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Reports of Societies

LEPROSY

At a meeting of the Royal Society of Tropical Medicine
and Hygiene, at Manson House on December 9, 1937,
with the president, Lieut.-Colonel S. P. JAMES,Jin the chair,
papers were read by Dr. E. MUIR and Dr. WILLIANI
HUGHES.

Epidemiology and Control of Leprosy

Dr. Muir dealt with this aspect of the leprosy problem,
pointing out that leprosy belonged to a certain stage of
human development. It was rare among nomadic tribes
and aborigines leading an unmixed tribal life, but tended
to spread when primitive people settled down to agricul-
ture, and when they first came into contact with civiliza-
ticn. Leprosy again tended to disappear when a certain
standard of living and sanitation had been reached.
Leprosy was a disease of the crowded house, room, and
bed, and the more crowded and insanitary these were the
more likely it was to spread. In India the joint family
system had an important bearing. The rise and fall of
the leprosy curve in an area was not due to the develop-
ment of physiological immunity so much as to the growth
of a mental and social immunity. As the disease in-
creased in the community its members learnt to recognize
it and take precautions. These precautions might not be
adequate or sufficient to eliminate the disease, but they
generally curtailed it. The place of treatment in the
control of leprosy was an important one, but one which
had often been exaggerated and misunderstood. We had
no specific treatment for leprosy any more than we had
for tuberculosis. The most we could say was that when
leprosy was compared stage by stage with tuberculosis
it proved somewhat more amenable to treatment than the
latter disease. In both, the main reliance must be placed
upon general methods and improvement of the health of
the patient. When this could be secured-and with the
help of certain special remedies, such as chaulmoogra oil
and its preparations-the majority of cases might be
expected to recover, though the more the disease advanced
beyond a certain stage the more difficult and hopeless
did it become.
One of the essential factors in the control of leprosy

was the large, well-staffed leper settlement. In the modern
leper settlement, some of the best of which might be seen
in Nigeria, the patients were suitably housed and spent
cheerful and useful lives. The well-run leper settlement
was in fact a model village, or cluster of villages-a centre
of culture and progress-not only benefiting its own in-
habitants but potentially a source of enlightenment and
sanitary and social development for the whole area.
Leprosy in countries in which it was endemic was so
inextricably bound up with economic, social, educational,
and sanitary problems that its control could only advance
simultaneously with the solution of these problems. It
was significant that in this country the lazaret was the
precursor of the modern hospital, and that many of our
early public health laws were passed for the control of
leprosy.

Tuberculoid Leprosy

Dr. Hughes confined his observations to tuberculoid
leprosy, and in his introductory remarks pointed out that
though the existence of giant cells-of the Langhans type
in leprosy had been vigorously denied by Hansen and
Looft, Jadassohn had described them in 1898. Since then
many workers had noted their existence. Wade was the
first to give a systematic account of a special form of
leprosy associated with a giant-celled or epithelioid in-
filtration. This form was much more closely allied to the
neural than the cutaneous type, although, clinically, it

could be easily mistaken for the latter. The tuber-
culoid lesion seemed to be common in races which had
been afflicted with leprosy from time immemorial. It
might in a way be regarded as an expression of racial
immunity, or indeed of racial allergy, if such a term was
permissible. According to the recent literature the inci-
dence among Northern Indians was about 60 per cent.
of the total cases of leprosy. Bacilli were very scarce
in these lesions, and might be impossible to find except
in serial sections. The tuberculoid lesion in this respect
resembled such conditions as, for example, lupus, Boeck's
sarcoid, the syphilides, etc. Like other forms of leprosy
it was subject to occasional exacerbations or " acute
reaction." This was a local phenomenon not attended
by fever, loss of weight, increased sedimentation rate, etc.,
which characterized acute reactions in the cutaneous type
of leprosy.

In assessing the significance of tuberculoid leprosy a
comparison with the tissue responses in tuberculosis was
inevitable. Both diseases were associated with an acid-
fast bacillus and the epithelioid giant-celled lesion was
common to both. In leprosy, however, there were two
other types of tissue response-the chronic inflammatory
type of exudate associated with early neural leprosy and
the cutaneous exudate characterized by the lepra (Virchow,
or foam) cell. The numerical relation between the bacilli
and the cellular exudate in tubercLuloid leprosy presented
a sharp contrast with that seen in the cutaneous type, and
if a cutaneous case of leprosy responded to the same
degree as a tuberculoid case, the resulting tuberculoma
would fill St. Paul's. Recession of the lesions during
severe debilitating disease had previously been noted. If
a tuberculoid lesion receded the bacilli were so scarce
at any time that such recession could be, and often had
been, mistaken for cure. It was only to be expected
that in countries where there was a high incidence of
tuberculoid leprosy superficial observations might easily
lead to mistakes. In all probability this was the basis
of many of the spurious " cures " in the literature of
leprosy. It was quite common for authors to record
pushing " the heavy metals until the symptoms of

metallic poisoning supervened. At this stage it seemed
the highest percentages of cures-in reality recession of
lesions-occurred.
Whatever might be the argument for abolishing the

hyperergic state in the case of tuberculosis, as advocated
by Rich, Pagel, and others, it was extremely doubtful if
such measures should be resorted to in tuberculoid leprosy.
In this disease the prognosis was on the whole fairly good.
Occasionally-for example, in cases of iritis-it might be
justifiable to use drugs in dangerous doses to abolish the
cellular exudate in the uveal tract. But the difficulty was
to find a drug which would do this consistently. At the
moment it was doubtful if any single drug or combination
of remedies could be relied on to stave off the blindness
which was such a distressing feature of these cases. The
study of tuberculoid leprosy was new, but already suffli-
cient facts had been accumulated to give a fresh point of
view in leprosy, and perhaps in other forms of prolifera-
tive disease.

General Discussion

In the discussion which followed Dr. J. M. H. MAcLEOD
said that tuberculoid leprosy was very like sarcoid. For
many years histologists had been debating the relationship
between sarcoid and true tuberculosis cutis in the same
way as they were wondering what was the precise histo-
logical relationship between tuberculoid and cutaneous
leprosy. The bacillary position was of course different,
becatise in nerve leprosy one occasionally found bacilli,
but not often, whereas in sarcoid he had never succeeded
in finding tubercle bacilli, though some other people had
reported doing so. Dr. HOWARD pointed out that in
Southern Nigeria the tendency was to develop a cutaneous
type of leprosy, whereas in the north the neural and
tuberculoid types were found. Dr. Muir had said one of
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the common signs of leprosy in India was visible enlarge-
ment of the auricular nerve; this was not his experience
in cases in Nigeria. Dr. CHESTERMAN supported Dr.
Howard's statement regarding the rarity of thickened
nerves in African lepers.

Sir JOHN MEGAW said that in India leprosy was often a
mild disease. He deprecated over-exercise or exercise in
the heat of the day in leper establishments, emphasized
the importance of a nourishing diet, and expressed surprise
that specific treatment with leprous antigen prepared from
the lesions in nodular leprosy had not been given a more
extensive trial. Dr. A. FELIX drew attention to the
recent experimental transmission of leprosy to the Syrian
hamster, and suggested that the leprous tissues of this
animal might prove a satisfactory source of antigen supply.
Dr. C. J. AUSTIN had on two occasions operated on lepers
in Fiji with nerve abscess in cutaneous leprosy; he
wondered if the tuberculoid cases really constituted a
type distinct from the nervous or cutaneous types. Dr.
GUSTAVE TAYLOR of Formosa said that among Chinese
lepers demonstrable enlargement of nerves was common.
If the patient turned his neck so as to stretch the sterno-
mastoid muscle the great auricular nerve was frequently
palpable: not only could one feel it but one could
actually see it.

In reply, Dr. W. HUGHES agreed that tuberculoid
leprosy was very like sarcoid. He had not encountered
nerve abscess in Malaya, but there 80 per cent. of cases
were of the cutaneous type. Leprosy manifested itself
clinically as nodular skin and trophic lesions; without
cellular reaction there were no manifestations of disease,
though bacilli might persist in the tissues. Dr. E. MUIR
said he had seen three or four cases of nerve abscess in
cutaneous leprosy; he thought two of the patients had
developed caseous lesions within the nerves as a result of
deterioration of health. Nerve leprosy was common in
Southern Nigeria and India. He could not say why it
was not found more often in Malaya. Demonstrable
nerve enlargement was common; he had been studying
leprosy for some years before he realized how really
common it was.

BRONCHOGENIC CARCINOMA

At a meeting of the Liverpool Medical Institution on
December 2, with the president, Professor R. E. KELLY,
in the chair, a discussion was held on bronchogenic
carcinoma.

Dr. C. S. ANDERSON said that there had been a small
real increase in the incidence of bronchogenic carcinoma
in recent years. The great majority of, if not all, lung
cancers originated in bronchi; they might be divided
macroscopically into four types-hilar, nodular, miliary,
and diffuse. Microscopically they might be squamous,
adenocarcinomatous, or anaplastic, and the extreme pleo-
morphism of the cells made definite classification very
difficult. Diagnosis was established by the clinical patho-
logist from a study of the sputum or of sections removed
at biopsy.

Clinical Pathology
Dr. ROBERT COOPE discussed the pathological basis of

the signs and symptoms. An early neoplasm appearing
in a bronchus acted as a foreign body and produced a
cough which was short, hard, perhaps hacking, and at
first quite unproductive. As the nodule increased in size
it might ulcerate and bleed, giving rise to haemoptysis.
When the growth was large enough to produce an appre-
ciable, but still partial, blocking of a large bronchus, it
seriously interfered with the proper ventilation of the
lung. A localized and unilateral wheeze might be heard,
and dyspnoea might appear early. The poorly aerated
part of the lung was very susceptible to infection. With
complete blocking of the bronchus the lung beyond it
became deflated and collapsed (obstructive atelectasis).
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Obviously quite a small growth might completely block
even one of the larger bronchi at a time when there were
few symptoms and the patient appeared comparatively
well; the resulting physical signs were a lack of expansion
of the lung, dullness to percussion over the affected lobe,
and a wide area of silence. In other words, the physical
signs might be out of all proportion to the symptoms-
in striking contrast to the state of affairs in simple abscess
or tuberculosis of the lung. Suppurative changes in the
distal part of the lung were likely to occur in the form
of atelectatic bronchiectasis, lung abscess, pleurisy with
or without effusion, empyema, or pyopneumothorax. The
combination of infection with defective lung aeration
sometimes resulted in a surprisingly early appearance of
clubbing of the fingers.
Long before it had completely obstructed a bronchus,

however, a malignant bronchial growth might have in-
vaded local structures, and if it happened to be near the
hilum of the lung would then show some of the invasive
manifestations of a mediastinal tumour. Paralysis of the
phrenic nerve with consequent elevation of the diaphragm
was particularly important; it was especially apt to occur
on the right side by secondary involvement of the small
mass of glands through which the nerve passed. If the
neoplasm began in a smaller bronchus near the periphery
of the lung there would be early pleural involvement,
and perhaps effusion; extension also occurred towards
the hilum, with invasion of the corresponding lymph
glands. One type of the disease was caused by a growth
which did not obstruct a bronchus until some considerable
time after it had spread, fanwise, along the lymphatics.
producing a chronic indurative condition, with the x-ray
appearances of " unresolved pneumonia'"; the same x-ray
picture might be given in the early stages of infection
of the lung distal to a bronchial stenosis. The "pneu-
monia" did not resolve, however-a sinister persistence
in a person at or beyond middle age. At any time the
growth might begin to necrose, producing an irregular
fever, clubbing of the fingers, and toxaemia; in this
event cavitation of the lung was much more ragged than
that due to suppurative changes distal to a blocked
bronchus. Secondary metastases might occur anywhere.
and at times a metastatic growth in an obvious place,
such as skin or skull, was the presenting sign; a secondary
deposit without an obvious primary should always suggest
carcinoma of the lungs. Finally, there were the general
symptoms produced by any cancer; loss of weight and
cachexia were usually late symptoms.

Early Symptoms
Persistent cough, haemoptysis, and dyspnoea were the

most likely early symptoms; an analysis of the earliest
symptoms of a series of fifty-four cases supported this,
and underlined also the importance of secondary inflam-
matory lung lesions distal to the affected bronchus. In
these cases there was an average duration of nearly six
months between the earliest symptom and the time when
the patient first came to hospital. In patients of cancer
age haemoptysis occurring for the first time should be
regarded as due to bronchogenic carcinoma until it was
proved to be caused by something else. Similarly, in
patients of that age who had not previously had "chest
trouble," any cough, or "influenza," or atypical pneu-
monia, or pleurisy which did not clear up satisfactorily
might be due to bronchogenic carcinoma. In an elderly
person pleurisy with effusion, empyema, or lung abscess
which appeared to have no obvious cause might be a com-
plication of the disease. A cough accompanied by
dyspnoea which was not adequately explained by the
physical signs in the lung or by the condition of the
heart, and which was of recent appearance, might be due
to partial blocking of a large bronchus by new growth.
All these conditions called for investigation. The patho-
logy of the disease did not encourage mutch hope of cure.
The growths which were likely to be diagnosed early were
those which could be seen through the bronchoscope, and
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which were, therefore, near the hilum and liable to show
early spread to the glands at the hilum-not hopeful sub-
jects for an attempt at surgical cure. If the growth was
situated more peripherally so that the surgeon had a
chance of removing one or more lobes through healthy
bronchial tissue there was much more difficulty in making
an early diagnosis.

Place of Surgery

Mr. JOHN T. MORRISON referred to fifteen cases in the
literature of total pneumonectomy and thirty-nine of
lobectomy. Of the former, six out of the seven survivors
were claimed as cures; of the latter, so far as records
went, at least nine out of the twenty-six survivors, and
possibly more. There were among the lobectomies con-
siderably more recurrences to offset the lower operation
mortality. In assessing operability, Mr. Morrison set
on one side the large number of growths involving the
main bronchus, in which cases for the most part only
palliative radiation therapy was feasible. He then went
on to point out and illustrate radiologically the variability
of atelectasis in relation to the size and position of the
primary growth.

Drs. T. F. HEWER, G. A. C. LYNCH, and R. H. MOLE
exhibited a series of specimens. Mr. J. E. G. McGIBBON
reported some favourable results of treatment with deep
x-ray therapy, with or without the use of radon seeds,
in a series of fifty-five cases of bronchogenic carcinoma
in the bronchoscopic clinic of the Royal Southern
Hospital. Dr. P. H. WHITAKER, Dr. J. H. MATHER, and
Dr. E. T. BAKER-BATES also took part in the discussion.

PUBLIC HEALTH SERVICES AND INDUSTRIAL
HYGIENE

A combined meeting of the Society of Medical Officers of
Health and the Association of Industrial Medical Officers
was held on December 17, when addresses, preliminary
to a general informal discussion, were given by Dr. J. J.
Buchan, medical officer of health for Bradford, and Dr.
Donald Stewart, medical officer, Imperial Chemical
Industries, on " The Public Health Services and Industrial
Hygiene."

Dr. J. J. BUCHAN said that many cases of illness and
accident in factories were in no very remote sense due
to conditions arising outside the factory. This only
emphasized the need for co-operation between these two
services, and the first essential to co-operation was an under-
standing of each other's field and problems. One primary
difficulty was that two different departments of State were
concerned-the Ministry of Health in the case of the
public health services, and the Home Office in the case of
industrial health services. In his own area at least the
Home Office was very commonly regarded as having for
its province criminal jurisdiction rather than the common
health, and this operated disadvantageously in some
respects. Something of this feeling had crept into the
law and practice of industrial hygiene in that there was a
distinct tendency to blame industry for all illness that
occurred among the workers. On the other hand, Dr.
H. E. Collier of Birmingham University had said truly
that industry ought not to be saddled with the cost of
illnesses which were really attributable to faulty social
conditions and communal ignorance. Dr. Buchan hoped
the time would soon come when industrial workers would
be subject to some degree of continuous hygienic super-
vision. It was by no means uncommon to find a young
worker failing in health shortly after he had been drawn
into industry. During this period of acclimatization to
industrial conditions there ought to be closer supervision
than at present. Something of this kind was attempted
by the more enlightened firms, but it should not be con-
sidered that the whole cost was a proper charge on
industry, nor should the arrangements be controlled by
industry or by the Home Office. It had been the experi-

ence of many members of the public health service that
employers, when faced with this problem affecting the
health of their employees, did not hesitate to consult the
officers of the local health authority. That had been his
experience in his own city.
The certifying factory surgeon-now called the examin-

ing surgeon-ought, in Dr. Buchan's opinion, to have a
less circumscribed position than he had to-day. He ought
to be more than a mere certifier. The recent change of
name was rather futile, because it still indicated that his
responsibility was only for the medical examination; it
did not imply any duty of continuous health supervision.
He thought the arrangement whereby industrial medical
officers might have access to school medical records was
likely to prove of great value, and it was suirprising to find
that any doubt existed as to its utility. The school medical
record gave impartial and reliable information of profound
importance to those who had to do with health in factories.
The records were compiled at a time when they were little
likely to be influenced by the desire of the parents to find
employment for the children, and if made by careful and
understanding school medical officers and read by officers
of a like kind in other services they were likely to be
extremely useful. His own school records were referred
to continually in the juvenile employment bureau, as well
as in juvenile and ordinary courts and elsewhere.

Dr. DONALD STEWART said that both the public health
and the industrial health services aimed at prevention,
and had comparatively little to do with curative measures.
The general practitioner had been much against them
both, and the word " encroachment " had been heard with
regard to both, but he believed that that day was over
and that the general practitioner now was willing to be
helped, and officers in these services were more than
willing to help him. In what way were the public health
services developing? So far as the public health services
were concerned there was ample evidence of extensive
development, as was shown by the reports of the central
and local authorities. The development o-n the whole
appeared to be satisfactory, but he had one or two criti-
cisms-for example, the public health services did not pay
sufficient regard to such matters as housing, recreation,
and social amenities. The Factory Department of the
Home Office had developed slowly but efficiently, and had
lately been concerned in some extremely good work in
connexion with the rehabilitation of persons injured in
accidents, and, still more recently, in the question of
lighting in factories.
The 1,700 industrial medical officers known as factory

examining surgeons (Dr. Stewart continued) were a much
maligned body of men, but he believed their activities
should have wider scope. Again, the Industrial Health
Research Board was in its own sphere the finest thing in
the world, and its work was quoted more or less as gospel
in the industrial medicine of other countries. The bridging
of the gap between actual research and the application of
it in the workshop, factory, and office was a problem
which would have to be solved before any industrial
service became fully effective. Another respect in which
the industrial health service had advanced was in relation
to injuries. The industrial medical officer, whole- or part-
time, was necessary to-day even from that one angle
alone, to prevent lost time through " stupid things like
sepsis,' and to aid in the effective rehabilitation of the
injured workman. Research was necessary also into indus-
trial working conditions, the comfort of the worker, and
the psychological effect of groupings of workers. One of
the outstanding questions was to "get across"' to the
employer the sane medical outlook with regard to his
workpeople. In order to obtain the best results the indus-
trial medical officer must be in closest contact for a large
part of his time with the employer. He had to be a part
of the management. As for the worker himself, he,
through his organizations and trade unions, had a very
definite interest in the contribution that medicine could
make.
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Dr. JAMES FENTON from the chair pointed out that the
medical officer of health worked under three Departments
of State-the Ministry of Health, the Board of Education
(which two were indivisible, the Chief Medical Officer of
both Departments being the same individual), and the Home
Office. He dissented from Dr. Stewart's remark about the
medical officer of health and housing, and pointed to the
great housing activity all over the country in the direction of
which the medical officer had taken a fundamental part.
In the subsequent discussion Dr. J. C. BRIDGE, senior
medical inspector of factories, said that during his own

term in the Factory Department the industrial medical
service had become a new service altogether, and the larger
it grew the better pleased would be those who had to
administer the Factories Act. Personally he could not see

how industry as such could produce tuberculosis to any-

thing like the extent that bad housing conditions could
produce it; nevertheless, there was a tendency to blame
industry for all the illness from which the worker suffered.
Dr. T. 0. GARLAND suggested that it would be useful if
industrial medical officers were given facilities for visiting
condemned areas and new housing estates in their districts.

THE MEDICAL SOCIETY OF INDIVIDUAL
PSYCHOLOGY

At a meeting of the Medical Society of Individual Psycho-
logy held on December 9, with Dr. H. C. SQUIRES in the
chair, a paper was read by Dr. 0. H. WOODCOCK on "The
Contribution of Adler to Psychological Medicine: The
Relation of the Sexes."

Dr. Woodcock said this subject was chosen as the
third in the symposium on Alfred Adler because it had
often been a criticism of individual psychology that Adler
avoided the issue on sex, and that his concept of "the
masculine protest" was merely to use another and inferior
title to "the castration complex" of Freud. This indict-
ment had little justification except that, in his revolt from
the tremendous stress placed by Freud on sex, Adler had
laid more emphasis in his writings on the subjects of the
will to power and community (or social) feeling. He
taught that an individual must adjust himself to life along
three lines namely, to society, to vocation, to sex-if
a completely harmonious personality is to result. The
biological urge of every living organism is to complete
development characteristic of its species. In his unpub-
lished lecture " Marriage as a Task " Adler described
monogamy as the highest sexual goal for mankind, and
regards it as a constructive task, requiring infinite patience
and understanding, on the part of two people who have
determined to enrich and relieve each other's lives. It is
a task so difficult of achievement that many fall by the
way, but those who survive discover a beauty that
transcends all other human relationships. All sexual
relations or attitudes other than mating founded on

mutual affection and thoughtfulness are useless goals,
fictive and demoralizing-the retreats of cowards, foolish
short cuts of the lazy, and attempts at domination by the
cruel and the egoistic. A sexual illness arose when one

person used another only for his or her own profit. Adler
said that masculine dominance was not a natural thing,
yet all our institutions, our traditional attitude, our laws,
our morals, our customs, give evidence of the fact that
they were determined and maintained by privileged males
for the glory of male domination. Hence the dissatis-
faction with the feminine role and the adoption of what
Adler called "the masculine protest." There should not
be dominance on either side in the sex relation of male
and female. Marriage was the highest expression of
social feeling, in which the ideal aim should be "to give,"
and the requirements were exceptional ability to identify
oneself with the partner.

Dr. Woodcock then went on to describe Adler's teaching
with regard fo what he termed the false paths, retreats,
evasions, the perversions, the devices of those who have

failed to realize marriage as an exercise in co-operation
with a partner of the opposite sex. With regard to such
aberrations as masturbation, frigidity, impotence, ejaculatio
praecox, vaginismus, homosexuality, exhibitionism, fetish-
ism, promiscuity, celibacy, prostitution, masochism, and
sadism, Adler believed that many of these were difficult
problems, but not insurmountable. The treatment of
each would be determined, after analysis of the problem,
in the consulting-room according to the methods of
individual psychology.
There was an interesting discussion afterwards. to

which many of the audience contributed.

OBSTETRICS AND GYNAECOLOGY

At a meeting of the North of England Obstetrical and
Gynaecological Society, held in Liverpool on Novem-
ber 26, with the president, Dr. J. W. BRIDE, in the chair,
Mr. BRIAN WILLIAMS (Liverpool) read a note on the use
of prontosil in obstetrics. In forty-four of the cases he
had treated the haemolytic streptococcus had not been
isolated, and in such cases there was no evidence that
prontosil was of value. In forty cases a haemolytic
streptococcus had been found; in nineteen of these in
which infection was localized there were no deaths; in
ten where infection involved the pelvic cellular tissue, the
peritoneum, veins, tubes, or ovaries there were no deaths;
but of the eleven remaining patients, showing either
septicaemia or peritonitis, six died. He administered the
drug prophylactically to 104 patients, in none of whom
were haemolytic streptococci found, whereas in seventy-
three controls this organism occurred eight times. An
interesting discussion followed in which Professor JOHN
CHISHOLM (Sheffield), Mr. A. GEMMELL (Liverpool), Mr.
C. WALSH (Liverpool), Mr. BURNS (Liverpool), and Mr.
JEFFCOTE (Liverpool) took part. At the same meeting
the president, Dr. J. W. BRIDE (Manchester), discussed
further a case of malignant tumour of the ovary and lung
in a girl of 12. Mr. C. J. K. HAMILTON reported a case
of acute yellow atrophy of the liver; Professor A. M.
CLAYE (Leeds) discussed a case in which dysmenorrhoea
and dyspareunia were due to endometriosis; and Mr.
GEMMELL showed two pathological specimens, one of
carcinoma of the isthmus uteri, the other of a sarcoma
of the uterus. Finally, Mr. ST. GEORGE WILSON (Liver-
pool) showed, by means of a cinematograph film, a
method of delivering the trunk and arms in breech
presentation.

A meeting of the London Association of the Medical
Women's Federation was held on December 8 at the
premises of Messrs. Hazell, Watson and Viney, Long
Acre, W.C., printers of the Lancet. Small parties were
conducted round the works and inspected processes of
setting up copy by monotype machines; correcting errors
of composition; making-up and imposition of pages;
printing; and folding, gathering, and stitching. In the
course of the evening Dr. M. H. Kettle commented on
some editorial aspects of the printing arrangements. Some
seventy members were present. In the unavoidable absence
of the president, Miss E. C. Lewis, Dr. Letitia Fairfield
thanked the directors for the opportunity offered to see
the Lancet in the making, and for their hospitality.

A clinical meeting of the Oral Surgery Club was held
at Leeds on November 26 and 27, twenty-six members
and guests being present. Thegeneral meeting and dinner
was held in the University Staff House on November 26.
The following were elected to hold office for the coming
year: president, Professor T. Talmage Read ; members
of committee, Professor F. C. Wilkinson, Major S. H.
Woods, Mr. T. Hall Felton, Mr. A. E. Rowlett, and Mr.
Harold Round; honorary secretary, Mr. R. S. Taylor.
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