period until such
time as the patient is delivered back to his original environment
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feeling well and if possible functionally improved. As a large
factor contributing to the incomparable improvement in the art or
science of surgery — and to a lesser extent medicine — during the
last few years, we must not forget the beneficial result of the mass
experience gained in the two world wars of our time — more par-
ticularly the last one. Out of much evil has come that much good!
These experiences have also I think lessened our previous over-
intense professional individualism, as the mass of specialist know-
ledge now available to us entails the necessity for team-work if it
is to be applied, as it must be, for the maximum benefit of the
patient.

CONCLUSION.

So I come to the end of my very broad outline, in retrospect,
of this exciting last twenty-five years. To recapitulate briefly, let
us look back to my first year as a Hunterian and see what we
physicians had then available in the way of really effective drugs.
There were purgatives in plenty, diaphoretics, analgesics, and heart
tonics — not much else of proven value. With these we could
relieve the more distressing symptoms of disease and reinforce some
natural functions. We had no thought though of being able to
remove, suppress or neutralise the actual causes of illness, and no-
one expected us to deal directly with the roots of disease (except
to some extent in the case of diabetes and pneumonia). The vis
medicatrix nature was however, as it always has been, on our side!

We have progressed now so far along the road of basic know-
ledge that we tend to regard the continued presence of such diseases
as are still out of our therapeutic reach as a reproach, and a
challenge. This is a true measure of the scientific advance which
has been made in this comparatively short period, during which 1
have had the pleasure and the stimulus of being a Hunterian!

VOTE OF THANKS

SIR ARTHUR PORRITT said that it was not his intention to discuss
the Presidential Address but only to propose on behalf of all that
crowded company a vote of thanks to DR. CoPEMAN for an Address
which they had enjoyed enormously. It was not easy to put into
perspective the years in which one was living; much easier to put
into perspective the years that were past. They had all known their
President for a considerable time and he had shown that evening
once again his very great erudition, his knowledge of his subject
and his great interest in history, appropriate to a Hunterian. He
himself had enjoyed the friendship of Dr. Copeman’s father, the late
Dr. S. MonkTON COPEMAN, who was a very great scientist and a
great doctor. It was pleasant to reflect that they had among them
that evening another generation of Copemans in the presence of DR.
aND Mgs. Joun CopeEMAN. This family tradition was something of
which they were all very proud, especially in a Society like this.
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Dr. CoPEMAN had said very little on a subject which was near his
heart, but the speaker knew of the hopes he had in the new cam-
paign against rheumatism. DRr. COPEMAN was a most fitting and
true Hunterian. He was in his proper place in the Chair of their
most friendly Society. There was nothing that the world wanted
so much to-day as friendship. It gave him great personal pleasure
to propose the vote of thanks to one who was a great personal friend
of his and of them all.

Dr. OswaLD SAVAGE, in seconding, said that to speak after Sir
ARTHUR PORRITT was a great ordeal, but there were two reasons
why he had been determined to be present that evening and why
he was so glad to second the vote of thanks. In the first place he
had had the great pleasure of working with the President for a
number of years and he had found it an enormous stimulus. To
follow Dr. CoPEMAN along some of the by-paths of medicine (this
included a visit to a Chicago night club) was an extremely enjoyable
experience. When one wanted to get the latest and most authori-
tative information on medical research — real inside information —
he could recommend them to go to their President. The second
reason why he was determined to be there that evening was because
he knew that he would hear a first-class address. Their President
was one of the foremost of medical historians. It seemed to him
that a Presidential Address of the character they had heard must
be extremely difficult 10 prepare. He had heard Dr. CoPEMAN give
a previous Presidential Address to another society, when he gave a
brilliant survey of the hospital situation. That evening his survey,
equally brilliant and entertaining, had been more personal. It had
covered his years in medicine, and in delivering it he had laid them
all under a debt.

The vote of thanks was accorded by acclamation and although
an invitation was given for discussion, no discussion was
forthcoming.

-
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HUNTERIAN SOCIETY

DISCUSSION MEETING

“ THAT LITIGATION IS NOW THE PATIENT’S BEST FRIEND ”

A meeting of the Society was held at the Apothecaries Hall,
Black Friars Lane, Queen Victoria Street, E.C.4, on Monday,
15th November, 1954, when the subject for discussion was “ THAT
LiticaTioN 1s Now THE Parient’s Best FrIEND.” About 3C0
Fellows and guests were present.

The Chair was taken by the President, Dr. W. S. C. CoPEMAN,
who, after introducing the speakers invited MR. JusTicE McNAIR to
preside.

Mr. JusTicE McNAIR, in taking the Chair, said that he had just
come from a most admirable dinner at which the President and
Council of the Society had been the hosts. The hospitality was so
excellent, that it had reminded him of the physician who declared
of one of his patients, that he had too little blood in his alcohol
stream. He then called upon the speakers for and against the
motion, and said that he would give some kind of summing-up at

the end.

For TAE MotIioN

His Honour Jupce Sir Epcar T. Dare: It is my privilege
to-night to ask you to vote for the motion “ THAT LITIGATION IS NOW
THE PATIENT’S BEST FRIEND ”. [ am very glad the Chairman has
prepared the way for some possible hesitation in presenting such
a topic, and I hope you will excuse any difficulties we may have in
introducing it. In proposing any motion of this sort it is well to
clarify what we mean by our terms. There are several implications
in this motion which I have had to consider very carefully. That
litigation is now the patient’s best friend. That seems to suggest
that litigation is a better friend to the patient than the doctor is.
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I think we must bring in the doctor here. We must consider the
results of the litigation as compared with the results of doctor-care.

The next implication is this, that if litigation is the patient’s
best friend, then litigation is not the doctor’s best friend. That
seems to be admitted. I was looking at the HUNTERIAN SOCIETY
TranNsacTIONS of 1952 -53 and I was interested in MR. DicksoN
WRIGHT’S observations about the relation of judges and doctors.
The conclusion I drew from reading the passages was that I would
rather have Mr. Dickson Wright on my side than against me. He
suggested that judges have never liked the medical profession and
that they showed a certain waywardness in medical matters.

The next thing is that litigation is now the patient’s best friend.
There is some importance in the word now. It seems to raise the
question whether litigation figures more largely now in medical
matters than it used to do. For whatever reason, the claims against
the medical profession have gone up by leaps and bounds in the
last few years. I saw it was stated in the House of Commons that
the amount of damages awarded against the medical profession in
1948 - 49, when the National Health Service came in was £7,550.
By 1951 it had risen to £38,536; by 1952 to £106,574, and by 1953
to £152,598. In 1954 1 have no doubt it will be a quarter of a
million. That is because the patient has realized that litigation is
his best friend.

Everybody knows that the medical profession is a dangerous
one. [ was reading some notes by Dr. RoBerT FoRBES and Dr.
NoRrris, the latter a very old friend of mine and incidentally the one
who is responsible for my opening this debate; they put forward
a list of cases in which doctors had been mulcted in heavy damages.
It surprised me to learn that there were so many cases in which
the patient seemed to go into the arms of litigation rather than into
the arms of the doctor, and heavy damages were awarded in some
of them. There were, of course, cases in which an absent-minded
surgeon had cut off the wrong limb, but probably the most interest-
ing case in the series, was that in which a doctor who had a
troublesome patient, had certified him insane; that cost the doctor
or the medical profession some £20,000. DRr. FoRBEs says that the
only way in which doctors can sleep at night is by being fully paid-
up members of some medical defence organization, which is all very
well for the doctor, but what about the patients? It is not only in
relation to lack of medical skill that the patient has the advantage
of litigation. I recall a remarkable case in which the Westminster
Hospital was concerned. Mrs. W. had a son lying in Westminster
Hospital and she went to see him. She was not satisfied with what
she heard, and so she asked to see the surgeon who was dealing
with the case. The surgeon had a little room near the ward where
such conversations took place. He went into this little room, sat
himself at the table, and invited the lady to enter. The room had
been newly painted and the floor polished, and when Mrs. W. came
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in, eager to hear what the doctor had to say, she trod on a loose
mat which slid along the polished floor and she fell and broke her
leg, doing herself a great amount of injury. All the best surgeons
of Westminster Hospital were brought in. There was litigation, and
it was decided that a slippery floor with a mat which was not nailed
down was a trap for any person and that she was entitled to
damages. That was a typical case in which the “ friend ” came in,
the friend litigation.

But one must not suppose that the judge is always against the
doctor. There was the recent case of ROWE v. MINISTRY oF HEALTI
in 1954. The patient had to have an operation and a particular
anzsthetic was used. The result was permanent paralysis for the
unfortunate patient; a very sad result. LORD JUSTICE SOMERVELL
said in relation to that case that the fact that something had gone
wrong was very often no evidence of negligence (very comforting
for the medical profession), and Lorp Justick DENNING observed
that we must not condemn as negligence that which is only mis-
adventure. So the judges take a very broad view about the medical
profession. Nevertheless there is the other side to it. The best
friend of the patient still remains litigation because in many cases
the doctor does fail and cannot help failing, sometimes, for what
was not his own fault, and sometimes for what was.

That brings me to the last example I will quote as showing
that litigation is the patient’s best friend. It relates to a case in
which I was engaged many years ago. A steamship came into the
harbour at Port Said and hanging over the rail of the ship were
two pretty girls looking at the dancing waves, the sunlight on the
water, and the boats bobbing about. It was a very hot evening,
and a man called Culpeck, whose duty was down in the bowels of
the ship, felt that he wanted some fresh air. He climbed the
companion-way and as he did so an Egyptian climbed a rope ladder
up the outside of the ship with a view to landing on the deck. There
was some brawl and the Egyptian used foul language. Mr. Culpeck,
who had now got on deck, heard it and called out to him to get off
the ship. The Egyptian bared his glittering teeth and was on the point
of striking him when Culpeck landed the Egyptian a terrific blow on
his shining teeth, which blow was returned and Culpeck had a severe
cut which was followed by septicaemia; for some time he lay between
this world and the next. The question of litigation came up and
the claim was put forward that this ““accident” arose out of the
man’s employment, for although he was actually employed in the
bowels of the ship, he was entitled now and then to seek fresh air
on deck. The court of first instance dismissed the claim, but in the
court of appeal I still remember the wise words of LoRD JUSTICE
ScrurToN: “In my opinion that man was injured by accident
arising out of his employment.” So once again litigation proved
to be the patient’s best friend.
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AGAINST THE MOTION

Tue Hon J. R. CummiNG-BRUCE (who deputised for Mr. Hylton-
Foster, Q.C., M.P.) said: It is at any rate gratifying to be intro-
duced as a hitch in the proceedings. The first thing I knew about
my duty this evening was when the new Solicitor-General got into
touch with me a few days ago and said, “ Look here, you know I
am a public figure now ” (that is what he said or might have said)
“and being a public figure it is as much as my life is worth to put
myself forward in public in the presence of so many people who will
have such unlimited opportunities of destroying me.” He was not
prepared to fulfil his part as the chief opposer of this motion, and
here I am as a result, at very short notice.

The first time — or almost the first time — I came across the
medical profession in litigation was concerned with an unhappy
occasion when somebody had drunk about three-quarters of a bottle
of furniture polish and within a few hours — and this can be con-
firmed by a very distinguished person whom I see in this hall —
he developed the most lamentable symptoms which later turned out
to be a horrible disease the name of which I had to look up, and
which I cannot now remember, but it was something like * dermato-
myositis ”. The question was whether the drinking of the furniture
polish had anything to do with this unpleasant disease, which I
was advised was usually incurable; at any rate the patients did not
enjoy having it unless they had the opportunity of litigating about
it afterwards. I started looking up encyclopadias, and then I came
upon the name of JoHN HUNTER and found that one of his earliest
pieces of advice when someone consulted him — a member of his
profession — was; “ Why think about it? Why not experiment? ”
That, I suppose, was a very sound medical dictum, and accordingly
I gathered in my chambers a most tremendous collection of medical
luminaries, the greatest physicians in this particular branch. They
gave the opinion that drinking three-quarters of a bottle of furniture
polish could not do anybody any harm at all. It was just one of
those things that you drunk. I listened to all this with increasing
astonishment and eventually I thought, “ This is a case for practis-
ing the precept of John Hunter.” 1 gazed at those great luminaries
of your profession and I said, “1 see nothing difficult about this
case at all. You are all perfectly confident in your opinion. The
only difficulty that arises is to persuade the judge or jury that your
opinion is right, and again I see do difficulty about that. You can
all go away, you can each drink three-quarters of a bottle of furni-
ture polish, and can come back and give evidence in the witness-
box in three months’ time that the furniture polish has done you
no harm.” They did not take very kindly to that idea, but Dr. A.
H. DoutHWAITE, I do not think he drunk it himself — got about a
dozen of his students to do so. He later produced what in litigious
circles is called a proof of evidence, with pages of description of
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how all these innocent young men had drunk — not without making
some observations which I dare not repeat in this assembly —
quantities of this foul mixture, indicating that he was prepared to
produce them all at the trial as exhibits. The strangest thing about
the case was this, that it went to trial, and the learned judge listened
to the whole case with enormous interest and indicated his disbelief
that furniture polish could have been in the bottle at all. It
appeared that the bottle after all had not contained furniture polish,
so that finally it was quite unnecessary to give any evidence concern-
ing the consequences of drinking this horrible stuff, and the dozen
living exhibits were sent home. What they thought about it I do
not know, but that all goes to show that litigation in that case was
certainly not the friend of the patient, who lost his case because
furniture polish had nothing to do with the disease at all. The
lawyers all got handsome fees and the living exhibits had at least
the satisfaction of having received some good advice about drinking
horrible concoctions. No light at all was thrown on the problem
which for two years I had been investigating.

One of the lovely things about the law is that it lies in the
breast of H.M. judges, and it is with some diffidence that one comes
to a meeting of this description, and suggests what lies in anybody’s
breast. How, in this meeting, can a mere lawyer dare to make any
such suggestion? However, the legal proposition is that in the
breast of H.M. judges, including that of my distinguished opponent
who has just spoken, lies the law. There is one fascinating com-
plication of that simple proposition. A member of the Bar is
charged with the duty of advising a solicitor what the law is going
to be pronounced to be, and what the result of a case is likely to be;
while the solicitor has the delicate task of predicting to the client
what the result of the proceedings will be. Thus the first problem
that a member of the Bar has to face, is to say exactly what lies in
the breast of the particular judge before whom he is likely to appear.
That is made more interesting because at the time of giving the
advice he does not know which judge it is going to be.

The next thing about the problem is this, that in relatively
recent times an appeals institution has been developed by Parlia-
ment, the Court of Appeal, and in the Court of Appeal there sit
three Lord Justices, all of them one up on the ladder. This Court
of Appeal has been functioning now for something like 70 years,
and we have learned that the occasions when all three of them have
exactly the same law lying in their breasts, are very few. Finally,
there is the House of Lords, where we have, not three learned Lord
Justices, but five Lords of Appeal, so that when you advise what is
going to happen in litigation you have to advise about the law that
lies in the breast of at least three of the five Judges in the House of
Lords. Again, the occasions when the law residing in the breast
of the majority of the House of Lords coincides with that which
lies in the heart of the majority of the court below are not always
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easily predictable. All this lends great joy to the problem of
advising, with complete certainty, a highly trained scientific and
medical litigant who has been brought into court by some patient
enjoying the amenities of the Legal Aid scheme, which means that
he will not have to pay the costs of any of these stages of litigation.
In that situation one has to explain to the doctor what exactly is
going to happen in the House of Lords.

There have been letters in the Times and in the medical journals
to the effect that the law, with regard to the doctor, is in the most
appalling state of muddle, that doctors are not safe, and that nobody
ought to take the job of casualty officer in a hospital in case the
judges “do him down ”. A very distinguished judge said only the
other day, that in a hospital where people go for treatment, there
is always a risk, whatever care is exercised, and that it would be
very bad law to say that because a mishap occurs the doctor is liable.
It would be disastrous for the community. It would mean that a
doctor examining a patient or a surgeon operating in a theatre,
instead of getting on with his work, would be for ever looking over
his shoulder to see that someone was not coming up with a dagger.
The judge I have quoted went on to say that a lawsuit against a
doctor was indeed like a dagger aimed at the doctor’s back, because
the doctor’s reputation was as dear to him as his life. When 1
thought about what I was going to say this evening this awful
difficulty occurred to me, because if judges take such a view as 1
have just quoted how can I seriously argue that the doctors are not
safe when they come to the forum of the court? I think there is
solid sense in the present position which may perhaps alleviate the
anxiety of the house-surgeon and the casualty officer who have not
seen the picture changing in the last twenty years as some of you
have done. The law as propounded in the breast of that judge does
undoubtedly represent the view of the law taken by H.M. judges.
To suggest that lawyers as a class, or judges in particular, are liable
to regard every small twopenny-halfpenny mishap as being some-
thing which is to the discredit of the doctor, is wholly unfounded.
Therefore the litigant, who, on the basis of a mishap expects to find
a verdict given in his favour merely because the mishap has
occurred, has got a wholly misplaced confidence in the law. Those
doctors who are apprehensive that the event of a mishap will place
them in real peril in the courts are entertaining a wholly unfounded
fear, the kind of fear that you doctors and surgeons frequently tell
your patients they should not entertain, and are fools for
entertaining.

The position is very difficult at the moment, and I rather
welcome this opportunity of standing up here to say that I think
there is a kind of neurosis in the junior branches of the medical
profession concerning the risks they run, simply because they are
liable to be brought up before the courts, like any other human
being.
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If litigation is not the best friend of the patient I suppose the
answer must be that there is some other way in which the patients
can resolve their problems with their doctors, without resorting to
litigation. The real difficulty that I have to meet to-night is this.
Litigation from the doctor’s point of view is not a good thing, and
from the patient’s point of view it is not to be considered a good
thing either, so presumably there is some other way in which the
patient can solve his problem. Can it really be that it is in the
patient’s interest or anybody’s interest to resort to what I call a
bogus tribunal? During the last ten years there have been
developed, vast numbers of extraordinary tribunals outside legal
procedure for trying issues between various bodies and the subjects
of the Crown. I know that there are strong feelings on this matter,
and that many think there should be some sort of tribunal in which
doctors, for instance, could sort out their difficulties with their
patients. But one thing which all lawyers have noticed about these
extraneous tribunals, is, that although they may be very quick in
their decisions, and from the lawyer’s point of view, lamentably very
cheap, they all have one or two factors in common. The lawyer’s
business is regarded, by lawyers at any rate, as primarily to dis-
cover what the facts are that everybody is arguing about, and three-
quarters of the time in medical cases, as in other cases, is taken up
in trying to sort out the situation where somebody, probably with-
out dishonesty, is wholly misrepresenting what the doctor did or
said. These tribunals are usually deprived by statute of the assis-
tance of any lawyers at all.

Ever since the time of DiCKENs the lawyer has been regarded
as something of a scoundrel, just as the judge is, quite rightly, re-
garded as being almost super-human, and apparently no-one is pre-
pared to bridge the gulf between the judge and the lawyer. Itis a
fact that all these special administrative tribunals are always un-
equipped, or far less well equipped, to deal with the problem than
the ordinary courts of law. It is a complete fools’ paradise from
the patient’s point of view to suppose that there is any short cut
to the sorting out of these difficulties concerning medical mishaps
and the like.

I read the other day a most entertaining article concerning two
very unreasonable patients, both of whom had been paralysed from
the waist downwards as a result of spinal anzsthesia, for a relatively
minor operation. They were very discontented about this paralysis
and sued their doctors. This recalled a case a couple of years
before in which a lady had had a little trouble with varicose veins;
she had gone into a hospital and the veins had been sewn up or
dissected or whatever is done, and something had gone wrong. This
was in the summer holidays. Two months later she was in hospital
when somebody came along, pulled the blankets back, and found
the leg in a condition which necessitated operation. This operation
took place under spinal anazsthesia, and she had the same sort of
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paralysis downwards which continued permanently. She sued
everybody in sight. She sued the person who had interfered with
the varicose veins, and she wanted to bring in the anesthetist who
had stuck in the needle. The case took about a fortnight, and it
was argued whether the ansmsthetist’s needle had anything to do
with it. Everybody seemed to agree that the ansthetist had done
something which he should not have done. Therefore I was fasci-
nated when I read the article I have just referred to, which described
how a minor surgical operation had been followed by a wholly
unexplained paraplegia. This lady was about to sue the ansthetist
who had stuck in the needle for the spinal anesthetic, when some-
body told her that after all she had not had a spinal anwmsthesia
at all, but an general anasthetic, and her whole case was destroyed.
That is a fairly good illustration of how seriously weighted the odds
are against the patient, for it turned out that the doctor had never
done the thing complained of at all.

Under the repeated direction of the judges it is becoming clear
that the fact that there has been a mishap does not entitle the patient
to enormous damages. Those who think that there is a short cut
to the facts of the case by introducing a special panel which is not
perhaps highly equipped in getting at the facts are deceiving them-
selves; such a procedure is not likely to help the doctor or the
patient. For some reason there seems to be a feeling that patients
have an advantage because the costs are paid by the state whether
they win or lose, and that the patient can have a crack at his doctor
without having to pay for it. The doctor will be dragged into court
and have to pay up, or his insurance society will have to pay up
on his behalf, and at any rate his reputation will suffer. I think
the doctors have the last word there.

About three months ago a clerk in a lawyer’s office had some-
thing wrong with him and he went to the hospital. He had to fill
up a form which disclosed that he was a barrister’s clerk, where-
upon a deadly silence fell upon the casualty department, the porter,
the nurse, and the house-surgeon alike. As he lay behind the
curtains, while the people were deciding what was going to happen
to him, he overheard these words, “ This fellow is a lawyer’s clerk.
Now we have got our chance to get our own back.” It was very
painful for this individual, but he came out alive and greatly im-
proved in health. He had had it brought home to him that the
members of the public are going to be greatly imperilled if doctors
think that litigation so imperils them that they are never safe.

On account of these highly irrelevant considerations, strung
together without even absorbent gauze or wire, I oppose the motion.

For THE MoTION

Dr. W. J. O’DoNovaN said that all that any of them might say
that evening was apt to be queered by a wicked Irishman whose
name was George Bernard Shaw, who wrote a play called The
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Doctor’s Dilemma. As a result, he taught the younger students in
the universities that members of the medical profession were weak
in intellect, poor in experimental science, very cunning in their
professional work, and quite fond of making experiments on
animals. That was a very good racket. From this it followed that
a power, which they were held not to deserve, was taken from the
doctors and placed in the hands of administrators, who became
No. 1, whilst the medical profession became No. 2 in health matters.
The medical profession was traduced. It was regarded as cruel in
its intentions, and out to obtain a great deal of money from the
innocent public. There was a time when the people of England
hoped to have their reward in heaven; now they wanted it in the
welfare state, and anyone in the medical profession whose action
by any chance shortened their lives, took away some of their
pleasure and reward, and should be punished because they had no
hope of anything after they were dead, and wanted all that they
could get in this life. In the old days the doctor was regarded as
a friend. When people called for his help the doctor gave it freely,
day or night, without delay, and thus the doctors took to themselves
the medieval character of priests, and the priests could not be under
the law. In these days the public had come to do without the priest,
but they still expected the doctor to supply his place, though with-
out any odour of sanctity or any protection. The doctor was the
best substitute for the priest that was available in this country to-day.

The public were inclined to judge a man who devoted his life
to good works by that old standard of Goldsmith’s parson who was
“ passing rich on £40 a year ”; if some of them made a fair income
they were too often regarded as defaulting tradesmen.

Docror O’DonovaN then proceeded to speak of lawyers, first
mentioning his experience of juries. The manual labourer who
had a lawyer, or a trade union behind him, always found an indul-
gent hearing, but if the litigant had soft hands and wore a white
collar it was astonishing how critical a jury could be. With regard
to judges, he said that our judges were singularly honest, for they
realized that doctors, all of them, had had a training and discipline
quite different from the training and discipline of the law. Doctors
practised their profession as their forebears did, with no object
except to carry out what was traditionally their calling. If there
were the careless amongst them, they were grateful that the careless
one should be shown up, and if necessary punished. The tradition
of their calling in the great majority of cases was a sufficient insur-
ance of integrity. It should be remembered, moreover, that if they
did not have resort, when necessary, to H.M. judges they would be
under the direction and control of civil service tribunals. The
lawyer practising law, which was as old as Abraham, was far more
experienced than the politician who had suddenly got into a job
in his old age when he had nothing further to do. He begged that
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the judges should be allowed to continue to deal with these cases.
If the public turned their minds away from good judges and good
lawyers, then they would have tribunals which were useful to the
politician in a hurry, but would work to the great disadvantage of
. the profession and the community.

AcAINsT THE MoOTION

Dr. K. R. McFADYEAN, who opposed the proposition, remarked
that some months ago the secretary of the Society asked him to take
part in a debate on the subject, “That Medical Litigation is
@ Menace.” He replied that he would be very pleased to do so,
but he had received no intimation of the altered form in which the
proposition was now put to the meeting. He himself had been
living in retirement for a number of years, and his knowledge of
the law as it related to medical practice, was therefore not up-to-
date. After some humorous observations on the new coat of arms
of the BM.A., DR. McFADYEAN said that general practice was the
backbone of medicine in this couniry, and yet everything had been
done to push the general practitioner out of all that had to do with
medicine. The general practitioner should be brought back, and
more closely integrated with the work of hospitals, in order that he
might take his proper place in health services. He had spoken of
the general practitioner as the backbone of the National Health
Service, but in fact, owing to his exclusion from hospital, he was
no more than a “slipped disc.”

The idea that litigation was the patient’s best friend was some-
thing that drained the patient’s spirit of hope and gratitude.
Litigation and legal aid were not synonymous. The truth was that
both helped to deprive the general practitioner of his rightful place
in relation to the patient. It was said that the priest saw the patient
at his best, the lawyer at his worst, but now apparently both the
priest, and the doctor, had deserted the patient and left him to the
tender mercies of the lawyer. Litigation as far as the patient was
concerned was where it was twenty years ago, when the proper
function of the hospital was laid down. Whatever might be said
about litigation, it was now no more the patient’s best friend, than
it had been in the ’thirties. He appealed to the members of the
medical profession in that hall, who had any faith in the divine
spirit, to refute by their votes the allegation that litigation could
ever be a friend. The opposer had wanted to alter the motion and
to make it read not that “ litigation is now the best friend ”, but
that “the results of litigation are now the best friend”. He was
dissatisfied with the motion, and he hoped that the rest of them were
equally dissatisfied, and would throw it out.

Mr. ALex RocHE suggested that there had been something
wrong with the law in dealing with medical cases. The amount of
money awarded against doctors and hospitals was increasing year
by year, and there appeared to be no reason why it should not go
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on increasing. Surely it would be fairer if the surgeon were
rewarded, say by a sum of £5, each time he did not leave a swab
behind in the operation wound !

SUMMING-UP

MRg. JusTicE McNAIR, from the Chair, then summed up. It
had been stated at the beginning of the meeting that only a broad
summary of his remarks should be reported.

Mr. Justice McNair confessed that he had had some difficulty
in ascertaining whether certain of the speakers were speaking for
or against the motion. He had not himself any strong personal
views on the matter, even if he knew what the motion meant,
but one or two thoughts had passed through his mind during the
debate. No layman (that is to say, no non-medical man) who had
been in contact with the medical profession during the last few
years could have failed to be distressed at the quite obvious concern
which the medical profession had been feeling on this subject of
litigation. He believed that the medical world had got this problem
badly out of proportion. They had come to regard every patient
as a potential litigant, and every patient who did embark on an
action, as making an attack on the integrity of the profession. To
say that every patient was a potential litigant was nonsense.
Doctors could be completely protected against any claims, and they
had a legal service to advise them for an annual premium of some-
thing like two guinecs a year. For less than 1d. a day, a medical man
could insure himself against any risk of being involved in litigation.
The risk was infinitesimal.

The medical profession was also wrong if it thought that an
action was an attack on the professional integrity of the doctor; it
was wrong to suppose that there was any element of punishment
in litigation. When a judge heard one of the extremely rare medical
tragedies, which had resulted in disaster for the patient so that the
man had lost his earning capacity, or the family its breadwinner,
it was a matter of economic necessity, and not of punishment for the
doctor. The people concerned were forced to bring proceedings
against the medical man as against any man who was the cause of
similar injuries. It would be injurious to the medical profession
if they were placed in a privileged position, different from other
members of the public, if they were not held answerable, should
they fail to show the ordinary skill which they professed. If the
medical world could bring itself to believe that these actions were
not brought in any punitive sense at all, but to meet a genuine
economic need, it would view the problem in a much more realistic
way.
y He hoped that nobody present would think that he under-
estimated the anxiety and pain that must come to any medical man
who had to appear in court and justify his actions. The procedure
in court was in no way punitive, and the verdict did not make the
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slightest attack on the competence of the medical man. No-one
exacted from a medical man an unreasonably high standard, but
only ordinary competence, and skill.

The case against the doctor might serve the aims of the medical
profession itself. Some of the cases, quite properly, had the effect
of publicising generally, some quite unrecognised defect in the
accepted technique; or the litigation might have the result of en-
forcing a good technique, which was not generally known. He had
no doubt, that in the field of industrial safety, tremendous progress
had been made in the interests of factory workers, largely as a result
of litigation brought in the courts. The litigation had had the result
of pointing out dangerous practices, and developing Dbetter
;iechr;iques of safety. Might that not also be the case in the medical

eld?

The last observation he had to make, was, in spite of what had
been said, he thought that medical men could be certain, in going
to court, that they started with a tremendous fund of sympathy in
their favour. It was well known how easy it was for the best pro-
fessional man to make a mistake and that atmosphere of sympathy
was of great value to the medical profession. There had been cases
where that sympathy had been lost because, by some scruple of
professional etiquette, the doctor had failed to get on his side com-
petent medical advice. It ought to be a matter of professional
etiquette that if a patient wanted another opinion he should have it.
Again, there should not be any feeling that a medical man who gave
evidence against a brother medical man was doing anything wrong.

Medical men and women had the privilege of pursuing the
greatest profession in the world. Men and women came to them
in times of distress and illness, and it was their privilege to be able
in the vast majority of cases, to relieve them of that pain and
distress. As the field of medical knowledge extended, the area in'
which medicine was unable to give relief diminished. Was it really
too great a price to pay for that privilege if, from time to time,
medical men were called upon to face the ordeal of explaining to
a court how a particular disaster had occurred? He could not think
it was too great a price for the great privilege they exercised in the
practice of their art.

The motion “ THAT LITIGATION Is Now THE PATIENT’S BEST
FRrIEND 7, was put to a show of hands and lost by a very large
majority.

VOTE OF THANKS

Dr. W. S. C. CopemaN, the President, thanked Mr. Justice

McNair for presiding and for his able summing-up. He recalled the

days when they were both at Cambridge together and spoke of the
great esteem in which he held him.

Dr. W. GORDON SEARS, in proposing a vote of thanks to the
speakers, said that they were very grateful to their old friends
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Dr. O’DoNovaN and Dr. McFApYEAN, for having put the medical
point of view, though from opposing sides, and particularly grateful
to their legal friends for having given up time to enlighten them
from the legal angle. He wished they had had a little more time
for discussion, because there were many aspects of this problem on
which they had not touched. The legal profession as a whole were
very satisfied about all this, but doctors were liable to find them-
selves in court as a result possibly of some legal advice given to a
patient. At the same time lawyers were not shot at for having given
inappropriate advice, or for having lost an action on behalf of a
client. There was no doubt about the increase of litigation, and
he thought they were all very worried atout the “legal aid”
situation. Perhaps it would be straightened out, but it seemed to
be “heads I win, tails you lose”. Every fair-minded doctor, if he
had made a mistake, was prepared to face the consequences. Very
often the press seemed to stress these cases, and to bring a lurid light
to bear upon the proceedings. They put forward the things which
they alleged the doctor had done wrong, but the doctor’s side of
the matter was not always fully reported; if the doctor won his
case very little was said about it. That was the sort of thing which
rather perturbed him. They had had a lot of light-hearted talk
that evening, but this was a serious matter; it was not only to be
viewed from the monetary angle, but from that of loss of time and
reputation. The law, however, was the embodiment of everything
that was excellent, and therefore he knew that the whole company
would join him in thanking all the speakers for their contributions.

MR. ALEX RocHE briefly seconded, saying that though doctors
might be skilled in killing and in curing, when it came to the use
of words, they must yield the palm to the lawyers.

The vote of thanks was accorded by applause, and the pro-
ceedings terminated.
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HUNTERIAN SOCIETY

DINNER MEETING

“ SHORTNESS OF BREATH”

A DINNER MEETING of the Society was held at the Talbot
Restaurant, London Wall, on Monday, 13th December, 1954, with
the President, Dr. W. S. C. CoPEMAN, in the Chair.

THE PRESIDENT stated that one of their old and most respected
members, Dr. W. J. O’Donovan, was very seriously ill and he was
sure they would like a message of deep sympathy to be sent to him.

THE PRESIDENT went on to say that the subject for the evening’s
discussion was “ SHORTNESS OF BREATH”, an extensive subject
which the Council had arranged should be approached from a wide
angle. They had first of all their old friend SR ADOLPHE
ABRAHAMS, who was not merely a physician of the very greatest
distinction but also himself had been an Olympic runner. The
second speaker would be Dr. MicHAEL WARD, who had accompanied
the Mount Everest Expedition as their medical officer. Then they
had another distinguished physician in DR. NEVILLE OswaLD of
St. Bartholomew’s Hospital.

Sik ADOLPHE ABRAHAMS said that they would agree with him
that to embark on the definition of a term was to invite discomfiture.
“ Shortness of breath ”, everybody thought he knew what that was.
There were many scientific terms in use in this field. * Dyspneea ”,
difficult or laboured breathing for example, but he was anxious that
in his own contribution he should avoid anything of a pathological
nature. There were terms which meant greater depth of breathing
and greater frequency of breathing. Breathing could extend to as
many as 150 respirations per minute. He interpreted his invitation
to that debate as an invitation to speak about the physiology of
breathing.

We breathed, of course, primarily to obtain oxygen in the
tissues and to eliminate carbon dioxide which was formed as a result
of metabolism. Breathing also played some part in maintaining
equilibrium and had something to do with the dispersion of heat,
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but in respect of the human being that was a trivial matter which
could be completely disregarded. At rest one breathed in about
200 - 260 cu. cm. of oxygen per minute, roughly equal to 1 cu. metre
of air. With exercise the demand for oxygen was greatly increased;
it might even be increased to the enormous extent of 160 times, or
40 litres of oxygen per minute. The respiratory exchange was also
stimulated through the chemistry of the body with alterations in
CO? and the hydrogen-ion concentration of the blood. As with all
the medullary centres, emotional stimulation played a part, and in
the case of respiration it was known that even in anticipation of
exercise, the respiration was often considerably increased long
before the need for such increase actually occurred. In these
circumstances there was no impingement upon the consciousness;
one was quite unaware of the increase in the respiration.

There were other factors in respiration, apart from the breath-
ing of oxygen, which were of some importance. He had often been
impressed by the remarkably small thoracic excursion in runners.
Presumably abdominal respiration through the diaphragm had a
very important bearing on the matter. A great deal of the
phenomena of respiration depended upon many and various factors,
the importance of alveolar diffusion and the very great importance
of the bio-chemistry as regards the maintenance of alterations which
could be effected with variations in carbon dioxide on the acid or
the alkali side. These were very complicated matters.

Alterations in blood pressure affected respiration, but there
was a certain amount of difference of opinion as to what the blood
pressure did in certain cases, and a difference of opinion also, as
to the precise effect that oxygen deficiency might have. Suffice it
to say that it was generally accepted that it was the carbon dioxide
which was the important stimulant, though even that, he believed,
was doubted to a certain extent by some physiologists.

He returned here to his earlier statement that at rest a person
breathes 260 cu. cm. of oxygen per minute, and that that require-
ment was considerably increased with exercise. Up to a certain
point one could produce sufficient oxygen to deal with the lactic
acid because it was the breakdown of sugar in muscular contraction
which had subsequently to be oxidised. In moderate exercise
3.5 litres of oxygen per minute was a quantity which a good
Marathon runner could deal with, and so far as oxygen supply and
utilization were concerned that was enough, but of course there were
other things which entered into the problem on which, under the
present terms of reference, he need not comment.

When it came to really violent exercise the demand for oxygen
was enormously increased. The amount of oxygen required to run
100 yards in ten seconds was approximately 57 litres. One Gm. of
lactic acid could be dealt with by 6 litres of oxygen. Let it be
supposed that in 100 yards 40 grammes of lactic acid were generated
and required oxidation. During ten seconds the maximum amount
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of oxygen that could be absorbed was 800 cu. cm. and during a
100 yards race it was not infrequent for the runner to abstain from
breathing altogether. The greatest oxygen debt was something of
the order of 80 litres, and it was difficult to realize that really great
runners could accumulate sufficient lactic acid in only 30 seconds
to correspond to that amount of oxygen which, according to the
calculations he had made, represented 108 Gms. of lactic acid or
nearly 1 lb. Of course, that was very exceptional. The limit of
extreme tolerance was only half a minute and that was borne out
by practical experience.

He next turned to the interesting story of “second wind ”.
It was a common observation among athletes that the early dis-
comfort in breathing would pass off and be succeeded by a sensation
of comparative comfort. There were certain features with which
he did not need to deal concerning the symptomatology of this dis-
comfort. In succession to respiratory discomfort there occurred
what was termed a second wind; this was a very variable pheno-
menon, variable, with regard to time of onset and development, but
on the whole it was fairly constant in each individual. He was often
asked to explain the second wind and he could say that his answers
gave rise to considerable contention, but the fault lay with the
nomenclature. The “second wind” was a concrete entity, some-
thing which was ponderable, measurable, and visible; all that it
meant was that they had selected a convenient term for the multi-
tudinous processes involved, and which constituted an ability for
violent exercise. These processes comprised the heart and circula-
tion, the respiratory system, the muscular system, the heat-
regulating mechanism, and the skin. When a change took place,
the lag which occurred in the adjustment between oxygen demand
and oxygen supply was a variable one, so that the term “second
wind ” was used for the establishment of that comfortable state.
Physiologists could produce a great deal of talk about the second
wind; they nearly always started by saying that it was not under-
stood, and then went on to say that the occurrence of the “second
wind ” corresponded with the onset of sweating.

He next turned to the hydrogen-ion concentration of the blood,
which meant stimulation of the liver, and the production of more
sugar. The spleen turned out more red corpuscles, leading to a
greater supply of blood to the brain and a lesser supply to the
kidneys, and on account of the stimulation there would be dilatation
of the coronary vessels and also of the bronchi. The physiological
processes that occurred after that “secand wind ” meant the estab-
lishment of a state in which the body, having been caught unawares,
gradually or rapidly pulled itself together, in order to deal with
the physiological processes which then existed. In the case of a
good runner this occurred so rapidly and efficiently that he ventured
to say that he never got his “second wind ” at all, simply because
he never lost his first wind.
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Claims for the use of oxygen had been very greatly exaggerated
in the past. It was in 1908 that the speaker collaborated with
LeoNarp HiLL (afterwards Sir) and T. H. WiLsoN a very great
runner; LEoONARD HiLL persuaded himself that the inspiration of
a few breaths of oxygen antecedent to an effort would give remark-
ably fine results, though he himself could never share that
enthusiasm. The utmost saturation of oxygen with air that could
occur was 969, and using oxygen alone made an almost negligible
difference to efficiency. It was, of course, a very different matter
if oxygen was taken continuously; if a runner, for example, could
run in a tunnel of oxygen he had not the slightest doubt that records
would be produced. It had been found that in a certain concentra-
tion, the breathing was much easier subjectively, and objectively
was very much better, while there was, psychologically, a remark-
able feeling of elation. It was not the crude concentration in the
blood, but the oxygen stimulus to certain nerve centres which
accounted for these subjective and objective phenomena. If a
higher concentration of oxygen was used, subjectively instead of
elation there would be depression, and objectively the breathing
would be inferior. It was difficult, for him at any rate, to see why
a higher concentration of oxygen had this property, but presumably
it had fairly widespread effects on the nervous system.

Recuperation depended upon oxidation and that process would
not in the least degree be effected by the administration of oxygen;
if any such results were experienced they were purely subjective.
In his younger days, oxygen cylinders were a familiar spectacle,
but they had now completely disappeared.

Stk ApoLPHE ABRAHAMS said that he wanted, in conclusion,
to touch on the borders of pathology. There was a condition of
breathing in which the subject did not accumulate sufficient carbon
dioxide to stimulate respiratory exchange; in such circumstances
he felt that what he wanted to do was to take a really deep breath,
and, if he could be induced to do this the trouble would be over.
The other condition to which he wished to refer was in relation to
‘“soldier’s heart” as it was called in the First World War; the
effort syndrome in circulatory asthenia. He could never agree with
Sir THoMAs LEwis when he said that the breathlessness in the
effort syndrome, was the same as the breathlessness of a normal
person taking violent exercise. He did not think they were the same
thing. Breathlessness in the effort syndrome had nothing whatever
to do with effort.

Sik ApOLPHE confessed that he had never found it easy to
understand the physiology of respiration, and he thought it was
impossible to describe it lucidly to other people. Nearly half a
century ago he had heard a lecture by Sir JosepH BARCROFT, who,
at the end of his lecture had said that he did not flatter himself for
one moment that he had been able to make it clear to his audience;
he felt therefore that he need not perhaps appear ashamed at his
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own deficiency that evening, or be under the necessity to apologize
for having dealt with the subject in so elementary a fashion. He
only hoped, in all humility, that he had dealt with the main
essentials.

Dr. MicHAEL WARD said that he spoke with diffidence on this
subject, though he thought he might be the only person in that
audience who had been short of breath for any considerable time.
He went on the Mount Everest expedition and was for quite a long
period at high altitudes, especially in 1953, when he was at
21,000 ft. His remarks were not those of a physiologist but of a
general practitioner who had undertaken climbing expeditions and
therefore he would be extremely practical. He found as other
people had found that men did not get short of breath, or at least
did not notice themselves getting short of breath, at much under
10,000 ft; even at considerable altitudes above that if they were at
rest the shortness of breath was not inconvenient. Only when they
came to undertake a reasonable amount of exertion such as walking
uphill did the shortness of breath become pronounced. This was
certainly one of the great things which impressed one at high
altitudes. When one got to approximately 15,000 to 18,000 ft. it
became increasingly evident that one had to correlate one’s breath-
ing with the steps which one took uphill, and if this could not be
done one became very short of breath indeed. One lost all sense
of rhythm and had to stop much more frequently. He had found
at 18,000 ft. that it was necessary to take at least two breaths for
every step and this number of breaths per step increased the higher
one went. He had read a description of a climbing expedition in
the Himalayas of thirty years ago, in which it was stated that, at
28,000 ft, the climber’s ambition had been to do twenty consecutive
paces uphill without a rest, but it had been found that thirteen was
nearer the mark; each step cost 8 to 10 breaths. In one hour at
28,000 ft. the party gained perhaps 80 ft. in height. That was an
extremely good description of the experience at high altitudes to
which one could go without oxygen. It was very interesting to
compare this with the account given by Sir JoHN HuNt when he
was carrying a reasonably heavy load, including an oxygen cylinder,
at a height of 26,000 to 27,000 ft. He was carrying about 40 Ibs.
altogether, of which 25 lbs. consisted of oxygen equipment. He
experienced some trouble with the oxygen apparatus, so he decided
to throw it away, and try to attain altitude with less weight, in a
series of short sharp stretches; he tried to get up to 20 steps without
having to rest but he could not do it. However, he persevered with
this rather extraordinary method of progression and succeeded;
When he got to a certain point on the ridge he became acutely
anoxic and, like others in that condition, he completely lost control
over his bladder. This illustrated two points, first that the onset
of anoxia was insidious — one did not know that it was coming on
-—and secondly, there was loss of control of micturition. This
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incontinence of urine may be compared with the state of patients
suffering from pulmonary embolism. On the mountain many
members of the party were subject to attacks of acute anoxia.

One of the disorders of respiration met with at high altitudes
was “ CHEYNE-STOKES ” breathing. The so-called CHEYNE-STOKES
breathing met with in mountain climbers was a liitle different from
that found in the ordinary hospital ward. It had a rather shorter
periodicity. The most usual thing was for the person concerned,
whilst asleep at night, quite unconsciously to start breathing
arhythmically. The breathing became shallow, then complete
apnoea for ten or fifteen seconds; this was repeated again and again
in an extremely annoying fashion to the other members in the tent,
especially when it was accompanied by snoring. This CHEYNE-
STOKES breathing did not occur with all people. It seemed to begin
when the person was asleep, in the unconscious state, and was
gradually lost as they came down the mountain. These observations
were not very accurate but they were phenomena which were noticed
in the climb last year. Shortness of breath at high altitudes cer-
tainly assumed much more importance than it did at sea level. At
28,000 ft. over 40%, of the heat production of the body was lost
via the lungs. One climber had stated that after a fit of panting
he had the feeling of oncoming coma and had to get back to his tent.

To pass from heat loss to water loss, he thought this was really
an important thing, With symptoms of exhaustion various people
showed marked water loss. This was particularly so in the Swiss
expedition of 1952, and other climbers who had been at 21,000 ft.
for long periods showed the same symptoms in that they all, without
exception, complained of very marked thirst and always wanted to
drink water before they ate. At sea level 700 cu. cm. water loss
per day from the lungs was usual, but at 21,000 ft. it might amount
to 1.5 to 2 litres lost per day through the lungs, and one required
at least 8 pints of water a day before breathing output was restored
to normal.

The effect of taking oxygen was rather interesting, the main
effect being subjective; instead of life being rather a bore, one began
to appreciate one’s fellow-beings, which was quite a considerable
gain. On the ventilation side there was no doubt that the effect
of oxygen was both subjective and objective. On the question of
heat loss, everybody who wore oxygen equipment at 25,000 ft. and
breathed oxygen at night, one litre per minute, suffered less cold
than those who did not have oxygen.

Dr. NEVILLE OSwALD observed that there were several causes
of breathlessness. The most obvious, of course, was something
wrong with the inspired air, such as one experienced on the top of
a high mountain or with one’s head in a gas oven. In such cases
the remedy was to come down the mountain or turn off the gas.
Another cause was a change in the blood itself, when it became
incapable of transmitting oxygen. Cyanosis was the result of non-
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oxidation of the blood. Various cardiac conditions caused breath-
lessness. In some of these cases one would find that though the
hands and feet were blue it was remarkable how warm they were;
the actual amount of blood going through the extremities was high,
" but it was non-oxidised. Another cause of shortness of breath was
related to conditions in the nervous system which might be organic.
It was not always easy to decide whether the diaphragm was
paralysed or whether the patient was incapable of using it, as many
patients were. He had seen one patient with poliomyelitis,
paralysed almost all over, who had lost diaphragmatic control and
also control of the muscles of the neck, on one side, but she was
able to live — though not very comfortably —and to remain out
of her respirator for several hours at a time by simply using the
muscles on the other side of the neck. The function of the respira-
tory system was to provide an adequate alveolar surface, and a
means of allowing the inspired air to reach that surface. Obviously
many things could go wrong. There might be an obstruction high
up caused by a quinsy or a carcinoma of the larynx, while further
down there might be difficulties with the bronchi, foreign bodies,
bronchitis and asthma. The alveoli or air cells, if spread out on
the ground, would occupy a space equal to half a tennis court.
The primary lobules were of the order of 100,000 in a young adult,
so that potentially one had 100,000 jets of air playing on that
surface. If the jets were reduced in number the surface area of
the alveoli was also reduced, and that could happen rapidly or
slowly. Often this reduction took place rapidly, obvious examples
being pneumothorax, pneumonia, or an acute pleural effusion. If
these things occurred and there was a reduction of the alveolar area
by, say, 20 or 30 per cent. the subject would be breathless. That
was one type of breathlessness, distinguished by its sudden onset.

The more common and insidious type of breathlessness was
one in which the bronchioles were slowly obliterated, and that was
the dangerous type of breathlessness because there were infective
processes at work getting down to the bronchioles. The common
bronchial infections produced this as their main effect upon the
lung. The person who came up with a history of recurrent bron-
chitis over a period of months or a couple of years, could be
thought of in terms of how many of these 100,000 bronchioles had
been put out of action. With the obliteration of bronchioles those
that remain have to do the work of two; this leads to emphysema.

Any type of obstruction in the mouth or larynx has to be
considered in this connection and if present must be removed in
order to maintain the airway. Further down there is the problem
of infection and the inevitable mucous obstruction. If one directs
one’s attention to the factor of infection obviously one has to decide
which are the pathogenic organisms. These are mainly Hemophilus
influenze and the pneumococcus and one would select the antibiotic
which is appropriate for the one or the other or for both. That
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is the type of approach from the infective side, and having attacked
from that side one would to some extent be reducing the effect of
the mucus which went along with it. Unfortunately we are unable
to check the production of mucus. Once people become sensitive
it is difficult to know what to do about it beyond avoiding as far as
possible the effect of fog. Something might be inhaled to break
down the mucus but that had not been very effective so far. Having
done the best one could on the side of infection, and on the side of
mucus, one tries to enable the patient to inspire and expire as
much air as possible by breathing exercises and relaxation of
muscles.

THE PRESIDENT remarked that in a society concerned wholly
with the City of London he would have expected more reference to
[13 Smog 79.

DR. STANLEY RIVLIN remarked on the relation between anoxia
and loss of control of the bladder, to which Dr. Ward had alluded.
It would be interesting to have that physiological relation more
closely explored.

A MEeMBER asked whether CO. was taken on the Everest
Expedition, and if so, whether it was found that this was much more
effective than oxygen.

Mr. R. S. MuRLEY said that he had always been taught that
parasympathetic stimulation was the cause of sudden loss of control
of bladder or rectum.

Sik ApOLPHE ABRAHAMS, called upon to reply, said that he
had greatly enjoyed the other contributions, and felt that he himself
would have done better that evening if he had not looked at text-
books of physiology. Some textbooks contradicted each other.
Heat loss and water loss, of which DR. WARD had spoken, was a very
difficult subject to deal with physiologically, and again he only
wished that he had not consulted any authority and relied upon his
own observations.

Dr. E. H. HupsoN proposed a hearty vote of thanks to the
openers. This was seconded by Dr. A. J. D. PErkIN, who referred
to the oxygen content of the room in which the meeting had been
held and which he said must be well below its optimum, so that
no very effective speech could be expected at that hour. But he
was glad, nevertheless, to express thanks to those who had initiated
an interesting discussion.
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HUNTERIAN SOCIETY

As Dr. Adams-Ray was regrettably prevented by illness from
delivering the Hunterian Society Lecture at the Mansion House on
the 17th January, 1955, the President and Council therefore invited
him to submit his Lecture for publication in the Transactions.

SoME OBSERVATIONS ON PALLOR IN THE INFLAMMATORY SYNDROME,

ITs PATHOPHYSIOLOGICAL AND PRACTICAL SIGNIFICANCE
By

Jack Apams-Ray

The Annual Hunterian Society Lecture 1955

FIRsT I WANT TO express my pleasure and great appreciation of
the very great honour of being invited to deliver, in the Mansion
House in London, the Annual Hunterian Society Lecture.

In Holland, JouNn HuNTER’s pioneering work in the field of
surgery is, of course, well known and British medical research held
in high regard. For my own part, I feel a personal debt of gratitude
to your country, for my late father was a Scotsman.

Inflammation, that fundamental reaction without which neither
human life, nor surgery is conceivable was a very special interest
of Joun HUNTER, and I have therefore taken as the subject of this
lecture, some observations on one of Nature’s defences against
trauma.

One day about ten years ago, at our out-patient department,
I noticed that an injured hand in its entirety was paler than the
uninjured hand. Since this was not consistent with the classical
inflammation syndrome, I decided to make a study of the
phenomenon. I found that 40 per cent. of our patients with various
hand injuries, including those with infections, showed pallor of the
entire hand, and the remainder partial pallor.
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Now when you mention to colleagues that you've found some-
thing new, the usual reply is: “ Oh, that’s been described before.
Well, after satisfying myself that pallor had not previously been
observed as a virtually constant symptom in inflammation, I came
up against the second argument: “ The observation is not correct.

However, with the use of a photometric method the pallor can
be demonstrated : If reddened skin is illuminated with light having
a wavelength of 5,500 angstréms, at which hemoglobin has its
maximum absorption, more light will be absorbed and less reflected
than in the case of pallid skin. By measuring the reflection at that
wavelength and at 7,000 angstroms, where the absorption of hzmo-
globin is only very slight, we obtain in the ratio of the reflections at
those wavelengths, a criterion of the red element of the skin colour.
This ratio was so taken as to rise with increased pallor.

Using a simple photometer, it is an easy matter to compare
exactly corresponding areas of skin.

Pallor was found to be a practically constant symptom,
demonstrable after about 60 hours following the trauma, rapidly
reaching its maximum, and usually persisting during the greater
part of the healing process. Since it was not due to immobilisation
or cedematous tension, it could only be the manifestation of increased
tone in the subpapillary venous plexuses, for it is chiefly the amount
of blood in these that conditions the degree of redness of the skin.
If, in finger-tip injuries, the nerves were blocked at the base of the
finger, the pallor subsided even in areas that were not innervated by
the blocked nerves. Indeed, the pallor could be made to disappear
by blocking the trigger point or the respective sympathetic ganglia.
Pallor is accordingly the manifestation of a sympathetic reflex with
increased tone principally of the cutaneous venules.

Now the third argument raised by colleagues usually goes like
this: “ Very well — granted : but the phenomenon is of no impor-
tance, and in particular of no pPractical surgical significance.”
Theoretically, a good deal of importance should attach to any
element of inflammation. We know from the investigations of SIR
THomas LeEwls, among others, that venules may contract with such
power as to be capable of withstanding a pressure of 100 mm.
mercury. If their diameter is reduced, for example, by one half,
the velocity of the blood stream will fall to one-sixteenth of the
initial value. An increased venular tone may, therefore, both
initiate blood sludging and accentuate such sludging to the point of
total stasis. It could also increase the filtration pressure in the
capillaries and reduce the reabsorption — in both cases increased
cedema would result. A rise in the concentration of pain substances
may ensue as well, with consequent pain and hyperalgesia.
Pratical significance attaches to both the stasis, which may of course
result in necrosis, the edema and the pain. It is, for instance, the
edema that may cause death in cases of burns and intracranial
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traumata and after organisation may cause for example the
syndrome of “ the frozen hand ”.

There was, then, in this material quite a large amount of
evidence pointing to some relationship between pallor on the one
hand, and cedema and pain respectively on the other. The question
now was: How to investigate this problem experimentally? In a
healthy finger, sympathetic block should increase the volume; but
if, in an cedematous finger, the venous return were impeded and
sympathetic block caused the off-flow to exceed the increased .blood
flow to the part, then there should be a concurrent decrease in the
volume. I therefore injected a ganglionic blocking agent (etamonin)
intravenously, and studied photogrammetrically the variations in
the finger volumes. (In measurement of the finger diameter, the
methodological error is 0.06 mm.). The cedematous finger
diminished in volume, while the healthy finger swelled. Hence there
would seem to be relative obstruction of the venous return in the
post-traumatic phase, which can be influenced by sympathetic block.

From the practical viewpoint the phenomenon is also useful in
such cases where local pain seems to be the sole symptom. If pallor
can be demonstrated, as is possible in most cases, we shall have an
objective sign that pain really is present. One patient, for example,
had for three years suffered pain and hyperalgesia below the right
scapula, which defied all treatment and made her a mental wreck.
Although nothing pathological could be palpated, she presented a
very striking local pallor. Excision of the soft tissues, which
showed microscopically a glomus tumour-like lesion, cured her.

Pallor is also a symptom attending painful visceral conditions.
In order to see or to measure it in pale skin, artificial hyperemia
has to be employed — paradoxical as it may seem.

For instance, if we plot on an X axis the radius of an imaginary
vessel and on a Y axis, toward zero, the declining values for the
red element in the skin colour, we obtain the curve y=x?, since the
said values are proportional to the transverse section of the vessel
and the latter in turn is a function of the square of the radius.

With a constant difference in radius the measurable differences
in colour will increase considerably with increasing transverse
section.

Turning my attention to patients who had undergone chole-
cystectomy, I again found pallor round the wound; but it was
present on the left side too, and with its maximum in the ninth to
tenth thoracic segments. This finding was suggestive of a segmental
phenomenon, and also of a viscerocutaneous reflex. I then repeated
the experiment in a case of acute cholecystitis, and found a beautiful
example of blanching in the middle line.

On studying the literature I found that the DANE, WERNOE, had
observed blanching in the hyperalgesic zones of Head, in painful
visceral conditions, as long ago as 1920. He was able to demon-
strate-a homologous blanching experimentally in fish, but failed to
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reproduce it in human subjects. With the use of artificial hyperemia
and photometry we can now show objectively that increased afferent
impulses to a segment produce a constrictor reflex with increased
tone of the cutaneous venules.

In acute abdomen cases the sign can be elicited in about 50 per
cent. Although it cannot be utilised for accurate segmental
diagnosis — since both afferent and efferent impulses may be
spread over fairly large areas — it seems to me to be very service-
able as an objective sign of a pathological process — for example
in appendicitis of very small children.

To mention another example, I was consulted by a patient who
had attacks of intense pain in the epigastrium. Radiographic
examinations had revealed nothing abnormal, and the patient had
been regarded as a neurotic. During these attacks he presented
pallor in the ninth to tenth thoracic segment. I operated on him
and found a very large pancreatic cyst which had been producing
the pain.

The differential diagnosis between cardiac pain and pain
originating from the abdominal viscera is sometimes very difficult,
and the patient’s life may depend on the correct diagnosis. In
artificial hyperemia the skin is normally redder in the fourth
cerivcal than in the second thoracic and caudal segments. This
difference is not due to exposure to wind and weather, as Darwin
and Lewis, among others, thought; it is even present in the newborn.
In pain of cardiac origin, blanching can be observed in the fourth
cervical segment, especially on the left side.

From the practical standpoint we may conclude from our
experience so far that normal redness in the fourth cervical segment
is suggestive of pain of non-cardiac origin.

An important source of error, of which WERNOE was not aware,
is that in the eleventh to twelfth thoracic segments distention of the
bladder produces blanching below the navel. This distention reflex
disappears on removal of the relevant sympathetic ganglia, and so
does the physiological hyperalgesia, which I have found to be con-
comitant with the blanching.

In quite a number of cases the bladder distention reflex is
associated with such pronounced constriction of the cutaneous
venules that not even very intense stimulation will elicit any red-
ness. If we now consider, too, the constant presence of pallor in the
inflammation syndrome, the question arises: Do the venules of the
viscera also react similarly to varying stimuli, and, if so, what is
the pathophysiological significance of this phenomenon? It is
known, for instance, that pulmonary venules when constricted may
dam up the blood in the lungs, and that sympathetic block may
prevent the onset of experimental pulmonary edema.

We are now directing attention to the liver, which of course
is a highly venous organ, and we have studied its variations in
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volume by means of X-ray stereophotogrammetry. If silver beads
are surgically inserted in the liver of dogs so as to form a geometri-
cal pattern—a polyhedron — and then radiograms are taken
-stereoscopically, each bead will have two images. The distance
between these two is measured, and then each bead can be placed
in an orthogonal system of co-ordinates. After this, the volume of
the polyhedron can be measured; the error in determinations of the
volume is less than one per cent. The computations are time-
consuming, but we know today what to ask of the calculating
machines. Three months’ calculating work can now be done in
twenty-four hours.

My associate, Doctor STURE HAGBERG, has found, in standard-
ized hemorrhagic shock, a substantial diminution of the liver
volume that seems to be due partly to contraction, of venous vessels,
which, theoretically, should be attended by liver anoxia. In sym-
pathetic block with dibenamine or in hypothermia, which we have
found to increase the liver volume, this diminution of the liver is
prevented and these experimental animals survive, in contrast to
the controls.

Cutaneous venules even play a part in postural reflexes. In
the horizontal position the lower extremities are paler than the trunk
in males. In the vertical position, the foot and the abdomen show
the same degree of redness, although the hydrostatic pressure is
six times greater in the foot veins than at the site of measurement
on the abdomen — which fact points to very substantial resistance
by cutaneous venules. Quite recently I examined a man with
postural hypotension, and his cutaneous venules reacted in quite
the opposite way to those of the normal subjects.

Lastly, pallor is of course a sign of active participation of the
venous system in physiological and pathological reactions. When
we consider vasodilatation and vasoconstriction we should — it
seems to me — also take into account these vessels, for they possess
both contractile power and vasoconstrictor innervation. One of the
first to emphasize the contractile power of the veins was JoHN
HUNTER.
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HUNTERIAN SOCIETY

ORATION

“THE TIMES OF JOHN HUNTER”

By L. E. C. NORBURY, O.B.E., F.R.C.S.

Tue HUNTERIAN SocIETY ORATION was given at the Mansion
House (by kind permission of the Lord Mayor) on Monday,
February 21st, 1955, by Mr. L. E. C. NORBURY, 0.B.E., F.R.C.S., whose
subject, illustrated by lantern slides, was “The Times of John
Hunter.”

Dr. W. S. C. COPEMAN, President of the Society, from the Chair,
said that there was no need to introduce that distinguished surgeon
and Hunterian, MR. L1oNEL NoRBURY, who had been a Fellow of the
Society for a very long time. This Oration was the chief event of
the Hunterian year, just as the Hunterian Oration of the Royal
College was the chief event of its Hunterian year. Until com-
paratively recently this was the cause of deadly rivalry between the
two bodies. Two years ago their curator, Mr. RoBERT RuDOLF,
adduced convincing evidence that John Hunter was born 15 minutes
before midnight on 14th February, 1728, and not 15 minutes after
midnight as the Surgeons believed, and this little difficulty having
been resolved, the two bodies, far from being in rivalry over this
matter, were good friends. Their Orator that night was an ex-Vice-
President of the Royal College, and was its Hunterian Orator in
1953, and now he was dong this Society the honour of being their
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Orator, and everything seemed to be in peace and accord. There
was no reason for him to keep the audience any longer from the
pleasant experience they were all anticipating and he called upon
Mr. Norbury to deliver his Oration.

Mr. PRESIDENT — Fellows of the Hunterian Society — Ladies
and Gentlemen :

I am deeply conscious of the honour which the Council of the
Society has conferred on me by the invitation to deliver the 122nd
Oration. It will be my endeavour to prove worthy of the Hunterian
Tradition of “ EXPERIMENT AND RESEARCH ”.

The definition of the word “ EXPERIMENT ”, as recorded in the
Oxford Dictionary, is: “a procedure adopted on chance of its suc-
ceeding ”; whilst “ RESEARCH ” is defined as: “an endeavour to
discover facts by a course of critical investigation ”. These have
been my guiding principles, in a consideration of *“ Certain Aspects
of Life in the Time of John Hunter ”, which form the subject of
my lecture.

The “ HUNTERIAN SocIETY ” was founded in 1819, to perpetuate
the memory of JoHN HUNTER, 26 years after his death and in the
last year of the reign of King George I1I. The Society commemorates
the work of the Great Master, whose influence on the Art and Science
of Surgery, by his indefatigable powers of Observation and Research,
has been immortalised.

In the words of STEPHEN PAGET: “ Hunter became as no-one
else in his time a Comparative Anatomist and Pathologist. Through
him, Medicine and Surgery came to be practically studied in the
light of these sciences.

His aphorisms “Don’t think—try-—be patient—be accurate,”
are plain words, still useful in the whole range of Medicine and of
knowledge relating to it, and “the Surety of every belief can only
be sure after it has been tried by experiment or further observation,”
indicates that Hunter’s mind was set on Science while his business
was practical surgery.

The “ HUuNTERIAN ERA ”, which occupied a large portion of the
18th Century, was indeed a period of great import in scientific
development and progress. The Social Conditions which existed
during this period must have had an influence for good or otherwise
on HUNTER and his associates. My terms of reference are wide,
but I shall in the main consider the more outstanding problems of
social activity which left their mark on an epoch of intense interest,
and although dealing primarily with events during Hunter’s lifetime,
I shall occasionally be ante-dating that period in order to obtain a
correct attitude and perspective.

One must refer to the influence of John Hunter’s friends in the
world of Politics — Art — Drama — Literature — Craftsmanship —
Music, etc., as exemplified by WiLriam Pitt — SR Josuua
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ReEYNoLDS — HOGARTH — GARRICK — SAMUEL JOHNSON -—
SHERIDAN — CHIPPENDALE — the ApaM BRoTHERS — HANDEL and
HaYpN.

At the same time, one must in courtesy acknowledge the literary
attributes of certain women who are numbered among the “ Intelli-
gentsia ”” of that time, for it is in the 18th Century that the phrase
“ blue-stocking ” first appears; and that “ blue-stocking societies ”
first came into existence. The term “ blue-stocking” is meant to
designate a “ woman having or affecting literary tastes or learning ”,
and a “ Blue-Stocking Society ” was the name given to a body of
people who, about the year 1750, held meetings in houses, such as
Mrs. Montagu’s, to talk of literature, instead of playing cards. The
name appears to be derived from the “ Blue-worsted stockings ”
which Benjamin Stillingfleet, the impecunious grandson of Edward
Stillingfleet, Bishop of Worcester, used to wear, instead of the
correct black silk, when he attended Mrs. Montagu’s salons, of which
he was an habitué.

The heroines of 18th Century fiction are not learned. They
may be charming and sprightly, but are, as a rule, given to tears
and fainting fits. They are the natural prey of the other sex and
have few thoughts but of matrimony and amusement. When they
grew older they became excellent housewives and mothers.

“The Vicar of Wakefield ” chose a wife — ““ for such qualities
as would wear well ”. She could read any English Book without
much Spelling, but for pickling — preserving and cookery, none
could excel her. She prided herself on being an excellent contriver
in housekeeping, though the Vicar could never find that they grew
richer with all her contrivances.

Lorp CHESTERFIELD declared that he had never known a woman
of “Solid reasoning — good sense or one who reasoned or acted
consequentially for twenty-four hours together.” Yet, the Century
produced women of very notable power and intellect, for example,
Mrs. Howard, the confidante of GEORGE II, and friend of PopPE —
SwiFT — GAY — CHESTERFIELD and others. Also MRrs. SipDONS —
FANNY BURNEY — MRs. THRALE — MRs. EL1zABETH MONTAGU and
MARY WoOLSTONECROFT, who published her “ Rights of Women”
in 1793. These stood for the principle that Women ought to be
liberally educated, and have a right to enter into the intellectual
world, fit to talk on an equality with men, to talk as JouNsoN and
REYNOLDS understood talking, and not merely the tittle-tattle of the
tea-table.

In the early part of the 18th Century, there was very little
organised Medical Teaching available. Physicians and Surgeons
had their own pupils, but there were no hospital medical schools
and very few medical lectures available at all.

In Edinburgh at the beginning of the Century the study of
Anatomy was considerably hampered by the difficulty of procuring
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subjects, which had been increased by a general alarm caused by
the violation of graves in the Churchyard of ¢ Grey Friars ”. There
is said to have been only one dissection of a human body in two or
three years.

“Woatchers ” were hired by relatives to protect graves from the
body-snatchers, and other methods were also employed to protect
graves: “ Spring-guns” were set, but the resurrectionists would
send a woman accomplice, clad in deep mourning, to walk round
the graveyard the day before they intended to raid the new grave
in order to disconnect the irip-wires. Strong iron cages, called
*“ Mortsafes ”, were placed over newly made graves for protection.
Some of these can still be seen in “ Greyfriars Churchyard ” in
Edinburgh. Bodies were sold for prices varying from two to sixteen
guineas each.

On one occasion, 33 bodies were discovered salted and pickled
in casks labelled “ Bitter Salts ”, in a Liverpool Warehouse, due for
consignment by sea to Edinburgh.

In 1731 at Cambridge, owing to the difficulty in obtaining
bodies for dissection by legitimale means, the trade of body-snatching
or Resurrection-man became especially prevalent. Public indigna-
tion was aroused, and the University of Cambridge published an
ordinance punishing any student or graduate who should be guilty
of participation in stealing bodies.

In 1740, WirLLiam HUNTER, John’s elder brother, came from
Scotland and entered as a surgeon’s pupil at St. George’s Hospital,
which was then only seven years old, being one of two hospitals
formed from the old Westminster Infirmary, and in due course,
William became a Governor of St. George’s and John a member
of the Staff.

In Hunter’s day, the hospital site at Hyde Park Corner was on
the edge of London. Kensington was the country and Earls Court
a hamlet, two miles from London.

WiLLiaM HuNTER arrived in London at the beginning of an
important era in the development of teaching of Anatomy.

“The Barber’s” had been incorporated by a Royal Charter of
Edward IV in 1462, with authority to practise Surgery, while in
1540, the ““ Guild of Surgeons ” was united with the “ Company of
Barbers ” by Act of Parliament, and apart from the Fellows of the
College of Physicians, no-one was allowed to practise the Art of
Surgery except Members of the “ Company of Barber-Surgeons ”.

In June 1745, the “ United Company of Barbers and Surgeons ”
was dissolved. The actual date of the dissolution is given in the
Act as June 24th, 1745. The first Meeting of the “ Court of Assis-
tants of the Corporation of Surgeons ” was held on July 1st of that
year at ““ Stationers’ Hall ”, and that of the “Barbers’ Company ”,
on June 25th in their own Hall. This dissolution had an important
bearing upon the progress of Anatomical Teaching in London, inas-
much as the bye-law prohibiting private dissections, being thereby
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abrogated, the only remaining restriction upon the teaching qf
practical Anatomy, was the difficulty of obtaining subjects. This
was rectified in 1752 when an Act was passed providing for the
dissection of the bodies of all persons executed for murder in Great
Britain, such bodies to be conveyed to “ Surgeons’ Hall ” in London,
in other places to be delivered to such surgeons as the judge directed.
The ostensible purpose of the Act was to make the penalty
of homicide more infamous.

It is of interest to note that in 1714, WirLrLiam CHESELDEN,
Surgeon to St. Thomas’s Hospital, was called to account by the
“ Company of Barbers and Surgeons ” for secreting bodies of male-
factors in his own house, without permission.

The following letter, dated October 3rd, 1736, was addressed to
Mr. Edward Goldwyne at his house in the Close of Salisbury and
written from Fisherton-Anger Gaol;

¢ Sir,

Being informed that you are the only Surgeon in this

City or County that anatomises men, and I being under the

present unhappy circumstances and in a very mean condi-

tion, would gladly live as long as I can; but by all appear-
ance 1 am to be executed next March, having no friends

on earth that will speak a word to save my life nor send

me a morsel of bread to keep life and soul together, until

that fatal day; so, if you will vouchsafe to come hither,

I will gladly sell you my body, being whole and sound,

to be ordered at your discretion; knowing that it will rise

again at the general resurrection as well from your house

as from the grave.

Your answer, Sir, will highly oblige
Yrs etc. James Brooke.”

The number of persons who have bequeathed their bodies, whole
or in part, for the benefit of posterity is not so small as might be
imagined, and instances in which the testator has ordered his body
to be sold after death, are not unknown, but authenticated evidence
of such during life, must be exceptional.

In the latter part of the 17th Century, Anatomy made two
important steps by the invention of “injecting bodies for dissec-
tion ”, and the making of “ anatomical preparations”. The credit
and priority for these innovations must be given to Holland. The
practice was kept a secret by anatomists for many years, but since
1750 such methods have been generally adopted.

Joun HUNTER lived and practised his art at a remarkable period
in the history of England; he came to London in 1748, when
WiLLIAM PITT was guiding the destinies of England.

In 1759, Joun HuNTER developed “ Inflammation of the
Lungs”, and the following year he was advised to go abroad
“ having complaints in his breast which threatened to be consump-
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tive”. His brother James had died of consumption. Consequently
in October 1760, HUNTER was given a Commission as Surgeon on
the Staff of the Army, by ROBERT ADAIR, the Robin Adair of the
well-known ballad, who was at that time Inspector-General of
Hospitals. The appointment gave him change of work, a sea voyage,
and abundance of surgery. Early in 1761, he sailed for Belle-isle, a
small island off the West Coast of France, and returned to London
two years later.

The 18th Century marked an era of religious and Social
Reform, due to the influence of men such as JoHN WESLEY, and
WiLLiaM WILBERFORCE, renowned for his great work in the aboli-
tion of slavery; and the philanthropist Joun Howarp, especially
famous for his labours to secure prison reform. MRs. ELIZABETH
Fry was another benefactor of Mankind, who administered to the
wants of the wretched, towards the latter part of the 18th and early
1{9th Centuries. She has been rightly designated “The Female
Howard ”.

At the beginning of the 18th Century there were only four
important hospitals in London :— St. Bartholomew’s, St. Thomas’s,
Bethlem, and the Chelsea Hospital for Invalid Soldiers. By the
time HUNTER arrived in London five more general hospitals had
been founded: Westminster, Guy’s, St. George’s, the London, and
the Middlesex; all within a few years of each other.

The 18th Century was an age of indifference to infant life.
Children often died, abandoned in garrets and in the street, while
those left to the care of the Poor Law and Parish did not long
survive the exigencies of treatment. Thanks to the prolonged agita-
tion of a certain CAPTAIN CoRraM for an institution for the care of
these unfortunate children, a Charter was obtained from George 11,
and with the help of HANDEL, HoGARTH and others, CorRAM witnessed
the fruition of his labours; in 1745 the Foundling Hospital came
into being.

In 1766, WiLLiam HUNTER purchased a house in Great Wind-
mill Street, and two years later he moved into the property which
he completely rebuilt. It comprised a residence, a lecture-theatre,
a suite of dissecting-rooms and a museum. It is now part of the
Lyric Theatre, Shaftesbury Avenue.

It was said of him by WADE that:—*“ He may be considered
the father of the Anatomical Schools in London, and bequeathed
a fame and character to his class which have been supported with
undiminished lustre ”. In the work of building up this School,
JouN HUNTER played a conspicuous part, being employed by his
brother William to cater for the dissecting-room, in the course of
which, he became a favourite with that not too respectable class
of persons, the “ Resurrection men ™.

A dispute later separated the two brothers in the midst of a
successful partnership, and as far as it is known they never met
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again. John went his own way, to establish a great reputation as a
pathologist, while William resided at Great Windmill Street, and
from all the hospitals in London, students came to him for
“ Anatomy ”. He lectured daily at 5.0 p.m. until the counter-
attraction of Garrick’s acting, against which his most brilliant
lecturing was of no avail, compelled him to change his time to
2.0 pm.

In 1779, Hunter’s nephew, MATTHEW BAILLIE, joined him, and
when WiLLiaM HuNTeR died in 1783, BAILLIE succeeded to the house
and lecture theatre. CRUICKSHANK had already come from Scotland
to join William in 1771, and so after William’s death, BAILLIE and
CRUICKSHANK together carried on the School whilst Joan HUNTER
was lecturing in Pathology.

Joun HunTER was elected a “ Fellow of the Royal Society”
on February 5th, 1767, three months before his brother William
was similarly honoured.

John was fond of dancing, and in the same year that he became
a “Fellow of the Royal Society ” he ruptured his Tendo Achillis,
during the course of this recreation. He refused to keep his bed
and got about on the third day, keeping his heel raised, knee
straight and leg bandaged; but history repeats itself and John
Hunter was not the only Surgeon Anatomist who has worshipped,
and even still worships, at the * Shrine of Terpsichore™ ! !

On December 9th, 1768, John was duly elected Surgeon to
St. George’s Hospital to fill the vacancy occasioned by the death
of MRr. GaTaker. His hospital pupils during the 25 years 1768 -
1793 included many famous names, among them ABERNETHY, CLINE,
and AsTLEY COOPER; others who handed down the surgical teaching
of the Master to a later generation are represented by BropiE and
WiLLiaM LAWRENCE,

Giving lectures was particularly unpleasant to HuNTER. He
did not trust his memory and always had an abstract of his lecture
to hand. He never gave his first lecture of the course without taking
thirty drops of laudanum to combat the effects of his uneasiness.

On his journeys to and from St George’s Hospiial, JoHN
HUNTER must have frequently passed along Tyburn Lane (re-named
Park Lane in 1795), and through the Turnpike Gate at Hyde Park
Corner, which was not removed until 1825. He must have witnessed
on occasions, executions which took place at Tyburn Gallows, the
last of which occurred in 1783.

St. George’s Hospital had its origin in the “ Westminster
Infirmary ” which was founded in 1719 in Petty France,
Westminster, and removed in 1724 to Chappell Street. It was
compelled in 1733 to move a second time, as a result of a quarrel
among the Subscribers, and it split into two institutions. One, a
House in Castle Lane, Pimlico; the other, Lord Lanesborough’s
House, at Hyde Park Corner. The house in Castle Lane grew, and
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in 1834 built for itself a home in “ Broad Sanctuary ”, the West-
minster Hospital, while the house at Hyde Park Corner became St.
George’s Hospital, and had the following inscription on its facade:
“It is my delight to be both in town and country”. Thus, as the
result of a most fortunate quarrel, one Infirmary became two
Hospitals.

Besides pupils, who attended John Hunter’s hospital practice,
there were others more privileged still, who resided in his house;
one of the earliest and certainly the greatest of these was EpwARD
JENNER, who came to London in 1770 when JoHN HUNTER was a
bachelor, and lived in Jermyn Street for about two years, during
which period was laid the foundation of a friendship which lasted
till Hunter’s death. The versatility of Hunter’s genius, and his
professional and social attributes are eminently revealed in his
letters to Jenner. The fact that HUNTER also preserved Jenner’s
letters is proved by his various references, such as that dated 1786:

]

“I have all your letters before me ™.
There is evidence that Joun HuNTER and ANNE HOME were

engaged for many years before their marriage. EVERARD HoME
alludes to the days when as a boy at. Westminster School he went
home during the holidays and frequently saw HUNTER who was
then paying his addresses to his sister. HUNTER married ANNE
HoME on July 22nd, 1771.

Mrs. HUNTER had a profound influence on her husband’s work
and social status. Their house in Leicester Square was the scene
of much social activity, her parties were famous, and were attended
by many celebrities including Sk Josnua ReynoLps, HoGARTH,
HaypN, Mgrs. THRALE, ELiZABETH MoONTAGU (one of the original
blue-stockings), FANNY BURNEY, novelist and authoress, SAMUEL
JoHnsoN, and many others. Their country house at Earls Court
was decorated in the Egyptian Style, and the garden contained a
private Zoo.

Dr. JosepH Apawms, in his “Life of John Hunter”, published
in 1817, says :— “ HUNTER had the highest of all human gratifica-
tions in the wife of his choice — suited to be his companion, and
admirably fitted for, because always accustomed to, the elevated
rank which her husband had attained.”

OTTLEY described Mrs. Hunter as an agreeable, clever and
handsome woman: fond of gay society, a taste which occasionally
interfered with her husband’s more philosophical pursuits. Mrs.
Hunter possessed musical talents of a high standard. Her musical
prowess was enhanced by her association with HaYpN, HANDEL and
others. It may be assumed that her husband derived refreshment
of mind and body from the musical atmosphere of his household.
The power of music is indeed a source of inspiration and a solace

in all walks of life.
HunTER loved his home-life, he liked his friends to call him by

his Christian name, and found time for pleasure now and again,

56






at his Club, in a few days in the country or in a visit to the theatre
to see MRs. SibpoNs. He hated public ceremonies but when he
could teach or learn, as at the “ Societies”, he was zealous in
attendance. There is some evidence from his library that HUNTER
was a linguist and kept up the French and Spanish that he learnt
at Belle-isle and in the Peninsula.

HUNTER published little. His indifference to books was mostly
because books hindered him and his pupils from observing and
thinking for themselves. Like VESALIUS, he made his name immortal
by the labour of his own hands outside the sphere of Surgery.
STEPHEN PAGET in his book on “ John Hunter ” contrasts AMBROISE
PaRE with HUNTER. PARE advanced the art of Surgery, but JoHN
HUNTER taught the science of it.

The following extract from a description of John Hunter’s
lectures, is taken from the European Magazine for 1782 :

“ A very celebrated course, consisting of near a hundred
lectures :— It begins in the month of October and con-
tinues till April, and is given every other evening from
7 to 8 o’clock, the honorarium being four guineas ”.

Jesse Foor, the avowed enemy of HUNTER, whose Memoirs
of Hunter were published in 1794, the year after Hunter’s death, had
heard that at some of the courses of lectures as many as fifty people
were present, but that in the autumn of 1786, after the publication
of Hunter’s “ Treatise on the Venereal Disease”, which was Foot’s
favourite target for attack, only 12 were present. He states that
at one course, only one pupil was present, and that, in order to be
able to begin his address with the word— * Gentlemen ”, Hunter
ordered the attendant to bring in the skeleton.

In 1788, HunTER printed and published from his own Press,
the Second edition of his ‘“ Treatise on the Venereal Disease”, and
in December of that year the death of PoTT left him unrivalled in
his profession. His private practice increased enormously and he

became the fashionable surgeon; vet in spite of all his honours, on
his door plate were the plain words “ JOHN HUNTER ”.

There are many stories of Hunter’s generosity. When asked
by a patient what fee was due to him, his usual reply was: “ Why,
that you must determine yourself — you are the best judge of your
own circumstances, and it is far from my wish to deprive you of
the comforts of life.” He would never accept any remuneration
from non-beneficed clergymen, professional authors, or artists of
any sort, and sometimes returned large fees, when he found that
the patients were embarrassed.

Coarseness was an obvious feature of the “ Novel ”, the develop-
ment of which was one of the achievements of the literary history
of the century, in the fictions of DEFOE, FIELDING, SMOLLETT and
others.
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There is however another side of the picture, without which
an estimate of the period must be misleading, as instanced by the
crusade of ADDISON and STEELE, in the “ Tatler ” and “ Spectator ”,
to refine the public taste; the appeal to Morality in DR. JOHNSON'S
“ Rambler 7, which he commenced in 1750 and continued until
1752, during which time only five papers were the production of
other writers. If the earlier writings of the period were coarse, a
new school of a very different type followed, as instanced by Gold-
smith’s “ Vicar of Wakefield” and “ She Stoops to Conquer”, by
SHERIDAN, author of “ The Rivals ” and * The School jor Scandal ”,
and by FanNy BUrNEY'S novels; her first and best, “ Evelina”,
was published in 1778.

I have chosen ToBIAS SMOLLETT as an exponent of the literature
of this period since he was also a medical man.

SMOLLETT was a Scotsman—born in 1721. He showed a
leaning towards a medical career, and was apprenticed for five years
to DR. JouN Gorpon, a Glasgow Surgeon. At the same time, JOHN
MooRE, the father of SiR JoHN MOORE, was also an apprentice.

Medicine and Surgery in the early 18th Century were profes-
sions held in higher esteem in Scotland than in England, where
physicians and surgeons, unless of considerable skill or fortunate
in patronage, ranked sometimes with the Apothecary, and little
higher than the Barber, and took their seat at the third table in a
great house, without a murmur.

SMOLLETT served for several years in the Navy and was
Surgeon’s Mate in one of His Majesty’s Ships. In 1739, fired by a
literary ambition, he resolved to seek his fortune in London, with
little else but his play *“ The Regicide”, and some letters of intro-
duction in his pocket. This is reminiscent of SAMUEL JOHNSON,
who with his pupil, DAvip GARRICK, two years previously, set out
for London with his play “Irene” and twopence halfpenny in his
pocket. SMOLLETT practised as a Surgeon in Downing Street, and
was determined to have two strings to his bow, both literature and
medicine.

It will be agreed that the most important of Smollett’s writings,
those which were destined to live, were his three Novels, ¢ Roderick
Random ™, * Peregrine Pickle”, “ Humphrey Clinker”. These
were reminiscent of the times in which he lived. Besides novels,
plays and poems, he wrote a Medical Treatise entitled “ An Essay
on the External Use of Water”. He drew inspiration for some of
his writings from his close association with the Navy; the lower
ratings in the early part of the 18th Century were largely recruited
by way of the “Press Gang”, and there is abundant evidence to
support Smollett’s description of “ Impressment” with its depravity
and brutality.

The deficiency of the natural demand for literature at the clore
of the 17th Century and the beginning of the 18th Century wadJ
more than made up by artificial encouragement, in the form of a
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vast system of bounties and premiums. There was never a time in
which the rewards of literary merit were so splendid, in which men
who could write well, found such easy admittance to the most
_distinguished society and to the highest honours of the State.

JoHNSON came to London precisely at the time when the con-
dition of a man of letters was miserable and degrading. The age
of patronage had passed and a writer had little hope of help from
powerful individuals, while encouragement from the public would
not provide the necessities of life. Nothing could be more deplorable
than the state of the ablest men who at that time depended for
subsistence on their writings. JounsoN, CoLLINs, FIELDING, famous
for his novels “Tom Jones” and * Amelia”, and THoMsON, four
of the most distinguished writers that England produced during the
18th Century, were all arrested for debt.

ARTHUR YOUNG was well known for his writings on “ Agricul-
ture ”, among them the “ Farmer's Calendar”; in 1784 he com-
menced to publish the periodical entitled “ Annals of Agriculture”.
It contained many important communications, signed by their
authors. King George IIT himself contributed under the assumed
name of Ralph Robinson.

ENGLISH JOURNALISM originated in London in the 18th Century.
Newspapers, Magazines and Reviews came into existence. It
appeared in its most artistic form in the periodicals to which the
great essayists contributed — the * Tatler”, the “ Spectator”, the
“ Rambler” and the “ Guardian”, and it also produced the papers
which only distributed news. The coaches which brought country-
folk to London carried letters and papers from the capital to all
parts of the Kingdom. The journals were mostly read in London,
where that famous relation between the morning paper and break-
fast was evolved :

“1 would,” says ADDISON in an editorial essay in the
“ Spectator”, “in a very particular manner recommend these my
speculations to all well regulated families that set apart an hour
every morning for tea and bread and butter; and would earnestly
advise them for their good, to order this paper to be punctually
served up, and to be looked upon as part of the tea-equippage.”

As already stated, the 18th Century marked a period of religious
reform, in part due to the influence of the brothers JouN and
CuARLES WESLEY. Sam WESLEY, an elder brother, was famous for
his poems and one of his best-known epigrams was composed on
the occasion of setting-up a tablet in Westminster Abbey to his
boyhood’s hero, SAMUEL BUTLER, author of the poem * Hudibras”,
who had died in penury. The concluding lines were :—

“The poet’s fate is here in emblem shown,
He asked for bread and he received a stone”.

In 1719, Sam WESLEY gave public proof of his generosity for

when he broke his leg he became aware of the untended sufferings
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of the poor, who swarmed in the mean streets behind Westminster
School. He was able, with the help of powerful friends, to open a
dispensary at Hyde Park Corner, which later developed as St.
George’s Hospital.

The 18th Century was one of considerable artistic achievement,
as instanced by the canvasses of REYNoLps, HoGarTH and
GAINSBOROUGH.

WiLLiaMm HocArTH must be included as a unique and original
genius in the history of English Art. His pictorial subjects were
numerous and varied. He is perhaps best remembered for his
pictorial moral tales, such as the “ Rake’s Progess” and “ Gin
Lane ”. The scenes in these pictures vividly portray the social life
of the period. HoOGARTH also painted portraits, some of great charm
such as the portrait of himself with his dog, and one of GARRricK
and his wife. It is true however to say that it is as a caricaturist
that HoGARTH has most influenced British Art.

In the picture room of the Soane’s Museum, Lincoln’s Inn
Fields, may be seen the two famous series of paintings by WiLLiam
HoGARTH :

(1) “The Rake’s Progess” (a series of eight pictures)
painted in 1735,

(2) “The Election” (a series of four pictures)
painted between 1754 and 1757.

Hogarth’s pictures reveal the sordid nature of the poorer parts of
the town, and the drunkenness which characterised the London of
his day. Vice and cruelty were rampant, whilst licence and de-
bauchery led many formerly well-to-do people into sponging houses
and the Fleet. In the “ Adventures of Peregrine Pickle ”, SMOLLETT
gives a vivid account of life in that horrible prison.

Davip GARRICK came to London with DRr. JouNSoN about 1737.
He studied at Lincoln’s Inn and also set up in the wine trade with
his brother for a time but soon gave up both these activities for the
stage. It is worthy of note that in 1769 the Town Hall at Stratford-
on-Avon was dedicated by GARRICK to the memory of Shakespeare.

The “ Licensing Act ”, instituted by WALPOLE in 1737, was not
a complete innovation. The King’s Master of the “ Revels” had
had for generations authority over stage-players, but the right of
superintendence over the stage had been undefined and spasmodic.
Walpole’s legislation did not so much aim at the protection of the
public against immorality, as the protection of politicians against
abuse. The stage had proved a most effective vehicle for the venti-
lation of anti-ministerial criticism. In the first half of the 18th
Century, drama had a serious rival in Opera. There were two
distinct types of Opera. The first, known as Ballad Opera, in which
the music was usually English derived from popular tunes of the
day. We owe to JouN Gay, the concept of the Ballad Opera by his
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production of the * Beggars’ Opera™ in 1728. The original success
of the play was due largely to the story and the political allusions,
often at the expense of WALPOLE. Its music, however, was attractive,
and its songs “ catchy ”. Incidentally, the “ Beggars’ Opera” was
an excellent burlesque of the absurdities of sentimental drama, and
of the second type of 18th Century Opera, the “ Italian ”, which in
the early part of the century had carried all before it.

The finest achievements of Opera were united in HANDEL who
brought unparalleled technical ability, a fine gift of melody and a
sure dramatic instinct to bear on his art. His influence was chiefly
felt in England. Elsewhere, the history of Opera during the middle
of the 18th Century, is one of decay and pandering to popular taste.

The playhouses continued to be in Drury Lane and Lincoln’s
Inn Fields until 1732, when Covent Garden Theatre was substituted
for that in the Fields.

“Italian Opera ” was introduced in a new theatre in the Hay-
market, called “The King’s” on the site of “Her Majesty’s
Theatre” and the “ Carlton Hotel .

Mgs. SippONS at the age of 49 suffered from Rheumatic Pains;
she tried many remedies without much relief and as a last resort,
she turned to the latest scientific discovery, “ Electricity ” and was
completely cured. In 1817, she took a house in Marylebone, No. 27
Baker Street, which stood at the top of the row on the right hand
side, nearest to the Park; the back of the house looked straight out
on the country and the New Park, which NasH was surrounding with
palaces of stucco; this fashionable architect received instructions
from the Regent to shorten Cornwall Terrace so that the rural
prospect of Mrs. Siddon’s house should be uninterrupted.

How did people live in Hunter’s time? The answer is that they
did everything thoroughly, they worked hard, played hard, and
drank hard. In the early 18th Century, ale was the drink of men,
women and children. Except in the cider counties of the West,
ale had been unchallenged as the native drink for all and sundry
and at every meal. It was beginning to feel the rivalry of strong
spirit on the one hand, and of tea and coffee on the other. Children
still drank very small beer, which was without doubt better for them
than impure water which was too often the only alternative. Work-
men drank seven or eight pints of beer a day. With the introduction
of gin about 1730, demoralisation due to alcohol increased, and as
there were 17,000 gin shops in London by about the middle of the
Century, the quantity of gin consumed led to frequent and frightful
carousals and poverty. The better-off classes drank wine.

Drinking and Gambling were the prevalent vices of this period,
hard drinking among the upper classes sensibly decreased during
the latter half of the Century, but the practice was extremely bad
in the early days.

GEORGE III once said to Lord Chancellor NORTHINGTON : “ They
tell me that you love a glass of wine.”
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The reply was: “ Those who have informed your Majesty have
done me great injustice, they should have said a bottle.”

Although Lorp NORTHINGTON spoke of “a bottle ”, he prob-
ably meant “ two ”. The 18th Century boasted its “ two-bottle men ”
who were accustomed to consume that amount at a single sitting.

DR. JoHNSON remarked that in his early days “all the decent
people of Lichfield get drunk every night, and were none the worse
thought of ”; this was in the ale-drinking days.

The so-called “ Tippling Act” of 1751, endeavoured to deal
with the immoderate drinking of gin, which spread with great
rapidity in the first half of the Century owing to the cheapening of
spirits. Retailers hung out signs inviting people into their shops
with the inducement that they could be made drunk for a penny,
and dead-drunk for twopence. The increase in crimes of violence
was attributed to gin drinking. The “ Tippling Act” abolished
distillers’ licences and prohibited illegal distilling. Two years later
another Act placed public houses under efficient regulation.

Tobacco was still smoked in long churchwarden pipes. Among
the common people of the South-Western Counties, men, women and
even children smoked pipes of an evening.

SwiFT described how his brother parsons pulled his character
to pieces in their favourite resort at Truby’s Coffee House.

‘“ and pausing o’er a pipe with doubtful nod
Give hints that poets ne’er believe in God.”

The taking of snuff became general in England during Queen
Anne’s reign, as the result of large quantities thrown on to the
London market after the capture of Spanish Ships loaded with snuff
in the action of *“ Vigo Bay ”.

The drinking and gambling habits of Society and the fierceness
of political faction led to frequent duels. London and the County
Capitals were the commonest scenes of such duels, as THACKERAY
at a later date immortalised in *“ Henry Esmond ”. Even more often
than “Leicester Fields”, the open country behind “ Montagu
House ”, the site of the present “ British Museum ”, was selected by
duellists.

Cock-fighting was a favourite form of sport and a common
source of gambling.

Horse-Racing was much in vogue. The spectators, most of them
on horse-back, galloped up the course behind the race, yelling with
excitement. The Meetings were Regional or County gatherings. The
only National Meeting was at Newmarket.

In 18th Century literature, the criminal bulks largely, and
deeds of violence were common. The highwayman was the
characteristic criminal of the country. Every lonely spot on the
high road was unsafe, such as Blackheath, Hounslow Heath and
Finchley Common. One is reminded of the fictitious Machaeth in
the “ Beggars’ Opera”. There are no more famous criminals in our
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history than the highwaymen, such as Jonathan Wild, Dick Turpin
and Jack Sheppard.

Pirates and Smugglers prowled the sea. The sea was a hard
calling — the conditions of the vessels insanitary — scurvy and
dysentery were rampant. It will be recalled that a great English
seaman and navigator, CAPTAIN COOK, first discovered the virtues
of Lime juice as an anti-scorbuticc. He was murdered on St.
Valentine’s Day, February 14th 1779. One of the most celebrated
of English Navigators, WiLL1am DAMPIER, began his life at sea as
a buccaneer with the pirate, CAPTAIN DAVIs.

During the 18th Century, London grew in all directions. In
1739, the building of this historic edifice in which we have the
privilege of holding our meeting this evening, was commenced, on
the site of the old Stock’s Market.

In Smollett’s work “ The Expedition of Humphrey Clinker”,
an interesting account of 18th Century London is given, from which
the following quotation is taken: “ London is literally new to me:
What I left, open fields producing hay and corn, I now find covered
with streets, squares, palaces and churches. I am credibly informed
that in the space of seven years, eleven thousand new houses have
been built in one quarter of Westminster : If this infatuation con-
tinues for half a century, I suppose the whole County of Middlesex
will be covered with brick .

Charing Cross had a pillory and was the scene of several
executions. DR. JoHNSON’s opinion of Charing Cross and the busy
life which went on there is shown by the following quotation of
BosweLL :

“T talked ” (says Boswell) “ of the cheerfulness of Fleet
Street, owing to the quick succession of people passing
through it. Johnson replied: ¢ Why Sir, Fleet Street has
a very animated appearance, but I think the full tide of
human existence is at Charing Cross’.”

Early in the reign of George III, the Brothers Adam constructed
Adelphi Terrace, and the fine Adelphi Buildings, so called after
them. The Architects are again commemorated in Adam Street,
and in adjoining streets which bear their Christian names: John,
Robert, James, William.

The Embanking of the River Thames was not altogether
appreciated by the Citizens of London, as illustrated by the follow-
ing verse :

“ Four Scotchmen (sic) by the name of Adams
Who keep their coaches and their Madams
Quoth John in sulky mood to Thomas
Have stole the very river from us.”

About the year 1778, the Brothers Adam designed Portland
Place. Its great width is due to the fact that by a clause in the

63



lease any interruption of the view from the grand house erected
by Lorp FoLEY, which stood on the'site of the “ Langham Hotel ”,
was forbidden.

Aeronautics. In 1783, the invention of the balloon marked the
first definite advance towards the mastery of the air. On November
23rd, 1783, PiLaTRE DE RoziER, a doctor, made the first aerial
voyage in history over Paris in a hot-air balloon, at a height of
300 feet, covering six miles in twenty-five minutes. On December
Ist, 1783, Monsieur CHARLES a scientist, with his mechanic, made
the first voyage in a hydrogen balloon. The first Englishman to
ascend in a balloon was JoHN SHELDON. He was elected Professor
of Anatomy at the “ Surgeons’ Company ” in 1776. In July 1782,
he was appointed Professor of Anatomy to the Royal Academy, in
succession to WiLLiaM HUNTER. He was also Surgeon to the West-
minster Hospital. SHELDON and LoRrp FOLEY became very interested
in aeronautics. As already mentioned, Lord Foley’s house stood on
the site of the “ Langham Hotel ”, with a large garden which spread
up what is now Great Portland Street, and extended as far as Harley
Street. Broadcasting House occupies a portion of the site. LoRD
FoLEYy was nick-named “Lord Balloon”; a balloon made and
launched from his garden caught fire. SHELDON then persuaded
JEAN PIERRE BLANCHARD to take him up in the air. The ascent was
made from the grounds of Chelsea Military Academy on October
19th, 1784. It is interesting to recall that EDWARD JENNER in 1783
constructed the first balloon in Gloucestershire, to the amazement
of his village of Barkeley.

“The Times” of January 19th, 1955, recorded that in 1785
JAMES WATT was the first to devise an apparatus to combat the anti-
social evil of smoke-emission from factory chimneys. The subject
of smoke abatement came before the famous “Lunar Society ” in
Birmingham, and Erasmus DARWIN, the eminent physician, raised
the question of damage to people’s lungs by smoke, and several
philosophers of the Society, including BENJAMIN FRANKLIN, became
concerned about it. DR. PERCIVAL carried the researches of the
Society to Manchester, where he considered the inhabitants were
peculiarly prone to * pulmonic affections” and welcomed any
method for destroying or preventing smoke.

Thus the first anti-smoke campaign was initiated nearly 170
years ago.

Tromas BOwDLER was an interesting figure in the Hunterian
Era. He was a Medical Man and in 1781 was elected a “ Fellow
of the Royal Society ”. The word “Bowdlerize” is used as an
eponym for the expurgation of words and phrases.

It was the peculiar happiness of Bowdler to have so purified
the works of Shakespeare and Gibbon that they “could no longer
raise a blush on the cheek of modest innocence nor plant a pang
in the heart of the devout Christian ”.

64



A Frenchman once wrote for enlightenment on the meaning
of the word “bowdlerized”. It was explained that one eminent
branch of it occupies itself with clothing the few nude statues that
exist in England, and if they can do nothing else, content themselves
by affixing enormous fig-leaves, which however make certain features
more conspicuous than before.

MEDICAL SOCIETIES

JouN HUNTER was a source of inspiration in connection with
“ Metropolitan Medical Societies”. In 1783, together with Dr.
GEORGE ForpyCE, Physician to *St. Thomas’s Hospital”, he
founded the “ Society for the Improvement of Medical and Chirur-
gical Knowledge”. It met once a month in “ Slaughter’s Coffee
House ”. The membership was originally nine, with provision for
an expansion to twelve. It soon became a dining club and was
dissolved in 1818,

In 1785, the “ Lyceum Medicum Londinense ” was started under
the patronage of Jomn HunTER and GEorGE FomrpycCE. It had a
membership of 350, and held its meetings in Hunter’s Lecture Room
in Castle Street, Leicester Square. FORDYCE wrote a treatise on the
“ Digestion of Food”. He was remarkable for having only one
meal a day, at 4 p.m., but this was gargantuan and lasted for 1}
hours. It included a pound and a half of rump steak, a bonne-
bouche of half a boiled chicken or a plate of fish, a tankard of strong
ale, a quarter of a pint of brandy and a bottle of port. It is hardly
surprising that he suffered from Gout. Fond of society he would
dispense with sleep and sometimes lectured for three consecutive
hours without having undressed on the previous night.

COFFEE HOUSES — TAVERNS AND CLUBS

About the middle of the 17th Century the London Coffee House
made its appearance and became the centre of social life. They
offered a much-needed relaxation from the severe drinking habits
of the time, and flourished abundantly during the 18th Century.

The first coffee-house in London was opened in 1652 by a
Greek, Pasqua Rosee, in St. Michael’s Alley, Cornhill, at the
instigation of Dr. Edwards, a London Merchant.

All degrees of Society mingled freely in these houses where a
bond of common sympathy united the coffee-men. The universal
liberty of speech of the English Nation, uitered amidst clouds of
tobacco smoke with equal vehemence either for or against the gov-
ernment, and the Church, had long been the wonder of foreigners;
this was the essence of coffee-house life, and filled the place now
occupied by the Club, but in a cheaper and more informal manner
and with greater facilities for the admission of strangers.

Every respectable Londoner had his favourite house where his
friends and clients would seek him at known hours. Different coffee-
houses acquired different clienteles. The most celebrated of the
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Literary Societies with JoHNSON as President, met at the “ Turks
Head Coffee House”. Truby’s was the favoured resort of the
Clergy, and also Child’s in * St. Paul’s Churchyard”. Lawyers
frequented the “ Grecian”, near the Temple; nor were lacking
houses for Dissenters, Quakers, Papists and Jacobites. Jonathan’s
was favoured by Jews; Tom’s in Cornhill was patronised by
GARRICK. Another historical coffee-house was the “ Bedford” in
Covent Garden, the resort of FIELDING, GoLbpsMITH and HOGARTH.

STEELE confirmed the place of the coffee-house in 18th Century
letters when he launched the “ Tatler ” in 1709, dating each number
or section from a different coffee-house — Poetry from Wills,
Learning from the “ Grecian ” and so on.

STEELE introduced AppI1soN to  Button’s ”, a house in Russell
Street, where he with Apbison and PopPE made “ Buttons ” the centre
of literary London.

In the latter half of the 18th Century, it was customary for
Medical Consultants to visit coffee-houses, such as the famous
“ Saracen’s Head ”, in order to write prescriptions at half a guinea
or a guinea a time, for Apothecaries who described the symptoms
of their patients. A somewhat dubious and risky business, but a
common and profitable practice among the more noted Consultants
of the Faculty.

The “Beau Monde ™ assembled at “ White’s Chocolate House ”
in St. James’s Street, where, as RoBerT HARLEY, EARL or OXFORD,
bitterly complained to SwiFT, young noblemen were fleeced and
corrupted by fashionable gamblers and profligates.

Tories favoured the “ Cocoa-Tree Chocolate House” and Whigs
the “ St. James’s Coffee House ™.

Will’s, near Covent Garden, was the resort of Poets and Critics.
In the latter half of the 17th Century it was patronised by DRYDEN.

Some of the “ Societies” which met in Coffee and Chocolate
houses became modern clubs, but in the process they lost their old
character. The step from coffee-house to Club, consisted in the
ownership of premises, and the formation of a list of Members who

aid subscriptions. Thus, the old distinction of *“ Conversation and
Good Fellowship ” was superseded by another — Political, Social
or mainly Culinary. ADDISON, discussing the origin of Clubs, said:
“All celebrated Clubs were founded upon eating and drinking,
which are points where most men agree, and in which the learned
and illiterate — the dull and airy — the philosopher and the buffoon
can all bear a part ”. The Clubs with which Londoners are familiar
today are all the direct descendants of the taverns.

THE HUNTERIAN SOCIETY has for many years held its
meetings, duly accompanied by necessary refreshment, in the City,
so capturing the atmosphere of the Hunterian Era.

In days before telegrams and effective journalism, news could
be most easily obtained at the coffee-houses. Not only was news

66



sought for its political, military, and general interest, but for strictly
business purposes of commerce, particularly at Lloyds. Epwarp
LLoYp, whose surname is world famous in its association with ship-
ping news and transactions, was a coffee-house keeper in the reign
of Queen Anne. In his house, Merchants met together for social
and business purposes. There were merchants in the City who
could not get to the West End, and who wished to talk about their
business, so the original Lloyd set up his coffee-house in Tower
Street, later in Abchurch Lane, and found his patrons among Marine
Insurers.

In 1774, Lloyd’s removed its premises to the old Royal
Exchange which in 1838 was destroyed by fire. It was rebuilt on
the site of the old “ East India Company ” in Leadenhall Street.

“There is no place in the town,” wrote ADDISON in the
“ Spectator ”, in the early part of the 18th Century, “which I so
much love to frequent as the ¢ Royal Exchange ’. It gives me a secret
satisfaction and in some measure gratifies my vanity, as I am an
Englishman, to see so rich an assembly of Countrymen and
Foreigners consulting together upon the private busines of mankind,
andhr?aking this Metropolis a kind of emporium for the whole
earth.”

In the early part of the 18th Century, the only way to cross
the river Thames was by ferry or boat. Ferries with platforms took
coach and horses across. Until Westminster Bridge was built in
1738, London Bridge was the only road over the river. The street
that stood upon it had been rebuilt in a more modern style since
the ravages of the Great Fire, but the projection of its ancient piers
still hindered and endangered traffic. It was said that London
Bridge “ was made for wise men to go over and fools to go under ”.
The houses were removed from the Bridge in 1761.

SOCIETY IN GEORGE III’'s REIGN

The City of London had never been so wealthy as under the
four Georges, and this in spite of the wars, which preceded the reign
of George I, and continued at intervals throughout the Century.
Londoners took their pleasures gaily. Places of amusement
abounded from Vauxhall to St. Marylebone, where women prize-
fighters fought each other with bare fists. Between Piccadilly and
St. Marylebone were open fields.

Among the characteristic amusements of 18th Century London
were masquerades and Assembly dances, such as took place in the
“ Pantheon ” in Oxford Street, opened in 1770. Other places of
amusement were Ranelagh Gardens and Vauxhall Gardens which
were opened in Chelsea in 1742; the chief attraction of Ranelagh
was its “ Rotunda ” where the fashionable throng used to parade on
the promenade or take refreshment in the side-boxes. The Gardens
of Vauxhall were usually approached from the Thames; they were
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famous for their imitation Greek Temples and Statuary. Alcoves
were set with supper tables, there was a glorified Concert Hall and
Restaurant, while the Lovers’ Walk was a favourite haunt, not so
much of peaceful lovers, but of young rakes on the look-out for
opportunities of horse-play.

It should be borne in mind that in the 18th Century men who
appeared to waste their time on mere frivolity or worse were not
necessarily fools or idlers. CHARLEs Fox was not simply a gambler
and a spend-thrift. He was a man of genius — a great debater and
orator and a great party leader. Another saving grace with Fox,
as with many other men of fashion, was that with his love of the
gaming table and the stuffy atmosphere of Almack’s and White’s
went a genuine love of the countryside, of hunting and out-door
Sport.

It may be considered that I have perhaps done scant justice
to the various activities both social, political and professional, of
the Hunterian Era, and that my remarks have been rather disjointed.
In self-defence, I would state that it has been my intention to create
an atmosphere rather than to delve deeply into the intricacies of
life, during this most interesting period in history.

Hunter’s outlook on life and his professional proclivities must
have been profoundly influenced by the social conditions of the
time. A man’s character is largely the product of environment,
but among the giants of the 18th Century, JouN HUNTER holds a
very high position. It is doubtful if any man, throughout his span
of life, has done more to further the cause of Science by the powers
of observation and their practical application. His comprehensive
grasp of vital phenomena was astounding, from his early days at
Long Calderwood to the time of his sudden death, he was acquiring
knowledge and recording results of investigation, not so much by
pen and paper, since his scientific writings were few and far between,
but by tangible records of anatomical, physiological and patho-
logical specimens. The principal monument of Hunter’s Life was
his Museum, so aptly described by the late Professor Woob-JoNES
as “ John Hunter’s un-written book ”’.

He was reticent by nature, and did not force his opinions on
others, but showed in a practical manner the truth of his deductions,
by demonstration.

Towards the end of his life, he kept an enormous establishment
both at Leicester Square and Earl’s Court, employing over fifty
persons. So near his death as 1792, he would keep CLIFT, his faith-
ful Museum Attendant and Amanuensis, writing whilst he dictated
from 7 to 11 o’clock at night and often for an hour or two later.
In spite of a temperamental nature, HUNTER retained an abundant
sense of humour, an attribute of great moment.

Many eulogistic tributes have been paid to the memory of this
great man, phrased in divers style. HuUNTER lit the torch of
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scientific research which has been kept brightly burning by many
who have conscientiously upheld the Hunterian Tradition, so render-
ing tribute to their leader in a practical manner. Among these, 1
would especially mention the late Stk ArRTHUR KEITH, a well-
beloved disciple of John Hunter.

I would like to take this opportunity of recording my sincere
thanks to my Wife for her valuable help in looking up records and
references, and for her encouragement.
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At the conclusion of the Oration SIR ARTHUR PORRITT proposed
a vote of thanks. He said that he had never heard a greater mass
of fascinating detail brought forward in so short a time, nor in a
more delightful way. As MR. NorBURY himself had confessed, he
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had not said much about Joun HUNTER himself, but many had talked
about Joun HunNTER. What that evening’s Oration had done was
to put him in better perspective. He had made the man seem very
much more real. An enormous amount of work must have gone
into the preparation of this Oration, and it was characteristic of
MR. NoRBURY to acknowledge that a great amount of the credit for
it was his wife’s. MR. NomrBURY himself had many Hunterian
characteristics. It was true that he had not yet ruptured his tendo
achilles, but that might happen at any moment. They had all
appreciated his wit, his happy phrasing and allusion. They were all
most deeply sensible of their debt to him for an Oration that must
have cost him many hours of work but which had been delivered
with an ease that concealed the labour.

MR. J. H. DocGART, in seconding the vote of thanks, said that
the proposal had been made in such delightful terms by one who
had been a President of the Society, that a speech in seconding it
seemed superfluous. It was sufficient to say that the audience had been
absorbed in the narrative MR. NORBURY had given them. He had
certainly “ put the ladies on the map ” and it was no wonder that
some hitherto hidebound schools like “ Bart’s ” and “ St. Thomas’s ”
and “ Guy’s” were all now trying to get the best women students.
He hoped that they would all have an opportunity to read the
Oration when it appeared in print.

The vote of thanks was carried by acclamation.
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HUNTERIAN SOCIETY

“THE ASSESSMENT OF NEW DRUGS”

A Dinner Meeting was held at the Talbot Restaurant, London
Wall, E.C.2, on Monday, 21st March, 1955, with the President,
Dr. W. S. C. CoPeMAN, in the Chair.

Sik DANiEL DAVIES read a paper in opening a discussion on

“THE ASSESSMENT OF NEW DRUGS.”

I feel it a privilege to open this discussion tonight on the
“ Assessment of new Drugs”. I hear that it was in the confines of
the Athenzum that our President and my old friend Dr. Frank
GREEN discussed the possibility of a talk on this subject. They were
both most right in deciding to invite here this evening Dr. REIb,
Reader in Statistics in the University of London, and 1 also think
that DR. COPEMAN was equally right in insisting that DR. GREEN
should contribute to the discussion, for he has been the co-
ordinator of so much clinical research in this country over the last
twenty years. It was also arranged in the quiet cloisters of the
Atheneum that before these good men, men of knowledge and men
experienced in modern research, before they addressed the meeting
that a clinician should say a few words. Here am I, placed on the
spot, as it were, humbly representing clinical medicine, the medicine
in which we have all been nurtured.

When I was a houseman in the Cardiff Royal Infirmary one
of my student companions returned from the far hills of Prescilly
in Pembrokeshire. He had qualified as I had some six months
previously and he had returned to us at the Infirmary with the
special purpose of telling us of the discovery he had made. While
a student with us he was no more unstable or insane than we were,
but he related with drama the therapeutic effects of this, his new
discovery. He enlarged on how he had cured so many people of
their symptoms, especially old men and young women. When we
asked him what this discovery of his was, he admitted it was sodium
bicarbonate. I think this was the first time that I realized how easy
it is for us as clinicians once we become involved with the variables
in medicine to become biased. Unless we are careful we may readily
become biased and continuously biased; we then become neither
good servants to our patients, no solid contributors to the advance
of medicine.
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Our President with his team of colleagues is now using aspirin
as an alternative to cortisone, so I am given to understand. Though
aspirin has been known for a long time, and is well established as
a therapeutic agent, it is rather salutary in these advanced days of
medical therapeutics that aspirin should become an alternative and
a yard-stick to the spectacular and well publicised cortisone.
Perhaps it is good that we have these old yard-sticks in medicine
to give us anchorage.

Medical treatment has to be excessively bad to interfere with
the normal recuperative powers of nature. I think it is right and
proper that we should always remember this and record our respect
to this healing power of nature. I think it is also right that when
we try a new drug, recognising as we do all the variables, that we
compare such a product and assess it with the reliever and the
remedy that has been known over the years. It has been recorded
in America, and the Americans are very good in bringing things
to percentages, that some 40 per cent. of all patients will show
some lessening of their symptoms whatever drug or treatment is
prescribed. Undoubtedly this is the reason for much literature on
various medicaments that enjoy a short life and then are forgotten
and thrown into the discard.

Where does the lonely clinician stand in assessing new drugs.
He recognises the constant healing powers of nature, and is also
aware of the hundred and one variables that are present, variables
that are not only present in the patient and around the patient, but
variables also within himself as the doctor. Quick, an elder in
American medicine, said the other day: “No matter how honest
we try to be, if we become enthusiastic we are carried away, and
in some manner or other we transmit this enthusiasm to the patient.”
He then goes on to say that the more impressive the clinician, the
more engaging his personality, the worse he is from the standpoint
of evaluating drugs, because his very personality so dominates the
patient and his illness. There is no doubt that there is much truth
in this, for the influence of the doctor goes with the tablet he pre-
scribes. Just imagine receiving from ARTHUR HURST after a long
and searching interview, and an equally searching examination, an
alkaline powder prescription. It would be very difficult not to
believe that that very powder was the means of dispelling a goodly
portion of one’s discomforts.

Years ago I was much impressed by the good work of that fine
Australian, GEORGE BRAY, in his investigations on asthma and
allergy. BrAY, as you know, recorded the frequency with which
mucus gastritis and achlorhydria were found in the young asthmatic.
When I was called down into a lonely village in Gloucestershire to
see a young boy of sixteen in status asthmaticus, and when I heard
of his dyspepsia between attacks, remembering BraY’s work, I
threw out the suggestion to the doctor that when the boy recovered
from the acute event he might try the effect of hydrochloric acid
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and pepsin. The expected recovery occurred and the relief among
the relatives was profound, I was acclaimed as a fine physician, for
the boy not only lost his wheeze, but also his dyspepsia. Pleased
.as we always are with such acclamation of our so-called clinical
wisdom 1 still felt that it would be right and proper that when the
young patient could come to London we could once and for all
prove to our own medical satisfaction, to the doctor and myself,
that this boy did need hydrochloric acid and that we were right and
wise in our therapy. The obedient patient came and the gastric
analysis was performed, but to my dismay this showed an abundant
secretion of acid. If this analysis had not been done at that time
I would still probably list hydrochloric acid as high among the
remedies I would use in cases of young asthmatics, but alas and
alack.

I seldom prescribe iron in pill form, and I have never
prescribed Blaud’s pill. While recognising the goodness of iron
I suppose this reluctance of mine to prescribe iron in a pill shape
must be a personal bias. Early in my life, when I was a student
in Cardiff doing a post-mortem clerkship, I remember counting 120
Blaud’s pills in the ceecum. And I am rather reminded of this when
I see these countless preparations of iron and the equally numerous
advertisements recording the avoidance of gastro-intestinal upsets
if these newer preparations rather than the old are prescribed. I
have a suspicion that whatever the body wants it can take. Given
iron in whatever form, if the marrow and the blood forming organs
are in need of this element I suspect the alimentary tract is able
to deal with it. If, on the other hand, we give iron to a person
because we think that she should have it, when she needs it not, it
is then we hear complaints about iron and its ability to upset the
digestion. This is very much the same as when we give thyroid.
If the body needs an extra bit of thyroid there is no intolerance.
Working with nature and supplementing nature is good medicine.
Competing with nature and perhaps interfering with nature so
readily provides added symptoms of discord and distress. How
careful we should be in trying to implement and support, and when
we come to assessing drugs how much more important it is to know
the need of the body.

In recent discussion in America on assessing new medical
remedies, GOLD said: “I am not sure why it is that the use of a
placebo is considered by many physicians objectionable in the
method of clinical evaluation, and why there seems to be such
resistance to the idea of the experimenting doctor and the patient
remaining in the dark about the identity of the agent until the com-
parison is finished ™.

Speaking as a humble clinician I must say that I have little
doubt why the clinician finds such a method of investigation as being
alien to his practice. To give one patient a pill of no curative value
and to give another a potential remedy, both sick people, both
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coming for help, and at the same time as a doctor to remain friendly
and intimate with both, and to appear to be equally interested in
their welfare, is I think a task that is impossible. The clinician who
does succeed in this, and I doubt whether anyone has, must
obviously be more interested in the pill than the patient, and I am
not surprised if through his very success he eventually becomes
estranged from his patient.

If T use product A, and I assume I only use product A because
I think it is the best I know, I cannot change to product B until I
am convinced that B is better than A. Someone has to convince
me that B is better. If I as a clinician try product B as an experi-
ment I must be frank with my patient, for frankness cannot be one-
sided, otherwise our association, that of physician and patient, is
changed to that of an experimenter and a guinea-pig.

As clinicians we are also confronted with another difficulty in
evaluating drugs, when dealing with serious and mortal disease.
An example is that of anti-coagulant therapy. Should persons with
coronary thrombosis be given anti-coagulants? The American
Heart Association decided to evaluate this anti-coagulant therapy
and rightly planned that alternate cases be treated with anti-
coagulants. This was done in some sixteen hospitals, and as FOLEY
stated : “ Here was a drug supposed to be helpful in a disease
causing high mortality. The word soon got round among the
patients in the hospitals, and especially among the families, that
certain patients were receiving the drug and others were not. In
many instances tremendous pressure was brought to bear to see that
certain cases did receive it.” A difficulty that only those in clinical
medicine can realise with all the personal and the familial
complications.

And yet as clinicians we have to realise the importance of the
evaluation of new drugs. There is little doubt that the double blind
procedure, where neither the patient nor the doctor is aware of the
identity of the two pills until the results are all properly assayed
does allow for more accurate evaluation of the drug in question.
Indeed, the statisticians claim, and I feel sure Dr. REID agrees, that
when this double blind procedure is not adopted a large number of
clinical trials and tests bring forth false conclusions. This is
especially so in alimentary disorders, in hypertension, in dermato-
logical states, and in the asthmatics, old as well as young.

A little while ago a new product was introduced for the relief
of coronary pain and bronchial asthma on the basis that in the
laboratory it was found to be a powerful relaxer of smooth muscle.
It was first tried with a placebo as an alternative and the physician
was allowed to be aware of which was the placebo and which the
potential remedy. A majority of the patients so treated were
relieved; some with partial relief, some with complete relief. When,
on the other hand, the double blind test was used and the placebo
and the drug given in the same sized tablet, with no distinguishing

74



mark, and neither the patient nor the doctor aware of the difference
between the two, the results were quite enlightening. On some three
thousand cases the analysis showed that there was no material
difference between the relief with the drug and that with the placebo.

We all know the classical work of Wolfe and Wolfe on the
rebellious Irishman Tom. GRACE, a co-worker with these investi-
gators, while referring to the intimate observations on Tom, said:
“In evaluating the drug one needs to know not only the nature of
the drug and the dose, but also the status of the individual at the
time when the drug is given”. Tom was seen and his mucosa also
seen when at ease and when in anger, the red gastric mucosa with
its abundant outpourings of juice and at other times the pale mucosa
with a relatively sparse secretion. And as GRACE said, “the effect
of medicaments depended a great deal on the state that Tom was in ”.

We cannot all have the privilege or the opportunity of witness-
ing the gastric mucosa in sunshine and in shadow, but if we do wish
to protect ourselves with as much anchorage as possible, it is only
right and proper that we know such things when we wish to
evaluate this and that compound. Who cannot show quite a goodly
percentage of cures in peptic ulcer with whatever remedy is used,
old or new, and unless we are always aware of nature’s tendency
to heal we may give credit to some new product where such credit
may not be due.

Although we are all prescribers to be an experimental therapist
I have a feeling that one should be a little detached from clinical
medicine. 1 recall how M & B 693 was still prescribed by family
doctors at a time when there were other and less toxic compounds
displayed in front of them. In spite of the nausea and the vomiting
M & B 693 was still used because it had proved itself a remedy more
potent than they had witnessed before. An indication of the clinician
rightly and justifiably keeping to a product that had been tried and
found of service by him.

The assessment of hypotensive drugs is not as simple as one
would imagine. There is what the Americans term the pressor effect
of the physician when taking the blood pressure, there is also the
environment at home and in the clinic and hospital. For a long
time I have been impressed with the considerable fall in blood
pressure readings in St. John & St. Elizabeth’s, where there is a
quiet cloistered atmosphere. If I were in the habit of prescribing
these hypotensive agents, and in such an atmosphere as reigns in
the Hospital I have mentioned, it would be quite easy to claim
spectacular results, and produce very impressive graphs.

There are diseases where the doctor need not hesitate to try
any new remedy. Controls are not necessary, history for countless
years has provided the controls. He can go forward experimenting
with a clear conscience. This was so in infective endocarditis and
tuberculous meningitis, so also today in malignant hypertension
and leuk@mia. But it is when the disorder is benign and nature’s
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own curative hand plays a part in dealing with the disorder, it is
then we as doctors are on less certain ground when we begin to
evaluate a remedy. While we need not be the first we never need
be the last to use the new therapy. But I can see difficulties for the
clinician embarking on clinical experiments without being frank
with his patient. It is not with group medicine, but rather with
individual medicine he is concerned, and group medicine and
individual medicine are poles apart. Whoever tries to do both
does neither well, and here lies our difficulty, and in a sense the
parting of the ways.

In the past remedies have come by individual effort and some-
times by accident. It was WITHERING'S insistence in following the
trail of the gypsy’s cure that brought the foxglove into medical
therapeutics. Even in more recent times MiNoT and MURPHY only
used pernicious anzmia victims in their clinical evaluation of liver
as their very controls, and we know of course how that experiment
ended.

If T might digress, I was at a little dinner at the Langham
around 1929 when ARTHUR HURST was congratulated quite wrongly
by a rather senior neurologist on his supposed discovery of liver
for pernicious anemia and sub-acute combined. HURST had that
very week written an article on this liver treatment. He quickly
corrected the neurologist, but he, at the same time rather dramati-
cally showed us his little notebook which he always carried around;
and wherein he would put suggestions for future work as a result
of his readings, and there in that little book in the year 1925 was
a statement “try liver for pernicious anemia”. This was a result
of his physiological readings, and a direct result, of course, of the
work of WHIPPLE feeding animals, rendered anzmic by bleeding,
with various animal tissues. HURST on this occasion did not obey
his own dictates, but this little digression exemplifies not only the
wide culture of HURST, but his wisdom in being physiological in his
reading; and how near one can sometimes be to a discovery without
realising it. What a pleasant finale to the contribution of ApbpIson
it would have been if HUursT had followed his own instructions and
the Addisonian anzmia cured and corrected through the physio-
logical readings of this worthy student and physician of Guys. But
it was not to be.

Accidental discoveries will occur again, but as our medical
world advances it is more and more likely that new remedies will
be the outcome of combined team work, and their assessment will
equally require team work. I sometimes think it is a pity that
pharmacology is taught before the clinical period, and that the chair
of pharmacology is housed in the medical school rather than in the
hospital. After all, pharmacology is so intimately connected with
the human being in his disorders. With the countless new products
coming out from the pharmaceutical houses, to be a professor of
pharmacology apart, almost aloof, cloistered with the anatomist in
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the medical school and not the hospital, is, I think, missing an
opportunity. A co-ordinator such as a lecturer or professor of
therapeutics and one who is ready to co-work with the pharma-
‘ceutical houses and at the same time co-ordinate with his hospital
colleagues is assaying new remedies would, I think, be able to be
of more service. In Germany the professor of medicine and the
local chemical and pharmaceutical industry have always worked
together, but for some reason we are a little reluctant in this country
to promote such co-ordination.

This is an opportunity for me to record what we all owe to the
Medical Research Council, and especially to DR. GREEN, for all that
has been done in the therapeutic trials during the last twenty or
more years. This organisation, as you know, was founded by LLoYD
GEORGE and ignited by DAWSON. An organisation that was removed
from the then formed Ministry of Health to be under the protection
of the Privy Council. This rather wise step was taken largely as a
result of the far seeing wisdom of the first secretary — Walter
Fletcher. What has already been done in tuberculosis and in other
surveys is a measure of what can be accomplished in the future,
and I think we owe quite a debt to GEOFFREY MARSHALL, d’ARCY
HaRrr, the young FLETCHER and DoLL, as well as BRapForp, HiLL
and REiD, for these latter day contributions in assessing remedies.

Before I end I would also like to pay homage to the British
pharmaceutical houses. I see statements in the Press that the
Government is keeping a sharp eye on these establishments and the
cost of their drugs. But as medical men, I think we can be justly
proud of the contribution these old established houses have made
over the years, and through their various communications they have
done something in cementing the commonwealth. When they
display in a remote part of the world a product made here in
Britain by this very display they do represent British medicine.
Burroughs Wellcome is rightly proud that over the years seventeen
Fellows of the Royal Society have been on its staff, and eleven have
been appointed to University Chairs. Allen & Hanbury, through
Plough Court in the City, can also claim five Fellows of the Royal
Society. Sir HENRY DALE, himself President of the Royal Society,
held his first appointment with Burroughs Wellcome in 1904. We
have every reason to salute these houses for their contributions over
the years to medical research and therapeutics. When a closer
intimacy is developed between these institutions and our universities
and hospitals, then I feel it will be easier for medical remedies to
be assessed, and through this British medicine will continue to
prosper.

DISCUSSION

Dr. REp agreed with Stk DANIEL DAVIES in accepting the
value of observing dramatic results with new drugs in seriously ill
patients, but he pointed out that much of the practice of medicine
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is concerned with the alleviation of the minor ills and that it was
here that the cool objective appraisal of remedies was least often
encountered. Constipation was a typical problem and senna had
been used in its treatment for centuries. Recently, however, anim_al
assays had suggested that even B.P. preparations prepared in
apparently identical ways differed widely in their laxative
properties. Before such findings could be accepted, however,
clinical trials on patients were essential.

The design of a clinical trial contrasting three senna prepara-
tions and an inert placebo was then described. Four preparations
of differing potency as estimated by animal assay were dispensed
in identical containers.

1. A granular preparation of high potency on assay.

2. A standard B.P. preparation of syrup of senna of relatively
high potency.

3. A standard B.P. preparation of syrup of senna of
apparently low potency.

4. A syrup simplex without senna but identical in appearance,
taste and volume to the B.P. preparations, which served as
a control.

These preparations were dispensed in identical containers
arranged in a strictly random order in boxes of twelve. This order
was indicated on each bottle by a number. These boxes were then
kept in wards where patients frequently required a satisfactory
purge. As these demands arose, the bottles were used in the order
indicated and the Sister in charge had no knowledge of the parti-
cular preparation given (except, of course, in so far as one was a
granular preparation) and the allocation of preparation to patients
was strictly random.

In all clinical trials, however unambitious, the criteria of assess-
ment of therapeutic effect are, DR. REID believed, of vital impor-
tance. Where possible they should be simple and unequivocal; and
it is useful to arrange for the overlapping of subjective and objective
impressions. In this trial, for example, the subjective impressions
were those of the patient who expressed what might be very appro-
priately called “ consumer-satisfaction ” with the result achieved.
In the assessment of such evidence it is of course essential that the
assessor should be quite unaware of the preparation given. For that
reason, the type of control used was changed half way through the
trial, i.e. for a syrup simplex preparation there was substituted a
granular preparation containing no active principle.

A preliminary analysis of the first set of results showed that
the measure of clinical potency, (shown by the number of satis-
factory evacuations produced) gave a ranking of the four prepara-
tions which agreed with the indications of animal and chemical
assay.
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These results were obtained by using 40 patients in each treat-
ment group, i.e. each of the 160 patients was given only one
preparation. An important source of variability in such trials is
the difference between individuals in their response to purgative
drugs. It is possible, even with random allocation, that higher
numbers of resistant patients in one of these groups may quite
fortuitously affect the over-all group response rate. This source
of variation can clearly be eliminated by trying each preparation
out in turn on the same patient. This was done in the second phase
of this trial when four preparations were given serially to older
patients suffering from chronic diseases where recurring constipation
was a troublesome feature. In these circumstances, the order of
giving the drugs must be carefully randomised. It would be fatal
to scientific success if, for example, the new granular preparations
were always given first, for any change in treatment is notoriously
welcomed and approved by the perennially optimistic patient.
Again, comparisons between serially administered drugs is also
inevitable so that it is essential that their order of presentation
should be entirely random and that the new preparation does not
always follow the inert control and thus appear at an unfair advan-
tage over the existing standard drugs.

In a randomised balanced scheme of this type, each drug is
given once to each patient and the order of presentation is entirely
random. Thus Patient 1 has the 4 drugs in the order A, B, C, D;
Patient 2 B, D, C, A, etc.

The important general point, however, is that by eliminating
differences between individuals as a source of variation we have
increased the sensitivity of the trial, and a definitive answer may be
reached on the basis of a smaller number of patients. Some
preliminary results using such a scheme suggest that even in these
unpromising circumstances, useful assessment of therapeutic values
may be made.

Scientific methods for the clinical assessment of remedies, new
or old, thus involve, Dr. REID believed,

(1) a balanced plan with random allocation of treatment to

patients.

(2) careful conduct and meticulous control by identical
dummy preparations.

(3) unbiassed or “blind” overlapping assessment of subjec-
tive and objective results.

(4) the use, when practical, of different preparations on the
same patient, and require for their execution much clear,
detailed and even laborious thinking.

SiR HENEAGE OGILVIE narrated some experiments with gas

gangrene anti-toxin serum during the war, in which treatment was
not justified by the results. Most surgical experiments, he went on

79



to say, were based on the dog, and there he thought there was a
danger because canine physiology was so different from that of the
human. He expressed admiration for the way in which Stk DANIEL
DaviEs had opened the discussion.

Dr. DubLEY HART pointed out some of the difficulties attaching
to clinical trials. In a controlled trial the patient must not be
allowed to know that he was taking part in an experiment. Patients
facing one another in the ward were apt to say, “ How are you
to-day?” and the answer would be “ Not so well. I think I must
be on the therapeutic stunt.” Care must also be taken in assessing
results. The fact that a patient could jump higher, or do what-you-
will, better was no evidence at all that the substance he had had was
of use.

MR. DicksoN WRIGHT said that many of these tests on the
human subject were not very valuable, but at least they fed the
“civil service mind” and looked well on paper. It could be
argued out very well in committee that their logicality was almost
unanswerable. Nevertheless, in part it was wrong. If the thing
had been any good it would have been thought of long ago, and it
“really only existed to provide employment for doctors.” Here
they saw a new speciality growing up in their midst, so that one
day they would reach the dizzy acme of Portugal, where there was
one doctor to every 400 Portuguese. At present we were left well
behind that.

This idea of experimenting on patients could be dangerous. It
could do great harm on the ground of unnecessary investigation.
He had advocated the formation of a “ Dumb Patients League ” to
protect people when they went into hospital. The obvious president
for such a society would be SirR DanieL DaAvies and he himself
would be quite willing to act as treasurer!

Sir HoracE EvaNs congratulated Sik DANIEL DaAviEs and DRr.
REID on their opening contributions. He always regarded Sir
Daniel Davies as a stabiliser; he took new drugs and new ideas but
never used them until he was sure of them. What they were very
much inclined to overlook in such experiments was the natural
course of the disease. That was a thing which should always be
borne in mind.

Dr. F. H. HepGEs praised the work of pharmaceutical firms
in connection with control experiments. The pharmaceutical firms,
he said, were doing very good work.

Mr. A. W. BapeNocH said that he was encouraged by that
evening’s discussion. Patients responded to a particular drug in
a different way from the lower animals. One danger was over-
enthusiasm on the part of the doctor, who was likely to treat his
patient too heavily with the drug under examination. It was neces-
sary for them to keep their feet on the ground in all experiment.
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A MEMBER asked for some guidance on the ethics of trying out
new drugs. He considered that this business of giving flrugs to
people without knowing exactly what they were was unethical. At
the same time in all this work there was always the chance of
accidental discovery. SIR CHARLES Dobbps, in a lecture reported in
the Lancet, had quoted case after case of accidental discovery.

Summing up the discussion, DR. GREEN said he agreed with
Sik DANIEL DAVIES that the experienced clinician’s knowledge of
the natural history of disease was of the greatest value in assessing
a remedy, and that nothing could replace it. It was probable that
the pioneer trials of a new drug would continue to be made and
assessed on this basis, which was usually sufficient to establish at
least a good prima facie case. The great value of the statistically
controlled study, as outlined by DR. REID, was in confirming in
larger groups of patients, or merely by more rigid criteria, that the
findings in the pioneer trials were, in fact, examples of cause and
effect, and not just coincidental. The statistically controlled trial
had been found especially useful where the difference between one
therapeutic régime and another was relatively small or subtle, as in
the case of the different drug combinations tried in pulmonary
tuberculosis.

DR. GREEN referred briefly to the complicating factor of psycho-
somatic influences in a clinical trial. WoLF and PiNsky in
America had published interesting papers on this, and in Britain it
had been encountered in the large-scale M.R.c. trial, of an anti-
histaminic drug against the common cold. In this study it was found
the severity and duration of the colds experienced, but also as
that the treated and control groups were similar, not only as
regards the nature and frequency of the side-effects encountered.
This, DR. GREEN thought, was partly attributable to the fact that the
side-effects of antihistaminic drugs, (particularly their liability to
cause drowsiness which might be dangerous in motor drivers) had
ll;een widely publicised through the Reader’s Digest before the trial

egan.

Dr. GREEN concluded his observations with some remarks about
the ethics of clinical trials, on which several members had spoken
during the meeting. He thanked DR. DubLEY HART for making the
very important point that it was usually impossible to let the patient
know that a clinical trial was being carried out, because to do so
might undermine confidence and jeopardize the outcome. In this
respect clinical trials differed from all other forms of clinical
research in patients, in which it was accepted as axiomatic — at any
rate in this country — that the patient’s consent must be obtained
in advance. A doctor who was testing a presumptive remedy was,
for obvious reasons, unable to take his patient into his confidence
in the same way, and had to rely entirely on his own conscience,
backed by the long tradition of professional ethics. DR. GREEN
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thought that members would agree that the fundamental ethical
criteria in such a case were that a doctor should never give his
patient any treatment which he would not be prepared to take him-
self in similar circumstances, and that he should never withhold
any remedy of whose value he was fully convinced. Only when he
was in genuine doubt whether a new product represented a substan-
tial improvement on existing treatments, was he justified in with-
holding it from “ control ” patients so as to clarify the issue.

Where such agnosticism existed the doctor could often reinforce
the case for withholding a remedy of uncertain value by reflecting
that he was at least sparing the control patient its toxic effects.
Most of the powerful new remedies of to-day had toxic effects of
one kind or another. In this connection it was sometimes very
helpful for the doctor to have been “in on the consumer end ” of
a new drug. If he had himself taken a drug with unpleasant side-
effects, he was likely to be more cautious in prescribing it than if
he relied merely on the necessarily somewhat optimistic pronounce-
ments in the manufacturer’s trade literature. This was not to
suggest that indiscriminate self-medication by doctors was either
necessary or desirable; but the fact remained that a doctor who had
himself suffered from a disease and its treatment was in general
more likely to be sympathetic to the patient’s complaints of side-
effects than one who had not.

Dr. GREEN agreed with Sik HENEAGE OGILVIE that the attempt
to decide the value of gas gangrene antitoxin on the basis of statis-
tical analyses of case records during the Second World War had
been inconclusive, mainly, he thought, because the circumstances
of the War had been unpropitious for a satisfactory experiment.
He believed that the current view of experts was that the value of
the mixed Cl. welchii, Cl. septicum and Cl. eedematiens antitoxin
was at best unproven. But, all the same, if he (DR. GREEN) were
confronted by a patient with a wound of the kind known to be liable
to develop gas gangrene, he would still like to be able to give the
antitoxins on the chance of their helping to save life or limb. It
was not always possible to table the objectively scientific view in
medicine, even for the sake of advancing knowledge; and there must
often be occasions when the right course was to give the individual
patient the benefit of the doubt, even where the doubt was very
considerable.

Sir HENEAGE OGILVIE proposed a vote of thanks to the openers
of the discussion and to DR. GREEN for summing up. DR. GREEN
had put into words what they all felt about it. He had put into its
perspective the humanity of the thing.

Dr. CocksHuT seconded, and the vote of thanks was carried
with acclamation.
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HUNTERIAN SOCIETY

ANNUAL GENERAL MEETING

THE 129th ANNUAL GENERAL MEETING of the Hunterian Society
was held on Monday, April 25th, 1955, at the Talbot Restaurant,
London Wall, E.C.2, the retiring President, Dr. W. S. C. COPEMAN,
in the Chair.

The minutes of the 128th Annual General Meeting were read
and signed as correct, and the Hon. Secretary (Mr. R. S. Murley)
was complimented by the President on the way in which he had
prepared them.

The Gold Medal of the Society was presented to Dr. PHiLip
Hopkins, of Hampstead. The President said that the examiners
were much impressed by the essay he had submitted, which would
be published in the Transactions.

The reports of Council, the Hon. Treasurer, and the Hon.
Curator, which had been circulated, were adopted. Dr. D. C.
Norris, the Treasurer, said that the balance in hand was about
£100 more than the year before.

The Council’s nominations of officers and Council for 1955-56
were read and accepted.

New Fellows were elected and those that were present, together
with other recently elected Fellows, were welcomed and formally
admitted by the President.

THE PRESIDENT expressed the thanks of the Society to the
retiring Hon. Secretary, MR. A. W. BaDENocH, who had given
yeoman service over a period of five years.

MR. BaDENOCH said what a great pleasure it had been to serve
the Society.

THE PRESIDENT called upon those present to stand in memory
of Sir Arthur Keith, an outstanding Hunterian, who was the oldest
Honorary Fellow of the Society, having been elected in 1908.
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ISOTOPES
By
ProrEssor E. N. pa C. Anprapg, F.R.S.

AN AppRrEss on “Isotopes” was then given by Professor
Andrade. It was very informal and was illustrated by tableware
which was before him.

PROFESSOR ANDRADE said that at the beginning of the present
century things were simpler than they were now. He gave a brief
historical account of the work on the chemical atomic theory and
the practical and theoretical importance of atomic weights. He
pointed out that atomic weights were not exact. For example, when
it was said that the atomic weight of calcium was 40, there were not
a few examples in which it was 39 or 41, and a smaller number,
38 or 42, and so on. It was found that if the elements were
arranged in a certain order, some chemical properties repeated them-
selves, so that periodic tables could be worked out. The theory of
the atom was really quite simple. In the middle of the atom the
proton nucleus had a positive charge of so many units to which its
name proton had been given, and the small negatively charged
particles, now generally called electrons, were a constituent of every
atom and were assumed to be vibrating around positions of stable
equilibrium in the atom itself.

The lecturer illustrated, in an impromptu way, how, for
example, helium had four times the mass of hydrogen. He also
explained the proton and the neutron, and how the number of
electrons depended on the chemical properties. Isotopes, or com-
plex elements, were elements which had the same chemical
properties because of the same positive charge, but had different
mass. Chemically the isotopes were indistinguishable, the mass
made the only difference. Most of the chemicals had several
isotopes. Uranium had two isotopes, atomic weights 235 and
238, and to separate these they were first of all changed into
a gaseous form. Isotopes could be manufactured in very large
numbers, and that was the purpose of the cyclotron, and the other
large installations of which so much had been heard. One could
actually “throw these particles about” to make a new nucleus.

He went on to mention the use of isotopes as therapeutic agents.
There were two kinds of isotopes — the stable ones which stayed
as they were, and the isotopes made by shooting particles into them
and which thus were unstable. Such isotopes could not break down
without shooting something out. Here he explained the function
of the Geiger counter. The life of atoms was calculated by their
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half-life. The choice of isotopes was very considerable, from the
very fast to the very slow. Phosphorus, with an atomic weight of
32, had a very convenient half-life of 14 days. With this isotope,
“used therapeutically, one could four hours after the meal recover
the element in the bone, in the muscle, and in the blood. Iodine
had a half-life of 8 days; this went to the thyroid, and iron, with a
half-life of 47 days, to the blood cells.

PROFESSOR ANDRADE went on to describe picturesquely how
isotopes could be used to discover the age of the earth or of rocks
or even the age of mummies — all dead things. He explained that
once anything died it did not take in any more radio-active carbon,
and started to break down, and from this breaking down process
the age could be calculated.

With atoms having the same chemical properties but different
masses, it was possible to build up isotopes with a given charge.
There were nearly one thousand radio-active isotopes, and their
half-life, by which their potency was measured, varied enormously,
from a few minutes to a thousand years. The possibilities which
this presented, in medical and other fields, were obvious. PROFES-
SOR ANDRADE most ingeniously and amusingly illustrated some of
the combinations and permutations in this fascinating and important
field of investigation.

Dr. RoBERT PIERRET, of Paris, an Honorary Fellow of the
Society, in a few words, proposed a vote of thanks to PROFESSOR
ANDRADE, whose name, he said, was a French one and whose work
was well known and highly esteemed in France, and who had the
very high distinction of Chevalier Légion d’Honneur. He spoke of
his pleasure on having heard his lecture and also on being again
amongst his English friends.

THE PRESIDENT said that the Society was indebted to Dr.
PIERRET for the gift of two volumes of John Hunter’s lectures, which
he had acquired at the time when he was house physician in Paris.
It was most fitting that those volumes should have come home to
roost in the Society’s library.

Dr. W. M. LEVITT seconded the vote of thanks to PROFESSOR
ANDRADE, and said that lectures on isotopes to which he had listened
had been interesting, some more interesting, but the one which they
had heard that evening had been quite fascinating. He had a
personal reason for being grateful to PROFESSOR ANDRADE, because
he (Dr. Levitt) was one of the people who was supposed to under-
stand something about this subject and to instruct others, and he
would be able to perform his task in future all the better for having
heard the lecture that evening.

The vote of thanks was carried with applause.
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INDUCTION OF NEW PRESIDENT

DR. COPEMAN said that his last duty and a very pleasant one
was to invest his successor, MRr. DicksoN WRIGHT, with the
Presidential badge of office. He had no doubt that he would not
only sustain the reputation of the Society but bring it to an even
higher level.

Mg. DicksoN WRIGHT, on taking the Chair, mentioned that he
had been a Fellow of the Society since 1932 — his “ half life ”, to
take up what PROFESSOR ANDRADE had been saying about chemical
substances. He remembered at the time of his election how remote
to him appeared the President with his badge of office, and now on
reaching that position himself he had a feeling of great humility.

Dr. C. D. CoYLE proposed a hearty vote of thanks to the Past
President for his able occupancy of the Chair. He doubted whether
any of the Society’s previous hundred Presidents had brought to
that officc more charm or wit. He had known his father, Dr.
MonckToN CoPEMAN, and he was well aware from what source he
derived his excellent qualities.

Dr. L. CARLYLE LyoN seconded the vote of thanks. The success
of the last session had shown how hard the President had worked.
The Society was now in a more flourishing condition than it had
been at any time during the last 25 years, and this was largely due
to the work of its Council and a succession of worthy Presidents.

The vote of thanks was duly accorded while Dr. CoPEMAN
insisted that the other officers and the members of the Council should
be included in it.

The meeting — and the session — then terminated.

5%
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HUNTERIAN SOCIETY

ANNUAL DINNER

THE SOCIETY'S ANNUAL DINNER commemorating the 227th
anniversary of the birth of JoHN HUNTER was held at the Savoy
Hotel on 10th February, 1955, with the President, Dr. W. S. C.
COPEMAN, 0.B.E., in the Chair. ‘

The loyal toasts having been duly pledged, the President rose
to propose the time honoured toast to the immortal memory of
JonN HUNTER.

THE Rt. Hon. THE Viscount KILMUIR, G.C.V.0., then proposed
the toast to the Hunterian Society and in the course of his speech
spoke of that enthralling figure whose name they were honouring
that night, a name perpetuated by a Society which could still draw
inspiration from him and his method. He recalled that John
Hunter’s finest attributes of an unquiet mind, restless energy and a
powerful determination to see that something newly discovered was
something to be understood. This, he said, was the spirit which
had been handed down and which flourished no less in 1955 than it
did at the zenith of the Hunterian era. To medicine in all its
branches Hunter had been an eternally helpful godfather, and Lord
Kilmuir felt that in honouring the memory of this great man he was
expressing his personal admiration for the profession as a whole.

THE PRESIDENT in response, thanked the Lord Chancellor for
having left the sheltered comfort of the Woolsack to be among them
that night and to speak so well of them. They had seen for them-
selves what an elegant and polished orator the Lord Chancellor
really was and many might wonder what were the duties of the
distinguished position which their guest of honour held. * What
is a Chancellor and what does he do?” Of course, they all knew
that being the oldest surviving office under the Crown, the holder
ranks second in precedence in the whole country after the Sovereign,
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whose conscience he officially keeps, as well as the Great Seal.
Among his many other duties he appoints all judges, administers
the County Courts, the Public Trustee and the Pension Appeal
Tribunals and, last but not least, speaking as an humble J.P., my
direct boss, a relationship which makes me very proud. In con-
cluding his few words, on which his wife had put a definite time
limit, the President told Lorp KiLMUIR how extremely flattered they
were in having him with them and in proposing the health of their
ancient but still sprightly Society, in such a charming way.

DR. GorDON SEARS, in proposing the toast of the “ Lord Mayor
and Corporation of the City of London,” mentioned that it was a
particular pleasure to him because his family associations with the
Mansion House dated back many years. The Society was honoured
by their presence and he wished to thank them for the great service
that was rendered to them in permitting the use of the Mansion
House for their two most important functions, the Hunterian
Lecture and the Hunterian Oration.

In replying to the toast, the Lord Mayor, SIk SEYMOUR HowaRp,
pointed out that his own office entailed duties curiously similar to
those of a doctor: both were concerned with the harmonious co-
operation of all the organs, but for him the organs were those of
the body politic, a patient notoriously lacking in gratitude.

The toast “ The Guests and Kindred Societies ” was proposed
by Sik ARTHUR PORRITT, and in reply the President of the Royal
Academy, Proressor A. E. RicHArDSON, recalled that WiLLiam
HunTER had been the first Professor of Anatomy at the Academy.
Noting the fact that anatomy and architecture were in fact very
closely allied, he felt confident that the Society would join him in
condemning the growing threat to London’s skyline. He recalled
how, once before, the City lost a great opportunity when Wren’s
plan for reshaping the mediaeval streets after the Great Fire was
set aside. This plan incidentally would have saved the City its
present costly traffic problem. For the City to be rebuilt “on
resplendent lines ” it was essential for new buildings to be kept at
a reasonable height in order to preserve Wren’s magnificent skyline.
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Tue Gorp MepaAL PrizE Essay.

“THE MANAGEMENT OF THE CLIMACTERIC
IN GENERAL PRACTICE”

by

Dr. PHILIP HOPKINS

History OF THE CLIMACTERIC

IT IS INTERESTING to speculate to what extent our concept of
the climacteric springs from ancient superstitions. According to
the Oxford English Dictionary the term climacteric (derived from
the Greek, and meaning  a rung of a ladder ”) denotes: “ A critical
stage in human life; a point at which the person was supposed to be
specially liable to change in health or fortune.” According to some,
all the years which are multiples of seven were climacterics, and
others included the multiples of nine also. The age of forty-nine
(seven times seven) years was reached with apprehension, while that
of sixty-three (seven times nine) years was regarded as the Grand
Climacteric which few reached.

The term climacteric was first used in medical literature by
Sir H. Havrorp (1813) in the Medical Transactions of the College
of Physicians. His paper, “On the Climacteric Disease” is one of
great interest. He wrote: “The period of the occurrence of this
change in men, in general is so very irregular, that it may
be occasionally remarked at any time between fifty and seventy-five
years of age, and I will venture to question, whether it be not, in
truth, a disease rather than a mere declension of strength and decay
of the natural powers.” He continues: ‘I should observe that
though this climacteric disease is sometimes equally remarkable in
women as in men, yet most certainly I have not noticed it so
frequently, nor so well characterised in females.”

90



That the climacteric as we know it to-day did not commenly
occur, or else was not commonly diagnosed, is further evidenced
by the fact that there was only one work in the English language
by 1878 — Dr. J. E. TiLT’s book “ The Change of Life”.

In a paper, “Of the Management proper at the Cessation of
the Menses” JonnN FOTHERGILL (1779) refers to the belief that evil
humours were suppressed when the menses cease and his very astute
observation is well worth repeating: “ Women who have unhappily
imbibed that prejudice, are naturally alarmed at the consequences
they apprehend must ensue from such a change in their constitution

. . and, indeed, it is not seldom that by such anxiety, they bring
on disorders that are not easily removed, attributing them to the
cause we are speaking of, whilst they principally originate from
anxiety.”

Reference to the climacteric in women in the medical literature,
especially of the English speaking countries, has increased consider-
ably since the beginning of this century, and this strongly suggests
either that the condition has become more commonly encountered,
or more notice is taken of it, not only by those who suffer from it,
but also their doctors.

THE CLIMACTERIC IN MAN

There are those who believe that man does in fact experience
the male equivalent of the female climacteric, but I have yet to have
a man consult me on this score. The description that Sir H.
Harrorp (1813) gives the condition he names “ climacteric disease ”
seems very like the general deterioration of the general health due
to the passage of time. The fact that he observed it between the
ages of fifty and seventy-five means little, since we know that in his
time the expectation of life was some ten years less than it is to-day,
and many entered their decline at fifty years of age.

It is not uncommon for a man over seventy-five years old to
father a child, and I have been asked by several patients over sixty
whether their forthcoming prostatectomy was likely to interfere
with their sexual activity. Apart from this my experience with the
male climacteric is conspicuously negative.

THE CLIMACTERIC IN WOMAN

When applied to woman, the term climacteric denotes a period
of time lasting from one to five years (and occasionally more),
usually starting between the ages of forty and fifty-five years, in
which certain physiological changes take place. Generally speak-
ing, this means a reversal of those changes which took place at
puberty.

The primary change takes place in the ovaries, which become
smaller; ova and corpora lutea disappear, the Grafian follicles are
replaced by fibrous tissue, and the internal ovarian secretions are
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no longer formed. This is not the result of any lack of anterior
pituitary hormones, but is due to their inability to stimulate the
ovaries any longer. The essential “change” is that the woman
becomes incapable of reproduction.

I wish to stress that this is a physiological change, and is there-
fore a normal phase in the life of the individual, so that it might
well be expected to pass unremarked, as indeed it does in the
majority of women. As a result of my experience I have formed
the impression that about 75% of women have an uneventful
climacteric, though some writers put the figure even higher.

It is only a minority of women who experience difficulties which
make them seek medical aid. As a basis for the observations that
follow, I have carefully searched through my National Health
Service records and I have found quite a considerable number of
women patients in the appropriate age group. Of special interest
are nineteen of them who have been under my continuous care since
1951, and an analysis of their notes has been most revealing. Not
only has it helped me to describe their management, but it has
brought to light what must be regarded as an important stiological
factor common to them all —the existence of some emotional
disturbance before the onset of their symptoms.

SYMPTOMATOLOGY AND DIAGNOSIS

Unfortunately it is by no means an easy maiter to place an
individual into a particular diagnostic group, as all too often the
symptoms may be numerous and diverse, not only varying from
patient to patient, but also varying in the same patient from the time
of one consultation to the next.

Table I shows the symptomatology of the nineteen women in
the series under study, together with their ages when I saw them in
1951. It is possible to divide the symptoms into three main groups,
those due to:

(1) alteration in the menstrual cycle,
(i1} emotional disturbances, and

(iii) instability of the autonomic nervous system.

(i) ALTERATION IN THE MENSTRUAL CYCLE.

The time at which the menses stop is the menopause, and
although it frequently marks the onset of the climacteric, it may
not take place until some later stage. It is well known that an
emotional shock, or even a change of job or place of living may
produce amenorrhea. This was clearly described by Jonn
ForaerciLL (1779) in his monograph “ Of the management proper
at the Cessation of the Menses” where he wrote: “ A woman enjoy-
ing very good health, sometimes is seized with total suppression of
the menses, much sooner than they ought to disappear, perhaps soon
after thirty years of age. A fever, surprise, anxiety, sudden and
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TABLE I

(Showing the Symptomatology of Nineteen Women in the Climacteric.)

Patient Number 1] 213415161789 [10]11|12[13[14]15]16]17118]19

Age in years 45|51 {4545 48 | 50 [ 56 | 54 | 47 | 56 | 47 | 42| 45 (53 149 | 51 | 46 | 47 | 43

Symptoms:
“Hot flushes” X | x [ x [ x| x| x|[x|x[x|X[Xx|[x[X[|[xX{xX]|Xi{X|X]|X
Amenorrheea... x {hjh h|x}x|x]h|x X X X | X
Menorrhagia... X X X | x
Pruritus vulvae X X X X
Insomnia X | x [ x{x{ x| XXX X |[x X X x | x| x ! x
Anxiety X | x| x| x| x X X X X X X X X
Depression X X X X X | x
Headaches X | x X [ x| x X x | x
Palpitations ... X X X X X
“No energy”’; “can’t

concentrate” X | X X X | X X [ X [ Xx X | X

“Tired eyes”... X X X
Dyspeptic symptoms . | x X | x X | x X X | X | x X
Dizziness X x | x | x X

(Note: h indicates previous hysterectomy.)
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violent cold, especially if it happens at the time, will put a total
stop to the discharge.”

In the present series the menopause occurred suddenly in this
way in nine of the women, and Table II shows their ages at the time
of the menopause, together with the emotional disturbances which
I consider were causative factors in the production of this “total
suppression of the menses ”.

There may be a gradual diminution of the menstrual flow with
a lessening of the frequency of the menses, and this was the case
with two of my patients. It is interesting to note that these two
women were the least affected by symptoms in this group; and both
of them were managing reasonably well with difficult life situations.

Increase of menstirual flow, in quantity or frequency, is not a
normal accompaniment of the climacteric, and when it occurs it is
always an indication for full investigation. In the present study,
four of the women had undergone hysterectomy for severe menorr-
hagia before 1951, and the gynzcological reports showed uterine
fibroids to be the cause in three of them; in the fourth the cause
was metropathia hzmorrhagia associated with polycystic ovaries.
Four others first consulted me on account of irregular or heavy
bleeding (together with other symptoms), and they were accordingly
referred for a gynacological opinion. My diagnosis of uterine
fibroids was confirmed in three of them; only two required
hysterectomy. The fourth one, who had previously had a radium
menopause for metropathia hemorrhagia, was found to be suffering
from oestrin-withdrawal bleeding following administration of
stilbeestrol by a previous doctor.

{ii) EMOTIONAL DISTURBANCES.

In my experience, by far the most commonly encountered
symptoms arising during the climacteric are those due to emotional
disturbance. In the words of J. C. DoNovan (1951) : “ The woman
who seeks aid at the time of the menopause does so because she is
emotionally upset.” His opinion is based on a review of the
symptoms of 110 patients.

Given sufficient time and the necessary encouragement to talk
freely the majority of patients will rapidly express their belief that
their trouble is due to their “nerves”. Often a woman will say
that she feels “ all tensed up ” or “ strung up ”, or simply that *“ my
nerves are bad”. She will readily admit to being “ jumpy” or
“on edge ”, or that “little things upset her ”. Frequently there is
loss of self confidence, anxiety or depression will be evident, and
there will be complaint of inability to concentrate, or of being easily
upset and quickly brought to tears. There may be a feeling of
having “no energy ”, yet she will be unable to get to sleep, or if
she does fall asleep she will be disturbed during the night by un-
pleasant dreams or even nightmares.
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TABLE II

(Showing patients with sudden onset of amenorrhcea—menopause—

with probable causative factors.)

Patient Age at Events immediately preceding onset of amenorrhceea, or menopause:
Number: Menopause:
1 40 Father remarried, and then arrested for attempted murder of second wife.
6 48 Violent quarrel with drunken husband, who struck her and knocked her over.
7 40 “Nervous break-down” and onset of myxcedema.
8 52 Lost her job; considers herself to be a failure. Wanted to be a journalist but never
succeeded.
9 47 Husband went off with another woman.
10 55 Husband’s sudden death,
12 40 Moved into damp basement flat from her “‘nice house”, and felt she had “come down
in the world”.
14 51 Husband’s sudden death.
16 48 Husband’s sudden death.
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Careful history taking will bring to light previous experiences
of emotional break-down during various times of stress, and if a
full history be obtained there is often the story of early psycho-
logical trauma, such as separation from one or both parents in
childhood, or the insecurity of a broken home.

The extremely high incidence of anxiety or depression in this
group of nineteen women, associated in all but three of them with
insomnia, is shown in Table I, and it is also true of many other
women | have treated for the climacteric, but they are not included
in this series as they were not under my continuous care since 1951.

(iii) INSTABILITY OF THE AUTONOMIC NERVOUS SYSTEM.

By far the most important result of autonomic nervous system
instability is the production of what are colloquially called “hot
flushes ” (this becomes “ hot flashes ” in American literature) or
“hot sweats ”. I have often heard it said that these hot flushes are
trivial and unimportant — but not by the sufferers. I have been
thoroughly convinced of the immense misery and torment they cause.
Usually the face and neck are first affected, there being a feeling
of intense burning which may pass over the whole body, frequently
accompanied by a sensation of swelling as well as actual perspira-
tion. The flush may be followed by a feeling of intense cold and
shivering, sometimes with dizziness and palpitations, and occasion-
ally syncope. These most distressing symptoms may occur once,
or many times throughout the day and night. Occasionally, in a
very severely disturbed woman, there may be continuous hot flushes
lasting many hours at a time. All nineteen women in the group
studied, complained of hot flushes.

The exact mechanism of these hot flushes is not fully under-
stood, but it is thought that they are due to dilatation of the skin
vessels as a result of excessive stimulation by the unstable antonomic
nervous system — probably “ sensitized” by the imbalance of the
circulating anterior pituitary and ovarian hormones.

Other symptoms may be caused by the instability of the
autonomic nervous system, particularly in the gastro-intestinal tract.
In ten of the group there were symptoms that may loosely be
described as “ dyspeptic ”, consisting of flatulence, nausea and post-
prandial pains. Anorexia was usually associated with these symp-
toms. Not infrequently there were also constipation, probably due
to spastic colon.

Several of the women also complained of headaches, palpita-
tions and dizziness. I was not able to find any consistent relation-
ship between these symptoms and the existence of hypertension,
which is very much in keeping with MARANON’s (1929) observation
that: “. .. the fundamental character of climacteric hypertension -
is its variability, its instability . . . in climacteric pathology
emotion plays a particularly intense and definite réle.”
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I have resisted the temptation to put in « fourth group of
symptoms occurring during the climacteric, namely those due to
hormonal deficiency. The only symptoms I have thought likely
to be due to this are dryness and irritation of the vagina and vulva
which occurred in four of the series under review. Apart from this
it seems most likely that the results of hormone deficiency do not
appear until some years after the menopause. Essentially the
changes are structural in nature, and would be covered by the term
“senile 7, consisting as they do of atrophy of the vulva and vagina
resulting in the typical conical-shaped vagina (vagina stenosis),
occasionally associated with a “senile vaginitis”. These changes
are well described by H. C. McLAReN (1953), and he states that
they are mostly seen after the age of sixty years. I think that if
hormone-replacement-therapy is indicated at all it is for these late
changes, but not often.

COMPLICATIONS ARISING AT THE CLIMACTERIC

My experience has led me to believe that many of the so-called
complications of the climacteric are coincidental and not the direct
result of it. I have emphasised already that the climacteric period
is one during which physiological changes are taking place.

It is particularly important to remember that the climacteric
occurs at an age when malignant changes often occur, not only in
the reproductive organs but elsewhere in the body. In a recent
discussion at the Royal Society of Medicine, KIMBELL (1954)
reported that though a small number of women developed carcinoma
of the cervix uteri before the age of forty years, the majority who
do so are between fifty and seventy years old. These figures are
agreed by other authorities. It is for this very good reason that I
have stressed the importance of investigating every woman who
complains of increase in frequency or quantity of the menses over
the age of forty, since this is due to pathological and not physio-
logical changes. Most commonly it is due to simple fibroid
degeneration of the uterus, but it may be due to carcinoma arising
in the body or cervix of the uterus, or, as already mentioned, to
metropathia heemorrhagica.

Another malignant change that occurs during the climacteric
is leukoplakia vulve (or ani). This consists of the appearance of
silvery-white areas at the vulva (or anus), and most often arises
in patients with pruritus vulve (or ani). Its occurrence is a certain
indication for referring the patient to a gynacologist.

Reference has already been made to the incidence of “ dys-
pepsia” during the climacteric, and again I think this is due to
emotional tension rather than the climacteric itself.

Occasionally various joint pains are experienced, and in the
past they have been labelled “menopausal arthritis”. I can see
no good reason for this, but I think it likely that there may be some
early osteo-arthritic change in the affected joint (usually the knee)
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frequently associated with obesity and there is little need to look
further for an explanation of the pains. Sometimes, when there
are pains in many joints the possibility of rheumatoid arthritis must
be considered. Here again emotional factors could well be held
responsible for the development of rheumatoid arthritis, as clearly
described by W. S. C. CoPEMAN (1946).

In my experience, however, the main complications of the
climacteric are psychiatric. That is to say any changes in the mental
rather than in the physical state. But again I must emphasise that
these are not caused by the climacteric, though they may be
aggravated by it. This is clearly true in the present series of nine-
teen women where there was some emotional disturbance already
present before the onset of the climacteric. This is confirmed by
others who have recorded their experience.

Three of the nineteen women reviewed were sufficiently dis-
turbed to require the opinion of a psychiatrist for guidance in their
further treatment. Admission to hospital was suggested to each of
them, but all declined. Two of these have subsequently done well
with simple psychotherapy, but the third one (patient number 2)
developed acute thyrotoxicosis shortly after she was seen by the
psychiatrist. On referral to a thyroid clinic she was admitted for
thyroidectomy, and although she appeared to respond well in
hospital her symptoms all returned when she was back home, and
she still requires a good deal of attention for hysterical outbursts.

Two other women developed serious illness, but in both cases
this could have happened at any other time in their lives. Patient
number 3 had suffered for many years from asthma, and when she
was told that hysterectomy was necessary in order to stop her
menorrhagia (due to uterine fibroids), she relapsed and again
suffered from asthmatic attacks almost every night.

Patient number 19 suffered from innumerable bodily symptoms
from the time it was discovered that her husband had a duodenal
ulcer. She became worse when she developed metropathia
hemorrhagica r 1d was told that operation was necessary to remove
her cystic ovaries. After this had been done she became a constant
attender at my Surgery, and she eventually developed a gastric ulcer
which is still causing her symptoms despite in-patient treatment at
hospital.

TREATMENT

In the belief that the climacteric is a normal physiological
process I direct my attention to the person and not the condition.
One might mention here that the title of this essay is not entirely
a happy one, since it tends to emphasise the condition, and not the
patient, who is suffering from it. This is an unfortunate tendency
in medicine — treating diseases and “ managing ” conditions !

As doctors, we should at all times be aware of the fact that
we are treating people, and not their diseases. This is specially

98



important in the treatment, or management of the woman who is
having a difficult time during the climacteric, for perhaps at no other
time is a woman likely to be so desperately in need of help from
-a doctor who understands all aspects of his patient’s needs. The
family doctor, or general practitioner, is best fitted to play this réle,
provided that he knows his own limitations and is able to call in
a consultant or specialist at the right time, either to advise further
management of the patient, or to carry out any treatment requiring
a special technique in which the general practitioner is not expected
to be competent.

(1) GENERAL TREATMENT.

Simple advice should be given about the need for adequate
sleep, and the need for a reasonable amount of exercise.

An important part of treatment may be the control of any
tendency to obesity, or if it is already present, it will be necessary
to advise a suitable diet. I have found that a well-balanced diet of
1,200 calories is adequate. On only two occasions have I
prescribed amphetamine as an aid in controlling the appetite, but
the response was poor until I was able to persuade the ladies con-
cerned that it was essential to follow a diet in order to lose weight,
and that the tablets had no magical properties !

Unless the patient is already well known to the doctor it is
essential to start by taking a full history, and in all cases to make
a complete physical examination. Without these, a proper diagnosis
cannot be made, and without a proper diagnosis, treatment cannot
be adequately planned.

When one of the presenting symptoms is amenorrheea it may
be necessary to exclude the possibility of pregnancy, first by clinical
examination, and then, if there is any doubt, by one of the various
tests. 1 have found two tests reasonably reliable, the cestrin-
withdrawal-bleeding test, and the * Prostigmin ” test.

Oestrin-withdrawal-bleeding test.

This may be carried out either by sub-lingual administration
or by parenteral injection. The former is perfectly adequate, when
not less than 10 mgms. of Ethisterone and 0.01 mgm. of Ethinyl-
cestradiol are absorbed via the sub-lingual route four times each day
for five consecutive days. In the non-gravid uterus bleeding may
be expected within three or four days.

The “ Prostigmin ™ test.

This consists of three daily subcutaneous injections each of
1 mgm. “ Prostigmin ”, when uterine bleeding may be expected in
the absence of pregnancy if the previous menstrual history is
regular.

If there is any particular reason for knowing as soon as
possible, a specimen of urine should be sent to a pathology labora-
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tory where facilities are available for either the Xenopus or the
Hogben tests to be done. The result may be expected in twenty-
four to forty-eight hours.

(ii) SPECIAL TREATMENT.
Other forms of treatment may conveniently be divided into:
(a) drug therapy, and (b) psychotherapy.

(a) Drug therapy.

At first I followed the current teaching (strongly supported by
the torrential flow of persuasive literature through the letter-box !)
and prescribed the cestrin preparation then in vogue. Table III
shows the drug-therapy of the present series of nineteen women,
and it is extremely interesting to note that only three of them
responded satisfactorily to cstrin alone. Of the remaining sixteen
women, eight responded to a small dose of cestrin (stillbeestrol 0.1
mgm.) together with a small dose of phenobarbitone (gr. 1) two or
three times each day, together with psychotherapy. The other eight
women required no more than small doses of a sedative together
with psychotherapy and no cestrin. I now use one of the following
sedatives : amytal gr. }, sodii amytal gr. i, or phenobarbitone gr. 3.
Any of these, two or three times each day, seems to be adequate
so long as it is accompanied by psychotherapy, as progress is made,
the frequency of taking the sedative is reduced, until a minimum
maintenance dose is reached.

1 am unable to explain why one woman responds to cestrin-
therapy and another to a sedative, while a third requires both,
except on a hypothesis that the underlying cause is an emotional
disturbance which acts through the hypothalamus on an autonomic
nervous system “ sensitised ” by minute changes in the circulating
hormones. I use the adjective * minute ” advisedly, since FLUEMAN
(1944), in listing a number of clinical and experimental reasons why
menopausal symptoms could not be attributed to the known
hormonal alterations of the menopause, states that: “ . . . . there
is no correlation between menopausal symptoms and hormonal
changes as indicated by laboratory data.”

With this in mind, together with my experience, I have no
hesitation in suggesting that hormone-replacement-therapy should
not be used as a routine in treating women suffering from difficulties
during the climacteric. In the first place a simple sedative should
be given — accompanied by regular appointments for what, for want
of a better word, I call psychotherapy.

Other forms of medication are required in treating symptoms
arising during the climacteric. Most commonly needed is some
form of “ant-acid” to combat the “ dyspeptic” symptoms. The
ordinary Mistura Magnesii Trisilicatis Composita (B.P.C.) is ade-
quate for this purpose, or alternatively the simple Mistura Aluminii
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TABLE I
(Showing response to drugs.)

Patient Number:

Treatment
1 2 3 4 5 6 7 8 9 (10|11 |12|{13)14 151617 |18 19
Oestrin only ... X | xx | x | xx XX X X
Sedative only ... e xx | X X XX XX | X | X | XX | Xx XX | X | xx| X | xx

Combination of Oestrin
and sedative... XX XX XX { XX XX

(Note: xx indicates full relief of symptoms.
x indicates only partial relief of symptoms.)

TABLE IV
(Showing present Clinical Condition.)
Present Clinical State: Number of Patients:
No symptoms. No treatment required ... 7
Much improved, only requires occasional treatment ... 10

Very ill still, and requiring constant medical attention 2
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Hydroxidii (N.F.) may be prescribed in teaspoonful doses every
four hours, or more conveniently in tablet form if required.

If the dyspeptic symptoms are associated with pylorospasm, a
derivative of belladonna is useful or the tincture of belladonna may
be added to the mixtures already suggested.

Any tendency to constipation is remedied by attention to the
proper balancing of the diet, with added fresh and stewed fruits,
and vegetables, and ensuring that ample fluids are taken. If
required, small doses of liquid paraffin, or preferably its emulsion,
may be taken each night. More active purgatives are seldom indi-
cated; but if there is already a long-standing habit established, it
is usually futile to try to interfere with it.

The occasional joint pains may respond to simple analgesics.
Aspirin 10 grains every four to six hours is most helpful, and
phenacetin may be used in conjunction with it in the usual B.P.
preparation.

If there is any suspicion of rheumatoid arthritis, the patient
should be referred to a suitable clinic for full investigation.

Frequently, when the pains are in the lower limbs, attention to
the associated obesity is likely to be the most useful therapeutic
measure.

Of the remaining symptoms requiring treatment there is the
insomnia, and until some progress has been made with the psycho-
therapy a sedative will be needed. 1 find the 1j-grain tablet of
butobarbitone (B.P.C.) is usually adequate, having an action lasting
from four to eight hours, it gives rise to no “hang-over ” effects in
the morning. There are such a large number of barbiturates and
other types of sedative that it is best to accustom oneself to pre-
scribing two or three of them and to keep to them. Once treatment
is progressing well with the psychotherapy the drug-therapy can
usually be stopped, or at least reduced to a minimum.

(b) Psychotherapy.

There is no standard method of psychotherapy, and since this
is a word which may have different meanings to different people,
it is as well to define it. I think of psychotherapy as the treatment of
a person by attempting to focus attention on his mind, thereby
helping him to understand his particular problems so that he is
enabled either to find a way of resolving them, or if this is not
possible of adapting his way of life to fit in with them.

This is undoubtedly an over-simplification, but this is not the
place to give any lengthy explanation of the definition. Suffice it
to say that if the doctor is aware of the personal relationship
between himself and his patient, and knows how to use it on a -
therapeutic level he will do far more than merely by prescribing
drugs.
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Ideally, the woman who is experiencing difficulties during the
climacteric should be given a minimum of three-quarters of an hour
each week for the first three or four weeks, so that there can be a

full “discussion ” of the life situation. In this way it is not only
" the doctor who obtains an over-all picture of what is going on, but
the patient also will be able to see her problems in perspective.

The usual medical approach does not apply in this type of
treatment since the important data are in the patient’s mind, and
she must be encouraged to talk freely about whatever she feels is
important.

A certain amount of “ instruction ” may be useful, especially if
the patient believes in some of the superstitions that still abound;
even today, there are women who believe that when the menses are
suppressed there is some “ poison ” that is retained within the womb.
Again, there are many women who feel that they are now useless;
the wife feels she is no longer atiractive to her husband, or that her
family has grown up and no longer need her.

There is a real fear that she may be completely rejected by her
husband; or, if a spinster, perhaps she realises that it is now late,
and that love has passed ler by.

These are but a few of the very real emotional difficulties that
may arise, and which call for patience and understanding if it is
one’s aim to help such patients. It would be wrong to refer all
these patients to a psychiatrist, since the help they need could, and
I think should, be forthcoming from the family doctor.

The results of this method of management of the climacteric in
general practice are shown in Table IV, and compare favourably
with other published results.

Finally, it should be remembered that the aim is not to restore
the patient to her former health, but rather to help her adapt herself
— both mentally and physically —to a new state of health which
must be regarded as normal in the post-menopausal woman.
SUMMARY.

I have attempted to describe the symptomatology commonly
encountered in general practice in women who experience difficulties
at the climacteric. This has been illustrated by the analysis of a
series of nineteen women who have been under my continuous care
for four years.

Using this same group of women I have described their manage-
ment, and the method of treatment, the major part of which is
psychotherapy. 1 do not favour hormone-therapy as a routine.

I have not been able to describe the management of the climac-
teric in the male, and indeed I doubt whether this exists as an entity.

In the light of my experience I consider that when the climac-
teric occurs at a time when the woman is already emotionally dis-
turbed it acts as a further stress, but if she is emotionally stable at
the time of the climacteric, it has little or no effect on her life.
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1902 Artaur TeMpLer Davies, M.D.
1903 THomas Horrocks OpensHAW, C.M.G.,

M.S.
1904 Joun Francis Woobns, M.D,
1905 Francis Rowrano HUMPHREYS.
1906 Arrrep Herserr Tussy, M S,
1907 LauristoN Ercie Smaw, M.D,
1908 Wi\l&LBM James McCuriocu ErrLes,

1909 WiLLiam Rawes, M.D,

1910 Roerr Forrescue Fox, M.D.

1911 %_MES Henry SeQUEIrA, M.D.
Homas GLover Lyon, M.D.

1913 Ebwarp WILBERFORCE Coomu_ M.D.

1914 ArnoLp CHapLIN, M.D.

1915 H, RuUSSELL ANDREWS F.R.C.S.

1916 A. S. Currig, M.D.

1917 W, LancpoN BrowN, M.D.. F.R.C.P.

1918 O. K. WiLLIAMSON, F.R.C.S.

1919 Hvucu Lerr, C.B.E., F.R.C.S.

1920 LeoNarp Hlu_ RS,

1921 SIIIIWASRBUTHN(YI‘ Lane, K.CM.G.,

1922 Tueopore TuomesoNn, M.D., F.R.C.P.
1923 H. W. Carson, F.R.CS.

1924 Sir Syponey R, WeLLs F.R.C.P.
1925 H. Lereesy Ty, M.D., F.R C.P.
1926 Sir Geo. Newman, K C.B., F.R'SE.
1927 W, GiruiNG BaLt, 'F.R.CS

1928 A Femwing, M.D., FR.C.P.

1929 W. SHEEN CBE M.S.

1930 J 'CAMPBELL MCCLURE M.D,
1931 A, E. MORTIMER WOOLF F.R.C.S.
1932 J. B. CuristorHersoNn, C.B.E., D,
1933 Su;‘ ’Eﬂé)ng.gs Crisr ENGLISH K. G.,

1934 B. T. Parsons-Smita, M. D F.R.C.P,

1935 Pror. Jonn Evee, M.D., F.R.S.E.

1936 Sik CG. LenruaL CHEATLE K.C.B,,
C.P.

M.
M.

F.R.C.S.
1937 Tue Loro Horper, M.D., F.R.
1938 Stz Freoerick Hospay, C.M.G.
1939 Cebric LaNe-RoOBERTS, M.S.
1947 V, ZacHary Core, M.S., F.R.C.S,
1948 W. S. C. CopemaN, O.B.E., F.R.C.P.
1949 Siz Heneace OciLvie, K.B E., F.R. C S.
1950 Sk DanNier T. Davies, k.C ;
M.D,, F.R.C.P
1951 WiLriam E. TanNer, M.S., F.R.C.S.
1952 Georce Day, M.
1953 A. Dickson’ WRIGHT M.S., F.R.C.S.
1954 Sir GorooN GORDON-TAYLOR K.B.E.,
C.B., M.S,, F.R.CS,
1955 Lioner E. C. Norsury, O.B.E,,
F.R.C.S.
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1927
1928
- 1929
1930
1931
1932
1933
1934
1935
1936

1937
1938
1939
1947
1948
1949
1950
1951
1952
1953
1954
1955

LECTURERS TO THE SOCIETY

Doctoxk J. M. T. FINNEY (Baltimore, U.S.A.).

Docror Howarp KEeLLy (Baltimore, U.S.A.).

ProFEssoR J. H. Zaaiver (University of Leyden, Holland).
Docror GusTavE MonNop (Vichy, France).

Doctor ArNoLp Loranp (Carlsbad).

PRrOFESSOR VON Ei1seLBERG (Vienna).

Docror EINAR THoMSEN (Copenhagen).

DocTor JAcQUES FORESTIER (Aix-les-bains).

Docror H. H. KeEssLER (Newark, New Jersey).

Doctor SVEN INGVAR (Professor of Medicine, University of Lund,

Sweden)
Doctor J. ScHOEMAKER (The Hague).

HorRAT PrROFESSOR DocTor GusTav SINGER (Vienna).
Proressor EMiL DE GRrosz (Budapest).
ProreEssor DEeBaiseux (Louvain).

ProFEssor J. Cip Dos SanTtos (Lisbon).

Docror Joun M. FINNEY, Jr, (Baltimore, U.S.A.).
ProFESsOR RENE-A. GUTMANN (Paris).
ProFEssor F. Orsan (Liége).

Proressor Dr. CH. W, LOFFLER (Zurich).
Docror J. vaN Laer (The Hague).

Docror Crire (Cleveland, Ohio).

Proressor J. Apams-Ray (Stockholm, Sweden).

MEDALLISTS OF THE SOCIETY

1910 JouN GorpoN SHArp, M.D.
1911 James DavenNpPorT WiINDLE, M.D.
1912 Artaur GouLsToN, M.A.,, M.D.
1913 A. GRAHAM STEWART.

1914 BasiL THomAs PArRsoNs-SMITH, M.D.
1915-1918 No Award.

1920 Joun Apams, M.D.

1921-1931 No Award.

1933 Epwin Evans.

1934-1935 No Award.

1936 Francis BENNETT (N.Z.).

1937 LEsLIE PARr (Australia).

1938 Joun WiLsoN REeib.

1939 Dr. OUTHWAITE.

1940/48 No Award.

1949 Jack LieBer.

1950 S. M. Rivun,

1951 No Award.

1952 G. M. TempLE TATE,

1953 Dovucras G. Frencn

1954 Jacos Lipsey.

1955 PuiLip Hopkins.
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N.B. W:ll Fellows please check entry of own name and in case of addition andlor

1926
1932
1935
1927
1948

1946
1931
1949
1921
1947
1952
1951
1955
1939

1951
1946

alteration, advise Hon. Secretary or Official Printers immediately.

ABeL, ARTHUR LaAwrence, M.S., FR.C.S.,
48, Harley Street, W.1, Langham 4118.
Acassiz, Cutasert D. S., M.C.,, M.D., B.Ch., F.R.C.P,
“Ponds,” Rawling’s Lane, Seer Green, Beaconsfield, Bucks.
AiNsworTH-Davis, JorN CrevyeuTON, M.A,, M.D,,F.R.C.S,
48, Wimpole Street, W.1. Welbeck 8825.
ALEXANDER, JaMEs Browning, M.D., F.R.C.P.,
11b, Portland Place, W.1. Langham 3700.
ALreN, Epwarp Horrins, M.R.C.S., L.R.C.P.,, DM.R.E.,
20, Devonshire Place, W.1. Welbeck 4444.
And “Cronk Aash,” Old Avenue, St. George’s Hill,
Weybridge, Surrey. Weybridge 4104.
ALLEN, SopHIA Percivar, M.R.C.S., LR.C.P,,
245, Bethnal Green Road, E.2.
ArLINsON, BErTRAND PaTER, M.R.C.S,, L.R.C.P,,
52, Nottingham Place, W.L.
Avrrport, FREDA, M.R.C.S., L.R.C.F., D.Obstet., R.C.O.G,,
33, Earlsthorpe Road, Sydenham, S.E.26. Sydenham 6520.
ANDERSON J. MONTGOMERY, MD,,
19, Harley Street, W.1. Langham 4010.
ANDREW, DoucLas EDWARD Crirrorp, M.D., Ch.B.,, D.M.R.,
99, Harley Street, W.1. Welbeck 5960.
Arnorp, MicHaer, LR.C.P.I. & L.M.,, LR.CS.I. & L.M.
2, Forty Lane, Wembley, Middx. Arnold 1830.
AsuBy, MicuaeL G. C.,;, MA,, BM.,, M.R.C.P,,
2, Stormont Road, Highgate, N.6. Mountview 7724.
AsHER, RicHarp A. ., M.D,, F.R.C.P,,
2 Seaford Court, 222, Great Portland Street, W.1.
ASHERSON, NEHEMIAH M.A., M.B,, BS,, F.R.CS. (Eng.),
21, Harley Street, WL Langham 3197-1900.
And Green Shutters West Kingston, Angmering-on-Sea,
Sussex, Rustington 655.
ATKINS, HebLey J. B, DM, F.R.C.S, M.Ch.,
27, Chester Terrace, Regent’s Park, N.-W.1, Welbeck 4397.
ArtkiNs, EVELYN JEFFERY, M.B,, B.S., D.A,,
3, Holly Terrace, Highgate, N.6. Mountview 8410.
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1954

1946
1950
1951

1951

1936

1928

1950

1928

1947

1935

1954

1927

I.IST OF FELLOWS

ArTwaTER, H. L., M.Chir.,, FR.C.S,,
51, Harley Street, W.1, Langham 3711 or Richmond 0551.
And 59, Lichfield Court, Richmond, Surrey.

Azzorarpl, Paur G., B.Sc, M.D., F.F.AR.C.S,,
St. Bartholomew’s Hospital, Rochester, Kent, and
Coniston Hotel, Sittingbourne, Kent.

BabenocH, ALec W., M.A,, M.D., Ch.M., FR.CS.,
110, Harley Street, W.1. Welbeck 1040.

Barre, Ricuarp J., M.B,, B.Ch.,, B.A.O.,, D.R.C.O.G,
4, Lower Ormond Quay, Dublin, Eire.

Barns, H. H. Fouracre, M.B,, B.S,, FR.C.S,,

31, Wevmouth Street, W.1. Langham 2102.
And 39, Newton Road, Bayswater, W.2, Bayswater 1512.

Baron, H. W. A, M.Ch., F.R.C.S,,
la, Platt’s Lane, N.W.3,

Baspen, Marcarer, M.D., F.R.C.S., FR.C.O.G,,

19, Harley House, Regent’s Park, N.W.1. Welbeck 6484.

BATCHELOR, G. F. GranT, F.R.C.S. (Eng.),

97, Harley Street, W.1. Welbeck 3839.
And 40, Vicarage Court, Kensington, London, W.8.
Western 0146.
Bateman, DoNnavp V., M.B,, B.Ch.,, D.A,,
“Araluen,” Spareleaze Hill, Loughton, Essex.
Loughton 388.

Batson, Ricuarp ErsTing, M.B., Ch.B. (Edin.),

89, Goswell Road, London, E.C.1. Clerkenwell 3890.

Bavynes, TrRevOR, L.S., M.D., F.R.C.S,,

10, Park Square West, N.-W.1. Welbeck 4722.
And Milford Heath House, Milford, Godalming, Surrey.
Godalming 2164.

Beprorp, Davis Evan, M.D.(Lond.), F.R.C.P.(Lond.),
M.D. (Cairo Hon.), 33, Devonshire Place, W.1.
Welbeck 4740.

Beram, Oswarp Hewnry, 7.D., M.R.CS., L.R.C.P,
FF.AR.CS., DA,

Whittington Hospital, Highgate Hill, N.19, Arc, 3070.
And 8, Antrim Mansions, Haverstock Hill, N.W.3
Pri. 0386.

Beney, CHarRLES, M.A., M.B, B.Ch. (Camb.), M.R.C.S.,
42, Harley Street, W.1. Langham 3282.

And Oaklands, South Godstone, Surrey. South Godstone
2180.
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1925
1945
1950
1950
1955

1953

1949

1950

1954

1954

1946
1952
1951
1931
1928
1949

1954

1922

LIST OF FELLOWS

BentoN, WiLriam Freperick D., M.R.C.S,, LR.C.P.,
87, Thornton Road, Thornton Heath, Surrey.
Thornton Heath 1840.
Berry, Lapy MaBer. Marion, M.R.C.S.,, L.R.C.P,,
Flat 15, 2, Queen’s Gate, SW.7. Wes, 3877.
BickNeLL, FrankLIN, M.A., D.M., B.Ch. (Oxon.), M.R.C.P.
(Lond.), 14, Wimpole Street, W.1. Langham 2274,
Bierer, IMmmanveL, M.D. (Vienna 1932),
9, Fellows Road, Hampstead, N.-W.3. Primrose 6631.
BircH, C. ALLaN, M.D., F.R.C.P,,
“Millside,” Slades Hill, Enfield, Middlesex.
Biswop, Jerrery WirrLiam, M.B., B.S.(Lond.), M.R.C.S.,
LR.C.P., 6, Gerald Road, SW.1. Slo. 2501.
Brack, Kennern Oscar, M.D., F.R.C.P,,
27, Weymouth Street, W.1. Langham 3336.
And 116, Harley Street, W.1. Welbeck 8853.
Braixie, STepHEN HENrRY BrUNTON, M.B., Ch.B., M.R.C.P.,
14, Ovington Square, S.W.3. Ken. 2818.
Bovr, Ricuarp Frank, O.B.E.,, M\R.CS., L.R.C.P,,
4, Gordon Mansions, Torrington Place. W.C.1,
Museum 7613.
Bourne, James GeEraLp, M.A., M.B.(Camb.), F.F.AR.C.S,,
“Melstock,” Nunton, Salisbury, Wilts. Bodenham 234.
BoweN, RonaLp ArwyNe, M.B., B.S.(Lond.), D.A.(Eng.),
FFARCS,
64, Southway, N.-W.11. Speedwell 7317,
Boyp, ReynoLp, F.R.C.S,,
52, Harley Street, W.1.
Braca, ANNA ANGELA, M.B., B.S., M.R.C.P.,, LR.C.P.,
141, Farm Road, Edgware, Middlesex.
BramLEY, RoLaND, M.B.,, Ch.B.,, M.R.CS,, L.R.C.P,,
29, Devonshire Place, W.l. Welbeck 6360.
BranDER, ErFie Goroon, M.B,, Ch.B., D.P.H., LM,,
Clarendon Court, Maida Vale, W.9.
BravnNe-NicHOLLS, G, E. E,, M.B., Ch.B,,
“Braeside,” Salcombe, South Devon. Salcombe 3.
BrirToN, R. H. W, M.R.C.S., L.R.C.P., Broad Oak,
Devonshire Avenue, Amersham, Bucks, Amersham 246.
BrowN, Freberick Grorce, M.B., B.Ch., D.P.H,,
40, Malvern Drive, Woodford Green, Essex,
Buckhurst 5749,
Brown, W, THOMSoN, M.C., M.B,, Ch.B.,
Durban House, 89, Stopford Road, Upton Manor, E.13.
Grangewood 3846.
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1948

1954

1048

1953
1950
1955
1949
1951

1927

1928
1955

1948
1955
1948
1946
1948
1953
1932
1952
1938

LIST OF FELLOWS

Bryning, Frank Avrrep, M.B,, B.S, M.R.CS., L.R.C.P,
Hackney Hospital, Homerton High Street, E.9.
Ambherst 5555.

BucHANAN, MARION,

77, Woodcote Road, Wallington, Surrey.

Bury, James WiLriam Dovcras, M.D., MR.C.P.,, DM.R,,
20, Devonshire Place, W.1. Welbeck 4444.

And 21, Onslow Court, Drayton Gardens, S.W.10.

Bunvan, Joun, L.D.S.R.C.S.(Eng.),

22, Seymour Street, W.1. Ambassador 1658.

Burce, Harorp WiLuiam, M.B.E., F.R.C.S.,

14, Upper Harley Street, NW.1. Welbeck 7636.

BurkinsHAw, Joun Huch, M.B., M.R.C.P,,

1, Kirkdale, Upper Sydenham, S.E.26. For. 8437.

Burrows, N. F. ErLiorT, M.B. (Ox0n.),

166, Hornsey Lane, N.6.

Burr, R. P, M.B,, B.S,, M.R.C.S,, L.R.C.P,,

4, Deauville Mansions, Elms Crescent, London, S.W.4,
Tulse Hill 6672,

Byrne, Epwarp C., LR.C.S,, L.R.C.P.I,

367, Romford Road, Forest Gate, E.7. Maryland 1317.

Camrns, F. Davibson, M.B., Ch.B,, F.R.C.S. (Edin.),
114, Priory Road, N.8. Mountview 1910,
CaLircurt, JonN SumrreEy, M.B., Ch.B.
58a, Wimpole Street, W.1. Wel. 4637.
And 10, Bridgewater Court, Sudbury, Wembley. Middx.
Wem. 2919,
CaLnan, C.D., M.B, B.Ch,,
“El Faro,” Wise Lane, Mill Hill, NW.7. Mill Hill 5469.
Cawmrs, Francis Epwarp, M.D,, D.TM. & H,,
37, Welbeck Street, W.1. Welbeck 6375.
CapPPER, L., M.B,, B.S.,, M.R.C.P,,
Thornton House, Huntingdon Road, Cambridge.
Carew-SHAwW, Epwarp, F.R.C.S,,
94, Harley Street, W.1. Lan. 2700.
Carsralrs, LiNnpsay SteveN, M.R.C.S,, L.R.C.P.,, DM.R,,
Windmill House, Hadley Green, Herts.
CArTER, J.,, M.R.C.S,, LR.C.P., LD.S.R.CS,,
Goldings, Loughton, Essex.
CARrTER, RaLPH HaRLAN, M.A,, M.R.CS,, LR.C.P,,
153, Mellison Road, Tooting, S.W.17. Balham 5487,
Cawapias, A. P, OB.E, M.D,, FR.C.P.,
82, Portland Place, W.1.
CHaDWICK, S. A. R.,, M.R.C.S., LR.C.P.,
9, Cornwall Gardens, S.W.7. Western 8986.
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1925
1950
1950
1953

1948

1951
1954

1955
1932
1949
1948
1929
1927
1952
1931
1925
1951

1935

1927
1951

LIST OF FELLOWS

CHamkiN, G.,, M.R.CS,, LR.C.P,,

Royal Automobile Club, Pall Mall, SW.1.

CHesTerMAN, CLEMENT C., O.B.E., M.D., FR.C.P, D.T.M.,
149, Harley Street, W.1. Welbeck 4444.

CrLeMminson, K., M.B,, B.S,,

67, Park Road, Peterborough, Northants.

Crunies-Ross, W. G. F,, M.R.CS., LR.CP,,

52, Arthur Road, Wimbledon Park, S.W.19. Wimbledon
4866.

Cryne, D. G. Wison, M.A,, BM., B.Ch, FR.CS,
M.R.C.O.G., 110, Harley Street, W.1. Welbeck 2412,
And “Trees,” Trout Rise, Loudwater, Chorley Wood,
Herts. Rickmansworth 2402,

Cockerr, DupLey H., M.R.C.S,, LR.C.P.,

62, Forest Road, Dalston, E.8. Clissold 11309.

Cocksnur, RowrLano Wm., M.B., B.Ch.,

42, Station Road, Hendon, N.W.4. Hendon 1292.
And 33, Sunningfield Road, N.-W.4. Hendon 2165.

Conen, Sik Henry, M.D., D.Sc.,, LL.D., F.R.C.P.,, F.F.R,,
FS.A., 31, Rodney Street, Liverpool, 1. Royal 8522.

Cook, J. B., M.D., D.P.H., 2, Pembroke Villas,

The Green, Richmond, Surrey. Richmond 1443.

CooPER, C. F,, M.D., M.R.C.P.,

11, Marylebone Mews, London, W.1.

Corg, Joun WicLey, M.A., M.B,, B.Ch., FR.CS,,
73, Harley Strect, W.1. Welbeck 9823.

Copeman, W. S. C.,, O.BE, M.A, M.D., FR.C.P,,
41, Harley Street, W.1. T.angham 3793.

CorpINER, G. R. MAaTHER, M.B,, Ch.B.,, DM.R.E,,

7, Upper Wimpole Street, W.1. Welbeck 4747,

Cowan, H. ALExaNDEer, F.R.C.S.(Edin.),

2, Talbot Avenue, Bournemouth, Hants.

Covre, Ceci. D., M.B., B.Ch. (N.U.L),

Whittington Hospital, Highgate Hill, N.19. Archway 3070.

Covte, Ravey, O.B.E. (Mil) T.D.,, FR.C.S,,

51, Harley Street, W.1. Langham 3711.

CralG, JamMeEs WaLrace, M.A.,, M.D.,

29. Stormont Road, Highgate, N.6. Mountview 7868.

Craic, Norman Stewart, M.D., D.P.H.,
St. James’s Hospital, Ouseley Road, Balham, S.W.16.
Balham 3681.

CreicurON, T. M., B.A,, M.D.,
42, Charles Street, W.1. Mayfair 0575.

CrrrcHLEY, McDonaLD, M.D., M.B., Ch.B., F.R.C.P.,
National Hospital, Queen Square, W.C.1. Ter. 3758.
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1948
1938
1947

1935
1955
1946
1931
1938
1950
1955
1951
1949
1951

1952
1953
1950
1939
1934

1948

1922

LIST OF FELLOWS

Crrrcurow, 1. V, L., B.Sc., M.R.C.S.,, DM.R.E,
Middlesex Hospital, Mortimer Street, W.1.

CroucH, Murier, M.B,, B.S,, F.R.C.S,,
14, Devonshire Place, W.1. Welbeck 4004.

CunningaaM, ANDREwW Tocuer, M.C., M.B,, Ch.B,,
116 Harley Street, W.1. Welbeck 2162.

Curner, PaiLir NormaNn, F.R.C.S., 84, Harley Street, W.1.
And 11, Great Russell Mansions, 60, Great Russell Street,
W.C.1. Holborn 0761.

DaLey, Sir ALLeN, M.D., F.R.C.P,, D.P.H,,
24, Edith Road, Baron’s Court, W.14.
Danier, PETErR MaxwerL, M.A., M.B., B.Chir., M.R.C.P,,
9, Linton Road, Oxford, Oxon. Oxford 59726.
Davies, Sir Danier T., K.C.V.O,, B.Sc., M.D,, FR.C.P,
36, Wimpole Street, W.1. Langham 2777.
Davies, HucH, 7.D.,, DM.,, DM.R.E,,
Remenham Lodge, Henley-on-Thames, Oxon.
Day, Georce, M.A., M.D, (Cantab),
The Mundesley Sanatorium, Norfolk. Mundesley 94.
Davus, Eric Carwarping, M.R.C.S., LR.C.P,,
191, Queen’s Road, Buckhurst Hill, Essex. Buckhurst 1591.
DeLiER, FrepErIc CrOxoN, M.D., M.R.C.P,,
49, Wimpole Street, W.1. Wel. 3828, 3933.
DenT, Joun YErRBURY, LM.S.S.A,,
34, Addison Road, W.14. Wes. 6738.
Denton, Mervyn V. H, M.R.C.S., LR.C.P, DA,
Alexandra House, Stanmore Hill, Stanmore, Middx.
Desmonp, ANDREW Morg, M.B,, B.S,, FR.C.S,,
Bramley Corner, Verulam Avenue, Purley, Surrey.

And St. James’s Hospital, Balham, S.W. Balham 3681.
DieLE, Professor J. Henry, F.R.C.P., Post Graduate Medical
School of London, Ducane Road, Hammersmith, W.12.

DincLEY, A. GorpoN, M.A,, M.Chir., F.R.C.S,,
24, Fitzjohn’s Avenue, N'W.3. Ham. 8841.
Doceart, James Hamizron, M.D., F.R.CS.,
82, Portland Place, Flat V, 6th Floor. Mus. 4948,
Donerty, W. D, M.A., M.Ch.,, FR.C.S,,
Superintendent’s House, Guy’s Hospital, S.E.1.
Dunn, Joun Husert, O.B.E., B.Sc.,, M.D., M.R.C.P.,.D.P.H.,
18, South Eaton Place, S.W.1. Sloane 4888.

Epwarbs, Harowp C., C.B.E., M.S., F.R.CS,,
152, Harley Street, W.1. Welbeck 9030.
Epwarps, R. Tubor, M.R.CS., LR.C.P,, D.P.A,,
50, Park Lane, Wembley Hill, Middlesex. Wembley 1630.
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GarpiNer, Raven H.,, M.C.,, BA, M.Ch, DM,, FR.CS,,
26, Temple Street. Aylesbury. Aylesbury 966.

And Westlington, Dinton Aylesbury, Bucks. Stone 259.

GarDNER, Eric Kay, M.B., F.R.C.S,, F.F.AR.C.S,, DA,
17, Church Crescent, Finchley, N.3. Finchley 2928.

GarpNERr, Frances, B.Sc.,, M.D., F.R.CP.,

89, Harley Street, W.1. Wel. 6053.

Garrop, OLiver, M.B.E, MD.,, M.R.C.P.,

10, Hampstead Square, N'W.3. Ham. 4676.

Giesons, ArTHUR P., M.B. (Lond.), M.R.C.S., LR.C.P.,
33, Bridgefield, Farnham, Surrey. Farnham 5627.

(Hon. Fellow.)

Guweert, E. T., D.S.0., O.BE., M.B, B.Ch, BAO,,
Howlands, Hatfield Hyde, Herts.

GiLr, Warrace Joun, M.D., F.R.C.S. (Edin.),
11a, Portland Place, W.1. Museum 2145,

GirLiNG, EDwiN CHARLES, M.D. (Edin.),

8, Poyning’s Way, Woodside Park, N.12. Hillside 4265.

GLAZEBROOK, A. J., M.D.,, M.R.C.P.,

56, Kent Road, Harrogate, Yorks.

GovpsraTT, MAURICE WaALTER, C.B.E., M.Sc., Ph.D. M.D.,
B.A.O., Butterworth Research Laboratories, Welwyn,
Herts.

GorpoN, Kennery CeariiEs Desmonp, M.B., B.S,,

34, Ruskin Park House, Champion Hill, S.E.5. Bri. 6008.

Gorpon, Menper, FR.CS., LR.C.P, D.L.O.,

29, Harley Street, W.1. Langham 4026.

GorpoN-TAYLOR, SIR GorooNn, K.B.E., C.B.,, M.S,, FR.C.S,,
102, Harley Street, W.1. Wel. 8000. (Hon. Fellow.)

Gourranpg, T., MR.C.S., LR.C.P,,

32, Davies Street, W.1. Mayfair 2474,

Gray, CHarRLES HErBeRT, F.R.C.S,,

27, Harley Street, W.1. Lan. 5307.

Gray, St. Georce B. DEeuisie, M.A, M.D., M.B., B.S,,
F.R.C.S,, 34, Woodside Road, Woodford Green, Essex.
Buckhurst 5516.

Grecory, Donarp, B.Sc., M.B., Ch.B., 136, Honey Lane,
Waltham Abbey, Essex. Waltham Cross 2534,

GrenviLLE, Harry, M.R.C.S., L.R.C.P.,, D.A,,

20, Clive Lodge, Hendon, N.-W.4. Hendon 2602,

GunN, Aristar Livingston, M.D., F.R.C.S.(Edin.),

F.R.C.OG,,
51, Harley Street, W.1. TImperial 1625.

Gunn, WiLLiam, M.B., F.R.C.P., D.P.H,, Bartram Lodge,

Fleet Road, Hampstead, N.W.3. Primrose 2212.
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1920

1919
1938
1947
1952
1955
1955
1951
1927
1954

1945

1947

1950

1948
1932
1953
1953

1955

1951

1954

LIST OF FELLOWS

HamsLEN-THOMAS, CHARLES, M.B.,, B.S., FR.C.S, (Eng. &
Edin.), 26, Harley Street, W.1. Langham 2252,
And 63, York Terrace, NNW.1. Welbeck 6176.
HamiLr, Paiie, M.A., M.D., D.Sc., F.R.C.P.,
11, County Gate, S.E.9.
Hannay, SiR WaLTER FERGUsson, Kt.,, M.R.C.S., LR.C.P.,
55, Harley Street, W.1. Langham 2422.
HannessoN, Hannes, B.Sc.,, M.R.C.S., LR.C.P.,
Cheam Sanatorium, London Road, North Cheam, Surrey.
Harping, WiLrrep G., M.R.C.S,, L.R.C.P., D.P.H.,
128, Grosvenor Road, London, N.10. Tudor 4158.
Harper, JoHN KENNEDY,
130, Harley Street, W.1. Wel. 3349,
Hart, F. DUDLEY,
6, Wyndhain Mews, Montagu Square, W.1.
Heavy, P. M., M.B,, B.S., D.R.O.C.H,,
c/o Barclays Bank, Ltd., 23, Grosvenor Gardens, S.W.1.
HenpersoN, Norman P., M.B., Ch.B., DM.R.E,,
110, Harley Street, W.1. Welbeck 8482.
Henrigues, Cecie Quixano, MA,; M.B., FR.C.S,,

Flat 4, 17, Onslow Square, SW.7. Ken, 2251.
Henry, Lavrence Samuer, M.B., B.S., F.R.C.S., (Edin.),
“Ching House,” Hilperton Road, Trowbridge, Wilts.

Trowbridge 2572.
Henry, Tuomas Crapbock, M.R.C.S., LR.C.P,,
LD.SR.C.S, 31, Portland Place, W.1. Langham 4021.
HEerRENHEISER, GusTav, M.D. (Prague),
Brambleacres, Sewardstonebury, nr. Chingford, Essex.
Sil. 2962.
Hirey, Davio Howarp, M.R.C.S., LD.S.R.C.S,,
Greenmantle, Warham Road, Croydon, Surrey.
Hospay, Frepk. THoMas Jorn, M.A., B.Ch,
Box 671, Salisbury, Southern Rhodesia, Africa.
Hocarts, J. G, M.D., M.R.C.P,
Westwood, Blackhall Lane, Sevenoaks, Kent.
HoLmMEs, S. WiLLson, F.R.C.S.E.,
40, Broadhurst Avenue, Edgware, Middx. Edgware 3554.
Hoexkins, Pumip, M.R.C.S., L.R.C.P.,
249, Haverstock Hill, Hampstead, N.W.3. Pri. 3759.
And 3, Park Square West, NNW.l. Wel. 2797.
Hornung, Leo, M.D. (Prague), M.R.C.P., D.C.H.,
11, Weston Park, N.8. Mou. 1279.
Hosrorp, Joun P., M.S., F.R.C.S.,
58, Harley Street, W.1. Lan. 1832.
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1949

1954

1947
1948

1954

1947

1947
1952
1947

1949
1928

1911

1937
1946
1929

1923

1950

LIST OF FELLOWS

HowartH, Frank Huco, M.R.C.P.,
The Queen Elizabeth Hospital, Edgbaston, Birmingham.
Northfield, Pelfall, Walsall, Staffs.
HoweLrr, Roperick Gwynng, B.M., B.Ch.(Oxon), M.R.C.S,,
M.R.C.P.(Lond.), 123, Fowler’s Walk, Ealing, W.5.
Per. 9952.
Howrgins, Joun, M.D.,, M.S., FR.C.S,, FR.C.O.G.,
43, Wimpole Street, W.1. Welbeck 5678,
Hubson, Eric Hamiuron, M.D., F.R.C.P.,
135, Harley Street, W.1. Welbeck 4343.
Hupbson, Jessie Marian, M.B., Ch.B.,
6, Morland Close, Hampstead Way, N.W.11. Spe. 8696.
Hunnarp, Frank Hwra, T.D., M.R.CS., LR.C.P,,
27, Lovelace Road, West Dulwich, S.E.21. Gipsy Hill
1953.
Hunr, Joun Henoerson, D.M., M.R.C.P.,
54, Sloane Street, S.W.1. Sloane 1811.
Hont, WiLriam T., M.R.C.S,, LR.C.P,,
Boddington, 56, Western Avenue, Acton, W.3. She. 4133,
HuntER, ALasTaR, M.D., F.R.C.P,,
22, Harley Street, W.1.

James, Tuomas GerAINT IrrTyDp, M.Ch., F.R.C.S,,
1, Freeland Road, W.3. Aco 2430.

Joeson, Patrick Hunter, M.B,, BS.,, M.R.CS., LR.C.P,,
D.L.O., (Hon. Fellow), The Firs, London Road, Guildford,
Surrey. Guildford 61378.

And North Chase, Worplesdon. Worplesdon 159.

(A descendant of John Hunter)

JoBson, Taomas Barrerssy, M.D., B.Ch., D.P.H., The Firs,
London Road, Guildford Surrey. Guildford 61378, And
“Maryknoll,” Jacob’s Wells, Guildford. Guildford 5996.

(Hon. Fellow).

Jounstone, James Georce, O.BE., M.B,, Ch.B,
Ministry of Health, Whitehall, S.W.1.

Jones, A. Norman, F.R.C.S,,

20, Felstead Road, Wanstead, London, E.11.

Jones, BertrRaM H., M.D., M.R.C.P. (Lon.),

52, Harley Street, W.1. Langham 4306.
And 45, Broad Walk, N.21. Palmers Green 6092.

Jones, J. Isaac, M.D., F.R.C.P., 6, Harcourt House,
Cavendish Square, W.1. Langham 2551-1017,

Jonescu, Pierre, M.D. (Jassy), M.R.C.S., L.R.C.P.,

23, Harley Street, W.1. Langham 2768 and Welbeck 5112.
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1954

1950

1945

1951
1951
1946

1938

1951

1937

1931
1948

1950
1947
1933

1948

1950

1935

LIST OF FELLOWS

JouLe, Toun Wirrrip, M.D.(Lond.), M.R.C.P.(Lond.),
77, Kingston Hill, Surrey. Kingston 5114,

Keen, Gerarp, M.R.C.S., LR.C.P.,
11, Monkville Avenue, N.-W.11. Speedwell 6063.

KennNeEpY, AcNes O’Dwyer, BA., FF.AR.CS., DA,

5, Fulford Mansions, Fairmead Road, London, N.19.
Arc. 3547, and Cranbrook House, Fleet, Hants.

Kenvon, W. Istay, M.B,, Ch.B.,

Flat 5, Kensington Gardens Square, W.2. Bayswater 8133.

KersLEy, George D., T.D., M.A., M.D.,, F.R.C.P,,

6, The Circus, Bath, Somerset. Bath 2665.

Kesson, Cyri. WyrLie, M.B., M.R.C.P., 51, Harley Street,
W.1. Langham 3711.

And Ryde Vale, Greville Park Avenue, Ashtead, Surrey.

Koo, Henry Anprew, F.R.C.S. (Edin.), M.R.C.O.G,,

St. Helier Hospital, Carshalton, Surrey. Fairlands 6622.
And 51, Camborne Road, Sutton, Surrey. Vigilant 8477.
Kipp, J. D, M.B, B.Ch.,, M.R.C.P,,
“Mewslade,” West Street, Marlow, Bucks.
King, ReciNnaLp A, O.B.E,, F.R.CS,,
87, Harley Street, W.1. Wel. 3171.
And 11, North Gate, N\W.8. Pri. 8919,

KinG-BrRowN, WM. WaLrace, M.B.,B.S., M.R.C.S,,L.R.C.P.,
12, Asylum Road, S.E.15. New Cross 1613.

Kirg, Epwarp Wirrrip, M.D., F.R.C.S., M.R.C.O.G.(Edin.},
76, Ormonde Court, Upper Richmond Road, Putney,
S.W.18.

KreissNerR, ManFreD, M.D. (Frankfurt),

3, Park Square, West, NNW.1. Welbeck 2797.

Knieur, Georrrey, M.D., F.R.C.S,,

106, Harley Street, W.1. Welbeck 3640.

KorN, Morris Frang, M.R.C.S., L.R.C.P,,

14, Upper Harley Street, W.1. Welbeck 7636.

LakHaNi, NanDLAL DosaBual, M.B., B.S.,
95, Redcliffe Estate, Elgar Street, S.E.16.
Bermondsey 2315.
LepineHAM, UNA CHrisTINa, M.D., M.R.C.P.,
47, Ladbroke Square, W.11. Park 4767,
Lee, Mavrice, M.B., B.S,, F.R.C.S,,
7, Wimpole Street, W.1, Langham 2846.
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1954
1937
1902
1950

1946

1951

1928
1948
1948
1931
1949
1950

1949

1925

1955

1937

1954

1952

1950

LIST OF FELLOWS

LeicH, ArcuBaLD DEennis, B.Sc.,, M.D., M.R.C.P.,
150, Harley Street, W.1. Wel. 8868.

Lesuie, Franars, B.A. (Cantab), M.R.C.S,, L.R.C.P.,, D.CH,,
84, Eaton Place, Belgrave Square, S.W.1. Sloane 6400.

Lerr, SR Hucwn, Bt.,, K.C.V.0., C.B.E,, FR.C.S,,

Waters Edge, Walmer, Kent. Deal 758. (Hon. Fellow.)

Levene, ArnoLp, M.B., B.S., FR.C.S.

26, Abbotswood Road, Streatham, S.W.16. Str. 4799,

LevertoN, Jerrery Carvera Spry, M.D.(Lond.)., M.B,,
BS., M.R.CS,, LR.CP, M.R.CO.G,

1, Raynham Avenue, Didsbury, Manchester, 20. Didsbury
37717.

Levirr, Warter M., M.D., F.R.C.P,, FF.R., DM.R.E,
The London Clinic, Devonshire Place, W.1.

And 14, Park Square East, NW.1. Wel. 5335.

Levy, S. I, FR.C.S,, 2, Harley Street, W.1. Langham 1094.
And 43, Bryanston Court, W.1. Paddington 6878.

Lewis, HeNry Emmanuer, M.R.C.S., L.R.C.P,,

256, Finchley Road, N.W.3, Hampstead 6103,

Lewis, Ivor, M.D., M.S,, F.R.CS,,
Southcroft, St. Asaph, North Wales.

LipeLr, James, M.B., 260, Caledonian Road, N.1.
Terminus 5873.

LieBer, Jack, M.R.C.S,, LR.C.P,,

31, Weymouth Street, W.1,

LiNacre, Jonn, M.Sc., M.B,, Ch.B,, F.FAR.CS., DA,
Frontenac, King’s Drive, Eastbourne, Sussex.

Linpanr, J. W. S. H., M.Ch,, FR.C.S.,

73, Harley Street, W.1. Wel. 9823.
And 7, Constable Close, NNW.11.,

Linpsav-Rea, R., M.D., M.Ch., F.R.CS.,
101, Harley Street, W.1. Welbeck 2356.

LinseLr, WiLriam Duncan, M.D., B.S,, F.R.C.S,, L.R.C.P,,
The Croft, Alderton Hall, Loughton, Essex. Loughton 5444,
And Pathological Department, Haymeads Hospital,
Bishops Stortford, Herts. Bishops Stortford 963.

Lipman, Isaac, LM.S.S.A,, 14, St. James’s Close,

Prince Albert Road, N.W.8. Primrose 3216.

Lirsey, Jacos, M.R.C.S., LR.C.P,,

Bletsoe, Beach Road, Littlehampton, Sussex.

LircuFiELD, Jack Warson, FR.C.P.,

104, Harley Street, W.1.

Lroyp-HarT, V. E., M.R.C.P,, 26 Temple Street, Aylesbury.

Aylesbury 966. And “Dormers,” Aston Clinton, Bucks.
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1951
1954

1951

1951

1948

1954

1938

1926
1927
1954
1946
1930
1928

1930

1954
1928
1948

LIST OF FELLOWS

Lioyp-Owen, M. W., T.D., M.A,, M.B,, B.Ch.,, M.R.C.S,,
L.R.C.P, 18, Heathgate, N-W.11. Speedwell 3504.
Lomax, Pumir Hucn, B.A,, M.R.CS,, L.R.C.P,,
D.T.M. & H., 15, St. Helen’s Place, E.C.3. Lon. 6503.
LorenzeN, Areert, M.R.C.S., L.R.C.P.,, D.P.H,,
The County Public Health, Dept. 29, Thorpe Road,
Norwich, Norfolk.
LoriNg, J. NiceL, M.R.C.S., L.R.C.P.,
169, Queen’s Gate, SSW.7. Ken. 9511.
LoveLock-Jones, W. D.,, M.B., FR.C.S,,
Amersham General Hospital, Amersham, Bucks,
Amersham 1173,
Lucas, Bernarp GEorGE Bupben, M.R.C.S,, LR.C.P, DA.,
F.F.AR.CS,,
53, Uphill Road, Mill Hill, N-W.7. Mill Hill 4780.
Lyon, L. CarLyLE, M.B., Ch.B. (Aber.),
62, Queen Anne Street, W.1.
42, Corringway, Ealing, W.5. Perivale 3450.

McALLisTER, ANDREW, F.R.C.S., F.R.C.O.G,,
8a, Chichester Road, Croydon, Surrey.

McCaLL, SR ALEXANDER, M.D., 37, Melbury Court, W.8.
And 30a, Wimpole Street, W.1. Welbeck 7311.

McCaLrum, ArLiec, M.B., Ch.B. (Glas.),

8, Becmead Avenue, Streatham, S.W.16. Streatham 0362.

McConneLL, WitLiam S, M.B, B.S.,, M.R.CS, LR.CP,
20, Beaumont Street, W.1.

McCorMmick, Epwarp Wirriam, M.D., Ch.B.,

Box 2879, Carmel, California, U.S.A.

McCurrach, WiLLiam McKim Herserr, D.S.0,, M.C., B.A,,
M.B,, B.Ch, BA.O, F.R.CS. FR.C.O.G., 149, Harley
Street, W.1, Welbeck 4444.

And 7, Holly Lodge Gardens, West Hill, N.6.
Mountview 1911.

McCunn, Pror. James, M.R.C.S., L.R.C.P., M.R.C.VS,,
Royal Veterinary Collage, Camden Town, N.W.1,
Silverthorn 1069.

McEntEE, Jonn CHaries, M.A,, M.D,, M.R.C.P, D.P.H,,
Grove Hospital, Tooting, S.W.17. Bal. 1570, 1255.

McFabyean, Kenners, M.R.C.S,, L.R.C.P,,

‘“Barrachan,” Rockcliffe, Dalbeattie, Kirkcudbrightshire,

MacreaT, WarTer OciLvie, M.B., Ch.B.,, D.M.R.,

20, Devonshire Place, W.1. Welbeck 4444,
And 149, Harley Street, W.1.
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1936

1945
1951
1926
1953

1932

1936
1950
1923
1922
1948

1925

1949
1951
1949
(947
1948
1954
1950
1952
1946

LIST OF FELLOWS

McIrroy, Dame Louisg, D.BE.,, M.D. D.Sc., LL.D,
FRCP F.R.C.O.G. (Croix de Guerre) 115a, Harley
Street, W.1. Welbeck 9885.

MCINDOE Sik ArcmiBarp Hecrtor, C.B.E., M.Sc., M.S.,
F.R.C.S,, 149, Harley Street, W.1. Welbeck 4444.

McINTYRE IvaN G.,D.PH,, D.MR. E,

Cillins, Manor Road Relgate Surrey Reigate 3879.

McKeanp, W. J., M.B,, Ch.B. (Edin.),

54, Green Street W.l. Langham 4246.

MCLAGGAN, J. Doucras, C.V.O., M.A, M.B., B.Ch,
FR.C.S., 89, Harley Street, W.1. Wel. 4718.

MacLeop, CameroN, M.B, B.S., F.R.C.S. (Eng.),

147, Harley Street, W.1. " Wel, 4444,
And 41, Downshire Hill, N.W.3. Hampstead 1625.

MAGNAUGHT, WiLLiam W., M.C., M.B,, Ch.B,, 3, Southwick
Flat 4, 25, Hyde Park Gardens, W.2. Pad. 3737.

Mason, W. E.,, M.R.C.P,,

The Malt House, Stansted, Nr. Wrotham, Kent.

Mamwg, W. C. D, M.D.,, M.R.C.S,,

Hillend, Hill View Road, Woking, Surrey. Woking 385.

ManpkL, Lreororp, M.D., M.R.C.P,,

81, Harley Street, W.1. Welbeck 6487.

ManpiwarL, Henry, M.B.,, B.S., L.LD.S,,

234, Staines Road, Hounslow, Middx. Hounslow 3333.

MarsToN, Arcuizarp D., M.R.C.S., LR.CP., DA,
F.F.AR.C.S., 119, Montague Mansions, Baker Street, W.1.
Welbeck 6170.

Mason, Grorce ALEXANDER, M.B., B.S., F.R.C.S,,

9, Kensington Terrace, Newcastle-upon Tyne. Tel. 26744.

Mason, Mark L., F.R.C.S.(Ed.), M.R.CS., LR.C.P,,

17, Ravensdale Avenue, North Finchley, N.12. Hil. 6084.

Mason, R. M., D.M,, B.Ch., M.R.C.P.,

44, Harley House, Regent’s Park, N-W.1. Wel. 5639.

MatresoN, IaiN WiLLiam, F.R.C.S.,

109, Alleyn Park, Dulwich, S.E.21. Gip. 5500.

Matueson, JouN Campsern McINTYRE, D.S.0., M.B,
Ch.B., 95, King’s Avenue, Clapnam Park, S.W.4.

MEeanock, Ronarp Ian, M.D., M.R.C.P,,

Royal Berkshire Hospital, Reading, Berks.
Meares, D. E.,, M.B., B.Ch,,
15, Wilton Place S.W.1. Sloane 2234.

METCALFE, RICHARD Hoop, M.D., M.Chir., F.R.C.S,,
6, Silver Lane, Purley, Surrey. Upl. 8566.

MicuaeL, JaNer Dororuea, ErNestine, M.D.,, M.R.C.P,,
98, Park Lane, Croydon, Surrey., Croydon 6477.
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1949
1948

1950

1935

1946
1909

1954

1952

1948

1949

1950

1948

1952
1931
1949
1923
1949
1926

LIST OF FELLOWS

MiLroy, J. M., F.R.C.S., St. Mary Abbots Hospital, Marloes
Road, Kensington, W.8. Western 8201.
MircueLL, Avrrep, M.D., B.S., M.R.C.S,, D.P.H,,
St. John’s Hospital, St. John’s Hill. S.W.11. Rodney 4221.
MircueLL-Heces, GorboN  Barrerr, O.B.E., M.D,
F.R.C.P., 88, Harley Street, W.1. - Langham 2596.
And 2, Bath Road, Reading, Berks. Reading 3926.
Mirman, Maurice, M.D., F.R.C.P., D.P.H.,, D.M.R.E., River
Hospitals, Joyce Green, Dartford, Kent. Dartford 3231.
And Joyce Green House, Dartford, Kent. Dartford 2012.
Morrart, PauL McGrecor, M.D., F.R.C.S,,
115a, Harley Street, W.1. Welbeck 5874.
MonTtcoMERY-SMiTH, Cor. Epwin CuariEs, C.M.G., D.S.0.,
M.R.CS., LR.C.P., “Southridge,” 32, Townsend Lane,
Harpenden, Herts. Harpenden 611.
Moorg, ArcHiE MURreLL AcHisoN, F.R.C.S.,
14, Devonshire Street, W.1. Tan. 4650.
And Great Readings, Upminster Cominon, Essex.
Brentwood 697.
Murvany, Desmonp K., M.S.(Lond.), M.B,, BS., F.R.C.S,,
5, Wimpole Street, W.1. Lan. 3230,
MurLey, REGINALD SypNey, M.S., F.R.C.S,,
95, Harley Street, W.1. Welbeck 5050.
And Cobden Hill House, Radlett, Herts. Radlett 6532.
Muscrove, J. B. H.,, M.S.,, M.B.,
89, Trinity Court, Gray’s Inn, W.C.1.
And 34, Wimpole Street, W.1.  Welbeck 3593.

Nash, D, F. Errison, F.R.C.S,,
111, Harley Street, W.1. Welbeck 0588.
And 10, Kingswood Drive, S.E.19.
Nassiv, Josepr Recinarp, M.A., B.M., B.Ch.,, M.R.C.P.,
St. George’s Hospital, Hyde Park Corner, S.W.1,
And Nascott Lawn, Watford, Herts. Watford 4917.
Nicuorrs, M, F., C.B.E., M.Chir., F.R.C.S,,
100, Harley Street, W.1.
NicrorsoN, Curistaser S., M.B, B.S.,, M.R.C.S., LR.C.P.,
D.P.H.,, 8, Ashburn Gardens, S.W.7. Frobisher 0805,
NicuoLson, J. W., M.B., Ch.B,,
16, Christchurch Avenue, North Finchley, N.12, Hil. 9189,
Norsury, Lioner E. C., O.B.E, M.B,, BS,, F.R.CS,,
19, Harley Street, W.1. Langham 2643,
Norman, L. G., M.D., M.R.C.P,,
10, Abingdon Gardens, Abingdon Villas, W.8, Wes. 6697.
Norris, DonaLp Craic, M.D,, F.R.C.S,,
53, Portland Place, W.1. Lan. 6906.
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1926

1951

1921
1951

1951

1938

1935
1923

1949

1948
1954
1935

LIST OF FELLOWS

Norris, HELENE, M.D,,
53, Portland Place, W.1. Lan. 6906.
Nurr, A. Boswerr, M.B, Ch.B., FR.C.S.,
344, Glossop Road, Sheffield, 10, Yorks.

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

OrsaN, Professor F., O.B.E., Professor of Surgery,

Liége University, 48, Boulevard Piercot, Liége, Belgium.

Osmonp-Crargg, H., C.B.E., M.B., B.Ch,, F.R.C.S.(Eng.),

F.R.CS.I,
46, Harley House, N.W.1.

O’Surrivan, J. Vincent, M.D,, M.R.C.P., FR.CS,
M.R.C.O.G., 135, Harley Street, W.1. Welbeck 9806.
And 22, Arthur Road, S.W.19. Wimbledon 2477,

Oxrey, PaiLip M., M.R.C.S., LR.C.P.,

7, Christchurch Road, Winchester. Winchester 2499,

Oxiey, W. H. F, M.R.CS,, LR.C.P.,, FR.C.O.G,,

51, Westcombe Park Road, Blackheath, S.E.3.

Pace, E. D, M.B,, B.S,,
88, Harley Street, W.1. Langham 3478.
And 5, Oakhill Avenue, N.W.3. Hampstead 8340.
PaLmer, CrarLEs Rupert, M.R.C.S., L.R.C.P,,
“Rosemullion,” Copthorne Bank, Crawley, Sussex.
ParkiNsoN, RoBert PENROSE, L.M.S.S.A.(Lond.),
41, Sun Street, Waltham, Essex. Waltham Cross 2555.
Parsons, FLorencE Mary, M.R.C.S.(Eng.), L.R.C.P.(Lond.),
1, Regent House, Wellington Place, St. John’s Wood,
N.W.8. Primrose 2771.
Parsons-SmitH, Basi. Geravp, O.B.E.,, M.A, M.D,,
MR.C.P,,
23, Harley Street, W.1. Langham 2440.
PeaLr, Freperick Epwarp, M.A., M.R.C.S., L.R.C.P.,
“Homestead,” Randfontein, Transvaal, S, Africa,
Pearce, GeraLp Huxuam, M.B., B.S.,, F.R.C.S,,
148, Harley Street, W.1.
PenmaN, Gerarp G., M.D.,, FR.CS,,
46, Wimpole Street, W.1. Welbeck 9475.
PercHARD, STANLEY Dreranpo, M.D., M.R.C.O.G,,
9, Chislehurst Road, Bickley, Kent. Imperial 3749.
And 15, Devonshire Place, W.1. Wel. 5868.
Perkin, A. J. Dix, M.A., M.B,, B.Ch,,
9, Ovington Gardens, S.W.3. Ken. 8311.
PuiLuips, ALEXANDER, M.R.C.S.(Eng.), L.R.C.P.(Lond.),
39, Chomeley Park, Highgate, N.6. Mou. 1133.
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1927

1955

1930

1951

1928

1931

1954

1948

1955

1953

1948
1951
1954
1953

1932

1923
1950

LIST OF FELLOWS

PuiLLipps, FrREDERICK ALFRED, M.B.E.,, M.A., M.D., B.Ch.
(Cantab.), M.R.C.S,, L.R.C.P., Blanch Pierre, Bel Royal,
Jersey, Channel Isles.

Pierce, DERMOT ].,

Westliosh Farm Cottage, Carshalton, Surrey.

PierreT, RoBErT, M.D., F.R.C.P,,

Villa Menival, La Bourboule, France. (Hon. Fellow.)

PorrLak, Hanus, M.D.(Prague),

132, Harley Street, W.1. Wel. 2296.
And 66, St. Peter’s Court, Porchester Road, W.2.
Bay. 6673.

Poors, RoBert, M.B, B.Ch.,, B.A.O., M.B. Medaille
d’Honneur de PAssistance, 322, Romford Road, Forest
Gate, E.7. Maryland 3583.

PorriTT, SIR ARTHUR, K.C.M.G.,, C.BE.,, M.A.,, M.Ch.,,
F.R.CS., 10, Upper Wimpole Street, W.1. Welbeck 8308-9.
And 62, Redington Road, N.W.3. Hampstead 2483.

Prersker, Davipo, M.B., B.S.(Lond.), M.R.C.P.(Lond.),
146, Harley Street, W.1. Wel. 2378.

And 6, Brondesbury Park, N.W.6. Wil. 7070.

Prescort, FrEDERICK, M.Sc.,, Ph.D., M.R.C.P.,, F.R.I.C,
Wellcome Research Institution, 183, Euston Road, N.W.1.
Euston 4688,
And 37, Digswell Road, Welwyn Garden City, Herts.
Welwyn Garden 3500,

Prick, Ricuarp Epcar ALrrep, M.B, B.S.,
14, Upper Harley Street, NN\W.1l. Welbeck 7636.

Quvist, GeorGE, F.R.C.S,,
27, Harley Street, London, W.1. Langham 5265.

Rak, W. Kirg, M.R.C.S.,, D.A.,

23, Devonshire Place, W.1. Wel. 8805.

Rawmsay, Huca, M.D., M.B,, B.S,,

Blunt’s Chase, Theydon Bois, Essex. Theydon Bois 2243.

Ramsay, Ravymonp, M.B.E., F.R.C.S., Elton House, 27,
Langley Road, Slough, Bucks. Slough 25335.

Ray, W, T. Denxsuam, M.R.C.S,, LR.C.P,,

67, Marlborough Mansions, Cannon Hill, N.W.6.
Hampstead 3656.

Reap, CHarLEs Davip, M.B. (N.Z.), F.R.C.S.E,, FR.A.C.S,,
F.R.C.O.G., Queen’s Gate Private Clinic, 31, Queen’s
Gate, S.W.7.

Reckitt, CHARLES REGINALD, M.C., M.R.C.S.,

13, Leman Street, E.1. Royal 6514,

Rees, E. Rosert, M.D., M.R.C.O.G.,

18, Harley House, Regent’s Park, N.-W.1. Welbeck 5264.
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1950

1948

1951

1954

1950
1935
1952
1954
1946

1936

1945

1949

1949
1955

1925
1929
1925

1954

LIST OF FELLOWS

Remp, Davip Arexanper, M.B,, Ch.B., F.R.C.S. (Edin.),
18, Russell Road, Buckhurst Hill, Essex. Buckhurst Hill
3449,

Ricuarps, Huch, M.B., B.S,,

4, Old Mitre Court Chambers, E.C.4. City 2716.

Ricues, Eric W, M.C., M.S,, M.B, FR.CS,,

22, Weymouth Street, W.1. Lan. 4800.

RippeLL, Victor Horstey, M.A,, M.D., FR.C.S,,

87, Harley Street, W.1. Wel. 5259.
54, Eaton Square, S.W.1. Sloane 3333.

RivLiN, StaNLEY M., M.R.C.S,, L.R.C.P., 89, Harley Street,
W.1. Welbeck 5843.

Rogerts, O. W, M.D, M.S,, FR.CS,,

Dulwich Hospital, East Dulwich Grove, S.E.22.

Roein, Ian, F.R.C.S.,

86, Harley Street, W.1.

Rogeinson, James O., M.A,, M.B,, B.Chir., F.R.C.S,,
25, Chester Row, S.W.1.

Rosson, Kennetrs, M.A., M.D., FR.C.P,,

72, Harley House, Regent s Park N.W.2. Welbeck 0270.

Rocre, Arex, E.,, M.A,, M.D., M.Ch,, FR.CS,

71, Harley Street, W.1. Welbeck 4311.
And 6, Parkside Gardens, Wimbledon Common, S.W.19.
Wimbledon 2913.
Robcers, Rosert Ewing, M.D., M.R.C.P.,
144, Harley Street, W.1. Welbeck 1085.
And 56, Wildwood Road, N.W.11. Speedwell 2522.

Ropway, HerLeNn Erizasetw, F.R.C.O.G, M.R.CS,
L.R.C.P., Thorpe Coombe, Forest Road, Walthamstow,
E.17. Larkswood 3266.

RoHR, Ev1zaBeTH Vivian, M.D., M.R.C.P.,

1, New Cavendish Street, W.1. Welbeck 3693.

Rosg, Frank Crirrorp, M.B., B.S.(Lond.), M.R.C.P.
“Claremont,” 25, Sandringham Gardens, Finchley, N.12.
Hil. 5489.

RosspaLe, GEorGe, D.M. (Oxon.), M.R.C.P.,

36, Montague Square, W.1. Paddington 4082.

Ruporr, C. Rosert, L.D.S, (Hon. Fellow),

3, Dean Road, Willesden Green, NNW.2. Wil. 1593,

Rucc-Gunn, A, M.B,, F.R.C.S,,

18, Harley Street, W.1. Langham 1862.
RusseLL, HaroLp Georce Beprorp, M.A., M.B,, B.Chir,,
FR.CS,
86, Harley Street, W.1.
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1950

1951
1953
1946
1946
1953

1949
1946
1951
1932
1953
1937
1945
1947
1932

1951

1954
1951
1920
1925
1954

LIST OF FELLOWS

SaLmon, Haroo W, M.D.,, M.R.C.P,,
55, Harley Street, W.1. Langham 8822.
Residence : Hampstead 5591.
SanpersON, Basi, W., M.R.C.O.G.,
20, Harley Street, W.1. Lan. 4105,
Sanprorp, ForrLiort Moncrierr, M.R.C.S,, L.R.C.P., D.A,,
Calrow, 120, Woodland Way, West Wickham, Kent.
SAavace, OswALD ArRTHUR, O.B.E., M.R.C.P.,
20, Wilton Place, S.W.1. Sloane 5310.
ScuoLeFIELD, Joun, F.R.C.S,,
82, Cole Park Road, Twickenham. Popesgrove 6021,
Scort, RoNaLp Boprey, D.M., FR.C.P.,
134, Harley Street, W.1. Welbeck 7877.
And 19, Brechin Place, S.W.7. Fremantle 3866.
Scort, WaLTER McCavusrano, M.B., B.Ch,, FR.CS,
94, Thorne Road, Doncaster, Yorks.
Sears, W. GorooN, M.D., M.R.C.P.,
Mile End Hospital, Bancroft Road, E.1.
SEcarr, Derek Ivor, M.B,, B.S., M.R.C.S., LR.C.P,,
16, Glenleam Road, Stanmore, Middx. Grimsdyke 1426.
SeLrors, THomAas HoLmes, D.M., M.Ch,, F.R.C.S,,
6, Kensington Park Gardens, W.11. Park 4324,
SerciL, CHarLEs J. S., M.B,, B.Ch.,, F.R.C.S,,
Ripley, Tunwell’s Lane, Great Shelford, Cambs.
Sewarp, E, Canton, M.B.,, M.R.C.P,, 43, Gloucester Place,
Portman Square, W.1. Welbeck 9779.
Suarp, Epwarp, M.A., M.B., B.Chir., D.R.C.0.G,,
Beulah Lodge, Epping, Essex. Epping 2497.
Suarp, Henry Surcrirre, M.D., B.Ch., F.R.C.S.,
149, Harley Street, W.1. Welbeck 4444,
Suaw, Cepric W., M.A., M.B.,, M.R.C.P. (Lon.),
37, Devonshire Place, W.1. Welbeck 4646.
Suire, Huch, M.A., B.M., B.Ch.,
38, Devonshire Street, W.1. Welbeck 2205.
And 2, Daleham Gardens, NW.3. Hampstead 6612,
SILBERMAN, STANISLAS,
102, St. Andrew’s Drive, Stanmore, Middx. Edg. 0093.
Smvpson, Joun F., FR.CS. (Eng), M.R.CS, LR.C.P,
39, Devonshire Place, W.1. Welbeck 6172.
SLESINGER, EpwarDp G., O.B.E., M.S., F.R.C.S,,
47, Upper Brook Street, Park Lane, W.1. Mayfair 6092,
Srot, GEraLp M., M.D.,, M.R.C.P.,, D.P.H,,
2, Harley Street, W.1. Langham 1094.
Smarr, Hucu Aran D., M.B., Ch.B., F.R.C.S,,
80, Harley Street, W.1. Langham 2255.
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1946
- 1946

1937
1952
1951
1954

1951

1949

1951

1948
1952

1952
1947
1953
1938

1951

1948

1950

LIST OF FELLOWS

SmrtH, Frances, M.R.C.S,, L.R.C.P.,

1, Grosvenor Road, Ilford, Essex. Ilford 0703.

SmitH, Rooney, M.S,, F.R.C.S., 6, Devonshire Place, W.1.
And 5, Southside, Wimbledon Common, S.W.19.
Wimbledon 6593.

SmyTH, J. MicHaEL, B.Sc., M.Ch., F.R.C.S,,

82, Harley Street, W.1. Langham 3368.
SoLomon, Montacue, M.B., Ch.B., D.P.H,,
79, Southport Road, Bootle, Liverpool 20.
SourHwarp, RaLpa, M.B., Ch.B. (Glas.), M.R.C.P.,
19, Harley Street, W.1. Lan. 3526.
SoutHwoop, Wirriam Freperick WarTer, M.A., M.B,,
B.Chir.,
91, Hamilton Terrace, St. John’s Wood, N.W.8. Cunning-
ham 2244.

Stewart, Epwarp F., F.R.CS. (Ed), M.R.CS., LR.C.P,,
33, Alwynne Road, Canonbury, N.1. Canonbury 4951.

StivorpH, NeviLLE EpseLL, BM., F.R.C.S,,

Powerscourt, Marsh Lane, Mill Hill, N.-W.7,
Mill Hill 3503.
Stort, LioNeL J., M.R.C.S., L.R.C.P,,
27, Hollycroft Avenue, N-W.3. Hampstead 2656.
and 99, Regent’s Park Road, N.W.1. Primrose 0038.
StorTt, CHARLES FREDERICK, B.Sc., M.B., Ch.B,,
202, Green Lanes, N.4. Stamford Hill 1094.
Swain, A. J. VaLenting, F.R.CS.,
51, Harley Street, W.1. Langham 3711.

TatE, GEORGE MAaLcoLm TempLE, B.A., BM., B.Ch.,
Braemar, Atkin Lane, Mansfield, Notts.
Tasker, JouN Renper, M.R.C.P.,
Dolphin House, Hardingstone, Northants.
TavrLor, NEviLLe, M.Ch., FR.C.S.E.,
2, “Cloverly” Park Hill, Loughton, Essex. Loughton 844.
TempLETON, WiLLiaM Lees, M.D., Ch.B,,
6, Robin Grove, West Hill, N.6. Archway 3401.
And 146, Harley Street, W.1. Welbeck 2378,
Tuomas, Joun Crirrorp Sawire, M.R.C.S., M.R.C.P.,
D.P.M.,, 31, Wimpole Street, W.1. Wel. 4947,
And 6, Woodford House, E.18. Wan. 8007.
TrompsoN, Henry R., M.A,, M.B,, B.Ch., F.R.CS,,
1, Queen Anne Street, W.1. Lan. 3222,
And Oak Gate, Sewardstonebury, London, E.4. Sil. 6181.
Tuorng, Narier A, M.D., M.R.C.P.,
21, Chester Road, Chigwell, Essex. Hainault 447,
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1955
1909

1955
1951
1952
1952
1952
1927
1934
1946

1951

1931
1932
1933

1934
1950
1954
1933
1955

LIST OF FELLOWS

TaornTON, DonaLp Nicer, M.R.C.S.,, L.R.C.P,, C.P.H,
Flat 5, 50, Compayne Gardens, NNW.6. Mai. 4549.

Tioy, SiR HeENry Letuesy, K.B.E, M.A., D.M. (Oxon.),
F.R.C.P, 80, Campden Hill Court, Kensington, W.8.
Western 6536.

(Hon. Fellow.)

Topp, 1aN, 6, Gurney Drive, N.2.

Tomprin, A. M. Barry, M.B., B.S. (Lond.), F.R.CS,
M.R.C.S., L.R.C.P,, 113, Coleherne Court, Old Brompton
Road, S.W.5. Frobisher 7465.

Trawni, R. R,, C.B.E., M.C.,, M A, MD,, FR.CP,

16, Grosvenor Place, S.W.1,

TrevORr-RoOPER, PaTrIcK D., M.A.,, M.B,, FR.C.S.,
126, Harley Street, W.1. Wel. 5052.

Tucker, WiLLiam Erpon, C.V.0O., T.D.,, FR.C.S,,
21, Grosvenor Square, W.1.

Tucuan, Avrrep E., MR.CS,, LR.C.P,,

46, Village Road, Enfield, Middlesex. Laburnam 2742,

Turner, ALrrep, M.R.C.S. (Eng.), L.R.C.P, (Lond.),

33, Belsize Crescent, Hampstead, N.W.3. Hampstead 1866.

TuRNER, J. W. ALpreN, M.A,, DM, F.R.CP,,

St. Bartholomew’s Hospital, E.C.1.

VernoN, Henry K., M.S., M.B,, BS,, F.R.CS,
51, Harley Street, W.1.
And 120, Court Lane, Dulwich, S.E.21, Forest Hill 7520.

WakeLEY, SIR Ceci. PEmBURY, Bart.,, K.B.E., C.B., D.Sc.,
F.R.CS. F.RS.E., 73, Portland Place, W.1. Lan. 0188.
WALKER, Mary, M.D., M.R.C.P.; St. Benedicts Hospital,
Church Lane, Tooting, S.W.17, Streatham 2231.

WarLace, Rosertr A, R, M.B,, Ch.M,, F.R.CS,,
40, Hadham Road, Bishop’s Stortford, Herts.
Bishop’s Stortford 53.
WaLmisLey, NicHoras, L.M.S.S.A.; 130, Abbeville Road,
Clapham Park, S.W.4, Macaulay 2813.
WaLsH, Ravmonp Croseie, M.R.C.S, L.R.C.P.,
66, Christchurch Road, S.W.2. Tulse Hill 3500.
WaLwyN-Jones, Ebwarp Owen, M.R.C.P,,
16, St. Petersburgh Place, W.2.
Warp, Joseru Hueh, D.S.0., M.C., M.B,, Cb.B,, J.P,,
Keelby, Habrough, Lincs. Roxton 202.
Warters, Harry, B.S., M.B,, B.Ch.,
28, Castlenau, Barnes, S.W.13. Riv. 5512.
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1952

1928

1951
1909

1935
1949

1947
1953
1948
1953

1951
1932
1925
1931
1954
1935
1937
1955
1951
1926

LIST OF FELLOWS

WeBB- JounsoN, Tue Lorp, G.C.V.0., C.B.E., D.S.O., T.D.,
L..D., D.L., FR.C.S,
70, Portland Place, W.1.

WER, SR Jomn, G.C.V.0., MB., ChB., FF.Hom,
Kt.G.C.5t.0., 47b, Welbeck Street, W.1. Welbeck 3491.

WeLcH, Rosert, M.D., B.Sc., B.S,, D.P.H. (Cantab.),

43, Oakley Park South, Friern Barnet, N.20.

WESTERMAN, ARTHUR, M.D,, B.Ch., C.C.,
4, Snow Hill, E.C.1. Central 2832. (Hon. Fellow.)
And Charterhouse, E.C.1.

WesTtMmaN, StepHeN K., M.D., FR.F.P.S,,
137, Harley Street, W.1,

WHEeATON, CHARLES EpDWARD WaALTON, M.D., M.R.C.P,,
“Lambourne,” 43, Lancaster Road, Wimbledon Common,
S.W.19. Wim. 4717.

Waite, Cuaries Francis, O.B.E., M.D., Ch.B., D.P.H,,
D.T.M., 55/61, Moorgate, E.C.2. Clerkenwell 2011.

Wickes, Ian Goobson, M.A.,, M.D., M.R.C.P., D.C.H,,
Ballard’s Croft, Stock, Essex. Stock 208.

Wirriams, AusTiN, M.D,,

Arlarie, 356, Kew Road, Kew, Surrey. Richmond 0246.

WiLriams, EmLyN, F.R.C.S,,

20, Harley Street, W.1. Langham 3396.
And 3, Cotman Close, N-W.1. Meadway 1646.

WiLriams, E. Rouan, M.D,, FR.C.P, FF.R., DMR.E,
Radiological Department, St. Mary’s Hospital, W.2,

WiLsoN, ArcHisaLp, O.B.E., M.C., M.B., Ch.B,,

707, High Road, Tottenham, N.17. Tottenham 1220.

Wivson, Caaries Paur, C.V.0., F.R.C.S,,

44, Wimpole Street, W.1. Welbeck 7384.

WiLson, James 1. P, M.D., F.R.CS.E., D.P.H,, 31, Lang-
side Crescent, Southgate, N.14. Palmers Green 9054.

WiLson, KennerH, F.R.C.S.,

62, Queen Anne Street, W.1.

WiNGFIELD, ALEXANDER L., M.D., M.R.C.P.,

86, Harley Street, W.1. Langham 2976.

WinsBury-WHiTE, H. P., F.R.C.S,,

51, Harley Street, W.1. Langham 2133.

WiseMmaN, Jurws, B.Sc.,, M.R.C.S,, LR.C.P,,
13, Median Road, E.5. Ambh, 2664.

WoLsteNHOLME, GorDON E. W., O.B.E., M.B., B.Ch,,
MR.C.S., L.R.C.P.,, 76, Harley Street, W.1,

Woorr, ABranam Davip, M.D., D.A.; 13, The Avenue,
Higham’s Park, Chingford, E.4. Larkswood 1844,
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1919

1932

1929

1948

1949

1948

1951
1933

1951

1951
1949

LIST OF FELLOWS

Woorr, A, E. MorTiMER, B.A., M.B., B.Ch.,, FR.CS,,
Ash Green, Baldwin’s Hill, Loughton, Essex.
Loughton 114. (Hon. Fellow.)
WRIGHT, A. Dickson, M.S., FR.C.S.,
12, Wimpole Street, W.1. Langham 2511.
And 46, Circus Road, N-W.8. Cunningham 6630,
WricHT, LEsiue D., LR.CP. (Lon), MR.CS., LD.S.
43, Weymouth Street, W.1. Langham 8532.
WricLey, Frep, M.R.C.S., D.I.H., Ph.C.,
Wellcome Foundation Limited, Euston Road, N.W.1,

YeLLowrees, Henry, O.B.E, M.D. FR.CP, D.PM.,
31, Harley House, Regent’s Park, N.-W.1. Wel. 1775.
Yonge, Francis Bernarp, M.R.C.S.,, L.R.C.P., LDS,

R.C.S., 110, Cannon Street, E.C.4. Mansion House 6606.
And 140, Thurlow Park Road, S.E.21. Gipsy Hill 3449.
Young, A, Carmicuaer, M.D., FR.C.P.,
20, Harley Street, W.1. Langham 5142,
Young, HELEN MARRYAT AreTAs, M.B., Ch.B. (Edin.),
18, Harley Street, W.1. Welbeck 1335.
Young, Sir RoBerT ArTHUR, C.B.E., M.D.,
22, Down Street, Mayfair, W.1. Lan. 1467.

ZEz1, GAETANO, M.D., D.T. M.,
95, Harley Street, W.1. Wel. 6846.

Zoos, Max, M.D.,, M.R.C.P,, 15a, Wetherby Mansions.
Earl’s Court Square, SSW.5. Flaxman 8815.

HONORARY FELLOWS

1932 MRr. C. RoBerT RUDOLF.
1937 Dr. P. HunTER JOBSON.

1948 SiR GorDON GORDON-TAYLOR.
1948 Sir Hucn LETT.

1948 Sir Henry LeteEBY TinY.
1949 Dr. ROBERT PIERRET.

1949 Dr. A. P. GiBBONS.

1949 Dr. A. WESTERMAN.

1949 Mg. A. E. MorTiMER WOOLF.
1953 Dr. T. B. Josson.
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