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inevitable that the new examinations to be introduced later
this year by the G.M.C. will reduce the number of overseas
doctors entering the N.H.S.-for if they are to be of any value
the tests must exclude those whose English comprehension or
medical competence is below the minimum required ofa British
medical graduate. These new procedures, approved by the
Merrison Committee, can do much to improve standards;
and in time they should free the many excellent overseas
doctors practising here of the blanket criticisms that the
minority of incompetents have provoked.
The general problem of surveillance of doctors' competence

in the years after registration was not considered by the
committee, for that is the subject of a separate inquiry chaired
by Mr. E. A. J. Alment.2 But, sticking to its theme that
registration implies fitness to practise, the report maintains that
the justification of disciplinary proceedings is protection of the
public and not punishment ofthe doctor. Much ofthe confused
argument on this topic has come from the semi-judicial nature
of the power of the G.M.C. to remove doctors' names from
the Register: the crucial decision is whether or not the doctor's
condition or conduct represents a risk to the public, not
whether it is reprehensible or simply unfortunate. The report
suggests that all allegations should be sifted by the president,
but that the main work would be done by a complaints com-
mittee, which would decide whether the matter concerned
professional conduct or the doctor's health. Little change is
recommended in the handling of professional conduct-
though the report includes some sound sense on sexual
conduct and calls on the G.M.C. to provide clear guidelines
on this and other aspects. Another welcome proposal is that
press reports should be banned on cases where the charge is not
proved.

In cases where the health of a doctor gives rise to disquiet,
the chairman of the health committee would first of all see the
doctor concerned informally and invite him to agree to an
independent medical examination. Only if agreement proved
impossible would the committee have to consider the case,
and its powers would include suspension. This is a definite
improvement on the present position, where a doctor's
sickness has to lead to professional misconduct before the
G.M.C. can act.

If the profession is to accept all these new and wider
functions, then clearly a more democratic G.M.C. will be
needed, and the Merrison proposals are for a council of 98
members, 54 elected, 34 nominated by the universities and
colleges, and 10 lay members. Sectional interests would not be
represented with the exception of youth-eight places should
be reserved for young doctors, says the report. In addition to
an elected president there would be a chairman elected by the
council, whose role would be to represent the whole council's
views on the executive structure. Equally clearly the new,
enlarged G.M.C. will be expensive, and the report proposes
that in addition to registration and annual retention fees paid
by the doctors, the council should receive some Government
finance. The implications ofthis proposal for the independence
of the profession will no doubt be the cause of prolonged
debate-but it may prove an inescapable necessity.

Overall, the report (outstandingly well written, with
occasional welcome touches of humour) represents a challenge
to medicine in Britain. What has been proposed is a system of
regulation and registration in touch with contemporary needs
but flexible enough to accommodate most later developments,
and indeed flexibility should be the most obvious characteristic
of the G.M.C. of the future. Ifwe care about our professional
standards then the Department ofHealth and the Government
should be told-as the report states in its conclusion-that

many of the changes called for do not need to Wait for the
reformation of the structure of the G.M.C. This report must
not be shelved to gather dust.

I Report of the Committee of Inquiry into the Regulation of the Medical
Profession. Chairman, Dr. A. W. Merrison, F.R.S. London, H.M.S.O.,
1975. Cmnd 6018, price C175.

2 British Medical3journal, Supplement, 1974, 2, 30.

Gold Therapy in 1975
Rheumatoid arthritis presents the physician with one of his
most difficult therapeutic problems. There is no evidence that
any therapy, including synovectomy,' really alters progression
of the disease, and Bayles2 has provocatively proposed the
iconoclastic therapeutic equation: time x inflammation =
joint damage. The very number of drugs currently used to
treat patients with rheumatoid arthritis testifies to their
individual inadequacy.

After the publication of the results of the double-blind
trial3 of the then Empire Rheumatism Council in 1961, which
confirmed Fraser's observations4 in Glasgow of the value of
gold, chrysotherapy has steadily gained popularity; by 1970
no fewer than 17 000 prescriptions for sodium aurothiomalate
injections were issued in Britain. Four clinical therapeutic
trials3-6 have testified to the improvement of patients with
rheumatoid arthritis after a course of gold injections; but the
improvement was moderate, and at the end of the course of
treatment there was still evidence of active joint disease. In
the trial3 reported by the Empire Rheumatism Council "by
month 30 most of the advantage seen in the gold-treated
series at month 18 had disappeared." Sigler et al.6 claimed
that chrysotherapy arrested bone and cartilage destruction, but
the number of patients they studied (13 on gold and 14 on
placebo) was small.
The main problem which faces the rheumatologist is

whether he should prescribe gold at all when the incidence of
side effects is so formidable. As Girdwood7 has pointed out,
gold is one of the major causes of reported deaths from drug
therapy. The real problem with gold toxicity is that it often
arises without any prior warning. Estimations of IgE and
eosinophil counts may be useful in predicting the onset of
toxicity,8 but this is not always the case. Moreover, toxic
reactions to gold do not appear to be related to blood concen-
tration or to total dose when standard recommended dosage
is employed.
About three patients die each year in Britain as a result of

chrysotherapy. It may be argued that this is a statistically
small risk in comparison with the total number of prescriptions
for gold: but the patient who happens to be the unfortunate
statistic might reasonably pose the question whether it is
justifiable to prescribe gold in an essentially non-fatal disease
when the benefit is marginal. Huskisson et al. 9 have recently
reported that penicillamine may be superior to gold. The
advantage of penicillamine is that serious side effects are
slightly less common, and-more important-they tend to
disappear on withdrawal of the drug. Currey et al.'0 have also
conducted a comparative trial of azathioprine, cyclophospha-
mide, and gold in patients with rheumatoid arthritis and
concluded that the immunosuppressive drugs were superior,
especially azathioprine, which carried fewer side effects than
cyclophosphamide.
At present the Committee on Safety of Medicines in the

United Kingdom has set itselfthe unenviable task ofreviewing
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the safety and efficacy of the 36 000 products which can be
prescribed and which existed before it was set up. The
Committee must surely have priorities in examination of
established medicines, and it might be useful for it to review
the antirheumatic drugs as one of those priorities. Anti-
rheumatic drugs account for half the commonly reported
iatrogenic deaths in Britain, and gold therapy produces the
highest number of deaths per prescription.7

So the question still remains in 1975, is gold therapy worth
the risk ?
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Humidification of
Inspired Air

There is a widely held belief that breathing dry air, as
produced by heating systems in the home, offices, or factories
is bad for health, leading to sore throats, dry skin, headaches,
a feeling of nasal stuffiness, sinus trouble, and to an aggravation
of respiratory diseases such as chronic bronchitis and asthma.
Moreover, dry air is said to have a deleterious effect on
furniture, fabrics, paper, pianos, pictures, and plants and to
favour the development of static electricity.'

Humidity is usually expressed as relative humidity, R.H.,
which is the amount of water vapour or moisture in the air
expressed as a percentage of the maximum possible at that
temperature. If air in a room has a certain relative humidity
and the temperature of the room is raised without increasing
the moisture content, the R.H. must inevitably fall. The
average outdoor level of R.H. in Britain is between 70% and
80%; with central heating indoors, this may drop to 25% or
lower.
The humidification of inspired air in health is performed

by the nose, which acts as an air conditioner supplying warmth
and moisture and removing particulate matter. Dry ambient
air is said to dry the mucus and stops mucociliary flow in the
nose, which is an important defence mechanism against
inhaled pathogens. Indeed, it has been stated that the R.H.
should not fall below 30%o at comfortable indoor tempera-
tures.2 Certain irritants, such as sulphur dioxide in the inhaled
air, can lead to a marked decrease in nasal mucous flow and
to nasal discomfort.3
The remarkable efficiency of the healthy human nose as a

humidifier has been shown recently in a study4 of exposure
for up to 78 hours to dry air. The effects of dry air on nasal
mucous flow rate, nasal resistance, forced vital capacity, skin
resistance, and discomfort were measured in eight young,
healthy men exposed to clean air at 23°C in a climate chamber.
After 27 hours at 5000 R.H. they lived for 78 hours at 9%
R.H. and then returned to the initial level of 50% R.H. for
20 hours. No smoking was allowed in the climate chamber,
but exercise was taken during exposure to low R.H. on a

bicycle ergometer for 20 minutes, the exercise being adjusted
so that the pulse rate was greater than 165 beats per minute.
At rest, no significant changes were observed throughout the
experiment in the nasal mucous flow rate or in the other
measurements made. A ten-fold increase in nasal respiration
during 20-minute periods of exercise in the dry air caused no
change in mucous flow rates. No changes were observed in
nasal or tracheal bronchial resistance, except for a 58%
increase in calculated cross-sectional nasal area during
exercise. The volunteers' assessment of discomfort correlated
poorly with the actual humidity conditions: even when
breathing air with a relative humidity of 9% they reported
no adverse symptoms in the nose or elsewhere. The research
group concluded that there is no physiological need for
humidification of the inspired air.

So it seems that when the human nose is healthy the
inspired air may be adequately humidified even when its
relative humidity is low. However, if the nose is bypassed by
a tracheostomy, or mouth breathing during sleep, or during
oxygen therapy the most important humidifier of the res-
piratory tract system is removed, and the air will be less well
humidified. Some humidification is achieved in the lower
respiratory tract, but when there is infection and in bronchitis
and asthma, where there is excess secretion or increased
viscosity, this humidification is even less effective. Moreover,
as Andersen et al. emphasized, their results were valid only
for exposure to clean air at a constant temperature and did not
apply necessarily to exposure to air containing dust or other
contaminants or to conditions with changing temperature.
The air in a room containing cigarette smoke must surely
impair the humidifying capacity of the nose.
The nose may be an excellent humidifier under perfect

conditions, but when it is bypassed or the air is not clean,
the ambient air should probably have a relative humidity of
30-50%; this is especially important when there is a domestic
heating system in operation. Even a jug of water in the room
will give some improvement in humidification; more effective
humidifiers are available commercially at modest cost.
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Solitary Pulmonary Nodules

The management of an asymptomatic patient in whom a
solitary, well-circumscribed pulmonary opacity (coinl lesion)
has been discovered on routine x-ray examination is a peren-
nial problem. The differential diagnosis in these cases includes
bronchial carcinoma, a single pulmonary metastatic deposit, a
benign tumour or cyst, and a tuberculous focus. With few
exceptions the nature of the lesion can be established only if
it is resected and submitted to pathological examination. In
some cases there may indeed be no logical alternative to this
policy, as for example when the patient is middle-aged or
elderly, is a heavy cigarette smoker, and is known to have had
a normal chest radiograph within the previous two years. To
withhold or delay thoracotomy in these circumstances may
be to deny the patient effective treatment for what may prove
to be an early bronchial carcinoma. Though recent technical
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