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It is one of my life-long regrets that I never had an opportunity
to meet Sir James Mackenzie. When I went into practice in 1924,
I bought a copy of his little book, Principles of Diagnosis and
Treatment in Heart Affections, and was at once spell-bound. What
an enormous influence that book must have had on all the young
men who studied it! We are now so familiar with his brilliant
differentiation of cardiac irregularities, and with his insistence on
the efficiency or failure of the heart muscle, that I will not labour
those subjects today, but I was also fascinated by his analysis of
what nowadays is called clinical instinct. ““ A thing that strikes
anyone,” he says in his other book The Future of Medicine, ‘ is
the curious knowledge which some physicians and general practi-
tioners acquire after many years’ practice. The knowledge is
undefinable, and they are unable to express the reasons in language
sufficiently clear for the uninitiated to understand. The real source
of this knowledge is the familiarity, derived from experience, of
the appearance of the patient when stricken with an insidious
disease, a subtle alteration in the expression of the face, or a slight
wasting, or a faint contraction of some of the muscles of expression;
a faint change in colour, coupled, it may be, with an alteration in
the patient’s temper, ideas or voice. Knowing the patient before
these changes occurred, the attention is arrested by the alteration,”
and he proceeds to give some examples.

Let us go a little further back for an illustration of what Mackenzie
had in mind, and for a good description of a consultation. ‘ We
remember,” says Dr John Brown of Edinburgh in a famous essay,
*“ We remember hearing a young doctor relate how, on one occasion
when a student, he met with the late Dr Abercrombie, when visiting
a man who was labouring under what was considered malignant
disease of the stomach. He was present when that excellent man ”
—this must have been somewhere about the year 1840—* first
saw the patient along with his regular attendant. The doctor
walked into the room in his odd, rapid, indifferent way, which many
must recollect; scrutinized all the curiosities on the mantelpiece;
and then, as if by chance, found himself at his patient’s bedside;
but when there his eye settled upon him intensely; his whole mind
was busily at work. He asked a few plain questions; spoke with
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great kindness, but briefly; and, coming back to consult, he said,
to the astonishment of the surgeon and the young student, ¢ The
mischief is all in the brain, the stomach is affected merely through
it. The case will do no good; he will get blind and convulsed, and
die.” He then in his considerate, simple way, went over what
might be done to palliate suffering and prolong life. He was right.
The man died as he said, and on examination the brain was found
softened, the stomach sound. The young student, who was intimate
with Dr Abercrombie, ventured to ask him what it was in the look
of the man that made him know at once. ‘I can’t tell you, I can
hardly tell myself; but I rest with confidence upon the exactness
and honesty of my past observations. I remember the result, and
act upon it; but I can’t put you, or, without infinite trouble, myself,
in possession of all the steps.” ‘ But would it not be a great saving
if you could tell others?’ said the young doctor. ° It would be no
such thing; it would be the worst thing that could happen to you;
you would not know how to use it.” ‘Was it something in the
eye?’ said his inveterate querist. ‘ Perhaps it was,’ he said good-
naturedly; ‘but don’t you go and blister every man’s occiput,
whose eyes are, as you think, like his.” ”’

One day someone will give a James Mackenzie lecture on Clinical
Instinct, that awareness of the unusual which precedes recognition
of the familiar, but which is not now quite so far behind the beyond
as it was in his time. I could not do it myself, though we shall see
that it is the absence, quite as much as the presence, of some physical
sign, which leads the way to diagnosis. I might, I suppose, have
written an essay on ‘ Blunders I have made,” or * Why my patients
leave me ’; for there would have been plenty of material. But, Sir,
when I accepted the very great honour, which the Council of this
College pressed upon me, I came to the conclusion that a recital
of personal failure would not be appropriate. This is not the occasion
for sack cloth and ashes; this is

*“ One crowded hour of glorious life »

and I would not have it wasted. If I may be allowed, now and again,
the use of the personal pronoun—I said this, or I did that—I hope
I may be able to interest you in the Art of Consultation.

That passage from Sir James Mackenzie, which I have just
quoted to you, and that description of my first cousin, many times
removed, stimulated me to read again all the consultant opinions
recorded in my notes—notes which were invariably written
on the same day as the opinions were expressed—and my
general theme must be that the family doctor must learn to manage,
not only the patient and his relations and friends, but upon occasion
his specialist colleagues also. In other words, he must remain in
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charge and in control unless, with the patient’s consent, he delegates
his authority to another, temporarily and for some special purpose.

Let us then take a stroll together down Harley Street, using that
term generically. This shall be no scientific expedition; I shall not
analyse or classify; nor shall I introduce to you by name those
whom we happen to meet. We must not spend long with the eccent-
rics, who assure us that the water in the Lake District is the best
for treating a London boy’s eczema, or who recommend for boils
a course of treacle enemata, specifying particularly Fowler’s West
Indian. We shall listen respectfully when the talk is of Pancoast’s
syndrome or Schimmelbusch’s disease, but we shall not be impressed
by statisticians. As a family doctor, I am not concerned with
percentages, but only with people, with men, women and children,
individuals, one at a time. The average expectation of life without
operation may be so and so, the mortality of the operation such
and such, but that is not the point. The point is what will happen
to this, to my, patient. How one’s heart still warms to the surgeon
who won’t operate! Thus—* I'm afraid from the surgical point
of view, it is rather a dud. His epilepsy is pretty generalized and
there is no suggestion of localization. It is the most hopeless kind.
Of course, any operation benefits epilepsy for a time, and one must
be scrupulously careful in advising it. A case could be made out,
but all my judgment is dead against it. He needs a dull, mechanical
job.” Or thus, on a difficult overlapping fracture in a boy of nine—
““ A few years ago, I would have operated on that, but I wouldn’t
now. There may be some limitation of pronation and supination,
but almost certainly in two or three years’ time, it will not be possible
to tell by x rays that a bone has been broken.” We shall enjoy
an echo of Lord Lister—“ Old Lord Lister used to say that it was
pathognomonic of a fracture of the neck of the femur to find no
shortening immediately after the accident, and a small amount
24 hours later.”” We shall take kindly to the surgeon who said,
““ It is rather a good idea to regard the husband as one of the physical
signs; ” and to the physician who wrote, “ But you know her
better than I do, and if you have any other view, I hope you will let
me know.” Someone may stop us in our walk to ask how that
patient, whom we saw together, fared, and I shall be very happy
to tell him; but I have never felt that it was any part of my duty to
write to a consultant and tell him he was wrong. I was once tempted
to write to an old friend that he had missed a cancer, but I refrained,
and I am glad of it, for, within a week, and quite unknown to me,
he died of that disease himself.

It will not have escaped your notice, Sir, that the title I have
chosen is not far removed from that of this year’s Butterworth
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Essay. 1 must beg you to believe, however, that this is, as the
pavement artist says, all my own work. The evolution of the doctor
in the suburb, and particularly in the London suburb, follows a
quite different course from that of the doctor in the country, so
well described to us by my predecessor last year. I soon found,
when I joined my partner more than thirty years ago, that although
I was reasonably well trained to do certain things, I was not going
to be allowed to do them. My partner was an elderly and experi-
enced man, and his large practice consisted mainly of well-to-do
people, many of whom came up from the country to be under his
care. Both he and they were perfectly clear as to what was required
in serious illness or accident—the best possible advice and treat-
ment. My chance, therefore, of removing their appendices or their
children’s tonsils was never good, and soon disappeared altogether.
In its place, I was offered unrivalled opportunities for the study of
the art of consultation.

When my partner went on holiday that first summer, he left in
my care a girl of 19, who appeared to be recovering from a small
pleural effusion, and from her parents I learnt the first lesson of all,
namely, that he who pays the piper calls the tune. They indicated,
with a tact and charm which I have not seen equalled, for they were
Americans, that they would like a consulting physician to see their
daughter, with me, every day, and thus in quite a short time I
became familiar with the ceremonial. When that physician went
on his holiday, he was replaced by another, and he, in his turn,
by a third. Meanwhile, a pathologist, a radiologist, an anaesthetist,
and two surgeons had consulted about her with me. In the middle
of her illness, which lasted about six weeks, a thoracotomy was
done, but still her temperature remained unsettled. At last, and
quite abruptly, it fell to normal, and I shall never forget the smile
of satisfaction which spread over the face of the third consulting
physician, as he beheld her chart on that eventful morning. * There
now,” he said, ““ You see, if we had done anything . . . but we
haven’t! ”

The art of consultation was not then, and it should not be now,
simply a question of sending a patient away for a second opinion;
it is the careful selection of the man who, by training and by
temperament, is the most suitable for the matter in hand. His
position in the profession, his standing in his specialty, his skill,
his appearance, his manner, and his gift of tongues have all to be
considered. We knew our men pretty well for we met them in
person at every opportunity. The field of choice was very wide
indeed, limited only perhaps by something in the patient’s past
history. This too might be quite extensive. I remember seeing
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a lady, who had obviously been very ill, and who must in her time
have had a great deal of medical attention. * Tell me,” I said,
Is there anyone in Harley Street, whom you know and like and
trust?” “ No,” she said. ‘‘ What about Dr So-and-so, whom you
saw last week? ” ‘‘ I only saw him once.” A pause. ‘“ How many
doctors have your seen? > * Twenty-eight.” ‘“ And I amthe twenty-
ninth? ” * Yes,” she said. “ And how long shall I last, a fortnight?
She nodded and smiled, and what the psychiatrists call ““ rapport
was happily established between us. My partner made it perfectly
plain to all his patients that, if they wished, a consultation would
immediately be arranged, but also that, if he himself felt the need
of a second opinion, no objection should be offered. The patient
very often requested that a particular individual be summoned,
someone perhaps who had operated on another member of the
family, or who had given sound advice on a previous occasion;
and this request, unless absolutely unsuitable, was invariably
granted. In this way, T met many physicians and surgeons from
hospitals other than my own, and learned a great deal from them,
but it was my own surgical master, Sir Holburt Waring, who taught
me, in a single word, one of the fundamental principles of con-
sultation. Quite recently, I had been his house surgeon, and, as
was his custom, he seemed to view my early efforts to assist him
with a tolerant, even a benevolent amusement, but after ten days
—puppies should have their eyes open on the tenth day, should
they not?—the rains descended and the winds blew and beat upon
that house surgeon, culminating in his classic denunciation,
““ Really, Abercrombie, you are the worst house surgeon I’ve ever
had!” This formidable being, white-haired and gruff, was called
in consultation by my partner, when I had been with him only a
month or two, and as always I was bidden to attend. In giving his
opinion, he turned to me and said, “I think, Dr Abercrombie,
if you will do so and so . ..” Doctor Abercrombie! Had he really
said “ Doctor ”? He had! By that single word, by that title,
he acknowledged, indeed he welcomed me as his colleague, and
made it clear that at last we met on level terms. That is as it should
be. When a consultant and a general practitioner meet, no matter
how distinguished the one or how obscure or diffident the other,
they meet on terms of absolute equality, the one to give, the other
to receive, but not necessarily to adopt, the advice tendered. The
consultant must be careful here. He should be patient while the
practitioner tells his tale; he should not wave away, as of no account,
the x rays that have been brought; and he should not, with a brisk
“ Well, I don’t think we need discuss this together, need we?”
deprive the practitioner of the opportunity to consider what is to
be said to the patient, before it is said.,
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It is beyond all doubt that a consultation between two men
from the two different worlds of medicine—one, as Keevil put it,
from the Ivory Tower of the operating theatre, the other from the
Augean Stables of first-aid—is of immense value to the latter, for
it affords him priceless opportunities of keeping up-to-date. “ Will
you demonstrate this case to me?  said I. “ Do you mean that? ”
said he, ““ We neurologists love showing off.” But a very close
association with Harley Street is not altogether a good thing, for
it may sap a man’s confidence and gradually destroy his self-
reliance. I have known men become so fearful of responsibility
that they would not even give gas for an ordinary dental extraction.
But consider another simple situation. I am summoned at one
o’clock in the morning to find, in a small top-floor flat, a young
woman with a deep sliced zig-zag gash in the face, starting below
the eye and ending near the mouth. Now I know well that my
friend -the plastic surgeon, with his anaesthetist and his assistant,
his theatre and his electric sucker, will make a perfect job of this;
and I expect that the house surgeon in the near-by hospital, with
the night nurse to help him, will do it pretty well too; but I also
know that, for the good of my soul, and despite my remarkably
improbable aseptic technique at that hour of the morning, I ought
to do it, and I can only hope and pray that antibiotics are as good
as their reputation.

The Informatory Consultation

Consultations are arranged, generally speaking, either for
information or for action, often of course for both purposes. Let
me give a few examples of the first, the informatory, often the
reassuring.

A girl, aged 18 months, pulled a kerosene lamp off a table and
burned the left side of her face. Her parents were desperately
anxious lest the eye should have been damaged. A little later, the
surgeon gives his verdict. ‘ The eye is undamaged, because the
reflex is invariably quick enough to protect. This child is now
without pain, and there is no spasm of the eyelids. If an eye is
burned, pain is 31gonizing and spasm invariable.”

A small boy has a severe attack of measles. His mother nurses
him in her arms day after day, and he gets well. Ten days later his
temperature rises to 102°F., and I am disturbed by some evident
stiffness of the back, and by the complete absence of other signs.
A physician, finding neither drowsiness nor irritability, is satisfied
that it is only influenza, and does not advise either chemotherapy
or lumbar puncture.

The parents of an eight-year-old boy ring me up from the seaside
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to say that “ the light seems too strong > for his eyes. This is an
odd story. We are all familiar with the glare from the snow in the
Alps or from the sea in mid-Atlantic, but that the light in an ordinary
English seaside resort should be too strong for the eyes of a healthy
little boy is something quite outside my experience. Should they
bring him up to London? Well, yes, I think they should. When
he arrived, I found he had a squint, and an eye specialist, finding
in addition some swelling of the optic disc on both sides, feared a
cerebral tumour. A neurologist confirmed this diagnosis in a
matter of seconds. He simply drew the boy towards him and
tapped his skull with a finger, and the skull was toneless, cracked,
sprung unmistakably. Now if only I had thought of doing that,
I could have made the diagnosis as well as he. I am never likely
to hear that sound again, tap I never so many small boys’ skulls.

These men gave their opinions with absolute assurance. I may
have had an idea, but their reasons were so convincing that they
converted the idea into a certainty.

Here is another first class opinion. This lady was in the grip of
a severe toxaemia of pregnancy, and the position and the prognosis
were thus presented. ‘“ After a fortnight’s rigorous treatment,
she has really made very little improvement, and such cases must
always be regarded with great respect. At any moment very
serious symptoms may supervene—boring headache, repeated
vomiting, fits—which will certainly alter the clinical picture. The
pregnancy ought to be terminated. The child seems very small
for its maturity and probably there is already some placental
infarction. These children tend to die in utero; if the pregnancy
continues this will almost certainly happen, and it is a big risk to
take for a very remote chance of a satisfactory baby. If interrupted
now, there will be no permanent kidney damage, and future
pregancies should be perfectly normal.” There is nothing woolly
about that, but now consider this, though certainly the problem
is not so simple. A lady, fourteen weeks pregnant, and her four-
year-old daughter, simultaneously developed german measles.
The mother knew all there was to be known at that time about
pregnancy and german measles, and I immediately obtained con-
firmation of the diagnosis from a dermatologist. Thence to an
obstetrician who, though clearly in favour of terminating the
pregnancy, asked that his opinion be confirmed by a colleague.
The second was just as hesitant as the first, and I had finally to take
her to a physician, before the operation could be done. This
physician simply said, “ You can’t do anything else.”

Often, of course, one gets no help at all. An elderly man, who
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had suffered much from bronchitis and emphysema in the last
ten years, called me one evening on account of substernal pain.
His condition deteriorated and I went to see him again just before
midnight; a short cough was a pronounced feature, there were
some moist sounds at both bases, his abdomen was distended,
and he was dyspnoeic—systolic pressure 170, pulse 120. I called
a physician, who took the view that he had a small pneumothorax
on the left side, and having sent for an oxygen apparatus and a
nurse, we went to explain the situation to the family. Being a
little unhappy that the patient should thus be left alone, I soon
slipped away and went back into his room. He was sitting up in
bed and looked rather better, and we talked about his treatment
and the nurse who was to come. ‘ Now,” he said, tapping the
mid-line of his chest with the tips of his fingers, * this pain is coming
on again,” and he hitched himself up in bed. He put out his right
hand for me to help him, and as I took it, his breathing became
stertorous, his face turned blue, his head went back, and his pupils
dilated. He was pulseless, and after a few laboured, rather desperate,
inspirations, he died. An examination revealed exactly what we
thought it might—a spontaneous rupture of the heart at the site of an
infarct, for the pericardium was full of soft blood clot and there was
a jagged tear, an inch and three-quarters long, in the left ventricle.
1 would not have you think that I here intend criticism of a consultant
opinion; J only wish to stress that it is no part of the art of consulta-
tion to leave, unattended and alone, a man who may be on the very
brink of death.

A boy weighed 8% pounds at birth and labour was normal.. At
three months he weighed just under 11 pounds, and had gained only
9 ounces in the last five weeks. He was pale, very pale, and panted
in a curious way. I have never before or since seen a baby pant.
I took a paediatrician to see him who, finding no disease, suggested
he was an air-swallower. He made some small alterations in diet
and prescribed something for wind. Two days later, quite suddenly,
the boy died, and the autopsy revealed a very pronounced aortic
stenosis.

Harley Street, in my experience, is reluctant to confess itself
stumped. It would be better sometimes if it did, and the exceptions
are refreshing. “ Your doctor has called me,” said another
paediatrician one night, ““ because he cannot put his finger on the
exact cause of this trouble, and I am in the same position. We ought
to take this boy into hospital and investigate the urine, the cere-
brospinal fluid, and so on.”” When we left the house, he paid me a
handsome compliment. ‘ There are black spots in my practice,
Abercrombie, and you are one of them. I always know that, if
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you can’t make a diagnosis, I shan’t be able to make one either.”

A lady was thought to have a lump in the breast, and because it
happened to be convenient, a consultation was arranged in the
family doctor’s house. The surgeon examined her very carefully,
but found nothing, and crossed the room to wash his hands. After
a moment or two, he laid aside the towel, and returned to examine
the patient again. He then found what the practitioner had called
him to see, and he confessed afterwards that he could not escape
the conviction that he would not have been summoned unless
there was something. These cases are always distressing, for, if at
all possible, a mutilating operation there must be. The question
is “ How much?” and the practitioner will know his surgeons
well enough to be able to forecast what operation any one of them
will recommend in any particular case. His responsibility is not
lessened, but rather increased thereby. At any moment now, it
seems to me, some pharmaceutical firm will announce a new drug
for the treatment of cancer, and if the history of antibiotics and of
tranquillizers is any guide, that announcement will be followed
within a matter of months by a dozen such discoveries. Our
College will then have an immense opportunity if we are but ready
for it. Have we a plan for the immediate investigation of such new
remedies? Our new building, to which we all so keenly look forward,
is to be alongside the Royal College of Surgeons and the Imperial
Cancer Research Fund. We ought now, in anticipation of something
revolutionary in the treatment of cancer, to have a consultation
with those bodies, and prepare a scheme to assess the value of a
new therapy. I suppose each one of us in this College, each family
doctor, will see at least ten or a dozen new cases of cancer every
year—say thirty or forty thousand cases annually in this country
alone. What a wonderful opportunity there may be, if only we are
ready to seize it!

“If I had my way,” said Sir Clifford Allbutt as long ago as 1889,
 no man should die of acute or obscure disease without a consulta-
tion.” You notice he does not say *“ without a second opinion *’;
he says “ without a consultation ”. This surely, is a right and
fundamental principle in the practice of medicine. We all see,
from time to time, exceedingly rare conditions, of which we have
had no previous experience—so rare, perhaps, that even the specialist
we propose to call has never seen such a thing before. Even so,
and no matter how confident we may be that we have arrived at the
correct diagnosis and have instituted the best possible treatment
ourselves, we should always hold to the principle that no man should
be allowed to die of acute or obscure disease without the benefit
of a consultation. And Allbutt, whose regard Sir James Mackenzie
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especially valued, goes on to say, to the students at Charing Cross
Hospital, It is you touchy young men, just out of the schools,
-who give us the trouble—who bridle up at the suggestion of a con-
sultation and declare that nothing more can be done. An older
man knows that a good talk over a case is, at any rate, a pleasant
meeting, and probably valuable to him at least in bringing about an
orderly revision of the symptoms, and in refreshing the confidence
of his patient. He knows, too, that when a doctor is sick himself
he calls out for a consultation sooner than a layman does, and runs
from one doctor to another in defiance of all convention. I never
knew a sick doctor who failed to consult at least three London
physicians in a forenoon, usually concealing from each his visits
to the others. The fact is,” he concludes,  life is dear not to doctors
only; to me it is marvellous, not that patients slip off to consultants,
but that, with the fear of death before them, they are so loyal to
their own advisers.”

There is a hidden snag about a consultation to elucidate a
diagnosis. It happens now and again that a change occurs in our
patient’s condition in the interval between our last visit to him and
the arrival of the Great Man. A gland may have appeared above
the left clavicle, a patch of bronchial breathing, a rash, some free
fluid in the abdomen. The Great Man, confound him, pounces
upon this instantly! It is obviously the solution to the enigma, and
we look foolish because we have not spotted it ourselves. We
can prevent that by following the wise advice of an old family doctor,
whose name, to my sorrow, J cannot trace. “I made it a rule,”
he said, *“ always to re-examine my patient on the morning of a
consultation.” If we get there five minutes early, we can have a
quick look round, and save ourselves a good deal of irritation and
embarrassment.

Consulting for Action

When a general practitioner summons a consultant for action,
the circumstances may be very dramatic indeed, and he must be
free, and indeed may feel compelled, to chop horses in mid-stream.

A handsome youth had been ill for ten days and was brought
up from the country to a small nursing home with high fever and a
brawny swelling on the left side of the neck. Under an anaesthetic,
a surgeon made a small incision into this, without finding pus.
The fauces were carefully palpated, but as nothing abnormal was
found, a tube was placed to drain the wound and fomentations
were applied. Late next day I was summoned very urgently, and
found him receiving oxygen, his temperature 103.6°F., pulse 120.
He was pale, sweating, very anxious, and drew breath with great
difficulty and loud stridor. By dint of strenuous exertion, he
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managed to cough up some sticky mucus, and by degrees the spasm
passed; but he sat a long time bolt upright, with head thrown back
and eyes staring, chin pushed forward and the angles of the mouth
drawn down, before he was able to breathe quietly. Ignorant of
the cause of this condition, the like of which I had never seen before,
I drove down to Harley Street and dragged a throat specialist from
his Christmas dinner. This man glanced at the larynx and said
“ Qedema . He told us how suddenly the glottis might be entirely
occluded and breathing cease. Tracheotomy, he went on, had a
mortality of 50 per cent ; intubation, though easy, gave even worse
results, for at any moment the tube might be coughed out. He
believed there was an abscess somewhere in the neck, and we must
try to open it under local anaesthesia, for a general anaesthetic
would be fatal. The boy’s father, in traditional phrase, “ put
himself in our hands ”. “ That’s right,” said the surgeon, ‘‘ that’s
all you can do.” Novocaine was injected deeply in various directions
and the wound enlarged and explored. This provoked an alarming
attack of dyspnoea and the surgeon waited quietly for twenty
minutes. At length, by a finger behind the sternomastoid, two or
three ounces of thick pus were evacuated from a retropharyngeal
abscess, and an hour and a half later, respiration was a little less
laboured. He had his ups and downs, but in a month he had
recovered. Twenty years later, I met him. ‘° You don’t remember
me,” he said, ““ but perhaps you recognize this,” and he pointed to
his scar. Oh, yes, I recognized that, and we both remembered with
gratitude and glass in hand the man who made it.

Strange to think that today the whole thing would have been
scotched by a prompt and determined use of modern drugs, but
modern investigations are not an unmixed blessing, and we some-
times see our specialist colleagues hypnotized by them. A physician
has even refused to see a child patient with me outside his hospital,
for fear that his opinion would be valueless before she was
““investigated . In 1938, I saw a two-year-old boy in evident
abdominal pain. The spasms occurred at intervals of perhaps
five or ten minutes, and then he cried a little, lifted his legs off the
bed, and folded them over his abdomen. He scratched at his navel
with his finger nails, and during one of these spasms, some blood-
stained serum passed through the anus. The diagnosis was intus-
susception, and the pre-war surgeon agreed without hestitation.
““ After all,” he remarked, “it can hardly be anything else, as
there is no diarrhoea.” And he operated there and then. In 1956,
I saw a precisely similar condition in a boy aged five months, and
discussed it with a post-war surgeon. Now he did not say, ““It
can hardly be anything else, as there is no diarrhoea,” he said,
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““ They get awfully good pictures of these things nowadays with a
barium enema,” and I realized that he was not going to operate
until the diagnosis had been thus confirmed. Apart from what
Sir Robert Hutchison would have called the ““ insult to my clinical
instinct,” this meant delay, discomfort, and expense, and much as
I admired that surgeon’s technical skill, I would not employ him
again.

Some years ago I showed a child with a congenital heart lesion
to a consultant. He told me, among other things, that his hospital
had just started a clinic for such cases, and his answers to a question
or two convinced me that he had temporarily lost sight of what might
be best for my patient in his desire to add another case to the new
venture. He had become for the moment a collector, and this was
a rare and interesting specimen. Goodness knows what investiga-
tions might have been done—they sounded distinctly formidable—
but four years later, after an electrocardiograph and a simple x ray,
a leading surgeon in that field could find no justification for any
further investigation at that time. I think I saved my patient from
an unpleasant experience.

“, .. the giftie . . .”

I sometimes wish that our consultant friends could hear the
comment that our patients later make upon them.

“ Well, now how did you get on? ” said I, to a man on his return
from Harley Street, “ Did he help you? Did you like him? * * Oh,
I liked him,” he said, * I liked him—but I do think he ought to wear
braces! ”

“ That fellow has sent me a most preposterous account,” said
another, who had come brilliantly through a very severe surgical
ordeal. *“ Oh,” said I, innocently, *“ How much is it? ” * Absolutely
ridiculous,” he exclaimed, ‘“ he’s sent me an account for 175 guineas!
Well, either 150, or 200; but not 175!

Talking and Listening

“1 can’t talk to Dr So-and-so,” said a widow. ‘ Why not?”
said I, “ he’s a very charming man.” * Yes, I know,” she said,
“ but he asks all the questions, and although I give him all the
answers, I don’t get a chance to falk to him.” This is very modern,
isn’t it? She seems to have stepped straight out of Balint’s book
The Doctor, his Patient, and The Iliness, in which he says, over and
over again, “ If the doctor asks questions in the manner of medical
history-taking, he will always get answers—but hardly anything
more.”

The new theory of general medical practice there put forward is
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well worth study. The idea is that the patient comes to his doctor
with one, two or more ideas, proposals or suggestions for an
illness: perhaps he may say—though he is not likely to be as brief
as this—* Doctor, I have a lump in my neck, a pain in my back,
and I don’t get on with my wife.”” Now which of these complaints
is finally selected as The Illness depends entirely upon what the
doctor has been taught at his hospital, and what he is interested in
now. We all find lumps in the thyroid interesting and pain in the
back a bit of a bore; whether we shall allow the patient to tell us
about his unhappy marriage will depend on how much time we
have to spare.

Mackenzie had strong views on this subject. ‘“ When the patient
and physician come first together,” he says, it often happens that
there is an unconscious struggle who is to be dominant. Many

tients come full of their own ideas about their complaints, with
theories as to the nature and cause of their sensations, and eager
to impart their own opinions. Or they come with a bundle of notes
which they insist upon reading. The first question put to them:
¢ Of what do you complain?’ will immediately give them an opening
and they will, if not checked, proceed to indulge in an elaborate
history of their troubles. This must be quietly and firmly repressed.
The story of their life must be reserved until the examination is
finished, and their replies must be limited to the sense of the question
asked. If this is done, in a few minutes all the essential facts will
have been obtained, and if then they are asked: ‘Is there any other
point you have not mentioned? ’ they will gaze helplessly, and, in a
surprised tone, acknowledge that all the facts have been obtained in
five minutes, which they thought would take half an hour to tell.”

It would seem from this that anything we can do, Mackenzie
did better, and his biographer confirms it. “ On one occasion,”
he records, ¢ at the very height of his London career, he was called
to see a great leader of the social world, a woman famous for her
powers of speech. The doctor who called him in had heard of
Mackenzie’s objection to mere talkativeness, and awaited the
encounter with some interest and amusement. It lasted precisely
four minutes, during which period the physician’s increasing
annoyance could be seen in his heightening colour and flashing
eyes. When he could endure the ordeal no longer, he declared in
those tones which none cared to disobey: ‘ My good woman,
would you kindly hold your tongue? * >

And yet . . . and yet . . . that still small voice—** If you ask
questions, you get answers—and hardly anything more.” Is it not
extraordinary that, although Sir James Mackenzie knew well that
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Love can bring a blush to a young girl’s cheek, he never realized
that Fear can bring a tremor to a strong man’s heart?

Golden Opinions

‘“ Here lies a most beautiful lady,
Light of step and heart was she:
and very intelligent as well. At her request, I took her to see a
distinguished man, her choice not mine, who, when asked what his
fee would be for the services to be rendered, evaded that question,
even when it was repeated. When we got out into the fresh air,
I asked her, non-committally, what she thought of him. She gave me
her dazzling smile, and said, *“ I thought he was the most absolute
cad I’ve ever met.”
“ But beauty vanishes, beauty passes,
However rare, rare it be.”

Poor thing! When I returned after the war, I found that she had
had a sub-arachnoid haemorrhage and had been long in a mental
institution. She was considered to be actively suicidal, but gradually
signs of intracranial pressure appeared and increased, and she became
more and more helpless. “ An aneurysm of the left internal carotid
with 3rd nerve palsy, proptosis, commencing hemiplegia of the
opposite side and the peculiar fatuity and outspokenness—the failure
of control and the want of inhibition—which is characteristic of
pressure on the frontal lobe ”—thus spoke the neurologist when
she came home. An arteriogram was done, an incredible perform-
ance; apart from the anaesthetist, four technical assistants were
required and the radiologist made use of them all. A surgeon was
invited to see her, and though clearly disinclined to advise operation
in so “ psychiatric ” a subject, he changed his view after seeing her,
and comparing her present appearance with an early portrait and
some fairly recent photographs. He thought the aneurysms,
though big, were not sufficient to cause the pressure necessary to
bring on the recent hemiplegia. That must have been caused by a
bleeding, producing a temporary cerebral tumour, and * this is
confirmed by the bladder incontinence. The common carotid
ought to be tied. It is less risky than tying the internal carotid.
I cannot tell,” he said, “how much recovery she will make; it can
hardly be complete, but it may well be partial. I would do it when
convenient, for further improvement without it is unlikely, and
disaster may occur at any time.” It was done and great improvement
followed; she was calmer, less giggly, less fearful and the hemiplegia
disappeared. Soon, however, she began to fall, to vomit, to be
incontinent. The physician gave his final assessment. “ The
aneurysm is growing and gradually destroying the frontal lobe
with increasing degradation of personality, as witnessed by increasing
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incontinence. The last phase of the illness is approaching and
cannot be long delayed. She will either have another haemor-
rhage or pass into coma, and there is absolutely nothing to be done.”

T have given these opinions at length because they are models
of what such things should be—carefully considered, simply phrased,
the truth as far as it could be known.

Matters of Opinion

I have said that the family doctor receives, but does not necessarily
adopt, the advice given. He may feel convinced that a particular
line should be taken, but be unable at first to find anyone to agree
with him. He must then bide his time, advocating his plan, here a
little, there a little. In May, many years ago, a professor of medicine
sent me a patient who had come to live in London. ‘ Last Decem-
ber,” he wrote, “ she had an operation for removal of her gall-
bladder, which was thickened, but no stones were found. Unfortu-
nately, she developed some jaundice and pyelitis after the operation.
Her general practitioner’s view was that she had some cholangitis
before the operation, which was rather urged upon him by the
patient. Anyhow, she has never been well since and there is obvious
enlargement of the liver. In order to improve the nutrition of the
liver cells, I have suggested a course of insulin injections, 10 units
daily, after 30 grammes of dextrose by mouth, because it seems clear
that an ample supply of oxygen in the liver does help its powers
of resistance.” 1T gave the first of these injections and was appalled
at the patient’s appearance. Having been jaundiced for nearly
five months, her skin, particularly that of the face, was almost
black. T met her former general practitioner a few days later.
He explained the fear that the common bile duct had been
obstructed, but he had watched the operation closely, and the surgeon
did not think any damage had been done. The professor dismissed
that possibility on the strength of biochemical reports and thought
she would recover. The general practitioner was afraid she would
not. Evidently something pretty serious had followed operation.
For two days the stools were normal, but jaundice then began and
had steadily deepened. To me, the enlargement of the liver and the
jaundice seemed far too intense and severe for a mere cholangitis,
and at operation no sign of carcinoma of the head of the pancreas
had been found; she was not now profoundly cachetic and therefore
the diagnosis must be ‘ ligature of the common bile duct”. I
wrote to the professor who answered, “ T have had a talk with the
surgeon this afternoon and I should agree with you that the time
has come when it would be wise to look and see.” The general
practitioner agreed, and a new surgeon agreed—* operation is
essential,” said he, * and should be done soon.” The dilated stump
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of the common bile duct was found, full of mucus under considerable
pressure. A direct anastomosis, large enough to admit a finger,
was made between this stump and the duodenum. Five days later
she passed a normal stool, and in due course made a complete
recovery. :

The family doctor really comes into his own when specialist
opinions differ. In this dilemma, all look to him to find the right
solution, and he must take his courage in both hands and rise to
the occasion. Heaven knows, he will not always be right, but he
will by this time have specialized on that particular patient to such
an extent, and have thought so deeply about him, that he may fairly
claim that his advice should be followed. In brief, he must get his
own way; and if anyone thinks this an overstatement, let me remind
him of Iphicrates, the Athenian general, who was challenged in the
Assembly to say who he was, to be so presumptuous. “‘ Are you
an archer, a targeteer, a cavalryman, a hoplite?” “ No,” says
Iphicrates, “ T am none of these, but I command them all.”

An old friend, whom I had not seen as a patient for four years,
came up to see me on a Saturday afternoon. He complained of
loss of weight, of praecordial pain, of exhaustion, and of sweating
at night. He lay upon my couch and I found in his abdomen a
truly enormous spleen. I set to work on this, as T sometimes do in
such a case, by showing him to a pathologist, who confidently
promised an exact diagnosis from an examination of the blood.
However, the blood count proved most unhelpful—more than
five million red cells, haemoglobin 94 per cent, white cells in due
proportion and without abnormality. I showed him to a physician,
who was not convinced that it was a spleen, and feared a malignant
growth. He suggested a barium swallow, an intravenous pyelo-
gram, and a battery of chemical tests for liver function; if these
should prove negative, a surgeon. I decided to skip all that and we
went to see the surgeon, who took me kindly by the elbow and said,
“I'm afraid this is a carcinoma of the stomach, probably too big
for us to do anything with, and if we open him and do nothing,
he may be dead in two months.” He asked for a barium meal,
which seemed to show that the tumour had nothing to do with the
stomach or colon, and it appeared therefore to be either a spleen
or a retroperitoneal affair. This is not a very uncommon situation
—pathology blank, x rays indecisive, specialists uncertain. What
is to be done? The family doctor must accept the responsibility
and make a decision, and to do that he should state the problem
to himself in the simplest possible terms. Here that would be
“ Can the patient hope to recover his health with this great mass
of abnormal tissue inside him? ” Obviously, “ No.” * Can it be
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destroyed by x rays?” “ Perhaps, but then the diagnosis will
never be established.” The decision therefore was for operation,
at which a seven pound spleen was removed.

An old lady, aged 79, fell and fractured her left femur. The
fracture was pinned with a very good result indeed. A few years
later she became my patient, and on ten separate occasions she fell
more or less heavily, but without serious injury. At last, within
two weeks of her 89th birthday, she fell, so to speak, once too often,
and fractured her right, her *“ good,” femur. By this time, she had a
considerable degree of congestive heart failure and for two years
had received mersalyl injections on an average once a fortnight.
Her surgeon and I consulted together and summoned an anaesthetist.
We asked him how he assessed her chance of surviving an anaes-
thetic, an operation, and the next twelve hours. He answered,
“50-50.” It is a terrible thing that a patient should die after an
operation, deliberately undertaken. The family doctor’s conscience
strikes him without mercy. We then stated the problem to ourselves
in the simplest possible terms, ““ Will she ever walk again? ” Reply,
““No,” for, reviewing her recent history, we could not possibly
allowit. Therefore, nothing whatever was to be gained by operation.
She recovered, she remembered not a thing of the four weeks she
had spent in the nursing home; she lived another year and a half,
and then died of old age.

Envoy

Sir, our pleasant stroll has come to its end. You have been
excellent company, but we must part and go our ways. A great deal
of the art of consultation can be very simply stated; choose your"
man well, meet him yourself, remember that he is not infallible.
A second opinion is a very poor substitute for a consultation.
How much better to meet, to discuss, to agree, to explain to the
patient and obtain his consent! It is now somewhat out of fashion
to describe family doctors as the spearhead or the backbone of the
profession. Teamwork is the slogan; and I should like to carry
you with me when I say that, if the family doctor is to be a member
of the team, he must be the Brains of it and the Captain of it.

*We are indebted to the Editors of The Practitioner for permission to publish

this lecture which has already appeared in a slightly abridged form in the
January number. (Practioner 1959, 182, 84).




