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o 10 6
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Dr. J. P. Cronje
Dr. C. L. Lauf
Dr. R. Cowley

.. £ 138 13 3Totaf ..

A Grateful Patient by Mr. J. A. Currie.
Dr. A. M. Whitaker by Dr. J. van Selm.
Mr. M. Coetzee by Drs. Sims, Gluckman, Bloomberg and

Levin.
Dr. and Mrs. E. W. Geddes by- Drs. L. Lotzof, H. Ulman,

E. Samuel and L. Braun.
Total amoulIl received fro/11 Serl'ices Rendered, £29 s. Od.

Donaliolls:
Proceeds of Golf Competition held by Golfing ociety of

Southern Transvaal Branch, £25 Os. Od.
Proceeds from Special Drive for Benevolent Fund by Griqualand

West Branch, £38 3s. 3d.

Dr. B. Shandling .. £0 la 6
Dr. P. J. le Roux .. 0 10 6
Dr. D. L. Ranking 0 10 6
Dr. A. F. Cochrane 0 10 6

The following contributions to the Benevolent Fund during
July 1956, are gratefully acknowledged.
Votive Cards in Memory of:

Dr. J. C. Gie by Mrs. Norah Knox, Mrs. B. A. Hampson,
Mr. A. E. Keay, Mrs. W. E. Lloyd, Betty and Cynthia, Mr. and
Mrs. J. D. Moir, Dr. D. P. Marais, Dr. A. Simpson Wells, Mr.
J. A. Currie, Miss O. Smithson, Dr. and Mrs. A. H. Tonkin,
Dr. and Mrs. T. Shadick Higgins.

Mr. A. E. Dreosti by His Colleagues Ward 18 General Hospital,
Johannesburg, Dr. J. Wolfowitz and Dr. B. L. Shaff, Mr. J.
Edelstein, Dr. and Mrs. E. W. Geddes, Dr. and Mrs. J. Schabort.

Mr. J. M. Weinreich by Dr. and Mrs. M. Meyers.
Dr. W. P. Steenkamp by Dr. E. G. van Hoogstraten, Dr. Yernon

Brink. .
Mrs. Ruby M. Ashley by Dr. M. Meyers.
Mrs. Richard Brink by Dr. Yernon Brink.
Col. Buist by Dr. Yernon Brink.

Total amount received from Votive Cards, £42 8s. 6d.
Services Rendered to:

The family of Mr. J. A. Currie by Drs. Owen Smith, Hamilton
Bell and Van der Burgh.

THE EFFECT OF SOCIAL AND ECONOMIC CHANGES ON THE PROFESSION OF MEDICINE

AN EXTRACT fRO:vl THE PRESIDENTIAL ADDRESS * OF StR R USSELL
BRAIN, BART., M.A., D.M.

) . dPresident of the Royal College ofPhysicians oj Lon on

Tt is a comr:nonplace that the most important function of this
College is to maintain the standards of medicine, but it is useful
sometimes to consider what that implies today. Before the 1914
war, even before the 1939 war, it was a comparatively simple
task, concerned almost entirely with standards of undergraduate
and postgraduate education and qualifications, and to a less
extent with the encouragement of research. The conditions
under which doctors worked could be taken for granted, for they
had not changed substantially.for a century.

Now we can no longer take them for granted, and we are be
ginning to reauze that standards of medicine do not depend
entirely upon academic factors; they are the fine flower of a
plant which has its roots in economic and social conditions, and
we cannot continue to enjoy the flower unless we pay attention
to the soil.

What has made this immediately obvious, of course, is the
National Health Service, but if we are to diagnose our present
ills correctly we need to take a much broader view.

It is inherent in national planning that no plan can be adequate.
National affairs are so complex, and in these days so rapidly
changing, that no planner can be aware of all the factors con
cerned in his problem, or foresee all the effects of his planning.
A glaring example of this is the gross underestimate of the cost of
the National Health Service; another is the still unsolved registrar
problem.

The aim of those, of all political parties, who launched the
Health Service, was to provide the best available medical facilities
for the whole population. and this implies the best standards of
medicine. But which politician stopped to consider, or even was
capable of considering, all the effects of the Health Service upon
the conditions of the doctor's work?

But the introduction of the National Health Service was only
part of a social and economic revolution which, in other ways,
has profoundly affected the status of the doctor. Some of the
economic changes have recently been discussed in the press-the
unprecedentedly high level of taxation and estate duties, the
redistribution of the national income and the great fall m the
value of the pound.

The changes resulting from the introduction of the rational
Health Service have been equally far-reaching. I will deal only
with hospital medical staffs. Consultants are now paid for their
hospital work, and they are also entitled to a pension, to which
they themselves contribute, but against this must be set the decline
in private practice and in the possibility of saving for the future.

* London, 26 March 1956.

1I.10reover few consultants will have earned a pension of any
substance' for another 10 or 15 years, and the fall in the value
of the pound means that their own superannuation contributions
are a steadily depreciating investment.
- Hospital residents and registrars are now paid salaries which
are much larger than was the practice before the war, but the
rise in the cost of living has swallowed up much of the apparent
increase, and we must not forget that the lean years which .many
physicians endured a quarter of a century. ago, while waIlIng to
stan consulting practice, were often pOSSible only because they
or their parents had capital. . .

Two main causes seem to me to have operated In varYing
de!rrees at different times to bring about the present state of
aff~irs. The first is obviously the State's increasing need for
money to pay for the war, armaments and the welfare state,
and when the State needs money it takes it where It can find
it without giving much thought to the long-term social conse
quences. The second cause is the conscious attempt on the part
of some people to achieve a classless society.

It is an act of faith, however, that the professions so essential
to the welfare state would flourish in such a society, for In the
nature of things there can be no evidence for this. Hence, what
ever our political convictions, we ought surely to tI)'. to answer
the question what are the social and economlC conditions neces-
sary to maintain the standards of medicine. ..

The first obviously is that the life of a doctor must contInue
to attract men and women of good intelligence and high character.
State-provided higher education has opened the door of the
medical profession to all who reach the necessary educatIOnal
standards-medicine in this sense is a classless society-but the
training is still long and arduous, and woul.d-be doctors naturally
ask themselves how medicine compares wlth mdustry and tech
nology in the chance it offers of earning a good salary in a reason
able time.

How many young people choosing a profession look at the
remotely glittering prizes? They ask when they can afford to get
married. Hence the salaries of residents and regIstrars, as weH
as the rewards of general practice or consulting work, area. most
important factor in attracting the right people mto medlcmc ~t

a time when the competition, especially of applied SCIence, IS
great and growing. .

I think we should all agree that the consultant reqUire work
unhampered by direction, security, a reasonable freedo~ from
anxiety about the future, enough money to buy books and Journals
and to belong to medical societies, some leisure both to enJoy
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himself and to think:, the opportunity to travel and meet his
colleagues abroad and, many would add, the means to educate
his children as he wishes, and to make some provision for their
future.

Is this asking for special privileges, or merely defining the
civilized life, in which we may hope an increasing number will
share? If it is a reasonable claim, and if the standard of medicine
cannot be maintained on much less, we should judge the policy
of any government, as far as medicine is concerned, by asking
not merely whether it provides the best hospital facilities or
healih centres, but also whether it enables medicine to attract the
best students, and doctors to give of their besi. This is a test
which only the medical profession itself can apply. But, clearly,
in considering the interests of medicine, we must always avoid a
narrow sectionalism, and be prepared to subordinate our own
demands to the needs of the nation as a whole; indeed, it is obvious
that no profession can have satisfactory conditions apart from a
stable national economy.

If you ask why the College should concern itself with these
matters, I will give you two reasons. The first is that, while it
could survive on its traditions, it can thrive only if it draws life
from the world of today, and here the law of natural ~election

still operates. The College of Sugeons is developing as a post
graduate teaching institution; the universities are displacing our
Conjoint Board undergraduate qualification; the B.M.A. would
gladly speak for the whole profession in negotiations with the
Governmeni. Our future as a College, therefore, depends on our
continuing to concern ourselves with every impact of national
affairs upon medicine.

The other reason is that we have a contribution which no
other body can make, if we use to the full our unique resources
-the wide scope and representative character of our Fellowship
coupled with the flexibility which our predecessors so wisely
gave to our administration. For the great need in medicine today
at all levels is integration, and without a comprehensive view there
can be no adequate leadership.

SOUTH AFRICAN OBSTETRICS AND GYNAECOLOGY

JAMB BLACK, M.D., ER.CO.G.

Chairman, South African Regional Council, Royal College of
Obstetricians and Gynaecologists

After expressing his appreciation of the honour he had received
in being nominated and accepted as the first Chairman of the
South African Regional Council of the Royal College of Obstetric-
ians and Gynaecologists, Dr. Black said: .

Since its establishment the Royal College of Obstetricians
and Gynaecologists has played a great parr in improving the
maternity services in Great Britain and (through its Region.al
Councils) in Australia, Canada and New Zealand. It has secured
better training for students and set a standard for postgraduate
training for specialism which has never been attained before.
In all obstetrical problems the Government of Great Britain now
relies upon the Royal College for advice.

In Great Britain 25-40 years ago the maternal mortality rate
varied from about 4 to 7 per 1,000 live births and puerperal sepsis.
accounted for 30-40% of this mortality. Maternal mortality is now
down to about O· 75 per 1,000 births. and deaths from puerperal
fever have almost disappeared. The greatest credit for this wonderful
improvement must go to the discovery of the sulpha drugs and
penicillin. Still, deaths from other causes associated with child
bearing have also been reduced in recent years, and much credit
must be accorded to the Royal College of Obstetricians and
Gynaecologists for the pioneer work they have done in drawing
the attention of the various governments to the need for improving
the maternity and infant welfare services of the country.

SOUTH AFRICAN MATER.."lAL AND INFANTILE MORTALITY

Turning to South Africa, we have much to be proud of in many
ways but much to be ashamed of as well.

For our European population the figures of maternal and
infantile mortality compare favourably with overseas countries.
In 1951 (the latest figures I have) the maternal mortality rate was
1 . 12 per 1,000 live births-a contrast to that of 1926 when it
was 4·56.. Deaths from puerperal sepsis have practically dis
appeared.

The infantile mortality rate under I year also shows a remark
able improvement. In 1920, the rate was 90 per 1,000 live births
and in 1951 it was 33-a reduction of almost two-thirds; and,
in the annual report of the Department of Health for 1952, figure~

given for 12 countries show that this rate was bettered only by
ew Zealand (28) and Australia (29).
In Asiatics and Coloured there has also been a definite im

provement, but nothing approaching the European rates; in 1951
the maternal mortality rate among Asiatics was 2·71 and amongst
the Coloured 2· 49-both almost 2-} times greater than that among
the Europeans. The infantile mortality rates in 1951 for Euro
peans were 33, for Asiatics 62· 5 and for Coloured 124.

These are figures of which we cannot be proUd, and this state
of affairs is something which I hope this Regional. Council and the
Society of Obstetricians and Gynaecologists \vill investigate and
endeavour to improve.

MIDWIFERY IN NATIVES

You will notice that I have quoted no statistics regarding Bantus.
Why? Because there are no statistics on which we can rely;
but I can state definitely that the maternal and infantile mortality
rates are much greater than those I have quoted.. This will be
confirmed by any medical man who has worked in Bantu areas.
Specialist Obstetricians who have worked in Native maternity
hospitals will also confirm my experience that far more difficult
midwifery is met with amongst the Bantu than amongst the
Europeans.

There is a common belief, even among some of our legislators
apparently, that Bantu women have·no trouble in giving birth to
their babies. This, I assure you, is a travesty of the truth a.nd I
hope our Societies will be able to dispel this ignorance and so
pave the way for improved maternity services for the Bantu.
I have seen some Native maternity hospitals or departments of
which I am extremely proud; but I have seen some others where
there is certainly no reason for pride.

I have always been keen to bring about an exchange of trainees
in obstetrics and gynaecology between this country and Britain
and the Dominions, and I can never forget the remarks of a
well-known obstretician in London when I was discussing this
problem with him in 1946. 'What can you teach them'? was his
first remark. I then pointed out, among other things, the experi
ence his trainees from Britain would obtain in difficult mid\vifery
among the Natives here and in the operative treatment necessary
to repair the damage resulting from the complete lack of medical
attention in many cases. 'Oh, we should call that bad midwifery',
he said. There is the rub; we are very far away yet from the
obstretricians' ideal, which is to see at the end of every pregnancy
'a healthy mother and a healthy child'. Owing to our distances
and to the fact that we are dealing with a primitive race, our
difficulties in reaching that ideal are far greater than those in
Britain, but we must press on and gradually develop our maternity
services till that ideal is reached. And here I would like to say
that our legislators can do more to' reduce the maternal and
infantile mortality than we obstetricians can, for what would
assist more than an)1hing else is better nutrition, better housing,
better education and less poverty.

It is time to say that all ative maternity hospitals are over
crowded to a dangerous extent. To have a number of mothers
(I have heard of 12 or more) being delivered in one labour ward
is revolting to our sense of decency. Mothers fulfilling their greatest
function in life deserve better of us.

It is difficult to get statistics regarding the Bantu; and we obste
tricians should collect what reliable statistics we can from the
various provincial and mission hospitals so that we may have
some idea of the maternal and infantile balance sheet; for to my


