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HUNTERIAN SOCIETY

DINNER MEETING
146th Session 1971-72
PRESIDENTIAL ADDRESS

MANKIND IS MAN
by
Dr. FRED WRIGLEY

WE ALL build, T believe, on the foundations and plans created by
others, especially our predecessors. In this Society each succeeding
President gains a lot from the wise guidance, the inspiration and
hard work of the man before him. I am fortunate in following
Mr. Murley in the office of your President and I thank him for
what he did for the Society during the last session. His originality,
his hard work and his personality have left their mark on this
Society in a way which will be remembered for a long time. In my
opinion, when people look back at the long list of good Presidents,
he will be recognised as outstanding. He deserves my thanks and
yours.

I have had great difficulty in choosing a subject for my address.
Reference to the Transactions of the Society and to the memory
I have of addresses delivered make it clear that I cannot shine
like many of my predecessors. I cannot describe clinical adven-
tures or surgical procedures and I do not think it appropriate to
try to describe to you the tedious, exacting and long-delayed
delivery of a new drug. Or, indeed, repeat in any way communi-
cations I have made to the Society in Debate or Dinner Meetings.
Some Presidents have been able to present to the Society an
informative account of their hobbies as they relate to the practice
of medicine. The reports of these talks make interesting reading
and as they made fascinating evenings they are well remembered.
The illustrations used were well conceived and as I am envious of
what my predecessors have achieved I am also nervous of what
I can present to you.

I have looked back at some previous Presidents and Alex
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Roche remains in my mind as the man who first brought me into
the Society. The name of Will Copeman, too, with whom I worked
at one time and who became a very good friend over many, many
years, is firm in my memory as a fine President and, with his
family, a strong Hunterian. Thinking about these men and others,
I am struck by the way in which they held this Society in affection,
and the gift they had of being able to reach out their hands to
help many people. In those days, when I first joined the Council
of the Society, Mortimer Woolf was a tower of strength. He was
the strong man who would say from time to time, ‘I am sorry, Mr.
President, you cannot do that”. He infused life into the Society
at a critical time. He was most hard working and enthusiastic and
there was nothing he would not do for the Society. These Presi-
dents of the past sprang from an age when to help oneself was also
to help others and they became strong and used their talents at a
time when the hand of the State was distant and when men had
to struggle to create and provide from the cradle to the grave, and
did not rely on a benevolent authority which promised much and
yet failed to satisfy.

It is not my intention to take the child of Lloyd George, which
was adopted and developed by Aneurin Bevan, nurtured by other
politicians, and philosophise on the good or ill that has been done.
My concern is with man, medicine and our Society. The Welfare
State and our Health Service are here to stay and we must make
good come from them as best we can. I am concerned with whether
or not we, as doctors and Hunterians whose material is human,
are creating the conditions and behaving in a way which will bring
the best out of our young people despite all the disadvantages
which exist to delay and stultify the production and development
of characters and figures to match the teachers and great men
of earlier generations. Are we encouraging them to take up the
challenge and are we standing behind them to see they do what
they can to make the future right?

The Boards and Committees of today furnish many of us
with opportunities to speculate on why certain changes have taken
place. We have a complex, highly organised system of manage-
ment which can lead to frustration and frayed tempers on all sides
of the system. As a much younger man, I worked in busy hospitals
which were run on the administrative side by one man with a few
clerks and secretaries. There was dedication to be observed in
staff from the youngest kitchen maid or porter to the Chairman of
the Medical Staff Committee. Admittedly, the rooms for some
residents left a lot to be desired, but the compensations were in
many ways heart-warming. Usually the food was good, adequate
in quantity and the service cheerful. To serve both the doctor and
the patient seemed to give joy to the staff and any grumbling—
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and there was, naturally, some—was not malicious. Nothing seemed
to interfere with the day and night service and characters seemed
to abound. Even the regular Saturday night attenders in Casualty
became friends. The Bougie Clinic quietly conducted thrived on
gratitude from both patient and doctor: the patient delighted with
a sound painlessly passed and the young doctor rewarded in most
cases with a small token from the grateful patient.

I don’t want to dwell too much on these days which seem long
ago. I want to make the point only that they were happy, busy
days and most people seemed to know where they were going.
To me, reflecting on this period, it was the men and women who
made things happen. There was no burcaucratic machine to
interfere with medicine, but both men and women had the welfare
of the patients, the staff and the hospital in their hearts. Money-
raising, though, was just as difficult, but when it was needed people
went out to get it and the hospital was a place which, if feared for
some reasons by some people, was loved by the community. It
was theirs.

The first major astonishment in my reflections on the past is
the growth of a bureaucracy which seems out of proportion to
the growth in medical services and one in which doctors by them-
selves seem to take little or no part. The second major astonish-
ment is not that junior doctors find it necessary to combine and
poise themselves for revolt, but rather that my own generation
should have allowed circumstances to arise that made it necessary
for that to happen.

I suppose I travel as much as most people and more than
many. The people I meet usually interest me very much and,
although I can discuss and describe the scenic beauty of the
Rockies, the golden sands of the Pacific Islands, the reflection of
the moon and mountains in Fjord waters, I compare them with
the quiet beauty of Tarn Hows in our own Lake District and 1
find myself tied to places only by the men and women I have met,
their fellowship and kindness being often the reward for many
days I have had to spend away from my wife and family.

Two years ago, I went to the Arctic Circle for three weeks
with a man several years older than I am to act as Medical Officer
to a group of younger people on a leadership training expedition.
It was a good exercise and showed what the challenge of moun-
tains, of water and a simple but strenuous life could do for a
group of young people, especially in an age when people of my
generation tend to be critical of youth and sceptical of the future.
I had not been in England more than a week after my return when
I received a letter from the expedition leader asking me if 1
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would go back to the Lofoten Islands in 1971 for a longer period
and act in several capacities, including that of Chief Medical
Officer, Chief Fishing Adviser and be, too, a base camp manager
for several weeks. My older friend, Melville Balsillie, is a retired
banker and over the following weeks he unfolded his plans. It
became clear to me as I listened to him that, to enable young people
to go on this expedition in the numbers we had in mind, at a
price they could afford, we would need substantial financial help
and some good versatile doctors to come with us. The imaginative,
dedicated, self-sacrificing character who inspired the effort was
stuck without money and I said I would get £3,500 for him to pay
for the charter of an aircraft to Northern Norway, where we could
be within short sailing distance of the remote spots and the
primitive huts where we were to be based.

I tried a number of avenues for finance with no real success.
Then the day came when I needed to show more rapid progress to
enable advance planning and participant selection to take place.
So, armed with the Log Books of the 1969 Expedition and the
details of Melville Balsillie’s achievements and personal sacrifices
in cash and service, I asked for an appointment with Stephen
Steen, the Chairman of Smith & Nephew. At 6 p.m. one evening,
I went to Temple Place and met Mr. Steen and Mr. Kenneth
Kemp, his Managing Director, and told them my story. They asked
their Deputy Chairman, Tony Leavey, to join us and again I out-
lined what I wanted. Tony Leavey said that for years Smith &
Nephew had supported the Outward Bound Schools and if they
supported me the Outward Bound people would be short of cash
on which they relied year after year. My heart sank at this because
I knew what I must say and I said, “if this is the case, you must
not give me the money”. A blow by blow account of the discussion
which followed could be wearisome to this audience so I will
simply say that Mr. Steen said they wanted to help and would
give me £1,000 if T could find the rest elsewhere. I was pleased
with this because the first help is usually the most difficult to
obtain and I believed I could persuade others to come to our
rescue and provide the balance of cash required. Then I was
asked a critical question by one member of, by then, an enlarged
group. This was the question—‘‘why didn’t I ask Wellcome for
the money?”’ My reply was that I couldn’t bring myself to ask my
associates for the money risking embarrassment on all sides if they
refused. Then a proposition was put to me. “If Wellcome will
support this expedition 50/50, so will we.”” It is history now in
the Log of the 1971 expedition that the finance was provided jointly
by Smith & Nephew and the Wellcome Foundation.

The arrangements went ahead and we had support from lots
of people, including one Hunterian who organised the medical
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services for me and got doctors who could double up as boating
advisers and practical seamen, etc. One further point of interest is
that, to keep the costs down, we had, as far as possible, to live off
the sea and, to help in this, I asked I.C.I. Plastics for a mile of
heavy line and another well known organisation for Swedish hooks.
These were put to good use and the first three weeks at my base
a few of us caught a total of 600 Ibs.” weight of fish.

Towards the final stage of planning, all participants were
invited to a Sunday meeting with their parents. T was asked to
make some comments and I referred to the question of medical
fitness. Here I must explain that in 1969 T had demanded a
certificate of fitness from each person to be given by the G.P.
On the expedition, many boys and junior leaders had complained
of having to pay one or two pounds for the certificate. Since most
of the participants had a hard time to raise the money, I decided
to waive the certificate requirements for this expedition and simply
asked each person to say they had been declared fit by their own
doctor. Many parents at the meeting said they would have trouble
with their own doctors in getting this clearance. T didn’t believe it
and said so. I insisted that no-one could go wthout medical clear-
ance. I learned my lesson when parents phoned me to tell me of
the charges some doctors were making for this formality. I tele-
phoned the B.M.A. and was told that G.P.’s were within their
rights in making this charge and my informant suggested to me
ways of overcoming this problem for future expeditions. I really
felt let down by my own profession until a doctor in Hoddesdon
telephoned me to say he had three scouts in his consulting room
and he wanted to know how he could help.

At this stage one of our recruited M.O.’s had to back out.
Faced with the difficulty of finding another doctor at short notice,
I wrote to the B.M.A. The reply suggested I should advertise in
the B.M.J—more expense for the expedition—so I telephoned
one of my friends at the B.M.J. and he showed great co-operation
and suggested a short letter. This I wrote and it was published
under points from letters as follows : -—

“From 19th July to 31st August, a leadership training course,
sponsored by the Hertfordshire Scouts Association, will be
held in the Lofoten Islands. Two waves of 60 young men
will be located in three bases in the Islands, with medical
services provided by members of the party. We are short of
one doctor to live with the group and stand by for any special
emergency, and I wonder if one of your readers would be
free to join us for the first three weeks of the expedition. Cost
—about £50: a service to the community and a good holiday.”

(B.M.J., 12th June, 1971)
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Not one reply was received. However, with my own contacts, I
found a man who was willing to come and we all had a fine
experience. The adventures I will not dwell on. It has been
suggested to me that these would form the basis of a good lecture
for the Society some other day. 1 wanted only to let you know
what a mixed impression I got of the reluctance of some men
to serve mankind without gain.

At this time, medicine and this Society are faced with a new
challenge. A new type of structure for our health service is well
on the way. In 1920, 51 years ago, the Dawson Committee recom-
mended that “one of the conditions of efficient service is that the
medical profession as such should come into organic relation
with health administration. The success of the service will depend
upon the co-operation and the enthusiasm of the medical pro-
fession, and if doctors play a responsible part in the administration,
“the Health Authority will have the advantage of their knowledge,
and the local profession will feel its reputation and interests
identified with those of the service”. The Committee was headed
by Lord Dawson of Penn; 15 other doctors served and advised
that it is vital to the success of any scheme of Health Service that
there should be unity of idea and purpose, and complete and
reciprocal communication between the associated Teaching Hos-
pitals, Secondary Health Centres, Primary Health Centres, and
the Domiciliary Services, whether the centres are situated in town
or country.

Existing methods of Health Administration, involving as they
do considerable diversity of responsibility, would not secure this
essential condition, and there will be need for a new type of Health
Authority to bring about unity of local control for all health
services, curative and preventive. All the services, curative and
preventive, would be brought together in close co-ordination under
a single Health Authority for each area. Preventive and curative
medicine cannot be separated on sound principle, and in any
scheme of medical services must be brought together in close
co-ordination. :

Today, much the same suggestion is being made by the Secre-
tary of State for Health and Social Security. Is there any regret
for the wasted years? Are we now ready to move into a new age?
Are we ready to assume the role of managing our Health Service
are are we going to argue it with the inevitable result that some
other group will be managing us? This is a health service I am
speaking about and service is the rent we pay for our room on
earth.

Managers are defined as those people who do work through
others. For years I have been urging this role on doctors who
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are fitted by their primary training and only need to learn the
art of management in a professional sense to become Management
in Action. May I commend to those who are interested the fine
publication under that title by Lawrence Appleby.

When Osler gave his address in January, 1903, to the New
Haven Medical Association at their Centennial celebration, he
spoke on “The Educational Value of the Medical Society”. I have
read this address many times and I present to you some of Osler’s
thoughts taken out of context and somewhat at random because
[ have sympathy with them and they may appeal to you tonight
in the context of my talk. Almost his first words were: ‘““This
society was formed on the most liberal and generous principles,
and was designed, first, to lay a foundation for that unanimity
and friendship which is essential to the dignity and usefulness of
the profession.”

No class of men needs to call to mind more often the wise
comment of Plato that education is a life-long business. But the
more serious problem relates to the education of the practitioner
after he has left the schools. As the practice of medicine is not a
business and can never be one, the education of the heart—the
moral side of the man—must keep pace with the education of
the head.

Our fellow creatures cannot be dealt with as man deals in
corn and coal, “‘the human heart by which we live”” must control
our professional relations. After all, the personal equation has
most to do with success or failure in medicine, and in the trials
of life the fire which strengthens and tempers the metal of one may
soften and ruin another. In his philosophy of life the young doctor
will find Rabbi Ben Ezra a better guide, with his stimulating

Then, welcome each rebuff
That turns earth’s smoothness rough,
Each sting that bids not sit nor stand but go.

than Omar, whose fatalism, so seductive in Fitzgerald’s -verses,
leaves little scope for human effort. For better or worse, there are
few occupations of a more satisfying character than the practice
of medicine, if a man can but once get orientated and bring to it
the philosophy of honest work, the philosophy which insists that
we are here, not to get all we can out of the life about us, but to
see how much we can add toit.

The discontent and grumblings which one hears have their
source in the man more often than in his environment. In the
nature of the material in which we labour and of which, by the
way, we are partakers, there is much that could be improved, but,
as Mrs. Poyser remarks (in “Adam Bede”, by George Eliot), we
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must accept men as the Lord made them, and not expect too much.

But let me say this of the public: it is rarely responsible for
the failures in the profession. So far as my observation goes, the
fault lies with the older men. The young fellow, if handled aright
and made to feel that he is welcomed and not regarded as an
intruder to be shunned, is only too ready to hold out the hand of
fellowship.

The Society comes in here as professional cement. The meet-
ings in a friendly, social way lead to a free and open discussion
of differences in a spirit that refuses to recognize differences of
opinion on the non-essentials of life as a cause of personal animos-
ity or ill-feeling. An attitude of mind habitually friendly, more
particularly to the young men, even though you feel him to be the
David to whom your kingdom may fall, a little of the old-fashioned
courtesy which makes a man shrink from wounding the feelings
of a brother practitioner—in honour preferring one another, with
such a spirit abroad in the Society and among its older men, there
is no room for envy, hatred, malice or any uncharitableness.

Why is it that a large majority of all practitioners are not
members of a medical society? In part this is due to apathy of
the officers and failure to present an attractive programme, but
more often the fault is in the men. Perhaps a doctor feels it is a
waste of time to join a society, and so it is if he is in the pro-
fession only for the money without regard to the sacred obligation
to put himself in the best possible position to do the best that
is known.

This Society has a motto: RATIO SOCIETATIS VIN-
CULUM. Sir Eric Riches referred to this in Presidential address
in the 150th anniversary session. He suggested that the best
translation was “The bond of a community is reason’. All of
you must have done your own translation and may agree that
Reason is the Bond of the Society or, as I prefer it, “Sound Sense
is the Bond of Fellowship”’.

I submit that this Society, with its traditions, its motto and
its membership, can be a positive force to move medicine forward
at a critical time. We can concern ourselves with our younger
people, we can help to manage our service in a determined and
progressive way. By the example of our Membership we can, I
believe, help to shape medicine for the future because this is one
forum where all branches of medicine and their families are free
to come and express their views, It is a true society of fellowship
and I want your help in using its power for the good of Mankind.

Edmund Burke said, “All that is necessary for the triumph
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of evil is for good men to do nothing”. Let me follow that by
reminding you of the theme of the Queen’s last Christmas broad-
cast—learning to be concerned with one another. Let me express
the hope that the words of the Prophet Ezekiel 36, verse 26, may
come true for us all because ‘““thus saith the Lord God: a new
heart also will I give you and a new spirit will I put within you”.

To conclude, may I say you have been very kind to me not
only in accepting me as your President, but in listening to my
reminiscences, my disquiet, my hopes for the future. I have a strong
belief in the fundamental goodness of man but, above that, I have
an unshakeable belief in the power of a profession dedicated to
the service of Mankind.
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HUNTERIAN SOCIETY

DISCUSSION MEETING

A meeting of the Society was held at the Apothecaries’ Hall,
Black Friars Lane, Queen Victoria Street, London, E.C.4, on
Monday, November 22nd, 1971, at 8.30 p.m.

MOTION:

“THE TRADITIONAL DOCTOR-PATIENT RELATIONSHIP IS AN
OuTMODED CONCEPT”’

Supporting were :
MR. CONRAD ASCHER AND DR. MICHAEL WINSTANLEY

Opposing were:
THE RT. HON. LORD JUSTICE SALMON AND DR. DEREK STEVENSON

The President introduced the speakers and the debate was
opened by Mr. Conrad Ascher, who began .

“MR. PRESIDENT, Sir, in my opinion I deserve a gallantry award
for this, a gallantry award of a fairly high order. I am as a lamb
led to the slaughter. I will tell you how it is T have come to be
chosen for this task. Some months ago, your distinguished President
telephoned me and asked would I like to have dinner with him in
the Apothecaries’ Hall. 1 said “‘yes”—I can never resist a dinner
—I said “was it for some special occasion?” He said “yes”. I
asked ‘““‘what”, he said ‘‘a debate”, I asked ‘“‘what about”, and
he said “the doctor-patient relationship”. I said ‘‘good, that
should be interesting”. Happily I know little about doctors and
less about patients. That was the end of that and two days later
I got a letter from one of the honorary secretaries thanking me
for having agreed to be the first speaker on behalf of the motion.
1 thereupon telephoned the President who was on holiday. He
was on holiday for one month, he was incommunicado, he was
north of the Arctic circle, somewhere off the coast of Upper
Norway, wholely and completely inaccessible. So that is why I
am here tonight and you must not blame me. And I am, of course,
absolutely terrified because everybody surrounding me is either

17



medically qualified or is not just a High Court Judge but a Lord
Justice of the Peace for good measure. So here am I to propose
this self-evident and obvious motion to you tonight.

Incidentally, I was also threatened with the medical press.
Ladies and Gentlemen, have pity on me, I might one day—
fortunately the threat has been removed—but I might one day
need some medical help, I might one day fall ill and somebody
might read what I am saying. So if this could go no further I
would be delighted. I do not seek tonight to be at all critical of
the medical profession, though I might frequently criticise the
legal profession. I seek to say nothing at all about doctors that
is critical, but merely this, that the traditional picture is outmoded,
be it good or bad. Now the traditional picture of the doctor (and
this I had from my medical friends, please criticise it most gently)
the traditional picture of the doctor is of a man who is a slave
to his work. He is as it were owned by his patient. He is paid
directly by his patient and he is therefore with his patient 24 hours
a day throughout the year. Now this kind of picture is, of course,
out of date. One might also say that this doctor when he comes to
give advice to his patient is treated as a kind of divinity. His advice
has a kind of God-like authority and this is the traditional picture
of the family doctor who is always there in time of need. Always
the same person and always absolutely omniscient he knows
everything and never needs to refer you to any other authority
unless in an hour of extreme crises it be to refer you to your
Maker and Creator. And this, of course, is wholly out of date and
when I say this is wholly out of date I don’t mean to say that this
picture is either good or bad. Lots of things are outmoded which
you may think it is a pity that they are outmoded. For example,
the language of Shakespeare is outmoded. It’s a pity, but there
it is, it’s outmoded. One might say ‘it is true ’tis pity and pity
’tis true”. But anyway, people don’t think like that now—it’s out-
moded. Equally so the buildings built by Sir Gilbert Scott, the
ladies painted by Rubens—all these are outmoded however de-
lightful they may or may not have been. And I don’t speak critically
of the doctors at all but quite clearly this picture is wholly out-
moded. You will notice that Lord Justice Salmon is taking furious
notes of all this. He told me before we started tonight that of
course his task was easy. All he had to do was to follow what I
said and disagree with every single word. A task not unbeknown
to the members of the Court of Appeal. But quite clearly this
picture is outmoded and nobody nowadays, except for the lawyers,
thinks of doctors as Gods. Sometimes the lawyers treat doctors
as Gods too. I tell you, it will be a useful tip to those of you
who seek to aspire to the Bar, if there are a number of cases in
Court and you are the last on the list and will never, ever be
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reached, just let it be known to the Judge that you have a doctor
in your case, and if by magic you will not have to wait at all, your
case will shoot to the head of the list and as far as the lawyers
are concerned, the doctor is God. And of course, when you think
about it, it is wholly wrong because really it’s not the doctor who
is God but the lawyer. Because, you see, supposing your doctor
thinks you need a warmer climate and he advises you to leave
the country, well, you may or may not take his advice. But if your
lawyer advises you to leave the country. . . . And so there it is,
ladies and gentlemen, the doctor has lost his near divine status.
There was a time when patients knew no medicine and recognised
the fact. Now the position is that patients know no medicine and
don’t recognise the fact. And they read their Reader’s Digest and
they read their Sunday Times and they know exactly what they
want, and if I may be forgiven for telling a true story and some
of you may know this, but this actually happened to me. I know
an Englishman, a Frenchman and a Scotsman and each of these,
this is true as far as I’m concerned for the rest of you it would
be merely derivative, second-hand, but they were each told that
they had only one week to live. The Englishman was asked what
he would like and he said he would like a pipe, he would like
The Times and he would like to be buried in the Union Jack at
the end. And the Frenchman was asked what he would like, and he
said he would like some champagne and Mademoiselle Fifi, and
the Scotsman was asked what would he like, and he said a second
opinion. You mustn’t applaud too much, it takes away from the
half hour that I have got. And we’re all like the Scotsman now,
we all know what is good for us. But of course, some of us really
do have medical knowledge, and some of us when we are treated
by doctors do know what it is all about. There was a little girl
aged 3, I can’t resist telling this because they are always telling
this in my family, there was a little girl, aged 3, who was the
daughter of a general practitioner, and a patient came one day
and said, “Where’s your father?”” and the little girl said, ‘“‘Daddy’s
out giving a general anaesthetic,” and the patient was very
impressed and said, “Good Heavens, you know what that means?”’
“Oh, yes,” said the little girl, “Daddy says it means 10 guineas”.
So you see, there is a fair amount of knowledge about what doctors
do, and I think one of the reasons why the status of the doctor is
nowadays, for better or for worse, out-moded, is this—it’s not that
he is no longer paid, it’s not that he is now a servant of the State
for better or for worse—it’s not even that he’s not there for his
patients 24 hours a day, it is simply the fact that he is no longer
divine. He has become like those of us who are not doctors here,
he has feet of clay. And I for one think that this is awfully sad,
but there it is. But finally, Ladies and Gentlemen, in asking you
to vote for my side of this debate, which is the side of the right
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as well as the side of the might, let me say this, it behoves you to
be courteous to your guests. Now you have two sets of guests
here tonight, there is really a self-evident argument, this, but we
are your first guests. Dr. Winstanley and myself are the first and
the third speakers, not the second and the fourth. We make the
running and consequently it is with great confidence that I rest
my case and ask you to vote in favour of this motion which as
the order paper says, is that the relationship of the doctor and the
patient, and you are not asked to comment on that, is an out-
moded concept. My case rests in your safe hands. Thank you.

The Rt. Hon. Lord Justice Salmon began :

MR. PresiDENT, Ladies and Gentlemen, you will have to forgive
me. I spent very many years of my life as an advocate and T had
to either propose and oppose motions in the Courts and elsewhere.
Now I am entirely out of practice. In the last 14 years, I have done
my best to keep my mind open and my mouth shut and it’s not
always very casy after you have been an advocate. And here I am
tonight, coming back so to speak, I won’t say exactly like a war
horse sniffing battle, but taking up the posture of an advocate once
more rather than a more quiet and less exacting duty of just sitting
back and listening and then deciding. But I do remember enough
of the role of an advocate to recognise that if you got a jury very
much in your favour, the less you say the better ’cos you are likely
to win unless you make a boob somewhere. And I can’t believe,
not because you are connected with the medical profession but
because you are evidently highly intelligent and well-informed men
and women, that you can really have any doubt of which way
you are going to vote on this motion. It is unthinkable that you
should really believe that the traditional doctor/patient relation-
ship is an outmoded concept. Of course, my friend who proposed
the motion defined the traditional doctor/patient relationship,
as far as I understood the definition, he said it entailed the patient
looking upon the doctor as a cross between a slave and a God.
Well T think that is very strange and I would agree with him,
slavery is certainly outmoded. There are some, I am not amongst
them, who believe that religion is outmoded. I certainly don’t
think the language of Shakespeare or the paintings of Rubens are
outmoded. If you think that the language which is one of our
greatest heritages is outmoded, well I can imagine that you would
vote in favour of this motion. If you think that some of the greatest
beauties of traditional painting and traditional music is outmoded
and you are devotees of pop art, well of course you will vote for
the motion. But T profoundly doubt that you are. I think that if
you were to define, as I would, the traditional concept of the
doctor-patient relationship as, on the patient side, a liking for the
family doctor, respect for the family doctor and confidence, not
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that he is infallible but that he will do his very best for you and
that he is pretty good anyway. And as far as the doctor is con-
cerned, a passionate desire to do his very best for his patient and
give him not only the benefit of his skill but of his human under-
standing. That to my mind, and I doubt there are many here who
would disagree, is the really traditional doctor and patient re-
lationship. Now I would like to tell you a story which I have some
reason to believe in to be true which may illustrate it. There was
a girl who was very young, she was just 20 and just been married
a few months and suddenly she became very, very ill. Her tempera-
ture went up to some alarming figure like 104 and nearly 105
and then went down again. And the family doctor was called in
and he couldn’t make anything out of it at all. And this went on
for about 10 days and this girl was very, very ill indeed and near
to death. And they called in a couple of consultants—this was
some time ago—and they arrived in pin-striped trousers and black
coats and they gave the young husband, who was distraught, the
impression that they knew practically everything that was to be
known except what happened to be wrong with the patient. And
he happened to be a member of the Bar and after he had one
session with them they said to him, ‘“Mr. So-and-so, you ask a lot
of questions,” and he replied, “Well, that happens to be my job
and if I may say so, you make a very bad witness.”” Well, the point
of the thing is that in those days if no one knew what was the
matter it was always said that there was something wrong with
their teeth. So some member of the family said that a dental
surgeon should be brought in and he was, and he said, “take out all
her teeth”. And the consultants went off with the family doctor
to decide what they should advise. The husband having been told,
“Oh, we’ll take the girl’s teeth out and she’ll get better,” was not
unnaturally, as a young impetuous young man with that much
judgement, apt to jump at that solution, but when the consultants
and the family doctor came down they said, “Look, you can’t
have this done. We are convinced that it has nothing to do with
her teeth and if you do take out her teeth it will kill her.”” Well,
some time later the husband discovered that when they retired
into consultation, the two consultants said, “We haven’t really any
idea of what is the matter with this girl and it looks as if she might
die and if this man thinks that taking out her teeth will do, well,
we don’t agree but we think the husband ought to make up his
mind and we better put the decision in his hands.” And the family
doctor said, “I don’t agree and if you do I shall tell him that I
shall retire from the case because in my view it will kill this girl
and this is a position in which you ought never to put that boy.”
Well, T believe that that family doctor was acting in the very finest
traditions of the medical profession. He was completely courageous
and had nothing except the interests of his patient at heart. I
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believe that a family doctor, there are many, most of them could
act exactly the same today. I should hate to think that those
concepts are out-moded, and finishing that story on Christmas Eve
the Senior Pathologist of one of the London Hospitals arrived
in a Norfolk coat with two dogs and said, T will keep the lab.
open tomorrow and if this girl’s got anything that no-one’s had
before I will let you know tomorrow night or the next day, and
he did. There again is the finest tradition of the doctor/patient
relationship. We are living in a cynical age. Lots of things are
going by the board. Apparently Shakespeare and Rubens are, but
for goodness sake don’t let this great tradition go down the drain
even in such excellent company as Shakespeare and Rubens.

Dr. Winstanley seconded the motion :

MR. Presipent, Ladies and Gentlemen, I will say straight away
that one of the snags of speaking third in an event of this kind,
and I have listened with very great interest to two speeches made
on both sides of this case by two very distinguished lay men who,
if I may say so, I thought evinced even in their short speeches a
kind of attitude towards the medical profession that showed that
it the traditional relationship was not outmoded, it’s high time it
was. Years and years ago, again a true story, I went to address
the Rotarians in Oldham. I don’t know if you know Oldham, but
they are a rum lot in Oldham, and Oldham rotarians are no
different. And this was in the days before T was quite as familiar
with rotarian proceedings that I now am, when I stood up to
speak at a lunchtime meeting. Suddenly 1 realised I hadn’t asked
the Chairman how long he wanted me to speak, and I leant over
to the Chairman and said, “Oh Mr. Chairman, how long shall I
go on?” and he said, “Oh, you go on for as long as you like,
but we go home at 2.00.” So since then, Mr. President, I have
always insisted on having a fixed allotted time and I have been
given one, Sir, and I will really try to keep it. Let us say, clearly
there has always been a doctor-patient relationship. What kind of
relationship it has been, of course has varied from time to time.
One was always told that this was a very close relationship. It
seemed to me, Ladies and Gentlemen, there’s much evidence at
the present time, that this is a relationship which has degenerated
into one of complete and almost undisguised hostility. It was not
very long ago in the television studios when Dr. what’s his name,
that wrote ““Doctor on the Booze”, “Doctor in the House”, Dr.
Richard Gordon was being interviewed and he was asked why
have you given up medicine, did he not like medicine. He said
oh yes he liked medicine very much but he couldn’t stand the
patients. Now those of us, Mr. President, who are in active medical
practice, will hasten to accept that there are many patients who
don’t think very much of us either. And we are all familiar with
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the kind of patient who hates the sight of his doctor, wanders in
every week and you see him as he walks in and your face falls,
your heart sinks when you think what have I done to deserve this.
Hastily as it were scraping at the bottom of the barrel of com-
passion you say, ““Oh yes, and how are you this week?”” Slowly
his face cracks into a sickly grin as he spits out the inevitable
word, “Worse”. This is a chap who remains faithful to me till
death us do part, my death, not his. It’s a curious thing, these
people who know their doctors are the last ones ever actually to
leave their lists. Now I do think that there is no doubt at all that
the relationship has changed. Now the speeches you heard earlier
I thought in a sense almost proved the point of this motion, because
they tended to be talking about the old days of medicine when
the doctor was much worshipped and so on. There was no ques-
tion that the public attitude towards medicine is a very old one
rooted in many ways in ancestral, almost medieval fears. Even
amongst intelligent people there are fears of the doctor as some
kind of magi-practitioner. Fears which express themselves in
curious and often unreasonable hostility which express themselves
in profound resentment of any possible pay rises for doctors. Fears
which express themselves, I think, in a whole variety of ways which
we see in our surgeries. Allright. I think that relationship,
which is the old relationship, is out-moded and I think it is right
that it’s out-moded. I think frankly, Ladies and Gentlemen, the
age of the witch-doctor is over, except perhaps in the more obscure
recesses of Harley Street but occasionally it may still endure, but
in general there is a kind of a change. Patients themselves are
demanding, and rightly, a new kind of relationship. Perhaps very
briefly I could suggest some of the things that are destroying the
kind of relationship on both sides. There are certain patients,
perhaps, who don’t do their best to build up a new kind of
relationship. In particular, I could mention one or two, there’s the
kind of patient who comes in and tells you exactly what sort of
treatment he ought to have, particularly if he happens to be
right. The chap who marches in and says, “It’s nothing doctor,
you know, just a bit of enteritis, streptomycin will soon put it
right.” And so it might, it’s the last bloody thing you are going
to give him. Mr. President, the old mind races in search of some
reliable, acceptable if inferior alternative. And then you’ll explain
to him that not only will streptomycin be no use for his particular
complaint, it would indeed be desperately dangerous. And if you
play your cards right he should leave like one rescued from the
very jaws of death. The other chap who I think is apt to upset
the ancestral doctor/patient relationship is the kind of patient who
tries to cut out his doctor altogether, and he comes along to me
and says, “I don’t want to bother you but I just want a letter to
see Mr. So-and-so”, and to him the term Mr. is reserved for some
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very distinguished consultant, whereas the term Dr. is reserved
for lesser functionaries like myself. And what he is really saying
is, “Dr. my complaint is too complicated for your meagre talents,
please arrange for me to see somebody competent.” There are
then the patients, and I am sorry for them, who have to be almost
constantly at their doctors’ surgeries, to have forms signed of one
kind or another. Now that T understand that it is compulsory to
spend one’s holidays in Majorca, people have to come along to
have passport forms signed, and they always come to the doctor.
And they feel, understandably, that a visit to the doctor is some-
thing very valuable, it shouldn’t be wasted. And merely to say,
“Will you sign my passport form and my passport photograph,”
is somehow a kind of insult to this very busy person, so they must
justify the visit. And then, Ladies and Gentlemen, the conversation
begins with the magic words, “Oh, doctor, and while I am here

. ”’. Then one gets this lengthy kind of explanation of some minor
illness from which they recovered months before. The male mem-
bers of the family usually suffers from this, the first visit he has
to pay to the doctor is so often to get a form to have his eyes
tested. He can never quite understand why it should be necessary
to get this form. I share his doubts too, but I mean there was a
time when you could walk into Woolworths and you could get a
most excellent pair, just rummaged about . . . but now that the
professions have really got control that you could, you could
rummage about in the basket, “Oo, I can see through these . . .”
But, however, he has to come along to have an eye test. He doesn’t
like doing that, it’s a waste of his doctor’s time, being the obses-
sional kind of man he often practices the journey two or three
times to make sure he gets there the proper time. And when he
arrives he sees this sea of happy smiling faces and he thinks how
wonderful is human nature, that people can suffer so and yet look
thus. And so he feels a bit sort of upset at having taken the
doctor’s time merely coming for his eye form, and he comes along,
he comes into your surgery, you say, ‘“Oh, it’s Mr. er, I haven’t
seen you before, have I?” “No, no. . . .’ Well, how are you?”
*“Oh, I'm alright, not as well as I should be, perhaps. Well. I had
a boil last Christmas.” “And are you expecting a boil this Christ-
mas?” “No, I had a pain in my shoulder on the bus last week,
but it’s better now.” And then he says, ‘“Well, actually all I
want . . .”” and then you hand him his eye form already filled in,
yow’ve won the little game. Of course, we do play little games.
I have a G.P. friend who has become very upset by this habit of
certain patients and whenever you say “sit down”, solicitors tell
me the same thing happens. A person comes into your room, you
say “sit down” and the first thing he does is to pick the chair up
and hump it a yard or two. Why people do this I don’t know, but
they always do. You say “sit down”, they say “‘thank you™, and out
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comes the chair. Now this old doctor has become so upset by
this furniture removing. You see, a doctor who has practised for
40 years in the same room, he has a rough idea of where he wants
his chair. And this fellow, believe it or not, he’s had the legs of
his chair concreted into the floor, and it’s the sight of . . . have
you ever tried to lift a chair that’s been concreted . . . it’s rather
like trying to open swing doors which are bolted, a sort of con-
vulsive shudder, and the sight of this convulsive shudder quite
makes this old doctor’s day. Just let me hasten to say, it’s not
always the doctor that wins all these little encounters. Sometimes
the patient wins. I was told recently of a patient who was sent
by his G.P. to see a very distinguished orthopaedic surgeon, I
won’t say which one, we were discussing him earlier at dinner,
he’s a gentleman I know very well, he considers that if ever he
allows a patient to speak he'somehow erred in his duties. He was
sent along to see this orthopaedic surgeon with an osteo-arthritic
knee, and the orthopaedic surgeon looked at it and said, “Well,
it’s just age, there’s nothing I can do, it’s not a disease in the
ordinary sense, it’s worn out, the joint surfaces don’t last for ever
you know, we can relieve it. It’s not disease in your case, it’s just
age.” And thz old chap said he couldn’t really see how this could
be because to the best of his knowledge the bad knee was just as
old as the right knee. Even going back to my own student days,
this is true. The first baby I delivered at St. Mary’s Hospital,
Manchester, T looked down proudly at this little boy and I said to
his mother, who 1 must confess didn’t quite seem to share my
pride, she may have had her own reasons for her attitude, and I
said, “Isn’t he wonderful, what are you going to call him?”’ She
said, “What’s your name, doctor?” I said, “My name’s Michael.”
She said, “I think we’ll call him Geoffrey.” Well, I must come to
the end of my remarks, and this is most dangerous. T remember
Bernard Shaw years ago who said it had taken him 70 years of
stolid self-restraint aided by the natural decay of his faculties, to
make himself dumb enough to be accepted as a serious person.
Because we have had a few jokes from my colleague and I, don’t
think that we are not serious about this, we are. I think that the
old traditional doctor-patient relationship, that of witch doctor, that
of . .. don’t you ask any questions, leave it to me, I know best,
and of course it was much easier to refuse to answer any questions
when you didn’t actually know any of the answers which used to
be the kind of situation. I think that old kind of relationship has
gone. It is out-moded, it is rightly out-moded. But what about the
present relationship. I am afraid in many cases, the present re-
lationship is almost non-existent. We have to look for a new
pattern. I can tell the general practitioners that patients far from
having a close personal relationship with their doctor, they can’t
even find him. Let alone have a close relationship with an emer-
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gency call service. I used to be told that group practice was very
important, it had to come in. A group practice has to come in to
enable doctors to specialise. Dr. A could then specialise in skins,
Dr. B could specialise in maternity, Dr. C in medicine and so on.
It doesn’t work like that at all, not group practice. Dr. A doesn’t
specialise in skins, Dr. A specialises in having Mondays off and
Dr. B in having Tuesdays off. So in many places at the moment,
Ladies and Gentlemen, that relationship is non-existent. But I do
say this in all seriousness, if the Health Service is to endure, as I
passionately hope it will endure, it will only do so with a greater
understanding between doctors and patients with an understanding
from both sides, with better health education so that patients
begin to understand what the thing is about, so that they learn
really how often to go to the doctor but how even to avoid going
to the doctor. We can only that way learn to use our resources
properly, and I think with that kind of relationship, a co-operative
relationship, well then I think we’ll get by. But there’s no co-
operative relationship at the moment. Medicine is a co-operative
business where the patient can just march in and lay his bad leg
down .on his doctor’s desk and say, have that ready for Thursday.
It is a co-operative relationship and I believe that when that kind
of co-operative relationship has been built up well then the Health
Service will at last begin to work. But at the moment it is not yet
built up, and therefore we have got to look forward to a new kind
of relationship. I have seen, and I have in a sense been critical of
group practices, I have seen some group practices which give a
standard of general practice which has not been given before, of
a very high standard indeed, but they are few and far between. We
have got to pioneer a new kind of relationship and I therefore do
ask you to vote on this in that spirit that the old traditional re-
lationship is rightly out-moded, widely out-moded. The present
relationship unhappily is an unhappy one or a non-existent one.
The future relationship is that upon which medicine will depend,
it has not yet been built up.

Dr. Stevenson made the last speech as follows: —

MR. PresiDENT, Ladies and Gentlemen, I want to oppose this
motion, and T am going to do so on two main counts. First the
proposers have not thought to deny that a relationship does exist,
in fact, I don’t think they really thought to prove anything except
to tell us a few stories. It is apparently the traditional relationship
to which they take issue, that it’s outmoded or old fashioned.
And secondly, surely a relationship can only exist between two or
more persons, in this case the doctor and the patient. And we’ve
had no evidence brought before us tonight that the patient, that
other side of the dialogue, is desirous of a change. I will try just
to amplify those two points on which my case stands. Now nobody
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can deny, surely, that if two people are in confrontation, a dialogue
must take place. Well, I suppose you could have silence, but it’s
unlikely certainly after what Dr. Winstanley has been telling us
about practice. And if a dialogue takes place there must be a
relationship. Now the relationship may be a good one or it may
be a bad one, but the fact remains, a relationship must exist,
because two people just can’t sit together without communicating.
Particularly in a sensitive area like medicine, where you have got
two people involved, one person who wants help and advice, and
the other person who is there to dispense that advice. Therefore,
it seems to me that since they have not challenged that a relation-
ship must exist, that it can only be the traditional relationship to
which they take exception. Now, what is this traditional relation-
ship? I would submit, Mr, President, that if it means the estab-
lishment of mutual trust and understanding such as is necessary
to elicit the facts, and I suppose the symptomatology is still a
necessary prerequisite, to any diagnosis and treatment, then surely,
this relationship of eliciting facts is merely what in the vernacular
we call today good communication, and surely good communica-
tion must be always part of the doctor’s armamentarium. Then
again, if it means the maintenance of confidentiality, then again
you will only in my submission get the facts if the patient knows
that what he divulges to the doctor is said in complete confidence.
So there again, if the traditional relationship means confidentiality,
then T submit again that this is a matter of good communication.
But if it means the establishment of confidence, then Mr. President,
on what other basis could a sick person entrust himself, or indeed
his life. Confrontation between doctor and patient must always be
a very personal matter. It is true, as Dr. Winstanley has said, that
the doctor of the past probably only had to offer an attentive ear
and a sense of warm sympathy. But if medicine has advanced
scientifically this has not changed the patient’s need either for an
attentive ear or sympathy, and indeed I would say the dramatic
nature of some of the treatment now afforded to patients makes
such a sympathy and approach and mutual confidence all the more
necessary. And so I submit, Mr. President, on my first account,
(a) that a dialogue is necessary, (b) that a relationship is there-
for quite inevitable and that the traditional relationship has stood
the test of time, and for the reasons I have given, is as relevant
to day as it ever was. But let me come now to my second count.
What’s the patient got to say about this. What evidence is there
that the patient is secking to change this relationship, because as
I said before, it takes two to make a relationship. I submit none,
indeed on the contrary, I think there is good evidence to support
my case. Some time last year, Mr. President, you will remember
there was a debate in the House of Lords on the subject of
cuthanasia and terminal care. Now then, if the public, the individual
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patient, did not want to continue to trust his doctor, and trust is
what this is all about, then surely he would have accepted
enthanasia, but he didn’t. There’s been a public outcry about this.
So jealously does the patient wish to retain a good doctor/patient
relationship that he doesn’t want his doctor placed in this invidious
position of being a state public executioner. And what about the
intense public interest—it always amazes me it is displayed every
time somebody wants to close down a local hospital. The intense
public interest is displayed in casualty departments and accident
services. Why? Because these are matters which are relevant to a
community, and in a smaller community people matter, and the
doctor matters, and this again, I submit, is an illustration of the
fact that the patient himself is conscious of the need to retain a
close relationship firstly to his community and more particularly
with his doctor. I could cite many more incidences but I believe
that what I have said already on the public issue here supports my
case to the hilt, that the public demands and expects far more of
his doctor, particularly his family doctor, than merely technical
expertise. Now I wouldn’t wish to debate with you, Dr. Winstanely,
that there has possibly been a decline in these traditional standards.
I think it was Woodruffe in the Edwin Steven’s lectures at the
R.S.M. was talking on this very subject when he said, one of
the tragedies today is that a patient can see a doctor today, his
partner three days later, and four days later see a young doctor
in the hospital and then a consultant. Four people in the space of
a week, and there doesn’t appear any longer to be any one
established leader of that team. And clearly if the whole patient is
going to be treated then, in the public and the relative’s mind,
then at least one doctor may be clearly identified. And as you
say, in group practice, this is a difficulty, and T would not accept
that in group practice there is any real need, nor do I think the
public would want, any further deterioration in these standards.
And in that think of the ghastly spectre of the computer round the
corner. I have just been in America and T was going round a
number of hospitals there and in one particular hospital complex
—of course the Yankees talk big—but there they were investing
£30,000,000 into a computer. And this computer was going to
have a national hook-up to all the hospitals in Florida and the
patient’s blood chemistry was going to be dialled into this com-
puter so that somebody, they didn’t quite know who, was going
eventually to make a clinical judgement on this case. Well now,
if the public in this country are prepared to put their faith into
a computer rather than into a man, they are displaying less con-
fidence than they are with their Bank Managers when they
scrutinise the inaccuracies in their bank accounts, a common fault
in this computer age. And at any rate in the States, as those of
you who have been there know, and I imagine a lot of you have,
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the one thing that is missing is that everybody has a gastrologist, a
rectal expert, you name it, but nobody’s got a doctor, nobody
knows anything about that patient throughout his life, he’s just a
series of incidents, and why? Because there has been some decline
in the doctor-patient relationship. But, Mr. President, don’t for
heaven’s sake let that happen here. And so I submit on my two
counts. Firstly that the proposers have made no attempt to claim
that there isn’t a relationship, I maintain that there is and must
be, that the patient doesn’t need a change and that therefore the
traditional doctor-patient relationship is absolutely necessary to
treat the whole patient, necessary to elicit the facts and to be
certain that those facts are treated in the strictest confidence. Now
if those who are opposing this motion regard that as a traditional
doctor-patient relationship which is outmoded, I'm sorry for them,
I’'m much more sorry for the public and as a doctor I just can’t
go along with any of it. Nor, Mr. President, do I believe that any-
body here in this room, in reflection, will feel, that whatever I may
have said, whatever Lord Justice Salmon may have said, whatever
the proposers have said, and let’s face it, they didn’t say very
much, T don’t believe that you can put your hand on your hearts
and say that what we have built up in the years is outmoded.
Maybe it’s declining, as my proposer said, we’re living in a cynical
age, but for heaven’s sake tonight what a chance you’ve got. Show
the torch and vote against this motion.

The President then opened the debate for discussion and after
several Fellows and guests had spoken the motion was put to the
vote. The motion was defeated by a majority of 79 votes to 29. The
vote of thanks to the speakers was carried with acclamation and
the meeting then closed.
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HUNTERIAN SOCIETY

Session 1971-1972

The SecoND DINNER MEETING of the Society was held at
Plantation House, Mincing Lane, E.C.3, on Monday, 13th Decem-
ber, the President, DR. FRED WRIGLEY in the Chair.

“MEDICINE IN THE COMMON MARKET”

The discussion was opened by DrR. ALAN J. Rowk who
hoped that, with the help of Dr. Gray Turner, he would endeavour
to explain some of the medico-political situations in which we
were involved at the moment, which without any doubt were more
tricky than any in which we have been involved in the past.

I find it difficult to find any connection with John Hunter, he
began. Looking at the assembled company this could be a European
Medical Dinner which is very encouraging because obviously there
is not all that difference between us.

We are, however, here to discuss the implications of the
entry of the medical profession into the E.E.C. We must first of
all, before involving Medicine, consider what this is all about
despite the six brochures produced by H.M. Government.

The main principles of the Treaty of Rome were to establish
a closer union between the European people and, by common
action, to ensure economic progress by eliminating the barriers
which divide Europe. This realised that the removal of obstacles
called for concerted action in order to get steady expansion, balance
of trade and to diminish the disparity between various regions and
the backwardness of the less favoured people.

With this in view they considered that the E.E.C. should
include the following : —

1. The elimination of customs duties with regard to imports
and exports.

2. The removal between member states of the obstacles of
free movement of persons, services and capital.

3. Various other points concerning competition and the
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adjustment of their individual laws to permit the E.E.C. to function
as an orderly body.

This will mean that our legislation must be reviewed in order
to see how it will fit in with the policies of Europe. Lastly, the
social organisation necessary to improve opportunities for the
employment of workers and to contribute to raising their standard
of living. These are the aims of the Treaty of Rome. There is no
specific mention of Medicine but the movement of workers does
apply to the profession.

We are in this country to some extent at the mercy of the
respective government which are organising the scheme. At the
top there is a Council of Ministers comprised of the responsible
ministers for the subject under discussion—in our case the Minister
of Health—to discuss the laws of Medicine. He has a heirarchy
of three tiers. The minister at the top. Underneath a committee of
‘delegates and under them a delegation of advisers. All of these
are governmental in origin.

These are all supported by a body of civil servants consisting
of nine Commissioners appointed for a term of office. They give
an undertaking that they will on no account be influenced by
outside considerations. They are also supported by a vast army
of civil servants.

The Commission is a powerful body. In the medical field the
object is to enable doctors to move from one country to another.
The Commission has to investigate what the obstacles are and,
having discovered them, to produce draft directives. They send
these to the two consultative bodies and the parliament of the
Common Market which is elected by the member countries.

This has powers (a) to dismiss the Commission, (b) to limit
its functions. Otherwise they are consultative and can only express
their opinion. This also applies to the economic and social Com-
mittee which consists of 101 members who represent the trades,
professions and trade unions. There is one doctor on the social and
economic Committee so we are not very well represented. There
is also only one pharmacist.

Article 57 is concerned with the movement of the professions
and refers to harmonising degrees and diplomas, but in the vital
clause in 57 (2) it states that the Council of Ministers which
normally works by a majority vote (i.e. that France and Germany
have a weighted vote as against Belgium and Luxembourg, etc.).
Voting must be unanimous on the following matters, viz. those
which are the subject of legislation in each member state and the
conditions concerning the carrying on of the medical, para-medical
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and pharmaceutical professions in those states and there must be

complete unanimity among the ministers when these directives are
finalised.

The country from which a person is emigrating must provide
him with appropriate certificates including his professional be-
haviour and so on. The countries to which a doctor emigrates must
permit him to join any medical association or society. The basic
qualifications must be recognised and also the titles by which they
are known in their own countries and the recognised specialities.
There are some thirteen specialities which are common to six
nations and some thirteen which are common to two or more
countries. The standards of theoretical and practical basic training
shall consist of six years which, without any further details, we
would consider a rather loose description.

In the specialist field we run into greater trouble. Difficulties
arise in such matters as ophthalmologists, opticians, industrial
medical officers and so on. General practice is also a major prob-
lem. The Council marred the conclusion by stating that the solution
did not lie in the postgraduate training but in a change in the
basic training.

This was a move in Europe to rejuvenate general practice.
The Dutch and Germans had both started this. The Union of
General Practitioners of Europe drew up a scheme for a two year
general practitioner training period which was adopted by the
permanent committee of doctors, sent to the Commission by which
it appears to have been rejected. This is causing great concern.

I have not considered ethical problems which are considerable
and the harmonisation of ethical codes will be a difficult exercise.

Dr. GrRAY TURNER.

This is by no means the first attempt to unify Europe. The
Romans ruled most of Europe and beyond; Charlemagne tried
to reunite Europe in the 9th century A.D.; Napoleon wrote in
his Memoirs about the time that this Society was founded (1819)
“I wanted to found a European system and code of laws and
Court of Appeal so that there could be but one people throughout
Europe.”

The present attempt to unite Europe arose out of the economic
devastation following the last war. The Americans with characteris-
tic generosity which so many people take for granted, offered
billions of dollars to restore the shattered economy of Europe.
They invited the Allies to join them in administering this. Russia
held aloof and the Iron Curtain was already coming down but
France and Britain agreed to join with America in administering
Marshall Aid. In 1948 they called a conference of the countries
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to set up the organisation for European Economic Co-operation.
From this, later, came the Treaty of Rome and the European
Economic Community. Its principal objectives are the free move-
ment of goods, capital and labour, hence the term Common
Market.

In the free movement of labour comes that of services, in-
cluding professional services.

Dr. Rowe has touched on some of the difficulties which are
arising in the ophthalmic and optical fields because the Com-
munity is planning to give much greater freedom of action to
opticians than our continental colleagues in ophthalmology are
accustomed to. When it has been represented to the Commission
that this might be dangerous to the sight and health of the public
their reply has been that this is purely a matter of people who
make spectacles being allowed to make and sell them anywhere
in Europe.

There are three ways in which entry into the Common Market
would affect our profession. First of all a long term wedge, which
will not happen quickly, but Articles 51 and 118 of the Treaty
envisage that the countries will harmonise their systems of Social
Security. The reason for this is economic. But if the Social Services
are much better in one country than another this will tend to
attract labour. In order to avoid this the Community envisages
harmonisation of Social Security, but this will take a long time
to do. This is bound to affect us because the N.H.S. is one of the
main services in this country. Therefore, the governments of the
“Ten” will have to harmonise their health schemes. It seems likely
that we shall have to adapt our system to the others so that we
shall meet in the middle.

One immediate effect will be to open to continental workers
the opportunity to come here and apply for jobs without Home
Office permits or Ministry of Labour vouchers. Similarly British
workers will be able to go abroad. We are well accustomed to
large numbers of immigrant workers but it may be that large
continental concerns such as the large German steel works or a
large Italian motor firm may decide to put up a big factory and
bring in workers and their own doctors and nurses to look after
them and set up a complete occupational health service.

The third effect is the free movement of doctors. Article 57
envisages the recognition of medical qualifications and the har-
monisation of conditions of medical practice. Much work has
been done to work out this mutual recognition which has been
very difficult and complicated. This includes not only basic medical
education but also postgraduate education in all the specialities.
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These are very complicated and it is not possible to discuss them
all now. Regarding the specialities there are minimum criteria
which are not regarded as ideal. After the basic qualification the
doctor has to carry out both theoretical and practical postgraduate
training which should be whole time controlled by the authorities.

We have always regarded full-time training as desirable but
in this country we have not regarded it as obligatory. This causes
some perturbation among some of our women colleagues, who for
domestic reasons cannot undergo full-time postgraduate training
but obtain their higher qualifications on a part-time basis. However,
these rules only apply to the migrant doctors and would only affect
small numbers.

It is also required that training must take place in a university
centre. The specialities are also divided up, some requiring five
years, others four or three years postgraduate training respectively.
There are thirteen specialities so far not mutually recognised in
all the six countries. For example, dermatology and venereology
may be linked together in some countries but split in others. There
are also omissions, for the list does not mention geriatrics, social
and community medicine and there is no reference to the speciality
of general practice. These omissions are subjects of negotiation
by the permanent Standing Committee of doctors which would
like to see them remedied.

The B.M.A. have kept a careful eye on all these negotiations
for the past ten years and we do not see any serious detrimental
effects in subscribing to the proposals which are being hammered
out.

Dr. Gray Turner then expressed his own opinion that entry
into the Common Market would not have any serious detrimental
effects on the practice of medicine in this country and that it was
the right thing to do.

Following the opening addresses a number of questions were
asked by Fellows to which the speakers replied.

Votes of thanks were proposed by Dr. Wykeham Balme and
Mr. Michael Hall.
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HUNTERIAN SOCIETY

HUNTERIAN LECTURE, JANUARY 1972
by
K. M. LAURENCE, M.AM.B., Ch.B.

Reader in Applied Genetics, Welsh National School of
Medicine. Hon. Consultant Pathologist, University Hospital
of Wales, Heath Park, Cardiff.

“THE CAUSES AND PREVENTION OF ABNORMAL
BABIES”

Malformations have been with us since time immemorial, for
abnormalities have been noted in prehistoric graves, in the sarco-
phogi of Ancient Egypt and in the burials of the Middle Ages.
Because of the successful control of acquired conditions of infancy
and childhood, the relative importance of malformations and
inherited disorders has increased rapidly especially during this
century. In 1900 the infant mortality stood at 154 per thousand
births, while in 1965 it had dropped to 19 per thousand births
(Ministry of Health, 1967). Around the turn of the century mal-
formations accounted for only about 10% of the total admission
to the Hospital for Sick Children, London; in 1965 almost half
the patients were cases of malformation or metabolic disorder.
Although there is little evidence that the malformation rate has
actually increased, individual abnormalities have varied somewhat
from time to time and from locality to locality. For example,
Neural Tube malformations vary from well below 1 per thousand
births in the Far East to about 8 per thousand births in parts of
the United Kingdom (Laurence, Carter & David, 1968), and in
Birmingham their incidence has varied by almost a factor of 2
over 15 years. The incidence of these and other malformation and
abnormalities found in a recent malformation survey in South
Wales (Table 1) was the ascertainment largely from birth and
infancy records and was found to be 30 per 1,000 births (Richards
& Lowe, 1971). Metabolic disorders were almost certainly markedly
under reported. In the United Kingdom cystic fibrosis, the com-
monest metabolic disorder, alone has an incidence of about 2 per
thousand births, and to this must be added Phenylktonuria and
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TABLE 1
Incidence of Maliormations

INCIDENCE OF MALFORMATIONS
(South Wales 1964-6)

Per 1,000 births

Anencephalics ... 3.1
Spina Bifida ... 39
Hydrocephalus ... 0.9
Cardiac malformations 44
Cleft palate/hare lip ... 2.1
Dislocation of hip 0.8
Atresias . 1.9
Pyloric stenosis.. 2.2
Down’s syndrome 1.0
Metabolic disorders* ... 0.25
Tncidence of serious malformations ... 29.0

*Under reported.
(after Richards & Lowe (1971)).
TABLE 2
INCIDENCE OF ABNORMALITIES

Incidence of Abnormalities

Aetiology Incidence per
1,000 births
Mutant genes with early onset :

Recessive ... 1.5
Dominant . 1.5 5

X-linked ... 2.0
Mutant genes with late onset 5
Chromosome abnormalities ... 5
Common malformations 20
Mental retardation—severe ... 5
mild ... 30
Total 70

many others which are much less common. The over-all incidence
of malformations will vary according to how completely they are
ascertained and which abnormalities are included, whether minor
conditions such as accessory auricles, nevi, and lesser degrees of
syndactyly are regarded as worthy of inclusion, whether all
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metabolic disorders are ascertained and whether cases of mental
retardation are included. The total incidence will also depend upon
the age at which ascertainment is carried out. In a malformation
survey carried out in Birmingham, the incidence obtained from
birth records was 17.3 per thousand births, while the figure at
5 years increased to 23.1 (McKeown & Record, 1960). Many
abnormalities, such as patent ductus arteriosis, some forms of
hydrocephalus and of course, a mental retardation, may not be
detected until later on in childhood. There are in addition inherited
neurological disorders such as myotonic dystrophy, many of which
will not show themselves till later adult life. The over-all incidence
of malformation and abnormality is probably not less than 30 per
thousand births and if mental retardation and the inherited abnor-
malities of late onset are included the incidence is probably not
less than 70 per thousand births (Table 2).

Causes of malformations

The causes of malformations and inherited abnormalities can
be divided into those which are largely environmental in aetiology,
those which are almost entirely genetic, those where genetic and
environmental factors interact, and those where a chromosome
mutation is the cause.

Abnormalities due to environmental factors include Rubella
and Thalidomide embryopathy, mental retardation due to birth
trauma or anoxia, meningitis, etc. When the cases of mental re-
tardation are excluded environmentally caused abnormalities are
rare.

Malformations and abnormalities caused mainly by genetic
factors, due to mutant genes of large effect, are an important though
also a relatively small group numerically. Each gene locus has its
own natural mutation rate which seems to vary from 1 in 10,000
to 1 in 10,000,000 generations. Although the invididual rates remain
relatively constant, they may be altered to some extent by X and
other radiation, by certain drugs and by increasing the body
temperature. Mutant genes may cause clinical manifestation in
dominantly inherited conditions of which about 400 are known in
man (McKusick 1971). They tend to be structural abnormalities
and most are exceedingly rare, but neurofibromatosis, osteogenesis
imperfecta, achondroplasia and Huntingtons Chorea are some of
the better known ones. Unless lethal they tend to be passed on
from generation to generation but may show considerable variation
in their clinical manifestation. The mutations which have to be
present in the homozygous state before clinical effects are manifest
are the recessively inherited disorders. There are about 300 of
these known most of them again excessively rare, they tend to be
metabolic disorders and show little clinical variation in their mani-
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festation. Cystic fibrosis, phenylkytonuria and metachromatic
leucodystrophy are examples. We all carry two or three mutant
genes which in the heterozygous state rarely have any clinical
expression. In our community the commonest mutant gene is that
for cystic fibrosis, found in about 1 in 22 of the population. In
other communities different common mutant genes are found. These
are passed on from generation to generation but, though there is
a 1 in 4 recurrance risk in a sibship the disorders do not tend to
be passed on to succeeding generations unless there is a con-
sanguinous marriage.

The third group is where the mutant gene is carried on the X
chromosome. There are about 90 known of which Haemophilia
and Duchenne muscular dystrophy are perhaps the best known
examples. Here the females carry the mutant gene and normally
only males suffer from the condition, though sometimes the carriers
do show lesser forms of the disease.

The conditions where genetic and environmental factors com-
bine are the common malformations. Spina bifida, anencephaly,
infantile pyloricstenosis, harelip and cleft palate are examples of
these. The inherited factors are probably carried on a number of
genes, which lead to a foetus being more or less susceptible to
environmental factors acting during embryogenisis in early preg-
nancy (Carter, 1969). By and large these factors have not been
specifically isolated, but they are suggested by the epidemiological
characteristics in incidence and distribution of this group of mal-
formations (Carter, David & Laurence, 1968). The mode of inheri-
tance cannot be directly deduced from an inspection of the family
tree, family studies of collected cases are required to elucidate the
problem.

The most important autosomal chromosome abnormality is
Down’s syndrome (mongolism), found in 1 in 700 births. It is rare
in young mothers and the incidence rises rapidly with increasing
maternal age. It is due to an extra (trisomic) 21 (or G) chromo-
some. In a few cases however, a translocation trisomy is found.
These are found not to be maternal age related and often one
of the parents shows a translocation carrier state. Other chromo-
some abnormalities are seen, most of which are responsible for
abortions, still-births or neonatal deaths. Abnormalities of the
sex-chromosome, resulting in such conditions as Turner’s and
Klinefelter’s syndrome are not lethal, but relatively rare.

Prevention

Not only has the malformation problem become relatively
more important, because acquired disease in infancy in children
is being controlled, but our malformed population is surviving
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longer because of better therapy, surgery and better general medical
care. Before the turn of the century few infants with Down’s
syndrome lived beyond the age of 5, most of them dying of broncho-
pneumonia. Today, provided there is no congenital heart disease
present the expectation of life is rising towards 40 years. Other
conditions such as spina bifida cystica and phenylketonuria require
expensive methods of treatment or control, in some cases with only
partial hope of success. This places a tremendous burden on the
family, the health services and on the community in general. For
these reasons alone prevention is better than care, treatment or
even cure.

Preventive measures available at present are Public Health
precautions, Genetic Counselling and Ante Natal Diagnosis of
abnormalities.

A malformation surveillance system organised by the Registrar
General through the Medical Officers of Health, has been in
existence since the middle 1960’s and is intended to monitor changes
in the pattern and frequency of malformations and to act as an
carly warning system in case of a second disaster of the Thalido-
mide type. It is perhaps fortunate that Thalidomide caused a
pattern of abnormalities which had previously been exceeding rare.
Had it caused one of the commoner malformations, the causative
relationship between Thalidomide and malformation in man would
not have been detected so soon. Certain virus diseases and certain
drugs including possibly Aspirin are at present under suspicion,

There is now an elaborate method of screening drugs intended
for human consumption which is under the control of the Com-
mittee for the Safety of Drugs, of the Department of Health and
Social Security. All drugs have to undergo an extensive system of
testing in animals including primates before they are allowed on
the market.

It has long been known that radiation is harmful and there
are stringent controls of the medical and industrial use of radio-
active materials. Now that it is recognised that X-rays are also
harmful to the developing foetus, these are reduced to an absolute
minimum in pregnancy. A programme of vaccination against
Rubella is now well under way and it should help to reduce the
number of children born with Rubella embryopathy and foeto-
pathy.

A screening programme for the detection of heterozygous
carriers for our more common recessively inherited metabolic dis-
orders is at present not feasible in this country, because we have
not yet satisfactory methods for those of importance for us. Once
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these are available we may see carrier detection for cystic fibrosis
as part of the school medical inspection system.

Genetic Counselling is the chief method at our disposal for
the prevention of recurrence of malformations and abnormalities in
the high risk situations, where the risk varies from 1 in 2 as in the
dominantly inherited conditions to 1 in 25 or thereabouts as in the
case of some of the polygenetically inherited common malforma-
tions. There are two important requisites in order to be able to
give realistic genetic advice. The first is an accurate diagnosis
together with a knowledge of the mode of inheritance of that con-
dition and the second is a full family history. Carrier detection
for X-linked and also some recessively inherited conditions may
be added to help give a more accurate risk. The information is
then given to all the parties involved, such as husband and wife,
in a way in which they can understand its implications, and the
patients are then left to make a decision for themselves on the
basis of that information. Most patients will in fact make the
sensible decision as to the family size. Where the risk of recurrence
is very high or low there is usually not much difficulty in reaching
a decision but it is rather harder between those limits and it tends
to be determined by whether or not they have children already,
whether these are malformed or not, and whether there is some
means of diagnosing the abnormality ante-natally. Genetic advice
should of course be coupled with Family Planning advice and
possibly help regarding sterilization if this is appropriate. With
proper Genetic Counselling it ought to be possible to reduce sub-
stantially the number of subsequent malformed or abnormal
children born into the community. However, the main problem is
to bring Genetic Counselling to more families who need it and
then to persuade them to limit their children if there is a high risk
situation.

Early pre-natal diagnosis of malformation and abnormality
has long been a dream of the Geneticist; it is now becoming a
reality. Use is made of the amniotic fluid with the cells shed from
the skin and from the respiratory and other tracts, some of which
are viable. The fluid begins to accumulate from the 10th week
and there is sufficient present from about the 13th week for some
to be withdrawn with impunity by amniocentesis per abdomen
(Emery. 1970). This causes little discomfort to the mother, seems
to pose little or no risk to the pregnancy especially if it is preceded
by ultra sound-localization of the placenta, and seems to be no
risk of injury to the foetus. The viable cells in the amniotic fluid
can be examined or sexed or be cultured for cytogenetics or bio-
chemical examination and the fluid itself can also be examined
(Table 3).
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TABLE 3
Amniocentesis in the Ante Natal Diagnosis of Genetic Disorders

Examples of methods used

Material Disorder Method
Tay-Sachs disease Deficiency of Hexosamini-
Amniotic Fluid dase A .
Adreno-genital syndrome | Increased pregnendiol
Galactosaemia Galactose 1 phosphate
uridyl transferase
Uncultured deficiency .
Amniotic Cells| Tay-Sachs disease Deficiency of Hexosamini-
dase A
X-linked conditions Y chromosome identification
Galactosaemia Deficiency of galatose
1 phosphate uridyl
transferase
Cultured Niemann-Pick disease Del:_fiqiency of sphingomye-
Amniotic Fluid _ tnase .
Cells Tay-Sachs disease Deficiency of hexosamini-
dase A
Down’s syndrome Karyotyping
X-linked condition Karyotyping

A number of laboratories in this country are now actively
engaged in cytogenetics on amniotic fluid and are using this
method to screen pregnancies where there is a high risk of Down’s
syndrome. The 2% of pregnancies occurring in women over the
age of 40 years produce 209 of our cases of Down’s syndrome
while the 129 of pregnancies in women over 35 account for almost
half the cases. Clearly as all pregnancies in elderly mothers could
be screened followed by the termination of pregnancies found to be
cytogenetically abnormal we have at our disposal the technique
for at least halving the number of Down’s syndrome cases. The
other situation where amniotic fluid cell cytogenetics would be
appropriate would be where there is a translocation carrier state
in one of the parents and perhaps also in a young mother who
has previously had regular trisomic Down’s baby and needs re-
assurance. Unfortunately the technique is difficult, does not always
give a result and it can take as long as 4 weeks to complete.

About 40 recessively inherited metabolic disorders, mostly
where the precise enyzme abnormality has been worked out, are
at least theoretically amenable to the ante natal diagnostic approach.
The number of conditions where this approach has in fact been
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used in practice is very much smaller and includes metachromatic
leucodystrophy, Galactosaemia and Tay-Sach’s disease. In the next
few years the number of these conditions will almost certainly
increase rapidly. Women who have previously had a child with
one of these disorders who could not contemplate taking a 1 in 4
risk might in this way be enabled to have pregnancies in safety,
knowing that a foetus who again has the abnormality is terminated.

For X-link conditions it is possible to offer a carrier mother
the possibility of sexing the foetus, either by cytogenetic methods
or by identifying the Y chromosome using fluorescent staining
techniques, followed by termination of male pregnancies who
would have a 1 in 2 risk of the condition. This method is not
acceptable to some women as it entails killing what may be a
normal male foetus.

For gross structural or skeletal abnormalities radiology is
only of help in late pregnancy when it is usually too late for a safe
or acceptable termination. More recently ultra-sound scanning at
about the 17th week has been used to detect such gross abnor-
malities as anencephaly. A method is now being attempted on an
experimental scale in one or two centres, where direct inspection
of the foetus through a foetoscope is carried out at about the 18th
week. The technique which is difficult, may precipitate an abor-
tion, and could, of course, only be used for obvious external
malformations such as spina bifida cystica, harelip, polydactyly
and syndactyly, etc. It could none the less have great potential
especially as it may open the door to early foetal blood sampling
which would enable a large number of conditions to be detectable.

The future

In the immediate future Genetic Counselling services are likely
to be expanded and reach more families at risk. It is hoped that
this will be coupled with relatively easy carrier detection for our
more common metabolic and X-linked disorders. It is anticipated
that an increasing number of metabolic disorders will be amenable
to ante-natal diagnosis and that foetoscopy will become more widely
available. For the common polygenetically inherited malforma-
tions environmental trigger mechanisms may be identified which
will enable public health measures to be introduced and more
specific preventive measures to be adopted in any pregnancy
especially at risk. The use of donor sperms and implanted donor
ova may be morc acceptably applied to human beings. In the
more distant future, foetal blood sampling and radiology may
become available. X and Y carrying sperms will probably be
separable for X-linked abnormalities. Eventually genetic engineer-
ing might become a reality to replace missing enzymes or faulty
genes.
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Conclusion

To-day we depend on public health measures such as mal-
formation surveillance and drug testing to prevent a possible
repetition of the Thalidomide disaster, and we avoid X-radiation
and immunise against Rubella to reduce abnormalities. For high
risk situations we depend on Genetic Counselling on the one
hand and ante-natal diagnosis of such conditions as Down’s
syndrome, certain metabolic disorders, and such abnormalities as
spina bifida. It is hoped that more families at risk will make use
of Genetic Counselling services and that more conditions will
become amenable to carrier detection and ante-natal diagnosis.
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HUNTERIAN SOCIETY

ANNUAL DINNER
Thursday, 10th February, 1972, at the
Savoy Hotel, London.

In the chair—DR. FRED WRIGLEY, PRESIDENT.

The dinner was opened by the Selkirk Grace given by Mr. A.
Kingsley Brown, M.B.E. The Loyal Toasts and the Toast to “The
Immortal Memory of John Hunter”” were proposed by the Chair-
man and duly honoured.

Professor Sir Ernst Chain, F.R.S., in proposing the health
of the Hunterian Society, said : —

The honour has fallen to me tonight to propose the toast for
the Hunterian Society which plays so prominent and active a role
in the London medical scene, and I do this with the greatest
pleasure. Actually, I had, a few years ago, the privilege of address-
ing the Society at one of their Talbot Hotel dinners on the topic
of drug research, one of the most important areas of medical
research concerned with therapy, and to draw attention to this talk
to the important and irreplaceable role of the pharmaceutical
industry in this field.

Today, I should like to make a few brief comments on wider
issues of medical research and on the administrative changes sug-
gested by the Rothschild report to improve it, which seems to me
appropriate for the occasion in view of the fact that progress in
the medical sciences is the corner stone on which the Hunterian
Society has been built and is at the centre of its interests.

Medical research is concerned with four main areas: diagnosis,
the understanding of the nature of disease, prophylaxis and
therapy.

The fields now often collectively classified under the term of
molecular biology, but which in effect are the old disciplines of
natural products chemistry, enzymology or cell biology in a new
dress, are not medical research, unless the topics under investigation
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are shown to be relevant to one of the four areas of medical
research, as defined above. We have witnessed dramatic achieve-
ment in all four areas in the past, and there are good reasons why
we can expect solid advances in the future. However, we must be
careful not to delude ourselves by expecting too much.

In the field of diagnosis advances will be made through the
development of new sophisticated instrumentation allowing the
simultaneous determination of a number of biochemical parameters
so that the pattern of normal metabolic behaviour, and deviation
from these patterns in pathological conditions become discernible.

The automatic amino acid analyser has become a standard
and indispensable piece of equipment in many hospital laboratories
and has proved invaluable to diagnosis, and similar instruments
will be developed for the steroid and peptide hormones. Modern
immuno-chemical techniques will play an ever increasing role in
the development of these techniques, and knowledge of the pattern
of hormones and its changes will throw much light on diseases
which are as yet misunderstood including, probably, some mental
disorders.

In the field of prophylaxis many new vaccines against viral
infections will become available, as we develop methods to grow
a large number of viruses. Furthermore, new kinds of immune
mechanisms of which, at present, we do not even suspect their
existence, will come to light and we may be able to stimulate them.
A case in point is interferon production.

In the field of therapy, where we had signal triumphs to
register in nutritional deficiencies, some hormonal dysfunctions,
microbial chemotherapy, and with drug developments such as those
of the anaesthetics, analgesics and psychotropic agents, progress
will be slower than it was in the past, and new leads will come
mainly from clinical observations on the sick bed and physioiogical
laboratory. I foresee important future advances in the fields of
hormones, the only known natural regulators of metabolic reactions;
the fields of neurohormones and gut hormones seem to be
particularly promising. All such studies are based on studying
intact living systems—no single great discovery of therapeutic
importance has so far come from studying isolated enzyme systems
or subcellular fractions (which are really nothing more than
organised complex enzyme systems).

Nutritional studies have been grossly neglected in the last
four decades; they represent the kind of biological research on
the intact animal in man which ought to be revitalised. If, through
careful nutritional studies, it can be established that specific
nutritional factors are involved in infarct formation, it will be
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possible to deal with this syndrome. Leads to new drugs will also
come from biological observations in intact biological systems
other than hot blooded vertibrates, such as molluscs, fishes, reptiles,
etc. The course of future research leading to the therapeutic
advances is clearly set. We must, however, recognise our limits.

If we expect to obtain novel tailor made drugs, for instance,
the ideal contraceptive, through studies of the chemical structure
of enzymes, we are doomed to disappointment; such situations will
certainly not arise in our life time nor that of our children. The
same applies, to an even greater degree, to prognostication of the
molecular biologists that it will become possible to cure genetic
diseases by genetical engineering, i.e. by replacing, through phage
transduction, the wrong nucleotide by the right one in one of the
genes of the human germ cells itself composed of a long chain of
nucleotides. This is science fiction which does harm, rather than
good, to the image of science and impedes its progress. Suggestions
that we shall be able to ‘“crack the memory code’ as we have
“cracked” the genetic code fall into the same category. The term
“memory code” was coined in crude analogy to the term ‘“‘genetic
code”, but there is, at present, no evidence that the phenomena of
memory and genetical transmission have anything in common.

Sir Macfarlane Burnett, in his recent book ‘“Genes, Dreams
and Realities”, makes the rather pessimistic prediction that labora-
tory science has not got many further contributions to make to
therapeutic medicine. I agree with this statement if the term
laboratory science is synonomous with molecular biology, but am
firmly convinced that many more contributions to therapy will
come from the physiological and clinical laboratory where bio-
chemistry is not too far removed from the biological realities.

The question arises under which administrative system we
can hope to achieve the greatest success in all areas of medical
research. This problem is widely discussed at present, but I am
afraid I cannot get inordinately worked up by the controversy,
and the heat generated by them seems to me, to use thermodynamic
terms, very largely lost in entropy without conversion into useful
work.

Let me first of all make a general remark. All administrative
systems are as good as the people who run them, and it is not the
system but the individuality of the scientist which determines
success or failure in scientific research.

Having said this, I must hasten to add that some administrative
systems are more stifling to initiative in scientific research than
others—we only have to look East, to grasp the meaning of this
statement. We are here tonight concerned only with the area
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of scientific research, i.e. medical research, as defined above. This,
by its very nature, is applied in nature; in fact, non-applied medical
research does not exist.

Until the present time, Government supported medical research
was administered through the Medical Research Council. The
results of this were, on the whole, not too unsatisfactory, though
it cannot be denied that their system of selecting priorities was by
no means ideal and is certainly open to improvement. Several
important errors of judgment were made in the past—the history
of penicillin discovery offers good examples for this statement. In
this case the errors were due not so much to bureaucracy, but to
autocracy—which, administratively, is equally bad. Few scientists
would dispute that the M.R.C. have done a good job in the past.

However, I can see nothing dreadfully terrifying or catastro-
phic in the prospect that some aspects of medical research,
particularly those related to instrumentation for diagnosis, pro-
phylaxis and medical engineering, should be looked after by the
Ministry of Health, provided that the proper machinery for research
administration is installed as is indeed foreseen in the Rothschild
report. It really means installing some sort of M.R.C. in the
Ministry of Health which is a little more costly than the present
system, but should give no worse, or even better, results. In any
case, undoubtedly the same people will advise the Ministry of
Health as have advised the M.R.C. in the past, so that there will
be little change of policy.

In any case, it should be remembered in all these discussions
that the best results in the field of drug research which is perhaps
the area of medical research most immediately relevant to the
effective treatment of disease, were not achieved either by the
M.R.C. whose results in this context are rather meagre, and cer-
tainly not by any Ministry of Health supported research organisa-
tion in this or any other country, but by private industry for
reasons which I have analysed before and with which I think some
of you are familiar. As regards long term fundamental research,
without any immediate application, which in my view it is the
Government’s duty to support because society must explore all
aspects of our environment, physical, chemical and biological,
before it can control it, I believe that any ministerial bureaucracy,
whether that of the Ministry of Education and Science or that of
the Ministry of Health, with its rigid rules and regulations, is
incompatible with its very nature, for which flexibility and freedom
of action are the key words. The civil servant’s first objective is
to create neatness in administrative systems, but it must be remem-
bered that fundamental science is the opposite from neat, and once
it becomes neat, it is fundamental science no longer. These remarks
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are in no way meant as a criticism of the Civil Service, whose
standards in their various field of competence are very high, and
which gives this country the administrative stability which is the
envy of the world. 1 just believe that fundamental research in
the field of medicine or any other field of research is not one of
the suitable fields of competence for Civil Service activities, and
think that what are considered virtues in a civil servant in routine
administration, would be considered defects in an administrator
of fundamental science.

A further grave disadvantage of Ministries hindering progress
—and this applies also to the Research Councils and the Univer-
sities—and one which is too often forgotten or purposely omitted
from public discussion, is that it is very difficult, in fact almost
impossible to sack incompetent people, and for this reason usually
mediocrity cumulates in the course of time in these Government
establishments, and is self-perpetuating. Personally, therefore, I
favour a system for the administration of research which is less,
not more bureaucratic in nature than the present one and should
like to see the Research Councils operating, not within a ministerial
framework, not even, as it is now, under the Ministry of Education
and Science, but I should like to see them removed from any
Ministry and forming, together with the other Government sup-
ported Research organisations, an independent Authority responsi-
ble either to a Parliamentary Statute or a Minister without Port-
folio, such as the Atomic Energy Authority, as the Electricity
Board, or the Post Office, with the Ministries and private industry
represented. I have no time to enlarge on this, but should like to
conclude with expressing the firm conviction that whatever the
nature of the administrative system, the really original mind will
always have to overcome obstacles and fight his way through to
recognition, as it had to do in the past. There is no success in any
sphere of human activity without a fight, and I believe that real
innovation will always meet with opposition, but will eventually win
through against the forces of jealousy, convention and prejudice,
in the future as it has done in the past. There will never be an easy
short-cut to success. For this reason I am not unduly pessimistic
or worried about the future in fact of impending administrative
changes of Government supported research.

The members of this Society could play an important part
individually and as a corporate body, by carefully watching the
scene of medical research and practice, in recognising and en-
them towards success, and also by taking an active interest and
making their views known on administrative measures likely to
affect the advancement of medical research. This is one of the
ways of maintaining the Hunterian spirit of originality and inde-
pendence of thought, to which your President has proposed a
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couraging genuine new trends and genuine innovators, and help
toast, and in the hope that it will stand up to this challenge, and
thus continue to play a prominent role in the medical life of this
country, I ask you to raise your glass to future prosperity of the
Hunterian Society, coupled with the name of its President, my
old friend, Dr. Fred Wrigley. Viveat and floreat!

In his response Dr. Fred Wrigley began: As Sir Ernst was
speaking, I was almost tempted to tear up the speech which I had
prepared for this evening. Having read us his knowledge about
medical research, I think of how much John Hunter, if he had
been here tonight, would have found in common with Sir Ernst.
Now of course, having got so far on a different tack, I am wonder-
ing how to get back to thanking Sir Ernst for the very fine remarks
you made about this Society and your reference to our old friend-
ship. As President of this year, I am fortunate in the guests I have

-around me at this and the other tables. The Fellows of the Society
are equally fortunate in that we can share each other’s pleasure in
knowing and learning from one another. You, Sir Ernst, have
expressed very forthrightly a point of view regarding control and
direction in the scientific sphere. You have done this in a way
and with words which would have given heart and pleasure to
John Hunter, and it pleases this Society to have you choose this
evening to tell so many important and influential members of our
community of your thoughts. You are known throughout the
world for your scientific work and your wife, too, is a scientist in
her own right. Your contributions to world knowledge provided
the means by which the approach to medical and surgical treatment
has been revolutionized. As doctors and patients, we are very
happy to see you and Lady Chain tonight. Lady Chain or Dr. Ann
Beloff, gentlemen, as she is known from time to time, has con-
tributed much to the advance of biochemistry herself.

This occasion—this anniversary banquet—has always been
important in the Society’s history, as year by year we have been
contributing to the making of history. In its affairs over the years,
we have been helped by many people and a number of organisa-
tions, and I must say something of these whilst I have this oppor-
tunity.

The Metropolis Press, run by the late Mr. Sutherland, has
always been anxious to serve us. This Society feels keenly the loss
of Mr. Sutherland, who died only a short time ago. To his family
and employees we extend our sympathy in his death and also our
gratitude for his life and service.

Those of you who have been in touch with developments this
year will know that the Hunterian Collection, which owes so much

52



to Mr. Rudolf—who is sitting with Sir John Witt, our Honorary
Solicitor, has been rehoused. In fact, the Hunterian Collection has
moved from the Ciba Foundation to the Hunterian Room in the
Wellcome Building in Euston Road.

Although on an earlier occasion I have expressed our gratitude
to Dr. Wolstenholme and the Ciba Trustees, I want you all to
know how much Dr. Wolstenholme’s work has been of benefit to
the Society. Now, the Collection has a more permanent home and
the Society a permanent address, with help of Mr. Gray, chairman
of the Wellcome Foundation, and Dr. Noel Poynter, director of
the Wellcome Institute of the History of Medicine. To them and
to the Wellcome Trustees, I express the thanks of the Society. The
generosity of our friends, especially the Board of the Wellcome
Foundation in acting as hosts for our Annual Party has helped to
make many things possible, and we are tremendously grateful.

The President of this Society plays a comparatively passive
role in its affairs. How comparative and how passive depends on
the President. But, the burden of work falls on the Secretaries and
the Treasurer, who carry the continuity and arrange everything.
The success we have had over succeeding sessions is thanks to
them. The background support of our trustees and auditors is
very useful. Fortunately, we do not have to call on our Honorary
Solicitor often, but when we do he is ready to guide us. To the
Editors of the Transactions, to our Curators and to all who have
helped so well, I express my personal thanks and I know the
Fellows of the Society will want to give theirs.

Thinking of another guest with us tonight, known to many of
us for her spell of work with the Royal College of Surgeons, for
her too T hope it has been a happy period; it is sad to think that
perhaps in another year or so her connection with the Society will
be severed but for the time being, to look after the name of
Hunter, we are very glad to have a very special person present,
Miss Jessie Dobson.

Our Honorary Fellows are listed in the Transactions of the
Society. It is a short list but we gain a lot from having them within
our Fellowship. Tonight a very special one is present, Mrs.
Mortimer-Woolf, the wife of one of our former Fellows. I am glad
to see her here. In my Presidential Address I said: —

“In those days, when I first joined the Council of the Society,
Mortimer-Woolf was a tower of strength. He infused life into the
Society at a critical time. He was most hard-working and en-
thusiastic and there was nothing he would not do for the Society.
These Presidents of the past sprang from an age when to help one-
self was also to help others and they became strong and used their
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talents at a time when the hand of the State was distant and when
man had to struggle to create and provide from the cradle to the
grave, and did not rely on a benevolent authority which promised
much and yet failed to satisfy.”

Mortimer-Woolf was a great character and I hope we will see
more of Mrs. Mortimer-Woolf and her family.

The Menu card in front of you carries the motto of our Society.
Before now you will, no doubt, have done your own translation.
Mine, probably slightly incorrect, is “Sound Sense is the Bond of
Fellowship™, or put another way, ‘“Reason is the Bond of the
Society”’. There are many areas at home and abroad where people
would do well to heed this motto. Individuals who strive to impose
their will on others, perpetuating misery when people have a right
to live and be happy. You, My Lord Goodman, have done your
part with selfless service in a problem area and not without
personal hardship, to bring reason to bear when emotion cannot do
other than inflame. Thank you for coming again to our Banquet.
The first time you spoke to this Society, one of the guests was the
Minister from the Argentine Embassy. Tonight we are honoured
by His Excellency General Gustavo Martinez-Zuviria, the Argentine
Ambassador. He shares the distinction, with some others in this
room, that in his early and formative years in England he went to
school in a good county. Argentina has a traditional friendship
with Britain: some of the wilder and romantic parts were settled
by the Scots. It is a wonderful land. I am sorry, Your Excellency,
that your wife is away, but glad you are here. We remember Pro-
fessor Houssay and many other Argentines distinguished in the
field of scientific medicine: known to us and our Presidents of
the kindred societies, they have in various fields contributed much
to the world of science.

We have other distinguished guests with us. One who has
spoken at this dinner some years ago is Lord Peddie—he and Lady
Peddie are sitting in front of me. The other day I read in a news-
paper that he had described how to make the Post Office pay.
Rumour has it that he was offered the job. I wish it were possible
for him to take it. The finances of this Society and of our kindred
societies would be much better with less to pay for the delivery
of our Society journals and transactions.

Distinguished guests and ladies, you are all welcome. When
my wife and I give a party at home and the guests thank us, we
reply with sincerity—Thank you for being with us, it is the guests
who make the party.

The other day I was browsing through the first Minute book
of the Society. Written in the old style and, as is customary when
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medical men really write, every word is legible and full of meanitig.
The first entry is the 20th January, 1819, when eighteen members
sat down for a discussion and, having decided on the general form
of the meetings and the need for the Society, they met again on
the 11th February, one hundred and fifty-three years ago tomorrow,
when it was ‘“‘resolved that this Society be denominated The
Hunterian Society™.

In the Minute book it also says that ‘““this meeting highly
appreciates the great advantages which have resulted to the science
and practice of Medicine from the periodical intercourse and
published transactions of the existing Medical Societies and antici-
pated with much pleasure their future and even extended pros-
perity”.

The Hunterians of today are glad to know that our kindred
societies have flourished, and we are happy to have their dis-
tinguished leaders with us tonight.

The Presidents of the Royal Colleges and the Master of the
Apothecaries devote a great deal of personal time to the advance-
ment of standards of professional skills. They work, too, with the
Department of Health for the betterment of our health service.
We have a great admiration for what they are doing and a special
affection for them also.

I think that you, who know each of them so well, will agree
that it would be right for me to mention Lord Rosenheim, and to
say how glad we are that he is now the chairman of the Medicines
Commission; he has taken on this work from Sir Derrick Dunlop.
I must feel slightly sorry for him, with the burden of the problem
which he has to face, but all of us who know anything about the
Medicines Commission will agree that the chairmanship is in the
wonderful and fairest hands of all.

We have other special guests, including Dr. Ware of the
B.M.J., Mr. Geoffrey Wooler and Mr. Aldington, Master of the
Broderers Company. This happy combination of guests at this table
and the other tables does so much for the success of this evening.

Now to conclude—I referred earlier to our first Minute Book.
One more extract from this dealing with the objects of the Society
reads, “‘and the cultivation of a spirit of liberal intercourse among
the members of the profession within the sphere of its influence.”
Successive generations of Hunterians have endeavoured to keep
this part alive.

The response for the guests and kindred societies was made
by the Right Hon. Lord Goodman. Though he claimed to have
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little knowledge of medical matters, in a witty speech he revealed
that his knowledge was far from incomplete. He recounted several
amusing anecdotes of his political career and ended by warmly
thanking the Society and the President for their hospitality to the
guests.
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HUNTERIAN SOCIETY

CURRENT MEDICAL TREATMENT OF CANCER
by
K. D. BAGSHAWE

TUMOUR INDEX SUBSTANCES

Cancer chemotherapy, like other areas of medicine, has
suffered from our inability to make relevant measurements. We
need to know whether the drugs we are using are having an effect
on the tumour and for how long this effect is sustained. We can,
of course, often feel lumps or demonstrate them radiologically but
the crudeness of such methods is too obvious to require comment.
In animal tumour systems, particularly in the ascitic tumours of
mice and rats, it has been possible to make cell counts during
chemotherapy and this has provided a valuable tool allowing us
to formulate some simple ideas about the processes of reducing
a tumour cell population. However, experimental tumours have
serious limitations, in particular the regeneration times, or inter-
mitotic times, of such tumour cells tends to be very much shorter
and to show much less scatter than is found in human tumours.

Until fairly recently, the only human tumour for which some
form of quantitative biochemical index existed was choriocar-
cinoma. Indeed, it is still the only tumour for which there is a
reasonably precise index substance. By making quantitative esti-
mations of the level of chorionic gonadotrophin in the urine, we
can obtain an approximation to the total body burden of chorio-
carcinoma cells. By making serial measurements, we can then
determine the rate at which the tumour cell population is increasing
or decreasing and although we cannot follow the population below
the numerical size of about 105 cells, observations made in the
range 106-1012 cells provide a unique insight into the problems
of eliminating a tumour cell population. Although much of the
information concerning chorionic gonadotrophin as a tumour index
substance has come to light only in recent years, recognition of
the value of quantitative estimations of chorionic gonadotrophin
in patients with trophoblastic tumours goes back to the early
1930’s.
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Against this background, the report by Li, Hertz and Spencer
in 1956 that folic acid antagonists had a profound effect on tropho-
blastic tumours had rather more significance than one would
normally attach to observations on a rather rare form of cancer.
For instance, within quite a short space of time, it was clearly
demonstrated that methotrexate was more effective against this
tumour when used intermittently in high dosage than it was when
used in the prolonged low dosage schedules which had been used
up to that time in the treatment of acute leukaemias and other
tumours. This observation stemmed directly from observing gona-
dotrophin excretion rates. The general pattern of therapy which
emerged was one of alternating treatment and rest periods with
the periodicity ranging in duration from a few hours to a week
or more depending on the agent or combination of agents used.
The successes achieved resulted in a new surge of activity in the
field of chemotherapy and in the scientific studies of cell prolifera-
tion kinetics. In the U.S.A., funding for chemotherapeutic research
was boosted and the screening programme for new agents was
enlarged. It is, I think, of considerable interest that the general
pattern of chemotherapeutic attack on most other tumours has
now settled along similar lines of alternating treatment and rest
periods.

TUMOUR CELL NUMBERS AND TUMOUR VOLUME

Tumours kill by reason of the volume they occupy in the
general, or in the local, sense. As clinicians, we are used to thinking
primarily in terms of tumour volume. But the process of destroying
a tumour is the process of destroying individual cells. We there-
fore have to change gear between the phenomena of tumour masses
and the phenomena of the tumour cell.

The objective of therapy is, of course, to reduce a large
population of tumour cells to a small population, preferably to
less than 1 cell and to do this without a dangerous or sustained
reduction in any of the populations of normal cells in the body.
The initial target population is likely to be in the range of 10°-1012
cells, depending on the type of tumour and its volume (Collins et al,
1956; Skipper et al, 1964). A tumour mass of the order of 1 cm.
volume is likely to contain about 10° cells. More commonly, the
total body burden of malignant cells at the time of diagnosis is
in the range 101-10%2 cells. Now, if we reduce the problem to its
simplest terms and consider a tumour containing 10 cells, then
clementary calculations indicate that if 909 of the surviving cells
are eliminated by each of a series of courses of treatment, the last
cell should be eliminated with the 11th course. Each course of this
model is measured from the beginning of one treatment phase to
the beginning of the next and so includes the intervening rest phase.
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In practice, a complete treatment rest phase cycle resulting in such
a high rate of cell kill is unlikely to last less than 14 days and,
therefore, even with highly effective treatment, elimination of a
modest sized population would take almost six months. This is, in
fact, about the average time taken to eliminate metastatic chorio-
carcinomas with chemotherapy.

When we examine the problem a little more closely, we recog-
nise that we would under such circumstances have to kill more
than 909 of this initial tumour cell population with each course
of treatment because, during the rest phase, some recovery of the
tumour cell population is likely to take place. In order to achieve
a 90% reduction from the beginning of one treatment phase to the
beginning of the next, it may be necessary to kill 999% or more of
the starting population. Now, since the agents that we use only
kill cells which are engaged in premitotic or mitotic processes, it
follows that we can only achieve this order of cell kill when a very
high proportion of the tumour cell population are going into
mitosis during one course of treatment. The maximum duration
of a course of treatment is limited by the effects of the drugs on
normal cell populations. It is probably true to say that in only a
few human tumours does the proportion of cells entering mitosis
during a course of treatment approach the sort of figures which 1
have mentioned.

CELL LOSSES

Another factor which we have to consider is the rate of loss
of cells from cell populations. Most tumour cell populations, like
normal cell renewal populations, undergo losses from a variety
of different mechanisms. These, added to the cells killed by anti-
mitotic action, may bring the fraction dying to a high level. The
tumours most susceptible to chemotherapy appear to be charac-
terised by high rates of spontaneous cell loss (Bagshawe, 1968).
These losses do not reach the rate found in normal, steady state,
cell renewal populations where losses equal additions, but,
theoretically, the more closely a tumour approaches this steady
state, the more readily it is reduced. The role of spontaneous cell
death in tumour response to therapy is not widely recognised
although the idea that the chemotherapeutic attack can be sup-
ported by an immune response is generally accepted. Immune
mechanisms form only one of the several factors contributing to
cell death in a tumour population and the contribution may well
differ greatly between different tumours and different individuals.

The effect of cell losses can be illustrated with a simplistic
example. During a unit of time, a population of cells increases
from 100-101. Now this could result from the addition of one
cell by a single mitosis with no intercurrent cell deaths or, it could
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result from each of the cells in the population undergoing mitosis
but with 99 of the newly formed cells dying during the same period.
Both populations would be growing at the same rate but anti-
mitotic action would have very different effects. Anti-mitotic action
would only be able to reduce the first population to 99 cells but
the second population would be reduced to zero.

Thinking along these lines, we can see that our ultimate objec-
tive with cancer chemotherapy is an attempt to make total cell
losses exceed total cell additions for a period of time long enough
to eliminate that population. We are thus reminded that the
therapeutic agents have to be considered not only for their direct
effects on the tumour but also for their indirect effects on the ability
of host mechanisms to restrain tumour growth.

CONSTANT FRACTIONAL KILL

I have already referred to the fact that with an initial cell
population of 10 cells, elimination of a population would only
be achieved with eleven courses of treatment if each course reduces
the population by 909 of the population size at the beginning of
each course. One question which arises is whether this sort of
picture bears any relationship to reality. Do we, in fact, get this
sort of stepwise kill? The concept of constant fractional kill was
first elaborated by Skipper et al (1964) on the basis of observations
with the murine L1210 leukaemia system. It is therefore interesting
that in choriocarcinoma, where we can monitor the cell population
size, we see evidence which is consistent with this concept of
constant fractional kill. The evidence underlines the fact that the
difference between clinically advanced disease and complete clinical
remission is generally a matter of only 1 to 3 logarithms in cell
numbers. However, once clinical remission has been achieved, we
still have a long way to go before we approach total elimination
of the cell population. Where there is a prospect of eliminating a
tumour, there is then the problem of knowing how long to continue
with treatment because, clearly, if treatment is discontinued too
soon, the tumour will recur. Although the index available for
choriocarcinoma does not allow us to detect fewer than 106 cells,
or thereabouts, the information which we do obtain from serial
measurements allows us to make a reasonably reliable guess at the
minimum period for therapy.

FURTHER DEVELPMENTS IN CANCER CHEMOTHERAPY

It is unlikely that we have yet learned how best to use the
agents already available. There is already a wide range of sub-
stances which interfere with dividing cells and these can be used
in an almost infinite variety of combination, sequences and time-
dose-schedules. However, it is unlikely that major advances in the

60



chemotherapy of cancer will occur so long as the only target for
discrimination is the dividing cell. It seems clear that if we cannot
find agents which discriminate directly against cancer cells, then
we must find alternatives which, although they do not necessarily
kill cancer cells directly, in some way modify their activity so as
to increase the specificity of our attack. One possibility is that of
synchronising cell populations, using agents which provoke or
restrain selective populations from entering mitosis. This might be
achieved with endocrine substances or chalones, or possibly some
of the weaker cytostatic agents. It is interesting that a relatively
weak cytostatic agent, 6-azauridine, has recently been found to
inhibit the entry of mastocytoma cells into S phase (Burki, 1971).
We have, in fact, found some clinical suggestion that this might
happen with choriocarcinoma cells exposed to this agent. We have
therefore been using short exposures to 6-azauridine prior to
administering more potent cytostatic agents. In this way, in at least
some patients the effectiveness of a single course of treatment has
been increased substantially.

Another area of possible activity is that of increasing the rate
of cell loss from tumour populations by increasing the effectiveness
of immune mechanisms. It is not yet certain whether this can be
done but it may be important simply to find means of preventing
cytostatic drugs from diminishing the losses which immune mechan-
isms inflict on tumour cell populations. We know in choriocar-
cinoma that a good cellular reaction to the tumour is favourable
prognostically. Also, we have found that by using methotrexate
In conjunction with its own antagonist, folinic acid, a better
therapeutic attack can be obtained without increasing serious
toxicity or profound immunosuppression.

We might be able to achieve selective action by agents which
modify repair processes following exposure to agents which cross-
link DNA. This is the known mode of action of alkylating agents
and repair processes are effected by specific enzymes. In bacteria,
and probably in mammalian cells, these enzymes can be blocked
by a variety of compounds including amino quinolone anti-malarial
drugs. So another target for inhibition would be the repair enzymes
in cancer cells provided this can be achieved in such a way as to
increase discrimination. These, then, are some of the possibilities
suggested by studies on choriocarcinoma.
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HUNTERIAN SOCIETY

THE TREATMENT OF HODGKIN’S DISEASE
by

G. HAMILTON FAIRLEY

1.C.R.F., Professor of Medical Oncology,
St. Bartholomew’s Hospital, London, E.C.1.

There is now no doubt that patients with localised Hodgkin’s
disease should be treated with intensive wide-field radiotherapy.
The first clear results suggesting that Hodgkin’s disease might not
inevitably lead to death came from Canada from the work of Peters
and her colleagues (Peters and Middlemiss, 1958). They divided
the patients into three stages: —

Stage I —Disease confined to one anatomical group of lymph
nodes.

Stage II —Disease involving one, two or at the most three
groups of lymph nodes confined to adjacent ana-
tomical areas.

Stage III —Disease involving two or more groups which are
not adjacent.

The patients are also classified as ““A”" if there are no specific
symptoms and “B” if these are present. The systemic symptoms of
Hodgkin’s disease are fever, pruritus, weight loss, lassitude and
malaise.

Based on this they were able to demonstrate that the prognosis
is much better if the disease is localised and there are no systemic
symptoms. As shown in Table I, 60% of patients in Stages I and
ITA at the time of first treatment survived 10 years, compared with
only 6% in Stages 1I1B and IIL
LOCALISED DISEASE

The dramatic improvement in the prognosis of patients with
localised disease is due to radiotherapy. At first, treatment was
given to the affected areas only, and large doses were not used
because of the danger of damaging the skin with the early low
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TABLE 1

PETERS AND MIDDLEMISS (1958)

5 YEAR SURVIVAL 10 YEAR SURVIVAL

STAGES 11 4 - NOSYMPTOMS 64% 60%

STAGES 11B _ WITH SYMPTOMS 31% 6%

voltage machines. The results were promising in that the enlarged
lymph nodes returned to normal, but frequently the disease re-
curred in- another site and there was no impressive improvement
in the prognosis. More recently two developments in the technique
of radiotherapy have occurred.

TABLE 11
PETERS AND MIDDLEMISS (1958)

PERCENTAGE OF PATIENTS ALIVE AFTER
STAGE OF DISEASE
5 YEARS 10 YEARS 15 YEARS
STAGE 1
Disease confined to one 1% 58% 50 %
anatomical site
STAGE 11
Disease confined to -one
or more adjacent sites 56% 35% 1%
|STAGE 111
Generalised di sease 15% 2% -

First, Peters and Middlemiss (1958) irradiated not only the
affected area but also the adjacent lymph node areas. Their results
are shown in Table II and are impressive, as half the patients with
disease confined to one anatomical site were alive 15 years later.
This forms a complete contrast with the results in generalised
disease in which only 159 were alive at S years and none by 15
years. Table III shows the results of irradiating only the involved
area compared with irradiation of the adjacent lymph nodes as
well.
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TABLE 111

PETERS AND MIDDLEMISS (1958)

5 YEAR'
SURVIVAL

10 YEAR
SURVIVAL

15 YEAR
SURVIVAL

RADIOTHERAPY CONFINED TO

46%

31%

26%

THE INVOLVED AREAS ONLY

RADIOTHERAPY TO THE INVOLVED
AREA PLUS THE ADJACENT LYMPH 68% 53% 43%
NODE AREAS AS WELL

Secondly, the technique of giving radiotherapy has improved
and it is now possible using megavoltage machines and radioactive
cobalt (9°Co) to give much higher tumour dosage without damaging
the skin to the same extent. Easson and Russell (1963), working
in Manchester, have reported similar results to Peters, treating
the whole volume of tissues involved in one field giving the
maximum dose that could be tolerated. In the U.S.A. Kaplan
(1966) has used megavoltage radiotherapy in high dosage to both
the involved and adjacent areas and his results are even more
impressive: 80% of the patients with localised disease have sur-
vived 5 years and he concludes from his figures that if there is no
sign of a recurrence by the end of the fifth year, the patient has a
959% chance of being cured permanently. The prognosis in strictly
localised disease may in fact be even better now that really accurate
staging is possible due to the introduction of lymphangiography
to show the presence of enlarged iliac and para-aortic glands,
which often cannot be felt; tomography to show intra-abdominal
nodes, and laparotomy to determine splenic and hepatic involve-
ment.

Clearly as far as localised disease is concerned, the old idea -
that this is an incurable disease must be abandoned. Patients must
be accurately assessed and treated at once since many patients will
be permanently cured.

The original classification of Peters and Middlemiss dividing
the patients into these stages has now been modified, as shown in
Table IV.

GENERALISED DISEASE

Because radiotherapy is the treatment of choice for patients with
localised disease, chemotherapy is reserved for those patients who
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TABLE IV

CLINICAL STAGING - ANN ARBOR

Cancer Research (1971), 31, 1860

STAGE 1 Involvement of a single lymph node region (I) or
of a single extra-lymphatic organ or site (If).

STAGE |1 Involvement of two or more lymph node regions
on the same side of the diaphragm (I1) or localised
involvement of extra-lymphatic organ or site and
one or more lymph node regions on the same side
of the diaphragm (11g).

STAGE 111 Involvement of lymph node regions on both sides
of the diaphragm (111) ¥ involvement of the spleen
(111s) or localised extra-lymphatic organ or site (FH1g).

STAGE IV Diffuse or disseminated involvement of one or more
extra - lymphatic organs or tissues, e.g. liver,
marrow, pleura, lung, bone and skin.

SYSTEMIC SYMPTOMS - Weight loss, fever, sweating.
If absent = 'A’, If present = 'B'.

have disseminated disease at the time of presentation, or who
have recurrence in previously irradiated areas making further
radiotherapy impossible.

Until recently, the effective drugs such as the nitrogen mustards
(mustine hydrochloride, chlorambucil, cyclophosphamide), vinblas-
tine and procarbazine were used as single agents. We found that
definite objective improvement occurred in about 709 of the
patients (Fairley et al, 1966). However, Lacher and Durrant (1965),
using a combination of vinblastine and chlorambucil obtained
complete remissions in 63% of the patients, and in a further 18%
partial remission in disseminated Hodgkin’s disease. At the National
Cancer Institute, Bethesda, Carbone and his colleagues (Carbone,
1967; DeVita et al, 1969) using four agents simultaneously—
prednisone, vincristine, nitrogen mustard and procarbazine—ob-
tained 809 complete remissions, and 90% complete + partial re-
missions in patients with Hodgkin’s disease who had previously
received no treatment. Similar results have been obtained by
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Bernard and his colleagues in Paris (Bernard et al, 1967; Goguel
et al, 1969).

In Britain at St. Bartholomew’s Hospital in London, and the
Royal Marsden Hospital in Surrey, we have used a modification
of the regime of DeVita et al (1970). Our regime differs in three
ways from theirs:

First, we use vinblastine instead of vincristine; secondly, we
use prednisolone with every course of treatment; and thirdly, the
period between the courses has been lengthened from two to
four weeks. The details of the treatment are shown in Fig. 1 and

Fig. 1
COMBINATION CHEMOTHERAPY REGIME FOR
HODGKIN’S DISEASE

Duration of Course
DAYS 0-14 INCLUSIVE DAY 0 DAY7 DAY 14

Prednisolone 40 mg. (for an adult
patient) daily by mouth.

Procarbazine 100 mg./sq. m. daily
by mouth.

DAYS 0 and 7 ONLY

Vinblastine 10 mg. (for an adult
patient) by intravenous injection.

Mustine hydrochloride 6 mg./
sq. m. by intravenous infusion.

This differs slightly from the original scheme of Nicholson et al,
1970. In that regime an injection of vinblastine was given on
Day 14, but this has now been omitted because we found that the
white count was frequently too low for it to be given with safety.

have been published by Nicholson et al (1970). Originally we gave
an injection of vinblastine on Day 14, but this has now been
dropped because the white count is frequently low by this time.
DeVita et al (1970) using their regime have shown that relapses
occur if one stops after six courses. It is therefore our present
policy, and also that of other centres in a Medical Research Council
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trial, to give a total of six courses and then to randomise the
patients who are still in complete remission into two groups: one
receives courses consisting of all four drugs; the other is given only
two drugs (vinblastine and procarbazine) at increasing intervals.

With the introduction of any new treatment in a disease like
Hodgkin’s disease, it is necessary to ask four questions:

1. Are more complete remissions obtained?

2. Are the side effects tolerable?

3. Is the quality of life improved?

4. Is the quantity of life increased?

TABLE V

HODGKIN'S DISEASE — COMBINATION CHEMOTHERAPY
ST.BARTHOLOMEW'S AND ROYAL MARSDEN HOSPITALS

RESPONSE AT THE
No. ACHIEVING TIME OF ANALYSIS
COMPLETE
GROUP TOTAL REMISSION AT COMPLETE
COMPLETE A
SOME TIME IN MPLE
THEIR TREATMENT | REMISSION 1 PARTIAL
REMISS ION
NO PREVIOUS
N R 32 25 (78%) 16 GO%) 2 (12%)
PREVIOUS
RAD]OTHERAPY 54 a7 81%) 37 (68%) 42 @)
ONLY
PREVIOUS
CHEMOTHERAPY P 41 (66 3 87%) 35 (56%)
RADIOTHERAPY
TOTAL 18 13 (76%) 76 (51%) 100 (67%)

Table V shows the overall analysis in 148 patients at the
present time. This answers the first question; undoubtedly more
complete remissions are obtained with combination chemotherapy
than with single agents.

As far as toxicity is concerned, the regime is surprisingly well-
tolerated by patients. There are several reasons for this:

Firstly, the relief of symptoms is very rapid, probably due to
intravenous nitrogen mustard on the first day of treatment.
Secondly, the toxic effects have been less than anticipated, and are
exactly what one would expect. Injection of mustine hydrochloride
causes nausea and vomiting unless preceded by chlorpromazine and
for this reason the patients usually remain in hospital the night
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after the injection. Occasionally, nausea and vomiting occur with
procarbazine, but this is usually controlled by oral perphenazine. It
is important that the time spent in hospital during each course is
short, and the patients have only two overnight admissions in each
14-Day course (on Day 0 and Day 7). Courses are often arranged
at weekends so that patients can continue their work uninterrupted.
Neurological complications are not seen with the dose of vinblastine
used in our regime, though peripheral neuropathy is common if
vincristine is used. The features of Cushing’s syndrome are negli-
gible when prednisolone is used in this intermittent fashion.

The major toxic effect is, of course, on the bone marrow.
Severe depression of the white blood count may occur, particularly
in patients who have had previous chemotherapy. It is essential
to keep a close watch on the blood count—haemoglobin, white cell
count, and platelets—and this is done on Days 0, 7 and 14 in
each course. Doses of drugs may have to be modified accordingly.
It is our experience that anaemia, leucopenia and thrombocytopenia
occur more often as the number of courses increases. The interval
between courses is lengthened to three months after six courses to
prevent undue bone marrow depression.

The quality of life is difficult to assess, but we have adopted
the simple device of adding up the percentage of time the entire
group of patients has spent in complete remission, partial remission,
and with active advancing disease (McElwain, 1971, unpublished
observation). The results of the first 110 patients we treated are
shown in Table VI. A very short time is spent with active disease

TABLE VI
PRIMARY ANCILLARY
STAGE TREATMENT TREATMENT
. Al RADIOTHERAPY NONE
B RADIOTHERAPY CHEMO THERAPY
4 | Al RADIOTHERAPY NONE
B RADIOTHERAPY CHEMOTHERAPY
o Al RADIOTHERAPY CHEMOTHERAPY
Blor o o CHEMOTHERAPY
v | Al CHEMOTHERAPY CHEMOTHERAPY
B| CHEMOTHERAPY CHEMOTHERAPY




which reflects two facts: first, the disease is rapidly controlled by
combination chemotherapy, but secondly, unfortunately when the
disease advances despite treatment, other drugs are unlikely to
confer any lasting benefit and death may be quite rapid. We would
maintain that the quality of life, while on this treatment is better
now than when single agents were used.

Finally, the quantity of life is undoubtedly increased, Malpas
et al (1972) have analysed the survival of patients treated at St.
Bartholomew’s Hospital, London, by single agents only, and by
combination chemotherapy. They have shown that 18 months
after starting combination chemotherapy 85% of the patients are
still alive, but if single agents alone are used, only 459% are alive
at this time

We have discussed our results with DeVita and his colleagues,
and also with Bernard and his colleagues, both of whom use the
‘original N.I.LH. (National Institutes of Health) regime (DeVita et al,
1970; Goguel et al, 1969), and it is of great interest that their
results are similar to ours.

We would conclude that combination chemotherapy has
greatly improved the prognosis in advanced Hodgkin’s disease.
However, we are still faced with many problems. First, there is
the difficulty of knowing when to stop treatment. DeVita et al
(1970) have shown that if one stops after six courses relapses
occur. Our policy outlined here is to give courses at increasing
intervals comparing a two-drug and a four-drug regime.

Another major problem occurs when the patients relapse
and no longer respond to this combination. It is then possible to
use vincristine, or the newer drugs such as BCNU and bleomycin.
The results of Young et al (1971) have shown that BCNU when
given alone to a group of patients can produce useful partial
remissions, but they only obtained complete remissions in two out
of a total of 45 patients. Using a combination of BCNU and
bleomycin we have obtained symptomatic relief and some useful
partial remissions in a similar group of patients; however, there
have been no complete remissions in our patients as yet. This is
of course disappointing but it does not mean that these agents are
not of value, because we have used them only in very ill patients
who have had a great deal of treatment already.

There are essentially two problems to be considered with any
new patient: the primary treatment, and then whether or not any
form of ancillary treatment is needed. Most centres would agree that
radiotherapy should be used as the primary treatment in all Stage I,
II and IIIA patients, and chemotherapy in all Stage IV disease.
There is a debate about I1IB disease. As far as ancillary treatment is
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concerned, there is evidence to suggest that patients with symptoms
usually have disease which is more advanced than originally sus-
pected and chemotherapy in these patients may well be indicated
in this group. Trials throughout the world are in progress to
elucidate these problems.
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HUNTERIAN SOCIETY

GOLD MEDAL PRIZE ESSAY
THE ROLE OF THE GENERAL PRACTITIONER AS
FAMILY COUNSELLOR
by
Dr. I. M. St. George

“Mother duck, father duck and all
the little baby ducks.”

—GERMAINE GREER.

People come into a doctor’s surgery usually one at a time and
usually to present personal problems; but gradually the young
general practitioner begins to appreciate that almost every episode
of disability that affects an individual also to a greater or lesser
extent affects, and is affected by, the people closest to him—his
family. With Laing (1971), he must realise ‘“‘that ‘purely’ medical
decisions have massive reverberations in a whole network of
people, with consequences to many others than the patient alone”.

In most episodes of minor physical illness these family re-
actions are not sufficiently significant to come to the attention of
the doctor, and frequently they are resolved satisfactorily without
the extension of his concern beyond the medical needs of the
individual. The family doctor becomes a family counsellor when
it is necessary for him to advise other members of the family of his
patient, or the patient himself about the members of his family.

Clearly this concept of the general practitioner as family
counsellor will include his r6le in genetic counselling and family
planning; in almost all episodes of illness in children; in minor
illnesses that may affect several members of a family, such as
impetigo, headlice or scabies; in the mobilisation of paramedical
services to help a family who through illness are in financial or
legal difficulties, or whose members have chronic illnesses where
special agencies are available to help; he must know that these
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situations often have straightforward and proscribed methods for
dealing with them.

But he must also be aware that situations may arise where
the effects on the family are unpredictable, often catastrophic,
and he must know something of how to deal with them. The
admission of a child to hospital, a mother’s confinement, illness
of the breadwinner, and a host of other everyday occurrences for
the general practitioner are not everyday occurrences for the
family. He must also be aware that the patient sitting before him
may be “‘selected’”” by his family as the unwell one, whereas it is
really the functioning of the family that is sick: unless he is
alert and receptive he may only see the superficial aspects of the
situation.

THE DOCTOR
Is the general practitioner equipped to be a family counsellor?

Does he know the families? In order to deal with patients
as members of families he must be aware of the relationships
between people in his practice. This may be easy for that popular
image, the ageing sole family doctor caring for a small static
population, but today with increased population mobility, the
doctor may not expect a long-lasting relationship with many of his
patients. Pinsent (1969), in an urban National Health Service
practice, found that “a stable relationship between patients and
doctors is unusual. The propensity of the patients to change their
medical adviser . . . may well be a pattern met with elsewhere in
the seedier neighbourhoods of large cities. In such a practice con-
text a pattern of medical care based on long-establishcd personal
relationships is hard to achieve.”

In the absence of extended relationships with his patients,
the general practitioner must seek other methods of reminding
himself of the kinships within his practice if he is to be aware
of family interactions. Various methods of family indexing in
practice have evolved, based on household, kitchen or shared
surname: though it requires a great deal of clerical work and
whichever method is chosen it must be constantly updated, such
a system is vital to good family medicine.

Not that families comprise all of general practice: Marinker
(1969) found that in one year only about half of his Essex practice
consisted of nuclear families (with either a mother or both parents,
and one child under the age of fourteen): in about a third of these
the father was absent from the list, a proportion he compared with
two-fifths in an urban practice, and one-fifth in a practice con-
sisting mainly of new housing estates in Edinburgh. However, this

74



still leaves a sizeable proportion of nuclear families wholly within
the practice, even if regional variations are allowed for. Indeed,
Marinker’s study enabled him to see the family as a pattern and
finally even the family as the patient.

Does the general practitioner have adequate training? No
doubt in the past the general practitioner was not sufficiently
trained in the behavioural sciences, so that he was not equipped,
except by the wisdom of experience, to handle family ‘“situations”.
The Royal Commission on Medical Education (1965-1968) gave a
specimen undergratuate syllabus for social factors related to
medicine, and under the heading of ‘“The Family”, suggested

“the role and functions of the family, treated com-
paritively and culturally; the effects of industrialisa-
tion and urbanisation; characteristic forms of the
family; role behaviour in sickness, and the response
of the family to illness and handicap in one of its
members. The social problems of old age and the
‘generation gap’.”

The practical application of such a syllabus could also profitably

be included in postgraduate training for general practitioners.

It is important, too, that the general practitioner realises that
his medical model for action, the complaint-history-examination-
investigations-diagnosis-prognosis-treatment sequence, may not be
justifiable in social situations. He must realise that these situations
are fluid, that they are altered by his very involvement, and con-
tinue to change with his intervention and with the passage of
time. *‘Social diagnosis is a process: not a single moment” (Laign,
1971).

Is he therefore the best person? Despite the shortcomings in
his training, his possible lack of awareness of the family relation-
ships among many of his patients, and the mobility of people in
and out of his practice, the general practitioner is likely to be
the one person who has any sort of continuing relationship with
the families in his care, and while he must work closely with social
workers, the clergy and other agencies when these are available and
their special skills are needed, it is he that is often best placed to
deal with family problems.

THE SITUATION

The breakdown of relationships within and outside the family
group may present in a variety of ways. It may appear to be
primarily a problem of interaction in the family with no clear
precipitating factor, or it may appear secondarily to some easily
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recognised condition, such as poverty, inadequate housing, ill-
health, or change in status of the family itself.

Laing (1971), in a lecture to social workers, classified the
“situations” that might present to them, as defined by the people
in the situations:

(a) Something is the matter with someone.

(b) Nothing is the matter with anyone, but nothing’s working
properly.

(c¢) Something is the matter with everyone.

(d) Nothing is the matter. Don’t bother us, why are you
interfering? Everything is fine as far as we are concerned.
But it might not be fine as far as the police are concerned,
or the neighbours.

Any of these situations may present to the general practitioner

" though because of his own place in society as the doctor to whom

sick people go, there is usually a single family member who presents
with something the matter.

THE FAMILY

The “nuclear” family, consisting of parents and offspring,
comprises the usual Western domestic household and though we
must be open-minded about the emergence of other types of family
it seems probable that this nuclear family will continue as the main
small-group structure in our society. This family is () an institution
inter-related with other social institutions and structures which
both limit and stimulate its activities, (b) a relatively autonomous
social system with internal structure of interpersonal relationships
affecting personality development, and (c) a life development cycle,
a dynamic set of people whose attributes, whose interpersonal and
extrafamilial relationships constantly change (after Farmer, 1970).

THE FAMILY IN SOCIETY

The family provides new members for society while it trains
them for their role and status in society. With the growth of popu-
lation and its urbanisation consequent upon industrialisation, many
of the educational and socialising functions of the family are taken
over by other organisations, and its authority is further under-
mined by release from religious and ritual bonds. In addition the
separation of families from neighbourhood and kingroups with
increasing mobility of population and with slum clearance and
re-housing programmes removes a strongly supportive influence
from the nuclear group.
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Mrs. A, an attractive girl in her early twenties, came to tell me that
Mr. A, her de facto husband, was threatening suicide. I called at the
house, where the couple lived with another single girl, her child, and
Mrs. A’s child from a previous liaison. All were very intelligent people.
Mr. A came from an intellectual and professional background, had
studied arts at University, dropped out to frequent changes of semi-
skilled occupations, formed flecting relationships with a number of
women, and finally settled with Mrs. A two years previously: she had
been pregnant with this child when they met. She was from a wealthy
background, born of unmarried parents, and had had episodes of
depression culminating in a series of analytic interviews when she was
twenty. Since then she had had a series of affairs leading up to the
liaison two years earlier. Their relationship was at first stable with
mutual interests and a happy sex-life based on genuine care for each
other, but seven months before their presentation she had met another
man and had begun an affair with him. This had caused conflicts
behtylveen them to the extent that he had decided life was not worth
while.

These two were living the sort of “free” life fashionable in
their set today. She was able to be promiscuous without guilt, and
this seemed possible for her because of the shallowness of her
emotional ties to her own parents, and the model of unmarried
child-bearing they had provided: she had been trained for her
role in society by the mores of her family. Mr. A’s background
was religious and more stable, and though he too had been unsettled
in a late adolescence, and though he could see the ease for her
of a free and promiscuous way of life, his upbringing and his
devotion to Mrs. A on an emotional level conflicted with this so
that he could not accept it. Intellectually he accepted her promis-
cuity and he rationalised his dismay as concern for the damage it
was doing her. Both professed atheism, neither professed to believe
in the necessity or permanence of marriage. Frank discussions
with both about their attitudes and backgrounds led Mrs. A to
recognise in herself a need and gratitude for greater stability in
her relationship with Mr. A who began to accept that his depres-
sion was related to rejection of a deep emotional feeling that he
had been intellectually unable to confess. Each had begun to
unlearn the patterns of inter-personal relationship they had been
taught.

Mrs. B, aged fifty-five asked if I would supply medical support for her

application to the Local Authority for re-housing. She lived in a

two year old apartment in a new estate, on the sixth floor: the central

heating made her husband’s bronchitis worse; she became giddy and
light-headed at such heights; and the wind and the young folk and

the Jamaicans caused so much noise at night that they could not sleep.
They had moved into the new flat four months previously.

General practitioners in working class areas are often asked
for letters to the Housing Department. One recognises that this
sort of dissatisfaction with the family home is frequently a symptom
of family problems, and in our area of predominantly new estates
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it seems even more clear that moving house reflects dissatisfaction
with more than the new building itself.

Mr. B told me his wife’s trouble was that she missed her old street:
they had been re-housed from a slum clearance programme and had
been moved from the home that had been “her mother’s”. During the
same programme her two married daughters and their young families
had also been moved to different areas: before the shift Mrs. B would
collect the children from school while their mothers worked, and
would see both daughters every day: now, although they lived within
a few miles of her, she saw them rarely.

The “‘extended” family, that is, the nuclear family plus nearer
kinsman, provides companions with common interests, acceptable
because of kin and equality of status. In urban working class areas
the mother-daughter relationship is seen to knit the kingroup—the
matriarchal figure supports and advises her daughters, and cares
for her grandchildren, while she herself is cared for as she grows
older. This relationship together with the relationship between
the family and its long-established neighbours and familiar environ-
ment, acts as a socialising influence on the younger members of
the extended family and thus provides an important status and
role for the mother. The re-housing breaks up these relationships
and robs the matriarch of her traditional role. In the new estate
the unfamiliar geopraphy, the suspicion of the new and often alien
neighbours and the immobility of relative poverty all contribute to
her isolation and misery. She is deprived of her function in life.

Mr. and Mrs. B were able to discuss these features of their change of
address, and to see some of them as the real reasons for dissatisfaction
with their new flat. They were encouraged to make more definite
efforts to join social groups in the new environment, to achieve a
sense of belonging to the new neighbourhood, to appreciate that a
new change of address would not bring back the old. The daughters
gladly agreed to visit their parents more often and were encouraged
to make Mrs. B feel more needed in the extended family. (This was
not difficult for them, for both had experienced difficulties in the
separation themselves.) Mr. B agreed that his role must become more
supportive towards his wife. Six months later Mrs. B came to the
surgery with influenza: she was working, was active in the Tenants’
Association, and had settled well.

THE FAMILY AS A SMALL GROUP

Burgess (1963) describes the family as a “unity of interacting
personalities”, with a completeness in its own right. This close
on-going entity helps provide security and personality development
for its members, and within the unity each member has a status
dependent on his contribution to family welfare. This status de-
mands a recognised role in the family, and it is the failure to fit
in with expected roles that may cause breakdown in intrafamilial
relationships.
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Master C is eight years old: he was brought by his father because
he had become aggressive and difficult to control at school: he had
in the past required treatment for bedwetting and still lapsed at times.
Mr. C is thirty-two, an unskilled labourer, married with five children
aged two to eight years. Since his late teens he had suffered from
recurrent severe abdominal pain and diarrhoea associated with general
wasting. He had been repeatedly and extensively investigated, and
had undergone three laparotomies with no definite diagnosis having
been made: he was taking eight different drugs though had been kept
off narcotics. He presented the miserable, cachectic, pallid, shuffling
appearance of an ill man twice his age. He worked during spells of
improvement, but with certification had reached an arrangement with
his employer whereby he could absent himself from work for long
periods: during these times his family were supported on sickness
benefit and with what his wife earned. Mrs. C is thirty-one, a wan, sad
little woman whose case notes reveal a series of episodes of depressive
illness, largely unimproved with medication, but never severe enough
to warrant a referral. She worked in an unskilled job, and after school
the older children collected the younger from care until she came home.
Two of the younger children were bedwetters: all had bulky records
containing notes of frequent consultations for minor illnesses.

The accepted roles in this family were haywire: father was
submissive, an invalid, not a dominant figure; mother wore the pants
and brought home the bacon—but she was not a real mother, in
that she was often absent from home and had little to do with
bringing up her children. The eldest boy was asked to undertake
responsibility greater than is usual at his age, the younger children
suffered the ill-effects of all these. With inadequate role functioning,
statuses crumble; interfamily relationships become distorted; a
problem is presented but quickly one seces the pattern of the
situation as being at fault, not the individual who is presented.

After a series of interviews with each and both parents the pattern
could be seen more clearly. The family had been visited at home on
several occasions, and once with the social worker of the local Social
Services organisation: a school teacher discussed the problem of the
oldest boy with me and with the social worker. The gastroenterologist
who had been seeing Mr. C agreed to his referral for psychiatric
assessment, and he was admitted for E.C.T. After a course of this and
prolonged psychotherapy, he emerged from hospital almost free of
pain, and with continuing support has managed to keep almost free
of pain and in work. Master C’s behavioural problem still exists but
he is much less difficult to control.

One accepts that the abnormalities and relationships within
this family cannot continue to be dealt with so easily, and that
continuing care and surveillance will be necessary for them to con-
tinue functioning even on the present rather unsatisfactory level.
Vast problems remain, and the aims of counselling must necessarily
remain limited.

THE FAMILY AS A LIFE DEVELOPMENT CYCLE
A family begins when two people set up house together: this
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is followed by a period without children, an intensely child-
centred” period, adolesence, children leaving home, retirement,
widowhood, and finally death of the surviving partner. Though
this is a normal sequence, these “normal” events can lead to
difficulties.

Mrs. D is thirty-thres, the wife of an accountant. They had been
married for twelve years and over this period she had attended our
family planning clinic; her notes were bulky with frequent consulta-
tions for inacceptability of various contraceptive agents, side effects of
oral contraception, and failed attempts to insert intrauterine con-
traceptive devices. Eventually it became clear that there was some
underlying problem, and when the subject was broached, she became
tearful and told me that while she desperately wanted a baby, her
husband did not, and felt that a baby would be too much of a burden
to them financially just yet. I suggested that we discuss the matter
with him, but she felt she had already been disloyal and refused to
allow this: I agreed to refer her for insertion of LU.C.D. under
general anaesthetic, and in the meantime she was to use a “barrier”
method. Two months later she came back pregnant, asking for an
abortion: this time it was of course necessary to see the husband, and
she agreed that we could talk freely to him. He was amazed that she
had ever allowed the situation to reach such proportions in her mind,
and both happily agreed to keep the child.

“Communication is important at all times in marriage, but in
pregnancy it is absolutely vital.” (Quoted by Priscilla Chapman
1969.)

Mr. E is fifty-eight: he is a clerk: he had suffered from intermittent
claudication for years and angina pectoris for five years: he was due
for normal retirement but already the limitation of his exercise toler-
ance was beginning to interfere with his work and he asked about
medical retirement. His wife was well and was not working. They had
two daughters; one just married, the other at University and dependent
on him for financial aid to some extent. Naturally he was worried
about his financial situation. but felt he could not ask his wife to
work; we discussed the situation with her, and they with the pensions
officer at work, and with a little arithmetic discovered that if she
worked part-time and he accepted his work pension the income would
not fall catastrophically. She had felt for some time that if he did
not retire his work would kill him, and was happy to accept this
situation.

Mrs. F is fifty-six. A year ago Mr. F was diagnosed as having rectal
carcinoma; over the next six months he gradually became less well
and died at home, where she had cared for him ever since his initial
discharge from hospital. During his last weeks my District Nurse and
I had called frequently and everyone in the family had faced and
discussed the problem frankly. Four months after her husband’s death,
Mrs. F’s eldest son, not a patient of mine, came to see me, worried
about his mother: she imagined Mr. F was still alive at times and
even spoke to him: no, she was otherwise well, cried at times but was
usually cheerful, looked after herself, and visited the family. I explained
that a normal part of the mourning process in many people was a
greater or lesser sense of “presence” of a recently dead loved one,
but he was very anxious and insisted that I revisited his mother: I
insisted that he accompanied me, and we broached the subject with
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her. She told us that it was true, she did feel his presence at times,
but then so had her mother when her father had died, and she felt
no shame or distress about it. Mother and son were able to discuss
their feelings more fully than before.

These normal situations arise, cause distress at times, and at
these times form the bread-and-butter of a general practitioner’s
casework. Usually they are easily dealt with by simple family dis-
cussion since their emergence is often a sign of only minor break-
down of communication within the family.

On the other hand abnormal events in a family’s history,
such as the death of a child, marital breakdown, or premature
death or retirement can be much more difficult for a family to cope
with, and it is at such times that the counselling of the general
practitioner may need to be more protracted and more intensive.

THE PROBLEM FAMILY

It is unrealistic to expect that all situations that arise in a
family will fall neatly into any one of the above categories. In many
families all three types of abnormality arise and continue con-
currently, and the ongoing nature of their problems present the
general practitioner with the “sick family”’—that household we all
recognise, which we seem always to be visiting or whose members
are frequently in the waiting room, with a great variety of com-
plaints. Colling (1967) made family illness charts on one hundred
such families and was able to identify many factors that appeared
to have an effect on causing family sickness. These were the pre-
sence of anxiety states or depressive illness in one or more members,
marital disharmony, a husband economically dependent on his
wife, a family member who was an alcoholic, schizophrenic or
handicapped, five or more children, and the presence of a homo-
sexual husband. His conclusions can only be conjectural and he
gives no evidence to distinguish cause from effect, but it is a useful
list of factors associated with family sickness.

Family GHI are working class and live in a slum house; Mrs. G has
been treated for depressive illness, and Mr. G is not a patient in our
practice. They have ten children: the oldest is Mrs. H, aged twenty,
who lives with her husband and two small children in one room of
the house. Mrs. H was a difficult ante-natal case during her recent
pregnancy with several threatened premature labours and small ante-
natal haemorrhages; she suffered a puerperal depression culminating in
a suicidal gesture: she and her husband have had four letters to the
Housing Department. Master I is second oldest (he is a son of
Mrs. G’s previous marriage) and has just left school. He came for
investigation of dizzy spells which turned out when his mother could
be persuaded to come and see me, to be outbursts of uncontrollable
violence: he has been in trouble with the police, and is registered as
an unemployed school-leaver. The family has been the subject of a
petition by the nearby Tower Block Tenants’ Association to the Town
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Hall, “drawing attention to” the fact that the children caused a lot of
noise at night, and were the suspected culprits in several acts of local
vandalism. All the children are frequent victims of coughs and colds
for which a home visit is invariably requested: several have been
bedwetters.

This is the sort of appalling situation in which the general
practitioner asks himself, just what is my role? Already the local
Social Services Branch, the School Officer and the Housing
Department are in contact, but the situation continues in its full
complexity. One feels impotent to intervene in any realistic way :
this family seems hell-bent on destruction. Farmer (1970) quotes
Dr. Edmund Leach in one of his 1967 Reith Lectures: “far from
being the basis of the good society, the family, with its narrow
privacy and tawdry secrets, is the source of all our discontents.”
There is no accumulated body of evidence to suggest to the
general practitioner that the adoption of a role different from his
traditional one, in dealing in isolation with medical problems that
arise in the individual members of the family, might help the
situation; and it may well be that the general practitioner must
accept that he has neither the time nor the training to tackle this
sort of situation at family level, even though he recognises the
family as the basis of the situation. It is, however, important that
he is in touch with the counselling that such families do receive,
so that he is kept aware of the changing situation.

THE FAMILY INTERVIEW

How does one discover the families that have problems?

Bird and Colling (1968), knowing that family doctors were
often unaware that families had problems, attempted to develop
an interview method for screening ostensibly healthy families.
Whilst such a venture is laudable, and the results were valuable
to them, even the authors concluded that *“‘under present conditions
extensive interviewing could only be done in academic centres by
enthusiasts.” The busy general practitioner in the suburbs cer-
tainly must rarely have time for such screening interviews, but in
families where problems clearly already exist, he may well be in a
position to save the family continued strife and perhaps himself
time and trouble by early intervention and counselling.

How does one interview families? Is it ever proper for all
thc members of a family to be interviewed together, or should one
restrict the group interviews to adult members of the family?
Trained in a hospital setting, the general practitioner may well
feel considerable anxiety at the idea of facing a group of patients
together, and if he is to meet a large hostile family on their own
ground the prospect may be quite daunting. There is no textbook
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to teach an interviewing technique and little but his own intuition
to tell him how much he should attempt. In the general practice
milieu he is soon in a position where he must talk with enuretic
children in the presence of their parents, with arguing couples
about their marriage problems, with disturbed children in the
presence of their parents, with old age pensioners in the homes
of their children and grandchildren; and gradually he learns that
he can handle these situations and that by helping people to
communicate he can help them to solve their problems. In the
family home the doctor can make himself aware of the physical
circumstances of family life at the same time that he is learning
about the social interactions; indeed, whilst family members may
refuse to meet the doctor in his surgery, they will rarely refuse to
do so in their own homes.

For a start the general practitioner will not know how much
can be achieved. The outcome of family crises appears to depend
to some extent on the type of stress the family suffer—if it is
external and affects other families as well (mass work redundancies,
for example) the stress may, by being shared and by being unavoid-
able even help to cement family interactions. If, on the other hand,
the stress is internal and someone is negligent or culpable, the
crisis is more difficult to surmount, The ability to deal with stress
appears also to depend on the previous relationships and per-
sonalities within the family—if stress produces crisis it may be a
reflection of pre existing inadequacy in role performance. The sort
of problems one family can surmount may be impossible for
others.

The process of family counselling then will be protracted: to
assume that opinions arrived at after a short interview with a
strange family are necessarily pertinent or even correct may be
unhelpful to say the least, though the general practitioner is some-
times helped enormously by prior knowledge of the family. Often
he need meet them as a group on only one or two occasions, with
individual follow-ups. '

Laing (1971) quotes an old Hawaiian tradition of the “Ho’s
Pono Pono” where, in times of family crisis, the whole extended
family gathers and each member voices everything he has against
every other member of the group; having done this, he is asked
by the Priest:

“Do you disentangle him?”

To which he must reply: “Yes™.

Then he is asked: “Who disentangles you?”

The correct answer is: “God”.

This is ritual certainly, but the idea of frank discussion
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between the members of a family under the guidance of an out-
sider, be it priest or general practitioner, so that grievances are
aired and attitudes and opinions plainly stated, is a concept that
may well prove to be valuable for the nuclear family in our
Western society.

SUMMARY

The general practitioner will realise that family problems can
arise in a variety of ways—primarily, or secondarily to medical
decisions. He is, by reason of his training, and his necessarily
incomplete knowledge of the family relationships of patients in
his care, ill-equipped for his role as family counsellor: he is,
nevertheless, probably placed better than anybody else for this
role. The families will be largely nuclear families, and difficulties
can emerge in their functioning in society and in the inter-
relating of the individual members of the families. Multi-problem
families present special difficulties: the doctor must recognise and
utilise para medical agencies on their behalf. Whilst he may at
first be apprehensive about family interviews, the general prac-
titioner can learn methods of counselling families in distress.
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HUNTERIAN SOCIETY 1971-72
COUNCIL REPORT

It is with pride that the Council report a most successful
session of the Society. All meetings have been well attended.

The Annual Party was given by the Wellcome Trust at the
Wellcome Foundation Building in Euston Road. A large number
of Hunterians enjoyed their hospitality and exhibitions, and during
the evening Dr. Fred Wrigley received, from the Board of Direc-
tors, a Presidential Chain, a gift to the Society from the Wellcome
Foundation. The Hunterian Room was officially opened and guests
had an opportunity of seeing the Hunterian treasures in their new
surroundings.

Dinner Meetings at Plantation House proved very popular.
The Presidential Address by Dr. Wrigley was well received, his
subject being “Mankind is Man”. Drs. E. Gray Turner and Alan J.
Rowe spoke on ‘“Medicine in the Common Market” and Dr.
Gordon Hamilton Fairley and Dr. K. D. Bagshawe on ‘“The
Current Medical Treatment of Cancer”.

The subject of the Annual Debate was “The Traditional
Doctor-Patient Relationship is an Outmoded Concept”. Mr. Conrad
Ascher and Dr. Michael Winstanley supported the motion whilst
The Rt. Hon. Lord Justice Salmon and Dr. Derek Stevenson
opposed it. The motion was defeated by a good majority.

Dr. Michael Laurence delivered the Hunterian Lecture at
the Royal College of Surgeons, his subject being “The Causes and
Prevention of Abnormal Babies”.

In February the Annual Banquet at the Savoy was much
appreciated by some 337 guests. Sir Ernst Chain, F.R.S., was the
principal guest, supported by The Rt. Hon. Lord Goodman.

The Society is looking forward to the Hunterian Oration in
April when Mr. Henry Thompson’s subject will be “Fifty Years
On ”. At the Annual General Meeting Mr. Lawrence Abel and Mr.
Ri:)ginald Murley will be entertaining the Society with ‘“Hunter
Abroad”.

Seventeen new Fellows were elected during the Session. Five
resignations were regretfully accepted. In May 1971, the President
reported the death of Sir John Weir, G.C.V.O,, K.G.C.5t.0., and
Honorary Fellows of the Society. In January 1972 Mr. A. Suther-
land of the Metropolis Press died. He had, for many years, been
an old and valued friend of the Society.

A. KINGSLEY BROWN.
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HUNTERIAN SOCIETY
CURATORS’ REPORT

For the past four years we have been concerned about the
long term future care of the Society’s collection of books, manu-
scripts and Hunterian relics. We believed that it might not always
be possible to find Hunterians willing to care for the collection and
to preserve it.

Two years ago we made our feelings known to the Council
and were given permission to explore the possibilities of trans-
ferring the Library and its contents to an institution where pro-
fessional care in suitable surroundings might be available and, as
a result of this, we had discussions with Dr. Noel Poynter of The
Wellcome Historical Foundation who was sympathetic to the
Society’s problem. Dr. Poynter consulted the Trustees and, with
their acquiescence, produced a memorandum inviting the Society
to house its treasures with them.

The Library was transferred to the Wellcome Institute last
year and those who attended the Cocktail Party will have seen the
room provided and the Collection duly displayed in a very satis-
factory manner.

We were reluctant to leave The Ciba Foundation, to whose
Trustees, and in particular Dr. Gordon Wolstenholme, the Director,
the Society must always be indebted for their generous hospitality
during the past twenty years.

In the past year we have acquired by purchase an unusual
and interesting copy of Sharp’s famous engraving of John Hunter
printed on India paper.

We are once again grateful to Dr. Gordon Sears for the gift
of two bygone examples of surgical and medical interest. A case
of six whalebone handled von Graef scalpels originally in the
ownership of Alfred Herbert Tubby, M.S., President of this Society
in 1912, and a Thomas Leitz Haemocytometer complete in its
original case.

C. R. RupOLF.
E. F. STEWART.
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HUNTERIAN SOCIETY
ANNUAL GENERAL MEETING

The Annual General Meeting of the 146th Session of the
Hunterian Society took place on Monday, 8th May, at Plantation
House. The President, Dr. Fred Wrigley, was in the Chair, and 175
Fellows and their guests were present.

Following the Loyal Toast, Dr. Wrigley, the President, took
wine with Mr. Rudolf and Mr. Lawrence Abel. The Secretary
then read the Minutes of the last Annual General Mesting and
these were unanimously adopted as correct, and duly signed by the
President.

The Gold Medal for the Prize Essay was presented to Dr.
I. M. St. George for his essay “The Role of the General Practitioner
as a family counsellor”, by Dr. Wrigley.

The President asked Fellows to adopt the Report of the
Council and that of the Honorary Curators as well as the Balance
Sheet of the Society as correct, and this they did unanimously. He
also requested that they elect, en bloc, the proposed officers for the
1972-73 Session which was agreed.

The President then announced Mr. Rudolf had been elected as
Curator Emeritius. Mr. Rudolf announced the Society had been
given by Miss Oliver, a painting of Dorothy Hunter, sister of
William and John. He also thanked Mr. Stewart for all he had
done whilst he had been unwell.

Alteration of the Rules. The President presented the suggested
alteration of Rules and in doing so paid tribute to Mr. Kingsley
Brown for the work he had done in connection with this. He also
thanked Sir John Witt. After the President explained the reasons
for the proposed changes, a long discussion followed. It was finally
proposed by Mr. Badenoch and seconded by Dr. P. Hopkins, that
the proposed alteration of Rules be referred back to Council for
further consideration. This was put to the vote and 54 were in
favour and 15 against.

“HUNTER ABROAD”

Mr. Lawrence Abel presented his film of Portugal showing the
route and scenes through which John Hunter travelled.

Mr. Reginald Murley then showed slides of the Society’s visit
to Portugal last year.
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A vote of thanks was proposed by Mr. Henry Thompson and
seconded by Mr. Badenoch after which Mr. Kingsley Brown paid
tribute to Dr. Wrigley and thanked him for all he had done for the
Society. Dr. Wrigley then inducted Dr. Crichlow as President, which
he said he did with pleasure. Dr. Crichlow thanked the President
and Council and presented to Dr. Wrigley his Past-President’s
badge and brought the evening to a close by announcing the date
of the next meeting.
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HUNTERIAN SOCIETY

RECEIPTS AND EXPENSES ACCOUNT (GENERAL FUND)
for the Year ended 31st December, 1971

RECEIPTS
£ £
Balance at Bank at 1.1.71 235.62
By Entrance Fees ... 32.04
,» Subscriptions:
198 at 4 gns. ... ... 831.60
1 at £4 4.00
212 at 3 gns. ... ... 667.80
1 at2 gns. .. 2.10
14 at 14 gns. ... 22.05
35 at 1 gn. 36.75
1,564.30
Less: Refunds . 28.35
1,535.95
,,» Interest on Investments 18.10
,, Arrears of Subscriptions 339.90
., Sir Eric Riches Tie
Project 17.60
,, Lantern Fund Donation
Quist —

,» Donation re
Ex-President’s Medal —

,» Donations:
J

H. Anderson 5.00
N. Asherson ... 3.90
D. V. Bateman 2.10
J. Linacre 1.87
Y. B. Ling ... 5.00
E. D. Sayers ... 5.00
Anonymous 30.30

53.17

,. Annual Dinner at
Savoy Hotel:
242 Tickets sold at £4 968.00
Less: Cost of
242 Dinners

at £2.50 ... 605.00
Incidentals 114.70
Cost of

Entertaining

31 Guests ... 178.95

898.65

.. Net Profit on Annual

Dinner 69.35
, Portugal Visit —
,, Plantation House Dinners:

1.3.71 94 at £1.55
145.70  Cost 148.03 (2.33)

10.5.71 210 at £1.55
32570 Cost 319.96 5.74

3.41
18.10.71 110 at £1.80
198.00 Cost 182.60 15.40
13.12.71 152 at £1.80
273.60 Cost 253.12 20.48
_ 35.88
,» Cocktail Party (generously
Donated by The Well-
come Foundation)
153 Tickets at £1.25 191.25
£2,532.27

PAYMENTS

To Accountant’s Fees

,, Hire of Halls
., Hire of Chairs
., Refreshments at Meetmgs

, Secretarial Expenses:
Dr. A, K. Brown
Dr. K. Heathfield .
Dr. Douglas Woolf ...

., Printing, Stationery and
Postages (Including £775
for publication of Vol-
ume XXVIII of Trans-
actions) .

,, Insurances:
Overall Cost (Due to
C.L.LB.A. Contribution)
Projection Equipment

Engraving Medals

Editor’s Expens
(1969/70):
Dr. Cyril Keeson
. Lecturers’ Travel
Expenses :
Professor Crooks
Dr. Winstanley

. Contribution to
Rheumatism Fund

. Contribution to Printers’
Pension Fund, re late
Mr. Sutherland .

,. Framing of Illuminated
Address to Mr. Suther-
land .

Wreath to late Mr A.
Gunn .

. Pro]egtlon Equxpment
Maintenance ...

Council Dinners:

'2.1‘.11.71 at ’ Apolﬂé-
caries Hall

Less: Amounts Received

,. Net Cost of Council
Dinners

., Transfer to Deposnt Ac-
count

. Transfer to lerary Fund

Balance at Bank at
31.12.71

£ £
21.00
105.10
9.31
22.50
31.76
3.00
3.16
37.92
1,312.93
30.00
2.50
32.50
1.95
25.80
24.50
18.00
~—-  42.50
10.00
90.00
78.75
119.08
287.83
261.99
— 2584
884.92
12,532.27
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BALANCE SHEET as at 31st December, 1971

LIABILITIES ASSETS
£ £ £ £
Capital Account }:ixed Assets ¢ Cost 656.21
General and Library Funds nvestments at Cos :
Balance at LLTL . . 275217 (Markst \alue as at
- Lxcess of Receipts £620.00 24% Consols 181.00
over Payments: . & NP .
Gencral Fond .. 636.18 £502.18 3% War Stock 21200
Deposit Account  44.90 393.00
. 681.68 Slide Projector at Cost ... 157.17
Less: Library Fund 1800 . Total Fixed Assets ... .. 813.38
Balance as at 31.12.71 3,415.85 CuSr{(Jeg}: %Esthso:ld Medals at
Cost ... 245.00
Cash at Bank:
General Fund 884.92
Library Fund 207.33
Deposit Ajc ... 1,265.22
—2,357.47
——2,602.47
£3,415.85 i&Sﬁ

RECEIPTS AND PAYMENTS ACCOUNT (LIBRARY FUND)
for the Year ended 31st December, 1971

RECEIPTS PAYMENTS
£ £
Balance at Bank at 1.1.71 ... .. 22533 Cleaning Print ... —
Transfer from General Fund — R. D. Gurney ... 18.00
Donations from Cocktail Party ... — Balance at Bank 31.12.71 ... ... 207.33
£22533 £225.33
DEPOSIT ACCOUNT for the Year ended 31st December, 1971
£ £
Balance at Bank at 1.1.71 ... ... 1,220.32 Balance at Bank at 31.12.71 ... 1,265.22
Interest Received ... 4490
Transfer from General Fund —
£1265.22 £1,265.22

. In the above statement. no amount is quoted as to the value of the contents of the
Library and Museum, including personal relics of John and William Hunter. Thanks to the
hard work and devotion of the Hon. Curators: Mr. C, Robert Rudolf and Mr. E. F. Stewart,
an inventory and agreed valuation has been made. The Society are extremely grateful too, to
Dr. G. E. W. Wolstenholme and the CIBA Foundation for so generously shouldering all the
burdens of Insurance at an annual cost to the Society of £30, from 1968 onwards.

THOS. V. L. CRICHLOW, Hon. Treasurer.

J. BENJAFIELD, Asst. Hon. Treasurer.

We have examined the attached Accounts, together with the Books and Receipts of the
Hunterian Society and certify them to be correct. The Society's Bankers, the Lloyds Bank Ltd.,
18 Wigmore Street, London, W.1, have certified the correctness of the Bank Balance, and that
they hold the Securities mentioned above on behalf of the Society.

A. LAWRENCE ABEL and G. QVIST, Hon. Auditors.
F. WRIGLEY, President.
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Bactericidal against a wide range of organisms, including
Proteus sp, E coli, H influenzae. Double attack on bacteria
substantially reduces the chances of resistant strains
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rapid response

Fast absorption from the gut to give peak plasma
concentrations in 2-4 hours. Quick eradication of pathogens
speeds the patient’s recovery.

ease of treatment

Simple dosage regimen. Available in tablet and
suspension forms.

Septrin

inbacterial infections

SEPTRIN* Tablets, SEPTRIN Adult Suspension, SEPTRIN Paediatric Tablets and
SEPTRIN Paediatric Suspension contain trimethoprim and sulphamethoxazole.
Full information is available on request.

" Trade Mark
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Agricultural Research Council, Institute of Animal
Physiology, Babraham, Cambridge, Cambs.

ANDERS, CHRISTOPHER JoHN, F.R.C.S,,
Hollesley, Heath Road, Woking, Surrey. 04862 3245.

ANDERSEN, J. H,, M.B, B.S.,, M\R.CS,, LR.CP. (C)
123, Evelina Road, S.E.15. 639 3126.

ANDREW, DoucrLas Epwarp CLIFFORD, M.D., Ch.B.,
D.M.R., 99, Harley Street, W.1. 935 5960.

ARMSTRONG, JonN, M.B., BS., M.R.CP.,
33, Headley Chase, Brentwood, Essex.
Brentwood 226255.

ARrNoLD, MicHAEL, LR.CP.I & LM, LR.CSI & LM,
Chalk Hill Health Centre, Chalk Hill Road, Wembley,
HA9 9BQ. 01-904 0911.

ARORA, YoG Ra1, FR.CS.,, DL.O.,
123, Hendon Lane, N.3. 01-346 3478.
And 80, Harley Street, W.1. 01-580 2986.

AsHBY, MICHAEL, G. C., M.A.,, F.R.C.P. (C)
148, Harley Street, W.1. 935 1207.
2, Stormont Road, Highgate, N.6. 340 7724.

ASHERSON, NEHEMIAH, M.A,, M.B, B.S., F.R.CS. (Eng.),
(C., MC.,TR.,P.,VP)
21, Harley Street, W.1. 580 3197.
And Green Shutters, West Kingston, Angmering-on-Sea,
Sussex. Rustington 655.

AYLETT, STANLEY OSBORN, M.B.E., M.B,, B.S., FR.CS,,
8, Upper Wimpole Street, W.1. 935 1044 (C.)
And Hampton Lodge, 15, North Road, Highgate Village,
N.6. 340 8104.
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BabenocH, ALEc W., MA., M.D,, Ch.M,, FR.CS.,
P.,ve,C,S.,0.,TR)
149, Harley Street, W.1. 935 4444,
And 123, Harley Street, W.1. 935 3881.

BAILEY, ALAN RicHARD, M.B., B.S.,
10, Aberdeen Road, London, N.5.

BALLANTYNE, JOHN CHALMERS, F.R.C.S., D.L.O. (C)
61, Harley Street, W.1. And 11, Holland Park Road,
W.14. 01-602 3095.

BaLme, HaroLD WYKEHAM, M.A., M.D., FR.CP., (S.C.)
15, Connaught Avenue, Loughton, Essex. 508 1786.
And 38, Devonshire Street, W.1. 935 7529,

BANCROFT, JouN GorDON, M.B., Ch.B.,
87, Goswell Road, E.C.1. 253 3890.

BarRNES, HELENA MARGARET, M.B., M.R.C.P.D., Obst.
R.C.O0G.,
Flat 9, High View, 49, Shepherd’s Hill, Highgate, N.6.

BARNES, ADRIAN JoHN, B.Sc., M.B.B.S.,, M.R.CS.,L.R.CP.,
Flat 9, High View, 49 Shepherd’s Hill, Highgate, N.6.

Baron, H. W. A, M.Ch,, FR.CS.,
Bayle End, Great Canfield, Dunmow, Essex.

BASDEN, MARGARET, M.D,, F.R.CS., FR.C.O.G.,
36, Dorset House, Gloucester Place, NNW.1. 935 6484.

BATCHELOR, G. F. GranT, F.R.C.S. (Eng.),
14, Lexham House, 45, Lexham Gardens, W.8. 373 9008.

BaTemaN, Donarp V., M.B., B.Ch.,, D.A,, FFAR.CS,
The Old House, Carter’s Green, Matching, Harlow,
Essex.

BaTES, MICHAEL, F.R.C.S.,
Bayshill House, Barnett Lane, Elstree, Herts.
01-953 1881.

BAYNES, TREVOR, L.S., M.D., FR.C.S.,
10, Park Square West, NN\W.1. Welbeck 4722.
And Linden House, Clandon Road, Guildford, Surrey.
Guildford 66495.

BEARDSMORE, Davip, M.B., B.S., 8, Beaufort Gardens,
N.W.4. 202 6993.
And 766, Finchley Road, N'W.11. 455 1321.

Beary, J. G.,, M.B., B.S,, Dept. of Anatomy, Middlesex
Hospital Medical School, W.1. Museum 8333.
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BEDFORD, Davis EvaN, C.B.E., M.D.(Lond.},
F.R.C.P.(Lond.), M.D.(Cairo Hon.),
33, Devonshire Place, W.1. Welbeck 4740.

BeLaMm, O., M.R.C.S,, L.R.C.P,, FF.AR.CS,,
14, Antrim Mansions, Antrim Road, N.W.3. 722 0386.

BENJAFIELD, JOHN GorDON, M.B., B.S., 6, Harley Stree,
W.1. 580 2110. (C.)

BENNETT, SIDNEY, M.R.C.S., LR.C.P,,
4, Ringwood Avenue, N.2. 01-833 3466.

BerrY, LADY MABEL MArION, M.R.CS., L.R.CP,,
23, Princes Gate Mews, S.W.7. Western 3877.

BieLENKY, DAVID, M.B,, B.S.,
6, Parkholme Road, Dalston, E.8. Cli. 2193.

BiereR, IMMANUEL, M.D. (Vienna 1932),
52, Belsize Park Gardens, Hampstead, N.W.3. 722 6631.
And 140 Harley Street, W.1. 935 2440 and 7157.

BisHor, JEFFREY WILLIAM, M.B,, B.S., M.R.C.S., LR.CP,,
LM.C.C., 621, McCartney Close, North Vancouver,
British Columbia, Canada.

BLAIKIE, STEPHEN HENRY BRUNTON, M.B., Ch.B.,, M.R.C.P.,
3, Basil Street, S W.3. 01-289 2818.

BLAIR, DAVID ALEXANDER, M.D.,
93, Balham Hill, S.W.12.

BrLAIR, DoNaLD, M.A., M.D,, Ch.B,, D.P.H.,
124, Harley Street, W.1. 935 6178.

BrAr, HEnrY, M.B., B.S.,, M.R.CS., LR.CP, D.CH.,,
White Cottage, 41, Snaresbrook Road, London, E.11.
01-989 9173.

BrLaNDY, PrOF., J.P., M.A,, D.M,, M.Ch,, F.R.CS.,
Dept. of Urology, The London Hospital, Whitechapel,
E1 1BB. 01-247 5454, Ext. 162.

BoLt, RicHarRD FrANK, O.B.E., M.R.C.S., LR.CP.,
4, Gordon Mansions, Torrington Place, W.C.1. 636 7613.

Boog-Scott, T. M., M.B., Ch.B.
The Knowle, 114 Station Road, West Moors, Wimborne,
Dorset. Ferndown 589.

BooMLA, ROGINTON FAREDOON, M.B., B.S.,
62, Parkhurst Road, Bexley, Kent. Crayford 25510.
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BournE, CoL. ArRTHUR D., M.R.CS.,,LR.CP,,
149, Boundary Road, Wallington, Surrey.
Wallington 2528.

BoURNE, GorDON LIONEL, F.R.C.S., M.R.C.O.G.,
149, Harley Street, W.1. 935 4444,
And Oldways, The Bishop’s Avenue, N.2. 458 4788.

Boyp, JosepH LIsTER, M.R.C.S., L.R.C.P. (C.),
171, Seymour Place, Marylebone, W.1. 723 8172.
And 105, Park Road, N.W.8. 01-723 8172.
Boyp, NicHorLAs RoBerT HAWKER, M.B., B.Ch.,
M.R.C.0.G., 6, Meadway Close, N.W.11. 01-455 5697.
Boyp, REynoLD, F.R.C.S.,
52, Harley Street, W.1.
BREBNER, JOHN, M.B.E., C.5t.J., M.D.,
Kuwait Oil Co. Ltd., 105, Wigmore Street, W.1.
BritTON, R. H. W., M.R.CS.,LR.CP,,
Georgeham, Woodpecker Lane, Newdigate, Dorking,
Surrey. Newdigate 501.
BroDIE, ABRAHAM, M.B., B.S, 23, St. James’ Close,
Regent’s Park, N.W.8. 722 8581.
BrowN, Derek, M.B,, B.S., M.R.CS.,LR.CP,,
16, Bridgefield Road, Sutton, Surrey. 01-642 1656.
BrowN, EDwarRD HiLTON, M.A,, DM., M\R.C.P,, D.CH,,
21, Wisborough Road, Sanderstead, Surrey.
BrowN, PauL P, M. A, M.R.CS.,, LR.CP.,
Southend Farm, Cublington, Leighton Buzzard, Beds.
Aston Abbots 275.
BucHANAN, MARION E.. M.B., B.Ch., B.A.O.,
170, Woodcote Road, Wallington, Surrey.
Wallington 6116.
Bunyan, Joun, L.D.S.R.C.S.(Eng.),
22, Seymour Street, W.1. 262 1658.
Burrows, N. F. Eruiort, BM. (Oxon.), D.C.H. (C),
1, Mottenotte Road, N.8. 01-348 1406.
And 11, Devonshire Place, W.1. 935 1577.
CALLCUTT, JOBN SHIRLEY, M.B., Ch.B.,
Bridgewater Court, Sudbury, Middx. 01-902 2919.
CAMERON, JAMES MaLcoLMm, M.D., Ph.D.,
Dept. of Forensic Medicine, London Hospital Medical
College, Whitechapel Road, E.1.  01-247 5454,
And 55, Coniston Road, Bromley, Kent. 01-460 5984.
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CarEeL, LEsLIE HENRY, M.D., FR.CP,,
Lindfield Heights, 2e, Lindfield Gardens, Hampstead,
N.W.3. 01-980 1214 and 794 8506.

CarraN, CoL,, J.P., M.B,, Ch.B., D.T.M.,
132, Harley Street, W.1.

CARRICK, BrRIG. THOMAS WALSH, O.B.E., Order of St. John,
M.B., Ch.B., D.P.H., D.ILH.,
Dept. of Army Health, R.A. Medical College, Millbank,
S.W.1. 834 9060. And 311, White Horse Lane, South
Norwood, S.E.25.

CARRUTHERS, GEORGE BARRY, M.D.,
111, Harley Street, W.1. 486 4646.

CARSTAIRS, LINDSAY STEVEN, M.B., B.S., M.R.CS.,
LR.CP, DMR., Windmill House, Hadley Green,
Herts. Barnet 0177.

CasslIE, GOrRDON ForDYCE, Ch.M., F.R.CS.,
12, Monks Rise, Welwyn Garden City, Herts. Welwyn
Garden 23838.

Caskey, THoMAS A., M.Ch., FR.C.S.,
135 Harley Street, W.1. 01-935 4241.
And 13, Beaufort Road, W.5.

CasteLL, RENICE, M.B.B.S., M.R.CS., LR.CP.,
28, Wellsmoor Gardens, Bickley, Kent. 01-467 0830.

CHADWICK, S. A.R.,, M\R.CS,, LR.CP. (C),
Wolfelands, Westerham, Kent.

CHALMERS, JoHN ALEXANDER, M.B., B.S., F.R.CS,
M.R.C.O.G., Wilford Lodge, Melton, Woodbridge,
Suffolk.

CHALSTREY, LEONARD JoHN, M.A., M.D.(Cantab.),
F.R.CS.(Lond.),
1, Oaklands, Winchmore Hill, N.21. 01-886 7292.

CHESTERMAN, CLEMENT C., O.B.E., M.D., FR.CP.,
D.TMH. (C, 0., P., VP, MC),
149, Harley Street, W.1. Welbeck 4444,

CLARK, PETER A., M.B., M.R.C.Path.,
84, Loom Lane, Radlett, Herts. 779 6894.

CLARKE, WILLIAM EpWARD, M.D,, FR.C.P.,
71, Old Park Ridings, Grange Park, N.21. 360 4466.
And 7, Wimpole Street, W.1. 580 1707.
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CLEGHORN, T. E., M.D,, B.Sc., M.R.C.P., F.R.C.Path.,
48, Cumberland Mansions, Seymour Place, W.1.
01-262 6192.

CLEMINSON, K., M.B,, BS., FR.CSE., LR.CP,,

46, Spence Street, Mount Isa, Queensland, Australia.

CLIFFORD, PETER, M.D., M.Ch., F.R.C.S,,
Royal Marsden Hospital, Fulham Road, S.W.3. 352 8171.
And The Round House, Cowden, Kent. Cowden 721.

CrLunies-Ross, W. G. F.,, MR.CS.,LR.CP.,
110, Arthur Road, Wimbledon Park, S.W.19. 946 4866.

CockeLL, DupLey H., M.R.C.S., L.R.CP.,
376, Firs Lane, Palmers Green, N.13. 01-807 7167.

CoHEN OF BIRkENHEAD, Lorp, M.D.,, D.Sc., LL.D,
FR.CP., (0.), FFR. F.SA, 31, Rodney Street,
Liverpool, 1. Royal 2233,

CoOHEN, SoLLY Morris, M.A., F.R.CS.,
3, Upper Wimpole Street, W.1. 935 3833.
And 5, de Walden Street, W.1. 935 9474.

CoLiN-Russ, Ernest, O.B.E., M.R.CS. (Eng), LR.CP.
(Lond.), (C.), 10, Prior Bolton Street, Canonbury, N.1.
326 1124.

CoLsToN, JEaN Ross, M.B., B.S., M.R.C.P.,
3, Blomfield Road, W.9. 01-286 1915.

Cook, Dentis R., M.B,, BS.,, DM.J,,
23, Grange Court Road, Harpenden, Herts.

CoOPER, C. F,, M.D,, M.R.CP.,
47, Southwood Park, Highgate Village, N.6.

Copg, JaMES, M.B., B.S. (C., MC.),
4, Snow Hill, London, E.C.1. 236 2832.
And 19, Hillside Gardens, Barnett, Herts. Barnet 0757.

CopeLanDp, ELy GoopmaN, B.A.,, M.B., B.Ch., B.A.O,
4, Kingsmill Terrace, N.W.8. 722 8380.
And 70a, Regent’s Park Road, NW.1. 722 4092.

CoPEMAN, PETER WILLIAM MONCKTON, M.A., M.D.,
M.R.C.P. (C)),
Skin Dept., Westminster Hospital, S W.1. 01-828 9811
(Ext. 2062).

CosiN, Cyri. Frank, M.D., M.R.C.P., DM.R.D. (C),
2, Langland Gardens, London, N.W.3. 435 4416.
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Cove-SMITH, RoNnaLD, M.A.,, M.R.CP, D.P.H.,
10, Vale Close, W.9. 01-286 1519.

CoyLe, CeciL D.,, M.B,, B.Ch. (N.U.L), (., VP.,, C)),
127, Longlands Drive, Totteridge, London, N.20.
445 5432,

CrEIGHTON, T. M., B A.,, M.D,,
42, Charles Street, W.1. Mayfair 3260.
CricLow, T. V. L., B.Sc., MR.CS.,, DMRE. (C., T., P)),
Lister House, 11-12, Wimpole Street, W.1.
Langham 1473 and Welbeck 4336.
And 5, Wimpole Street, W.1. Langham 1522.
CRrITCHLEY, MACDONALD, M.D., Ch.B., FR.C.P. (0.),
National Hospital, Queen Sq., W.C.1. Terminus 3958.

CuURRIE, WiLLiamMm J. C., M.B., Ch.B.,
“Shooters Lodge,” Crossways, Berkhamsted, Herts.

CuteBERT, M. F., M.B,, BS., Ph.D.,
7, The Dell, Woodford Green, Essex. 01-504 8206.
And Medicines Div., D.H.S.S., Finsbury Square House,
Finsbury Square, E.C.2.

CUTNER, PHILIP NorRMAN, F.R.C.S,,
132a, Bedford Court Mansions, Adzline Place, Bedford
Square, London, WCIB 3AH.

DaANIEL, PrROF. P., M. A, DM, D.Sc., FR.CP, F.C.(Path.),
Institute of Psychiatry, Denmark Hill, S.E.25.

DanIEL, WILLIAM RaymonDp, M.R.C.S., LR.C.P.,, DA.,
3, Alleyn Road, West Dulwich, S.E.21. 670 3682.

Davis, StanLEYy, M.B,, BS,, M.R.C.P., FF.R, DMR.D.,
121 Harley Street, W.1. 935 9849.
And 10, Hampstead Way, NW.1. 458 4000.

DAy, GEORGE, M.A., M.D.(Cantab.), The Mundesley Sana-
torium, Norfolk. Mundesley 94. (O.)

Dayus, Eric CarwArDINE, M.R.CS., LR.CP.,
Springfields, Chester Road, Whitchurch, Shropshire.
Whitchurch 2742. .

DEwES, GORDON CripweLr, M.B., B.Ch., M.R.CP,,
Crioch Cottage, South Cuil, Duror of Appen, Argyllshire,
N.B.

DINGLEY, A. GorDON, M.A., M.Chir., FR.CS.,
17, Parkanaur Avenue, Thorpe Bay, Essex.
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DoBsoN, Miss J.,
15, Manor Road. Ashford, Middlesex.

DoBsoN, MariorRie May, M.D., M.B., B.S., MIR.CS,,
L.R.C.P., 44, Wimpole Street, W.1. Welbeck 5810.
And 15, Martlett Lodge, Hampstead, N.\W.3. Hamp-
stead 7311.

DorMER, ALWIN Eric, M.D., M.R.C.P., 25, Connaught
Avenue, Loughton, Essex. Loughton 3717.

DrEw, CHRISTOPHER, M.A., M.B.,, M.R.C.P,,
The Wellcome Foundation, Ltd., P.O. Box 6780, Beirut,
Lebanon.

DrREw, LT.-GEN. SIR ROBERT MACFARLANE, K.C.B.,
CB.,,CBE.,QHP ,MB,FR.CP,
10, Pembroke Gardens Close, London, W8 6HR.

DrumMMOND, SIR ALEXANDER W., K.B.E., C.B., F.R.CS,,
The Chase Lodge, 27, North Side, Clapham Common,
S.W.4. 622 9009.

DrURY, DEenis ArTHUR NoeL, B.A., M.B., B.Ch,
DM.R.(D.), East Gate House, East End, Weedon,
Aylesbury, Bucks. Whitchurch 480.

Dunn, Jorn Husert, O.B.E., T.D., B.Sc., M.D,,
18, South Eaton Place, S.W.1.

Du Vivigr, AnTHONY W. P, M.B., BS., MR.CS,
LR.CP, MR.CP.,
S, Roupell Street, London, S.E.1. 928 5288.

EastON, A. LEONARD, M.D., F.R.CS,, FR.COG,,
78, Harley Street, WIN 1AE. 580 4321.
And 612, Gilbert House, Barbican, E.C.2. 638 0781.

Easwar, M. D, M.B,, B.S,, ‘
25, Kenilworth Gardens, Shooters Hill, SE18 3JB.
01-856 4600.

Epwarps, Harorp C, C.B.E., M.S., FR.CS,,
Kings College Hospital, Denmark Hill, S.E.S.

ELtoN, ARNOLD, M.S., FR.C.S.,
101, Harley Street, W.1.
And 70, Clarewood Court, Crawford St., W.1. Pad. 4747.

EMERSON, ALFRED MICHAEL, B.Sc., M.B.B.S., M.R.C.S,,
L.R.CP.,
9, Coleman Fields, Islington, N1 7AG.
And Whittington Hospital, N.19.
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ErcorLaNI, MARGARET GILcHRIST, M.B., Ch.B., J.P.,
Broad Oaks, High Road, Chigwell Essex. 500 2810.

ETHERIDGE, JouN, M.R.C.S., LR.C.P.,
73, Fitzjohn’s Avenue, N'W.3. Hampstead 7312.
And 14, Frognal Way, N.W.3.

Evans, Frankis TiLNEY, M.B., B.S., F.R.C.S,, 3, St. James’
Close, Crooked Lane, Birdham, Nr. Chichester, Sussex.
Birdham 714.

Evans, E. STanNLEY, C.B.E,, F.R.C.S,,
Alton Park, Alton, Hants.

Evans, I. Lynn, M.B,, BS,, FR.CS,,
Lister House, 11/12, Wimpole Street, W1 7AB.

FAIRWEATHER, PROFESSOR DENYS Vivian Ivor, M.D.,
F.R.C.O.G., UCH Opbstetric Hospital, Huntley Street,
W.C.1. 387 9300. And Research Laboratories, 88/96,
Chinies Mews, W.C.1.

FAWCETT, JAMES WILLIAM, M.D,, FR.C.P.,
High House, Wigley Bush L.ane, South Weald, Brent-
wood, Essex. Brentwood 224222.

FErRrRIMAN, DaviD GEeorGe, DM. (Oxon.), F.R.CP.
(London), North Middlesex Hospital, London, N.18.
And 4, Grove Terrace, Highgate Road, N.-W.5.

FinprLay, Davip WHITE, B.Sc., M.B., B.S., DR.C.O.G.,
MR.C.G.P., 28, Cunningham Hill Road, St. Albans,
Herts. 56 55011, 56 58464.

FINER, JosepH, M.R.CS,, L.R.C.P.,
63, Manor Road, Chigwell, Essex. Hainault 3304.

FrLoop, CHARLES MaAckINTOSH, M.D.. B.S., FR.C.OG.,
60, Wimpole Street, W.1. 01-935 5655. And 7, Coppice
Drive, Roehampton, S.W.15. 01-788 9027.

Fox, Epwarp Danier, M.B,, BS,, M.R.C.G.P,,
40, Harley Street, WIN 1AB. 01-486 2000.
And 4, Granville Road, Redbridge, Essex. 01-554 1371.

Fox, J. AbriaN, M.B,, BS., FR.CS,,
48, Wimpole Street, W.1.
And 44, Little Common, Stanmore, Middx., HA7 3BZ.
01-954 6733.

FrANKEL, ErIC, M.D.(Lond.), F.R.C.P.,
20, Hermon Hill, Wanstead, E.11. 01-989 5482.
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FrankrLanDp, A. W., MA.,, DM.,, The Wright-Fleming
Institute, St. Mary’s Hospital, Paddington, W.2.
And 33, Arterberry Road, Wimbledon, S.W.20.

FrankLIn, R., FR.CS,,
148, Harley Street, W.1.

FReeDMAN, Louls, M.B,, Ch.B.,
47, Eyre Court, Finchley Road, N.-W.8. Primrose 7011.
And Flat D21, Devonshire Place, W.1. 01-935 7665.

Freeman, Lioner, LR.CS.,, LR.CP., LRF.P., LRFS.,
23, Oakshot Avenue, Highgate, N.6. Fitzroy 0166.

FRrRIEDMAN, PROFESSOR IMRIcH, D.Sc., M.D., F.C.Path.,
D.C.P., Institute of Laryngology and Otology, Gray’s
Inn Road, W.C.1.

And 11, Hathaway Close, Stanmore, Middlesex,
HA7 3NR.

FULLER, ALAN PEARCE, F.R.C.S., D.L.O., 73, Harley Street,
W.1. Welbeck 9823.
And 40, Nassau Road, S.W.12. Riverside 8844.

Fyre, ALEXANDER EwiINg, M.B., B.S., M\R.C.0.G,,
2, Harley Street, W.1. Langham 2641.
And 14, The Plantation, Morden Road, S.E.5. Lee
Green 8347.

GanNcz, EUuGeNE, M.D., M.R.CS.P.,
93, Tile Kiln Lane, Bexley, Kent. Dartford 4550
292 5735.

GARDNER, Eric Kay, M.B., FR.CS., FF.AR.CS,, DA.,
17, Church Crescent, Finchley, N.3. Finchley 2928.

GARrROD, OLIVER, M.B.E., M.D., FR.CP. (§., MC., C,
VP, 0.),
31, Weymouth Street, W.1. Lan. 2195,
And The Long House, 37, Kings Road, Barnet, Herts.
Barnet 5474.

GIBBERD, FREDERICK BriaNn, M.B., B.Chir., M.A,,
MR.CP., 7a, Alleyn Park, West Dulwich, S.E.21l.
670 2197.

GiBBS, JoHN REYNELL, M.B., Ch.B., FR.CS. (Edin.),
Stone Cross House, Wadhurst, Sussex. Wadhurst 2991.

GiLcHrisT, EpiTH, M.B., BS., FFA.,
95, Hillway, Highgate, N.6. Fitzroy 2606.
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1968

1968

1965

1950

1968

#1920

1972

1969

1971

1971

LIST OF FELLOWS

GiLL, WALLACE JouN, M.D,, F.R.C.S. (Edin.),
170, Clarence Gate Gardens, N.W.1. Padd. 4659.

GNESSEN, SIDNEY, M.R.C.S., L.R.C.P.,, D.L.O,,
27, Osidge Lane, Southgate, N.14.

GoucH-Taomas, HucH, M.A., M.B., B.Ch., D.P.H,
D.R.C.O.G., 5, Springfield Road, N.W.8. 01-624 4294.
And Directorate of Social Services, Royal Hill, Green-
wich, S.E.10. 01-858 3210.

GRACEY, LIoNEL, M.B., M.Chir., FR.C.S.,

150, Harley Street, W.1. 935 4984.

GRraAY, CHARLES HERBERT, F.R.C.S.,

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

GREEN, ANTHONY, M.B., F.R.CS., F.FR.,
Stoberry Lodge, Hadley Green, Herts.

GREEN, RoGer LEeonNarD, M.B., Ch.B., A.C.S. Medical
Service, Speed Bird House, London Airport, Hounslow,
Middx.

45, Belgrave Manor, Brooklyn Road, Woking, Surrey.

GREENFIELD, Louis, M.B., B.S., M.R.C.P., 24, Beech
Drive, N.2. Tudor 1052.

GReNVILLE, Harry, M.R.CS., LR.CP.,, FFAR.CS,,
D.A., 12, Weymouth Court, Weymouth Street, W.1,
Langham 1536.

HaLr, MicHAeL HeNrY, B.M., B.Ch., FR.C.S,,
43, The Uplands, Loughton, Essex.

HamBLEN-THOMAS, CHARLES, M.B., B.S., FR.CS. (Eng. &
Edin.), 41, Abbey Meade, Romsey, Hants. Romsey
513425.

HamBLEY, AUDREY BENITA, M.R.C.S.(Eng.), L.R.C.P.
(Lond.), M.B,, B.S.(Lond.), 105, Chertsey Road, Addle-
stone, Weybridge, Surrey. Weybridge 43791.

HaMiLTON, MARGARET, M.B., Ch.B., F.F.A,,
23. Thornton Way, N.W.11. 01-455 8601.

HamirLToN-FAIRLEY, PROF. GOrRDON, M.A.,, DM,, FR.CP.,
53, Campden Hill Square, London, W.8. 01-727 8189.
and 01-606 7777 Ext. 59—Barts.

HanuaMm, JaiIN WirpLiam Fercuson, M.B., M.R.CP.,
D.M.R.T., F.F.R. (01-828 9811), Westminster Hospital,
S.W.1.

And 12, St. Mary Abbot’s Terrace, Kensington, W14 8NX.
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1969

1957

1963

1955

1968

1963

1955

1969

1971

1960

1965

1951

1959

1973

LIST OF FELLOWS

HanpLEY, R. S., O.B.E., FR.CS,,
107, Harley Street, W.1. 01-486 1033.

HANLEY, HowarD G., M.D., FR.CS. (5., VP.),
147, Harley Street, W.1. Welbeck 4444,

HarDMAN, JuriaN Leoporb, M.B., B.Ch., B.A.O.,
13, Brancepeth Gardens, Whitehall Lane, Buckhurst Hill,
Essex.

HArPER, JouN KENNEDY, B.A., M.B., B.Ch., D.A.,
65, Gordon Avenue, Stanmore, Middx. 954 2620.

HaRrris, Derrick FREDERICK, B.Sc., M.B., B.Ch., M.R.C.P.,
Blossoms Inn, 23, St. Lawrence Lane, EC2V 8DA.
And 5, Bray House, Duke of York Street, S.W.1.
01-9301 1422.

HARRISON, PROF. DoNALD FREDERICK NORRIS, M.D., M.S.,
FR.CS., Institute of Laryngology & Otology, 330,
Gray’s Inn Road, W.C.1. Terminus 8855.

Hart, F. DupLey, M.D., F.R.C.P., Flat 24 (4th Floor),
Harmont House, 20, Harley Street, WIN 1AH.
And 19, Ranulf Road, Hampstead, N.W.2. (C.). Swiss
Cottage 2525.

Harvey-SamueL, E. R. D.,, M.B., B.Ch., MRCP.,
D.M.R.D., 46, Priests Lane, Brentwood, Essex.

Havarp, CyriL. WiLLiam HoLMEs, M.A., DM, F.R.CP.,
121 Harley Street, W.1. 935 6297.
And 25, Compton Terrace, N.1. 359 1777.

Hay, MARGARET ANN, M.B., B.Chir. (Aberd.), D.Obst.,
R.C.0.G., D.CH, 89, Hurlingham Court, Ranelagh
Gardens, London, S.W.6.

HEeADLEY, PHILIP RusseLL, M.A., M.B., B.Ch., 42, West-
erham Road, Bessels Green, Sevenoaks, Kent. Seven-
oaks 54640.

HeaLy, P. M., M.B,, B.S,, D.Obst,, R.C.0.G,,
Yew Tree House, Southam, Leamington Spa, Warwick-
shire. Southam 311.

HEeaTHFIELD, KENNETH, W. G., M.D., F.R.C.P. (C.S.),
7, Parklands Close, Chigwell, Essex. Hainault 2659.
And 138 Harley Street, W.1. Welbeck 7395.

HEeraL, Basi., M.Ch., FR.C.S.,
Broomer Cottage, Churchgate, Cheshunt, Herts.
97-27000.
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1972

1945

1973

1967

1953
1970
1955

1964

1954

1948

1965

1947
1971

1956

1957

1972

LIST OF FELLOWS

Herres, E. P. W.,, M.D., M.R.C.P,,
Porch House, Coles Hill, Amersham, Bucks.

HEenry, LAURENCE Samukir, M.B., B.S., FR.C.S. (Edin.),
Fountain House, Victoria Road, Trowbridge, Wilts.
Trowbridge 2752.

HErBerT, F. J.,, M.D., FR.CP,,
488, High Road, Woodford Green, Essex. 01-504 7725.

Hoiranp, E. KenNEDY, B.A., M.B., B.Ch.,, M.C.G.P,,
200, Herman Hill, South Woodford, E.18. Wanstead
6287.

HoLMEs, S. WiLLsoN, F.R.C.S.,
79, Wood Vale, N.10. Tudor 2931.

Hoprkins, CAROLE, M.B., B.S.,
52a, Ainger Road, N.W.3. 01-722 1874.

Horpkins, PaiLip, M.R.CS., LR.CP., FR.C.G.P. (M.),
249, Haverstock Hill, Hampstead, N.W.3. 01-794 3759.

Horowirz, Eric M., LR.CP., LR.CS,, LRF.P. & S.,
M.D.(Vienna) (C.),
42, Great Cumberland Place, WI1A 7DT. 262 2533.

HoweLL, Roperick GWYNNE, B.M., B.Ch.(Oxon.),
M.R.CS., M\R.CP.(Lond.),
Swansea Hospital, Swansea, South Wales.
And 7, Uplands Crescent, Swansea, Glam., SA2 OPA.

Hubson, Eric HAMILTON, M.D., F.R.C.P.,
135, Harley Street, W.1. Welbeck 4343. (C.)

HucHES, Davip TREHARNE DiLLoN, M.A., B.Sc., M.B.,
B.Ch., F.R.C.P., 94, Overbury Avenue, Beckenham,
Kent. Beckenham 3983. (C., E.)

Hunt, JouN Henperson, FR.CP,, FR.CS. P.V., P., C.),
82, Sloane Street, London, S.W.1. 01-245 9333,

HunTt, MARGARET OLWEN, MLR.C.S., L.R.C.P., DA,
Flat 2, 20, Shepherd’s Hill, London, N6 5AH.

JacksoNn, CHARLES ANTHONY, M.B.E., M.B., B.S., F.R.CS.,,
Bendrose Grange, White Lion Road, Little Chalfont,
Bucks. Little Chalfont 2571.

Jackson, Ian, MIR.CS., LR.C.P, DA, FFAR.CS.,,
Highfield, Theobald Street, Radlett, Herts. Radlett 6461.

JacoBsSON, BERNARD MAURICE, M.B., Ch.B.,, MR.CPE,
D.M.R., Harrowood, 22, Westfield Road, Beaconsfield,
Bucks. Beaconsfield 3489-—Amersham 4411.
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1963

1969

1965

1972

1928

1962

1973

*1946

1962

1955

1957

1971

1945

1964

1969

1951

LIST OF FELLOWS

JaMEs, Davib GEeraiNT, M.A., M.D., M.R.CP.,
41, York Terrace East, Regents Park, N.W.1.
And 149, Harley Street, W.1. Welbeck 4444,

JANTET, GEORGES, M.B,, B.S., FR.C.S.,
82, Harley Street, W.1.

JENKINS, GRAHAM WATCYN, M.B., B.S., M\R.CS.,LR.CP.,
22, Green Close, Chelmsford, Essex.

JoBsoN, Davip Hunter, M.B., B.S., M.R.CS., LR.CP.,
Rustlings, Grayshott, Hindhead, Surrey. Hindhead 5700.

(A descendant of John Hunter)

JoBsoN, Patrick HunTER, M.B., B.S., F.R.CS., D.L.O.

(Hon. Fellow), 2, West Road, Guildford, Surrey.
(A4 descendant of John Hunter)

JouNsTONE, MARTIN, M.B,, B.S.(I.ond.), D.R.C.0.G,,
Flat 4, 70, Holland Park Avenue, W.11. Park 7711.
And 9, Sutherland House, Marloes Road, W.8.
Western 1755.

Jorrg, IvaN, L.R.C.P., LR.CS.(Ed), L.R.F.P.S.(Glas.),
St. Nicholas Hospital, Plumstead.

JoNEs, ARTHUR NormaN, M.B.,, ChB., FR.CS.,
D.Obst.R.C.0.G.,

74, Cliffords Inn, London, EC4A 1BX.

JopLiNG, WiLLIAM HeEnry, M\R.C.S., LR.C.P.,, FR.CP,,
(Ed), D.T.M. & H., Hospital for Tropical Diseases, 4, St.
Pancras Way, N.W.1.

KaranI, SoLi Barior, M.B., B.S.,, FR.CP.,, D.PH,,
273, Upton Road, Bexley, Kent. Crayford 24576.

And 128, Harley Street, W.1. Wel. 3868.

KaTariA, MouaN S.,, MR.CS., LR.CP., DPH., D.IH,

25, Cromwell Road, Beckenham, Kent. 01-650 2964.

KEeet, J.P., M.R.C.P., c/o The Royal Society of Medicine,b
1, Wimpole Street, W.1.

KEenNNEDY, AGNES O’DwYER, B.A., FF.AR.CS, D.A,,
92, Wades Hill, Winchmore Hill, N.21. Lab. 6866.

KENNEDY, CHARLES OLIVER, B.Sc., M.B., Ch.B., 15, Twy-
ford Avenue, N.2. Tudor 4503.
And 202, Tufnell Park Road, N.7. Archway 3401.

Kenyon, J. R, FR.C.S,,
122, Harley Street, W.1.

KENYON, W. IsLAy, M.B., Ch.B.,, M.R.CP,,
General Hospital, Ashton-under-Lyne, Lancs.
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1946

1938

1973

1937

*1931

1958

1971

1957

1950

1965

1948

1966

1957

LIST OF FELLOWS

KEessoN, CyriL WyLLig, M.D,, F.R.CP. (C, S, V.P, E.,
P.), Consulting Suite, St. George’s Hospital, Knights-
Bridge, S.W.1. Belgravia 8157.

And Tudor Croft, Farm Lane, Headley, Epsom, Surrey.
Ashtead 3562.

Kipp, HEnry ANDREW, F.R.C.S.(Edin.), M.R.C.0.G.,
St. Helier Hospital, Carshalton, Surrey. Fairlands 6622.

KiLGoyng, A. G.,, M.B,, B.Ch,, F.R.CS,, DL.O,
April Dene, Hervines Road, Amersham, Bucks. Amer-
sham 5951.

KING, REGINALD A., O.B.E., F.R.C.S. (C),
Greenways, Hawksdown, Walmer, Kent.
Deal (030-45) 2265.

KiNG-BROWN, WM. WaLrLacg, M.B., B.S., M.R.CS.,
L.R.C.P,, Copper Beeches, 7, Nutley Drive, Goring-by-
Sea, Sussex.

KINGSLEY BROWN, ALASTAIR, M.B.E. (Mil.), M.B., Ch.B.,
F.R.CS. (Edin.), FRFPS. (Glas.), (C., S.),
138, Harley Street, WIN 1AH. 01-935 0554,
And 52, Kings End, Ruislip, Middlesex, HA4 7DA.
71 33560.

KippPING, RUPERT A., M.A., M.B,, B.Ch.,, FR.CS,,
33, Arton Wilson House, 85, Roechampton Lane, Roe-
hampton, London, S.W.15.

Ki1pPING, RUPERT HARRY, M.B., B.Ch.,
Broom Cottage, 45, Ledborough Lane, Beaconsfield,
Bucks. Beaconsfield 4221.

KLEISSNER, MANERED, M.D. (Frankfurt).
40, Devonshire Place, W.1. Welbeck 2797.

Kustow, BErRNARD, M.B., B.S., 55, Brondesbury Park,
N.W.6. Willesden 1359 and 5377.
And Lister House, 11/12, Wimpole Street, W.1.

1.AkHANI NANDLAL DosaBHAL, M.B., B.S.,
95, Redriff Estate, Elgar Street, Redriff Road, S.E.16.
Bermondsey 2315.

Lanpau, MaxweLL, M.R.C.S,,
White Lodge, Nash Street, Nr. Gravesend, Kent.
Meopham 3380.

LANDER, F. P. LEE, O.B.E., M.D., FR.CP.,
Lister House, 11-12, Wimpole Street, W.1. Lan. 2955.
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1971

1956

1962
1949
1972
1950
1963
1963
1972

1954

1956
1950
1962
1951
1956

1927

1956

LIST OF FELLOWS

LEVANTINE, ASHLEY VINCENT, M.R.C.P., M.R.C.S., M.B.,
B.S., Flat 8, 16, Chingford Avenue, E.4. 524 2475.

LEvy, SAMUEL, B.A., M.B,, B.Ch,,
“Dilkes,” Aveley Road, South Ockenden, Romford,
Essex. Tilbury 2122. And BM/DCNC, London,
WC1 6XX.

LEewis, Mary IsoBeL, M.B,, B.Sc., DM.R.O,,
42, Fursecroft, George Street, W.1.

LiEBER, JACK, M.R.C.S.,, L R.CP. (M.),
31, Weymouth Street, W.1. Langham 4584.

Lim, Frep. KENG S1M, M.B., B.S.(Lond.),
Linwood, 38, Albion Hill, Loughton, Essex. 01-508 0737.

LiNacrg, JonN, M.Sc., M.B,, Ch.B., F.F.AR.CS, DA,
Frontenac, King’s Drive, Eastbourne, Sussex.

Ling, Y. B.,, MR.CS., LR.CP, DR.COG., DA,
17, Lyonsdown Avenue, New Barnet, Herts.

LINNETT, MICHAEL, JOSEPH, M.B., B.S.,
54, Sloane Street, SSW.1. Sloane 1811 and Flaxman 7822.

LISTER, JEANNE CAROLINE, M.B., B.S., M.S.R.,
Stone Cross House, Wadhurst, Sussex. Wadhurst 2991,

Li1pPsEY, JacoB, M.B., Ch.B., F.R.F.P.S.(M.),
Hollycroft Lodge, 12, Hollycroft Avenue, N.W.3.
01-435 3081.

LiTTLE, GERALD WILLIAM EsMoONDE, M.B., B.Ch., B.A.O.,
19, Chester Road, Chigwell, Essex. 500 2818.

Lioyp Hart, V. E,, FR.CP,,
Manor Farm, Soulbury, Nr. Leighton Buzzard, Beds.

Lioyp-Jones, Rees, M.B.,, B.S., F.R.CS, M.R.COG,.,.
55, Harley Street, W.1. Langham 3325.

LoreNzeN, ALBERT, M.R.CS., LR.CP., DP.H,,
60, Balmoral Road, Kingsdown, Deal, Kent.

Lucas, FREpA MIr1AM LEVY, M.B., Ch.B.,
267, Wick Road, E.9. Amh. 3536.

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

McCarTHY, JoHN W., M.B., B.Ch.,
164, Station Road, Hendon, N\W.4. Hen. 1406.
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1961

1973

1972

1956

1973
1971
1950

1972

1957

1963
1971
1949
*1947
1969

1963

LIST OF FELLOWS

MacDonNaLD, IaN DougLas, M.D.,
Blossoms Inn, 23, St. Lawrence Lane, EC2V 8DA.
606 6150 and 606 6159.

McGraTH, JaMES, F.R.C.S., M.R.C.O.G.,
40, Harley Street, W.1.
And 200, Broom Road, Teddington, TW11 9PQ, Middx.
977 7885.

MacGiBBoN, THOMAS ALFRED, M.D., F.R.C.P.(E.),
The Paddock, Thetford, Norfolk. Thetford 2285.

MacintosH, 1aN, M.B,, Ch.B.,
31, Queen Anne Street, W.1. Langham 1059.
And 112, Old Brompton Road, SW.7. Ken. 9033.
MacNAIR, ALEXANDER, L.M.B., Ch.B,,
24, Wimpole Street, London, WIM 7AD.

MACPHERSON, ROBERT, M.B., M.R.C.P., 43, Royal Avenue,
S.W.3. 01-730 4190.

MaHoN, W. E., M.R.CP.,
Atwood Place, Ash, Nr. Wrotham, Kent.

MANEKSHA, SOHRAB, B.Sc.(Hons.), M.B., B.S.,
76, Southway, Totteridge, London, N20 8DB. 446 0119.
And 128, Harley Street, W.1. 935 3868.

MANSFIELD, CHARLES LeoNarRD, M.R.CS,, L.R.CP,,
91, Valleyfield Road, Streatham, S.W.16.
Streatham 8288.

And 1, Cooper House, Knights Hill, S.E.27.
Gipsy Hill 2414.

MARRE, IvaN RayLE, M.R.C.S.,LR.CP.,

11/12, Wimpole Street, W.1. Langham 2121.

MARRIN, CHARLES AINSWORTH STAVELEY, M.B.B.S.(Lond.),
Istand House, Chiswick Mall, London, W 4.

MasoN, RicHARD MicHAEL, M.A.,, DM., F.R.CP.,
44, Harley House, Regent’s Park, NW.1. Wel. 5639.

MATHESON, 1AIN WILLIAM, F.R.C.S.,
MATHESON, MAL-GEN. JoBN, O.B.E., T.D., QH.S.,, M.B.,

Ch.B., M.D, M.R.C.P, FR.CS.(E), FR.CS. (Eng.),
2, Orchard Brae, Edinburgh, EH4 INY.

Mayer, HELeN, M.R.CS.,, LR.CP, F.R.C.O.G,
B.Ch., FR.CS. (Eng.), FR.CSI,
18, Upper Wimpole Street, W.1. Welbeck 8851.
And 33, St. Mary’s Grove, Canonbury, N.1. Canon-
bury 0807.
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1954

1950

1971

1973

1946

1967

*1950

1964

1958

1967

1965

1947

1970

1959

1959

1959

LIST OF FELLOWS

MEeanock, RoNALD IaN, M.D., M.R.CP.,
Royal Berkshire Hospital, Reading, Berks.

MEARES, D. E., M.B,, B.Ch.,
8a, Rutland Gate, S.W.7.

MELROSE, PROF. DENIS GRAHAM, MLA., B.A., B.Ch.(Oxon.),
MR.CP, FR.CS,
1, Lower Common South, Putney, London, SW15 1BP.
788 0661.

MENON, LEELA, M.B., B.S., M.R.C.S.,
24, Latymer Road, Edmonton, N.9. 01-807 5363.

MicHAEL, JANET DOROTHEA ERNESTINE, M.D., M.R.C.P.,
98, Park Lane, Croydon, Surrey. Croydon 6477.

Mirs, NormaN L., M A, MR.CS,,
Glenthorne, 5, Glen Close, Kingswood, Surrey.
01-604 3450.

MitcHELL-HEGGS, GORDON BARRETT, O.B.E., T.D., M.D,,
FR.CP,
88, Harley Street, W.1. Langham 2596. (C., P.)

MoGG, RICHARD ARTHUR, B.Sc., M.Ch., F.R.CS., V.R.D,
215 Newport Road, Cardiff. Cardiff 24638.

MoNKMAN, S., M\R.CS.,,LR.CP.,
48, Station Road, New Barnet, Herts. Barnet 1462.

Mooby, JAMES A., O.B.E., M.B., B.Ch., BA.O.,
The Old Cottage, Rolls Park, Chigwell, Essex.

Moor, STEPHEN, M.D., M.B., Ch.B., FF.R.,, DM.R.D,
127, Grafton Road, Auckland, New Zealand.

MOORE, MARGARET MINA, B.Sc., M.R.CS., LR.CP,
Farnham House, Broadway, Worcestershire.
Broadway 3212.

MoorsoM, Davib MAURICE, M.B,, B.S.,
16, Birkbeck Road, Wimbledon, S.W.19.

Morris, Davip, F.R.CP. (Lond.), MR.CS., D.CH,,
24, Wimpole Street, WIM 7AD. 01-636 2266.

Morris, JupaH LeoN, M.B., Ch.B., F.F.R.,, DMR.D,
75, Harley Street, W.1. Wel. 1746.
And 75, Manor Way, Blackheath, S.E.3.

MovynNiHAN, NoeL, HEnry, M.A. (Camb.), M.B., B.Chir.,
25, Sloane Court, Chelsea, S.W.3. Sloane 1828.
And 14, Wetherby Place, S.W.7. Fremantle 7676.
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1952

1948

1973

1949

1950

1959

1957

1972

1951

1971

1964

1951

1969

LIST OF FELLOWS

Murvany, Desmonp K., M.S. (Lond.), M.B.,, B.S.
F.R.CS., 112, Harley Street, W.1. Lan. 3230.

MurLEY, REGINALD SYDNEY, M.S., F.R.C.S. (P.),
95, Harley Street, W.1. 01-935 5950. (C., S., VP, E.)
And Cobden Hill House, Radlett, Herts. Radlett 6532.

MUuRrRrAY, JoHN, MA., M.D.,
Lantern Lodge, Village Road, Denham, Bucks. Denham
2692.

MusGrovE, J. B. H., M.S., M.B.,
34, Wimpole Street, W.1. Welbeck 3593.

NasH, D. F. ELLison, F.R.C.S,,
95, Harley Street, W.1. Welbeck 0588.
And 10, Kingswood Drive, S.E.19.

NewcoMmB, PauL R., M.D., M.R.CP.,
Monkwood, Hornbeam Lane, E.4. Silverthorne 4722.

NewmaN, PHiLip Harker, D.S.O0., M.C., FR.CS,
Hilltop, Watford Road, Radlett, Herts. Radlett 6656.
And 107, Harley Street, W.1. Wel. 2776.

NiIVEN, ROBERT BarriE, M.A., BM.,, B.Ch. (Oxon.), M.A.
(Cape Town), F.R.C.P. (Lond.),
Sergison Cottage, Goffers Road, SE3 OUA.
And 5, Cavendish Road, Sutton, Surrey.
852 7911 and 642 4242,

NuTT, A. BosweLL, M.B., Ch.B., FR.CS,,
344, Glossop Road, Sheffield, 10, Yorks.

O’MaHONY, P. N., M.B,, B.Ch,, B A.O.,
134, Earlham Grove, London, E.7. 01-534 1933.

O’MaLLEY, Eric Ebmunp, M.Ch,, F.R.C.S,,
28, Weymouth Street, W.1. Langham 6789.
And 5, Bedford Road, South Woodford, E.18. Wanstead
9368.

ORBAN, ProOFESSOR F., O.B.E., Professor of Surgery, Liége
University, 48, Boulevard Piercot, Liége, Belgium. (Hon.
Fellow.)

ORGANE, PROFEssOrR Sik GEeorrrey, M.D., F.R.CS,
F.F.AR.CS,
Dept. of Anaesthetics, Westminster Hospital, S.W.1.
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1951

1960

1935

1949

1948

1967

1954

1964

1957

1971

1965

1949

1971

1970

LIST OF FELLOWS

OsmoND-CLARKE, SIR Henry, K.C.V.0., C.B.E., M.B.,
B.Ch., FR.CS. (Eng.), FR.CS.L (0.,
Arun Brook, Coombe Lane, Wormley, Nr. Godalming,
Surrey.

OweN, KENNETH, M.S. (Lond.), F.R.CS. (C., S.),
31, Weymouth Street, W.1. Lan. 2476.
And 64, Bancroft Avenue, N.2. Mou. 5451.

OxLEY, PHILIP M., M.R.CS,, LR.CP,,
The Glade, Robin Post Lane, Hailsham, Sussex. (Hon.
Fellow.)

Pacg, E. D.,, M.B,, B.S. (C.),
88, Harley Street, W.1. 01-580 3478.
And 14, Devonshire Street, W.1. 01-580 0655.

PALMER, CHARLES RupPerT, M.R.C.S., L.R.CP.,
The Old Manse, Turners Hill, Sussex. Copthorne 201.

PARKER, RoGER, M.B,, B.S., FR.C.S.,
The Old Cottage, Mill Street, Redhill, Surrey. Redhill
61221.

ParkiNsoN, RoOBERT Penrosg, L.M.S.S.A. (Lond.),
41, Sun Street, Waltham Abbey, Essex.
Waltham Cross 2555.

ParkinsoN, Roy, F.R.C.S., Queen Mary’s Hospital (for
the East End), Stratford, E.15.

Parry, J. H,,
Venn House, Ugbo Pough, Ivybridge, PL21 OPE.

PasmorEg, HENRY STEPHEN, M.B., B.S., F.R.C.G.P. (C.),
21, Edwardes Square, W.8. Wes. 2600.

PATEL, HARISHCHANDRA SoMaBHAI, M.B., Ch.B. (Birm.),
M.R.CS. (Eng.), LR.C.P,,
Silverdale, Vale of Health, Hampstead Heath, N.W.3.

PatoN-PaILIP, PHILIP, M.A., M.Chir., FR.C.S., V.R.D.
().

PearcE, GERALD HuxuaMm, M.B., B.S., F.R.C.S,,
81, Harley Street, W.1. Welbeck 1207.
And Longbourne, Forty Hill, Enfield, Middlesex.

PEeARsON, JoHN Brian, M.B., Ch.B., D.(Obst.) R.C.O0.G.,
F.R.CS., 53, Theydon Grove, Epping. (4426)

PEATFIELD, GEORGE RONALD CrOMPTON, M.Chir., F.R.C.S.,
47, De Parys Avenue, Bedford, Beds. 0234 53377.
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LIST OF FELLOWS

Perr, S1r Joun, K.C.V.0.,FR.CS., F.R.COG,
Warren Court Farm, West Tytherley, nr. Salisbury,
Wilts.

PeGuM, JosepH S., M.A,, M.D., F.R.CP.,
7, Albion Park, Loughton, Essex. Loughton 2597.

PENMAN, GERARD G., M.D., FR.CS.,
Silversmiths, 65, Newland, Sherborne, Dorset.

PeNNY, RicHarD W., M.B,, B.S., MR.C.G.P., MR.CP.,
42, Downsview Road, S.E.19.

PERCHARD, STANLEY DRELAUD, M.D., M.R.C.0.G.,
17, Beaumont Street, WIN 1FF. 01-935 4913,

PeTTY, L. C., B.Sc.,, M.B., B.S., M.P.F.,
21, Vanbrugh Fields, Blackheath, S.E.3.

PHiLLIPS, ALEXANDER, M.R.C.S. (Eng.), L.R.C.P. (Lond.),
(C., M.C.), 41, High Point, Highgate, N.6.
Mou. 1133.

PuiLLipps, FREDERICK ALFRED, M.B.E., M.A., M.D,
B.Ch. (Cantab.), M.R.C.S., L. R.CP.,
Blanche Pierre, Bel Royal, Jersey, Channel Isles.

Praut, G.S., M.A.,FR.CS,, T.D,
57, Upper Tooting Park, London, SW17 7SU.

PorLLak, Hanus, M.D. (Prague),
132, Harley Street, W.1. Wel. 2296.
And 15, Huntingdon Street, N.1. North 1193.

PooLEY, JoaN M., M.B., B.S., D.C.H.,
47, Alderton Hill, Loughton, Essex. 01-508 1266.
And 17/23, Clements Road, Ilford, Essex. 478 3020.

Porritr, RT. HON. LORD, G.C.M.G., G.C.V.0O., C.B.E.,
M.A., LL.D, M.Ch., FR.CS. P, C., S., VP., O.,, TR)),
(Hon. Fellow).

57, Hamilton Terrace, N.W.8.

PorTMANN, PROF. AG. M., University Clinic of Otolaryngo-
logy, 86, Cours D’Albret, 33 Bordeaux, France.

PrEISKEL, DAvID, M.D. (Lond.), M.R.C.P. (Lond.),
138, Harley Street, W.1. Wel. 2378.
And 6, Brondesbury Park, N-W.6. Wil. 7070.

PucH, Davib LEoNARD, M.R.C.S., L. R.C.P.,
2, Minor Canon Row, The Precinct, Rochester, Kent.
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1923
1950
1958

1948

LIST OF FELLOWS

Punt, NormaN ArTHUR, F.R.CS. (Edin.), M.R.CS.,
LR.CP, DL.O, 57, Egerton Crescent, Kensington,
S.W.3. Kensington 5665.

PyraH, ProFESSOR L. N., C.B.E., F.R.C.S.,
27, Clarendon Road, Leeds, L.S2 INZ. Leeds 23144
and 52777.

QuanTtock, Pror. D. C,, M.D., Ph.D.(Lond.),
162, Regent Street, W.1.
And 25, Lewes Road, Haywards Heath, Sussex.
01-734 9061.

Qvisrt, Giorgg, FR.CS. (P.,C., VP, S),
72, Harley Street, London, W.1. Langham 5265.
Fitzroy Lodge, Fitzroy Park, N.6. Mou. 5873.

RADCLIFFE, ANTHONY, M.B., F.R.CS,,
135, Harley Street, W.1. Welbeck 8827 and 8793.
RADCLIFFE, GrRANT J., M.B., B.S.,, M.R.CS,, LR.CP,,
135, Harley Street, W.1. 01-935 8827.

Ramsay, Raymonn, M.B.E.,, F.R.C.S., Elton House,
Warneford, Stoke Park, Stoke Poges, Bucks.

RANGER, DouGLAs, M.B., BS., F.R.C.S,,
44, Wimpole Street, WIM 7DG. 935 3332,
And 40, Gordon Avenue, Stanmore, Middlesex,
HA7 3QH. 954 2121.

RAVEN, RoNALD WiLLiaM, O.B.E., T.D., FR.CS.,
29, Harley Street, W.1. Langham 3765.

Ray, W. T. DeEnsHam, M.R.CS., LR.CP., D.P.H,,
78, Bickenhall Mansions, London, W.1.

REckrITT, CHARLES REGINALD, M.C., M\R.CS.,, L.R.CP.,
46, Mays Hill Road, Shortlands, Kent.
Ravensbourne 5712,

REES, E. RoBERT, M.D., F.R.C.0.G. (C.),
18, Harley House, Regent’s Park, N.W.1. Welbeck 5264.
And 5, Sunnydene Lodge, Bridgwater Road, Wembley,
HAD 1AT.

REIDY, JosepH Patrick, M.A., M.D., B.Ch. (Cantab.),
F.R.C.S. (Eng.), (Hon. Fellow), Bella Vista, Kilcoolishal,
Glanmire, Cork. Tel. 021-821349.

RicHArRDS, HuGH, M.B., B.S,,
4, Mitre Court Chambers, 4, Old Mitre Court, E.C.4.
Fleet Street 4151.
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LIST OF FELLOWS

RicHES, ANNE RoseEmarY, M.B., B.S. (C.),
22b, Murray Road, Wimbledon Common, S.W.19.
01-947 3209.

RicHES, SR Eric, M.C.,, M.B,, M.S,, F.R.CS. (O., P., VP.),
(Hon. Fellow), 22, Weymouth Street, W.1. Lan. 4800.

RisuworTH, HENRY RicHarD, C.B.E.., V.D., FR.CS.,
D.P.H., 7, Brett House, Putney Heath Lane, S.W.15.
01-789 3523. )

RrvLIN, STANLEY, M.R.C.S., LR.C.P. (M.),
99, Harley House, N\W.1. Welbeck 5843/0021.

RoBIN, IaN, F.R.CS. (C),
86, Harley Street, W.1. Langham 3625.

ROBINSON, JAMES OswALD, M.A., M.D., M.Chir., F.R.CS.,
149, Harley Street, W.1. Wel. 4444,

RoBsoN, SiR KennetH, C.B.E., M.A.,, M.D., FR.CP.,
(C., S.), 34, Sydney Street, Chelsea, S.W.3. Flaxman 3852.

RoDGERS, ROBERT EwiNg, M.D., FR.C.P.,
138, Harley Street, W.1. Welbeck 0554.
And 56, Wildwood Road, N.-W.11. Speedwell 2522.

RoOE, PETER WATNEY, B.A., BM,, B.Ch.,
51, Devereaux Drive, Watford, Herts.

Rocot, SoLomoN, LR.CP. & S1.,
18, Beechwood Avenue, Finchley, N.3. 01-346 2875.

RoPER, BriaN ArRNOLD, M.A.,, BM., FR.CS,,
40, Church Crescent, Finchley, N.3.

Rosk, Frank CrLirrorp, M.B., B.S. (Lond.), M.R.CP.,
D.C.H.,, 37, Portland Place, W.1.

RossDALE, GEORGE, D.M. (Oxon.), M.R.CP.,
36, Montagu Square, W.1. Paddington 4082.

RosspALE, RicHAaRD ALBERT, M.R.C.S., LM.S.S.A.,
10, Phillimore Place, W.8. Western 0712.

Rosser, EDMUND MERVYN, M.B,, B.S.,
Flat 25, Rivermill, 151 Grosvenor Road, London,
SWI1 3JN. 828 2146.
And 6, Drummond Road, S.E.16. Bermondsey 1857.

Ruporr, C. Rosert, L.D.S. (Hon. Fellow), (MC., C.U.,
0., C.), Flat 2, Mount Waltham Court, 47, Netherhall
Gardens, N'W.3. Ham, 3757.
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1946

1951

LIST OF FELLOWS

RusseLL, ANTHONY JoHN, M.R.C.0.G.,
6, Bedford Park Mansions, Chiswick, W.4. 01-994 8105.
And 148, Harley Street, W.1. 01-935 1900.

RusseLL, WiLLiaM, M.D., B.Ch., B.A.O.,
Ulster House, 80, Green Lane, Northwood, Middlesex.

Ryarr, RoBert James, M.B., B.Ch.,, M.Ch.,, F.R.CS,,
42, Clarendon Gardens, Wembley, Middx. 01-902 2019.
And Edgware General Hospital, Edgware, Middx.
01-952 2381.

SaMuELs, SoLomoN, M.R.CS., LR.C.P.,
14, Rochester Gardens, Ilford, Essex. Valentine 6063.

SANDERSON, BasiL W.,, F.R.C.O.G.,
Woodside, St. Paul’s, Wood Hill, Orpington, Kent.

Savace, Davip Epmunp, F.R.C.S., M.R.C.O.G. (C)),
129, Harley Street, W.1. 935 1737.
And The Wainhouse, 111, The Chine, N.21. 360 4010,

SAYERS, JosepH Davip, LR.CP. & LM.,,
431, New Cross Road, S.E.14. Tideway 3152.

Scott, GEORGE W., M.B,, B.S., MR.CP.,
Pantiles, Wilderness Road, Chislehurst, Kent. Imperial
5344.

Scort, SIR RoNaLp BobrLey, K.C.V.0., DM, F.R.CP.
(C.) 76, Harley House, Marylebone Road, NW1 5SHN.
And 19, Brechin Place, SSW.7. Fremantle 3866.

Scort, S. C. G, MB, BS., DCH. DR.COG.,
M.R.C.G.P., 29, Pierling Hill, Theydon Bois, Essex.
Theydon Bois 3164.

ScoTT-STEVENSON, MARGARET, D.P.H., 18, Circus Lodge,
Circus Road, St. John’s Wood, N.W.8. Cunningham
3153,

SeaL, Eric, M.R.CS., L.R.C.P., MR.C.G.P.,
170, Goswell Road, E.C.1. 253 5775.

SEARS, WILLIAM GORDON, M.D., M.R.C.P.,
Drucemoor, Weston Green Road, Thames Ditton,
Surrey. 01-398 1244. (C., E., P., VP.) (Hon. Fellow).

SeGALL, Derek Ivor, M.B., B.S., M.R.CS., LR.CP,,
“Bye the Way”, London Road, Stanmore, Middlesex.
Grimsdyke 3303.

And 40, Harley Street, W.1. Langham 1081.
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1954

LIST OF FELLOWS

SELLORS, SIR THoMAs HoLMmEes, D.M., M.Ch., PR.C.S.,
Spring Coppice Farm, Speen, Aylesbury, Bucks.
Hampden Row 379.

SEWARD, ERrIc CaANTON, M.B., M.R.C.P.,
87, Montague Mansions, Dorset Street, WIH 1LF.
935 9779.

SEwEeLL, IvorR, ALwWYNNE, Ph.D., M.B., B.S., F.R.CS,
15, St. John Street, Manchester, M3 4EA.

SHAND, WILLIAM STEWART, M.A,, M.D,, F.R.CS. (Ed),
33, Ling’s Coppice, Croxted Road, Dulwich, London,
S.E.21.

And St. Bartholomews Hospital, E.C.1. 01-606 7777.

SHANKS, JEAN, B.A., BM,, B.Ch.,
81, Harley Street, W.1. 486 3052.
And 608, Cadogan Square, SW.1. 584 4282,

SHARP, HENRY SUTCLIFFE, M.D., B.Ch., F.R.CS.,
149, Harley Street, W.1. Welbeck 4444.

SHAaw, HENRY JaGo, M.A.,, BM,, M.Ch,, F.R.CS., DL.O.,
106, Harley Street, W.1. 935 3525.
And 26, Hamilton House, Vicarage Gate, W.8.
01-937 2048.

SHERIDAN, Morr1is RoGger, M.R.CS., L.R.CP.,
Greenmount, 42, Lyttleton Road, N.2.

SuipMAN, JouN JEFFREY, M.B., B.S., M.R.CS., L.R.CP.,
Cononleigh, Broadway, Letchworth, Herts.
Letchworth 3248.

SHUTTLEWORTH, KENNETH ERNEST DAwsoN, M.S,
F.R.CS., 149, Harley Street, W.1. Welbeck 4444.
And 29, Orchard Road, Bromley, Kent. Ravensbourne
1739. '

SILBERMAN, Stanistas, M.R.CS., L.R.CP, FR.CS,
D.L.O., 14, Dearne Close, Stanmore, Middx. Grimsdyke
4947,

Srack, W. W, F.R.CS., M.Ch.,
24, Wimpole Street, W.1. 01-580 2327.

SLESINGER, EDWARD G., O.B.E., M.S., FR.CS,,
The Malt House, Chithurst, Nr. Petersfield, Hants.

SmaLr, Huga Aran D.,, M.B, Ch.B., FR.CS,,
83, Harley Street, W.1. Langham 2255.
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SmitH, Frances ELrLa Gow, M.R.CS., LR.C.P.,
6, Upper Green, Stoke-by-Clare, Sudbury, Suffolk.

SMmiTH, Ivo, M.A., M.Chir., F.R.C.S. (C),
100, Harley Street, W.1. 935 0721.
And 229, Princes Gardens, W.1. 992 0939.

SoLoMoN, MoNTAGUE, M.B,, Ch.B., D.P.H.,
13, Walton Hall Avenue, Liverpool, 4. Aintree 1487.

Seivey, CHrisTOPHER JonN, M.B., BS., MR.CS,
L.R.C.P., 56, Tattersall Gardens, Leigh-on-Sea, Essex.

SPRY-LEVERTON, JEFFERY CARVETH SPRY, M.D., M.S.
(Lond)), M.R.C.O.G., Barnack, Stamford, Lincs.
Bainton 229.

StauNTON, M. D., M.A.,, M.Ch., FR.CS,,
22, Wood Vale, Muswell Hill, N.10. 883 3479.

STEWART, EDWARD FREDERICK GEORGE, F.R.C.S. (Edin.),
M.R.CS.,LR.CP.(C., AE.,,MC., E., CU.),
Flat 9, 7, Weymouth Mews, W.1. Langham 1652.

STEWART, JoHN OWEN, M.B., B.S,, B.Sc.,
3, ‘Groom’s Hill, Greenwich, S.E.10. 01-858 7275.
And Bland Sutton Institute, Middlesex Hospital, Medical
School, London, W1P A88. 01-636 8333, Ext. 7210.

StoLr, LioNeL JuLieN, MR.CS.,, LR.CP.,,
27, Hollycroft Avenue, NNW.3. Hampstead 2656.
And 99, Regent’s Park Road, N.-W.1. Primrose 0038.

SUCHETT-KAYE, ALAN Ivor, M.D., M.R.C.P.,
82, Christchurch Avenue, N\W.6. Willesden 1945.

SwaIN, VALENTINE ANDREW JaMES, F.R.CS. (C)),
6, Upper Harley Street, W.1. 935 7848.
And The Old Cottage, Rolls Park, Chigwell, Essex.
01-500 8884.

SwanN, James C., M.B., B.S., D.Obst., R.C.OG.,
DMRD., FFR,,
104, Hayes Way, Beckenham, Kent, BR3 2RT. 650 3673.

Symons, CeciL, M.D., M.B.,, BS,, F.R.CP,
25, Wimpole Street, WIM 7AD. Langham 1508.

TANNER, NorMAN C., M.D.,, FR.CS.,
149, Harley Strect, W.1. Welbeck 4444.
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1964

1962

1969

1952

LIST OF FELLOWS

TASKER, JouN RENDEL, M.D., FR.CP. (C.),
Woodside, Back Lane, Hardingstone, Northants.
Hardingstone 368.

TATE, GEORGE MALcoLM TEMPLE, B.A., B.M., B.Ch. (M.),
1, Crow Hill Drive, Mansfield, Notts.

TayLor, GEORGE NEVILLE, M.Ch., FR.CS.E,,
“Cloverley,” Park Hill, Loughton, Essex. Loughton 844.

TayLor, HErRMON, M.A., M.D., M.Ch., F.R.CS,
The London Hospital, E.1.
And 9, Cambridge Gate, Regents Park, N.-W.1. 935 5212.

Tuomas, KenNetH BRrRYN, M.R.CS.,, LR.CP., FFA.
D.A. (MC., CU.), Hennerton Old House, Wargrave,
Berks. Tel. 377.

THompsoN, HEeNry REevyNoLDs, M.A., M.B., B.Ch,
FR.CS. (C., 0),
14, Devonshire Place, W.1. Welbeck 4132.

THomsoN, HENRY Harrow, F.R.C.S., M\R.C.O.G., M.B,,
B.S., Little Dene, 17, Links Way, Northwood, Middlesex,
HAG6 2XA. Northwood 22710.

And 114, Harley Street, WIN 1AG. 01-935 0621.

TromsoN, J. H,, FR.C.S.,
30, Holland Park Avenue, W.11. Bayswater 9551.
And Pellys, Sturminster Newton, Dorset.

THOMSON, JaMmEs L. S., M.B., Ch.B.,
1, Seaforth Gardens, Winchmore Hill, N.21. Palmers
Green 7188.

THORNE, NAPIER ARNOLD, M.D., FR.C.P. (C),
121, Harley Street, WIN 1DH. 01-935 4811.
And 7, Spencer Drive, N.2. 01-458 3414.

TickLer, GEORGE MELLOR, B.A., M.R.C.P.,, MR.CS.,
Little Bradley, Weston Green Road, Thames Ditton.
Surrey. 01-398 1201.

TrenT, JosepH LeororDd, M.R.C.S., L.R.C.P. (C.),
3, Arden Road, N.3.
And 105, Highgate Road, N.W.5.

TRIMMER, EricJ., M.B,, B.S.,, M.R.C.S.,
Micklefield House, Park View Road, Pinner Hill, Middx.

Tucker, WiLLiaM Eipon, C.V.O., M.B.E., T.D..
F.R.CS., 71, Park Street, W.1. Mayfair 3763.
And 71, Hamilton Terrace, St. Johns Wood, N.W.8.
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1970
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1963

LIST OF FELLOWS

VERNON, HENRY KENNETH, M.S., M.B., FR.CS.,
10, Harley Street, W.1. Lan. 4249.
And 120, Court Lane, Dulwich, S.E.21. Forest Hill 4880.

VILLENEUVE, FANNY, M.D.,
3, Langbourne Avenue, N.6. Mountview 1926.
And Royal Hospital, Richmond, Surrey. Richmond 1362.

WapsworTH, T. G., M.Ch,, FR.CS, FR.CSE,
Flat 12, 22, Hyde Park Square, London, W2 2NL.
01-935 1858.

WAaKELEY, SIR CEecit. PEMBREY GREY, Bart., K.B.E., C.B.,
D.Sc., F.R.CS, FRSE. (P, VP, O., C)), 240, Maid-
stone Road, Chatham, Kent. 0634-45946. (Hon. Fellow.)

WaALLACE, RoBERT A. R., M.B,, Ch.M,, FR.CS,,
40, Hadham Road, Bishop’s Stortford, Herts.
Bishop’s Stortford 53.

WaLsH, R. Crossig, Paton Memorial Hospital, Presby-
tertan Mission, Vila, New Hebrides 9.

WavLsH, NiGeL Denis, ML.R.C.S., LR.C.P,,
The Lawn House, Itton Court, Near Chepstow, Mon.

WATERS, HARRY, B.A., M.B., B.Ch,, B.A.O.,
28, Castelnau, Barnes, S.W.13. Riv. 5512.
And Dept. of Neurosurgery, London Hospital, E.1.
WaTkiNs, Pror. Eric Sibney, M.D., B.Sc.(Hons.),
F.R.CS., 49, Rectory Lane, Sidcup, Kent. 01-302 4850.

Wickes, IaNn GoopsonN, M.A., M.D.,, M.R.CP.,, D.CH,
Greenacre Farm, Stock, Essex. Stock 208.

WicKkHAM, JoHN EwART ALFRED, F.R.CS. (C)),
13, Brendon Drive, Esher, Surrey.

WiLLiams, EMLYN, VR.D.,, FR.CS,
112, Harley Street, W.1. Langham 3396.
And 3, Turner Drive, NW.11. Meadway 1646.

WiLLIAMS, IvaN ARTHUR, M.B., B.S., M.R.CP.,
D.Phys.Med., Tenterfield Slip Mill Road, Hawkhurst,
Kent. Hawkhurst 2333.

WILLIAMS, LENA WINNIFRED, M.B., Ch.B.,
60, Haverstock Hill, N.-W.3. 485 3661. And 2, Broad-
lands Close, Broadlands Road, N.6. 01-348 3620.

WINKLER, JouN LEwis, M.B., B.S,,
4, Kensington Mansions, Trebovir Road, S.W.5.
Fremantle 2029.
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WiNwooD, RoBERT SIDNEY, M.B., B.S., M.R.C.P.,
36, Lechmere Avenue, Chigwell, Essex, IG7 SET.

WINSTON, PErRCY, M.B,, B.S., F.R.CS, D.L.O.,
10, Upper Wimpole Street, London, W1.
And 9, Turner Close, London, N.-W.11. 01-458 3857.

WispoMm, A. R.,, M.B,, B.S,,
Flat 6, 25, Cleveland Square, W.2. Paddington 0698.

WiseMAN, ANN, M.R.CS.,LR.CP.,
3, Holmdene Avenue, Mill Hill, NW7 2LY.

01-500 1665.

WITHERSPOON, E. WiLLiaM, M.B., Ch.B.,, D.TM.T.H.,
R.C.P.S., The Gate Lodge, 54 Benenden Heath Road,
Maidstone, Kent, ME14 2DE. 0622-65831.

Witt, MarGarer J.,, M.B, B.S.,, FR.CS, M.R.COG.,
Flat 80, No. 6-9, Charterhouse Square, E.C.1.

WOoODROFFE, FREDERICK JAMES, M.B., B.S.,
43, Duncombehill, London, S.E.23. 01-690 4045.

Woops, HuBert FraNk, B.Sc., M.B., B.Ch., MR.CP.,
84, High Street, Wheatley, Oxford. Wheatley 212,

WooLF, ANTHONY, F.R.C.S., FR.C.O.G,,
79, Harley Street, W.1.

And 51, Maresfield Gardens, N.W.3.

WooLr, DoucLas LangToN, M.R.C.S.,, L.R.C.P. (C, 8.,
D.Phys.Med., 2, Harley Street, W.1. Langham 1199.
And 2, The Green, Woodford Green, Essex. Buckhurst
8877.

WOOLF, MRS. MORTIMER,

Ash Green, Baldwins Hill, Loughton, Essex. (Hon.
Fellow.)

WOLSTENHOLME, GorDON E. W., O.B.E., LL.D.,, MA,,
M.B., F.R.CP.,, F.ILBiol. (C.), The Dutch House, 77a,
Fitzjohn’s Avenue, N.W.3. Hampstead 3074.

WRIGHT, ARTHUR DicksoN, M.S., F.R.C.S. (Hon. Fellow),
12, Wimpole Street, W.1. Langham 2511. (P., VP., O.,
C).

And 39, Circus Road, N.W.8. Cunningham 6630.

WRIGHT, CAROLINE IsoBer, M.D., DPH., MR.CS,
L.R.C.P., 7, Baltimore Court, The Drive, Hove, Sussex.

WRIGLEY, FReD, C.B.E, M.R.C.S.,, D.I.LH. F.P.S,,J.P. (C.P.),
The Wellcome Building, Euston Road, N.W.1.

126



1965

1968

1951
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1951

LIST OF FELLOWS

WRIGLEY, PETER FraNcIS MArTYN, B.M., B.Ch., B.Sc.
(C., AE)), 3, Dukes Avenue, Muswell Hill, N10 2PS.
01-444 9252.

WyATT, ARTHUR P., M.B,, B.S., F.R.CS. (C)),
41, Southborough Road, Bickley, Bromley, Kent.
01-467 9477.
And 152, Harley Street, W.1. 01-935 2477.

YOUNG, CARMICHAEL ARETAS, M.D., FR.CP.,
38, Devonshire Street, W.1. Langham 5142,
And 7, Hazlewell Road, Putney, S.W.15.

YouNG, HELEN MARRYAT ARETAS, M.B., Ch.B. (Edin.),
10, Harley Street, W.1. Langham 4280.

YoungMaNn, P. M. E.,, M.B., BS.,FF.A.,
Flat 4, St. Johns Lodge, Harley Road, N.-W.3. 586 1235.

ZEz1, GAETANO, M.D.,, D.T.M.,
95, Harley Street, W.1. Wel. 6846.

ZINNA, Rosario  Feperico, M.D.(Naples), Dip.Psych.
(McGill), 23, Wharfdale Road, Bournemouth.
0202-65908.

HONORARY FELLOWS

1932 MR. C. RoBERT RUDOLF.
1937 Dr. P. HUNTER JOBSON.
1961 Mrs. A. E. MORTIMER WOOLF.
1961 Mr. W. R. LE Fanu.
1962 SIR ARTHUR PORRITT.
1963 MR. DickSON WRIGHT.
1966 SirR CECIL WAKELEY.
1967 MR. A. LAWRENCE ABEL.
1968 Dr. W. GORDON SEARS.
1970 Miss J. DOBSON.
1971 Dr. C. C. CHESTERMAN.
SirR Eric RICHES.
1972 Dr.P. M. OXLEY.
MR. J. P. REIDY.
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