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The final test asked the subject to compare rhythm. A
constant drum beat was recorded with an accent on the
first beat, and then "off" beats were added after the first,
second, and third beats respectively. It was thus possible to
construct pairs and again the subject was required to say
whether the pair was identical or different.
The results of each of the three tests for 14 subjects were

statistically analysed, and the results showed that there were
significant differences in a normal person's ability to com-
pare complex sounds, the length of sound, and the rhythm
of sound. But, more than this, they showed that people
differ in their ability to perceive sounds and sound patterns,
so that one person may have no difficulty with some per-
ceptual tasks and great difficulty with others. This is only
a preliminary study and the problem is complicated, but the
development of a standard test procedure which could be
applied to children of normal hearing with delayed speech
would be a considerable advance.

1 Martin, J. A. M., and Martin, D., British Medical Journal, 1973, 2, 459.

Complaints against Doctors
The practising doctor is apt to think of himself as being
more exposed than most professional men and women to
the risk of complaints, accusations, and lawsuits by the
people whom he exists to serve, his patients. But this is not
how the public see it. To them the medical profession as a
whole often seems to be a well-defended fortress affording
safe shelter to its individual members. Doctors, they suspect,
get their own way too easily. There is some truth in both
points of view.

Doctor's themselves are uncomfortably aware that they
may be sued in the courts, reported to the General Medical
Council, and accused through the disciplinary machinery of
the Health Service if, as most do, they work in it. By -these
processes their employment can be brought to an end and
their professional reputation destroyed. It is therefore no
wonder they have generally adopted a somewhat defensive
posture when Government departments or official reports
have called in question the adequacy of the prevailing dis-
ciplinary arrangements. These have nevertheless undergone
considerable changes over the years-largely with the pro-
fession's consent-since Lloyd George introduced (in 1912)
the discipliary machinery that was to become part of the
medical scheme set up by the National Insurance Act of
1911. The story of how this machinery has developed, of
how the public have used it and what they thought of it,
of the responses that doctors have made to attempts at
changing it, and of its working today is admirably set out,
mainly in the context of general practice, by Mr. Rudolf
Klein in a book published this week.'
From the Government's point of view the main object of

having a disciplinary scheme has been to protect the tax-
payers by ensuring that doctors give value for money and do
not encourage malingering (Lloyd George's word).' Likewise
when the National Health Service was introduced the
Goverpment of the day was concerned to prevent abuse of
certification. Such matters as the prescribing of expensive
drugs in large quantities and the preparations deemed not
to be drugs for which the State must pay have furrowed

many brows in the committees called to investigate them.
But the general public's complaints are on very different
grounds. Klein inquired about these from the clerks of
executive councils and found that the major cause of com-
plaint today is "the style of general practice." Nearly 20%
of all grumbles were about the manners and remarks of gen-
eral practitioners. Another 15% were about the manners and
remarks of receptionists. Nearly 15% were over failure to
visit or delay in doing so, and 11% concerned examination
or treatment. About 7% of the complaints expressed dis-
satisfaction with appointment systems, and it is worth noting
that more than half the clerks of the executive councils said
that grumbles about the manners of receptionists were on
the increase and more than a third found that complaints
about appointment systems were also. These troulbles present
a distinct contrast with those of National Health Insurance
days, when the issuing of certificates and improper demands
for fees accounted for a large proportion of the complaints.
The emphasis in the complaints nowadays on the style and
organization of (the general practitioner's work doubtless
reflects, as Klein supposes, a variety of contemporary atti-
tudes, among them a deterioration in public manners, a less
deferential and more demanding approach by patients, and a
certain resentment of that by doctors. To these may be added
the inclination of some patients to believe that their doctor
ought to ibe able to give good health and happiness -to anyone
who eats too much, takes no exercise, smokes 20 cigarettes
a day, and has a job of soul-destroying monotony. Rudeness
to a sick person is indefensible, but the life style of patients
as well as of doctors may make for a troublesome relation-
ship at times.
Here Mr. Klein makes an observation that deserves some

thought. General practitioners, as he sees them, are banded
together (but he does not labour the point) to rebut griev-
ances about technical competence. But the great majority
of complaints are not about that at all. They are, rather,
about the way the doctor conducts his practice. Thus in a
sense attack and defence have little common ground. Further-
more owing to the successful protective mechanisms, as he
believes, which the profession has built up over the years,
the unbalanced, obsessional complainant is more likely to
penetrate them, however poor the substance of his complaint,
than the ordinary rather worried citizen with a genuine griev-
ance. Hence the doctors themselves are dissatisfied with a
system that is apt to deter the complainants who would com-
mand sympathy and to let through the practised builders of
mountains out of molehills. Mr. Klein believes that a per-
manent Council on the Professions, with its own administra-
tive and research staff, to deal with complaints and abuses,
might help to get a fairer hearing for the reasonable layman's
voice. And he suggests too that the new Community Health
Councils might deal with grievances about manners and
organization, if those could be dearly defined.
When he comes to consider professional discipline in its

more general context of public accountability Mr. Klein has
to face a problem that lies at the heart of professional work
in contrast to trade and commerce. A doctor tries to do his
best for his patient, but the patient usually cannot know
whether he really has received the best he could expect.
(:enerally it is only other doctors, not laymen, who can
judge of that. Thus the emphasis the profession itself has
laid in recent years on continuing education during pro-
fessional life and now on exploring various systems of
"medical audit" will have far more influence on medical
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competence than any disciplinary machinery that may evolve.
Mr. Klein echoes the misapprehension of many laymen in
saying that "the urgent need is to devise some system which
does protect the public by maintaining standards." But the
profession's reluctance to make "any construotive contribu-
tion" towards this is well founded on the belief that no dis-
ciplinary system will have any effect on standards: they are
not maintained in that way at all. That some disciplinary
machinery is needed cannot be denied. But a real risk is that
it would be harmful to the patient by forever staying his
doctor's hand from decisive action. The fulfilment of this
bureaucrat's dream could reduce the nunter of complaints
in proportion as it impaired the doctor's effectiveness.

1 Klein, R., Complaints against Doctors. London, Charles Knight, 1973 (pp.
193; £4 net).

Sources of Influenza
The last few years have seen a considerable expansion of
research into animal influenza. The interest in this subject
stems less from the economic impact of influenza viruses
on the animals than from the possilbility that animal infec-
tions may be the source of the new pandemic strains of
influenza in man. Studies of the infection in animals may
also yield knowledge of its epidemiology, immunology, and
pathology in man. The World Health Organization has
played a leading part in stimulating and co-ordinating
studies on animal influenza in several countries and has
recently piblished a collection of original papers on this
subject.'

In 19302 R. E. Shope isolated the causative agent of
epidemics of swine influenza in the U.S.A. Later the viruses
causing fowl plague, duck influenza, and equine influenza
were isolated. However, little significance was attached to
these viruses until after 1955, when W. Schafer3 and others
recognized that fowl plague virus belongs to the same anti-
genic type as the human influenza A virus first isolated by
W. Smith and colleagues4 in 1933. Sulbsequently the other
isolates from animals were characterized as influenza A.
The antigenic relationships between influenza A viruses

in man and animals is based on their possession of common
antigens located internally in the virus particle, namely the
ribonucleoprotein and internal matrix protein.5 However,
influenza viruses from man, swine, horses, and birds vay
considerably in the antigenic character of the two antigens
present on the surface of the virus particle, the haemag-
glutinin and the neuraminidase. It is these two antigens,
which exist in a wide range of antigenic varieties, which
provide the antigenic basis for the classification of influenza
A viruses into distinct subtypes.

Considerable emphasis has been placed on the search for
antigenic relationships between the surface antigens of
human and animal influenza viruses which might indicate
epidemiological relationships. In early studies, which were
based mainly on the properties of the haemagglutinin anti-
gens, little convincing evidence of such relationships was
detected. The first clear cut evidence of close antigenic re-
lationships was provided by H. G. Pereira and colleagues,6
who showed that several avian influenza A isolates con-
tained neuraminidase antigens, of subtype N2, which were
antigenically identical to the neuraminidase of human Asian
influenza virus (A/Singapore/1/57 (H3N2)), which first ap-

peared in the Far East in 1957. Later studies have dis-
closed numerous other antigenic relationships between in-
fluenza A viruses from different hosts.7 The striking finding
from these studies is that antigenic relationships between
the neuraminidase antigens in viruses isolated from different
species are frequent. In particular, avian influenza viruses
frequently contain neuraminidase antigens identical to those
of virus strains from mammals. Antigenic relationships in
the haemagglutinin antigens were infrequent.

It was only recently that antigenically identical influenza
viruses have been recovered from human and non-human
hosts. During the recent human influenza pandemic caused
by the Hong Kong strain (A/Hong Kong/1/68 (H3N2))
W. D. Kundin and others89 produced evidence that the
Hong Kong virus frequently caused asymptomatic infections
in swine. Yet no evidence was found for infection in swine
before the Hong Kong virus appeared in man in 1968,
suggesting that the route of infection was man to swine
rather than the reverse. There is now evidence from several
countries that the human Hong Kong virus can infect a wide
range of animals, including dogs,'0 cats," chickens,'2
calves,'3 and bears,'4 and it seems likely that in each case
infection is from human sources. In its ability to infect a
wide variety of different hosts the Hong Kong virus appears
to differ from former human influenza viruses, for which
evidence of infection in non-human hosts has been in-
frequent and controversial. These findings strongly suggest
that the human Hong Kong virus has the potential of estab-
lishing animal reservoirs of infection.
The epidemiological behaviour of Hong Kong virus may

have historical parallels. P. Laidlaw'5 reported in 1935 that
antbody to the Shope strain of swine influenza could be
detected in the sera of persons who had been infected during
the great panpdemic of 1918. This finding, which has stimu-
lated considerable speculation among epidemiologists, has
been interpreted as indicating that the human influenza virus
of 1918 persisted in swine populations as the classical swine
influenza virus.

Genetic recombination (reassortment of genes) readily
takes place between different strains of influenza virus, and
this has led to the hypothesis that new human pandemic
strains of influenza A virus might arise in nature as a result
of the reassortment of genes between human and non-
human strains of influenza virus. Genetic and biochemical
studies on influenza have shown that genetic reassortment
may be accompanied by the segregation of the genes coding
for the haemagglutinin and neuraminidase antigens and
virulence.16 17 R. G. Webster and colleaguesl8 have also
shown that such genetic recombination may take place in
vivo in experimental animals doubly infected with two
different influenza A viruses. It is tempting to postulate that
recombination between a non-human and a human influenza
virus in nature might result in progeny which com-bine the
surface antigens of the non-human virus with the property
of virulence for man. Thus it is possible that one progenitor
of the Asian influenza virus was an avian virus bearing
neuroaminidase antigen N2. It may be postulated that condi-
tions favouring the spread of such a recombinant in man
would ibe the existence of an ecological niche which appears
when immunity to the currently prevalent influenza A virus
is at a high level, so that this virus no longer spreads.
Whether or not non-human sources of influenza are im-

portant to the appearance of human influenza pandemics
either by direct crossing of host barrier or by recombination
has yet to be established. Nevertheless there is much to
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