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bacteriologist in the laboratories of the Royal College of
Physicians of Edinburgh, to the membership of which he
was elected in 1913.

In the first world war he served as pathologist in a
hospital in France. and in 1922, after a further period of
research in the Edinburgh medical school, he joined the
staff of the Rowett Institute. There he carried out funda-
mental research, applying the results to the elucidation of
the causes of disease in farm animals and writing many
papers on the subject. His chief publications were books
entitled Pernicious Anaemia, Leucaemia, and A plastic
Anaemia (1926) and On Rous, Leucotic and Allied Tumours
in the Fowl (1928).
Among his fine qualities was his love of nature. The

children of the writer of this appreciation remember with
pleasure Saturday afternoon rambles in the country with
Dr. McGowan and his family. Two of his three children
graduated in medicine: a son, William, went to a public
health post in Southern Rhodesia, and a daughter, Rowla,
married a senior official of the East of Scotland College of
Agriculture.

MONICA LOW, M.R.C.S., L.R.C.P.
Miss Monica Low, ophthalmic surgeon to Lytham
Hospital, Lytham St. Annes, died on September 26 at
the age of 57.

D. R. writes: By the death of Monica Low in the prime
of her life, Lancashire has lost a well-known and greatly
respected figure. Born on April 13, 1904, she was the
youngest daughter of the Rev. A. E. Low, vicar of St.
John's Church, Folkestone. and later of St. Luke's Church,
Matfield. Educated at the Cheltenham Ladies' College, she
studied medicine at the London School of Medicine for
Women (the Royal Free Hospital), and after qualifying in
1933 she took up ophthalmology as her career. She held
junior posts at Accrington, the Manchester Eye Hospital, and
the old Eye and Ear Infirmary at Myrtle Street, Liverpool.
While she was registrar at Wolverhampton and Midland

Counties Eye Infirmary there grew up a friendship with
Miss Hipkins, who was then matron of the Infirmary. Miss
Hipkins retired from that post to become her secretary and
friend, and from that time they were seldom seen apart
and Miss Hipkins remained with her throughout her final
illness.
Monica Low bought a practice in Blackpool, where she

lived for the greater part of her professional life, and was
ophthalmic surgeon to the War Memorial Hospital and the
Lytham Hospital. She was also on the staff of the
ophthalmic unit at Southport General Infirmary from 1944
to 1957. In 1957 she resigned from Southport General
Infirmary to join the staff of the Eye Department of Preston
Royal Infirmary, which was much nearer to her home. Her
last illness had by this time made itself manifest, and she
was struggling on with the utmost fortitude through the
long and painful condition which led to her death. She
was a Roman Catholic, and her faith was quite astounding
in the midst of such adversity.

She was very keen on her work as an ophthalmologist
and well known for her kindness to her patients and her
gentleness to all those with whom she came in contact. A
member of the Business and Professional Women's Club,
she was a most ardent supporter of Blackpool Football
Club, rarely missing a home match. Patients and friends
will greatly miss her. She is survived by three brothers
and one sister.

B. R. BRAMVWELL, M.D., M.R.C.P.
Dr. B. R. Bramwell, who moved to Reading from
Norwich some years ago, died suddenly in hospital on
September 28. He was 57.

Bernard Roy Bramwell came to Norwich in 1938 after a
brilliant early career at Manchester. He graduated M.B.,
Ch.B. at Manchester University in 1930, proceeded M.D. in

1935, and obtained the M.R.C.P. in 1937. During this
period he held the posts of medical registrar and chief
medical assistant in the Department of Clinical Investigations
and Research at Manchester Royal Infirmary. After coming
to Norwich as partner to the late Dr. Frederick Preston, he
quickly built up an extensive general practice. During the
war. himself being unfit for service with the armed Forces,
Bramwell accepted the post of temporary honorary physician
to the Norfolk and Norwich Hospital. Here in those days
of staff shortages, until the end of the emergency, he
rendered invaluable service, for which those connected with
the hospital must always be grateful.
Modest and retiring, he devoted himself to his work.

Probably few of his colleagues knew him really intimately,
but he accepted the chairmanship of the Norwich Division
of the B.M.A. in 1947-8. Conscientious to a degree, he
was a lone worker, disdaining the services of a secretary
even though this involved working until the early-morning
hours. Among his many patients Bramwell's sudden decision
in 1953 to forsake Norfolk for the south of England caused
great sadness. By those of us who worked with him he
will be remembered as a loyal and generous colleague; by
his patients as a true friend and trusted doctor.-B. M.

LAMBERT C. ROGERS, C.B.E., M.D., M.Ch., M.Sc.
F.R.C.S., F.R.C.S.Ed., F.R.A.C.S., F.A.C.S.

The obituary of Professor Lambert Rogers was
published in the Journal of October 21 (p. 1089).

J. C. N. writes: I should like to add the appreciation of
an old friend to what has been said in tribute to Professor
Lambert Rogers. We first met during the early part of the
last war and became close friends during a voyage from
Australia which formed the latter part of his honeymoon in
1952. No doubt others with greater experience of his
professional achievements will speak with more authority
on the subject than I can. He was indeed a most modest
man, but there is little doubt that as a teacher and
administrator he exercised great influence which extended
far beyond the confines of the university in which he
occupied the chair of surgery for 26 years. His special
interest in the surgical aspects of diseases of the spinal cord
also produced results of exceptional value. It is, however,
mainly on account of the quality of his personal character
that his many friends will remember him with the greatest
affection. His friendliness and charm and the unbounded
kindliness with which he treated everyone with whom he
came in contact made him a most popular man among his
fellows ; while these same qualities, combined with an
abiding love of travel and of ships and the sea, made him
friends among surgeons all over the world, so that he became
a sort of surgical ambassador in the tradition of his old
friends Sir Gordon Gordon-Taylor and Professor Grey
Turner.
As mentioned elsewhere, one of the most outstanding

features of his character was his highly developed sense of
loyalty. This particularly extended to his old chiefs and
colleagues but also included his more recent friends and
juniors and many institutions he served so faithfully; it
even extended to his old car. The last letter he published
in this journal, earlier this month, concerning intra-
muscular injection, was completely typical in quoting the
authority of his much admired old chief and friend. Grey
Turner, rather than submitting the opinion expressed as
his own. Those of us who were privileged to hear him
deliver his memorial lecture to Grey Turner in Dublin last
month will no doubt recollect this same charac-
teristic. Incidentally this lecture entailed considerable
personal effort in his precarious state of health and, alas,
was to be his own swan-song. In it he said practically
nothing about himself but much about the life and work
of Grey Turner and also about the great surgical contem-
poraries he admired so much, among them Sir John Bland-
Sutton, under whom he had served as dresser at the
Middlesex; Webb-Johnson, whose house-surgeon he was;
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Grey Turner, whose first assistant he had been at Hammer-
smith; and, lastly, probably his greatest friend and surgical
hero among his seniors, Sir Gordon Gordon-Taylor.

Although his great knowledge of surgery combined with
an original quality of mind made his opinions always worth
hearing, yet he loved to quote the great masters of his craft
in preference to stating views of his own.
No account of Lambert's life would be complete without

reference to the guiding influence of his deep but simple
religious faith; though tolerant of the failings of others
he had the highest standards for his own conduct in all
things. His last few years were clouded by an obscure
malady about whose outcome he had no illusions. He fully
realized that he " walked through the valley of the shadow
of death" but like the Psalmist and for similar reasons he
" feared no evil." He carried on as far as he was physically
able up to the end. Although his many friends will deeply
miss him and deplore his loss while still at the height of his
intellectual powers, yet his life's work was virtually finished,
and at least he was spared the prolongation of chronic illness
and inevitable decline.

In a recent conversation with me concerning a mutual
friend, Lambert summarized his opinion by simply stating,
"He is a Christian gentleman." I can think of no more
fitting description of Lambert Rogers himself.

Medico-Legal

OPERATING ON THE WRONG PATIENT OR
WRONG PART OF A PATIENT

We prinit below a joint memorandunm of the Medical Defence
Untiont and the Royal College of Nursing on the steps that
rnight be taken to obviate the risk of a surgeon perfornming
atn operationt on the wrong patient, side, limb, or digit.

MEMORANDUM
The Medical Defence Union and the Royal College of

Nursing have given consideration to the steps that might be
taken to obviate the risk of an operation being performed
on:

(a) the wrong patient,
(b) the wrong side,
(c) the wrong digit.

During the period October, 1959, to September, 1961, the
Medical Defence Union dealt with no fewer than twenty-
eight such cases and it is hardly necessary to say that these
avoidable mistakes are quite indefensible.
The Councils of the Medical Defence Union and the

Royal College of Nursing are firmly of the opinion that
in order to minimise the risk of such occurrences, it is
eminently desirable that wherever practicable the suggested
safeguards as outlined below should be taken. It is
appreciated that in certain out-lying or " cottage " hospitals
there is no resident medical staff and that in some hospitals
it may not always be possible to adopt these safeguards in
their entirety.

(a) OPERATING ON THE WRONG PATIENT
Cauises Predisposing to Error

(i) In hospitals which undertake a vast amount of
casualty work where emergency patients are being
admitted in quick succession, some of them uncon-
scious, there is the possibility of the notes becoming
attached to the wrong patient. Where it is the
practice to attach the patient's name to the clothing
which has been removed in the casualty department,
this does not always provide an adequate check
becalise the clothes may be detached from the patient
before or on admission to the ward.

(ii) In respect of patients for non-emergency operations
who have been in the ward for a day or two prior
to operation, mistakes may arise if on the day of

operation the beds are changed round. This situation
is exacerbated if the day of operation coincides with
a change in several of the nursing staff and could
lead to the wrong patient being sent to the theatre
if the routine did not provide adequate safeguards
against error.

(iii) Mistakes may occur when changes are made in
theatre lists following the commencement of the
operating session, particularly if such changes have
not been notified to the ward immediately they have
been made.

Suggested Safeguards
(1) All unconscious patients admitted through the casualty

department should be labelled before they are taken
to the wards. The identity disc or label should bear
the patient's name, initials and hospital number where
possible. The labelling of the patient should be the
responsibility of the casualty sister or her deputy, or
by night, the nurse-in-charge or her deputy.

(2) Following the admission to hospital of a patient who,
is to undergo an operation, he should be seen in the
ward by the surgeon who is to perform the operation.
Prior to the operation the surgeon should examine the
patient's records and make sure that the notes do in
fact relate to that particular patient and that the entries
contained therein are correct.

(3) All patients going to the operating theatre should be
labelled by means of an identity disc or label attached
to the wrist or ankle. The identity disc or label should
bear the patient's name, initials and hospital number..
The labelling should be carried out in the ward at the
time the patient is prepared for the operating theatre
and should be the responsibility of the ward sister or
her deputy.
In rare cases where the patient goes direct from the
casualty department to the operating theatre, the onus
of correct labelling should rest on the casualty sister
or her deputy. In either instance the labelling would
constitute an additional check that the correct patient
received the prescribed premedication and that the
correct patient was sent to the theatre.

(4) In addition to the nature of the operation, the patient's
name, initials and hospital number should also appear
on the operation list. A copy of the operation list
should be displayed in the anaesthetic room as well as
in the operating theatre, thus enabling both the anaes-
thetist and the surgeon to check and ensure that the
right patient is presented for operation. A copy of the
operation list should also be made available to wards
in which the patients who are to undergo operation are
accommodated.

(5) Patients should be sent for from the operating theatre
by name and number and never as " the patient from
such and such a ward." Where it is the practice for a
porter from the theatre to collect the patients from the
ward he should bring with him a slip bearing the name
of the patient and his hospital number. In hospitals
where the procedure is to telephone the ward to ask
that the patient concerned be sent to the theatre, the
patient's hospital number, as well as the name, should
be quoted. The ward sister or her deputy should be
responsible for seeing that:

(a) the correct patient is sent to the operating
theatre;

(b) the patient has already signed the appropriate
consent to operation form;

(c) the patient has received the prescribed pre-
operative preparation including premedication;

(d) where appropriate the side of operation has
been marked (see Section (b) Clause (1));

(e) the correct case papers, x-rays, etc., accompany
the patient to the theatre.
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