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My brief, I think, is to describe the impact of malignant disease
on the general practitioner. " Impact" is, according to the
dictionary, " collision or sudden, violent encounter." What is
required of me, therefore, is to describe the impression produced
on the G.P. when he meets a patient with malignant disease,
and the clash of conflicting interests between the doctor and
the disease-the one bent on prolonging life, the other on

destroying it.

A Detective's Role

Surveying the whole vista of malignant disease one realizes
that it is so vast a subject in its many varieties that a study
of it by one man on such an occasion as this would be quite
impossible. I have therefore decided to restrict my story to
malignant disease in its various stages as seen in general prac-

tice, and I would like to begin the story of the impact the wrong
way round-that is, I want to describe first the patient who
arrives in one's consulting-rooms (probably not having been
seen previously for many years) bearing on his or her face a

diagnosis which a family doctor dreads to see. One knows
that hidden somewhere within the body of the patient is malig-
nancy that is beyond hope of repair. All one can do is to try
to find the site of the primary growth. One has, in fact, to
play the part of a detective whose case is lost before the assailant
is even found ; there may be some satisfaction in the detection
but none in watching the inexorable effects of the crime.
Thus the search begins: there is lassitude and loss of weight

a cough which has improved since he stopped smoking; low
back pain and some increased frequency of micturition (though
little more than one would expect at his age). Changes noted
at the left apex are later found to be due to an old healed
tuberculous lesion. There is nothing palpable in the abdomen
or any complaints of tenderness on examination. The prostate
seems innocent. X-ray examination reveals no bony secondaries.
Then a fleeting yet definite appearance of haematuria narrows

the field and the hypernephroma is there and so-only vdry

close behind-is death. One remembers the old story of the
silent kidney and the silent stomach. One may, of course, see

such tragic signs in a patient who appears to be in perfectly
good health but who has a chain of glands palpable in the
groin or an ominous tumour in a muscle-the end-result is
the same, though the course may take longer to run.

Why did the patient not come earlier to the doctor ? Nearly
always because there was no pain (remember Lord Horder's
dictum that on the walls of every public lavatory should be
written the words " Cancer is painless "), or because-although
he was not feeling absolutely fit-there was nothing definite
to tell the doctor, and he is not one to go sick for next to

* A paper read to the Southampton Group of the Postgraduate Medical
Federation on 23 January 1964.
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nothing; or because his family, who must have seen him
dwindling before their very eyes, could not persuade a stubborn
man to go sick ; or because he was either frightened of-or
knew-the diagnosis (and I am persuaded that we see more
of these latter cases than we care to think).
Whatever the reason, it is too late. The patient has been

nature's unwitting accomplice, and all that is left to the doctor
is to supervise the remaining months so that the eventual
end is as painless and dignified as man can devise.

This, then, is a case of sterile or academic diagnosis. The
impact is one of frustration and impotence. No patient can
bring home to the doctor more forcefully the limitation of
his therapeutic capabilities, yet it is still a fact that the manage-
ment of this patient-no matter how inevitable the result is
to be-requires skill and experience; sympathy, understanding,
and tolerance. These grow with the years and are very peculiar
to general practice.

Coping With Patients

Skilful and careful manipulation of the last few months
involves an almost unconscious mental preparation for each
visit so that awkward questions can be anticipated, new situa-
tions or symptoms countered, gaps filled, and comfort boosted.
All these can run together so smoothly that they will go
unnoticed by patient and relatives-and this is how it should
be-yet at any stage one tiny item may catch the doctor
unawares so that he loses control of the situation, his grip
is lost, confidence slips, and his visits may even be dreaded
or resented.

I shall say more on this later-suffice it here to say that
the mental strain on the doctor in coping with this type of
patient is, to say the least of it, severe. Everyone near the
patient, from his closest relative to his neighbour, his priest,
and his nurse, is unconsciously looking only to one man
throughout this period of strain, and that one man is the
family doctor, who has to manipulate his team, his drugs, his
sympathy, and his discipline so that together they may go
forward smoothly and quietly until there is no more to be
done. This is no mean task for any one man.

Now to the second group: an apparently healthy, usually
middle- or late-middle-aged patient-and again not a chronic
attender at the surgery-comes in complaining of vague
abdominal discomfort which seems to be persisting in spite of
self-imposed dietary restrictions and the exhibition of various
types of advertised tablets calculated to relieve dyspepsia. Or
maybe the complaint is of an irritating cough, an alteration
in bowel habit, increased frequency of micturition, particularly
at night, increased loss at the periods, with an additional slight
loss for one or two days during the cycle, and so on. Physical
examination in all cases is negative. What action is the G.P.
to take with these and similar patients ?
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Malignant Disease and the G.P.-Gibson

Standing here the decision is easy: examine and investigate
thoroughly, turn the patient inside out, scour him through,
eliminate any malignancy, and send him away rejoicing (if
exhausted). But one is not standing here when this decision
has to be made. One is sitting in a consulting-room opposite
a patient who may be apprehensive but more than likely has
merely come in for a linctus for his cough or hoarse voice,
or something better for his dyspepsia than can be obtained
over the counter in the chemist's shop. This is not easy-
especially as one knows that in 95% of the cases the patient's
opinion will be confirmed and after a spate of investigations
he may indeed be dismissed with a linctus or some other
appropriate and inexpensive placebo ; and more especially as

one knows that a small percentage of patients so dismissed
may return later to be included among those described in
my first group-but this time, let it be remembered, the fault
will be the doctor's and not the patient's.
Taking all the above into consideration, therefore, it is

obvious that in the great majority of cases one is going to
have to explain to the patient that although one's own examina-
tion has revealed no abnormality it would be wise to enlist
the support of the laboratory and the x-ray department before
giving him a clean bill of health. If questioned one can always
throw the blame on to some innocent cause-one can speak,
for example, of a duodenitis, a papilloma of the bladder, a

diverticulitis, a fibroid uterus, and so on (any one of which
may, indeed, prove to be an accurate diagnosis), and one can

reasonably augment this by emphasizing the wisdom of a

thorough investigation at this stage.
I personally have never adopted the technique of slamming

on the desk a diagnosis of possible malignancy, unless in
desperation to a patient who is stubbornly belittling symptoms
of an obviously ominous character or-and this seems to be
more often necessary-to relatives who are averse to allowing
the patient to " go through all that" merely, apparently, to

please the doctor. One must bear in mind here that once

having used the word "cancer" and, so to speak, sowed the
seed in the patient's and the family's minds, one has later
to justify it and go along with it while the patient lives, or

to dismiss it and hope that one's reassurance will be wholly
acceptable to all concerned: neither of these alternatives is easy
to contemplate. Better not to start something unless one is

prepared to finish it one way or the other.

Two Alternatives

Once investigations have been suggested and accepted there

are two alternatives open to the G.P. He can indulge in a

period of palliative treatment pending receipt of hospital
reports, or he can adopt a policy of " glorious inactivity."
The former can be dangerous, for treatment at this stage may
so alleviate the presenting symptoms that both doctor and

patient may be persuaded that all is really well and the whole

thing a false alarm. This is all right, provided the investiga-
tions have been started, but it can be very awkward if the

patient reports for a second time with the news that he is

feeling so much better that he can happily cancel the appoint-
ments that have been made for him. Similarly, treatment by
the G.P. at this stage may obscure the true diagnosis by altering
the nature or degree of the symptoms or may add to them and

thus possibly enlarge the field of investigation.
Unless, therefore, help is immediately required in order to

relieve apprehension, discomfort, or pain I think that there

is a great deal to be said for the G.P. taking no part in the

treatment until all the investigations are completed.
The impact in this type of case is thus one of tension and

excitement-to be followed, it is hoped, by an understandable

sense of personal triumph. Unlike what happens with our

first group of patients, the doctor here is playing the part
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of a sleuth who is quickly after the unseen culprit, with every

opportunity of eliminating any effects of his crime.
This patient, too, highlights the tremendous advantages to

the G.P. of having laboratory and x-ray facilities directly avail-
able to him. Through them he is able-if he so wishes-
to retain the guiding hand in a particular case right up to the
time that his diagnosis is made or until, in spite of negative
findings, his clinical sense remains dissatisfied and he decides
to call upon an expert opinion either to confirm his suspicions
or to reassure him.

A Ticklish Position

Which brings me to a further point: the very ticklish
question of timing in relation to reference to a consultant.
I believe, as I have said, that a G.P. should be encouraged to
retain a patient solely under his care in the preliminary stages
of investigation, but in these potentially dangerous diseases
one has to balance very finely the jealous yet understandable
desire to keep one's patient to oneself against the harm that
may result from unduly delaying a transfer to the hospital
service. The difficulty is in recognizing the point of transfer
and of not ignoring it. One can cite the vague dyspepsia,
the complaint of " muzziness," the story of lassitude and loss
of weight. Are these trivial and transitory phases in the life
of a usually healthy individual ? Is the history to be trusted ?
Is the true picture disguised by what I believe is currently
called an " emotional overlay "-strain, stress, overwork,
domestic or business worries ? Is the answer reassurance, a

holiday, a rest, a sedative ? If so, at what stage-always
accepting negative results to one's investigations-is the answer

not one of these things ? For how long and to what degree
is one to trust one's own judgment in answering these and
other vital questions ?

What I am really saying, of course, is-how much should
one's activities in the field of preventive medicine be allowed
to intrude into the consulting-room and the hospital, to dis-
turb the patient, give increased work to the doctor, and add
to the financial burden of the State ? The answer, to my mind,
is that whenever there is even the smallest element of doubt
in the mind of the G.P. the patient should be referred to

hospital for further and more specialized attention, no matter

how much and what the nature of the disturbance caused-
or the loss of pride to the G.P. It may be that this will mean

100 patients being referred to consultants and to specialist
departments, of whom only five may be found to have malig-
nant disease (if as many), but the effort is still worth while

and the G.P. should not be so deterred or discouraged by
negative results that he begins to doubt his own clinical

judgment or to postpone any further references to hospital.
The alternative-as we have already seen-is that five patients
who could have been diagnosed at an early stage may be

converted into five patients suffering from inoperable malignant
disease-and this alternative could never be accepted by either

tho hospital service or the State. Until we are able to diagnose
these cases with greater accuracy we must accept that in a

high percentage of cases our suspicions will eventually not be

confirmed-yet we must press on regardless.

A Question of Opinion

This leads me to say something which I hope will not be

misunderstood. What if the specialist opinion runs directly
contrary to that of the G.P. ? What if the G.P. remains dis-

satisfied and anxious ? The answer, without any shadow of

doubt, must be another specialist opinion. Obviously one

cannot go on like this ad infinitum, with the patient tossed

from hospital to hospital merely to satisfy a whim or hunch

of his G.P.-nor, indeed, can the G.P. be at the mercy of the
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Malignant Disease and the G.P.-Gibson

patient or his relatives in a demand to make reference to one
specialist after another. But one should not argue against
two opinions when there is doubt-particularly, I must say,
when the first one lays emphasis on the " emotional overlay "
-which may well be interpreted to mean that in the absence
of any obvious diagnosis the only possible alternative accept-
able to such a distinguished diagnostician is that of a func-
tional illness. With such an opinion-correct as it may well
be and incorrect as it so often is-the G.P. should be
permitted a sharp indrawing of breath and his motives should
be understood if he asks for yet further advice.

This is no criticism of the hospital service. It is, in fact,
understandable in the young and inexperienced doctor-
particularly if the G.P. is unknown to him. It could, in fact,
be switched round so that it appears as a criticism of the
G.P., for if he is a family doctor worthy of the name he will
know his patient well and will interpret him properly to the
consultant, and this reference should include such words as,
" I am quite sure in my own mind that the symptoms are
real and that there is no emotional overlay here." This is
only one man's opinion and may well be upset later, but at
least it gives the consultant the advantage of the G.P.'s
specialized knowledge of the patient.
As an example of what I mean I will quote a recent case.

This was of sciatic pain in a hitherto quite fit man, a manual
worker with no history of injury and no abnormal symptoms
relevant to the urinary system. This had originally started
as low back pain which gave place to sciatic pain after two
weeks of rest on bedboards, with sedation. X-ray examina-
tion revealed no abnormality.
An otherwise healthy patient with a pain he cannot

understand and which persists is apt to become apprehensive,
and it takes a good deal of confidence on his part to believe
the family doctor when he asserts that there is no ominous
causation to the pain and that it will go in due season.

What, then, is the G.P.'s reply to the specialist who says
(in effect), " I can find no cause for this pain; therefore I do
not believe that it exists; therefore it must be imagined.
This man has had three jobs in two years, he is mentally
unstable, and he is escaping from his present job, which he
does not like."

This sort of opinion from a specialist who has seen the
patient but once and then only for a short time is, to my

mind, valueless. Low back and sciatic pain can exist in a

patient-and so can any other ache or pain-without a just
cause being evident to any human agent or man-made
machine, and it is here that clinical judgment-bred on age

and experience and a full knowledge of one's patient-comes
into its own and it should never be subdued or submerged
by any mathematical or mechanical computation.
Doubt remains doubt and should be respected until time-

and only time-disproves it.
Again, a case referred for specialist opinion with a detailed

letter to the effect that in spite of his own negative findings
and lack of positive evidence of the existence of any ominous
pathology the G.P. is still suspicious and unconvinced,
deserves more in return than a reassuring reply from a

member of the resident staff. I have heard criticisms by
G.P.s-indeed, I have seen resolutions by groups of G.P.s-
to the effect that patients referred to hospitals should be
seen and dealt with in the first place by the member of the
senior staff to whom the patient is specifically referred. The
type of case we have in mind here most aptly draws attention
to this opinion. This is no criticism of the resident staff. In
fact-quite to the contrary-I consider it grossly unfair that a

junior should be expected to deal with this type of patient.
So much, then, for the case in which, with care, an early

diagnosis is possible. I have said enough for it to be seen
how difficult these cases are, how mature judgment can be an
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advantage, and how, perhaps, the doctor may be forgiven if a
diagnosis is missed-provided always that he has carried out
a thorough examination, backed up by hospital investigations,
a consultant opinion if necessary, and a careful series of
follow-up examinations. The G.P. is the patient's first line of
defence (or of attack); if he fails through lack of the necessary
zeal and determination the reserve forces are impotent to
help, for there is no one to bring them into action unless the
patient himself takes the initiative and deliberately by-passes
his family doctor. Considering all this, it would obviously
be difficult to overstress the importance of the G.P.'s respon-
sibility in these cases.

The Difficult Patient

Now I must say a few words about the dangerous patient
who is a constant surgery attender. His symptoms are varied
and various; one's imagination is stretched to the limit in
countering his many claims to attention. But it is necessary
to mention him because he too can suffer from malignant
disease. The difficulty is for an exasperated doctor to
recognize when the patient's imagination is mirroring
malignancy rather than some non-existent pathology. The
chronic headache and dyspepsia are prime examples. One
really is left on one's own to judge the degree of severity of
the symptoms (or even whether they truly exist at all), for one
must never be prejudiced by the facial expression or the
realistic imitation of a patient in pain on the examination
couch. I find it difficult to be adamant here in laying down
any views on how these patients should be introduced to
one's hospital colleagues. Quite contrary to what I have just
said in relation to the last patients we have been discussing,
I am not at all sure if it is not kinder in these cases merely
to outline one's own findings, state the reason for reference
to hospital, but omit from one's letter any reference to the
patient's temperament or personality, or-indeed-to one's
fear that on this occasion he may be crying wolf.

If a new patient comes to me as what is known as an
"obvious hysteric " my first occupation is to have him or her
completely re-examined and reinvestigated. To concur with
the diagnosis without taking such precautions is, I think,
unfair to the patient and tends to recapitulate the old doctor-
patient relationship instead of taking advantage of the change
of doctor to try to help him to get a more rational and
balanced view of the relation between health and disease.
This one cannot hope to do unless it is built up on an initial
and complete analysis of the patient's mental and physical
condition. All this may not alter the patient's chances of
having a diagnosis of malignancy made any earlier, but it
most emphatically helps in ensuring that everything possible
has been done to dispose of this diagnosis before the patient's
almost daily round of trivial complaints has exasperated yet
another well-meaning family doctor.

This, to miy mind, is all that one can do. As I have been
writing I have tried to remember a patient of this type who has
later appeared with obvious malignancy which must have been
overlooked on one or other of the previous occasions he attended
the surgery. These patients are, I suppose, so few in number
that one may ask whether they constitute any problem at all,
yet in practice the problem-to me at least-looms much larger
than the potential risk apparently justifies.

A Happier Aspect

Now to a rather happier aspect of malignant disease-those
cases which, so to speak, " give themselves up." It is perhaps
a poor advertisement for our profession (and may be a false one,
of course) that in order to diagnose a case of malignant disease
and to hope to treat it at an early stage one has to be able
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either to see or to feel it. The skin, the mucous membranes,
the breast, the rectum are specific examples, and I would some-

what grudgingly add to this list the prostate and the cervix.
Even with these the patients will often wait too long before
consulting the doctor-usually because, in the case of the skin,
for example, the "spot" has not gone in spite of their own

attempts at treatment, or because cosmetically it is ugly, or

because it has become infected or interferes with the proper

positioning of their spectacles-and so on.

One's early diagnosis of a carcinoma of the rectum obviously
depends on the tumour " giving itself away " by some means or

another, and-incidentally--on the inclusion of rectal exami-
nation in the practitioner's first routine check-up of the patient.
So often with the prostate one's first warning is of low back
pain-and the cervix may give no warning at all, although now,

happily, the pathologists are making the early diagnosis here
so much easier for us. Even so, we in our consulting-rooms
are dependent on the patient having something abnormal to
report and reporting it at once.

A successful outcome is therefore first of all at the mercy

of the tumour to give itself away ; then of the patient to report
early to the G.P. ; of the G.P. to examine and investigate fully
and to make early reference to the appropriate specialist; of the
specialist to sum up and take such action as he deems necessary.
Thus, from tumour to specialist one sees how each has a respon-
sibility and how if at any stage the responsibility is deliberately
or inadvertently shirked there can be no other outcome than
inoperability and its attendant prognosis.

Management

So much for the impact on the general practitioner of the
diagnosis of malignant disease in its various stages. Now I
must turn to the infinitely difficult question of management.
This, in the stage of diagnosis, has already been discussed: the
family doctor's job is to alleviate symptoms while investigations
are proceeding so that he does not so disguise them that sub-
sequent and vital treatment is refused, or so disseminate them
that the presenting picture to his colleagues is unnecessarily
confused.
From this very first stage the question of " Should a doctor

tell ? " arises. I have written and said a great deal about this
in the past. My opinion remains unaltered. If there were an
easy answer it would already have been given by one or more
of the many experts who have written about it. But this is
not so. Therefore one must assume that the answer is not easy.
And, of course, it is not. But, nevertheless, the key figure in
producing the answer in any particular case must-or should-
always be the family doctor. Ideally, it should be a joint effort
between relatives, G.P., and consultant.

Let me list some of the main points in assessing a particular
case: home background and social responsibility; business or
professional commitments ; continuation of treatment, with
special reference to surgical intervention-the reasons for it and
the comparative prognosis with or without it; the mentality
and personality of the patient (one of the most difficult items
to assess-so often " I want to know " means " For God's sake
don't tell me " ; often also an apparent demeanour of complete
ignorance or indifference to the diagnosis boils down to a wish
on the part of the patient to spare relatives and doctors the
agony of telling). Again, olderf doctors will accept, I think,
what younger men and women may find unbelievable-that so
often a curtain descends between the patient and reality, and
one has the amazing picture of an intelligent patient-even,
on occasion, one of our own profession-not giving even a

passing consideration to the diagnosis which to onlookers is
standing out a mile. Yet this has happened too often to me

for it not to be mentioned here. It is, moreover, a factor of
vital importance in deciding in particular when to tell the
truth to a patient-it favours delay-for if a patient suffering
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from malignant disease is prepared to live and to die with it
without any signs of recognition (and I am sure the lack of
recognition, though incomprehensible to us, is genuine) an

intrusion by the doctor with a damning prognosis is
unwarrantable.
Two reasons stand out in my mind as compelling the truth:

the first, when relatives can tolerate the situation no longer
and for their sakes one has to change the direction of one's
management; and the second, when an incompatibility or even

hostility arises between doctor and patient-a loss of confidence
is born and grows-the patient's condition deteriorates and the
doctor is blamed for this and for taking no action to arrest it.
In the latter case, even under such strain, the doctor's instincts
and the relatives' opinion may rebel against telling the truth-
in which case there may still be a chance to postpone the decision
by calling in a second opinion (and one need hardly point to
the advantages to be gained by calling in an opinion which
can be guaranteed to support the doctor and mollify the patient
-preferably, in fact, the specialist in whose charge the patient
has been in hospital, so that they do not meet as strangers).

An Important Factor

Religious faith must be mentioned as a further and very
important factor to be taken into consideration. One is not
a family doctor for very long without realizing that the true
Christian still exists within the community-even though
belittled and rather patronized by the majority of us nowadays.
It is a very worth-while experience to meet such a patient. The
prognosis is accepted without question and an atmosphere of
peace pervades the sick-room.
One can come across this reaction quite unexpectedly from

time to time-and in the strangest of places-but one never

ceases to admire and even to envy it. After all, the true
Christian lives but to die and to meet his Maker-thus there can

be nothing to fear in the thought of death by whatever means

he may be fated to meet it.
In truth it must be said that one comes across this peaceful

resignation and anticipation in others who, with no thought or

belief in a fuller life beyond death, still find it possible to meet
death gently and without argument. In such cases the patient,
his family, and the doctor can go along together unhindered by
problems or difficulties, until the inevitable prognosis is fulfilled.
This is ideal-but rare.

Telling the Truth

My answer, therefore, is that the family doctor jogs along
with his patient from day to day, meeting each altered situation
and each additional symptom as it arises; making a fresh
assessment with each visit, until a stage may or may not be
reached when, in consultation with relatives and-if necessary
-his hospital colleague, he takes the patient fully into his
confidence. Emphatically I would say here that until this has
actually been done it is in every case impossible to anticipate
the patient's reaction to the news. Unexpectedly there may be
co-operation, collapse, disbelief, resentment, or actual relief that
there is no longer any need to struggle. The G.P. must be
prepared for any reaction in any patient and must try his
best to support and understand it. A patient may turn his
face to the wall and die or may decide to fight to the last ditch.
In either case the family doctor must accept the decision and
give whatever help he can.

Under this heading I must include an opinion about patients
in whom a diagnosis of malignant disease is first made in

hospital and stress how advantageous I think it is for the family
doctor and the hospital doctor to consult together before and
be together when the patient is told.
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I must repeat again, what I have said before, that if it is
decided to tell a hospital patient the truth in the absence of
the family doctor, or if the patient inadvertently gets to know
the diagnosis, the family doctor should be told before the
patient is discharged from hospital. In all conscience, his task
will be difficult enough from then onwards, but to be placed
in the position of having to make a first visit to a patient at
home and to find that both the patient and his relatives know
more of the diagnosis than he does is, to say the least of it,
humiliating to the family doctor and can, indeed, be most
confusing.

Similarly, the family doctor should be made aware of the fact
that a patient has been discharged from hospital without being
told the truth; and the final comment I have to make here is
that it is unfair on a sister, a nurse, or a junior resident for
them to be left to tell the patient-or even his relatives. The
understandable lack of experience on the part of a young doctor
or nurse, together with an equally understandable lack of know-
ledge of the patient and his home background, make it unjusti-
fiable for them to be left to bear the burden of the crisis ; more-
over, such an occasion should surely call for the presence of
the senior doctor. On the face of it, this is the least he can do
for his patient.

Conclusion

I cannot complete what I have to say on management without
commenting on what a tremendous advantage it is for a family
doctor to have a district nurse and health visitor attached to
him and caring only for the patients of his practice. These

three can work together in the team, each playing his particular
part in the management of the illness, taking as much as
possible of the burden of care from the relatives, sharing in the
anxieties, helping with problems, and comforting the sick.

Other helpers, such as home helps, the Red Cross (with night
care), the churches, W.V.S. meals on wheels, and many others-
all have a part to play. Even neighbours may have to be drawn
in, and one must not forget the Marie Curie nurses.
With all the above, I believe that the key figure in the manage-

ment of a patient with malignant disease must always be the
general practitioner, and I believe this because I also believe
that it should be exceptional for a patient in the final phases
of his illness to be cared for anywhere else than in his own home.
I know that on many occasions this is not possible-because
of inadequate or difficult home conditions and occasionally
because even the most devoted family will break down under the
strain and the G.P. will then have to advise them to allow
admission to a hospital or nursing-home-but, I repeat,
wherever and whenever possible the patient should be at home
throughout the final stages of his illness.

This, then, is all I can say in the time available to me, of the
impact of malignant disease-on the family doctor. It is perhaps
a sad story ; certainly it can be an exciting one. The G.P.'s role
is responsible and difficult-he has to be part doctor, part priest,
part social worker, and part friend. His management may lead
him into sorry truths, forgivable lies, regrettable mistakes,
unhappy failures, and unexpected successes. All these form
part of his job. Each case adds to his experience.
Hippocrates-perhaps-would not have had it otherwise.

Rejection Processes in Human Homotransplanted Kidneys

W. J. DEMPSTER,* F.R.C.S.; C. V. HARRISONt M.D.; R. SHACKMAN,* F.R.C.S.
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Brit. med. J., 1964, 2, 969-976

Few human homotransplanted kidneys have survived more than
one year (Kiiss et al., 1962, 1963 ; Hamburger et al., 1962;
Murray et al., 1963 ; Merrill et al., 1963 ; Shackman et al.,
1963; Woodruff et al., 1963). Two transplants between
dizygotic twins have survived several years (Merrill et al., 1960,
1963 ; Hamburger et al., 1959, 1963). The longest survival of
a true homotransplanted kidney is now more than three years
(Shackman et al., 1963). It is difficult to establish what factors
are involved in long-term survival. Blood-group and leucocyte-
antigen compatibility may have some influence but they do not
forecast how long any kidney will survive homotransplantation.
While it is true that the best results so far recorded-the two
dizygotic twins and our own case-involved close genetic
relationships between donors and recipients, in the case of other
long-term survivals the involved kidneys were obtained from
unrelated donors (Merrill et al., 1963 ; Kiiss et al., 1963).
We are not only ignorant about the exact relation of the

gene to prolonged survival but also about its relation to the
rejection process. In the human it would appear that a homo-
transplanted kidney can, in conditions where no host modifica-
tion had been attempted, be rejected in two ways-either by a

massive cellular infiltration (Michon et al., 1953) or by a
vascular obliteration with minimal cellular infiltration (Hume
et al., 1955). Recent reports indicate that striking vascular
lesions may develop in homotransplanted kidneys in humans
modified by either total body x-irradiation or cytotoxic drugs
(Porter et al., 1963 ; Goodwin et al., 1963 ; Nemeth et al., 1963).
Our series of 13 consecutive human kidney homotransplants

contains seven cases which can be grouped together on the
basis of a common vascular lesion precipitating renal failure.
The present paper describes these particular cases and attempts
to unify both the cellular and the vascular types of rejection into
one pathological process. The cases are presented in the order
of duration of survival of the homotransplanted kidneys in
order to illustrate the probable sequence and variety of vascular
changes (Tables I and II).

Case 1

J. F., a man aged 41, had chronic pyelonephritis.
History.-When admitted to Hammersmith Hospital in December

1962 he gave a long history of renal failure and had required haemo-
dialysis on four occasions. His general condition was poor, he was
anaemic (Hb 5.2 g./100 ml.) and hypertensive (200/150 mm. Hg),
and there was gross infection with Staphylococcus aureus. The
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