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alderrnen, one-third in number of the councillors, are elected
by the latter from their own number. or from persons qualified
to be councillors. They hold office as aldermen for six years,
but the senior half retires triennially. Councillors are elected
by the local government electors for the borough and hold
office for three years, the senior third of the members for each
ward (or for the whole borough if it is not divided into wards)
retiring annually on Nov. 1. The number of councillors
is fixed by the Charter OF other legal measure and distributed
among the wards into which the borough is divided for elec-
toral purposes in the proportion of three councillors, or some
multiple of three, to each ward.
A borough council is statutorily required to appoint a Town

Clerk, Treasurer, Medical Officer of Health, Surveyor, Sanitary
Inspector, Auditor(s), Chief Constable (where the borough
maintains its own police force), and other officers as set out
under county councils, unless the borough is a non-county
borough, in which case there is no power of appointment of
Analysts, Registrars of Births, Deaths, and Marriages, Poor Law
officers, and mental hospital officers.

Urban and Rural Districts
The " parish pump " so often criticized to-day -has played a

prominent part in local government. It was the parish which
was taken as the local administrative unit when the first Poor
Law was introduced in 1601. Over 230 years later parishes
were comb:ned into Poor Law Unions for the administration
of poor relief by Boards of Guardians, though some " unions "
remained single parishes. In 1848 a Central Board of Health
was established, not responsible to Parliament, with power to
create local boards of health in urban areas. Under the Public
Health Act, 1872, the country was divided into urban and
rural sanitary districts; the Poor Law Boards of Guardians
were made the sanitary authority in rural areas and the borough
councils and local boards of health in urban areas. The rural
sanitary district was defined in the Act as "the Poor Law
Union taken as an area for sanitary administration." The
titles " urban district council " and " rural district council " were
first 'used in the Local Government Act, 1894, under which
urbapn district councils replaced the old local boards of health
in urban areas and rural district councils took ove'r the public
health functions previously exercised by the boards of guardians
in rural areas. The same Act established a parish meeting for
every rural parish, and a parish council for every rural parish
with a population of more than 300.
The urban and rural district councils of to-day consist of

the councillors elected by the local government electors for
these areas and a chairman, elected by the councillors, who
by virtue of his office becomes a Justice of the Peace for the
county. The distr:ct council may appoint a vice-chairman. The
term of office of district councillors is three years, one-third
of the council retiring annually on April 15 unless the county
council, at the request of the district council, has directed that
the members of the district council shall retire together in
every third year on April 15. For electoral purposes an
urban district may be divided into wards, and a rural district
is divided into areas which are either parishes, or combinations
of parishes, or wards of parishes. Urban and rural district
councils are statutorily required to appoint a Clerk, Medical
Officer of Health, Surveyor, Treasurer, and Sanitary Inspector.
The qualifications for registration as a local government elec-

tor are set out in the Representation of the People Act, 1928.
The qualification is based primarily on the occupation of land
or premises as owner or tenant. Among those disqualified are
persons under 21 years of age and those subject to any legal
incapacity, including aliens, persons of unsound mind, and thote
convicted of treason or felony.

The Medical Society of the London County Council has been
formed wit,h the aim of encouraging contact between the medical
staffs of L.C.C. hospitals and of neighbouring municipal and
voluntary hospitals andwgeneral practitioners; and to collaborate
with the Clinical Research Committee of the L.C.C. Public Health
Department. The inaugural general meeting is to be held in
January, 1945. All whole-time medical officers of the medical ser-
vice of the L.C.C. who have completed at least six months' con-
tinuous service are invited to apply for foundation membership to
the -secretary of the society (County Hall, S.E.l) by Dec. 1.

Reports of Societies

GASTRITIS
At a meeting of the Section of Medicine of the Royal Society
of Medicine, with Dr. GEOFFREY EVANS in the chair, the subject
of discussion was gastritis.

Introduction
Dr. T. IZOD BENNETT said that little was known of the

aetiology of gastritis, its morbid anatomy was obscure,
symptoms were often absent, and prognosis was doubtful.
The one thing about which they could speak with certitude
was the treatment: there was not any! During the present
war articles had appeared on dyspepsia as a source of
invalidity in the Services, in'which it was shown that this was
a common cause of disability; but in the course of a con-
siderable experience he had not once succeeded in definitely
establishing a diagnosis of gastritis in any member of tht
Services suffering from dyspepsia.
An entirely new light had been thrown on the condition

by the introduction of a safe and reliable type of gastroscope,
and on gastroscopy the diagnosis must principally rest, though
even gastroscopic diagnosis must be accepted with reserve.
Great care must be taken in drawing conclusions from the
observations of the gastroscopists. He mentioned the remark-
able studies, to which attention was recently called by the
late Sir Arthur Hurst, in a book entitled Huiman Gastric
Function, by Wolf and Wolff, which furnished a warning against
the extreme danger of drawing conclusions from a single
gastroscopic examination of any subject, and if gastroscopy
was to be performed at least twice the difficulties of this
method of examination were more than doubled.
The advent of fractional gastric analysis had led to the

recognition of the relative commonness of the condition named
"achylia gastrica." Work which he had done with Ryle on
this subject on normal medical students suggested that complete
achylia gastrica was present in 3 or 4% of normal healthy.
young adults. It was to be regretted that the gastroscopists
had not yet investigated such cases, but it was certain that
they occurred. Why, indeed, should a person with severe
gastritis have any symptoms? A considerable proportion of
patients after gastrectomy were symptomless, so that it was
clear that obvious symptoms might not be produced by the
mere destruction of the gastric mucosa.

Dr. Bennett 'concluded with the remark that an intelligent
view of' this subject could only be expected after reliable
observations had accumuhted enabling them to agree that
certain data fully justified the diagnosis of a disease that at
present was undoubtedly diagnosed with a frequency for which
there was no justification whatever. Schindler and his
collaborators wrote (J. Amer. med. Ass., 1937, 108, 465) that
"chronic gastritis is a very frequent and often a very severe
disease." This ridiculous assertion epitomized the, literature
which had so long misled them in their search for knowledge
of this obscure subject.

Gastroscopic Pitfalls
Dr. F. AVERY JONES (Central Middlesex County Hospital)

discussed gastroscopic pitfalls in the diagnosis of gastritis. The
mucosa might be th.cker than normal, more uneven, more
rugose, giving a pebble-beach appearance. This was commonly
called " hypertrophic gastritis," but Rogers and Magnus had
failed to demonstrate any inflammatory changes, and Dr. Jones
had confirmed this in a number of his own cases. This
appearance was a constitutional change and probably within
normal limits. A pebble-beach appearance could be produced
by inflammatory reaction, but it was much more irregular and
associated with patchy hyperaemia and an excess of mucus.
Similarly atrophy of the stomach, non-inflammatory but
endocrine or nutritional in origin, was liable to be called
atrophic gastritis, and here again atrophy did follow inflam-
mlatory changes, but the appearance was much less uniform
than with simple atrophy. A further 'pitfall was the change
that might occur as an emotional reaction, which had been
so well described by Wolf and Wolff.
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Dr. Jones went on to criticize Schindler's classification of
gastritis, first, because it was a mixture of cause and description,
and, secondly, because it did not consider superficial, chronic
atrophic, and chrponic hypertrophic gastritis as separate entities,
but merely as phases of one disease process. Dr. Jones preferred
the following classification:

Unknown cause-Non-specific gastriti

Exogenous gastritis

Known cause

EndogenouLs gastritis

is:
Bad eating habits

MechanicallPost-operative dyspepsia
Pyloric stenosis

Alcohol
Chemic-al ^Aspirin

Corrosives

Infective {Salmonella:Diphtheria

:Toxaemic Uraemia

Naturally the full description should be given of the gastro-
scopic changes, but he did not advise subdivision on the
descriptive basis. The points he looked for were degree, activity,
position, thickness of mucosa, and associated mucosal changes.
Of 335 cases of haematemesis and melaena, in which early
gastroscopy had been frequently done, only 7 were diagnosed
as active gastritis. He considered non-specific gastritis an
important entity, but a comparatively uncommon disease.
Pathologically there was an important discrepancy. Atrophic
pyloric gastritis was commonly seen microscopically, but was
very seldom diagnosed gastroscopically.

Radiological Diagnosis
Dr. MATHER CORDINER said that the radiographic changes

which were to be seen in gastritis might be considered under
four headings. (1) In gastritis thefe was an alteration in the
slipperiness or stickiness of the mucosal surface. One got the
imnpression from the x-ray picture that the surfaces were sticking
together and that they were slowly separated from each other
by the opaque medium as it flowed slowly over the mucous
membrane. (2) A mild degree of gastritis stimulated the
autonomic motility mechanism of the mucous membrane, so
that an unstable and rapidly changing mucous membrane relief,
especially noticeable in the pyloric region, was obtained.
(3) The softness, mobility, flexibility, and deformation and
obliteration of the normal mucosal folds were important
characteristics. Pathologically altered folds showed a loss of
flexibility, a'decrease of movement on palpation, and were less
easily deformed and smoothed out by pressure and by stretching.
(4) In a large 'pr6portion of cases the basic pattern of the
mucosal relief was not altered in gastritis. Large folds did not
signify hypertrophy, a -term which was only rarely justified
radiologically in describing this condition. He summed up by
saying that a radiological diagnQsis of gastritis was possible
when the mucosal relief was abnormal and was accompanied
by rigidity of the folds. A diagnosis of hypertrophic gastritis
was possible only in the presence of a polypoid hyperplasia
of the mucosa. There were no characteristic findings which
enabied the radiologist to diagnose atrophic gastritis.

A Condition rarely Diagnosable
Dr. P. E. THOMPSON HANCOCK said that of the various types

of gastritis recognized clinically, histologically, and gastro-
scopically, only two, apart from the acute forms, had a
recognizable syndrome namely, alcoholic gastritis and chronic
diffuse atrophic gastritis. The first of these could often be
recognized, though it was now on the wane. In the second the
patient complained of fatigue, anorexia, and loss of weight.
Dull epigastric discomfort rather than abdominal pain was the
usual complaint, and was not alleviated by alkalis. Nausea
and vomiting were exceptional. On examination there might be
some anaemia, but there was little or no epigastric tenderness.
If with this clinical picture there was no radiological evidence
of gastric abnormality and no free acid was found in a frac-
tional test meal, a diagnosis of chronic atrophic gastritis was
justifiable.

In his experience, radiology had not helped in the diagnosis
of gastritis, and had often, in fact, been misleading. He had
worked with several radiologists who had taken great interest
in the correlation of the radiological-and gastroscopic appear-
ances, but he thought he could safely state that they now very
rarely made any pronouncement about gastritis, confining their

comments to the size of the gastric rugae. He was afraid also
that the gast-roscopic diagnosis of gastritis was not irrefutable.
He had made just over 1,400 gastroscopic examinations, and
had diagnosed gastritis in about 21 % ; but whereas in his first
300 cases he diagnosed hypertrophic gastritis 18 times, or in
6% of the cases, in his last 300 he had diagnosed it only twice,
or in 0.66%.° This was mainly due to the fact that the normal
stomach had a far wider range of size and distribution of
folds and degree of visibility of the area gastrica than was
formerly recognized, and the criterion 6f the diagnosis of
hypertrophic gastritis must be the presence of definite inflam-
mation. In all other forms of gastritis he found that his
percentage frequencies were fairly constant throughout the
series.

In short, he believed that gastritis was rarely diagnosable
as a clinical syndrome, and that gastroscopy was the only
investigation which enabled the positive diagnosis to be made.
But the gastroscopic diagnosis was not infallible, the tendency
being to diagnose gastritis too frequently owing to insufficient
allowance being made for the great variations normally
occurring in the gastric mucosa.

Emotional Reactions
Dr. MORTON GILL described some of the outstanding observa-

tions concerning gastritis which had been made during the
last century, down to the record series by Wolf and Wolff,
who had shown that the gastric mucosa could reflect mental
changes to an extraordinary degree. Thus with anxiety or
resentment there were' swelling and congestion, increased
motility, and increased excretion of HCI. Fear produced pallor
of the mucosa accompanied by a diminished excretion of acid.
From this it followed that while gastritis might be the result
of direct damage to the mucosa by a local irritant, equally,
visible mucosal changes, initially vascular, in the nature of
alterations in the blood flow, might be of central origin. Thus
when it came to radiological or gastroscopic diagnosis of chronic
gastritis it was at present difficult, if not impossible, to be
certain whether some at least of the mucosal changes might
not be an expression of anxiety on the part of the patient,
cdncerning either the examination itself or its results. It
seemed to him that understanding of gastritis would be
advanced perceptibly when it became possible safely to perform
biopsy upon the gastric mucosa, and to obtain a specimen of
sufficient quality to allow histology of the living mucosa.- He
also suggested that the time had come to abandon the term

"1 chronic gastritis " and to use instead purely descriptive terms
-for example, "mucosal hypertrophy," "mucosal atrophy,"
"mucosal hyperaemia," etc.

Sir HENRY TIDY criticized the classification of Schindler, in
particular his use of the term "hypertrophic gastritis." He
agreed with what Dr. Hancock had said: that chronic catarrhal
gastritis was the commonest form, but had no recognizable
syndrome, and probably was often symptomless. He also
referred to Army experience and handling of so-called gastritis
cases, the loose use of the term "gastritis," and the advance
towards precision, evidenced in the present discussion, as
co:npared with what was held even as recently as four years ago.

Dr. J. JACQUES SPIRA submitted what he called a simple
but comprehensive classification of chronic gastritis. Direct
causes were inflammatory processes associated with increased
acidity and chronic peptic ulcer, and accounted for chronic
superficial or catarrhal gastritis produced by mild repeated
irritation by mechanical, thermal, or chemical factors or the
swallowing of purulent material, and chronic hypertrophic
gastritis produced by severe repeated irritation, both being
subject to immediate relief and cure by the removal of the
offending agent. Indirect causes were degenerative processes
associated with decreased acidity and gastric carcinoma, and
gave rise -lo atrophic gastritis, with primary factors associated
with deficiency diseases, and secondary factors associated with
other pathological conditions, calling for appropriate substitu-
tion treatment.

Mr. JENNINGS MARSHALL, who was unable to be present,
sent a contribution to the discussion in. which he described

primary and secondary gastritis, the latter arising as a
generalized condition from any chronic obstruction. With
regard to primary gastritis he made the interesting point that
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all the appearances of secondary mucosal gastritis were to be

seen also as primary forms, superficial and interstitial, the

latter being sometimes hypertrophic and progressing to mammil-

lary, polypoid, or cystic formations. He added that -the use

of the gastroscope had established the great frequency of

mucosal gastritis, particularly after the age of 40, but the

utmost care must be exercised in diagnosing a case as gastritis,

above all in ascribing symptoms even to obvious disease

appearances in the mucosa. In the course of some further

discussion Mr. W. 'E. TANN'ER expressed his agreement with

findings of Dr. Avery Jones and Dr. Hancock, and described
the three types-thick, medium, and thin-into which, in his

view, the gastric mucosa might be divided. Dr. FLETCHER

commented on the fact that it was remarkable to hear a

discussion without reference to the appearance in normal-

individuals. Further research on the normal was greatly

wanted.
Dr. HANCOCK finally said a word in defence of Schindler,

who had done valuable pioneer work in the early days of

the gastroscope, though he had perhaps been carried away by

enthusiasm in certain respects.

NUTRITION OF THE PREMATURE INFANT

At a meeting of the Section of Disease in Children of the

Royal Society of Medicine on Oct. 27 the subject of discussion

was the nutrition of the premature infant in the first year of life.

. Dr. HELEN MACKAY, president of the Section, said that until

recently the feeding and care of premature babies had been

almost entirely in the hands of midwives, but there had been no

systematic teaching, and each midwife and each paediatrician

had to learn or fail to learn at the expense of the infants.

Incidentally she stressed the importance of body temperature.

A baby was much more likely to swallow or to suck if his

temperature was between' 980 and 1000 than if it was between

-96°0 and 980; the cold baby would not take his food. She
exhibited some tables indicating a scheme of feeding for

premature babies in the first week of life, all the foods being

constructed to provide 20 calories per fluid oz. In the case

of the baby whose weight at birth was 3 lb., 30 calories were

given on the first day, and this was increased until 150 were

given on the-seventh, a total for the 7 days of 610. In the

case of the 52-lb. baby, 40 calories were given on. the first

day, increasing to 270 on the seventh, and making a total for
the week of 1,113. Her view was that the quantity of food

given was much more important than the balance- between

protein, fat, and carbohydrates in different types of artificial
feeds. The standardization of infant feeding in hospitals was

of great value, as it enabled nurses and house officers to become
thoroughly familiar with its details, and reduced to a minimum
the likelihood of gross errors or sudden changes in food owing
to changes in nursing or medical personnel.

Dr. MARY CROSSE (Birmingham) said that the feeding of
the premature infant was not always easy. The infant had
ceytain defects due to prematurity, such as feebleness, or some-

times absence, of the sucking and 'swallowing reflex, extreme

liability to regurgitation, immaturity of the alimentary tract,

and greater need for fluids. She put in a plea for catheter

feeding through the mouth and not through the nose. In

very small babies it was extremely easy to injure the nasal
mucous membrane and render it infected. In her ward both
oesophageal and stomach feeding had been tried out, and she
much preferred the former because of less distension with air,
and because the oesophageal feeding could be repeated without
causing vomiting. In feeding the baby everything depended
upon how quickly it tired. A beginning should be made with
two-hourly feeds, going on to three-hourly. Nurses loved a

spectacular gain in weight. In her hospital, however, it was

survival that was stressed, not weight. The babies were weighed
on the third, seventh, and tenth days. Little attention was paid
if they had not gained on the third and seventh, but it was

desired that they should gain by the tenth. It was not possible
to get an infant of under 5 lb. to go regularly to the breast.
It was always the practice in her ward to raise the head of
the cot, and the baby was fed on the right side, thereby causing
less cyanosis and distension, probably owing to the fact that
the stomach emptied more quickly in that position. She found
that a baby of 42 lb. did not have a good appetite in a hot
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humid atmosphere. Accordingly when babies reached 41 lb.

they were taken into a cool room, and it was found that

their appetites improved markedly. .If a small baby had a

body temperature of 96° she did not mind, but she did not

like it to go below that point. The stabilization of temperature

was more important than its elevation.

Dr. J. O'REILLY said that an analysis of feeding charts for

a number of premature babies had shown that the feeds must

be increased gradually to about 60 calories a day before the

majority would show consistent gains in weight. An average

gain of 1/2 oz. a day over a period was quite satisfactory.

In general he found that when the babies were established

on milk feeding no effect on the weight or on the cornition
of the child was produced by giving extra fluid. The fluid

content of undiluted milk appeared to be 'sufficient. Small

babies and babies born of toxic mothers were particularly liable

to dehydration. Additional fluid in these cases caused an

immediate gain in weight, but its continued administration had

no effect after the dehydration had been overcome.

Major LAMB, U.S.A.M.S., believed the importance of humidity

and the control of temperature had been underestimated. The

amount of fluid that could be lost through the skin in a

small baby could reach c6nsiderable proportions. It must

be remembered that the smaller the baby the greater the

skin area in proportion to the mass. He never allowed his

babies to be weighed for at least a week after birth.

The less the premature baby was handled the better. These

were babies who still belonged to the uterus, and the more

closely that environment could be approximated to the better.

Dr. FRASER BROCKINGTON said that on analysing the cases of

premature infants he had been astonished at the proportion

who did not survive 24 hotirs, also that the proportion surviving

were always very much the same in the same weight groups.

Dr. CROSSE, in reply to a question about the mortality of

the premature infant, said that in her series babies weighing

less than 2 lb. all died in the first 48 hours. In the case of

those weighing between 2 and 3 lb., death might not take

place until the next week. Babies of 3 to 5 lb. suffered most

from intracranial haemorrhage, but this did not apply to those

over 5 lb., from which point there were more deaths from

sepsis and fewer from intracranial haemorrhage.

Two complementary papers on cinemicrography were given at

the October meeting of the Association for Scientific Photography.

Mr. H. Emmett first described the set-up used in one of the I.C.I.

research laboratories. The second paper, by R. McV. Weston,

entitled " Cinemicrography in Biological Research," dealt with

many of the same problems, but described a more elaborate apparatus

for higher-power micrography and using a 16-mm. Cine-Kodak

special camera to record the images. Owing to the employment

of living specimens, a rotating sector shutter was used to prevent

overheating, and the whole of the microscope stage wa4 enclosed in

an incubator, the controls being outside. The heating elements were

two 30-watt carbon-filament lamps'shielded to prevent direct rays

reaching the object and a chloroform-mercury thermosta.t next to it.

As in the first apparatus the light was provided by a 100-c.p.
pointolite lamp. After a full description of this apparatus and its

mechanism for time-lapse cinemictography, Mr. Weston projected a

film showing the movement of leucocytes among the red corpuscles

of the blood, and higher -magnifications showed very clearly the

triple nuclei and the movement of the grains within the white blood

cell.

At a meeting of the Whipps Cross Hospital Medical Society on

Nov. 3, the chairman, Dr. W. E. Joseph, presiding, the following

cases were shown: (1) bilateral effusion into knee-joints; (2) cavern-

ous sinus thrombosis; (3) polycystic kidneys; (4) secondary rash;

(5) ulcerative colitis; (6) polycythaemia rubra vera; (7) spontaneous

pneumothorax. The nex-t meeting of the society will be held at

8.30 p.m. on Dec. 8, when Dr. Keith Simpson, Home Office patho-

logist, will lecture'on " Common Sense in the Detection of Crime."

This meeting will be open'to non-members.

The following officers (1944-5) of the Association of Anaesthetists
were elected at the annual general meeting on Oct. 25: President,
Dr. A. D. Marston; vice-president, Dr. C. Langton Hewer; hon.

treasurer, Dr. Z. Mennell; hon. secretary, Dr. W. A. Low.
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