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Simon continued to educate the Accused, even though the Accused continued to ignore him and his overtures of  friendship.  The Accused took the attitudes of  the Nazi elements to represent the law of  the college and that, as a person with no future,  he was not entitled to friends and would bring retribution onto anyone who chose to be a friend.  It  turned out that Simon was son of  a psychiatrist and knew that the Accused was son of  a psychiatrist - but the Accused did not ask how he knew it.  His parents, he said, chose his friends on his behalf - but did not choose the friends he wanted.   His father, because he was a pychiatrist, was always ‘analysing’ him instead of  communicating.   He assumed that the Accused’s parents had the same approach.   The Accused merely muttered that his parents did not.   This was because Simon had used the term ‘analyse’ and the Accused did not ask what he meant - or, if  he did,  Simon did said no more than that analysing was analysing.   As the Accused saw it, his parents psychiatric approach did not consist of  analysis - which he considered more his own approach - but of  imposing  preconceived or erroneous interpretations or delusions.

There was a rumour that recent London students had an insufficient understanding of  psychiatry.   This could, of course, have been because psychiatrists had an insufficient knowledge of  psychiatry.   So there was a psychiatric component to the Introductionary Course.   The British-trained psychiatrist  commences with a predetermined classification of  ‘mental illnesses’ - to with two of  them,  ‘schizophrenia’ and ‘depression’ and he then conducts his ‘examination’ in the manner of  a psysician diagnosing diabetes or  motor neurone disease - trying to ‘elicit’ the diagnostic signs and symptoms.  He ignores the practicalities of  life or  the reasons which bring the patient to the doctor entirely.   He then treats the predetermined disease - with tranquillisers or  ECT - which inevitably creates a set of  syndromes which are identified with the names of  the list of  diseases.   The psychiatrist thus diagnoses or creates these imaginary diseases.   The exception was Dr Denham.  Attendance at Dr Denham’s outpatient sessions at  St Clements’ Hospital, on Mile End Road, not far from the London, was optional.   Accused-mum dismissed Dr Denham with scorn because he was ‘German’.   But he appeared more Austrian,  interviewed his patients in an entertaining manner and, unlike the other psychiatrists,  appeared to have some understanding of  the practicalities or  life and was not beset with theories or terminology.   So Dr Denham was a psychiatrist after the Accused’s own heart, treating every patient as a separate individual with his separate life, trying to understand the patient and not sitting apart,  separated by a screen against comprehension.

Dr Denham related how  World War lll (between Britain and the U.S.A.) was narrowly averted.   Two fourteen year old boys were noted by a policeman to be wandering around W.C.1..  The sons of  U.S. senators had a very characteristic appearance - sunburnt, T-shirt, faded jeans and plimsolls - which perhaps the policeman did not recognise.  “Who might you be?”, asked the policeman.  “My father is  Robert McNamara, American Secretary of  State for Defence ”,  said one of  the boys.   The other, he said, was his friend.   So the boys were arrested and taken to the police-station.   The boy persisted in his claim that his father was Senator McNamara, the American Defence Secretary. [At the time this story was related, McNamara, who turned out to have had misgivings about the Vietnam War, was President of  the World Bank - which could also have been embarrassing.]    The police wondered what they should do about this.  So they transferred the two boys to Claybury Psychiatric Hospital.   There the boy persisted with the delusion that he was son of  Senator McNamara.  The doctors and nurses did not know what to do.      Routinely, psychiatric patients are given electroconvulsive therapy - but the hospital administrator suggested that there might be a Law against administering ECT without parental consent.  (Psychiatric Hospitals, surely, did not bother about such niceties.   Perhaps the administrator was trying to protect the boys - or guessed that their story was true).  So the delusion persisted, the boys remained at Claybury and the staff did not know what to do.

But then a newly arrived student nurse, as Dr Denham put it ‘risked her career’ by phoning up the American embassy.   Then Senator McNamara, arguably the most powerful man in the world, arrived at the hospital and collected the two boys.  Dr Denham did not explain why Senator McNamara was not arrested on the spot as suffering from paranoid delusions and locked up never to be heard-of  again.  Maybe Dr Denham expected the Accused (the only student who ever conducted conversations with the consultants) to spot this hole in the story and to ask.   An American Secretary of  State, surely, would not risk setting foot in a British mental hospital without his C.I.A. retinue (who would already be in trouble for losing the boys).   Dr Denham also did not reveal how he knew that the junior nurse was responsible for this debacle - but the Accused supposed that it would be undiplomatic to ask this question. 

The Accused dropped in to a cinema on Whitechapel Road and there met a young lad, Andy, who was there in search of other young men with whom to grope.   Andy turned out to be a ‘patient’ resident at Claybury and was briefly interviewed (in an entertaining manner) by Dr Denham during one of  his outpatient sessions (though the boy had come down from ‘the ward’).   The boy, muttered Dr Denham, was ‘mentally subnormal’.   The boy, he said, escaped regularly, would be away for a couple of weeks, nobody knew where he went, no harm would come to him, he would return and then escape again.   The Accused mentioned that he had come across him in Whitechapel.   The term ‘mentally subnormal’ was misleading, he pointed out.   Quite possibly Andy was not very adept at differential calculus.   But he had not discussed differential calculus with Andy.  Nor did anyone else.   Nobody would have noticed that Andy was ‘mentally subnormal’ since they would not have conversed with him or related to him in any context to which he was not adapted and Andy was fully adapted to the life he led.   If  he was ‘mentally subnormal’, then the majority of  the population were ‘mentally subnormal’  Everybody was acting out some narrow role within some narrow environment or set of  circumstances familiar with the operations relevent to that role or those circumstances but familiar with nothing else.   If a person adapted to one lifestyle was to be declared mentally subnormal for not being adapted to others, then dogs and cats had to be regarded as mentally subnormal because they were adapted to the necessities of  their own species.   Claybury Hospital presumably had some purpose for Andy, but it also carried a risk.   He might end up with psychiatric treatment.  Claybury seemed here to be peforming the function of  an asylum rather than a hospital.   This was a function was not generally recognised and perhaps in the long run it might be better were more specifically appropriate provisions to exist.

Dr Denham looked through the pages.  “The psychologist gives him an I.Q. score of  78.  Even in the sense of an I.Q. score he might not be mentally subnormal.   He comes to no harm.  Its more an economic provision in his case or a safety valve..every now and then he comes back.   As far as I am aware he has no family or relatives.   I havn’t looked into it.  He would well come from Bernado’s, couldn’t he?   I’m surprised he was in Whitechapel.  I had assumed that he would be chasing after the rich men in the West End...I’ve never asked, but I assumed it... I’m surprised that he finds anywhere to stay in Whitechapel.

“There is a pub on Bethnal Green Road I went into and I found it was entirely full of women.  Have you come across it?   I’ve been several times but I can’t find an explanation.  Do you know the explanation? - Maybe you could find out?”

One day a group from the Introductionary Course were invited to Claybury Hospital in Essex.   This was to be part of  their education - to find out about mental hospitals.   The main door of  the hosptital opened into a large hall which was surrounded with entrances to the corridors that led to ‘the wards’ (some via a staircase that led to a balcony surrounding the hall).   To the Accused’s astonishment,  the party were ceremonially met at the door and led to a  large oak table surrounded by chairs, in the hall, a few yards from the door.   The Accused was equally astonished that his colleagues in no way supposed this to be strange.    The superintendent of  the hospital spoke to the students as they sat around the table.  “Do not go to the wards!”, he warned,  “It could be upsetting to go to the wards...”.   “Why then have we been invited here?”, the Accused thought to himself,  “A lecture we could have heard at the college!”.   Still the students did not appear to notice that anything was going on that was somewhat strange or suspicious.

“We have a special treat for you - a patient - a homosexual”.   Curiouser and curiouser saith Alice.   If  the students wanted to view people who called themselves ‘homosexuals’,  they could find several million in central London in their natural setting.   What was the point in coming all this way to see a ‘homosexual’.   The male members of  the audience were all Public School Boys and he had been told again and again by his colleagues at the London Hospital that all Public School Boys were ‘homosexuals’ - yet it did not seem to them strange, let alone illegal (which it then was) that a ‘homosexual’ should be detained at a mental hospital.   The women members of  the audience were women medical students and victims of continuous discrimination.  Why did it not occur to them that detaining ‘homosexuals’ in mental hospitals was akin to detaining women medical schools in mental hospitals (something which, it turned out, did happen!).  However, the Superintendent again and again promised the arrival of  this ‘homosexual’, though as the proceedings went on and on the homosexual failed to put in any appearance!   Not one person in the audience queried the edict that they were to keep well away from ‘the wards’.  Medical students surely ha to be trained not to be ‘upset’ by mental hospitals and had come there to gain necessary practical knowledg and experience.   In any case, he himself had lived for the first seven years of  his life in the grounds of  mental hospitals!  So the Accused threw in some question which stimulated the group into heated discussion (not realising perhaps what a great achievement this was).   Nobody noticed as he sneaked off, slid up the stairs and attempted to gain entrance to the corridors.   At the end of  one of  these corridors he did witness what looked very much like a resident being set upon and beaten by a gang of  attendants - but, if so, this was a fact and not anything which would ‘upset’ him.   However, at the entrance of  that corridor and the entrance of  every other he was stopped by a gangs of  large bouncers dressed in black!  The Accused was an expert at infiltration.   He had several times pranced into the Ministry of  Defence - and all that had happened was that the security guards saluted him and he saluted back!    Claybury had the tightest security he had ever come across!

The Accused eventually returned.   Nobody would have noticed him returning had he not made sure that they noticed.   The superintendent was very alarmed.  “You must not go to the wards!”, he chided in great trepidation.   The Accused wondered whether he himself had ever been to the wards!

The ‘homosexual’ eventually turned up, an attractive (perfectly normal) youth of  twenty two, carrying a silver teaset on a silver platter,  queening in the manner that the Accused was later in life to learn was customary amongst attractive young self-styled homosexuals.    The women members of  the group immediately asked questions about the ‘treatment of  homosexuality’.   Psychiatrists and medics appeared, despite their own backgrounds, to have primitive notions that shared by psychologists, indeed, listing ‘treatments’ such as aversion therapy,  hormone therapy and surgical operations without any understanding of  the appropriateness, morality or consequences.    The Public School isolates the individual from the real world and inhibits thoughts.   The Public School boy recites what he has learnt to say without thinking.   These girls presumably had themselves attended some manner of  Public Schools and were very naive - but still, surely women in this context should have been a little more intelligent than men (and should also have realised that it was none of  their business to hatch theories about the complementary gender based on no experience and no understanding).   The ‘patient’ himself was ignored.

The Accused felt worried about this.   So, as politely and cautiously as he could,  he inquired of  the patient.   Whatever induced him to enter the lair of  the traditional enemy - the medic or psychiatrist?   Why indeed should he call himself a ‘homosexual’ when he was, in fact, an attractive young man who would find favour with just about anyone of  any gender.   He was now young and he was being used to decorate the institution, working in the kitchen and carrying silver platters to the guests.   But surely eventually disaster would strike and he would be given The Treatment and locked into The Wards?   Was it not wiser to confine himself to his own peer structure instead of  dallying with that of  the enemy?

The young man tried to evade these questions, putting on a public act of  queentalk and queenbehaviour.   All men were after him on the quiet, he confessed,  they would all ‘have’ him if  they had the opportunity.   “So you have noticed that too?”, asked the Accused.   “She would have me if she could get me!”, replied the ‘patient’ (meaning the Accused).   This amused the Accused, who had never previously been supposed to be female!   His statement, the Accused pointed out, was somewhat hypothetical and meaningless.   It was even a tautology.   Was there some more practical or meaningful manner in which to formulate his theory.   Did he have some specific contributions to offer on the subject of  human behaviour?   The ‘patient’ however just repeated himself several times: “She would have me if  she could get me”.   However, in quieter tones, speaking directly to the Accused and not to the gathering, he then said it was all a matter of  money.   It was not easy to obtain accommodation and means of  survival.  That appeared to mean that he was unable to obtain employment or  a sufficient wage for surival and was relying on sick pay which he obtained in return for being a psychiatric ‘patient’.   This was a common fate, opined the ‘patient’, of  young men who gravitated to London.   The Accused was surprised to hear this.  This young man seemed eminently presentable and employable!   This was all lost on the Accused’s colleagues.   They were aware only of  the theory - that there was a variety of  ‘patient’ called ‘homosexual’, not that it was entirely inappropriate that a victim should volunteer for such a fate!

Dr Tooley was the students’ psychiatrist.  That is, in the unlikely event of  a student wishing to denounce himself to a psychiatrist, the student presented himself to Dr Tooley.   Dr Tooley projected an appropriate image - rather more progressive, pally and supposedly sympathic to youthful ways than his colleagues.    It seemed to the Accused, however, that he might have got his notions about youth culture from newspapers rather than reality or that he swallowed the official stories or images which older people demanded and were played back.   Dr Tooley held a lecture in the college lecture theatre which he produced two patients (from Claybury) who, he said, had been suffering from depression.

These two patients, rotund middle aged men,  with sweating reddish faces, Tweedledee and Tweedledum, throughout Dr Tooley’s talk sat motionless on the stage with a morose appearance and head cast down.   The treatment for ‘depression’ proclaimed Dr Tooley was E.C.T. (Electroconvulsive Therapy).   How effective is electroconvulsive therapy? - asked Dr Tooley.  “What better way to find out”, asked Dr Tooley,  “than to ask the patient”.

The Accused looked round.   This reply did not appear to any of  the intensely absorbed students to be an inappropriate anticlimax.   Since when have psychiatrists been interested in the opinions of  patients.   Here they would, no doubt, be, as an exception, relevent because the patient agreed with the doctor  - and how could it be proved that they had not been primed by the doctor?    Dr Tooley turned to the first patient: “I have not been depressed”, droned the patient in a slow monotone, remaining motionless with downcast visage,  “since I have had the E.C.T.”.   Then Dr Tooley turned to the second patient, who similarly motionless, with downcast visage and in exactly the same voice droned “I have not been depressed since I had the ECT”.

Almost thirty years later two American airmen were captured by the Iraquis during the Gulf  War.   They were displayed by their captors on television confessing the evils of  American imperialism.   They were both motionless, expressionless and both droned the same sentence - with an Iraqui accent!!    This immediately reminded the Accused of  this demonstration by Dr Tooley.   Do Iraqui interrogators, he wondered, have the use of  E.C.T.?

“Are there any questions?”, asked Dr Tooley, after the patients had left the room.  The Accused had not then himself worked in a psychiatric ward.   He did not know that these patients would have had not just “The E.C.T” but innumerable applications of  E.C.T. and that they could not therefore have been “not depressed” since immediately after all of  them, or indeed, the great majority.  Nor did he know that E.C.T. so badly affects memory that the patient cannot remember the E.C.T. and that any reference to E>C>T> must be repetitition of  information or allegation made to him by someone else.  Nevertheless, the Accused opined to himself :‘Very obviously there are questions’.    He looked round.  Nobody seemed in the least surprised or aware that they had witnessed an incongruity.  Nobody asked any questions.   There was a long silence.   Then there were a few questions to the effect of  ‘How can we educate the public how effective E.C.T. is as a treatment when they feel depressed.

Then there was more silence.   The Accused was astonished.   Were they all too inhibited to point out the obvious.   So the Accused spoke.   The term ‘depression’ or ‘being depressed’ had in the English language many meanings.   In general usage, the concept was perhaps subjective but nevertheless it had some meaning specific to the person or case.   Each case was individual rather than there being a general definition applicable to all.   In this present case, it might be that according to psychiatrists these two gentlemen  had arrived with ‘depression’ and now did not suffer from ‘depression’.   However,  if so this was some concept of  ‘depression’ which was peculiar to psychiatrists and at variance with popular usage.   If  the patient wanted ‘treatment’ he wanted to be no longer depressed in a sense that he understood the words (before treatment) and psychiatrists were employed by the public or state to alleviate depression in the sense in which it was understood in the English language.    These two patients as they now were were as terminology was popularly understood not merely depressed but very severely depressed.

The Accused pointed out that two patients appeared, as they now were, to be identical.   They had sat expressionless and motionless throughout the lecture and then both of  them had produced the identical sentence in the same monotone.   These features were themselves demonstration of  ‘depression’ or at any rate of  inhibited activity - and inhibition of  activity should not be regarded as cure.   However, it was additionally significant surely that they both uttered the identical phrase: “I have not been depressed since I had the E.C.T.”.   Quite apart from it not being true,  what person had this particular phrase as the sole parlance in their vocabulary?   It was vocabulary that belonged to the medic and not to the man in the street!   It had also to be taken into account that Dr Tooley had considered these two patients as particularly suitable for a demonstration.   This meant there was some selective process - though it was not clear on what basis this selection had taken place.   A more representative selection, one way or the other,  might have precipitated different conclusions.

The Accused expected that his comments would stimulate others to confirm what he had said.  But the only response was a prolonged shocked silence.   The Accused had spoken the obvious truth - which, in the Public School is Not Done.   The meeting disbanded without further comment.

Dr Tooley claimed, as it is always claimed in lectures to medical (and psychology) students that E.C.T. is used only as a last resort and only in cases of  ‘very severe depression’ and also, as always claimed in lectures,  he alleged that the other treatment available to psychiatrists, the tranquilliser, was used only in the presence of  the other disease recognised by psychiatrists,  schizophrenia.   There were cases where the ‘patient’ had some degree of  depression (or manic depressive psychosis) and some degree of  schizophrenia.  In fact, the ‘picture’ was usually ‘mixed’.  However, where the ‘patient’ was depressed tranquillisers, which aggravated depression, were contraindicated.    The Accused inevitably suspected that in this case Dr Tooley was not aware what treatment the patient had received (whether these were Dr Tooley’s patients or not)  - and it turns out that psychiatrists are not aware what treatment their patients receive.   He also knew that particularly young males (such as Malcolm Hartwell) are deleteriously assaulted and psychiatrised when previously perfectly fit.    Nevertheless he supposed, as he had also been taught at Cambridge,  that it was best practice, or the practice of  elevated teaching hospital psychiatrists,  only to use E.C.T. as a last resort and not to use tranquillisers to treat ‘depression’.   It would have been nearer to the truth to allege that all psychiatric patients, whether depressed, schizophrenic, or normal, were treated with E.C.T. and tranquillisers.    The appearance of  these two patients is, in other contexts, described as ‘catatonic’  and the sweaty red facies and inhibition of  activity is typical of  tranquilliser dosage.   Observations, vocabulary and explanations are amended according to convenient or what the medic would prefer to be true!

Another psychiatrist who lectured to students was Dr Crown, who later became editor of  the British Journal of  Psychiatry.    During one of  Dr Crown’s demonstrations one of  the students,  Frank Adonis, expressed his great horror of  ‘homosexuality’ in the sense that he felt that the insertion of  a penis into the rectum must be excessively painful.   He had had a similar experience during proctoscopy, or so he said.   This is the insertion of  a telescope via the anus (with some manner of  anaesthetic lubrication).   This identification of  ‘homosexuality’  with sodomy is typical of  the Public School and medical profession.    The Accused felt that this youth must be suffering from an unnecessary phobia.   Either he didn’t endure these inserted penes - in which case the anxiety was an irrelevence - or else he did, in which case he would be better without it.   So the Accused piped up to say that this identification of  sexual behaviour between males with sodomy was misleading.   The great majority of  sexual contacts between young  people were homosexual.   In the great majority of cases also there was no insertion of  any penis into any rectum.   People who supposed that homosexuality was an eccentricity, or the privilege of  a particular personality type,  which consisted of  inserting penes into recta did so because they had been educated into it - at a Public School - even though it might be ab initio contrary to experience.    The Accused, as he himself was well aware, was one of  the most virginoid individuals of  his generation,  but he nevertheless felt it necessary to point out obvious facts, even though he had little or no personal experience.   The intractible pain to which Mr Aonis referred existed,  then it was psychological.   Mr  Adonis surely was incorrect in supposing that a proctoscope or even a penis exceeded the normally sustained dilation of  the anal sphinctors.   Were not faeces commonly extruded of  even greater diameter - and so without any discomfort.   There did not seem to the Accused to be much purpose in rectal copulation, but if anyone insisted on it, then it might be in their interests to be more relaxed.   Again,  the Accused supposed that his speech was merely a necessary statement of  the obvious - but this appears not to be a Public School or  Medic  mode of  thinking.   Mr Adonis supposed that the Accused was making some manner of  confession.   He afterwards insisted on informing the Accused that he would copulate with the accused, one way or the other - the author is unable to ascertain which - for the price of ten shillings, apparantly unconvinced by the Accused’s claim that he had no such ambition,  that he supposed that sexual activities were secondary to love or friendship and should not be anything else and that in any case he was not possessed of  such riches!   Maybe that was not a very appreciative reply.

A further lecturing psychiatrist - at St Clements - was Dr Kraft.   Dr Kraft was greatly interested in hypnosis.   You think, said Dr Kraft, addressing the Accused, that it is impossible to hypnotise a person into doing anything which he does not want to do or which he considers immoral...that a person could not, for instance, be hypnotised into committing a murder.    The Accused muttered that he was not dogmatically convinced of  that...  but  Dr Kraft appeared not to notice and continued to insist that the Accused was so convinced and then,  without the Accused having a chance to suggest this himself,  gave his reason for supposing that a person could be hypnotised into anything.    A person could not per se be persuaded to assassinate some benign and eminent political person such as Mr Attila or  Mr Genghis,  but he could be, when hypnotised be persuaded that Mr Attila was, in fact, a ferocious demon who was about to eat the hynotised person’s wife and children and to destroy the world...and that the only way to avert this was to slay Mr Attila with silver bullet.

The Accused was aware that his father sometimes used hypnosis, or claimed to, to increase people’s confidence.   He supposed  that his mother’s behaviour was often akin to that of  a person hypnotised.   The relation of  the Master to the Public School Boy could be regarded as hypnosis.   People were very much susceptible to persuasion.   However,  the Accused was opposed to any form of  persuasion or  therapy which  discarded control  by  reason.   The reader may be under the impression  that the Accused regularly used a form of  hypnosis in the sense of  telling people “You do not suffer from a stammer” or  “You are not a werewolf” or “You can swim the channel”.   The Accused however would claim that he was then in fact neutralising an irrationality or  groundless fixed belief  and putting reason back into control.   A strong swimmer finds himself unable to swim the channel because he is forever telling himself “You cannot swim the channel! You cannot swim the channel!” and the irrational and misleading voice has to be silenced.   “You can give up smoking cigarettes” may be permissible, but the hpnotic command “You will never again smoke a cigarette” is not - since the compulsion may then be replaced by another which is more noxious or even less under voluntary control.

“You think you cannot be hypnotised”,  continued Dr Kraft.  He had rightly spotted that the Accused might have such an opinion.   It was hardly likely, after all, that a Public School Boy would present any challenge to the hypnotist.   The Accused was inclined to suspect that susceptibility to hypnosis and abandonment of  of  rational control in general (and susceptibility to psychosis) was a symptom of  socialisation - and he was not socialised.    The Accused replied that he could not be certain he was resistant to hypnosis.   Dr Kraft however insisted that the Accused was convinced he could not be hypnotised and that he proposed to demonstrate that he could be.   The Accused  however not merely felt that he could not be certain but that there existed a contract between hypnotist and subject that the subject cooperated.   He would have had no intention of  cooperating.   That would have been unfair on Dr Kraft - who might very well be relying on this unspoken contract.   The Accused declined.  “You might get me to blurt out my intimate secrets”, he explained”.  “I wouldn’t do that!”, Dr Kraft assured him.   Nevertheless,  the Accused continued to decline.

The students on the Introductionary Course were split into groups, each of  which was to attend a demonstration by a different psychiatrist.   Dr Last, who turns out to have been the hospital’s department of  electroencephalography, demonstrated to the group to which the Accused belonged.   In the first part or half of  the demonstration the group were subdivided into pairs and Dr Last asked each pair to perform a ‘psychiatric examination’ of  a (different) patient.   The  Accused was unfamiliar with this term ‘psychiatric examination’  and he felt it was a dangerous and illegitimate term.   It implied that the ‘psychiatric’ patient was ‘examined’ in the same way as the medical patient.- that there was a series of  symptoms and signs which contributed to the diagnosis of  a particular disease.   The witch’s mark (or Kaposi’s Sarcoma) proved the diagnosis of  ‘witch’.   Such an approach seemed to the Accused not to accord with the objectives of  psychiatry.   The ‘patient’ found himself unadapted,  his survival impeded, at variance with his environment.  The objective was to enable the ‘patient’ to live happily in the community.   It was therefore necessary to know what the difficulties were facing the ‘patient’,  to have some knowledge of  her environment or potential environments and to find a means of  alleviating the difficulties.   This meant, in each case individually, exploring what might be a complex situation or  one requiring knowledge of  the world in which the patient was living.    One aspect of  this was the need to have a detailed knowledge of  patients’ means of  earning a living (as emphasised during the Introductionary Course by occasional guest speaker, Donald Hunter, an expert on occupational medicine).  The Accused felt that little or nothing was to be learnt by ‘examining’ the patient.   People were all more or less the same.  It was circumstances that differed!

The Accused was paired with Johnny Erasmus.   Mr Erasmus immediately informed the Accused that he,  Erasmus, would perform the ‘psychiatric examination’.  He had performed an ‘elective’ at a mental hospital and therefore knew what was required.   Privately,  it seemed to the Accused that mental hospitals had no relevence to psychiatry.   The mental hospital patient is isolated from the world, whereas this particular patient would be living in the world and would wish to continue living in it.   The Accused himself, as a psychology graduate, might have been expected to perform tolerably at psychiatry if  not at anything else -  but if  Mr Erasmus wanted to monopolise the proceedings the Accused was not going to argue.   Ten minutes was allocated to the ‘examination’ of  the patient, a local Yiddish lady.   Mr Erasmus asked a series of  questions such as ‘Do you ever feel depressed’, ‘Do you hear voices of  people who are not there?’. ‘Are the Freemason’s plotting against you?’, ‘Do you wake up early in the morning?’.   There is a list.   The Accused did not know this.   To him this was nonsense, complete irrelevence.   After eight minutes,  as the Accused saw it,  there was only two minutes left and nothing whatsover had been discovered about the patient. [Mr Erasmus was in fact performing the psychiatric examination as the examiners would expect].   

So the Accused interrupted and took over.    The Accused reports that during his career as student an doctor he did on one single occasion hear a psychiatrist asking a patient a question relating to money.   Money is not on the list!   But the Accused realised that what brings the patient to the psychiatrist is always a matter of  money.   At any rate,  money cures everything.  It may be that Jack the Ripper comes to the psychiatrist because his father has insufficient money to buy a private prison or a supply of  ladies shipped over from the colonies.   In the case of  Yiddish East End (middle-aged) lady,  there may be many worries, but it is the inadequate money supply that brings awareness of  them to the surface!   Or the East End lady goes to the psychiatrist to whine.   In this case it was money.   The lady produced, in five minutes, the story of  her life from her earliest recollection to the present day.   This however was presented as a series of  incidents all comforming to the same pattern.  The author has, however, been unable to discover what the pattern was.   The same pattern, or same story over and over again, could be, for instance, a cycle of  adversity,  struggle out of  adversity,  confidence or happiness and then hopes cruelly dashed once again.   Writers of detective stories produce in their books the same plot again and again even though the reader may perceive the stories as being different.   It is as if a computer program was produced with a set of  variables each of which in a different version of  the tale are identified with a different name, a different set of words or a different incident.   The Accused, of course, could not know whether these stories were the unvarnished truth nor to what extend this particular selection or  presentation reflected the lady’s present mood - or whether the telling of  a tale according to one formula predisposed her usuing the same formula for the next.   He did not interrogate.  He did not have time to do so and, in any case, had neem taight at Cambridge a more ‘psycholanalytic’ method, in which the history-taker does not interrupt or to the degree that he encourages or prompts does not ask direct questions or risk planting responses which on a subsequent occasion might be repeated (It is also taught at university that promoting or directing should be avoided - lest the history be distorted - but in practice this is always done, with the emergence of  stereotyped histories after one interrogation).   It turned out, however, that the lady indeed was promarily disconcerted with economics - with money, the topic that it is taboo for a psychiatrist to mention - and she volunteered that psychiatrists invariably ask irrelevent questions and appear not to have any understanding of  the real world.

The Accused later regretted hijacking Mr Erasmus’s performance.  He felt he should have put his own fears of  humiliation aside and let Mr Erasmus have his day, even though the Accused was convinced that his method produced only irrelevent or distorted information.   The Accused was not aware that Mr Erasmus’s approach was considered correct amongst psychiatrists.

Dr Last then in the second part of  the ‘demonstration’ decided upon the podium to demonstrate the ‘psychiatric examination’ on another local lady.   Dr Last asked some question to which there existed no answer that was not self-incriminating.   The lady therefore did not answer.   Dr Last’s approach was to repeat the same question.  Still the lady did not answer.   He asked the same question again and again.   Each time he asked the question his voice became louder and he sounded more bullying or aggressive.   Dr Last physically resembled Accused-dad.   The Accused felt sympathy for him and was afraid that he would be humiliated by the lady bursting into tears, for which the audience would blame him.

“Can I help you?”, asked the Accused.

Dr Last said nothing.   The Accused did not suppose that there was anything unacceptable about this proposal.    Staff and students at the London Hospital  found it impossible to communicate with the natives around the hospital.   It was however well-known that the Accused lived amongst them and understood the version of  English they spoke.   It was as natural for him to help out in such a situation as it would have been for a Chinese student had the patient been Chinese.   The Accused supposed that Dr Last,  presumably a Central European refugee, would be more able to communicate than his colleagues - though on this occasion he appeared unable to find the correct language.  So the Accused rephrased Dr Last’s question and immediately she answered , indeed volubly and at length!   However, the Accused felt that there were some aspects that had to be clarified before he could hand back to Dr Last.

This resulted in a conversation between the patient and the Accused - and indeed a repetition by her of the same allegation made by the previous patient that psychiatrists asked irrelevent questions and were cut off from the real world.   There also emerged a repetition of  the same pattern during various aspects of  the replies or history - just as in the previous case.   The Accused repeatedly set up cues for Dr Last to take over again.  But he sat apparently disconcerted and said nothing.   The lady then said that there were notions or concepts which could only be expressed in Yiddish for which there was no English equivalent.   She mentioned some allegedly Yiddish word which, to the Accused, appeared merely German.  Surely D Last understood German.  The Accused waited but Dr Last did not intervene.

So the Accused translated the German word and continued.   The lady began to speak more and more in Yiddish and eventually only Yiddish.   This language turned out to be identical to the ‘Austrian dialect’ spoken by Accused-mum.   So the Accused, after the lady spoke,  translated what the lady had said into English, for the benefit of  the audience, and then carried on with the conversation.   The translation would appear as the first paragraph of  the Accused’s  part of  the conversation.  Thus if the lady had began her moiety with “Ich hab meine Grossmutter ermordet und dann bin ich spaziern gangen..” the Accused would begin with “ You murdered you grandmother and went for a walk...” and continue with what was a complete translation of  what the lady had said.  He would then  recite his own spiel in English and the lady would reply in Yiddish.

It appears to the author that the naive medical students whom the Accused has described would be unfamiliar with the Central European approach to languages - where a single person may speak a mixed language or speak in one language and then another, where three or four people gathered together all speak different languages yet understand one another and where a person can translates from another language without hesitation, at normal conversation speed.  Indeed, as the Accused describes his colleagues,  they lived in a world of  their own, projecting their expectations onto what they perceived,  So they may not even have been aware that the lady was not speaking English!  They will therefore have been under the impression that the Accused was conducting a monologue and not known from whence came the facts to which he referred!

The Accused presumed that Dr Last fully understood what the lady was saying, yet he continued not to respond to any cue set up to enable him to take over.   When it was all over,  Dr Last did not appear very grateful.  He started reciting long composite psychiatric terminology such as typical of  British descriptive psychiatry - such as ‘schizoaffective’ though he managed to cook up longer combinations.   As the Accused interpreted it,  this was the ‘descriptive’ psychiatry or  psychiatry based on classification or nomenclature.   There is a set of  signs and symptoms which have names or  expressions whereby they are identified - these ‘concepts’ taking the place of  direct description of  what has taken place.   Particular  combinations of  symptoms are given names.   To the tyro there are only two named combinations, or not many more.  But then it is possible to set up hybrids or combinations of  the names given to the originally named combinations.   In fact, it would be possible to concoct a different name for every combination of  symptoms, but the names would not be just a list of  the signs and symptoms.   The Accused had been educated in psychology rather than psychiatry and had hobnobbed with the exponents of  different versions of  psychiatry.   The British nomenclature approach seemed to the Accused pointless, with no place in science and a dead-end which could contribute nothing to the understanding of  whatever brought the victim to the psychiatrist or to the understanding of  the origin of  the alleged psychiatric diseases.   If  intellectual energy was to be expended, it should not be wasted on this fruitless approach.  To the Accused’s mind this approach was merely the private language of  British psychiatrists or particular psychiatrists, a defence against inability to comprehend and the creation of  a closed shop to keep everyone else out.   Dr Last was reciting this language to impress the Accused that he did not belong to his own psychiatric club,  set up as the only psychiatric club that had any validity.

Dr Last then spoke of  ‘child psychiatry’, claiming that this is what was behind the Accused’s approach.   So Dr Last appeared to know who the Accused was - that his father was a child psychiatrist and was either identifying the Accused with his father (it turns out that in medical circles the son is always identified with the father even to the point of  being regarded as the same person) and/or implying that his father had set the Accused up to humiliate Dr Last.   Psychiatrists had a limited intelligence, explained Dr Last.   The orthodox approach might not be very intelligent but it was all that the great majority of  psychiatrists could understand.  Child psychiatry was very intellectual and complex and he himself could not understand it.

These comments mystified the Accused.  He had not adopted any particular theory.    He did not believe in theories.   He knew nothing about psychiatry.   He was a scientist.  He took in every case a commonsense approach - attempted to unearth the facts and to make any deductions that presented themselves.   The more facts were known about the patient herself and her life, the greater the understanding and the greater the chance of  deducing the cause of  a particular problem and the greater the chance of  finding a solution.   He had not supposed that anything he had said or done required any knowledge of  psychiatry or of any particular psychiatric approach or theory.

It turns out that Dr Last was greatly upset by this incident and also that it precipitated victimisation throughout the Accused’s life.   However, the author will defer discussion of  possible explanation why this incident was so hurtful to Dr Last and how it came to have unwelcome consequences to the Accused.

The students, after the Introductionary Course, were required to embark on their first medical firm.   The term ‘firm’ is used for an administrative unit in clinical medicine or surgery and consists of  two consultants or  ‘chiefs’ plus at least one senior registrar and at least one junior registrar, plus, in the London Hospital, two pre-registration house officers.   A set of  hospital wards each is allocated to each firm, each ward being administered by a  nursing sister.   The nursing sister is the supreme authority in the hospital ward but at teaching  hospitals they are contracted to tolerate the presence of  students who, for their education and training, are contracted to tolerate the presence of  students (though some may be somewhat uncooperative).   Each patient, as well as being allocated to the houseman on duty at the time of  their admission is allocated to a student who is required, in the London Hospital on yellow paper contrasting with the white used by housemen (in which the consultants and registrars also write their notes), to record a history and examination of  the patient.  On surgical wards the student was also required to shave the (male) patient’s pubic area with a cutthroat razor and to assist in theatre.  In obstetrics the student was required to ‘deliver’ the babies.  A minimum of  twenty deliveries is required.

There were four medical teaching firms in the hospital - of  which students were expected to be attached during their careers to three:  Medical Unit I (with Dr Henson’s neurological unit), Medical Unit ll (with Dr Earl’s neurological unit).  Bomford and Ellis (together with the two thoracic surgery units)  and the firm of  Dr Kenneth Perry together with the ‘metabolic unit’..   The Medical Unit or Units were the professorial units,  with one Medical Unit l Professor Clifford Wilson, the Professor of  Medicine together with Dr Vine, a specialist in ‘scientific’ or  metabolic medicine.   Both Simon and Mr Webb averred that the medical unit(s) were the best firm and that students were most eager to be attached to it/them.  However, he warned against the firm of  Dr Bomford and Dr Ellis.   Dr Ellis, he said, worked also at the Ministry of  Health and in the U.S.A., travelling every week by Concorde to New York and back.   He was never in the hospital.   

Simon, in common with other  London students, would repeat with admiration the legends about Lord Brain (Sir Russel Brain), the recently retired neurologist, who was now rarely seen in the hospital.   Brain’s standard textbook of  neurology, he averred,  was no great work, written when Brain was a student and largely cribbed.   In his latter years Brain also had been somewhat irascible.   However, he had supposedly been a brilliant physician.  He would tap the chest of  the tuberculous patient and say “There is a cavity here.   There is a cavity there...”.   The Accused replied that he did not doubt the brilliance of  Lord Brain but in this and other stories is word appeared to be taken without confirmation.   What did Brain mean by “There is a cavity there”.   Had any controlled trial been conducted to compare Brain’s pronouncements with pathological findings or  X-rays?  Could ‘there is a cavity here’ perhaps be a somewhat vague statement with, if  there was any confirmation, rather an inaccurate or  fortuitous ‘cavity’ being taken as confirmation?   The chest was a three dimensional object, whereas Brain was tapping on a two dimensional surface.  How could Brain know how sounds were conducted through the hidden three dimensional chest.   Simon was astonished by this.   He confessed that it had never occurred to him that Brain may merely have been showing off and relying on his convincing reputation and that his claims may not have been true!   The Accused replied that he was not saying they were not true.. but, as the story was told,  there was no proof  that the conclusions were correct.

Although Simon hero-worshipped Dr Earl, he spoke with less admiration of  Dr Henson,  whose name the Accused had come across in numerous papers written jointly with Lord Brain.   Henson, he said, published his assistants’ research under his own name. [Dr Henson was to tell the Accused that this did happen, but the reasons for it were that journals only published the work of  senior consultants, it was customary for the entire team to be named as authors and customary for them to be cited in order of  seniority.   Although this may have been the custom in neurology,  Dr Comline had said that in his papers the team were always cited in alphabetical order.].  Dr Henson, he claimed, had become unpleasant and the scourge of  registrars and housemen after being afflicted with encephalitis (another occupational disease of  neurologists).   The Accused suspected, however, that Dr Henson might not be too bad.   He tended to get on with the consultants whom other students regarded as ogres.   It did seem, however, that students were often disappointed when they met the great men in the flesh - and the Accused had already had experience of  this and was to have experience again.    Simon also made critical comments about other great men, at the London and at other teaching hospitals.   Clifford Wilson, he claimed,  had a long standing dislike of  the medical establishment and had for years been refused a fellowship of  the Royal College of  Physicians because they disagreed with his views on renal disease and the nephrotic syndrome.   For this reason he tried to forbid students from taking the conjoint medical qualification made available by the Royal Colleges.   Students took this as a hedge in case they failed London (or Cambridge) finals but Clifford claimed, Simon said correctly, and he may well have been right,  that nobody was ever passed unless he had passed finals already!  The College of  Apothecaries, another body which offered a medical qualification, was, in that respect, even worse - since it was afraid of  being regarded as an easy option.  Clifford now, however, was getting senile - as witnessed by his drifting inadvertently into an account of  the liver when holding a lecture on the kidney.  He had a cynical assessment of  just about every senior medic and surgeon other than Dr Earl.  However, it did seem to the Accused that he was influenced by public school attitudes and saw the more creative personality as dangerously eccentric and over-critical of  the more authoritarian and less imaginative general issue Public School Boy.   The Accused mentioned that some of  the foibles being denigrated did not offend him and also suggested that it was common for people to be well adapted to their own times but to grow out of  touch, as they grew older, with newer times and newer generations,  so that the once brilliant man,  though he may not have changed, gradually appeared more and more stupid.  It was common, opined the Accused, for people as they approached retirement and after to be criticised for foibles that had always been present yet not criticised and for these to be taken as signs of  senile deterioration.

The Accused went to Mr Webb’s office to register (or ‘apply’) for a first medical firm.   A great many students had put themselves down for the medical units.   Not so many had put themselves down for Drs Bomford and Ellis.   The Accused felt that as the least favoured student it would be pretentious of  him to apply for the Medical Unit   He had, as a schoolboy, read papers on diabetes written by Dr Richard Bomford, the protege of  Dr Donald Hunter.  Dr Bomford was described by students as a solitary batchelor who lived in a hospital house on Turner Street, almost directly opposite the door of  the medical college.   He was now the hospital’s senior physician and due to retire at the end of  the year.  Dr Bomford’s series of  lectures on diabetes to the Introductionary Course was not inspiring, but since he had read his papers in childhood he supposed Dr Bomford must be a Great Man.

The firm of  Dr Bomford and Dr Ellis was not an unqualified success.   Dr Bomford most of  the time was absent or on his Christmas holidays and, as Simon had predicted,  Dr Ellis was regularly in the U.S.A. or at the Ministry of  Health.  Instead, the senior registrar, described as having a ‘research’ post,  Dr  Marsh, who victimised the Accused, was left in charge.    There were two students obsessed with housejobs who also appeared to consider themselves superior and to encourage victimisation of  the Accused.  One of  these was a Mr Plantagenet, who had a limp, and a  Mr Harvey, an Oxford student.   These two seemed to the Accused to be somewhat naive or stupid.   The Accused identified dogmatism or  failure to consider the possibility of  being wrong as being stupidity.  It puzzled the Accused that this Mr Plantaget should appear so stupid since he had a first class London Hospital degree in Biochemistry and was one of  three students who were regularly awarded all of  the London Hospital’s academic prizes.   It also puzzled the Accused that Mr Harvey should appear both so unperceptive and so poorly educated.   Were standards that low at Oxford?  Apart from these two,  the rest of  the firm seemed rather quiet and passive - about half of  them were women..just about all the women in the Accused’s set of  entry.    They allowed Harvey and Plantaget to give the impression of  representing and speaking for all.   Despite his criticism of  Dr Ellis,  Simon was also on the firm, or at any rate, attended ward rounds, perhaps because he wished to check up on the Accused.

Harvey we shall meet again.   He was at that time somewhat naive.   The Accused supposed Mr Plantaget to be suffering from the Richard lll syndrome - the emergence of  an unpleasant, bullying or resentful character through physical deformity.   More was to emerge about the credentials of  London Hospital B.Sc.’s - just about every student who went through these one year courses was awarded first class honours and of  London Hospital prizes.   However,  Mr Plantagenet made no secret of  the fact that prizes were awarded for copying lecture notes onto paper and that prior to the B.Sc. Biochemistry examinations the students were told what the questions were to be and that they  were permitted to take their lecture notes into the examination room and to copy them out!   He was not ashamed of  mentioning this because he supposed that every university conducted its examinations in this manner (and that no higher standard or broader syllabus was required at any other university).   This was part of  the justification of  continuously recited claims of  ‘Cambridge Students are no more intelligent and educated than we are”.

The ward sister was one of  a gang of  ward sisters who were of  the opinion that the Accused was a grammar school pupil or Bolshie.    This gang had decided that the Accused was the ‘thin edge of  the wedge’ and that it was necessary to drive him out to avert the wedge and a great influx of  grammar school pupils.   It was these ward sisters who were most prominently behind the victimisation rather than the Freemasons or Rugger Club.   They were Essex People and part of an Essex culture.   Other students described them as ‘frustrated lesbians’.   The nursing sister tried to make it impossible for the Accused to examine his patients (as was compulsory) by inventing some excuse for the ward not being accessible to students whenever he arrived.

It was not only the Accused who was victimised.   There was still a tradition for lady students not merely to be admitted only in small numbers but for a high percentage to be driven out.   The Accused tells us that the reason for this was that the militaristic, medic or hospital culture was a matriarchy depending on the Public School Boy’s great fear of  women.   Bolshies and women students were not affected by this fear an therefore their presence threatened the power of  what the Accused called in those days the Female Nursing Psychopath (FNP) and in later years the Superbitch.

The Accused describes the London Hospital - and the militaristic culture - as consisting of  two hierarchies - one all male (doctors) and one all female (nurses), with the  Superbitch (a woman) on top of each.   In this type of culture, which used to be common in hospitals, it is not necessarily the nominally senior woman or women who are the Superbitch or  gang of  Superbitches which rules the hospital.   Routinely, in fact, they are not.   The males have been brought up in Public Schools where they have been persuaded they are homosexuals.   This they must conceal from the Boss,  the Matron.   There is thus a hierarchy - the Prep School Syndrome or Moron Abuse.   In the (male prep school) hierarchy three successive individuals, in descending order of  age, can be described as the Supermoron, Normoron and Inframoron.   What is feared is the Accusation by Woman, which is always taken to be an accusation of  homosexuality.   This accusation and the punishment is passed down the hierarchy.   The morons successively take on the personality of  the Superbitch.   The normoron fears (and receives) the beating  inflicted by the Supermoron and therefore, to absolve himself,  accuses and beats the inframoron.   But the normoron is also himself  internally Supermoron, Normoron and Inframoron (much in the manner of  Freud’s Superego, Ego and Id) and has a compulsion and need for himself to be beaten.

The reader hopefully already has gained some understanding of  the Accusation by Woman.   It is common to both the Freudian and Public School psychology.   Accused-dad at this time described himself as being severely worried because he was nominated as a judge in a procedure associated with the Accusation by Woman, the psychiatric kangaroo court.   The victim was the psychologist at one of  his clinics.   As is usual in such situations the victim was exceptionally well qualified,  exceptionally good at his job and popular.   Before this incident,  this psychologist and  Accused-dad were collaborating on a book.   Accused -dad proved very tardy and unresponsive when asked by  publishers to write books.   This made the Accused feel unappreciated, since he could have done any necessary research and written the books without this being openly acknowledged.   It turns out not that Accused-dad was unaware of  this but that Accused-mum prevented it through her disruption of  communications between the Accused and Accused-dad.   On this occasion, however, there were manuscripts and oontinuous badgering from the publishers which proved to be permanently unheeded.   The psychologist had offended some powerful woman, maybe the tea lady.   He was therefore described as unpopular with the staff.   The tea lady insisted that the psychologist be dismissed.   Accused-dad and the other kangaroo judges were convinced that the victim was being accused of  homosexuality.   This was always so.  However, as always, there was no evidence.  The victim was not therefore told the grounds for the victimisation.  It might, he explained, have proved untrue or unprovable and the psychologist could then sue for damages.  So the kangaroo court instead claimed that the psychologist suffered some mysterious psychiatric illness.   Accused-dad was terrified that if  he did not sanction the victimisation he himself would be Accused by Woman.

Superbitches were intent therefore not merely to drive out Bolshies but also women medical students.  Neither was afraid of  women and  the power of  the superbitch depended on this fear.   The Accused was treated by Superbitches much in the same way as they treated women students.   Their attitude was similar to that of  a middle aged married woman who sees the younger woman as a potential rival.   Dr Ellis, prior to his ward rounds (when not in the U.S.A.) would closet himself for half an hour with the ward sister, drinking tea in her office, while the students stood around waiting.   The Accused took advantage of  these absences of  the ward sister to examine and take histories from his patients.   Then when Dr Ellis emerged from his office his colleagues did not call him and when he trundled up Mr  Plantagenet and Mr Harvey would abuse him for supposedly arriving late and when he explained that he had used the time to visit patients pompously and with self-righteousness accused him of lying.   Similar behaviour took place when there was a strike on the Metropolitan tube line, delay because of  Labour disputes or inordinate delay at Aldgate East, where there was regularly delay.   It might be plastered on the front page of  the  Evening Standard that there were such delays on the Metropolitan line (which was uniquely prone to disruption) but nevertheless Plantagenet and Harvey insisted on abusing the Accused, speaking as if  he were vermin and accusing him of  lying.   At the time, taking also other aspects of  Plantagenet- Harvey behaviour into account, it appeared that the motivation  behind this was that these two were obsessed with house-jobs and were trying to make an impression on the consultants.  In retrospect there is a strong possibility of  the entire student intake which had commenced clinical studies with the Accused being affected by a group psychosis induced by this anxiety over housejobs and through this both being stultified and suffering a change (or debasement) of  personality.

The students on Bomford and Ellis were also attached to the thoracic surgery wards - two large wards occupied by  gentlemen suffering from carcinoma of  the lung.   Although isolated growths were removed or more widespread cancer was treated with radiotherapy,  the patients died routinely eighteen months after diagnosis (except in the case of  the rarer and more benign adenomas and adenosarcomas).  It was then already well-known that carcinoma of  the lung occurred more frequently in smokers -and indeed this had been well known already in the l940s though this belief was passed on by word of  mouth rather than in writing for fear of  the lawyers of  tobacco companies.   The sulphurous fogs or smogs prevalent in London were also, however, suspected of  being a potential predisposing cause.   Research was also proceeding at the London Hospital into numerous cases of another thoracic neoplasm - the mesothelioma.   These patients had had exposure to blue asbestos and were usually workers of  the cape asbestos company in Dagenham who had asbestosis,  the growth of  connective tissues round particles of  asbestos which became lodgedin the lungs (and which macrophages were unable to remove).   Publicity about this was also long held back within the hospital for fear of  lawyers.   It thus seemed reasonable to suppose that neoplasms of  the lung developed where there was chronic irritation or bronchitis.   Epithelial cells continue to multiply throughout life and as they perish are replaced.   Sometimes these cells have an abnormal genetic construction and sometimes these abnormal cells proliferate unchecked into medically significant carcinomata.   It is a reasonable hypothesis that where there is chronic irritation or bronchits or a  fibrosis,  there is a greater chance of  such abnormal cells developing and/or of  them proliferating into a carcinoma when they do.

As the Accused walked through the thoracic wards all the patients would be compulsively smoking roll ups.   The Accused mentioned this to the consultants and also to Simon and Mr Adonis.   Ordinary cigarettes, he suggested, were compact.  However, with a roll-cigarette there was a greater chance of a tobacco particle being inhaled and causing an irritation.   If  roll-up tobacco was tasted it proved to be acid.  Although all the lung cancer patients smoked heavily, not one of  them smoked other than roll-up tobacco.   It seemed that roll-ups rather than cigarettes in general  precipitated carcinoma.

The medic mind is naturally resistant to new observations or to everyday readily available observations which were not recorded.  In this case, however, the replies given by Simon, Adonis and the consultants were reasonable - and the Accused himself had not overlooked these objections.   They had not noticed this prevalence of  roll-ups, they said.   They did not say why they had not noticed it - but an explanation lies in the reasons for the prevalance of  this form of cigarette not being significant.   It was usual for East End inhabitants of  the age group of  the patients to smoke roll ups.   There was no proof  therefore that there was genuinely a relative prevalence of  roll-ups of cancer patients at the London compared with similar men who did not suffer cancer (though, as a matter of  fact,  cancer of  the lung was so common amongst them that there might not be any adequate sample of  cancer sufferers available).   For the same reason the prevalence of  roll-ups amongst cancer patients might not have been noticed.   Local men of  that age were expected to smoke roll-ups.   Also,  roll-ups were cheaper than pre-rolled cigarettes and those who smoked them apt to smoke more of  them.  As it happens, in the Accused’s experience the Woodbines that were traditional elsewhere amongst the elderly working class were even more irritating than roll-up tobacco.   The Accused felt nevertheless that a survey of  incidence of  cancer relative to type of cigarette smoked (not confined to the London Hospital area) might have been interesting.   The Accused felt that medics were weak on analysis of  data and was suspicious of  findings other than his own.

The diagnosis of  lung cancer is sometimes preceded, even by years, by a neuropathy (neurological disorder) which is called, at least after the event, a carcinomatous neuropathy.   One of  the thoracic surgeons had an interest in this topic.   The Accused found such a neurological disorder, but not severe enough not to be overlooked, in a hand of  one of  his lung cancer patients.   He was then told by the patient that this was not new but that he had consulted doctors and neurologists about it during World War l.   He was also informed that the patient had suffered infectious hepatis during World War l - but most of  his lung cancer patients reported having infectious hepatis during  World War l.   The Accused recorded his observations and suggested to the consultant that this patient might have a fifty year old carcinomatous neuropathy.   He did not claim that the connection between the cancer and the neuropathy could in this case be proved but given this one finding, a search might prove more similar.   The consultant was originally sceptical and doubted that there was any neurological lesion at all.   Nevertheless he asked the neurologist Dr Henson to examine the patient.   Dr Henson’s findings were identical to the Accused’s and Dr Henson averred that this was certainly carcinatous neuropathy.

The Accused felt that Dr Henson had agreed with him rather too readily!   Had his own prior findings perhaps affected his judgement?   Nevertheless it was supposed that the Accused had unearthed a world record for the longest gap between onset of  neuropathy and diagnosis of  cancer.   The author is under the impression however that comparable cases had previously been noted - by this very surgeon.   Whether or not the finding was correct, original or significant,  this finding or the possibility of  it evoked in the Accused a train of  thought.   If a primary carcinoma is derived from a single cell,  then one cell divides into two and the two maybe into four and the four into eight....  However, they do not necessarily do so and some of  the carcinomatous cells would perish before dividing.   Resistance or  the chance of  cells being destroyed before dividing might be expected to be greater in the earlier stages of  carcinoma.  The Accused, on the basis of  his own impressions rather than measurements of clinical and pathological findings made mental calculations as to the time required for the volume of  cancer or  the number of  cells to double.   The Accused estimated that although the patient died eighteen months after diagnosis,  the cancer had been present ten years prior to diagnosis.    The correct figure is not known but nevertheless it is reasonable to suppose that the cancer when it becomes clinically discernable has been present for a very long time.   The Accused went on so far as to suggest that not merely were there cases of  neuropathy preceding cancer for a long time but that it was not uncommon for patients who eventually died of cancer to complain of  symptoms, such as chronic chest pain, from adolescence onwards.

The professor of  pathology, during his demonstrations, had shown that cancer was not, as generally assumed, a disease of  a single organ but a systemic disease, one which affected the whole body.  The patient with cancer had numerous primary growths in varying organs.   This suggested, therefore, not an accident due to the appearance of an abnormal cell in some organ but a breakdown of  a resistance to the proliferation of  such cells which were continuously produced.   Where cells regularly divided throughout life abnormal potentially carcinomatous cells were not unusual.   This was shown in findings with cervical smears where ‘precancerous’ cells were regularly found, though there was no evidence that there was a greater probability of  a cancer developing when such cells were found or that cervical screening had any prophylactic value.   There also had to be some suspicion that treatment of  cancer had no effect on prognosis.   Nowadays it is claimed that surgical and other treatments are very effective but in the l960s it was during the Accused’s medical studies to emerge that indeed treatment of cancers seemed regularly to be palliative and that treatment or method of  treatment did not affect life expectancy.   Moreover the earlier in life a cancer was diagnosed,  the longer the expectation of  life... suggesting that the more rapidly cancer cells divided,  the earlier the cancer was diagnosed - and that therefore the later diagnosed cancers, when diagnosed, had longer clandestine histories.

This suggested that there were in a case of cancer at least two ‘causes’ - a precipitating or predisposing cause earlier in life which established the cancer or predisposition and a later cause in the sense of  breakdown of  resistance and the emergence of  cancer in the sense of  a systemic disease (though a carcinoma of  a certain size might itself be the precipitating factor).   The Accused was inclined to think there was a breakdown of  immunity.   So the Accused would have liked to unearth the early precipitating cause in his patients.  They had regularly been World War l soldiers.   They also regularly had suffered infective hepatitis.   The Accused suspected therefore that  virus remained dormant in cells for decades but that this virus eventually contributes to a breakdown of immunity or becomes pathogenic on account of  a breakdown in immunity and that this contributes to the free growth of  carcinomata.   In other words the Accused supposed that a virus was in some way involved, that it was responsible for early symptoms or neuropathy and that it was also in some way contributory to the eventual systemic cancer.    The Accused knew nothing about viruses.  He did not even know that this was consistent with the known behaviour of  viruses.   But that strengthens the case rather than weakens it.

There is the problem, however, that the obvious candidate - infectious hepatis - had been during Wolrd War l so prolific that it was likely that there was no way of  telling whether the prevalence in future cancer patients was significant.   The Accused felt that the hepatis virus could be implicated only by exclusion and felt that it was necessary first to focus on some other possible virus.   The one he particularly had in mind was Tsutsugamuchi fever.

It was a favourite saying of  medical teachers that common things occur commonly.   The Accused was somewhat weak on this approach since in those days he had insufficient  experience of  commonness or probability and  tended to perform differential diagnosis on the basis of  logical analysis, taking all possibilities into account.   However, it occurred to the Accused also that his teachers, particularly so on Bomford and Ellis, had a bizarre notion of  commonly.   Medical textbooks were quoted - and they seemed to refer to private patients, aristocrats or  Harley Street of  the year l800.   Fractures were supposedly regularly caused by falling off  horse or  from the recoil on the starting handle of  a motor car.    The impression given on Bomford and Ellis was that subacute bacterial endocarditis and  ‘mediastinopericardits’ were the commonest diseases in Britain.  No case of  these appeared on Bomford and Ellis but nevertheless what comes onto the ward is what  General Practitioners consider appropriate to particular consultants (or because they want a particular treatment, which the consultant is known to provide, for the patient) and the London Hospital was a national diagnostic centre, with none of  the Bomford and Ellis patients being local and indeed a high percentage not even from Essex!  Although ineresting and important the cases hardly represented national commonness.  Students had a great deal of information about diseases which have been for a century emphasised at medical schools though not merely did this not reflect national commonness but there was no knowledge at all of  tropical diseases or  or the diseases that were major causes of  morbidity or mortality the world over.   Although the Accused may have known about schistomatosis or malaria, he did not know what was known and mattered at the London Hospital.   As well was what occurs commonly commonly occurring,  what was known and mattered at medical schools was all that was known and mattered at medical schools.

Neverthless, the senior registrar, Dr Marsh,  informed the Accused that he had been allocated a young male patient who had been admitted via the hospital’s ‘receiving room’, its Casualty Department, which was open to all-comers.   This was not a genuine or typical Bomford and Ellis patient, he said, but the firm happened to be on the receiving room rota.  In fact,  it is not clear that this was a Bomford and Ellis patient at all.   The Accused, who was treated somewhat ambiguously, victimised and at the same time earmarked for the eccentric tasks.   All local young men patients in the hospital aged between sixteen and thirty arrived via the Receiving Room and they were all mysteriously allocated to the Accused irrespective of  firm.   They all suffered from the same syndrome - concomitants of  which were an unexplained rash (not the same rash in every case) and hepatitis.

The Accused was however informed by the relevent houseman that this patient was a ‘psychopath’ and that it was not permissible for anybody,  medic, nurse, other patients or anyone else to speak to him - nor to take a history from or to examine the patient.   These young men all had this in common that the London Hospital medics refused to examine them and to take a history,  that they were labelled psychopaths and hospital staff, patients and visitors were prohibited from speaking to them.   London hospital staff, the housemen - who tended to be Public School yobbos - in particular,  had few dealings with the local population and had a hostile and abusive attitude towards them.   The patients may have been as relunctant to speak to these self-opinionated and  abusive yobbos as the yobbos were reluctant or unable to speak to them.  The yobbos  were the master-race.  This young man was in fact a pleasant character - as were the other similar cases that were to follow.

The Accused, therefore, went to see this patient, on a non Bomford and Ellis Ward.   The ward sister raved at the Accused that the houseman had decided that this young man was a ‘psychopath’ and that nobody was to speak to this young man.  If  the Accused did so he would be ‘reported’.   The Accused knew that ‘reported’ was Superbitch for ‘tell lies’ but he did expect that if  such lies were told he would be given a chance to defend himself before any victimisation took place.   The Accused felt this youth should not be victimised so,  to provoke the Superbitch, the Accused arranged to play chess with the patient during visiting hours.   It turned out that, on account of  some technicality,  there was no ethical consideration preventing from doing so, but the Superbitch raved:  “You will be reported!”.

Medical students and housemen who see a great many patients in hospitals are often to spot that crops of  syndromes are turning up when this is overlooked by those more senior.   The Accused already on Bomford and Ellis saw several of  these patients.   Nobody had any notion what might be the explanation.   All known diagnoses were investigated.   This was a new disease.

It is quite possible that the Accused’s approach was naive.   His researches included reading from end to end  Donald Hunter’s textbook of  occupational diseases.   These boys had it in common that they a connection with petrol - such as working in petrol stations.   There had been reports in newspapers of  young people mixing alcohol with petrol to create a drink which made them drunk more rapidly - though this concoction may have been severely toxic.   The Accused felt that his investigations suggested that petrol poisoning was a possibility.   The Accused mentioned this possibility to Dr Marsh, who replied with disdain and scorn, claiming that there did not exist specific symptoms of  specific poisons.   There were merely general symptoms of  ‘poisoning’.   Dr Marsh did not appear to have an inquiring mind.   This was a negative statement - a prejudice against investigation.   The scientific approach is not to assume that poisoning is all the same but to seek differences between different poisons - and indeed to search for explanations.

Subsequent evidence suggests that this syndrome is what today is called AIDS.   At this stage the Accused was aware of  the possibility of  sexual transmission which was assumed in the l980s to be the mode of  spread of AIDS though no evidence for this was ever produced.   The Accused, however, thought more in terms of  the concept ‘contagion’.   This word turns out usually to be regarded as synonymous with sexual transmission and may have been an euphemism for the benefit of  prudes such as the Accused - though the Accused supposed it to mean direct contact (between skin or clothes) as opposed to infection which merely travels over a distance.  The Accused even was not opposed to the notion that this might be homosexual contagion (though there was no reason to suppose that, if so, it was so exclusively.   The fact that only male patients presented to the hospital does not prove that the syndrome is exclusively male.)   But there was a snag about this.   Dr Tooley in his lectures appeared convinced that local (and presentable) young men living in the district, such as those who suffered from this syndrome, had a religiously observed taboo against homosexual contagion.   The Accused, however, did not believe this.   Or he had an open mind.   He knew that medics had been under the impression that bedwetting above the age of two years was a rare abnormality found only in psychotics.   They had claimed that adolescent masturbation occurred only amongst psychopaths (and amongst women not at all).   The doctor is always the last to know.   The realistic evidence was more that homosexual contagion amongst young men was universal rather than eccentric.   The search for a cause would usually involve finding some factor which is associated with every case - but it must also be demonstrably rarer in the rest of  the population.   Some factor which was universal to the population or the relevent population could not be proved simply by statistical association to be a cause.    The eventual l980s evidence amounts to proof  that AIDS is not sexually transmitted -but the Accused was of  the opinion that it was impossible to prove, through seeking statistical associations,  whether this syndrome was contagiously transmitted or not.  It was therefore necessary to ignore this possibility and to explore other factors which were not universal to the population,  contagion being demonstrable as a cause only by exclusion.  The Accused recalls that in chatting with these boys some or all confirmed sleeping rough or aspects of  the contagious lifestyle.   He represented this officially as inquiry into the possibility of  some variant of  leptospirosis - and he did during ensuing months initiate enquiries into the occurrence in London of  leptospirosis (Accused-dad was mobilised to make inquiries with his pathologist friends).  No evidence was found, however, that these particular youths suffered from leptospirosis.  The Accused himself had in childhood been well educated by drug company literature in Public Health diseases.

Dr Ellis considered the purpose of  the first firm to be to inculcate habits never to be forgotten.   This included, in particular, the full physical examination of  the patient.   If this was not learnt as a routine, he explained, this would in future years, when an abbreviated examination would regularly be performed as appropriate to the patient, fade from habit and recollection.   The Accused reports that in his own case this was this approach was to prove justified.   The London Hospital, also, whatever criticisms might be meted out, produced very good doctors and so irrespective of  what impression the Accused may have formed of  their initial intelligence.  Nevertheless, the Accused felt suspicious or critical at the time of  the teaching method - and remains so.   The medical profession is for the slow learner, or maybe the slow but sure learner and medics regularly go through an early career of  failures,  fear and victimisation.   It was not appropriate that the Accused should have been permanently victimised for his performance at this early stage of  his career, which was intended for a different personality type.   Some medics survive the chronic victimisation which persists regularly for years after they qualify.   

A far greater percentage of  British students and graduates however do not - and some source of  finance is required to do so.   The Accused formed the impression that the intellectually bright or those with credible academic records are decidedly not wanted in the medical profession.   The Accused formed the impression that it is routine in the Public School for the pupil to be denigrated or humiliated.   The Headmaster wants to picture himself,  to justify the fee, or more fee, as doing the parents a favour, as giving opportunities and education to a person who otherwise would find himself universally rejected.   In the London Hospital the impression gained was that apparantly unbright and academically inadequate students were selected and preferred so as to impress on them that they were being done a favour and relied on their patrons.   It was also at times admitted by  London students that it was compulsory for students even to appear more obtuse than they actually were and that there was reliance on patronage.   Simon when lecturing the Accused was continuously emphasising that what matters is not who you are but whom you know.   This did not delight the Accused, since, within medical circles, he knew nobody and he took this advice merely to be confirmation of  the hopelessness of  his own situation.   The need for a powerful protector within the hospital, retrospectively,  was most obvious in the case of  women students who without some feared relative, boyfriend or husband in the hospital had virtually no chance of  survival.   To the Public School boy a life of  persecution may be routine and less threatening than it might appear to the outside observer, but the situation differed for the Accused because of  the danger of  his mother secretly interfering and becoming the ally of  the most malicious persecutors or herself unwittingly directing the persecution - as she had done elsewhere, was to do at the London and, indeed, without the Accused’s knowledge, at the London may already have been done.   The Accused lived in fear that his mother would hear about some victimisation that per se he could handle but which she would tune into and fan into intractable proportions.   He felt that whatever plans he made or however he handled circumstances,  if  his mother interfered the outcome was hopeless.   Since there was no defence against his mother, the Accused told himself,  he had either to give up in life entirely or to ignore the possibility of  maternal intervention.   However, it was largely out of  fear of  maternal intervention that he reacted passively to or ignored victimistion rather than defended himself.

The Registrar Marsh, who regularly deputised for consultants on teaching rounds,  was addicted to the medico custom of  asking questions instead of  teaching.    Dr Message, the anatomist at St Catharine’s College, had also been addicted to this method, but otherwise it was unknown at Cambridge and contrary to its principles.   The method allows the teacher to fill up the time allocated without resorting to a great deal of  preparation.   Instead of  informing the students what are the symptoms and signs of  heart failure (or right or left heart failure) - an oft repeated question on Bomford and Ellis - the teacher asks: “What are the clinical features of  heart failure?”.   Or it might be “What are the causes of  left heart failure?”. Such interrogation takes place while the students are standing in a ring around a patient.   Professor Wilson, on Medical Unit l, was to criticise the custom of  teaching while gathered around a patient when what transpired was not directly relevent to the case and would take the students after ward rounds or after discussion of  a particular case at the bedside to sit down in an ante-room, but on Bomford and Ellis the round the bed ceremony was compulsory.   One student is asked the question - or to name just one of  the features of  left heart failure.   The student preferably gets that wrong and the question then passes onto the next student.      

 The Accused was not a medic educated at the London Hospital but a scientist educated at Cambridge.   Different disciplines have different terminologies.   The term ‘heart failure’, for example,  had previously appeared as a physiological concept - the stretching of  heart muscle to the point that it can or does no longer react to increased stretch or stress with corresponding contraction (that is, there is a breakdown of  Starling’s Law that force of  contraction increases with the degree of  stretching).   To the medic the term ‘heart failure’ refers more to symptoms and signs that may be expected to occur, either acutely or chronically when there is such ‘failure’ of  the heart muscle.   By the time the student qualifies and indeed by the time he reaches the end of  his first medical firm there is nothing mysterious about this concept, which is regularly encountered as a reality.   But to the student brought up outside medical circles there are difficulties in comprehension which are not apparant to the person brought up within.   Medical theory and terminology is based on what is in practice regularly encountered and not on what might be expected by a zoology graduate sitting in an office who has never set eyes on a human patient.   The Accused thought in terms of  mechanics or engineering, not in terms of  lists of  human diseases.  So it puzzled the Accused that there should supposedly be a clear distinction between right heart failure and left heart failure.   The right and left (as they are called) chambers of  the heart surely could not beat independently.   At the very top of  the terms which the tyro London clinical student was expected to have in his vocabulary was ‘mitral stenosis’.   It is true that rheumatic heart disease was no longer such a scourge as it had once been and that outside teaching hospitals cases of  mitral stenosis were no longer common.   It will shock the reader to learn that the Accused was not even aware that there was a disease called mitral stenosis.   It puzzled him also (as it turns out, with jusification) that there should supposedly by a clear distinction between mtral stenosis and mitral dilation (in medic circles a redundant ‘at’, dilatation, was regularly added to the Accused’s irritation) - the valves in each case being unpliable and impeded from opening and closing.

The routine was for students when asked standard questions on ward rounds to recite memorised lists.   The  Cambridge doctrine is that nobody makes a statement unless he fully understands what the words mean,  can justify the statement or  provide evidence for it and can elaborate on the topic in which knowledge is claimed.   The medic, more, is taught first and finds out later.   The reader will also recall that the Accused developed a phobia of  directly answering questions when in the first form at grammar school because he was afraid that some response he gave might prove wrong and that his parents might found and persecute him.   This fear of  answering questions recurred at the London Hospital (while on the Bomford and Ellis firm).   The Accused neither then nor at any other time, when answering questions,  was in the habit of giving wrong answers.   If he gave an answer it could be guaranteed to be right.  However, when on Bomford and Ellis he would refuse to answer questions, remaining silent -giving no response whatsoever - when asked.   He would lie low, he had decided, until he was sufficiently knowledgeable.  But he was still reading the outdated edition of  Price’s Medicine in the Library and had finished it by the end of  the firm.

In those days, if  the Accused heard during a ward round that the clinical features or causes of  A were b, c, d, e, f, and g,  he remembered the spiel.   Nevertheless he found to his amazement that although the same questions were asked repeatedly and exactly the same lists were required by rote,  his colleagues could not remember them.   The approach of  memorising lists without ever being required to justify or explain a statement belonged to their methodology and not his.   It  did not give him a favourable impression of  their intellect that they were unable to perform even under their own eccentric criteria.   There exist various possible explanations for these particular students being unable to repeat their oft heard favourite lists.   One is that they forgot deliberately or were conditioned into forgetting.   The ward round questioning routine depends on students giving wrong answers and even senior students would give extraordinarily inappropriate answers.   It was even as if  there was a pot or lucky dip with pieces of  paper on which wee written the permissible words or phrases.  To any question, except that some words or phrases had a much higher chance of  being pulled out than others,  the student pulled out a piece of  paper from the lucky dip at random.   The Accused claims to recall no instance of  a student being victimised or abused for a wrong or absurd answer but several of  a registrar persecuting a student for giving a right answer (claiming it was wrong).   It could also be that the Accused’s colleagues were no more conversant with the jargon than the accused and in even greater trepidation.

The Accused had bought himself an Eschmann stethoscope in a shop on Whitechapel Road.  Dr Brigden, the cardiologist at the London Hospital, however recommended the use of  the Lippmann stethoscope, a more delicate instrument with narrow tubes and single tube attached to the chest-piece rather than one from each ear.   London students belonged to the Brigden fan club.  The Lippmann may be an excellent instrument for the experienced student or doctor - or it may be that different people have different ears.   The Accused could hear nothing via a Lippmann and he came to suspect that his colleagues could not either.

Dr Ellis was a smartly dressed gentleman with a permanent smile on face - a risus sardonicus.   The students were taught how to palpate the kidney.  There was a special technique or ceremony of  lying on hands.   Dr Ellis seemed all bedsyde manner and laying on of  hands.   The Accused admitted he could feel no kidney.  There was no kidney to feel, admitted Dr Ellis.  The normal kidney on the left was not palpable though occasionally so on the right.  “What is the point?”, thought the Accused.   The object of  the exercise was for the kidney to be detected if  it could be detected.   The value of  the technique, which might differ from one person to another, was tested through its effectiveness, not through the elegance of  some laying on of  hands ceremony.

Students did not see acutely ill patients so much as treated patients.   They regularly did not exhibit the clinical signs appropriate to their diseases - but nevertheless the students standing around the bedside would be lectured and interrogated on these signs.   The Accused, if asked to provide a diagnosis, would say that this ‘appeared’ to be rheumatoid arthritis, nephrotic syndrome, heart failure or  whatever.   It doesn’t appear to be,  Dr Ellis would snap, it is.   One of  the miracles of  medicine is that diagnosis can be accurately made from history and external features -but at that stage of  his career the Accused felt that nothing could be known for certain and that Dr Ellis was unjustifiably dogmatic.

Dr Ellis lined the students up to listen through their stethoscopes to the murmur produced by mitral stenosis.   Students should listen for the sound rrrupptup he advised.  “Once you have heard it”, he remarked, “You will never forget it”.  In that at least he was right!   The Accused claims to have been upended by this exercise in some manner and  that this was unfair on him.   It is not clear to the author from the Accused’s story why this should be.   There was, indeed, the sound rrrupptup repeatedly to be heard.   There was no difficulty in hearing it and heard it immediately.   Yet there was some problem.  The normal heart, claimed doctor Ellis, sounded lub dub and not rruptup.   The lub is called the first heart sound and the dub the second heart sound.   Strictly, there are two first heart sounds and two second heart sounds - which under some circumstances is more obvious than others.    The space between the first and second heart sound, in this context, is called systole and the space between the second and first heart sound is called diastole.   The Accused claims that there were a great many noises to be heard, in particular, a continuous swishing.   Also, he says, the temporal relationship between the sounds was a matter of  interpretation.   Sounds that are heard have to be organised and that only expectation or learning leads to the standard perceptions noticed by doctors or the picking out of  particular sounds or combinations of sounds as units (as spoken word is a unit of sound) while other sounds are excluded or ignored.    There are alternative means of  organising sounds.   There were in this case also midiastolic and midsystolic murmurs.  The Accused felt that he was not certain what were the normal heart sounds.  He therefore listened to his own heart for comparison.   At Cambridge it would have been standard methodology to compare the alleged eccentricity directly with the norm.   If  there is a swelling on one leg, for instance,  which is open to suspicion,  the two legs may be compared to discover whether there was a  similar swelling on both legs.   This was not understood at the London Hospital.   Dr Ellis was unable to comprehend why the Accused should wish to listen to his own heart”.

“What do you hear?”,  Dr Ellis asked the first student.

“There is a split first heart sound and an imperceptible presystolic click and inaudible fourth heart sound.....”

This surely was what it appears to be.   Students solidly believed that the inaudible an the imperceptive belonged to the methodology of  Dr Wallace Brigden, who at the Hammersmith (Postgraduate Teaching) Hospital was Professor Brigden (of  Cardiology).   Quite possibly one day Dr Brigden confessed he could not hear a fifth heard sound in the presence of  some lesion when it sometimes occurred but as he was intently listening phrased this as “There is an inaudible fifth heart sound” or  “The fifth heart sound is inaudible”.   The audience gasped in amazement.  The more skilful a cardiologist, the more heart noises he could hear.   The greatest cardiologist in Britain, Dr Brigden, could hear sounds that were inaudible!  Ever since then there had been a competition between  medical students to gain the most brownie points for hearing heart noises that could be heard by no-one else.   When the Accused eventually met Dr Brigden,  years later,  Dr Brigden turned out to be a man without pretences and in no way wedded to the practices with which they identified him (and which, at least in conversation with the Accused, he confessed he regarded with scepticism). No mention was made of  the great racket akin to a stormy sea washing up against cliffs which had impinged upon the Accused’s ears.   And, of course, they all heard the presystolic murmur....

A company which can discern imperceptible clicks and tenth heart sounds can be disconcerting to the less sophisticated tyro.   The Accused presumed that his colleagues had read about these cardiological mysteries or  that they were imitating some spiel overheard elsewhere.   They spoke with great confidence - but they would have done so even had they merely be bluffing - pulling out  terms from their memory store without them having any known relation to mitral stenosis or to any noises travelling up their stethoscopes.   If  this was bluff, then it could be that in the London Hospital this was bad form or it could be that it was usual and tolerated - though the Accused did not know which and,  if  bluff was expected,  he had insufficient knowledge about clicks and tenth heart sounds.

But whyever should this have been a traumatic experience for the Accused?  Amongst the reasons are that the first doctor in the universe when listening with his ear pressed against the chest in dozens of  cases heard the sound rrrrup dup.  Most of  them died and when he dissected the corpses he discovered that all of  them had fibrosis and/or calcification of  the mitral valves and/or other associated lesions whereas this was not found in the absence of  rrrrup dup.  So his students were provided with a short cut.  “Can you hear the rrrrup dup?”, he would ask?   This means the patient has mitral stenosis.   But short cuts were not  in the nature of  the Accused.  He had to discover for himself.   He had to have the experiences of  the first doctor or at very least to listen for himself and try to deduce from the noises what anatomy and physiology was the cause.  He did not necessarily hear what  he was told to hear.  He heard also other noises and and, perhaps, the sound was not exactly rrrup dup  and perhaps or rrrupyuswishbonkb imposed on a background of  shssshshwishshhwishes and had been unable to define for certain the temporal relationship between the swishes and rrrups - which sounded as if  they were coming from a different direction - and amid that there was the continuous sound of  toppling-over saucepan stands of  waiters dropping piles of  plates.   Dr Ellis (and therefore the other students) denied the schwishes and suggested they must be caused by body hairs tickling the stethoscope (though the Accused felt he had tested this by testing the effect of  sliding the stethoscope over the skin).   It was more natural for the Accused to answer the question “what can you hear?” rather than “Can you hear the...”.   It was not natural for the Accused to say “I hear the...” rather than rrrup rather than “There is a sound which accords with your description”.   Dr Ellis supposed that the Accused’s language signified incomprehension instructing him to listen again and again: “Can you hear the rrrup dup?”.  .   Or perhaps he did not regard that or  Dr Ellis’s phonetics as an exact representation. 
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