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blood. Though visiting patients at home was not discussed
on the course it was felt that questions on this aspect of work
would be of interest. Only one sister employed by a general
practitioner visited patients at home as first contact and only
two carried out follow-up visits. Both these activities occurred
seldom, suggesting that there is no strong evidence that the
privately employed sister is usurping the traditional role of
the district nursing sister.

Discussion

This course would seem to be a step forward in our thinking
on the training of the future community nurse. Though local
authorities provide refresher courses for their staff much of
this is orientated towards home nursing and, of course, the
tendency now is for at least as much nursing work to be carried
out in the treatment-room of the surgery as in the home.
In view of the fall in home visiting and rise in surgery attend-
ance by patients all over the country this trend in providing
nursing care is likely to continue. In some counties individual
nurses are able to attend a course only once every few years.
The problem of privately employed nurses is more serious
because of the complete lack of any training programme for
them. A criticism has been levelled from professional nursing
organizations that private nurses may be asked to perform
work beyond their skill. With the large increase in numbers

of these nurses and the difficult question of legal cover these
problems must be faced. In our view some form of standardized
training programme must be established.
We do not hold strong views on whether treatment-room

sisters should be employed by local authorities or general
practitioners. There is some advantage in the former, but as
Dixon3 pointed out six hours' treatment-room work a week
is needed for every 1,000 patients at risk. Most local authorities
have neither the finance nor the staff to provide this.
What is of fundamental importance is that community

health teams should develop and define their nurses' roles
and relationships. To assist this the nurses themselves will
need training in the full range of techniques relevant to the
'seventies.

We wish to thank the nurses taking part, the general practitioners
and local authorities who encouraged them, the speakers who kindly
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accommodation and hospitality. We also thank Dr. A. Barr, chief
statistician, Oxford Regional Hospital Board, for help with the
design and analysis of the questionnaire.
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Medical History

In Memoriam for Mr. Nash's "Ophthalmic Hospital"

PATRICK TREVOR-ROPER

British Medical Journal, 1972, 1, 234-235

One hundred and fifty years ago the "Ophthalmic Hospital"
was built in central London to the designs of Mr. John Nash.
It was probably the most elegant eye hospital that the world
has ever known. Four years ago its surviving wing was de-
molished, and before its memory fades into history it is
fitting that we should do homage both to its noble design
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and to the altruism of Sir William Adams, who founded it.
For just as the first eye hospital in the world was prob-

ably that built by Saint Louis for the soldiers who had
returned from his disastrous crusade blinded by trachoma, it
was the second great intrusion of Western Europeans into
the trachorna-ridden Middle East that provoked the next
great building of eye hospitals, in the wake of the Napoleonic
wars. In rapid succession three London hospitals were erected
-Moorfields Eye Hospital in 1805, the Royal Westminster
Ophthalmic Hospital (subsequently incorporated with Moor-
fields) in 1816, and, in the same year, the York Hospital in
Chelsea. The latter was founded by Sir William Adams so
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so that he could give free treatment to all the blinded soldiers
who came his way, and it was transplanted two years later to
the east side of Regent's Park to provide better and more
convenient accommodation. For this new hospital Mr. Nash
designed a splendid facade which characteristically bore little
relation to the rather perfunctory premises that fay behind it.
The new Ophthalmic Hospital occupied the sites of 152-

154 Albany Street, a street that had been the original farm
track running northward to serve the tenant of Coneyburrow
Farm (how happy to think of a burrow of conies where the
tenement blocks now sprawl) but which Nash had developed
as a market and service area for the occupants of his great
Chester and Cumberland terraces, and which had already
been embellished by the "Queen's Head and Artichoke" to
provide for their refreshment.
This impressive building, cast in the Greek taste, with a

fine central cupola, was leased to the Government by Mr.
Nash at £600 a year for seven years. But the supply of

trachomatous soldiers was already on the wane, and after two
years Mr. Nash's wards were closed and the building was
taken over as a workshop. There Sir Goldsworthy Gurney
constructed the steam carriage in which he managed to
journey to Bath and back at 15 miles an hour. It was
then used as a factory for Perkins and Bacon's "steam guns,"
prototypes of the modem machine-gun. Ultimately Nash let
off the buildings in sections, and the very last piece of busi-
ness he transacted was to make an assignment of the whole
property to Sir Felix Booth, a wealthy distiller who had
just earned a baronetcy for promoting Arctic exploration. After
that the building was destroyed and replaced by a petrol
filling-station-reflectively named "Nash's Sales and Service"
-so that only the northern wing survived. But in 1967 even
this remaining wing was immolated by developers and a
faceless block of flats has taken its place, without even a
plaque to recall the handsome Ophthalmic Hospital that Mr.
Nash had built.

Nez Appliances

Disposable Membrane Insert for the Kiil Dialyser
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Summary

The use of a presterilized, disposable, mesh-supported
membrane envelope in the Watson Marlow Kiil dialyser
results in a 12% improvement in urea and creatinine
clearance. Priming volume, uptake volume, and ultra-
filtration rate are unchanged. Residual blood volume
remains small. Blood flow resistance is increased. The
envelope therefore offers considerable advantages over
conventional assembly for dialysis with a blood pump.

Introduction

The Kiil dialyser is used for about 60% of all haemodialyses
for chronic renal failure in Europe but is beginning to decline in
popularity.' Its two main disadvantages are: (1) the need to
build it by hand in the hospital or home, with the risk of inade-
quate sterilization and pyrogen reactions, and (2) urea and
creatinine dialysance which are less than ideal, particularly for
larger patients. Disposable presterilized membrane "envelopes"
covered with a supporting mesh were described by Bier2 and by
Nose et al.3; they were said to eliminate the need for formalin
sterilization and to produce a modest improvement in the per-
formance of the Kiil dialyser.
One such membrane envelope of the type described by Bier

has recently been offered for sale in this country by Staynes
Laboratories and has been evaluated at Newcastle upon Tyne.
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Methods

Dialysance, priming and uptake volume, ultrafiltration, blood
flow resistance, and residual blood volume were studied in
vivo by standard techniques as described by von Hartitzsch
and Hoenich.4 Dialysance studies were carried out in the third
and fourth hours of dialysis when conditions had stabilized.
We noted a fall-off in dialysance during the first two hours of
dialysis (Fig. 1) for three Kiil dialysers. More dramatic drops
were observed during this period with the Rhone Poulenc
dialyser.5
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FIG. 1-Change in urea dialysance with duration of dialysis in three Watson
Marlow dialysers for pumped blood flows in the range 160-190 ml/min.
Blood flow, dialysis fluid flow (500 ml/min.), and temperature (37'C) con-
stant throughout dialysis for each dialyser. The experimental points for each
dialyser are shown as constant symbols.

The Staynes envelopes were assembled dry but this trial
batch had not been sterilized in the factory so they were disinfec-
ted with 2% formaldehyde before use. They were compared
with conventional assembly on the same Kiil dialysers built
with wet, cross-grained, 12-micron cuprophane and sterilized
with 2% formaldehyde.
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