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In My Own Time

General practice

C A H WATTS
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I qualified in 1934 and was lucky enough to get two house
appointments in my teaching hospital in surgery and medicine.
I was paid /50 a year, all found, for this invaluable experience.
In those days it was a common saying that the backbone of good
general practice was sound obstetrics, and it was my ambition to
become a GP expert in this specialty, but I found that I had to
wait for three months before starting a job at the maternity
unit. It was autumn and holiday locums were getting scarce,
so when I was offered an assistantship which was to last until
the end of the year I accepted the post with alacrity.
Thus it was that I found myself working in a mining com-

munity with incredibly meagre medical facilities. Before I
finally settled down, I had worked as a locum or an assistant in
several practices; some were good, others bad, but this one was
quite the worst. I was so dismayed by the conditions that I
would have left-but in those days one felt bound to honour
any agreement, and the post was for only three months.

Primitive conditions

The surgery set-up was astonishing. There were rows of
seats to accommodate about 60 patients, who all sat facing a
long high bench reminiscent of a bank counter. Behind this
contraption I stood between my two principals. Behind us was
a smaller but similar bench, and this was presided over by a
dispenser, with most of her wares on shelves at the back of the
room. The doctor called for the next patient to come forward,
and, having listened to the complaint, he turned to the dispenser
to order the appropriate remedy. There was rarely any attempt
to examine anybody, unless some obvious pathology like a
septic hand or some surface with a rash was proffered. If the
patient complained of a cough, one could lean across the bench
and apply the stethoscope to the exposed manubrium sterni as a
token of investigation. There was one examination room for the
three of us. It was rarely used and, as a very junior doctor, I
was most unpopular if I wasted time by occupying this inner
sanctum. With this method of work, we got through a great
many patients at each surgery session, and these took place
twice a day, six days a week and on each Sunday morning.
Even on Christmas morning the three doctors solemnly
assembled to see patients. Once the surgery was over, I was
on duty every third Sunday. I did have a half-day during the
week which started after the morning surgery-once I had
finished my visits. These usually numbered about 50, but
there could be twice as many during an epidemic. I recollect
that my record was 94. Visits were made on a bicycle, and, as the
streets were not macadamised, this meant riding on the flagged

pavement. More than once I bowled someone over who had
emerged too fast from her home, and once I fell off into the mud
of the roadway when a housewife inadvertently threw a bucket
of ashes over me as I was passing. Such incidents were cheerfully
accepted as normal hazards of life.

Diphtheria was endemic, and every sore throat was viewed
with suspicion. If there was any possibility of the disease, a
throat swab was taken. I carried a few sterile tubes in my coat
pocket. The specimen then had to be taken to a laboratory at
the local hospital, and one collected a phial of antiserum. The
streets of the town were then combed for the partner with the
20 ml syringe, as there was only one suitable instrument in the
practice. If the possessor had already used it, one had to take it
back to the surgery to sterilise it by boiling. This took time
because one had to start from cold: the heavy glass syringe
would crack if it was plunged into hot water. The whole process
of caring for a possible case of diphtheria could take up an
hour or more of a busy day, but,it was well worth the trouble.
The giving of serum was one of the few active treatments
available to the family doctor. If it was given within 24 hours of
the onset of the disease, the results were excellent. If the
injection was delayed, there was every chance of serious com-
plications, and a mortality of 20o0. Both this fever and scarlatina
were rife in the undernourished miners and their families, and
patients suffering from these conditions were taken away in a
yellow fever van to the local isolation hospital. Every community
of any size had such an institution. It was separated from the
township by a few green fields, and the victims were cared for
until they had recovered or died. Many did die. The stay in
hospital was for at least six weeks and could be twice as long.
No visitors were allowed, and this was a terrible ordeal for the
children.
Lobar pneumonia was not uncommon. It occurred in all age

groups. Often fatal among the aged, it was called the old man's
friend, or, alternatively, the captain of the men of death. The
family doctor was impotent to help by way of drugs, his main
task being t6 support the morale of both the patient and the
family by frequent visits. Until the patient was out of the wood,
we called from three to five times a day; such attention was
greatly appreciated, especially when the visit was made last
thing at night, or before the morning surgery. It was a wretched
illness for all concerned. The incessant cough and pleuritic
pains were aggravated by a devastating sense of weakness and
an inability to sleep. With the more fortunate patients, there
was a crisis about the seventh day. The temperature fell, and
at last the patient was able to sleep, to wake up looking and
feeling a great deal better. This experience suffered by family
and doctor together forged a splendid bond between them, and
this was one of the things that made general practice so well
worth while.

Deaths and emergencies

The most dreaded of maladies was pulmonary tuberculosis.
Some families were especially vulnerable to it, and it tended to
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strike at young people. The onset was insidious, and the course
could be lingering or extremely rapid. I recall seeing a girl of
16 with her mother; she had missed a few periods. In those
days it would have caused the greatest offence to probe into
the possibility of pregnancy. The subject of sex was delicate,
and had to be approached with the greatest tact. The girl
looked pale and thin, and she was one of the few patients I took
into the examination room for a check-up. Beyond her pallor
there were no signs of serious disease, so she was given some
iron medicine. A week later I was sent for as she had developed a
tiresome cough, and had taken to her bed. She seemed thinner
than ever and looked really ill. A careful examination of her
chest disclosed nothing of note, but I did manage to secure a
specimen of her sputum. The pathology report indicated that it
was loaded with tubercle bacilli. She was dead in a month from
what was called galloping consumption. I was conscience-
stricken at not having suspected this trouble at my first con-
sultation; amenorrhoea was high up on the list of symptoms for
this dread disease. Even so, I realised that there was nothing I
could have done.
There were always beds for the acute infectious diseases in

the fever hospitals, but accommodation in a tuberculosis
sanatorium was in short supply. Patients had to wait for months
for a vacancy. My feelings of guilt were not allayed by the
great gratitude of the family for all the care and attention I had
lavished on the girl. Death among young people and children
was no rarity. Lung cancer was never diagnosed. If it occurred,
it went unrecognised. I remember one man in his 50s dying
from what was called a pulmonary abscess. He certainly
produced masses of sputum which was free of tubercle bacilli.
With hindsight, I have since wondered if he could have had
a bronchial carcinoma.

In this, my first real glimpse of an industrial general practice,
I never saw any evidence of antenatal care. The district midwife
delivered most of the babies, as only a minority could afford the
luxury of having a doctor at the confinement; he was called in
only if the midwife ran into difficulties. Few family doctors
had any special training in the art of obstetrics; indeed many

newly qualified doctors went straight into practice after taking
finals without any postgraduate hospital experience at all. At
the expense of their first patients they learnt practical midwifery
the hard way by trial and error, and some became real experts.
The confinement could be protracted, a good deal of reliance
being put on what was called "masterly inactivity."

I well remember one woman who was finally delivered
successfully after a four-day labour. One night I was sent for
by the local midwife to help in an obstetric case. She assured
me that forceps were now indicated. The idea of operating
without any experience terrified me. The only midder bag in
the practice had complicated forceps that I had never seen
before, and there was no chloroform. My courage failed me, and
I sent for one of the principals. He was tactful and kind, and
commended me for seeking his help. After a quick examination,
the patient was turned on her side, and the nurse held up a
leg. The forceps were deftly applied, there was a fearful scream
from the mother, and the baby was born yelling its head off.
I was most impressed by his skill, but I hated the brutality of
the operation. This mother was successfully delivered. Many
were not so lucky. If called on the GP felt honour bound to tackle
the most daunting procedures like midcavity forceps, the breech
birth in primips, or the manual removal of the placenta. Most
doctors used chloroform as an anaesthetic, but like my principal,
some felt it was safer and quicker without it.
The suffering of so many patients was so commonplace that

the family doctor had to be tough to get on with many of his
more interesting and rewarding tasks, such as setting a simple
fracture, reducing a dislocation, or lancing a boil. He had to be
cruel to be kind. The masses of working-class people in the
'30s did not expect to be comfortable. Most went hungry, and
their undernourished children all showed evidence of rickets.
They were miserably cold in the winter, unless they were
roasting in front of the coal fire in the kitchen. Pain and dis-
comfort were accepted as part of life to be endured with stoicism.
Successful treatment by the family doctor was accepted with
gratitude, and the many failures were tolerated as inevitable,
without rancour or recrimination.

A woman with one normal child has just given birth to an infant with a
grossly deformed heart. What are the chances of her having another such
infant?

The risk of recurrence after the birth of a child with a congenital
heart malformation varies between 1%" and 4") , depending on the
type of malformation. Usually the commoner malformations have the
higher risk of recurrence. Early prenatal diagnosis of congenital
heart defects is not yet available.

Zetterquist, P, A Clinical anzd Genetic Sttudy of Congenital Heart Defects. Sweden,
The Institute for Medical Genetics of the University of Uppsala, 1972.

Nora, J J, McGill, C W, and McNamara, D G, Teratology, 1970, 3, 325.

Is breast-feeding contraindicated if the mother is takinig warfarin ?

There has been controversy about warfarin in breast milk. But the
studies of L'E Orme et all and de Swiet and Lewis2 showed con-
clusively that either warfarin is secreted in such trivial amounts in
breast milk that it could not possibly do any harm or that none at all
passes into the breast milk. Phenindione, however, taken by a
breast-feeding mother may harm the baby.

I Orme, M L'E, et al, British Medical Jozurnal, 1977, 1, 1564.
2 de Swiet, M, and Lewis, P J, New England J7ournal of Medicine, 1977, 297, 1471.

What treatment, if any, is advised for the sometimes prolonged mental
and physical debility that occurs after "non-specific" virus infection ?

I am not sure what is meant by "non-specific." Many specific virus
infections are followed in a few patients by debility; the best known
are influenza, hepatitis, and glandular fever. In a few patients there

is a true depression, which must be recognised and treated accordingly.
Most, often young and previously fit, have physical and psychological
symptoms including mild recurrences of the original illness for which
there is no satisfactory treatment. This puts a great strain not only on
the patient and his or her relatives but also on the doctor, whose job
it is to emphasise that the symptoms will disappear after perhaps as
long as 6-12 months (it may help to give an approximate date-"about
Christmas," "the end of the summer") and that they do not imply
continuing damage to vital organs. It is best to keep such patients at
work or otherwise occupied if possible. Tonic mixtures containing
such things as iron, arsenic, and strychnine or tonic wines are a
support to both patient, for whom they can be prescribed, and doctor.

What is the use and efficacy of alpha-chymnotrypsin ?

Alpha-chymotrypsin is a proteolytic enzyme obtained from the
bovine pancreas by aqueous acid extraction of its precursor, chymo-
trypsinogen, and subsequent conversion to chymotrypsin. Use of
this enzyme as an anti-inflammatory agent or in the treatment of
ulcers is not based on any substantial evidence of its effectiveness.1 2
There may be a place for chymotrypsin in thoracic surgery where it
has been used to promote liquefaction of secretions of the upper
respiratory tract. In ophthalmology the zonulolytic dissection of the
lens with chymotrypsin (a 1 in 5000 or 1 in 10 000 solution in a sterile
diluent) has facilitated intracapsular cataract removal.1 Chymotrypsin
is highly antigenic and severe allergic reactions have occurred after
its intramuscular injection, so a sensitivity test before injection is
advisable. Nausea, vomiting, diarrhoea, and skin eruption also occur
after oral administration.

I The Medical Letter, 1975, 17, 41.
2Federal Register, 1977, 42, 58739.
' Kirsch, R E, et al, Archives of Ophthalazology, 1964, 72, 612.
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