
128 BRITISH MEDICAL JOURNAL 15 JULY 1972

unilateral, the other bilateral. Both patients survived, and
the presumptive diagnosis was made on the basis of the
rising cytomegalovirus antibody titre, up to 1/1,280. They
found a high titre (1/160-1/320) in a further eight patients,
confirming previous reports7 of the importance of this in-
fection after renal transplantation. Cytomegalovirus is wide-
spread in the general population.8 Whether the postopera-
tive infection is due to reactivation of virus or to a recently
acquired infection, possibly from blood transfusion, is
debated, as is the further suggestion that cyclophosphamide
particularly predisposes to this infection, which probably
does not occur clinically in adults unless the immune
mechanisms are seriously disturbed. No treatment for the
infection has been suggested, and the best hope for the
future lies in better tissue matching so that immuno-
suppressive treatment may be minimized. But until then an
ophthalmologist should be included in the team to monitor
the possible ocular complications.

1 Hovland, K. R., and Ellis, P. P., American Yournal of Ophthalmo-
logy, 1967, 63, 283.

2 Williamson, J., et al., British Yournal of Ophthalmology, 1969,
53, 361.

3 Crews, S. J., British Medical Y7urnal, 1963, 1, 1644.
4 Oglesby, R. B., Black, R. L., Sallman, von, L., and Bunim, J. J.,

Archives of Ophthalmology, 1961, 66, 519.
S Oppelt, W. W., White, E. D., jun., and Halpert, E. S., Investigative

Ophthalmology, 1969. 8, 535.
6 de Venecia, G., Zu Rhein, G. M., Pratt, M. V., and Kisken, W.,

Archives of Ophthalmology, 1971, 86, 44.
7 Hedlev-White, E. T.. and Craighead, J. E., New England Yournal of

Medicine, 1965, 272, 473.
8 Stem, H., and Elek, S. D., Yournal of Hygiene, 1965, 63, 79.

What's in a Name?
When it debated last week the Chambers Report' into the
Association's constitution and organization the Council
quickly found itself up against the explosive word "auto-
nomy" and all it stands for in B.M.A. thinking and
tradition. Sir Paul Chambers, in his radical cure for the
B.M.A.'s ills, will have none of autonomy: instead he advo-
cates a unitary approach which would exclude non-members
from B.M.A. activities. Not unexpectedly the G.M.S. Com-
mittee, while acknowledging the need for change, has voiced2
its disagreement with this part of the cure, though most other
standing committees have generally accepted the report. The
Council, an account of whose meeting will be appearing in
next week's Supplement, found itself unable to make up its
mind on this hot issue-from which much else in the
Chambers recommendations flows-and contented itself with
preparing an interim statement on what it could immediately
accept (also to be published next week) and remitted to a
working party the examination of those two seem-
ingly mutually exclusive alternatives: federation in some
form or other and Sir Paul's brand of unification. Also de-
ferred for another special meeting of the Council (at the end
of August) were matters depending on the answer to the auto-
nomy question such as the best way of increasing the repre-
sentation of junior doctors-an end which commands general
support-and the composition of the central committees. This
programme aims to give Divisions time to debate the
Council's final advice before the Special Representative
Meeting planned for mid-November. As a day's work some
Council members unkindly suggested that this was the
clearest justification of the need for Chambers anyone could
wish for; others countered, it is only fair to add, that some-

thing so far-reaching as the constitution must not be rushed
at.
No-one seriously questions that Sir Paul Chambers is

right in his basic diagnosis. The Association's present con-.
stitution is far too blunt a weapon for the tasks of the
1970's. Involved in a National Health Service soon to be
reorganized and faced by quick Government action the
B.M.A. finds timely response often impossible. Time and
again the Council has found itself in the unenviable posi-
tion of either having to anticipate the wishes of the Rep-
resentative Body or of having to go back to it for fresh in-
structions. It is fair comment, too, that the B.M.A.
administrative machine is being choked to death by re-
petitious debate, avalanches of paper, and needless pre-
occupation with detail. What was once hailed as a model of
democracy is now only too clearly a hindrance to demo-
cracy's free expression.

Sir Paul is in general agreement with the statement of the
Association's objectives in its century-old Memorandum of
Association: "To promote the medical and allied sciences,
and to maintain the honour and interests of the medical
profession." His problem has therefore been firstly to re-
concile accountability of the executive with ability to act ex-
peditiously and secondly to suggest a structure appropriate to
the B.M.A.'s role in the nation's future Health Service-as
he puts it, to let it "co-operate whole-heartedly with the
Government in the task of making the National Health
Service successful." His solutions include the replacement of
the present B.M.A. geographical structure by one to match
the new N.H.S. districts and areas, with strong B.M.A. area
councils whose membership will be elected on a craft basis
by the local B.M.A. members; separation of the area
councils' advisory and negotiating functions; much greater
junior representation throughout the Association; retention
of the Representative Body at its present size but dif-
ferently elected and with the explicit task of exercising
broad, but no longer detailed, control of policy; and
finally, both responsible to the R.B., a small central executive
(mainly composed of committee chairmen) in place of the
Council and reformed central committees, the latter wholly
elected by the R.B. Sir Paul's constitution would contain no
place for the non-member, though he envisages situations
where joint committees with outside bodies would be desir-
able. Such joint committees, however, would not be executive
committees of the B.M.A.
The Council had no doubts of the need for B.M.A.

strength at N.H.S. area level, and approved reorganization
of B.M.A. boundaries to allow this. It agreed too that only
B.M.A. members should serve "as of right" on the proposed
B.M.A. area councils, but added the rider that existing pro-
vision for non-members to serve on standing committees
should be retained. Sir Paul's view of the new R.B. and its
functions was endorsed in principle and detailed recommen-
dations promised, and pour encourager les autres the Coun-
cil, while disagreeing on the suggested composition, nobly
assented to being decimated to become "a small central
executive body." It supported the right of Divisions to go
on submitting motions to the R.B., but agreed that these
should be channelled through the area councils, which could
if they wished add a comment on the inappropriateness of a

motion for discussion at the Representative Meeting.
This leaves for August "autonomy" and what flows from

that. Sir Paul proposes an organization which is logical and
certainly streamlined-some say even too business-like. But
the test is whether it will facilitate, or the reverse, the
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B.M.A.'s task of speaking as no other body can for the
whole medical profession, while retaining proper democratic
accountability. What Sir Paul suggests for the R.B. seems
likely to increase accountability where it matters. Where,
however, he may have underestimated the difficulties is in
his approach to the autonomous committees. It is unfortunate
that his report seems to suggest some unfamiliarity with all
the medicopolitical complexities, but this is understandable
and not necessarily a mortal defect. The scene is bedevilled
by this shibboleth "autonomy." The word means literally3:
"The right of self-government." But is this what people
mean when they talk about the B.M.A.'s autonomous com-
mittees? Surely their meaning is closer to what the Chair-
man of the Scottish Council said last week-possession of
delegated authority. This better reflects the intention that
these committees should go on doing those things which
concern solely their own branch of practice, but refer to
the Association generally when their proposals will affect
their colleagues in other branches. Is this so very far from
Chambers? The use of the word autonomy now tends to
confuse rather than clarify relations in the Association be-
tween the various branches of the profession. Perhaps the
working party charged with examining the queston may
yet discover that "unification" and "federalism" are not,
in their B.M.A. context, quite so far apart as may seem at
first blush. "What's in a name? A rose . . ."
I British Medical Journal Supplement, 1972, 2, 45.
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Haemoglobinometry in New
Units
Measurement of haemoglobin is one of the commonest tests
used in medical practice. In early methods, which date from
about 1900, the blood was compared against reference
standards, and results were expressed as a percentage of the
standard. Unfortunately the so-called standards differed
from each other, so that a reading of 100% by the Haldane
method as was used in Britain was different from 100% on
the Sahli scale used in Europe. Accordingly, for over half
a century haemoglobinometry remained haphazard and in-
accurate. Nonetheless it had the advantage of easy compre-
hension, for if a haemoglobin of 100% was normal a patient
with a haemoglobin of, say, 70% was clearly anaemic. In
the last two decades the introduction of absolute haemo-
globin standards and an appreciation of the fallacy of the
percentage scale led to its replacement by the more accurate
expression of haemoglobin concentration in g/100 ml, with
normal levels being about 13-16 g/100 ml. Now yet an-
other fundamental change is being proposed.
The Systeme International d'Unites (S.I.) was formu-

lated in 1960 by the Comite International des Poids et
Mesures because of the need for an international language
in which to communicate the measurements of science and
commerce. The system is an elaboration of the metric sys-
tem with the metre, gramme, and litre as its basic units.
Decimal fractions of the basic units are indicated by the
prefixes milli(m) for 10-3, micro(u) for 10-6, nano(n) for
10-9, pico(p) for 10-12, femto(f) for 10-15, and atto(a) for
10-18. This system is gaining widespread acceptance.' The

Council of European Communities, for instance, has issued
directives that it should replace all other systems of units
in national legislation, and public health is mentioned ex-
plicitly in this directive. Many scientific journals, including
the B.M.7., are using the recommended symbols and signs,
and there is an increasing move towards its use in clinical
chemistry.2 3 In support of this the International Federation
of Clinical Chemistry has recommended the adoption of
the system for reporting biochemical measurements,l 4 and
it seems likely that it will be in general use in Britain by
1973.

In order to conform with the S.I. system three types of
change will be necessary. The simplest and least conse-
quential change is that of unit, which does not entail any
change in numerical value. For example, it is recommended
that volumes be expressed as ml, ul, nl, pi, and fl, and that
cc, cmm, u,ul, and similar compounded units be abandoned.
The other changes are more profound as they necessitate a
change in numerical value. In order to define the patient's
biochemical status in molecular terms, the mole is used as
the base unit for mass, and mass concentration is expressed
in moles per litre (mol/l.) or fractions thereof. The advant-
age of this is that it leads to a better understanding of the
functional relationships of the components of a biological
system. It is already widely used, for example, in the case of
inorganic electrolytes, which are expressed either as "equiva-
lents per litre" or in mmol/l. The extension of the molecu-
lar concept to other biological substances is desirable. It
can be applied provided that the molecular weight of the
material is known. However, when the molecular weight is
not known precisely, and this is the case with most proteins,
it is proposed that mass concentration should always be
expressed per litre and that the present custom whereby
substance concentration may be expressed arbitrarily per
microlitre, millilitre, decilitre (or 100 ml) for various tests
should be abandoned.
The effect of all this on haematology, and particularly on

measurements of haemoglobin, requires serious considera-
tion. If the recommendations by the Commission on Clinical
Chemistry are to be accepted, haemoglobin will oe ex-
pressed in its molar concentration. The molecular weight
of haemoglobin has been defined as 64,460.5 However, while
haemoglobin occurs naturally as a tetramer containing four
atoms of iron, because of its physical and chemical proper-
ties it should be considered, rather, as the monomer con-
taining one atom of iron and having a relative molecular
mass of 16,115. Thus, on this basis, a factor of 0621 is
required to convert haemoglobin from g/100 ml to mmol/l.,
so that, for example, a haemoglobin of 148 g/100 ml is
equivalent to 92 mmol/l. By a similar conversion, MCH
would be about 2-0 fmol and MCHC 21 mmol per litre.

Unfortunately some questions concerning the molecular
weight of haemoglobin are still unresolved, so that the de-
cision to use the monomer rather than the tetramer for
expressing molecular weight is an arbitrary one. Moreover,
as other proteins will be measured in g/l., there do not
seem to be cogent arguments for making a change to the
molar unit for haemoglobin. Perhaps the greatest argument
against such a change is that the figure for molar concen-
tration of haemoglobin is close to the equivalent g/100 ml,
so that serious confusion could occur and endanger the
lives of patients. There is a better case for adopting the less
radical change whereby haemoglobin concentration would
be expressed in g/l. A haemoglobin of 15 g/100 ml, for
example, would then become 150 g/l., MCH 32 pg
and MCHC 340 g/l. These alternative proposals are
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