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THE EARLY OVARIOTOMISTS—PIONEERS IN ABDOMINAL
SURGERY

By J. A. PRICE, M.B., B.Ch,, F.R.C.S.Edin.
Presidential Address to The Ulster Medical Society, 20th October, 1966

WHEN 1 first embarked on the preparation of this address it was with the idea
that Spencer Wells was the key figure in the development of ovariotomy—the
operation for removal of an ovarian cyst. Possibly this may be true, but I soon dis-
covered how much credit must be given to other workers in this field.

It all began in 1809. It was in that year that a courageous woman—Jane
Crawford—submitted to hitherto untried surgery at the hands of Ephraim
McDowell of Danville, Kentucky. Little did they realize the far-reaching results
of the “‘experiment”—as McDowell called it.

Here is the story in his own words :

“In December 1809 I was called to see a Mrs. Crawford who had for several
months thought herself pregnant, with pains from which she could find no relief.
So strong was the presumption of her being in the last stage of pregnancy that
two physicians requested my aid in delivering her.

“The abdomen was considerably enlarged; examination induced the conclusion
that it must be an enlarged ovarium. Having never seen so large a substance
extracted, nor heard of an attempt, or success attending any operation such as
this required, I gave to the unhappy woman information of her dangerous situation.
She appeared willing to undergo an experiment, which I promised to perform if
she would come to Danville (the town where I live), a distance of sixty miles
from her place of residence. This appeared almost impracticable by any, even the
most favourable conveyance, though she performed the journey in a few days on
horseback.”

McDowell then goes on to describe the operation—an abdominal incision nine
inches long was not sufficient to allow removal of the cyst entire, so he partially
emptied the cyst and then removed it, leaving the ligature on the pedicle protrud-
ing in the lower end of the wound, as was the custom in amputations.

To quote him again, “In five days I visited her, and much to my astonishment
found her engaged in making up her bed. I gave her particular caution for the
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future, and in 25 days she returned home as she came—in good health which she
continues to enjoy.” She died 32 years later at the age of 79.

It is difficult for us to imagine the setting of this drama—no anaesthesia (and
none for another 20 years), no sterilizing, (the work of Pasteur and Lister was
still 50 years ahead), the untried operation, the climate of criticism. One story tells
of a mob outside McDowell’s house, ready to lynch him for murder, if he failed !
In spite of his success McDowell did not publish his report for several years until
he had two further successes to his credit. In all he performed the operation 13
times with 8 recoveries.

Though born in Virginia, McDowell is said to have been of Irish or Scottish
parentage—ILawson Tait claimed him as a fellow Scot. At any rate it seems certain
that he spent about a year of his medical training in Edinburgh returning home in
1795. He soon became a well-known and successful surgeon and his practice
extended well beyond his home town. Probably the fact that he had studied in
Britain gave him a certain prestige—the traffic now seems to be in the opposite
direction! He was a tall well-built man, strong willed and reliable: of strict
religious views, not given to swearing, nor did he permit it in his presence. He
died in 1830 at the early age of 59 probably from appendicitis and peritonitis—
an irony of fate in view of his contribution to abdominal surgery. In 1879 the
Kentucky Medical Society erected a granite monument to his memory, and in
1935 the same Society dedicated a memorial to Jane Todd Crawford—heroine
of the first successful operation for ovarian tumour.

No doubt McDowell had thought for some time of trying to remove an ovarian
cyst, for he must have heard of the views of people like John Hunter, who in
1785 said ,“if taken in their incipient stage ‘hydatids of the ovary’ might be taken
out, as they generally render life disagreeable for a year on two, and kill in the
end. There is no reason why women should not bear spaying as well as other
animals.” During McDowell’s sojourn in Edinburgh one of the prominent surgical
teachers was John Bell, who in his lectures spoke of the hopeless nature of ovarian
tumours if left alone, and dwelt on the possibilities of removal. McDowell was
one of his pupils, and is said to have been “enraptured by the eloquence of his
teacher” and it was to Bell that he sent a copy of the report on his first three
cases. Bell was ill at the time and died without seeing it, but it fell into the
hands of Mr. Lizars, Professor of Anatomy, who in 1825 attempted the opera-
tion and published a report on McDowell’s cases and two of his own. We hear
no more from Lizars on this subject.

Severe criticism followed. The Medico-Chirurgical Review of London in 1825
said “In despite of all that has been written regarding this cruel operation we
entirely disbelieve that it has ever been performed with success, nor do we think that
it ever will.”” The Editor later apologised for the earlier misgivings, “for which
uncharitableness we ask pardon of God and of Dr. McDowell of Danville.”

The next to perform ovariotomy in America was Nathan Smith who operated
successfully in 1821, unaware of McDowell’s earlier operation. Smith’s operation
is of special interest in that he cut short the ligatures of the ovarian pedicle, and
closed the abdominal wound completely, even though the ligatures were thin
strips cut from a leather glove. The two methods of dealing with the ligatures—to
cut them short or leave them long—were to be the subject of years of argument.
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After Lizars, little further interest seems to have been taken in the operation in
Great Britain till in 1836 Jeaffreson—a country doctor—reported the first successful
operation in England, and there were a few more in the following years.

The main impetus at this stage came from Charles Clay of Manchester, who
began in 1842 his considerable series of successful ovariotomies. By 1848 he was
able to publish his pamphlet. “Results of Operations in Diseases of the Ovaries by
the Long Incision”, describing 32 cases, with 22 surviving and 5 explorations with-
out ill results. By 1860 he had 94 with a success rate of 69 per cent.
and by 1871 he reported 250 with success in 72.8 per cent. which later rose to
395 patients with 75 per cent survivals. Many of these were done before the days
of anaesthesia, and even when it became available he preferred not to use
chloroform, stating, “I should infinitely prefer to operate without it, as the patient
would bring to bear on her case a nerve and determination to meet so great a trial,
which would assist beyond all value the after treatment.”

He was an advocate of the long incision, enabling him to remove the cyst intact;
he was probably justified in thinking that the 24 inch incision of his first case
was a record. His treatment of the pedicle was by ligature, the ends being left
long to be led out at the lower end of the wound and later removed when they had
separated.

It is rather surprising that Clay had such an uphill fight to establish ovariotomy
as a worthwhile procedure, but it seems that his strong personal opinions and what
a critic called “his egotism and dogmatic assumptions” may have made it difficult
for others to accept his views. It was said of him that he was as skilled in the
use of the pen as of the scalpel, and his cutting was not confined to the latter.

In later years Lawson Tait of Birmingham claimed for Clay the title of Father
of Ovariotomy as far as Europe is concerned and attributes criticism of Clay’s
reports to the fact that he was a provincial surgeon. Certainly there seems to have
been very little but destructive criticism emanating from London at this time, and
Tait wrote “In the provinces, however, many successful cases had been done and
the Metropolis was, not for the only time, behindhand.” It is also claimed for
Clay that he performed the first successful abdominal hysterectomy.

During these earlier years of Clay’s activities a few others attempted ovariotomy
but with discouraging results and none had his courage in carrying on in the face
of criticism. London medical circles frankly condemned the operation as disastrous
—the chief critic being Dr. Robert Lee—obstetric physician to the Samaritan
Hospital, London. Lee had never seen the operation though repeatedly invited to
witness it. He was unpleasant enough to hint that the matter under discussion “was
a money question and not one of science or humanity.” He described the ovariotom-
ists as “‘belly rippers with a B before and a B after”, adding “‘the meaning of these
B’s I must not state plainly to the Society.”

Except for Clay only one other British surgeon—Isaac Baker Brown of London
—seems to have taken up ovariotomy seriously from 1850 to 1857. He had been
specially interested in ovarian cysts for some years and had tried many treatments,
such as tapping, injection of iodine, pressure bandaging, etc., but soon became
convinced that surgery would be best. It is said that his first successful ovariotomy
(in 1854) was on his sister, his three previous cases having died of sepsis! He was
unfortunate in his subsequent cases and seems to have given up the operation

3



for a time. However, Brown is an important link in the chain, for Spencer Wells
assisted him in his earlier operations and must have learnt from him something of
the technique and difficulties. Wells often quoted Brown’s despondent remark to
him that “it’s the peritonitis that beats us.” Baker Brown treated the pedicle by
cautery, allowing the stump to fall back into the peritoneal cavity, and in a later
series was able to show good results—less than 1G per cent. mortality in 40
operations. His fame as an ovariotomist spread, and his theatre was said to be
“One of the most attractive to the professional visitor in all London, admiration
being invariably evoked by his brilliant dexterity and the power he displayed in
the use of his left hand in certain operations. In cases of prolapsus uteri and
fistula, and in fibrous tumours of the uterus he was a master.” He was said to be
the founder of St. Mary’s Hospital, London, and was its first and only surgeon
accoucheur. In 1861 the famous French surgeon Nélaton came to stay with him to
watch him operate, and on his return to Paris gave a clinical lecture on what he
had seen, which led to interest in ovariotomy in France.

This expert gynaecologist, at the height of his fame, was elected President of
the Medical Society of London in 1865, but within a year he became involved in
a medical scandal which put an end to his professional career—and possibly con-
tributed to his early death. The sad story was well told a few years ago by Professor
J. B. Fleming of Dublin in the Journal of Obstetrics and Gynaecology. Brown be-
came obsessed with the idea that the removal of the clitoris would cure epilepsy and
hysteria, but advertised his views and his successes so widely that a mass meeting
of the Obstetrical Society erased his name from the list of Fellows. He died a few
years later in penury. Had he lived longer the success of ovariotomy might have
been established much earlier.

It was at this crisis in the history of ovariotomy that Thomas Spencer Wells
joined the ranks of the ovariotomists. In 1858 he performed his first successful
operations at the Samaritan Hospital, “at a time” he wrote “when few were
attempting it, and most men were lapsing into the old state of indifference, if they
were not loudly protesting against it.” At a meeting of the Royal Medical and
Chirurgical Society in 1850 there had been lengthy and heated discussion on the
subject, ending in general denunciation, and this attitude still persisted. Wells was
not the first to perform the operation in London for a few surgeons had published
small numbers of cases, but the results were poor and there was much disagree-
ment about methods of dealing with the pedicle, ligature materials, etc.

The young Wells gained his medical training in several places. In 1835 he went
as apprentice to a general practitioner for a year, and then as pupil to a parish
surgeon in Leeds. This was a fortunate move, for a medical school had recently
been established there and he was thus able to further his medical education. The
next year was spent in Trinity College, Dublin. Dublin and Edinburgh were
then the great rivals in clinical teaching. His final years of study were in St.
Thomas’s Hospital from which he qualified M.R.CS. in 1841, and he was elected
F.R.C.S. in 1844 after nomination by the Royal Navy when the College made the
extraordinary decision to add a large block of new Fellows without examination.
He was later to serve on the Council of the Royal College of Surgeons and as its
President in 1882.

Shortly after qualification Wells became a surgeon in the Royal Navy, though
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the medical branch in those days was held in low esteem by the Service. His first
posting was to Malta where he practised the rather limited surgery of his day,
took a great interest in pathology, and sent home exemplary reports on sanitation,
ventilation of ships, and other aspects of medical care of the servicemen. Altogether
he served in the Navy for twelve years, but he had several long periods of leave
which gave him the opportunity of visiting Paris and other centres. Ill health—
probably pleurisy—caused him to be sent home in 1853 on half-pay, but he seems
to have recovered quickly. He commenced practice in London and gave lectures in
surgery. In 1854 he was appointed surgeon to the Dispensary of thc Samaritan
Free Hospital for Women and Children, though he never served on any of the
large teaching hospitals.

My interest in Spencer Wells was first aroused when in 1929 I was appointed
House Surgeon in the same hospital which he made so famous and where a marble
bust in the hall commemorates his work. Its reputation was still high and I found
on the Visiting Staff J. A. Willett of Barts’ : William Gilliatt, later to be the Royal
Obstetrician, and Aleck Bourne, the central figure in the famous abortion trial
which he invited as a test case. I was gratified to find also three Queen’s men on
the staff—McKim McCullagh and Leslie Dodds as surgeons and Dr. Purvis as
anaesthetist.

Shortly after his appointment to the Samaritan Hospital, Wells went off to serve
as a civilian surgeon in the Crimean War, where he gained useful experience. He
had the opportunity of attending to many abdominal wounds, which taught him
that the peritoneum could bear rougher handling than he had thought possible.
To quote him on this, “I learnt in the Crimea that a man’s abdominal wall might
be lacerated by fragments of shell, the intestines injured and covered with mud
for several hours: and yet that, after cleansing of the cavity and accurate closure
of the wounds, complete recovery was possible. When I returned to London in
1856 T was certainly much less afraid than before of abdominal wounds.”

His first attempted ovariotomy in 1857 was a complete failure and made him
fear “he was entering on a path which would lead to unenviable notoriety rather
than to the improvement of professional reputation” and it was only the frequent
sight of many women hopelessly suffering, anxious for relief at any risk, which
encouraged him to go on.

When Wells began his large series of ovariotomies he pledged himself to report
all cases—good or bad—so as to give a fair picture of the results, and this he
seems to have done meticulously. In his book on “Diagnosis and Surgical Treat-
ment of Ovarian Tumours” published in 1882 are detailed tables of the results
of over a thousand cases. The name of the referring doctor is given in each case
and one can see mentioned Dr. Pirrie, Dr. Gordon, and Dr. Ferguson, all of
Belfast, Dr. Thomson of Omagh and others from Dublin, Moscow, Berlin,
Montreal. He gives an intriguing description of his fortieth patient :

“She was a very young woman, who, in two years’ time, had been modelled
by her disease into the most perfect type of an ovarian martyr, and who rebounded
into health with a rapidity and persistence absolutely marvellous. when relieved
from her oppression. Nor has her subsequent career belied the good augury of
her vigorous recovery. She married, and bore children, has buried three husbands,
and is now in 1882 a promising widow of less than forty years of age.”
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Like many others his earlier experiences were disappointing; he attributed the
loss of one of his first cases to failure to co-apt the peritoneal edges, for he found
at post-mortem that the edges had retracted, allowing loops of intestine to adhere
to the wound and to one another. Experiments which he undertook on animals
proved to him that the peritoneum had to be brought together and that it healed
rapidly if this were done. He therefore insisted on the careful closure of the
abdominal wound and we still consider this important. By the end of 1862 Spencer
Wells had done 50 cases with 33 recoveries. Clay’s figures were somewhat better,
but it seems that the honesty of Wells’ frequent reports carried great weight and
gained him support.

It was only after much opposition that he had obtained permission to do this
formidable operation in the Samaritan Hospital, for the Committee were greatly
influenced by the published criticisms, and were supported in their views by Dr.
Robert Lee, physician to the hospital, whose insulting remarks I have already
quoted. Nevertheless, in 1860 the hospital report states that 9 cases of ovariotomy
had been performed, of whom 7 recovered, a better result than the large London
hospitals had produced.

The diet after operation is given in detail in the minutes :

In the first few days beef-tea, arrowroot and brandy are administered every five or ten
minutes.

About the eighth day the patient takes fish, light pudding, beef-tea, wine (port or cham-
pagne) and brandy—something every quarter of an hour.

In a fortnight the diet is given as follows :

6 am. Tea, bread and butter.
8 a.m. Breakfast with bacon, and egg beat up in the tea.
9 am. Glass of wine and biscuit.
10 am. Glass of wine and biscuit.
11 am. Meat and bread with wine or bitter beer.
12 noon. Dinner—meat, with soda-water and brandy.
2 pm. Wine and biscuit.
4 pm. Tea, bread and butter, with egg beat up in the tea.

5.30 p.m. Brandy and soda-water.

6.30 p.m. Wine or brandy, with biscuit or light cake.

8.00 p.m.—Sandwich and bitter beer.

For the night’s consumption there is placed in readiness—sandwiches, beef-tea, wine and
brandy.

At first Wells followed the usual practice of ligaturing the pedicle with silk and
leaving the ends long enough to protrude from the wound, for he feared the effects
of putrefaction of the stump if completely closed off. He soon adopted the method
suggested by Duffin of leaving the stump itself in the wound, and used a clamp
which achieved control of bleeding and held the pedicle at the abdominal wall till
it healed. He was probably right not to trust the short ligature for the threads
were often septic to begin with, not being sterilized in any way, and often were
looped on the lapel of the operator’s dirty old frock coat ready for use, though
Wells was not guilty of this. This clamp method he followed for many years, with
what seemed in retrospect a rather ill-advised obstinacy, for others such as Keith
and Lawson Tait were by then obtaining better results with the short cauterized
pedicle or short ligature. -

He felt it was wrong to do this operation in a large hospital, sensing that there
was great danger of what we now know as cross infection, though Pasteur and
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Lister had still to enlighten the medical world. Every patient submitted to ovari-
otomy had a room and nurse to herself for a week in the hospital, and yet he
found he had better results in the patient’s own home. He found that after emptying
the hospital for a few weeks, and with thorough cleansing and painting, almost
uninterrupted success followed.

The hospital report for 1878 says “for the past year all ovariotomies have been
performed antiseptically, with marked diminution in the number of unfavourable
results; it may now indeed be truly said that whilst anaesthetics have deprived
surgery of its terror, the antiseptic process invented by Professor Lister promises,
in cases not manifestly hopeless, to do away with its fatality. We may remark,
also, that a large amount of the success of the ovariotomies at the Samaritan
Hospital depends on hygienic arrangements scrupulously carried out there. For
instance, each patient to be operated on has a ward to herself : and, again, the
whole hospital is made practically new every year by being emptied of patients
and closed for several weeks, during which it is elaborately cleaned.” This is still
good practice.

Many visitors from far and near came to watch Wells operate and to hear
from him the details of technique and after-care. Among them were famous
surgeons from America, France, Germany, who returned home with greater
confidence to advance the knowledge of abdominal surgery in their own countries.
His activities were not confined to London, for he was soon so well known that
he was asked to operate even on the Continent. In 1863 he did a successful
ovariotomy in Dublin, claiming later in the Lancet that it was the first success
in Ireland, but it seems that Walsh of the Adelaide Hospital had also done a
successful case in the same week. Shortly after this publication in the Lancet a
Dr. Thompson of Antrim wrote that he had done a successful ovariotomy in 1848
but I don’t know of any confirmation of this. I do know that McMordie of the
Samaritan Hospital, Belfast, reported three successful cases in 1886.

In the hospital minutes of 1872 we find a grant of £10 to Mr. Wells “for a stage
for the purpose of allowing Visitors, and especially Foreigners, to witness his
operation.” Before entering the theatre visitors had to sign an undertaking that
they had not attended a post-mortem examination, nor any dissecting-room, nor
attended any case of infectious disease during the last seven days.” It seems that
the teaching of Semmelweis had not been in vain. Possibly the stage was also
to a certain extend intended as a barrier, for at this time the surgeon was often
jostled by visitors, who even trust an unwashed hand into the abdomen in their
interest. Talking was also discouraged. I wonder if some of you remember Andrew
Fullerton’s reproof “in the summer I have no students and no talking—and less
sepsis.”

lin Wells’ writing one cannot help being impressed by his deep study of all
aspects of the problem. He was largely responsible for teaching the means of
examination by which ovarian swellings can be distinguished from pregnancy,
phantom pregnancy, and free fluid, so that his records show few mistaken opera-
tions. For a while many believed that the cyst should not be removed until it
caused considerable distress and had interfered with the patient’s health; it was
maintained that the anaemic patient had less bleeding: that the greater the disten-
sion of the peritoneum by the cyst the less liable it was to traumatic peritonitis, and
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if she had become somewhat emaciated the abdominal wall was able to be closed
more accurately. Later experience altered these views.

It is rather surprising to read that “it by no means follows that the state of
robust health is one so favourable for operation as that of a patient more or less
accustomed to the quiet and habits of a sick-room.” He was very conscious of the
responsibility of recommending an operation necessarily associated with serious
risk of life, and goes on to list various moral, mental and social factors which
may influence the decision. A long list of general diseases which would contra-
indicate operation is also given but we read that “the mere presence of albumin in
the urine has often had undue weight. It is often of no more importance than in
pregnancy, and disappears after the pressure of the tumour ceases.” The present
day obstetrician would hardly treat this so lightly.

Retirement from the Samaritan Hospital in 1877 did not mean retirement from
surgery, for he was busier than ever, and in 1890 reported the astonishing total
of 1,230 completed ovariotomies with a mortality of only 4.4 per cent in his last
259 cases. At this time he extended his surgery to hysterectomy and removal of
the kidney and he reported in 1888 a successful splenectomy—he had operated
in the belief that it was an ovarian cyst with a long pedicle.

Many honours were given him—a baronetcy, appointment as Surgeon to the
Royal Household, and with Simpson and Syme of Edinburgh he received the
Fellowship of the King and Queen’s College of Physicians of Ireland. As his
prosperity increased he bought a small country estate at Golder’s Hill, near
Hampstead, where he entertained on a generous scale. He was a familiar sight for
many years, driving his carriage and pair from his home to his rooms in Upper
Grosvenor Street—every inch the successful surgeon, confident orator, and leader
of his profession. He died in 1897, more fortunate than many pioneers in that
he had lived to see the fruits of his labours.

Between 1862 and 1872 excellent results were being obtained in Edinburgh by
Thomas Keith (1827-1885). He had been earlier apprenticed to Simpson—famed
for his introduction of chloroform to obstetric and surgical practice. Keith did
most of his operations in a small private hospital but he was later appointed
“extra surgeon for ovariotomy” to Edinburgh Royal Infirmary in acknowledgement
of his special skill.

He was a quiet man, dogged by ill-health and not much given to debate or
publication. He seems to have been a most able diagnostician for his reports show
few unfinished operations and few mistakes in diagnosis. It is reported that he
successfully removed a cyst of 120 lbs. weight. In 1872 he was able to report a
success rate of 81.6 per cent. in 136 operations—the best results in Europe. He
later moved to London where he had several years of professional collaboration
with his friend Spencer Wells.

In his earlier years he treated the pedicle by exteriorising it in a clamp but
with a mortality of about 20 per cent, so he says he took to Mr. Brown’s cautery
method “in a sort of despair.” “For a time it was used irregularly, and only in
the worst cases, or in those not favourable for the clamp. The result of the first
fifty cautery cases, published in the Lancet, gave a mortality of less than one
in twelve and the results that followed were much better.” Later his mortality
was under 4 per cent. In his method the stump was grasped in a clamp which was
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screwed tight and then heated by repeated applications of the cautery iron. This
went on for about 20 minutes so that bystanders often thought him unduly cautious,
but it resulted in a pedicle which was dry as parchment. The great advantage over
the clamp was that the abdominal wound could now be closed completely in
most cases, though Keith attributes much of his success in severe cases to the use
of glass drainage tubes. Later he followed Lister in using carbolised catgut ligatures.

A point which he stressed in his technique was the careful removal of all blood
from the peritoneal cavity, for he had had the unfortunate experience of gross
infection of retained blood. Many still held the view that rapid operating was the
key to success, with minimum exposure of the peritoneum to air, and that the risk
was increased by spending time on such a procedure as “the toilet of the periton-
eum” as it came to be called. Keith’s major contribution was his advocacy of the
intra-peritoneal treatment of the pedicle—not generally adopted for many years.

Spencer Wells had been operating on ovarian cysts for 14 years when in 1872,
at a discussion in London, an appeal was made for other surgeons to contribute
their experiences. By this time Wells had completed 500 with 20 per cent. mortality.
It was in answer to this appeal that a new star appeared, in the person of Lawson
Tait of Birmingham. He reported 9 cases of ovariotomy with 8 recoveries.

Born in Edinburgh in 1845, he was educated at Heriot’s and seems to have
obtained a scholarship to the University at the early age of 15 years, though he
did not take the university degree. He qualified L.R.C.S., L.R.C.P. Edinburgh in
1866 and a year later, after visiting Dublin and other centres, he became House
Surgeon in Wakefield Hospital.

During his student days he was well known as one intolerant of authority and
of the didactic teaching so common in his day, and his sympathies lay with those
like Darwin who were questioning the accepted concepts of medicine and science.
He frequently joined in discussions on these matters and developed a skill in debate
which lasted all his life. He dearly loved a fight and was to be found as a partisan
in every argument, as shown in his very long letters to the Lancet and other
publications, and his frequent contributions at medical society meetings.

It was at Wakefield, in 1868, that Tait first performed ovariotomy, when he was
23 years old, and he repeated it four times in the next 2 years. In a way, it was
rather extraordinary that he should have done so, for at the time of qualifying,
he expressed “a firm resolve not to deliberately open the abdomen.” He had been
shocked by the many bad results which he had seen as a student.

In Edinburgh, he conceived a great regard for James Syme, one of the most
famous surgeons of his time, and there is little doubt that the example of his
teacher made a lasting impression. Tait has described him thus: “always perfectly
dressed in his old fashioned way and as clean as a new pin. He was always washing
his hands; his assistants had to be like him, and his nurses were noted for their
tidiness and cleanliness.” *“At operation he always turned up the sleeves of a
dress coat in which he might, before the operation, have appeared before his
Queen.” This was in contrast to the methods of most other surgical units, where
the theatre was a shambles, and the wards recked of suppuration and gangrene. He
talks of the awful things he saw in his six years of pupilage when even the simplest
operation was followed by suppuration and, as a French doctor put it “a pin prick
is a door open to death.” It required some courage therefore for the young surgeon
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to attempt an abdominal operation, though he must have known of the work of
Clay and Wells, for he followed Wells closely in technique. He lost only one of
his first ten cases.

He moved to Birmingham in 1870, remarking that it was the centre of
England, and if a man became well-known he could be called on more readily
than from London. It was not long before he became well-known, not only in
Birmingham, but far outside it. He founded the Hospital for Women, and lived
next door to it for many years, so that he could more readily attend his patients.
In spite of his busy practice he found time to write an essay on ‘“Pathology and
Treatment of Ovarian Diseases” for which he was awarded the Hastings Gold
Medal of the British Medical Association in 1873. This publication did much to
establish him as an authority on the subject and he embodied it in a text book on
Diseases of the Ovaries which he wrote in 1882.

His early success with ovariotomy was not sustained, for he had the fearsome
mortality of 19 in his first 50 cases or 38 per cent., while Wells had a steady
mortality of 25 per cent. Tait had used the carbolic spray and other precautions
laid down by Lister and so he doubted the claims made for the new antiseptic
technique and said so in his usual downright way. Keith had achieved good
results without it and Tait concluded that the intra-peritoneal treatment of the
pedicle was what mattered and that he had been wrong to follow Wells in using
the clamp and extra-peritoneal fixation technique: “my results with it were so bad
that its employment will ever be to me a matter of bitter and lasting regret.”

In abandoning the Lister antisepsis he remembered the care taken by Syme
and by Keith to have everything as clean as possible—using boiling water to cleanse
his instruments and to soak his ligatures: he had come to develop a large measure
of asepsis—a logical outcome of Pasteur’s and Lister’s work, but to the end of his
days he denied this influence.

In his chapter on ovariotomy Tait expresses himself strongly on the spread of
septic infection: “for any surgeon to perform an ovariotomy while he is engaged
in dissection or in the performance of post mortem examinations, or while he is
attending any case from which he may be likely to convey septic infection, should
therefore be looked on as a professional offence of the gravest kind.” He feared
that antiseptics could be looked on as “a royal road to success, as a something
which puts the skilled and competent on a level with the inexperienced and
incompetent: an antiseptic spray will not condone the want of manipulative dexter-
ity or the absence of readiness in emergency.” By the end of 1882 he was able
to report 101 cases with only three deaths, so he felt he was now on the right
lines.

Encouraged by his success in abdominal surgery for ovarian cysts he turned his
attention to surgery for other conditions and for a time removed bilateral cystic
ovaries for the control of excessive menstruation associated with myoma of the
uterus: he even removed them for dysmenorrhoea and epilepsy. His next advance
was to remove the chronically infected Fallopian tube and ovary—a potent cause
of chronic ill-health right up to the antibiotic age. I have a clear recollection of
operating on many such cases, with the satisfaction of seeing a remarkable return
to health, but Tait met amazing opposition to this innovation, particularly in
London.
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Lawson Tait was the first to operate on the recently ruptured ectopic preg-
nancy. It is almost incredible to us that prior to 1883, a woman who was so
unfortunate as to sustain a ruptured tubal pregnancy was left to die of internal
haemorrhage. Though he lost his first patient he learnt from that experience that
the first essential was speed in getting to the site of rupture to control bleeding. He
continued to operate on all cases he was called to—in five years 42 operations with
two deaths. Howard Kelly wrote in 1912: “conquest of this malady was one of
the most brilliant achievements of the last century.”

Not content with his conquests in the pelvis this brilliant and progressive
surgeon went on to drain the gall bladder, to open hydatid cysts of the liver and
to operate on the kidney. Here is his credo at this stage in his career: “For my
own part, so fearless am I now of abdominal surgery, so splendid have been my
results in fields of practice which, until three years ago, seemed hopelessly enclosed,
that I venture to lay down a surgical law, that in every case of disease in the
abdomen or pelvis, in which the health is destroyed or life threatened, and in
which the condition is not evidently due to malignant disease, an exploration of
the cavity should be made.” What a change has come over the scene since
McDowell’s operation in Kentucky.

So we come to the beginning of a new century—and a new era in abdominal
surgery. The torch was taken up by men like Bland Sutton, Comyns Berkeley
and Victor Bonney. While greater safety permitted more radical surgery, paradoxi-
cally enough it also encouraged conservatism in pelvic surgery, enabling vital
organs to be restored more or less to normal by the excision of non-malignant
tumours of the uterus or cysts of the ovary. I would like to underline this for any
of my younger colleagues who may find themselves in doubt about the treatment
of the unexpected cyst of the ovary. My advice is to leave it if you don’t know
how to do a conservative operation—it can be dealt with later if necessary—the
ovary can’t be replaced—not even to-day !

No one man can be given the credit for these advances: we all climb on the
shoulders of our predecessors.

The future of gynaecology is unlikely to lie in further great advances in
abdominal surgery, but we will still have to rely on it for relief in many diseases,
and countless women must be grateful to these pioneers—the ovariotomists. I am
naturally enough rather prejudiced in their favour, but I would like to close
with the remarks of the famous physician, Sir William Osler, a few years before
his death :

“Perhaps as specialists no class in our profession has been more roundly abused
for meddlesome work than gynaecologists, yet what shall not be forgiven to the
men that, as a direct outcome of the very operative details that have received the
bitterest criticism to-day, are saving lives that otherwise would have inevitably
been lost. It has not always been professional encouragement that has supported
them during advances on special lines, but humanity owes a great debt of gratitude
to those devoted men that have striven during the last half century for exactness
in knowledge and for practical application of such knowledge—a debt too great
to pay; too great even to acknowledge.”
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HOSPITAL RELATIONSHIPS
By W. H. T. SHEPHERD, M.D., F.F.R., F.F.R.(), D.M.R.D.

OPENING ADDRESS OF THE WINTER SESSION
Royal Victoria Hospital, 6th October, 1966

Mr. Chairman, Ladies and Gentlemen,

For about 130 years it has been the custom in this Hospital for a member of
staff, in order of seniority, to be deputed by his colleagues to give the Annual
Oration to the newly arrived students at the beginning of each hospital year. The
term ‘Orator’ is very flattering to the speaker, but I must tell you that my only
qualification for this particular task is a great regard for the work and traditions
of the Royal Victoria Hospital, fostered as a medical student in this School before
the war, and as a member of its staff since 1949.

If at first I address my remarks mainly to the students I trust I will be forgiven
by my colleagues, and particularly by the honorary consultants present—may I say
how much pleasure it gives us all to have our honorary consultants here this
morning.

As medical students, ladies and gentlemen, you have spent the past two-and-a-
half years in the pre-clinical school, during which time you have come into contact
only with your teachers and fellow-students, some I hope from other disciplines.
You have furthered your knowledge of the basic sciences, and have been concerned
with the study of the structure and function of the human body. From now on in
the clinical school and in the hospital wards and out-patient departments you will
learn how the body reacts to disease, injury, stress and the process of ageing. The
study of pathology will complete a triad with anatomy and physiology on which an
understanding of clinical medicine is based, and I would suggest that without the
continued study of these three subjects your knowledge of the reaction of the
human body to disease and injury will be deficient.

During the next three years you will study the text-books of medicine and its
many sub-divisions. These books describe disease processes and their treatments
and combined with lectures and tutorials will assist you in the scientific applica-
tion of medicine to the problems you will encounter. You will not, however, learn
to understand patients from these text-books, and some people believe that the
over-zealous application of scientific methods in medicine may lead to some
neglect of the patient as an individual. While there may be a grain of truth in
this, it must be said that no doctor can be of real service to his patient unless
he possesses the necessary technical and scientific knowledge. Without this the
greatest understanding and care for the patient as an individual will be of little
avail. This is not to belittle the humanity of our profession, for I cannot believe
that any of you, when you have added to your scientific education a considerable
period of time spent with patients in the wards of this hospital, where patient care
is the personal responsibility of your teachers, can do other than develop these
human values which Bronowski lists as “tenderness, kindliness, human intimacy
and love.” This is best summed up, I think, in a rather old-fashioned word
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“compassion”. Somerset Maughan confessed that nine-tenths of what he knew
about human nature was learnt during his five years as a medical student at St.
Thomas’s Hospital.

Your objective in this hospital and medical school, therefore, is a sound
training in the basic science of medicine, and the application of these skills to
the individual problems of your patients. Books, lectures and tutorials are a part
only of your training; a proportion of your day should be spent with patients—in
talking to them, that is in history taking, in eliciting physical signs, in under-
standing methods of investigation and treatment and the effects of disease and
injury on the body and mind. Dr. Alastair Hunter in his Bradshaw lecture to the
Royal College of Physicians last year expressed this most lucidly when he said “the
unique function and skill of a doctor is the ability to identify and evaluate the
signs and symptoms of mental and physical disorder in a patient. It is a technical
skill which must be learned in the undergraduate period, otherwise it is unlikely
to be learned at all. It is founded upon a substantial body of knowledge, but it
can be properly understood only by studying patients.”

Modern methods of treatment have resulted in a great relief of suffering and
the prolongation of life for a large number of people to the Biblical threescore
years and ten, but you will find that certain treatments may sometimes cause
harm and increase suffering rather than alleviate illness. Iatrogenic disease is
becoming more common and all of us must be aware of and familiar with the risks
that can accompany modern medical, surgical and radio-therapeutic measures.
These risks are sometimes inescapable, but one should always attempt to balance
possible ill-effects against the good to be expected. The prayer of Sir Robert
Hutchinson may still have relevance :

“From inability to let well alone;

From too much zeal for the new,

And contempt for what is old;

From putting knowledge before wisdom,

Science before art, cleverness before commonsense;

From treating patients as cases;

And for making the cure of the disease more grievous than the endurance

of the same,

Good Lord, deliver us.”

During your three years of clinical study in this hospital and medical school you
will of necessity spend a large part of your time in these buildings and their
surroundings. Medicine provides, I think, a liberal education and I believe that
medical students mature rapidly through contact with the work of the hospital,
not only in the wards but by meeting all varieties and grades of staff. Extra-
curricular activities have an important place in your education, whether on the
playing fields of the University, in pursuing an interest in the arts, or on the more
social and convivial occasions when under-graduates muster in their various clubs
and societies.

This hospital, to which we welcome you this morning, exists primarily to serve
the community, but in addition, as a teaching hospital, it has a responsibility with
the Medical Faculty of the University for the training of future doctors and the
advancement of medical knowledge. These functions pose problems, some of which
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may take years to resolve, and will probably be passed to you, the next generation
of doctors, for solution. I would like, this morning, to examine a few of the
difficulties, as I see them, confronting the hospital today in its various relationships
with the community at large, concentrating on our requirements as a teaching
hospital, our place in the medical school, and the changes which advances in
medical science are making in the relationships of the hospital to the public.

THE RoYAL VicTOrRIA HOSPITAL

You should know that this hospital originated in 1792 as a dispensary in rooms
given by the Belfast Charitable Society. Five years later it was re-housed in
Factory Row—now Berry Street—and as it possessed six beds could accommodate
patients. This soon proved inadequate, and in 1799 three houses were acquired in
West Street at the corner of Smithfield.

As the need for hospital beds increased a site was obtained in Frederick Street
and in 1817 a hospital of 100 beds was opened. Students were admitted as resident
pupils the following year, thus founding in Belfast a tradition later adopted by
most teaching hospitals.

Clinical lectures were given in 1826 by Dr. James McDonnell, the founder of the
original dispensary and the man mainly responsible for the establishment of this
hospital and the Belfast Medical School. These events were eloquently described
by Dr. Bereen in his oration two years ago.

The Belfast Medical School dates from 1835. The hospital by 1847 had increased
its beds to 128 and over the years served the public and the medical school well.
Its value to the community established, increasing demands on its space necessit-
ated a further move, and the Royal Victoria Hospital, more or less as we know
it today, opened on this site in 1903.

Although the Royal Victoria Hospital building itself has remained virtually
unchanged since 1903 apart from an extension to the wards in 1937 this site—
the Grosvenor Road site—has undergone a considerable transformation to serve
the community and medical school.

The passing years have seen the growth of the Royal Maternity Hospital and
the Royal Belfast Hospital for Sick Children, and the grouping of Ophthalmic
and Ear, Nose and Throat Services in a new block at the Falls Road boundary
of the site. The Clinical Buildings of the Medical School, developed before and
after the last war, have been augmented recently by the Dental School and the
Microbiology Building. Extensive accommodation has been provided for our
nurses in Musson and Bostock House, and now the Board of Management of this
hospital, by a most imaginative use of the Endowment Fund, have provided a
modern block of flats for the accommodation of trained nurses. The Hospital has
also used its endowments for many buildings and improvements to existing build-
ings, notably Quin House to accommodate the Northern Ireland Service for
Neurological Surgery and Neurology, the gynaecological wards and theatres and,
in part, the Metabolic Unit.

With all this site development the Royal Victoria Hospital itself has remained
virtually unchanged since 1903. We still have the large open wards with meagre
toilet arrangements, no provision for the isolation of infected or noisy patients,
inadequate accommodation in the wards for medical and nursing staff, and no
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space for the teaching of medical students apart from ward rounds. Except for
neurosurgery, neurology, and endocrinology, specialist units have to be fitted into
the general wards.

The inadequacy of this accommodation for a modern teaching hospital was
recognised by the Northern Ireland Hospitals Authority some five years ago and
a planning team was formed, under Mr. Sinclair Irwin’s chairmanship, to consider
the implications and detail proposals for a new Royal Victoria Hospital. As a
beginning, the first stage of a new theatre and radiology block was completed in
1964 and the out-patient clinics of the new hospital should be in use by the end
of 1968.

The rebuilding of the Royal itself, with its wards, specialist departments and
laboratories remains to be accomplished. The planning team, assisted by their
architectural and engineering advisors, have shown in their two reports how the
new Royal can be accommodated on the site, without interfering with the work of
the present hospital, and built in three stages so that each stage can be com-
missioned as it is completed.

It was with great dismay that we learned recently that under the Ministry of
Health’s Plan for the Hospital Service in Northern Ireland the rebuilding of the
Royal Victoria Hospital has been postponed for the next ten to fifteen years. This
Ministry decision on the main teaching hospital in Northern Ireland is to me
inexplicable, particularly as this hospital is largely responsible, with the medical
faculty, for the teaching and training of our medical students. It provides a base
for the regional specialities of neurological and cardiac surgery, carries out about
one-quarter of the medical work of the Province, and is the centre to which all
the provincial hospitals look for specialist help, and may I presume to say, for
inspiration.

The Northern Ireland Hospitals Authority, the University, and the Board of
Management, have done a great deal with the amount of money available to them
to provide us with the necessary accommodation and facilities to keep this hospital
moving forward, but one must now ask if the Ministry of Health seriously believes
that the worn out and obsolete accommodation of 1903 can any longer support
the medical requirements of a teaching hospital in 1966, provide the accommoda-
tion which the public have a right to expect, or meet the aspirations of the medical
and nursing staff. One must also ask how such a decision will help us to keep our
best medical graduates in Northern Ireland when the development of the main
teaching hospital has been brought to a standstill.

The planning of a new teaching hospital is based on a consideration of its
functions. Its primary object is the investigation, treatment and care of its
patients. Superimposed on this are the requirements of teaching and research. The
function of the medical school is to provide a new generation of doctors to take
care of the sick, and by research to advance medical knowledge. The medical
school and hospital are thus inter-dependent, both contributing to the teaching
and research programme which provide for tomorrow’s medical requirements. In
the teaching hospital the proper balance between service requirements on the
one hand and teaching and research on the other is difficult to define. Stress on
teaching and research may lead to selection of patients for admission with
emphasis on special interests, to failure to accept elderly long stay and psychiatric
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patients, and to poor out-patient and casualty facilities. Such a hospital is not
providing a full service for its local community, however good its reputation as
a teaching and research institution. Surely the hospital must have as its primary
duty the care of the sick, and it has been the main concern of those planning the
new Royal Victoria Hospital to provide a first-class hospital for the community
where teaching and research can be undertaken in the most favourable conditions.

The new out-patient department, now being built, has been designed to provide
good consultation and examination rooms for all disciplines, facilities for the
investigation and treatment of out-patients in wings adjoining the consultation
floors, and first-class standards in waiting and changing accommodation. It includes
the first stage of an accident and emergency admission unit, where the patient
can if necessary be resuscitated, investigated and treated, and where all specialist
resources are available for the care of the seriously injured patient. The require-
ments of teachers and students have been met by giving each consultation suite a
large consulting and teaching room for small groups of students and their teacher.
while a large lecture theatre, designed for out-patient teaching, has been provided
for demonstrations and discussion with larger numbers. As all specialities are
housed in this building it is our hope that students will be able to see and study
a representative sample of the ailments of the community.

HospPiTAL AND MEDICAL SCHOOL

This hospital is fortunate in having the clinical side of the medical school
housed on the Grosvenor Road site in association with our group of teaching
hospitals. The pre-clinical school will shortly be established on the ground of the
old Deaf and Dumb Institute, beside the Belfast City Hospital, also associated with
the medical school as a teaching hospital, and like ourselves, having a compre-
hensive rebuilding programme.

The Belfast City Hospital site is separated from the Grosvenor Road site by only
700 yards and it seemed to the Planning Team that this proximity merited atten-
tion in the development plan, particularly as they were advised that a General
Practitioner Unit was necessary as part of the comprehensive teaching facilities
on the site, and that it was desirable that space should be reserved for the public
health services. In view of the limited area of the two hospital estates it would be
ideal if the intervening property could be designated under the Town Planning
Scheme for long-term medical development.

These points were made in the First Report of the Planning Team in 1964 when
they wrote: “It seems possible that the linking of the two Groups as part of a large
Town Planning Scheme would realise the hopes of the Medical Staff for a campus
whose activities would maintain medical care, teaching, and research, together with
some aspects of the public health service and the requirements of general practi-
tioners. The larger medical complex would have the benefits of a closer association
with the scientific departments of the University.”

These adjacent sites, housing not only the teaching hospitals but also the
medical school provide an opportunity of achieving a well-balanced teaching
hospital group, serving the community without any selective admission policy, with
a good accident and emergency admission service, and presenting our students with
a cross-section of the illnesses of our community. Such a liaison would be of the
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greatest value to the medical school, providing both under-graduate and post-
graduate training. I do not think it possible to have this training in water-tight
compartments—they are indivisible; an under-graduate teaching hospital must also
be a post-graduate hospital, since it must train its junior medical staff and research
workers.

Medical school and teaching hospital are of course under different managements
—in these costly days I do not think any university would wish to own and finance
its teaching hospital. It must therefore be the concern of these two bodies, both
medically and administratively, to secure an alliance that will be to the advantage
of both patients and students. As I have said, medical school and hospital are
inter-dependent but have different goals, the medical school dealing with teaching
and the expansion of knowledge for tomorrow’s requirements and the hospital
caring for today’s sick but also taking part in teaching and expanding knowledge.
I think we would all agree with the findings of Clark and Sheps from the Medical
School of the University of Pittsburg that “the teaching hospital and medical
school be two separate, distinct but collaborating entities.”” To this end their views
on some of the issues that must be resolved for a proper partnership may be of
interest.

1. The sharing of the four goals of patient care, community service, education,
and research.

2. The appointments of medical school and hospital staff should be made
jointly so that the best interests of both institutions are served. This should result
in the selection of medical staff who are proficient in patient care and community
service — the primary goals of the hospital — but at the same time are capable of
conducting medical education and research, the primary goals of the medical schools.

3. The student should be a member of the medical team, so that he can be
given some responsibility, under supervision, for patient care.

4. The participation of all patients in the teaching programme, unless it is felt
that a patient might be harmed.

5. The maintenance of the highest standards of patient care, and

6. The support of medical research by both institutions.

Many of these points are covered already in our own relationships with the
medical faculty, but such relationships are always capable of improvement. The
greatest problem in human relationships is our individual personalities. As W. M.
Dixon has so truthfully phrased it: ‘“The most troublesome thing in the world is
the individual man. If anything is in evidence, he is in evidence, and the varieties
of this creature are without end. Many are the races and many the temperaments.
Who will enumerate them? There are vehement and hot-headed men, selfless and
conciliatory men. There are sybarites and ascetics, dreamers and bustling men of
affairs, clever and stupid, worldly and religious, mockers and sceptics, pugnacious,
loyal, cunning, treacherous, cheerful and melancholy men. There are eagles among
them, tigers, doves and serpents. They display, varying as they do in appearance,
talents, behaviour, every type of unpredictable reaction to their surroundings”.
Most of us, ladies and gentlemen, fit some of these adjectives and perhaps one
should suggest to those medical students not prepared to enjoy a concentration of
such individuals that they should maintain their sanity in other medical spheres
outside the teaching hospital and medical school.
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HospiTAL AND COMMUNITY

The advances in medical science and in the effectiveness of treatment over the
past twenty-five years have produced profound changes in the relationships of
medicine as a whole, and the hospital in particular, to the community.

As Sir George Godber has stressed, medical care is not now a simple matter of
one patient and one doctor; it has to be organised. The initiation of the National
Health Service in 1948 advanced the evolution of clinical medicine into the hospital
service, with its consultants and specialists, and the general practitioner service.
This process did not begin with the introduction of the health service; it has been
going on in all countries for the past half-century, but certainly in this country has
been greatly accelerated by the finance made available to the hospitals by the state.
This has resulted in a marked increase in the number of consultants in the hospitals
and the sub-division of hospital practice into separate specialties within medicine
and surgery. The lone doctor is now at a considerable disadvantage without the
help of his colleagues. The assessment of a neurological problem, for example,
requires not only consultation between neurologist and neurological surgeon, but
also with their colleagues in neuro-radiology, physiology, pathology, otology and
ophthalmology so that the additional information to be gained from contrast
investigations of the nervous system, echo-encephalography, isotope scanning,
electro-encephalography, electro-myography and other measurements can be fitted
together to provide as detailed a diagnosis as possible. This example of the co-
operation required to practice medicine today can be expanded in all branches of
hospital practice, and illustrates the fact that specialization makes the specialist
more dependent upon colleagues, not only medical but also non-medical—chemists,
physicists, engineers and a great number of skilled technicians.

The advance of medicine therefore, makes larger hospitals a necessity as
specialist services must be grouped if they are to be effective. A full general hospital
service cannot be provided in a small hospital, and here we have a conflict between
social convenience and an efficient hospital service. The community must under-
stand this and face the fact that major medical treatment must be concentrated in
larger medical centres, and that for some specialties such as neurological, plastic,
and cardiac surgery there can be only one centre for a population of about one-
and-a-half millions.

The public and their representatives the politicians either fail or are reluctant
to take an imaginative view of the hospital service, probably because they regard
it as non-profit making and a claim on the Exchequer. But illness can cause a
double loss to the country; every day a skilled person is not working the country
loses not only the profit of his skill, but also in our Welfare State the money
required to maintain the man and his dependants. The sooner he can resume work
by virtue of effective treatment the less will be this double loss to the country,

Up to date the medical service has been the ‘“‘Cinderella” of the social services.
The health services generally have fared badly compared with education and other
social services which are taking increasing shares of the national income. From a
political point of view the hospital service affects a relatively small number of
people, generally for only a short period of time, and it would seem that so far
successive governments have been able to rely on the loyalties of those engaged in
hospital practice to make the best of the conditions in which they have to care for
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the sick.

Attitudes are changing. Modern medical practice requires money for buildings,
staff and equipment. As living conditions improve, patients will no longer tolerate
the large, open, antiquated, Nightingale type of ward. The money for all this must
come from the public and if they want better hospitals and medical care they must
be persuaded that more money should be spent on health. If more is not made
available the present list of outdated hospital accommodation will lengthen and
this country fall further behind other countries in the standard of its hospitals.

This country spends only 0.23 per cent of the gross national income building
hospitals, and comparison with other countries shows how far we are falling
behind. The United States spends five-and-a-half times as much; Czechoslovakia
eight-and-a-half times; Ceylon nine times; Sweden ten-and-a-half times, and Israel
twelve-and-a-half times. A proportion of this may be spent in overtaking past
neglect, as we should be doing, but some of these countries are building on a
hospital service already more advanced than ours. If we devoted to hospital building
a similar proportion of our resources as Sweden, it would cost £530,000,000
annually. This is more than we have spent on capital development in the first
seventeen years of the National Health Service. You may regard expenditure on
this level at first sight to be impracticable, but if so remember that over the past
ten years the proportion of our national income spent privately on motoring has
increased from 3% to 6 per cent, that the citizens of the United Kingdom turn over
every year in gambling more than 1,000 million pounds, while alcohol and tobacco
account for the staggering total of 2,500 million pounds a year — 8 per cent of the
national income.

The hospital service needs more money - it is for the public to say whether they
want more money spent on their health or not, but if they do, they must make this
plain to their elected representatives who will have to decide whether it is to come
from higher taxation, a cut in other expenditures, or direct payment of a pro-
portion of the cost of hospital accommodation and treatment.

The great increase in specialisation in hospital practice since the last war has
been due, at least in part, to scientific progress in medicine, but this increase has
in turn promoted further scientific advances. This poses problems, not only for us
in our relations with our patients, but also for the patients themselves. The doctor
in many instances no longer relies entirely on his own observations and experience,
but has to take into account an ever-increasing number of laboratory, radiological
and electro-physiological examinations, giving to them due consideration in arriving
at a final judgment, often in consultation. Diagnosis is more precise and medical
and surgical treatment better controlled by the information and monitoring now
available. This means more intensive observation of the hospital patient, and an
increase in the amount of medical and nursing time required in hospital.

Between 1948 and 1965 consultant and specialist staff in Northern Ireland has
expanded by 160 per cent and other medical staff by 182 per cent. Hospital beds
have not increased in number to any great extent, so here, as in other countries,
more intensive and effective treatment is given in a shorter time. The number
of doctors working in hospitals is increasing much faster than in general medical
practice and if present trends continue will inevitably bring us to the present
Swedish proportions of three doctors in the hospital service to one outside.
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This intensive medical practice does raise problems for our patients, mainly
because it is becoming more difficult for the patient and doctor to maintain the
personal relationship that used to exist. As I have said, more and more doctors are
concerned with the care of the individual patient, and the patient is spending a
shorter time in hospital. There is a real danger here that communication between
doctor and patient may suffer, and this may, at least in part, be the cause of the
vastly greater number of complaints made against hospitals and their staffs in
recent years. Sir George Godber considers that ‘“‘the commonest type of complaint
made against hospitals clearly stems from lack of understanding of what was or
could be done. Patients may be frightened; they may be hostile because of their
need to conceal fear; some may even occasionally be stupid; and many are worried
because they are uninformed”.

Many patients today are better informed on medical matters, since most popular
newspapers have their medical columnists, The British Medical Association pub-
lishes its popular “Family Doctor”, and television beams into every home not only
the “Emergency Ward Ten” and “Dr. Kildare” brand of medicine, but factual
and well presented material like that seen in the B.B.C. series “Your life in their
hands”.

The contemporary patient therefore should have some insight and some ability
to understand medicine as it relates to his needs. This knowledge may be highly
distorted but it is the reason why many patients expect some definite information
about their illnesses and their consequences, and why the doctor should endeavour
to supply it. This can be the most difficult aspect of hospital practice and with
certain patients — and doctors — may be impossible, but there is a great need for
all of us to give more thought to this problem of communication with our patients,
and to interest our students in it.

In countries less fortunately situated than ourselves without adequate national
income, particularly in the so-called emerging countries, there is a conflict in
medical priorities between nutritional, preventive and hygienic measures and the
demands of the hospital service for the latest and most expensive tools of modern
medicine. Many countries cannot afford to save a few lives by these means at the
expense of the many who would otherwise be saved by adequate public health
measures.

Priorities also exist in comparatively wealthy countries, although it is seldom that
these are discussed outside the hospital. In very affluent countries the rich can
obtain prolongation of life by such measures as organ transplantation, renal
dialysis and cardiac surgery, but are these available to all who require them in a
service provided by the state? In this country the public purse is limited in the
amount of money it makes available to the health service unless and until the
public decides otherwise. The Treasury at present has a certain amount available
to spend on health and allocates this to the Ministry of Health. This ministry
decides what should be spent on general practice, public health, and hospital
services. Then individual hospitals receive their annual budget when the regional
boards have considered their requirements.

If we, as a teaching hospital, decide that we need money for a new service
essential for some of our patients, such as renal dialysis or cardiac monitoring,
presumably this should come out of our annual budget. If it does not some service
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in another hospital will have to carry on with less money unless the public purse
makes the extra money available.

Theoretically the present system should result in everyone from the ministry
down to individual hospitals having a say in deciding priorities of medical care,
in analysing costs, in discarding those things that are inessential, and in eliminating
extravagance. In practice, as we know, we are only beginning to consider these
matters. Decisions can be very difficult where finance conflicts with human values.
The hospital service in this country undoubtedly requires more money from the
public purse or from the public directly when we consider the amounts spent in
comparable countries, but in providing this finance people are entitled to know
that extravagance and inessentials are curtailed.

In conclusion, Mr. Chairman, I would say to the students that although our
profession is dedicated to the maintenance of good health, medicine in itself is
not enough. The state and the public also have responsibilities not only in ensuring
that proper accommodation, adequate equipment, and sufficient staff are provided
to practice and teach medicine, but in understanding that good health demands a
proper standard of housing, a nutritious diet, pure water, clean air and facilities
for exercise and recreation.

I believe that a sentence in one of Carlyle’s essays is still pertinent today — “Our
duty is not to see what lies dimly at a distance, but to do what lies clearly at hand”.
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THE PITMAN
PORTABLE BLOOD VOLUME COMPUTER

@ Blood volume to accuracy +21 per cent
Direct reading—no calculations

Time for determination 12-15 mins.
Pre-packed doses

New isotope 1125 tracer

Ranges 0-10 and 0-2.5 litres

Weight 40 Ibs.

This new Blood Volume Computer based on the isotope dilution principle uses the isotope
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dilution of the dose is automatically computed by the instrument and a direct reading of the
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Complete with flow cell and six filters,
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variety of determinations. Automatic
blank control and fully stabilised non
drift power supply.

LINSON JUNIOR
PHOTOMETER

Designed specifically for haemoglobin
determinations. Complete with filter
and flow cell. Stabilised non drift
power supply.
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no drug had convincingly

been shown

to reduce the frequency

of anginal attacks

throughout the day’

h{ o
oooooooooooooo

Brit. med. J., 1966, ii, 98

propranolol is

INDERAL

MMMMMMMM

an ICI discovery

Avai l bl 40 mg. tablets for h ment of angina pectoris.

Dos th rr ct level i re tha ually 1m rta Consult

the Id llte e for dtal of dos: prcau tthe
dsummryfhld al’ Symposiu mae lbl 3|

leaders in cardiovascular research

IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION

Alderley Park Macclesfield Cheshire
Phs38m




Lincocin penetrates/Lincocin works

efficacy through depth of
penetration in
tonsillitis / otitis media

and the difficult-to-reach infections-
sinusitis/ mastoiditis

available as:

Lincocin Syrup 250 Each 5 ml. contains 250 mg. lincomycin (as linco-
mycin hydrochloride monohydrate) in bottles of 60 ml. (this replaces the
125 mg./5 ml. strength).
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comycin hydrochloride monohydrate) in bottles of 12 and 100.

Lincocin Sterile Solution Ampoules (2 ml.) 600 mg. Each 2 ml. ampoule
600 mg. 1i cin(as i in hydrochloride monohydrate).

Upjohn
UPJOHN LIMITED + CRAWLEY « SUSSEX




ALLEN
Diagnostic Instruments

THE ALLEN STETHOSCOPE:

Accurate diagnosis is the basis of effective therapy—and a
comparative demonstration will quickly convince most physicians
that Allen instruments out-perform all others for sensitivity,
workmanship and efficient design.

The Chestpiece

* Exceptionally large diaphragm * Very simple switching from
diaphragm to small bell on reverse side * Rubber ring provided
for fitting to small bell as insulation against cold metal.

The Binaurals

* Two pairs of carefully designed ear pieces and individual
adjustment ensure perfect fit for comfort and highest efficiency.
The Tubing

* Black ‘“Tygon” plastic tubing gives better frequency conduction
and lower hysteresis loss than conventional rubber.

RAPPAPORT & SPRAGUE 1951 Am. Heart J. 21: 605 — 609
SOLE N. IRELAND DISTRIBUTORS :

CI ark e S OF DONEGALL SQUARE
BELFAST1. TEL. 27257
THE ALLEN MULTI-PURPOSE

NEUROLOGICAL INSTRUMENT

This specialised diagnostic aid combines five instruments
generally required by most physicians.

1. A Tuning Fork, with 2 separate and distinct frequencies
of approximately 130 and 260 cycles per second.

2. A Pinwheel, securely held by a ball-bearing catch, may be
easily removed when required.

3. A Sensory Brush, which fits neatly into the underside of
the assembly.

4. A Hammer, made of black rubber and attractively styled.

5. Removable Weights — when removed they cause a change
in frequency of the tuning fork from 130 to 260 c.p.s.

SOLE N.Il. DISTRIBUTORS FOR
KEELER E.E.N.T. INSTRUMENTS

l arli e S OF DONEGALL SQUARE
BELFAST1. TEL. 27257




A selection of recent books

The Management of Head Injuries

WALPOLE LEWIN, M.S. (Lond.), F.R.CS. (Eng.), Consultant Neurological
Surgeon, Addenbrooke’s Hospital, Cambridge; Consultant Neurological
Surgeon to the Army.

‘This book appears at an opportune moment when road accidents with their
spate of head injuries are on the increase. . . . All medical libraries should
contain a copy of this important book, for it will long remain the reference
volume in this field of surgery.” British Journal of Surgery.

320 pages. 77 photographs, 36 drawings. 60s.

Postgraduate Gastroenterology

The Proceedings of a Conference held under the auspices of the Glasgow
Postgraduate Medical Board, edited by T. J. THOMSON, M.B., ChB,,
F.R.CP. (Glasg.), M.R.C.P. (Lond.), and I. E. GILLESPIE, M.D., F.R.C.S.
(Edin.), F.R.C.S. (Eng.).

‘This interesting and stimulating volume . . . is full of interest from start to
finish . . . will remain the reference book on gastroenterology for some time
to come.” British Journal of Surgery.

334 pages. 118 illustrations. 50s.

Colour Atlas of Histopathology

R. C. CURRAN, M.D.,, M.R.CP,, F.C.Path,, F.R.S. (Edin.), Professor of
Pathology, University of Birmingham.

‘This atlas is a remarkable achievement. . . The 765 (colour) illustrations have
been well chosen. . .. As a companion to any standard textbook of pathology,
this will undoubtedly prove a tremendous help to all students of pathology;
and it will make revision almost a pleasure. Lancet.

108 pages. 765 colour photomicrographs. 75s.

Family Planning

Edited by MARY POLLOCK, M.B., Ch.B.,, M.R.C.0.G., Clinical Assistant,
Gynaecological and Fertility Department, The Royal Free Hospital, with
15 contributors.

‘This well-produced and easily read book gives detailed information which
has not before been collected in one volume. It will be useful to general
practitioners and medical students and is essential to all family-planning
doctors.” Lancet.

200 pages. 16 illustrations.. 30s.

Bailliere, Tindall & Cassell

7 & 8 Henrietta Street, London W.C.2
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INDUSTRIAL FIRST AID EQUIPMENT

CARDIAC RESUSCITATION
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SPENCER 'FREE ACTION"
SUPPORT BRIEF FOR MEN

Sp ’s Revoluti Y new pt of support in non-rubber,
spandex elastic for back and abdomen.

Subtie in design to the de%r:e of being mistaken for tailored,
body fitting underwear in t  lotker room, it actually provides
powerful, functional support in elevating the viscera, thus
relieving low back strain.

* Front inner panels follow natural musculature

* Soft, expansion areas at top edge and around
legs allow motion and minimize bulging

* Comfortable, dating crotch section has
easy access opening

Patients have experienced relief
from chronic low k pain while
wearing the Support Brief

We recommend this Brief for
minor low back conditions and
where it is considered beneficial
to raise abdominal contents in
aiding respiration, relieving ptosis,
minimizing pooling of blood in
lower abdomen, etc.

N

For further information on the Spencer °‘Free
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SPENCER (BANBURY) LTD.
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"ON GUARD AT THE GATEWAY"

By J. McA. TAGGART, M.B., B.Ch,, D.P.H,, D.P.A, F.RS.H,,
Medical Officer of Health and Port Medical Officer, Belfast.

Based on an address given to the British Medical Association, Belfast Division,
13th October, 1966

TO the general public the work of the Port Health Service is little known with the
result that it gets very little publicity except on those rare occasions when a large
passenger liner is held up with a case of suspected smallpox on board. Port health
authorities whether they are concerned with a seaport or airport have one major
function and that is to protect the country of which they are the gateway from
disease introduced from outside sources.

The history of the port health services of the world has been one of evolution
of theories and accumulation of knowledge. It has involved the epidemiology and
control of communicable diseases which have in past centuries threatened the very
existence of mankind. When disease was thought to originate, only in an obviously
sick person, preventing its spread seemed a comparatively simple procedure;
isolate the sick person and there should be no further spread of the disease. This
was so, even in the days when travel between countries was slow and along well
established trade routes overland or by sea. Even the threat of the death penalty,
which was there to compel sick persons to remain apart from their fellows, was
ineffective. During the many centuries when epidemic disease was thought to be a
visitation from the Almighty little could be done to prevent its spread save by
prayer, sacrifice or resort to witchcraft. As soon, however, as more rational views
prevailed, and when it was realized that persons and goods coming from an infected
area to a healthy one could introduce an epidemic, efforts were made to mount
guards at the gateways to towns and continents to prevent these disastrous
calamities. These guards, in the form of rules and regulations set up many centuries
ago, were the forerunners of the port health services of today. The course, though
not the actual mechanism of spread of these importations of disease, was soon recog-
nised — e.g., the actual spot near Weymouth where the man landed, who imported
the Black Death into England in 1348, is known and his route from there has been
traced. Through the research of Spanish historians we also know the name of the
negro who first brought smallpox to the Indians in Mexico in 1520 and paved the
way for the 34 million deaths from smallpox which followed. The origin of the
well known and disastrous epidemic of plague, which struck the village of Eyam
in Derbyshire in 1665, can be traced to a box of old clothes received from London
by a local tailor. The citizens of Eyam voluntarily isolated themselves under the
guidance of their parson, Rev. William Mompesson, and when they emerged 13
months later 259 had died out of a population of 350 i.e. 74 per cent mortality.
The tercentenary of this supreme example of self sacrifice was celebrated in Eyam
last year.

It is not certain when and where isolation for a specific period was first introduced
as a preventive measure or when information concerning epidemic disease was
first passed from country to country. These measures lie in the mists of time and
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certainly there are frequent references to isolation of sick and unclean persons in
the Laws of Moses. For example, we read ‘“‘He is unclean, he shall dwell alone, and
without the camp his habitation shall be.” One of the first references to statutory
and organised compulsory isolation of travellers is in the fifth century A.D. when
the Byzantine Emperor Justinian made a quarantine law at the time of a great
plague epidemic. People coming to Constantinople from infected areas were ordered
to be ‘““purified” in special places and given a health certificate. The Republic of
Ragusa in Dalmatia on the Adriatic (now known as Dubrovnik) was certainly very
conscious of this problem in the late fourteenth century and visitors to Dubrovnik
today can visit the buildings, later called lazarettos, outside the Ploche or southern
gate of the city. Travellers and their baggage from sea and land were isolated for
a period of 40 days here before being permitted to enter the city. The setting up of
lazarettos on this pattern was the policy of countries on the Mediterranean and
Adriatic sea boards. The most typical examples of these were at Marseilles, Venice,
Genoa, Leghorn and Trieste.

Other cities and countries soon followed the example of the Ragusians and
Venetians until some form of sanitary control on imports of persons and goods
became general in many countries during the next five centuries. Traffic from Egypt
to Europe, especially cotton goods, was the chief source of plague and the under-
lying idea of quarantine was that the passage of time would give the disease an
opportunity to show itself and lead to dissipation of the infection. The name
‘““quarantine” is said to have been based on the period of 40 days during which
Christ and Moses had remained in self-imposed isolation in the wilderness. The
word ‘‘lazaretto” probably gets its origin from Lazarus, whose name came to be
used in mediaeval Latin for a leprous or infected person.

J. D. McDonald, a medical historian, describes vividly some of the practices
adopted in quarantine. He tells us that “‘this was indeed a strange and marvellous
ritual in Mediterranean and Ardiatic ports where lazarettos abounded and the law
was vigorously enforced. On arrival, ships would be visited by the quarantine
officer who, while making elaborate use of tongs and vinegar, would examine the
Bill of Health and prescribe the quarantine accordingly. For plague the highest
rigour was enforced for 80 days. Goods were exposed and turned daily for 20 days.
If cotton were part of the cargo the bales would be broken up and the deck hands
would toss the contents over their heads daily for 60 days. If nobody contracted
plague the cotton was considered free from infection. Meanwhile crew and passen-
gers were confined to the lazaretto and examined daily for tenderness in the axillae
and groins. In some ports the authorities took far less interest and merely locked
everything and everybody up for 40 days and took no further action until disease
actually broke out.”

For information on lazarettos, their location and layout, we owe much to the
prison reformer, John Howard, who, during the latter part of the eighteenth
century, visited all the lazarettos in Europe and published reports on each, together
with detailed maps and plans.

To the rigours of quarantine were also added the restrictions of the Cordon
Sanitaire which took many forms. The first reaction of a threatened community
might be to attempt to isolate itself completely from the advancing danger, and
military force was often used to prevent those inside from getting out and
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those outside from getting in. In privileged communities or in the case of the well-
to-do it was common practice for the wealthy to move out of capitals and danger
areas into a healthier environment, usually in the country. In England, when the
court moved to Windsor from London during the plague of 1625, a gallows was
erected at Windsor to hang anybody who arrived from London. But these attempts
at complete isolation were largely unsuccessful as it was impossible to sever all
communications between adjacent communities.

Between the fourteenth and nineteenth century nearly all civilized countries of
the world adopted some form of port health control. There was often no reliable
information concerning the state of health in foreign countries, so quarantine
measures could be based on rumour alone. To avoid quarantine, masters of ships
had to produce a clean “Bill of Health”. These Bills of Health have now been
abolished but they were the primitive forerunners of the Maritime Declaration of
Health which is in general use in the ports of the world today. This ancient system
of control was not only usually quite ineffective but was often cruel to the point of
barbarity. It also encouraged dishonesty, bribery, corruption and concealment and
was a great hindrance to travel and to the free flow of trade. The conditions under
which crews and passengers were incarcerated, either in hulks and ships or in
lazarettos on shore, were sometimes indescribable and worse than those experienced
in many of the prisons of the time. Attempts to avoid quarantine by giving false
information could have disastrous results.

One of the most striking examples of the hardships, which passengers had to
bear less than 85 years ago, was the misadventure of those on board the Italian
ship, Matteo Bruzzo, which sailed from Genoa for Montevideo on 30th September
1884. Cholera broke out on the ship on arrival at Montevideo and she was refused
permission to land passengers either there or at Rio de Janeiro. The master had
no alternative but to return to Italy where his ship was quarantined at the island
of Pianosa near Elba. When the passengers of the Matteo Bruzzo finally disem-
barked at Leghorn they had been at sea for four months and were only 78 miles
away from their original port of embarkation. Innumerable illustrations of serious
inconvenience and great injustice caused by quarantine practices have been cited
by historians, among whom are John Howard and John Jacques Rousseau. Both
have given first hand accounts of the discomforts and extreme rigours of confine-
ment in lazarettos.

Improved means of transport, especially the introduction of steam and the in-
creased growth of international trade, made these unnecessary encumberances of
quarantine even more unbearable than before. Furthermore it was evident that
many of the measures adopted were not only damaging to trade but were ineffective
in preventing the spread of disease. Based as they were on supposition rather than
on scientific knowledge of the disease against which they were directed, obstructive
quarantine measure were doomed to fail as often as to succeed. In fact, one can
attribute most of the success to good fortune rather than to good management.
Political opposition also came from those who saw in quarantine a method of state
interference in the affairs of private individuals. These criticisms were not without
justification in view of the penalties of life and death accorded to the quarantine
authorities. In the eighteenth century a warship, which was alloted to the Port of
Liverpool, patrolled up and down the River Mersey to ensure that incoming ships
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did not attempt to dock before being given a clean Bill of Health. As late as 1825
the last Quarantine Act in England prescribed the death penalty for persons com-
municating with any ship in quarantine.

Somewhat similar procedures to those described by McDonald were attempted
in the large seaports of Britain especially London and Liverpool. During the
seventeenth and eighteenth century the British quarantine regulations were
directed mainly against plague as it threatened from various areas. Isolation of
persons and goods had mainly been on disused ships anchored in estuaries, but
ships with foul Bills of Health could complete their quarantine at Mediterranean
ports before arrival in this country. In 1765 money was voted by Parliament for a
lazaretto in the Scilly Isles and in 1800 £65,000 for one at Chetney Hill in Kent
for which a further £105,000 was later provided. The first was never built and the
Chetney Hill project was a complete fiasco. It sank into the mud of the the Medway
and its remains were eventually sold for £15,000.

Lazarettos were not built in Ireland and there is little historical evidence of the
imposition of quarantine procedures as far as Belfast is concerned. It would appear
that suspected or infected ships were kept for a quarantine period moored beyond
the entrance to the main channel off Carrickfergus at a point known as Garmoyle
Pool. Fortunately Ireland escaped the great plague epidemics but during the nine-
teenth century Belfast suffered severe outbreaks of smallpox, typhus and cholera.

In 1873 the Belfast Board of Guardians erected a cholera intercepting hospital
on the West Twin Island as there was at that time cholera in European seaports.
In 1884 and again in 1892 this hospital was extended and further accommodation
was added to it in 1900 as there was plague in Glasgow in that year. As the hospital
stood in a position where it impeded essential harbour development and reclama-
tion it was destroyed by burning in 1910 and re-erected on piles on a new site on
the Seal Channel. This second hospital was demolished in 1930 as it was no longer
required and in any case Purdysburn Fever Hospital could now deal with any
serious infectious diseases from the port. During its lifetime of 57 years the cholera
hospital received no cholera cases but it was called upon to house smallpox patients
on several occasions.

Since the end of the last century knowledge has made tremendous advances and
many of the diseases which were once dreaded have lost their ancient terror.
Among all the quarantinable diseases, smallpox is the one which still causes the
greatest concern to the port medical officer and against which he must maintain
constant vigilance. Smallpox remains the disease most frequently responsible for
infected ships. During the past six years 100 ships have been reported infected
with this disease by the World Health Organisation. The presence of endemic
smallpox foci constitutes a serious health threat to all countries and especially so
today when, thanks to rapid air travel, one is only a few hours away from an
endemic smallpox area. Of more than 100,000 cases notified in 1963 about 25,000
people died. Measures to control epidemics are theoretically simple but sometimes
difficult to carry out in practice. They challenge the efficiency of port health, public
health and laboratory services, hospitals and general practitioners. Smallpox
patients and their contacts must be isolated, casual contacts vaccinated; their
number may be several thousands and sharp watch must be kept for further cases
or other similar illnesses like chickenpox which may be confused with it. A further
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problem is, that in countries free from the disease, few doctors have seen a case
and modified cases produce further problems of diagnosis. Unfortunately un-
vaccinated doctors are among the first to contract smallpox.

The problem of prompt control of imported smallpox are made much more
difficult by rapid air travel. Here is the sequence of events following an imported
case into Britain in 1960. ‘“Mr. Jones”, two days after arriving in London by air
from Malaysia fell ill, saw his doctor and was admitted to hospital as a confirmed
case of smallpox. The Ministry of Health immediately informed the World Health
Organisation in Geneva and a far flung follow-up of people, who had contact with
“Mr. Jones™ had to be set in motion. Cables went out from W.H.O. to the countries
where the flight had landed, Kuala Lumpur, Colombo, Bombay, Teheran, Istanbul
and Rome. Some passengers had got off the plane at Bombay for Karachi and
Moscow and at Rome for Africa, Germany and Scandinavia. Other passengers
from London had already continued their flight to the U.S.A. In all these places a
careful check had to be made to see that contacts of “Mr. Jones” had valid small-
pox certificates. All were warned to see a doctor at once should they feel at all un-
well. Some were vaccinated. The swift notification of cases is an essential part of
smallpox control, nationally and internationally. Under the International Sanitary
Regulations which apply all over the world and are the modern successors to the old
quarantine laws, countries have a duty to notify W.H.O. within 24 hours of a case
occurring in their territory. The information always refers to the local area where
smallpox is present. This local area is a built-in feature of the regulations as only
travellers from these areas are subjected to the inconvenience of port health con-
trol. The port medical officer has up-to-date information of every area in the world
where smallpox or other quarantinable disease is present so he keeps a constant
watch for ships coming from these areas. This information is given in a daily radio
bulletin broadcast from Geneva and re-transmitted throughout the world. It appears
in printed form in a weekly epidemiological record. When warned of possible
danger in time port medical officers can take precautions to prevent disease from
spreading. A rapid information service of this kind is essential in view of the risk
of high-speed international spread of disease through the ever increasing volume
and range of traffic by sea and air. Every ship which enters the Port of Belfast
from an area of the world, where smallpox is regularly found, is met by a port
medical officer. Only when the doctor is satisfied that there is no danger of small-
pox is the ship permitted to land passengers and crew and unload her cargo.

Travellers coming from, or having passed through, infected areas must have valid
smallpox vaccination certificates or be vaccinated on arrival and kept under sur-
veillance during the incubation period of the disease. If a traveller from an infected
area refuses vaccination a port medical officer has statutory power to put him into
isolation for 14 days but this action is seldom necessary. With the revocation of
compulsory vaccination in the United Kingdom the number of persons protected
has tended to decline annually and the numbers protected here have already fallen
to a dangerously low level. This has greatly increased the responsibility of the port
medical officer and others who have the task of excluding the disease from this
country. It is, therefore, most important that those groups in the community who
are most likely to come into contact with his disease, should be protected by vaccin-
ation, i.e., doctors, nurses, auxiliary medical staffs, ambulance personnel and of
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course all those involved in any way with work at airports or seaports.

The solution to the problem of smallpox in the world lies, not in mass vaccina-
tion of people of western countries, who are free from the disease, but in the
eradication of infection in the countries, especially India and the Far East, where
it is endemic. Much progress has been made already in the developing nations of
Africa, and port health services have now little to fear from the seaports or airports
of the entire African continent. Under the guidance of the World Health Organ-
isation intensive efforts are now being made by those countries in which both
smallpox and cholera are still endemic to organise mass immunisation campaigns
and improve sanitary conditions. These countries are helping themselves and the
rest of the world by raising their sanitary standards and concentrating on elimin-
ating sources of disease within their borders. When these quarantinable diseases
are eliminated from them in the not too distant future a whole chapter of inter-
national public health history will close.

I would at this point like to make some reference to our own port of Belfast
and say something of the work of the Port Health Service here. This service is a
natural extension of the Environmental Health Service and as such has a vigorous
and stimulating role to play in the public health services of our city.

History records that Belfast was first recognised as a port by the government of
the day just over 300 years ago when in 1662 by an Order in Council it was
officially made a “landing place” such recognition being probably for customs
purposes. Since that time successive generations of those responsible for the develop-
ment and operation of this great port have endeavoured to ensure that the accom-
modation and facilities provided for the reception of vessels and their cargoes are
adequate and the most suitable and up to date of their kind in the world. Belfast
is an ideal ocean terminal. Its position on the Transatlantic routes and its position
in relation to Great Britain and the continent make it an ideal centre for the dis-
tribution of goods. One outstanding feature is that owing to the tidal range of only
94 feet no dock gates are necessary and ships can enter and leave their berths at
all stages of the tide without hindrance. Within the dock area there are 8 miles of
quays and an area of 31 acres of sheds. During the years this port has seen a vast
expansion in her trade and commerce and is now the sixth largest in the United
Kingdom. The total seaborne tonnage of goods imported into and exported during
the year 1965 amounted to over 7 million tons. It is estimated that the total value
of goods handled during that year exceeded £500 million, being carried in 7,733
vessels with a total tonnage of over 7 million tons net register.

Another great economic asset not only to Belfast but to the whole of Northern
Ireland has been the recent erection at a cost of £7,000,000 of the B.P. Oil Re-
finery. This refinery can process 1,300,000 tons of crude oil annually and among
the products produced are three grades of motor spirit, butane, propane, aviation
turbine, kerosene, industrial gas oil, three grades of fuel oil, diesel vehicle oil
(Derv) and liquid sulphur. In this refinery hydrogen sulphide which is the most
offensive effluvia of refineries is absorbed, practically all sulphur being converted
to liquid and sold for use in the manufacture of fertilizers. Atmospheric pollution
is at a remarkably low level. All Belfast’s gas supply will come from the refinery
in less than two year’s time and no more coal gas will then be produced at the
present gasworks.

28



The limits of the Belfast Port Health Authority extend from the docks to a point
indicated by a line drawn from Black Head in Co. Antrim to Orlock Point in
Co. Down and shipping coming within this area is subject to its jurisdiction. The
masters of ships from foreign ports notify the Port Medical Officer by coded signal,
prior to their arrival, informing him from which foreign ports they have come and
whether there is any sickness among crew or passengers or any other relevant
health information. The master is in fact requesting health clearance or ‘“‘free
pratique” as it is called and he is normally granted permission to enter the port
and proceed to his place of mooring. His ship will be boarded off Carrickfergus
by the duty pilot who will take over the helm and guide her to her mooring place
in the docks. On her way up the Lough the ship will be flying the famous yellow
“Q” flag indicating that she is still in quarantine and not yet cleared by the Port
Medical Officer. Originally this flag, the Yellow Jack, was used on a ship to indicate
that a hanging was taking place and that other ships should “‘keep their distance™.
By night the “Q” flag is replaced by coloured lights at the masthead. If the master
suspects that he has a case of infectious disease on board or if he requires the
services of a port medical officer he will fly the flag signal L.I.M. from the mast-
head. If the answers on the Maritime Declaration of Health are satisfactory, the
ship is cleared at once and everyone can now proceed about his normal business;
the pilot can go ashore; the immigration and customs and waterguard staff can come
aboard and cargo discharge can begin. The aim of the port health authorities of
today is to carry out their protective functions with the minimum of inconvenience
to passengers and crew and shipping owners. Every hour a ship spends in port
adds expense to her owners whose aim is to have a quick turn round and return
her to her lawful business of plying trade on the high seas. The aim is also to free
travellers, traders and international traffic from unnecessary restrictions but there
are, of course, minimum procedures, some in the interests of health, which must
be observed. It has been said that if Sir Francis Drake wished to circumnavigate
the globe today he would find it very difficult to do so. First of all his ship would
not be in compliance with Board of Trade Regulations, he would be stopped be-
cause he had no passport, arrested for taking money out of the country illegally
and if he succeeded in getting out of the country at all he would be detained
because he had not had his inoculations!

While in port, ships are visited daily by port public health officers who have a
wide range of duties to perform. In order to ensure healthy living conditions at
sea, ships are treated very much in the same way as houses. The inspectors inspect
ships of many nationalities and types of construction. Last year ships of 35
nationalities arrived in Belfast from 236 different ports, some of them in far away
places with strange sounding names. The standard of crew accommodation varies
from nationality to nationality and from ship to ship. The age of the ship, the
trade on which she is engaged, the efficiency of the master and the cleanliness of
the members of her crew may all be relevant to her state of morale. During the
past 25 years there has been a steady improvement in the standards in ships of
most nationalities; British requirements are among the best in the world. The port
health inspector in his routine duties will visit and inspect all ships in port; he will
make his inspection of crew accommodation, sanitary arrangements, wash rooms,
store room, especially food stores, cooking and catering arrangements. He will also
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take samples of the ship’s water supply for bacteriological examination. Belfast’s
water supply has a very high reputation among shipping owners for its purity and
potability and ships proceeding to this port will often delay filling their tanks until
they arrive here. During 1965 the Belfast Water Commissioners sold 14 thousand
tons of water to shipping at a cost of approximately £7,000.

The responsibilities of the port health authority, in addition to those concerning
the risk of importation of disease by humans, also involve the risk of importation
of disease by foodstuffs, hides, skins and bone meal. It is in this branch of his
work on ships, on quays and in the sheds and warehouses that much of the day of
the port health officer is spent. The amount of foodstuffs arriving here from over-
seas is somewhere in the region of 200,000 tons per annum. A large percentage of
this must be inspected to ensure that it is fit for human consumption. Imported
food may be unfit for a variety of reasons and rigid controls are necessary to ensure
that food is free from disease, sound and undamaged, handled in an hygienic
manner and free from food poisoning organisms.

All meat and meat products arriving here from overseas must bear the stamp
of the country of origin. This stamp is not a warranty of quality or freedom from
disease but merely indicates that the meat was inspected by a qualified person in a
registered establishment. Prior to the Aberdeen typhoid outbreak it was thought that
external examination of tinned meat containers was sufficient but it is now realized
that pathogenic organisms can live for months or even years in canned products
without revealing their presence. Owing to the risk of typhoid, paratyphoid and
food poisoning from infected meat products, whether in chilled carcases or in cans,
examination of these products has in many ports overshadowed all other consider-
ations especially since the Aberdeen typhoid outbreak of 1964. Boneless beef and
veal from various countries, including the Argentine and New Zealand, have
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