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The Accused, although he had been the youngest science student at Cambridge, had spent three years in the sixth form at school, which was usual for Cambridge entrants, instead of  the usual two, and had then undergone a three year degree course (or five year degree course in three) whereas London medical students, before commencing clinical studies, underwent an eighteen months preclinical course - plus another year if  they opted for what was called a ‘B.Sc.’, though it seemed to The Accused to be more of a glorified ‘O’ Level.  He had also interrupted his studies for some six months in 1965.  The Accused was therefore under the impression (and more powerfully so when he first arrived at the College in l964 than when he returned in l965) that he not only was older than the other students in the same classes or firms but that he looked older.  This impression was reinforced, or at any rate was so in September -December l964 - by the fact that his fellow students seemed very young - poorly educated or self-educated, with little experience or understanding of the outside world, without insight into their deficiencies, intolerant or hostile towards those not in their social class or  what they imagined as their own class of  superior people or of  the only people that mattered, with an excessive veneration of authority figures, with attitudes and behaviour more of  junior schoolboys (that is, Public School Boys) than adults.  Historians are not all convinced that The Accused was older than his contemporaries, nor are they convinced that he looked older.  Some authorities have claimed that The Accused, was, relative to contemporaries, young in years (which he certainly was when he later worked in the National Health Service), that he looked even younger, and, irrespective of  whether  he was actually older or not, looked younger than his contemporaries, that he continued to look much younger than his years until his mid-forties and that his troubles stemmed from being treated as if an adolescent.  There was, and probably still is, in some circles a stereotyped relationship, then associated with the Public School and Military Officer Class and the Medical Profession in particular in which the younger person is or pretends to be completely helpless, unable to do anything for himself without guidance and correction and is sycophantically devoted to some older mentor who is at the same time the protective guide and the sadistic persecutor.  It may not be a matter of age or physical appearance in an objective or scientific sense but more a matter of  subjective impressions.  The Bolshie, the person not from Public School, to the Public School Boy, is different and is so not merely in behaviour but in ways not perceptible to himself in appearance.  This arouses what may be termed the Public School Homosexuality in which the victim is regarded simultaneously as the epitome of  inferiority or the slut or whatever and as the desired love-object.  The failure to conform to the expected child-image arouses a feeling of  being rejected and threatened and intensifies the bullying.   The Bolshie, or person who did not belong to a social class, however, lived in a different world in which it was not possible to adopt this submissive and inept character or pretended character.  Another theory that needs to be examined is that the older would-be mentor seeks a younger disciple who prominently lacks rather than possesses in excellence the qualities that might be expected to arouse admiration.  He looks for someone who is ugly and stupid...  somebody who has no choice but to accept his patronage and who is unattractive to others, and, in particular, to his age-contemporaries.  Indeed, much effort is expended by some to persuade their victims that they fall into such a category! 

The senior figures at the London Hospital were, for the most part, bored and wearied by the standard submissive and unenterprising stereotyped behaviour and welcomed The Accused as a person with whom they could communicate as fellow adult.  The victimisation or homosexuality or whatever name is given to it was, however, aroused very markedly in some people.  This puzzled The Accused, since, he supposed, he conformed less than his contemporaries to the image of  a homosexual love-object, or victim or whatever name is given to it - and so, in his view, whether correct or not, both in age and physical appearance (which as largely consequential on age).  At any rate, there were deficiencies or negative factors, or so he supposed, relative to the required image.

One of these deficiencies or negative aspects could be poverty or absence of income.  The Accused was a victim of  the parental means test on students’ grants without the traditional ‘parental contribution’ or not with a parental contribution in traditional form.  Pundits may argue whether poverty causes deficiencies or deficiencies cause poverty or whether deficiency and poverty are two names for the same thing.  The Accused argues that either is synonymous with one thing - not belonging to a social class.  Thus the reader has discovered that The Accused was victimised for supposedly arranging to have a bath in the hospital - when he was so impoverished that he could procure a bath by no other means.  There were other occasions where he was victimised for what were in his circumstances correct or necessary responses.  Again, not belonging to a social class generates a non-availability of  supposedly universal facilities to a degree which is not perceived by those who do belong to social classes.  

 One specific deficiency, however, was that The Accused wore spectacles - unusually powerful spectacles.   No other medical student wore spectacles - and, although social consensus refused to admit it - people who wore spectacles everywhere found themselves rejected (and unable to earn a living).  One handicap of the bespectacled is that they are unable to communicate by eye-contact and, for instance, the dogma that failure to look other people into the eye, which  for the bespectacled arouses discomfort and aggression in the other person, indicates shiftiness not apply.   This dogma, in any case,  largely arises from prejudice against people with ophthalmic defects, whether or not justified by experience, and the gazing in the eye during interview signals dishonesty rather than unreliability.  Adherents of this dogma are people who are readily taken in by deception and  who come to false conclusions.  At any rate, young people did not wear spectacles and survive.  They had to wear contact lenses, walk into lamp-posts or learn to walk around without their ophthalmic defects, however severe, being noticed or being a handicap.   The way people do this will be discussed elsewhere in these memoirs.  The Accused could not, as some severely shortsighted people apparently do, see his way adequately and clearly despite this being theoretically physically impossible.  He even retained handicaps in vision when wearing spectacles.  This included being affected by glare, artificial light or multisource artificial light and being able to see his face in the mirror without glasses not at all and with glasses only straight ahead.   The need to look straight ahead when wearing powerful spectacles - since there is too much distortion when looking through the glass diagonally - itself results in fatigue - much in the same way as your computer screen gets fatigued if it carries exactly the same image all the time in the same place.

The Accused might therefore be expected to have difficulty in shaving facial hair.  The Accused habitually shaves without using a mirror.  He blames his habit of cutting himself not on that but on the fact that he has to be always in a hurry - and that cuts do not matter.  He claims that he can, if he has to, shave in the dark without incurring any mishaps.  Be this as it may,  The Accused was introduced when studying botany at school to the use of the cutthroat razor (used routinely in the Victorian era but during The Accused’s lifetime, used by none (except barbers and surgeons) and regarded with horror.  The Accused would shave with an elegant white-handled, supposedly ivory,  heirloom of this species.  It still exists  and, although  The Accused no longer uses it, it could be used - which suggests that Victorian cutlers used rather more durable alloys than are used today.  heirloom of  this species with an elegant white handle.  The Accused claims that he employed this archaic but reliably sharp razor only when a mirror and adequate sunlight was available.  Although that may have been the rational course of action,  the author knows very well that The Accused would employ it without use of a mirror and while conducting a conversation or otherwise not attending to the matter in hand - and that despite this, with this particular instrument, he did not cut himself.

According to The Accused’s version of events, when no mirror was available, he used a safety razor with 

Blue Gillette razor blades.  It is more likely that some occasions The Accused forgot his anxieties and just reached for the cutthroat, whether there was a mirror available or not - and with his ophthalmic requirements - adequate mirror and lighting was unlikely to have been available - whereas on other occasions he was in a less confident mood, was affected by the phobias of  the post-Victorians, and employed the safety razor instead.  It was a matter of mood rather than degree of fatigue.  The Blue Gillette blades were the most durable available.  Though not as effective as cutthroat, they effected a closer shave than blades of other commercial designation.  Other blades could not cut through is stubble, broke, cut his face, did not last the duration of a shave before becoming blunt - whereas a Blue Gillette blade would last for a week.

Blue Gillette blades were readily available until the firm decided to market Silver Gillette blades and shops stocked them instead.  Blue Gillette blades were still produced (and still are produced, though the author does not know whether they are the same) but it became more difficult to find a retailer.  Silver Gillette blades came in a fancy dispenser - which was claimed to be in the interests of safety.  The surface of  the next blade was exposed through a hole in the container and could be pushed by pressure of a finger or thumb.  There was a compartment at the back into which used blades could be returned.  Admittedly this must have led to less loose razor blades being thrown into dustbins and less refuse collectors cutting their fingers.  History does not recall what happened to used razor blades before the days of  metal, and then plastic, dispensers, but it is believed it was customary to return them into packet, composed of  this cardboard, possibly each rewrapped in the paper envelope with which it came, and then ended up burried in the local council rubbish tip.  But there are few reports of  metal detector enthusiasts arriving at Casualty Departments with cut fingers and, indeed, Metal Detector Magazine does not even mention razor blades.  It remains a mystery.  Fifty billion razor blades lost without trace!  Maybe they were biodegradable.  Maybe they were converted to motor cars.  Nobody knows.

Silver Gillette razor blades were more expensive.  They were marketed as possessed of  stainless steel cutting surfaces which enabled them to be used for a week whereas a blue blade supposedly could be used only once, or, at the most, three times.  Progress in technology, we all know, produces new products.  The punters then forget that there was a time they did not exist and cannot survive without them.  Progress in technology produces a plastic product were there was previously a similar product fashioned from something other than plastic.  Progress in technology invents devices to ensure that the punter cannot repair the product and has to employ the expensive after-care service.  But this was l965.  These aspects of  progress were still submerged.  Progress in those days was restricted to producing a product that cost more and  did not last as long and then persuading everyone that it was better, essential and with-it by means of an advertising campaign.   The Accused, knew, therefore that the claims about Silver Gillette that were advertised would have been advertised as such irrespective or circumstances.   Lest the reader gain a false impression of  humanity, let it be added that everyone else merely repeated the advertising as dogma.  But what is special, The Accused, asked himself, about a stainless steel razor blade.  What else would be used to manufacture a razor blade?  If  billions of  old razor blades have vanished, it is likely that they were composed mainly of iron or of some rapidly disintegrating alloy.  However, The Accused supposed that a traditional razor blade was akin to a knife - that its entire substance was composed of the same material.   What The Accused suspected was that the term ‘stainless steel’ was being used more in the sense of  ‘electroplated nickel-silver’, which some dictionaries list amongst the synonyms for stainless steel (as is any metal or alloy described by more than one word, one of  which is ‘silver’).  The Accused suspected that a very thin film of  stainless steel had been deposited on a the edge of the blade which was itself some soft and easily destructible substance - and that the blade would last less long than a Blue Gillette Blade (which, The Accused said could be used for a week, or, if it had to be, for as long as necessary).  The Accused was given a dispenser of five Silver Gillette Blades by his father, who repeated the propaganda, and The Accused assures that he found then and subsequently that these blades were greatly inferior to the blue variety and even too blunt for even emergency use after less than one shave.  Manufacturers protect unrealistic marketing claims by informing punters that they are not responsible for misuse and simultaneously stipulating unrealistic requirements.  So The  Accused looked at the writing on the dispenser.  It was exactly as he suspected.  “DO NOT WIPE’ ordered the manufacturers.  However is a punter other than a five year old girl going to shave without wiping the blade?  So the cutting edge, The Accused concluded, was covered with a thin film of  ‘stainless steel’ and then when the punter ‘wiped’ it came off and the punter was blamed.  Or, if  the punter did not wipe it, the manufacturer would, if  the punter complained, say that he had.  The punter wouldn’t remember whether he had wiped it or not.  It is done automatically and unconsciously.  To be fair on the manufacturers, The Accused did conduct trials during which he made sure there was  no ‘wiping’ - the razor would be washed in the tap or, if that was not sufficient, the blade taken out of the razor, the razor washed or wiped and the blade washed in the tap - not that this is a very practical procedure.  But this made no difference.  The blades still became rapidly blunt or, as he put it, the stainless steel film came off.  At any rate, that is what he says.  Mssrs. Gillette may have conducted research of their own which confirms their own claims and The Accused may have been mistaken.  We are concerned here with what The Accused believed to be the truth, not necessarily what was the truth.  As he perceived the world, the introduction of  Silver Gillette razor blades coupled with lessened availability of  Blue Gillette was a blow against the classless..

Facial hair was regarded as unseemly for a young lady.   It was also unseemly amongst medical students - though possibly not so amongst Jewish students in the United States of  America hoping to become psychoanalysts.  This absence of  facial hair amongst medical students, or his class contemporaries, The Accused again attributes to their youth.  Or maybe hairless boys were preferentially selected, or maybe there was a disproportionate number with fair hair or hair of  short diameter.  They didn’t need to shave.  If  they did not shave, nobody noticed and, if they did, there was no visible seven o’ clock shadow.  The Accused’s facial hair, by contrast,  was relatively dark, grew rapidly and if it was shaved off, the skin in the relevant area was apt to remain darker.

There are some footnotes that may be applied to this thesis.  The colour and texture of hair, as every catbreeder knows, are amongst the most obviously genetically inherited mammalian features.  The differing traditions amongst different racial or genetic groups are to some extent a response to this differing inheritance.   It is commonly claimed that, under the influence of testosterone, the male grows visible hairs all over his body and has other features associated nowadays with masculinity (such as ugly).  Women, on the under hand, under the influence of  lower levels of testosterone, are beautiful instead of ugly, clever instead of  stupid and have hairs only on their  scalps, in their axillae and in the pubic region.   Although these beliefs may accord with modern evidence, in the l960s there was no obligation for males to have visible hairs other than on the face, scalp, axillae and pubic area.  In fact, it was so usually even in the presence of prolific facial and scalp hair.   The assumptions sometimes made about testosterone are inaccurate.  Queeny youths have the highest testosterone levels.  There were some London Hospital students, presumably older, who were highly respected amongst other students and amongst the consultant or teaching staff, whose beards areas were permanently obvious despite shaving.   Why was The Accused unable to identify with or not identified with these.  It may be that the individual is expected to conform to  package to be within some accepted category.  These honoured students were big men.  The Accused was 5ft 8 inches in height.  This is and was said to be the average height and  median height of  adult males.  It as the same height as his father , the same height as Dr. Last, and the same height as many Eastern and Central Europeans.  But by English standards it was small.   There did exist men whom The Accused supposed to be even shorter than he was.  But those people would say that they were taller than he and measurements confirmed this.  Possibly if  very little people or dwarfs who are rarely seen in public are included the average really is 5ft 8” and but not the median, which is higher.  Or perhaps it is really true, as many claim, that people are getting taller - and the ‘average’ figure is out of date.  But this does not prove, as has been claimed, that they are better nourished and healthier.   The bean plants which The Accused cultivated in Nottingham in his bedroom very unusually pale, had thin stems and grew exceptionally rapidly and to an exceptional length in their efforts to reach the sun.  Experiments have also shown that if plants are densely seeded in some receptacle, there is an accelerated growth in height of  those in the middle of the crowd.  In the present circumstances,  the person who is shorter may be automatically labelled as younger and expected to conform with other characteristics identified with youth. 

The Accused found himself on the Surgical Unit as a ‘dresser’ - a name now used for any medical student during his practical training in surgery.  The name retained, at any rate, in the London Hospital some of the implications of  its nineteenth century use, when dressers were more a species of  nurse (or ‘attendant’) - though commencement as a dresser could even then be a prelude to a career in surgery - or medicine.  Thus dressers at the London Hospital were expected to shave off the pubic hairs (and, in general, hair below the level of the neck) of  the patients allocated to them before surgery.  The excuse was that this exercise was too difficult and hazardous for the nurses (who were women) to perform.  This excuse became less convincing when it turned out that nurses shaved the women -- and, for that matter, experienced nurses were quite used to shaving male private parts and younger nurses were keen to get themselves into the position of  being able truthfully to say that they had experience of the procedure.  And from whom else would the nervous medical student gain help and encouragement?  Medical students too need experience - but it is hardly tenable that the patient is safer in the hands of a raw student shaving his first scrotum than in the hands of an experienced nurse.  As far as is known, female medical students were also dressers or dresserettes and they also shaved their male patients.  But then surgeons (and obstetricians) had problems with female medical students, did not believe they should be trained in surgery (which is compulsory for medics) and that they should not be employed on surgical firms (which was also compulsory) when  qualified.  Not all surgeons.  No surgeon at the London expressed antifeminist sentiments.  But women students and doctors in those days faced obstacles.  If  the reader wants to know whether women students shaved their male patients, she had better ask one,  but there is a rumour that they were expected to ask male colleagues,  whether or not they actually bothered to do so.  In complete contrast to l964, most British Medical Students today are women and most are not British by descent (particularly so and so before anywhere else at the London Hospital).   So now even the medical students who had not studied Botany - and no London (as opposed to Cambridge) student had - became familiar with the cutthroat razor.  The Accused, with his poor eyesight, had been forced into medical studies rather than entering voluntarily.  It was not his fault.  But surely he was a hazard to the surgical patients’ genitals.  He feared so himself.  It turned out, however, that this shaving was easy and without mishap.

Students were required to ‘assist’ Professor Ritchie during his operations or, if not that, maybe assist his Registrar,  Mr. C.V.Mann.   All Mr. Menn at Public School were called Charley Mann -  this being originally a pun on the name or nickname of  the Frankish Emperor Charlemagne.  The author does not know whether this name was used for Emperor Charley during his lifetime.  So Mr. Mann was always spoken of as ‘Charley Mann’ - not  ‘Charley’, not ‘Mann’, but ‘Charley Mann’ - whether this because of the tradition or whether somebody had cooked up the idea independently for himself.  For all we know Mr. Mann’s parents had a sense of  humour and put the name ‘Charles’ on his birth certificate (though,  Charles was not a popular name amongst the English, despite it being common abroad in emigre families who perhaps anglicised some foreign version that was the actual name).  Operating theatres were warm as well as sterile.  So before entering the theatre operatives and assistants were required to take off all their clothes, don a green combat dress, hat, face-mask and boots.  On commencement of  his stint on the firm The Accused had several times assisted registrars in operations and they had shown the example of stripping down entirely before donning any replacements - which  was consistent with The Accused’s customs and therefore imitated - though his colleagues behaved with more modest modesty.  The Accused did not expect this very minor variation to be noticed but was surprised and felt flattered by the admiring glances of  his colleague Mr. Adam Hearing-Glances.  

Surgeons claim that the ‘assistance’ given by students is very important to them - that it is essential.  But the assistance did not usually amount to much - standing around or pulling on a retractor throughout the operation.  They didn’t see a great deal of  what went on.  No doubt they were picking up a great deal.  But it did not necessarily seem that way.  Television programmes give the impression that operating theatres are theatres in the sense of being provided with benches which are crowded with  students, surgeons and doctors eager to learn from the master.  London Hospital operating theatres, or most of them, did have such benches but they were not crowded with spectators.  The only students present would be the dressers on the firm who around the operating table assisting.   Operations are always accompanied by a monologue by the anaesthetist, the anaesthetic machine operator, who is employed to entertain the troops.  The speeches often concern medical politics and its prejudices, which seem to be the province of  anaesthetists.

Readers may have learnt that operating theatres are segregated areas within a hospital which are kept sterile.    It would not be unexpected that were surgeons to dip their hands into cow dung before operations that post-operative infections might become more frequent.   But sterility itself carries its complications.   People are ‘resistant’ to the native bacteria of  their homes.   At any rate, the bacteria have the sense not to bite the hand that feeds them,  or an ecological balance emerges in which both bacteria and humans  survive.  In someone else’s house or in a hospital, however, they may meet strains of  familiar bacteria with which they have signed no contract, that is, the bacteria familiar to the residents of  the house.  So there are bacteria which are familiar in the sense that they belong to families that are widely represented and bacteria, which belong to these classes, which are locally familiar.  In a hospital  antibacterial measures may be so stringent that bacteria which are familiar in either sense may be eliminated,  clearing the way for eccentricities that are found nowhere else or  which can survive the usual doses of  the antibacterial agents commonly used in the hospital.   Or there may a breakdown of  an ecological balance in which some bacterium becomes particularly dangerous.  Great trepidation surrounds anaerobic bacteria, natives of  hospitals rather than of the city outside, which invade tissue that is dead or which has an inadequate blood supply.  Also those particularly prone to infections or to severe illness of infection - those with immunodeficiency - are likely to be found in hospitals.  It might therefore be supposed that hospitals are particularly dangerous places and that staff are forced to wage a continuous war, against superior odds, against any bacteria or infective agents that might choose to creep in.  Whether or not hospitals splattered with antiseptics is a debateable issue.

Antisepsis and awareness of the dangers of  introducing infection during operations was pioneered by Mr.  Joseph  Lister,  known eventually also as Dr. Lister and Lord Lister, a nineteenth century surgeon.  Mr. Lister practiced antisepsis and he had the world’s lowest infection rates.   Mr. Lister was the most rapidly performing surgeon in history.  Speed of surgery (that is, careful surgery, not Railtrack Surgery where the requirement of  punctuality creates greater risk of accidents) is measured in Lister Units.  Mr. Lister rated 1.0 Lister Units.  Dr. Comline, The Accused’s veterinary surgeon Cambridge teacher,  the London Hospital Obstetric Surgeon Leonard Easton and perhaps The Accused, though he just stitched up wounds, rate 0.9 Lister Units.  0.9 is the highest Lister rating achieved since Lister.  Some successful surgeons have low Lister Ratings.  But those surgeons who in the recent years during which it has become customary to pillory medical and surgical consultants (who formerly were beyond criticism) all have Lister Ratios of  less than 0.1 and not higher than 0.3 when there are private patients waiting for operation or they are late for the meet of  the foxhounds.   Since Lister had the best results and lowest infection rates of  his era and since he pioneered antisepsis, it has been assumed that success of  operations and absence of  postoperative infection and other complications depends on the degree of sterility of  the operating theatre. However, he was also the fastest surgeon.   The experiment of  filling the operating theatre with cowdung has not been performed, or not since Lister’s time or not as a scientifically controlled trial with accurate measurements,  but statistical investigations have not confirmed a correlation between sterility and post operative complications, infection or mortality.    

 But Lister was also the world’s fasted surgeon.   There are some who are dramatically rapid with the scalpel and needle - and perhaps The Accused amongst them.  But Lister’s exploits remain a legend in medical folklore.   Nevertheless since Lister only the time taken over an operation has turned out to be correlated to operative success and complications, including post-operative infection.  Surgeons can classed in Lister Units according to operating speed.   Mr. Lister rated 1.0 Lister Units whereas Dr. Comline the veterinary surgeon or  the London Hospital Obstetrician Leonard Easton rated 0.9.   Some successful surgeons have had low Lister ratios, but nevertheless those who have been singled out as low in the league tables have it common, whatever else may be their failing, of  aspiring to Lister Ratios of  under 0.1 when taking care and little more than 3.0 when they have private patients waiting at another hospital or  they are getting late for the onset of  the foxhunting meet.  This may be because modern operating theatres and surgeons are always sufficiently sterile, though some may be more sterile than others.  The experiment with the cow dung has never been  attempted - or, if  it has, the results are not recorded in the literature.   The only factor found  operative in such researches is speed or length of operation (that is, if  it takes less time to perform the same operation in the hands of  one experienced surgeon than in the hands of another, there is a better prognosis - though that does not eliminate the possibility of  surgeons at the peak of their form operating more rapidly and also ensuring attention to other possibly relevant factors such as sterility).

This could be why some surgeons are rumoured to be very careless about sterility or sterility routines.  According to students the London Hospital orthopod and fracture surgeon,  Sir Reginald Watson-Jones, formerly an army surgeon familiar with less than ideal operating environments, had the mentality of farmhand in the operating theatre and its environs.   He was seen chain-smoking in the lift and it was claimed he also did so in the operating theatre!   Cigarette-smoke, possibly, is unhealthy for bacteria.   The Accused never witnessed Sir Reginald operating.   However,  rigid adherence to routines and ceremonies, however thorough, can be divorce from reality and a failure to respond to the actual circumstances or environment.   If  the sophisticated carefully observe physicians and surgeons who apparently neglect ceremonies (including The Accused)  they are taking safety precautions, leaving no loophole, despite this perhaps not being to the audience obvious.  The objective is that no bacteria get into the patient, not to perform a ceremony.  The audience will discover, for instance, that no part of the surgeon or his clothing ever touches the patient 

Amongst the sterility ceremonies which is often reduced to the nominal was that of  scrubbing-up, ten minutes of  repeatedly washing and rinsing hands, performed before every operation prior to donning gloves.   This routine, according to tradition, has to repeated afresh after every operation.   Surgeons are seen reducing this ceremony to a few seconds at time, sometimes between operations when they have not been anywhere and havn’t touched anything and there has been no discernible source of  infection but also, on occasion, when they first come in.  Inbetween operations, the exposed skin is no more likely to pick up bacteria than the protective clothing,  which is not usually changed between operations - and the only bacteria picked up would be those there anyway (unless perhaps the patient turn out to have an abscess).  This means that these surgeons, irrespective of  what they teach students or do when they are conscious of  teaching students, feel sure that the ceremony is not necessary.  They are not going to admit evading the ceremony and therefore tell nobody why they consider the full ten minutes unnecessary or a few seconds enough.  So we have to guess, or throw out some suggestions.  We do not know what precautions the surgeon has taken before he even comes into the hospital.  He probably cleans out the stable and goes to off to hunt meet after the operations and not before.  Some surgeons have their own private rooms and bathrooms attached to the theatre.  Maybe surgeons a paid an allowance to enable them change their clothes three times a day.  The doctor or surgeon does have a subjective picture of  the mechanics of  what is going on - what or when are the risks. In theory one bacterium can invade the unfortunate victim, divide every  two minutes and  rapidly overwhelm the patient.  If  the surgeons had to fear the single bacterium that got away they would be up against it.  It might sneak under the door while the surgeon is not looking or be hiding in his auricular meatus and  jump into the wound at a convenient moment.  In practice, however, it seems more than that the body can cope with a single bacterium, that infections more arise when bacteria or viruses invade in great numbers -  though it does not help for there be in dust and dirt in the environment in addition to the invisible bacteria.  Operating theatres are spotlessly clean and drenched with antiseptic.  The surgeon washes in soap impregnated in antiseptic.   The antiseptics with which the public are familiar are corrosive and are best kept off wounds.  The body can look after itself  provided the wound is kept reasonably clean and is not stitched up too securely (and dead tissue should be removed - though hopefully there won’t be any and the amateur might be better forgetting about this or handing over to someone else).  All the antiseptic does is kill tissue and make unpleasant infection more likely.  Antiseptics do not just poison bacteria or a few of them but kill everything.  They may also not be ideal applicants to the skin.  If  Mr. Lister had really ‘scrubbed’ himself in carbolic acid for lengthy periods his arms would be in a sorry state.  Skin, in any case, is sterile unless washed and, if not so, will be if  covered with antiseptic for only a short period.  This suggests that what is necessary is for the exposed parts to be covered with this antiseptic soap and for the soap then to be washed off.  Anyway, however perfunctory the ceremony may be, we can be reasonably sure that the solitary bacterium doesn’t stand a chance.  But the use of antiseptics does generate anxiety that this might create problems that were not there without it  .. and what has no purpose should not be done.   

The Accused suspected that the clue might rest in the manner in which the surgeons put on their gloves.  Students obtained rudimentary instructions on how to put on and take off  gloves.  But The Accused formed the impression that his more experienced seniors had modified this.  They took off  or put on gloves in a split second.  They appeared within this millisecond to be enacting some skilled manoeuvre.  The Accused, who seemed as clueless, unobservant and unreceptive as some of his seniors appeared, to the naive and unobservant observer, lacking in care and concentration in their approach, would carefully gaze at this manoeuvre, trying to make out what was being done and how.  The Accused claims that he succeeded in discovering and  imitating the technique..

At any rate, what has to be kept in mind is the purpose of  a manoeuvre or routine.  If it achieves its purpose it is correctly performed.  The Press frequently criticise doctors for omitting such and such a routine, when, in fact, the results are better without it.  The objective is achieved some other way - and routines that consume unnecessary time are always suspect!

It was usual in the London Hospital at that time, and, indeed, all hospitals, to use the antiseptic chlorhexidine.  The author does not wish to offend the manufacturers of  chlorhexidine or  criticise their products.  Nevertheless The Accused felt apprehensive about this.  There had been many reports of drugs with chloro- groups causing hypoplastic anaemia - which probably translates into the vernacular as poisoning the bone marrow and impeding the production of  red and white blood cells - white blood cells in particular, with resultant immunodeficiency.   The Accused’s colleagues and seniors appeared unaware of  this - supposing that particular drugs induced hypoplastic anaemia but no aware of  any rumours that they might have chemical similarities.  The Accused, therefore, wondered whether chlorhexidine, which had relatively recently been introduced as the universally used hospital antiseptic, was such a good idea.  The possibility was ignored until the l980s, when it was suddenly announced that there were suspicions that chlorhexidine induced  hypoplastic anaemia and that this discovery could not have been suspected or anticipated.  Medics are not very good at anticipating what does not already occur or is not already known - but when they do anticipate, whether or not the anticipation causes the event, what is predicated happens or is believed to happen.

Although skimping over the ‘scrubbing up’ was not usual,  The Accused kept to routine more assiduously than most.  But Mr. Ritchie, sitting some distance away at the operating table, could not see whether or not The Accused was religiously following routine,  but  he recognised that The Accused as a grammar school Bolshie who bore, therefore, a distinct resemblance to a bacterium, and knew that bacteria never respected routines.   He there would repeatedly conclude that The Accused had not laboured though the full six hundred seconds or had forgotten to cetrimide up to armpits and - would order him to repeat the routine.   He did not seem to be bothered why, how or whether anyone else disinfected their skin!

The Accused claims that he learnt little surgery despite his ‘assistance’ in the operating theatre.  He claims that this was because dressers, whether sitting on the benches (which they didn’t) or at the operating table pulling retractors, did not see a great deal.  However, retrospective inquiry does not justify this excuse.  Rather, the surgeon would say: “I am now performing such and such an incision - which avoids the such and such artery” or “I am now cutting through this or that” or  “I am doing this or that”.  But The Accused could not accept that it was quite so easy.  He supposed that in his hands there would be some snag, or some artery he had not anticipated or the organs would not be where he anticipated them as being.  The Accused had a lack of confidence in his practical abilities.  He was aware of  his aberrant eyesight.  He had performed more dissections than any other student - but this experience, as matters stood, had discouraged rather than encouraged him.  The Accused needed to read through the textbook of  practical surgery - to check on the details of the operations - and needed to check the anatomy in the dissecting room.  There was no access to the dissecting room and The Accused had no textbook  of  operative surgery and, at that time did not have a access to a textbook of  anatomy, unless there was one in the library, which was not open during the evenings or nights that The Accused needed to work.  Accused-dad did buy The Accused a textbook, but almost certainly after his first attempt at finals.  Later in his career this textbook remained in Hendon while The Accused was elsewhere.  In retrospect, it seems that The Accused was not untalented in 

surgery, that he perhaps should have proceeded in that direction (which, the reader will learn, up to a point, he did) and was rather suffering from lack of confidence rather than lack of  knowledge and ability.  However, the reader should also keep in mind that reading up and learning (or revising) anatomy and operative surgery takes up a great deal of time.  Also, however much may or may not be picked up by the students in approach adopted, they are not actually performing any surgery.  Surgery could be taught more effectively.  Watching the surgeon, with little exchange of conversation and without the student daring to ask elementary questions is the only training in operative surgery the student gets - and there could be some teaching with pictures displayed and explained of the relevant anatomy.  The Accused feels that if he was a surgeon he would educate students more effectively than he was educated.

There did not exist during clinical medical studies the lengthy summer break or alleged holiday that was usual at school or during most university degree studies.  However, during the hottest summer weeks there is often a shortage of patients in hospital.  Patients prefer not to be ill when they and the doctors are on holiday.   Doctors and also those in other occupations might find that clients were not available during certain months (though Casualty Officers, as The Accused was to discover in l972, have the most clients during others’ summer holidays!).  Readers have already learnt that Accused-dad’s clinics serving local Education Departments did not open during the summer holidays.  They will later hear that psychiatric wards emptied themselves during summer!  That didn’t make much difference to most of  the psychiatric resident doctors, who didn’t do any work anyway.   We shall also hear about town councillors being away during the summer and minutes of  imaginary meetings being produced.  Recently the Press has discovered that Members of the  European Parliament are paid for attending sessions on Fridays - when no sessions take place.  Prison officers, probation officers and social workers, the reader will also discover, may evaporate in the second half of  December, when, perhaps, they take temporary jobs in the Post Office.  Workers do not boast in public about their periods of  paid non-productivity and sometimes some alternative occupation can such as a series of conferences in Bermuda.  Workers who come from the classes of society less favoured in their professions and are therefore under continuous threat of  being Found Out, may be feel particularly embarrassed or threatened.

Thus London Hospital clinical students suddenly found during the summer that the hospital was half empty and the college empty and that they had been allocated no lectures, demonstrations or duties.  The instructions were spread by word of  mouth,  but never from the mouth of  anyone of  senior status, that students were during this period were on ‘elective’ - or that this was an ‘elective period’  (also abbreviated ‘elective’) which meant that they could do anything they liked.   They could go back home and receive work training from the local GP or they could go back home and bask in the sun.  The college meanwhile collected tuition fees from the government.

The Accused did not come across the ‘elective period’ in this sense until l966.  Nobody spoke about it until it happened - and also,  Cambridge Students might be taking examinations during this phase.  Naturally, being under threat of  being Found Out, if there was anything to Find Out and if there wasn’t, The Accused hung round the hospital.  He arrived however in September 1964, was away during  Summer l965 and did not know that made no difference anyway.  Nobody mentioned the holiday-style elective period until it happened.  But  The  Accused before that was faced with ‘elective’ or ‘elective period’ in another sense, also ambiguous.  At first the news that such an entity existed and was approaching was portrayed as the claim that the student had to find for himself some form of  tuition or work experience outside the hospital.   This story was solidly maintained until it leaked out that arrangements would be made by the hospital to arrange electives if  students did not arrange any for themselves - provided that the outside party consented.   It was not believed likely that any outside party would consent to taking on The Accused, since, after all he was a Bolshie (educated at a State Grammar School or accepted on ‘competitive rather than social class criteria) and would be reported as such - it being assumed that the prejudices of  Public School extremists or xenophobes were universally held even outside their teaching hospital strongholds.  The Accused suspected this was not the case, but in the circumstances it was the London Hospital prejudices, not those of  the recipients which were likely to be operative: “We couldn’t send them a Bolshie...”.  It then turned out that everyone was allocated an ‘elective’, this being described as in an ‘outside hospital’ - not the London Hospital - though it would in fact be in some hospital closely associated with the London, in its Essex catchment basin.  This, the story went, was to give students a knowledge of  such ‘outside hospitals’ (whose patients arrived as they presented themselves from the locality whereas there was a selectivity in teaching hospital patients, who might be referred by consultants at other hospitals - and in fact a greater selectivity and disdain of  locals than authorised).

The Accused was amongst a group allocated by the College to be instructed for two months by Dr. Copelmann of  Epping Hospital, a general  physician interested in cardiology who was much admired at the London  Hospital.   There is a paradox in these memoirs that  The Accused got on well with just about everyone,  whether within medical circles or outside - and was much more a generally popular person or subjected to hostility or criticism by fewer than were his contemporaries.  But The Accused was so victimised by a tiny fanatical minority that this proved decisive.  Also, although some comments in these memoirs appear to arise in the context of being  victimised and to be criticisms of  individuals peculiar to The Accused, such apparently critical opinions of  those concerned were universally held by everyone else and in their minds were criticisms,  whereas The Accused was not inclined towards criticism at all and saw grounds for admiration of  those who were by his colleagues condemned.   So, if  Dr. Copelmann was admired at the London Hospital it can be assumed that The Accused also came to admire him.  Dr. Copelmann’s attitude towards The Accused is likely to have been the usual assessment of  Bolshies, that he preferred their company, couldn’t see anything wrong with them but felt uneasy that their demeanour might perhaps be inconsistent with the consensus requirement.  Students were expected to kneel and bow their heads in the presence of a consultant - and The Accused didn’t. 

A student with a car would transport The Accused and others to Epping.   Dr. Copelmann  himself  also transported students around in his car.   The Accused was surprised that anyone was prepared to transport him though nobody suggested they didn’t.  The  Accused  continued to behave in an informal manner  which would now everywhere  be considered  normal but which was then unusual  for medical students who were still embedded in militaristic tradition.   Dr. Copelmann did not object - nobody did - but Dr. Copelmann did sternly warn The Accused that one day it might get him into trouble.   The medical profession, he explained, was hierarchical and one enemy was enough to ruin a career.   A critical or reactionary gerontocrat might be in a minority of one, but nobody would contradict him.   There was a rule of  solidarity or consensus amongst equals.   The Accused by now was better than the Londoners at their own game,  producing the ‘correct’ answers instantaneously  to all questions if  directly asked but, since his colleagues by now were so much less adept at this game than he was,  he did not volunteer answers to questions not put to him directly.   Dr.  Copelmann did not object to resent The Accused giving the ‘correct’ answers as had done some other previous personages.   It may be that some people cannot fill in the teaching time if students don’t give answers they can mock - and that if the students don’t give such mockable answers (which it is believed, some did deliberately, playing the game) mocked even more vigorously.

While Dr. Copelmann and his students were on the ward there was a great screaming of  alarms and ringing of  bells.   This was a cardiac arrest alarm, he explained, an urgent summons for resuscitation.   But  Dr. Copelmann merely walked up and stood outside the curtains drawn around the relevant bed, together with the puzzled students.  This was not done subtly or so as not be obvious but embarrassingly blatantly, presumably to make a point to the students.   He could have sneaked off saying ‘We must not disturb’ or not have heard the alarm.  Lest the reason might not be obvious,  Dr.  Copelmann explained.  “Always wait ten minutes” (He probably meant one minutes, which, for a waiter, is a long time and seems much longer).   The patient either recovered, said Dr. Copelmann, or  he did not.  This policy was not negligence, euthanasia or the myth which has come to be known to the Press as ‘do not resuscitate’.   Resuscitation was cruel and ineffective.   It made no difference to the outcome.   The doctor had to know this and he had to develope a skill in arriving after the event,  but this was the doctor’s secret knowledge that was not accepted within the public domain.

Dr. Copelmann’s advice is unlikely to have been remembered by the students.   Medics seem oblivious to the evidence they see before their eyes throughout their career.  It is not usually possible in an individual case to declare whether the outcome, life or death, would be different with or without resuscitation.  The evidence in these memoirs also makes a distinction between different levels of  ferocity of  resuscitation and differing degrees of  adherence to rituals and as to whether or not the patient who has ‘collapsed’ really has a ‘cardiac arrest’.  There is a standard teaching that resuscitation will be effective if there is a healthy heart and circulation - and if there is not an underlying disease elsewhere that has led to the arrest or alleged arrest.  Patients with some difficulties in conduction, for which pacemakers are implanted, may, for instance lead healthy lives with numerous ‘resuscitations’.  However, the evidence in these memoirs points strongly to ritual, vigorous or inappropriate resuscitation being more likely to kill the patient than to revive him.  Many deaths attributed to other causes are precipitated by ‘resuscitation’.  Where a patient is admitted to hospital when he is already recovering and the patient dies or where the patient dies when he might be expected to be already dead if  he is going do die, this, or some analogous dedication to routine, such as unnecessary administration of  emergency treatment or alleged poison antidotes, this should always be suspected.  The number of prosecutions for ‘murder’ where death is really due to some well-meaning or panicking someone else ‘resuscitating’ unnecessarily or inappropriately or without taking the appropriate action after correct diagnosis are too frequent to enumerate.  ‘Resuscitation’ has become a death ceremony , a ceremony that gives public impression or  self-impression of  ‘fighting for a patients’ life, which is regularly dramatically and unrealistically portrayed in television dramas - which encourages this practice - but too often it is a cruel, thoughtless and homicidal assault.  Those who conduct debates about ‘Do Not Resuscitate’ labels over beds and about terminal ‘euthanasia’ have got the wrong end of the stick.  Preservation of  life should take place when the patient is alive.  He should not be given unnecessary and debilitating treatment which reduces the level of life - such as the tranquillisers and opiates given unnecessarily to older people or cruel treatments which neither prolong life nor improve its quality.  It is this which too often leads to the debilitation that is claimed to justify ‘euthanasia’ or which leads to episode about which the ‘do not resuscitate’ argument revolves.  The ‘resuscitation’ becomes a bogus overreaction or pretence that hides the reality.  There is also a tendency for the vigour of  resuscitation to increase with the degree of hopelessness or with the length of  time the patient has been dead, whereas it might be expected the weaker the body the less trauma it can endure.  This policy is consistent with the interpretation that resuscitation is a celebration of death rather than restoration to life.

It is true that The Accused is acquainted with few medics.  But there is a type of medic - the medic possessed also of the other typical alleged character defects described in these memoirs - who is apt to be self-righteous, to take every opportunity of  misrepresenting anything he is told, of setting himself up as the morally perfect judge of others and portraying other people as morally degenerate.  He is akin to the bigot who accuses others of racial prejudice when he recites the facts which the bigots have brought about.  There have thus been exclamations that no medic could possibly have given the advice to tarry on the way when proceeding towards a potential resuscitation - even though all of them have survived by contriving to avoid work or situations which might provoke criticism.  Those who are inclined to such a view may suggest that Dr. Copelmann never said this or that he was referring to a particular exceptional case in which it was known that only one thin strand of coronary arteriole had been remaining patent.  The Accused, as it happens, did not suppose that Dr. Copelmann was reciting dogma or a rule to be observed in all cases but rather took him as telling the students, to whom this point may not have occurred, that the thought should b kept in mind that attempted resuscitation may do more harm than good and that its omission is not necessarily negligence.  That is worth considering, even if the policy is nevertheless adopted of resuscitating on every conceivable occasion.  Nevertheless, Dr. Copelmann’s advice accorded with The Accused’s image as to how human anatomy and physiology operated.

There might be little point in doctors arranging for diseases to be cured if the resources were not then available or made available to keep the patient healthy.  Nor would the moralistically inclined medic necessarily be too happy were it that he was paid to make the rich healthier, or to pretend to, and to transfer their diseases to the poor (or if it were that medics were paid to preserve the people who would survive anyway without any medics).  One reason for The Accused, when four years old, not being overenthused by his mother’s ambition that he become a doctor was that he believed that on a world wide scale morbidity and mortality depended on economic resources (of which, overall, there were not enough).  If the population doubled and the weight of potatoes produced per year remained the same, then expectation of life would halve.  If morbidity or mortality was reduced in one place then it would crop up instead somewhere else.  Naturally, it would not be so simple.  If there were still forests available, they could be cut down to grow more potatoes.  Then the mortality would be transferred to tigers instead of  humans.  The potato peel would be eaten instead of thrown onto the compost heap - creating a plague amongst rats.  Humans, rats and tigers are in an equilibrium.  For a while the rats, tigers and the rest can be pushed out while a new equilibrium supervenes but eventually the entire system collapses.  There is an alternative view, which is not contradictory, that high birth rate and high population growth is a response, even a necessary response, to poverty.  It was supposed that all communities other than the most prosperous of  the twenty first century were afflicted with poverty.  It is a common assumption that poverty, high birth rate, high infant morality, an increasing population and reduced expectation of life are all positively correlated.  It is also supposed that it depends on the degree of  poverty (or any of  the other correlated concepts) which diseases and causes of  death (apart from birth injuries) predominantly affect the population and that these particular diseases affect all age groups.  At the same time, however, it is also believed that the disease or cause of death depends on the age of  the patient and, furthermore, it may be assumed that similar diseases or causes of  death occurred or occur in other communities, or in the same country in earlier centuries, when patients were of the same age.  It is commonly claimed that during the last two hundred years there has in Britain and similar countries been a progressive reduction in infant mortality, which is probably true, and it has also been claimed that there has been an increase in life expectation of  an individual who has reached a particular age, irrespective of  the age (which claim is dubious and probably propaganda).  If this as true and if  Draculosis was a disease of  women aged 30-31, then the frequency of  Draculosis would proportional, approximately, to the percentage of  30-31 year old females in the population.

Death from myocardial infarction were common amongst males in the l960s and, indeed, amongst adult males the usual registered cause of  death,  particularly so if death occurred between the ages of fifty and seventy.   By contrast surgeons found children and animals to be spectacularly healthy looking inside - and easier to operate - without wads of  fat, without diseased arteries and, which may be significant, without the wads of  fat adherent to, around and infiltrating the heart regularly found in adult humans.  One theory is that this was because few children and animals reached the age of forty - and a rather more convincing theory was that few children and animals spent their time lounging in chairs and driving around in cars.  Coronary heart disease was regarded as peculiar to twentieth century Britain and similar twentieth century countries.  This could be attributed, though perhaps not with a straight face, to there being supposedly a higher percentage of  fifty to seventy olds in those populations than any previous population and any elsewhere.  However, it was more usual to suppose that coronary artery disease was a new phenomenon and all manner of circumstances that supposedly did not exist a hundred years previously were given the blame.  Those who regarded themselves to be in sedentary and supposedly middle class occupations regarded themselves as particularly affected and would attribute coronary disease to what they supposed to be their own idiosyncrasies - such as the ‘stress’ which they considered their prerogative.  Everybody had male relatives with diagnosed heart disease or whose death was attributed to a ‘heart attack’ or ‘heart disease’ (or some synonym of supposed synonym).  Consequently anything which was common in the population was common amongst those with coronary artery disease and could be claimed to be a cause and anyone could claim to have a family history of  heart disease and, therefore, a ‘familial disposition’.   Whether there was any evidence for this is a matter of opinion.  There were then even claims that drugs which reduced cholesterol levels increased frequency of  heart attacks. 

Patients with coronary artery disease, Dr. Copelmann recited, had, on the average, high levels of  cholesterol and patients with unusually high levels of  cholesterol in the blood were more likely to get heart attacks (or may have been).  Jews had relatively high levels of cholesterol, or supposedly so, and heart attacks were relatively common in Jews.  But then just about every disease or pathological phenomenon is, according to textbooks, common in Jews.  Some say this is because medical research is disproportionally conducted by Jews on other Jews and others say this is because medical research was conducted in concentration camps.   So perhaps Jews were more prone to heart attacks.  It did not follow, however, that the Jewish religion provoked coronary artery disease.  If  two factors are positively correlated it does not follow that one is the cause of  the other (nor that if one is removed, if that is a meaningful concept, the other will disappear).  The two factors may have no direct relation to each other but be correlated to some third factor, which is a cause.  Heart attacks (and high cholesterol)  were also associated with a physique said to be common amongst Jews, bookmakers and successful entrepreneurs - and possessed by Dr. Copelmann and by Accused-dad and his fellow Czechs. If  heart attacks are associated with high blood cholesterol levels - and even if cholesterol is a cause - it does not follow that reduction of  the level of  cholesterol, such as use of  some ingested drug or attempted reduction by restricting intake in diet, will reduce the probability of a heart attack.  In fact, a person sensitive to the mechanics of  complex systems will strongly suspect that such procedures make the situation worse.  As theory stood in the mid-1960s cardiac infarction could regularly be attributed to ‘atheroma’ - fatty deposits in or on the walls of  arteries and arterioles.  The composition of  this atheroma suggested that its formative components included cholesterol and, or so at least it was claimed, its presence was also associated with relatively high levels of  choleresterol in the blood and elsewhere in the body (and it would perhaps take some explaining if it were not so).  Nevertheless the current wisdom was that blood cholesterol levels varied greatly from one occasion to another,  there was a great variation in the cholesterol levels of  those who did not have heart disease and those that did - and that the association was not convincing.  There was a more convincing association between cardiac infarction or atheroma between the ratio between amounts of  what were called alpha and beta lipoproteins in the blood and biochemists claimed that it was this rather than overt level of cholesterol that was operative.  It was also suggested that there was an additional ‘genetic factor’, an inherited biochemical variation, which predisposed some people to this atheroma and cardiac infarction but not others.  There did exist nutritionist advice to eat the appropriate lipoproteins or to eat ‘saturated’ rather than ‘unsaturated’ fatty acids or vice versa.  In those days such advice did not receive such obsessional attention and was not received with such hysteria as was to evolve twenty years later with innumerable conflicting theories and scares about eating just about anything.  Nevertheless, it was conventional wisdom that research and experience pointed to reduction of  cholesterol levels using drugs or actual or attempted reduction through eating less cholesterol did not affect the probability of  cardiac infarction - though there was nothing to be lost in avoiding a diet consisting entirely of  the yolk’s of  hen’s eggs.  There is often some snippet of  theory associated with controversies which appeals to the memory and the desire to be thought clever - and in this case it was always mentioned that some forms of  arcus seniles around the iris contain tiny lumps of cholesterol, visible to the naked eye or magnifying glass.   These arcus were said in some cases to be present at birth.  The possessors of  others were believed also have a ‘genetic predisposition’ and other possessors, who were older, might have had concomitant atheroma and coronary disease, or perhaps so.  The theorists would have liked there to be a genetic predisposition to these arcus which was associated with an enzyme eccentricity which was also the cause of  atheroma, high cholesterol levels and coronary disease.

The Accused felt that Dr. Copelmann’s attitude towards cholesterol reducing drugs was reasonable.  The notion that because patients with heart attacks supposedly had high cholesterol levels reduction in those levels would reduce the number of  heart attacks was naive.  Nobody knew what would happen if  such biochemically active drugs were introduced into the body - and how could levels be effectively controlled?   However, it became fashionable for patients diagnosed as suffering from heart disease to be prescribed these drugs, even by G.P.s, without consultation of  any cardiologist, and for such patients to be told that such treatment is essential.  It is also taken as gospel not only that cholesterol causes heart attack and that these can be avoided by not eating cholesterol.   It would seem, therefore, that time has proved Copelmann wrong.   He was right, however, in relation to state of knowledge at the time.  There are numerous aspects of  theory in which the academic opinion differed from the drug company propaganda, in these cases what was drug company propaganda has become supposed scientific consensus and The Accused suspects that science has been perverted.

Lights go out in the Public School at some specific time and so there was some Lights Out Time in the residency occupied by the London Hospital Students at Epping.   So The Accused would retire to his room and would not even bother to revise biochemistry.  However, to his surprise, his fellow students, who had known each at least since they had commenced clinical studies - therefore for years - proved to be surprisingly diligent.  They would after the retiring hour, when the lights were out outside the private rooms,  be heard sneaking with their biochemistry notes to the room of some colleague for revision.  The  Accused imagined that if such communal labours occurred at all - and it surprised him that it did, even though he realised it might be expected - that like would chose like as study partners - it being usual for folk to congregate with those of similar age, character, build and public image.  Thus it came as a surprise that that the youthful Mr. Hearing-Glances was sneaking off  or sneaked upon for revision with the apparently significantly older and seventeen stone shot-put champion bulkier shop-put champion, renowned scholar Mr. Samson-Hercules who was expected to be a future President of  the Royal College of  Physicians and Archbishop of  Canterbury but might not be expected to have any interest in biochemistry.  Biochemistry is likely to be hard work that consumes many hours, and the exhausted student might be expected to drop asleep on the floor and end up returning home, clutching his lecture notes, not long before the required time of  reveille.  Students, however, to The Accused’s surprise, regularly abandoned their studies within an hour and sneaked back to their rooms.  Biochemistry Lecture Notes would be forgotten next morning, with no-one worse for wear.   They were practicing  perhaps for the arduous life of  the house physician, practicing to be unaffected in health and alertness, as was then the requirement, by the Midnight Oil.   

Epping was the site of  one of  the two or three parties The Accused attended, albeit briefly, during his lifetime.  Maybe it was Christmas.  Probably it was Easter l966.  It was something of the sort.  It is not the invariable practice of  hospitals, even at Christmas, to lay on festivities.   It may be that there is never any more staff on the site than one West Indian auxiliary nurse, with everyone else moonlighting,  or  festivities too greatly  endanger the wall of concrete surrounding female nurses which protect them from contact with male staff.   However,  it emerged that there was a festivity.   Maybe there was some prior rumour, but the most ostensible announcement was in the form of musical sounds emanating from emanating from a nearby building.

    “What is going on?”, The Accused asked himself and asked his colleagues.

 The Accused had to know and verify everything that was going on.

It was not that it was difficult to guess what might be the answer to the question.  The Accused knew very well what reply his colleagues would offer.  But the question was intended to initiate the conversation.   The Accused wished to infiltrate the gathering to verify the theory and to broaden his scientific education.  He was, according to reports, the world champion of  disguise and unobserved infiltration, but he nevertheless lacked confidence and, maybe, possessed with the forbidden yearning for the companionship of a group.  He himself, he supposed, was an outsider in the world of  medics, supposed by other outsiders to be an ‘arts student’ and not a medic, unlikely to be welcome, likely to be barred by the hefty bouncers as the door and without the cash to procure a ticket, even should one be available.  Historians admittedly, for its relevance, have been unable to unearth any suggestion of tickets, payment or people being refused admission at this particular party.  The Accused’s companions moreover were bona fide recognised medical students, master-race, expected to be welcome and, moreover, might be expected enthusiastically to join and be welcome in group celebrations, whereas The Accused was wimp (not that that word was then part of  English vocabulary.  There isn’t necessarily a word for a concept - which is one of the sources of the trouble). The Accused could hide unseen amid his colleagues and he would not even be required, under their cover, to buy and drink what he supposed was the compulsory alcohol.  Medical students were generally welcome at gatherings, particularly if  Rugger players, because they swelled the bar takings.  The Accused imagined it was world of  he-man yobbos buying drinks and bints procuring drinks off the he-man yobbos.  Or maybe so.   At any rate, The Accused supposed that he would be easily concealed amidst his companions, that they could be readily persuaded and that they could provide the social propriety and he could provide the entertainment or set up communication with the unknown outsiders - but it had to be team work.

Not that it was difficult to guess, but the ex The Accused always had to know and verify what was going on.

Mr. Hearing-Glances at first ignored The Accused’s question, merely briefly throwing a disapproving glance in his direction.  The Accused asked again and Mr. Hearing-Glances explained.  Perhaps he might wish to investigate, suggested The Accused.  Whyever should he wish that? - queried Mr. Glances in some puzzlement.

    “Because it is there!”, explained The Accused.

    “Then let it be there! It’s of no interest to me!”

     “Whatever is there has to be investigated.  Didn’t you know that?  Whatever is unknown has to be discovered and understood.”

     “I didn’t know that!  Is that really true?”

     “Obviously so.  There are only two choices.  To find out or not to find out.  Nothing is to be gained by not finding out and something might be lost.  Nothing is lost by finding out, or trying to, and something might be gained.  It is a principle of human species survival...”

     “I did  not know that!  I’ve never thought of or heard of such an argument!  If you are always trying to find out about what you don’t know or about what is outside your own life, that it because you are dissatisfied with life.  All my life I have found I am much happier and survive much more easily by not finding out. ”

     “That’s astonishing!  I have never heard anyone claim that before.  It makes no sense.  Well, I suppose it does make some sense.. I sometimes think that I would have been happier and would have had an easier life if  neither I nor anyone else had discovered I was short sighted.  I just wouldn’t have known what I was missing and have become a hermit in some cave.  But then in the modern world you can’t become a hermit in  cave.  But yours is very unusual point of view.  I’ve never heard anyone adopt it before.  Not seriously.  Do you really believe it?  Nobody else does!”

     “I think you’ll find that just about everyone agrees that what you don’t know you are better off not finding out and that just about everyone avoids finding out what they don’t have to find out.  It is your approach to life which is unusual.  You may have reasons for it.  Probably you just enjoy being Bolshie and getting people’s back up.  You can’t get away with it forever. ..Even if  there isn’t a dangerous snake hiding under every unupturned stone - sooner or later there will be one...”

     “Well, yes... but we snakes have our own rules of peaceful coexistence.  Snakes are unavoidable.  They don’t just go away if you pretend they are not there.  Well... they might do.  But I invite their presence or provoke them no more than you do or anyone else does.  I am a very cowardly person .. exceptionally cowardly and cautious... I am far less likely to jump into an avoidable snake-pit than you or anyone else is.  If there is some occasion on which somebody supposes I have courageously entered a snake pit, then either I had no choice or I knew the snakes were harmless - probably both.   It would have been the necessary choice..”

    “I’m not denying that!  That’s obvious!  Nevertheless you do by nature mess people around and stir things up...”

     “I don’t...”

     “When exactly have I ever messed anyone around, whatever that means, or stirred anything up .. I’d like to know... If  I did or was supposed to have done so, it’s a misunderstanding,  a mistake, which needs clearing up...... “

     “Well.... I don’t know, but you do!”

The rest of the gathering agreed that The Accused was bloody minded, stirred things up and messed people around but none could think of or identify any actual occasion.   

    “So you say there should never be any scientific or technological progress.  I do not say you are necessarily wrong.. I don’t have an unreserved enthusiasm for what people call progress.  But that is what you are saying - that all these pioneers, discoverers and inventors or whatever are a load of political criminals or psychopaths...”

    “They could well be, I suppose.  That’s more in your line of interest than mine.  I just don’t want anything to do with it.  I’m not interested.  Most people are the same.  If you tell people they should find out about what they don’t know, what they don’t know about themselves or about the world beyond what immediately affects them... you are shattering illusions they depend on.  That’s what makes you dangerous.  You don’t understand people.  You don’t realise that they depend on their delusions, that they couldn’t cope with life without them.   You are always challenging people’s beliefs, not just by what you say but by what you do, even when you do not realise it.”

    “If that is so I didn’t realise it.  I didn’t suppose anyone took any notice of me.  But hospital parties are not outside your world.  They are outside my world.”

    “I am not in the least interested in parties!!

The rest of  the gathering, to The Accused’s astonishment, also declared themselves not in the least interested in parties!

    “Nevertheless”, continued The Accused, “it is preferable to find out rather than to not find out unless there exists some contraindication.  In this case there is no contraindication, or, if there is, nobody will know about it unless they find out...”

    “But there is a contraindication”, continued Mr. Glances, “A powerful contraidication.  Nurses!”

    “What have nurses got to do with it?”

    “There will be nurses at the party...”

The others nodded slightly in approval, but The Accused still could not fathom what nurses had to do with the argument.

    “You mean that you had some unfortunate experience with a nurse... She ran off and married a consultant?  They do that! .....”

    “No!  If that had happened, I’d have wished them good luck!  You don’t understand.  You don’t belong to the medical student and doctors’ society.   You don’t have to conform with the regulations.  You meet nurses as nurses as part of your work but, outside working hours, you keep away from them.  It’s something that belongs to the medical way of life which you couldn’t possibly understand...”

“I have never heard of that.  I thought that medical students regularly spent their time with nurses and that they regularly got married to nurses...”

    “Oh, married to nurses?  Do they? ...”

    “Lots of doctors are married to nurses.....or former nurses...”

    “Are they?  Marrying nurses is quite a different matter.  That’s  ... er  ... one nurse... not nurses.  There may be one special person and that just affects the two of  you ... but medical students  .. and doctors.. don’t associate with nurses outside their work.  That is a rule that has to be obeyed to survive.  It’s not like that in anything else.  We’ve always been part of it and , can’t be anything else and have to obey rules.  It’s something you could not possibly understand...”

The Accused was unable to discern what Mr. Glances meant by this, but the others in the gathering, to The Accused’s amazement concurred that what Mr. Glances had said was correct.

    “That cannot be correct”, said The Accused.  “I suppose there might be nurses at the party.  I don’t know.  It had never occurred to me as an important issue.  But there might also be nurses at Woolworth’s or on the train to Gidea Park or walking down the street or at the Rugger Club, or Bridge Club or in the pub or whatever.  There are rather a lot of  nurses.  The chances are that in any group of  people there might be a nurse or  that anyone you meet might be a nurse.  You can’t tell!  They are just the same as anyone else surely, unless they carry a great label: ‘Beware of the Nurse!’ - and then that could be like the ‘Beware of  the Dog’ notices where there is no dog in the houses carrying the notice and a dog next door, where there isn’t a notice.  The man or woman carrying the ‘Beware of  the Nurse’ notice might be a lawyer, or even something entirely harmless such as highwayman or vampire”

    “I don’t have much occasion to visit Gidea Park, wherever that is, nor bridge clubs, Rugger clubs or Woolworths.  But I don’t think there’s much chance of  meeting and striking up an acquaintance with a nurse there or anywhere else outside a hospital.  I don’t really know.  .. People in Woolworths and  on trains to Gidea Park... is that what is called? .... you see once, don’t speak to them and never see them again.  Whatever happens in Gidea Park or Woolworths, medical students don’t socialise with nurses...”  

Nevertheless the gathering agreed to visit the party, albeit briefly, and the reader of  the story may suspect that they did so to be charitable to The Accused.

A mystery which presents itself to the historian is this - why was it that The Accused, who was an asocial reject,  immediately found himself chatting with all around and shortly  thereafter, within a few seconds of catching sight of  her, conversing with Miss Jayne Maxwell, a sexbomb in sexbomb attire and the belle of  the ball, while his colleagues, who were,  The Accused assures us, sociable and universally acceptable master-race,  kept tightly in their own company, spoke with no one else, despite The Accused’s encouragement, expressed themselves bored and shortly left.  It is not known to historians whether they consumed any alcohol, but certainly the theory that medical students are keen on alcohol was not by them confirmed and it is not unlikely that despite The Accused describing medics as a master race these young people were too impoverished to indulge themselves in such refreshments.

It turned out that Miss Mansfield was a nurse at Epping Hospital who, despite her not sporting a Welsh accent, had originally gravitated to London from Wales - which The Accused himself had done, though by a more circuitous route.  So The Accused reminisced on the experiences a Blonde Bombshell might have when hitchhiking to and from London and Wales.  Miss Mansfield amplified these tales.  The Accused forgot to mention that he had never actually perpetrated such an adventure himself.. and perhaps she had not done so either.  But it was fashionable to say so and there was a folklore.  It was easy enough to invent stories that were consistent with possible reality by transferring experiences that had occurred in different places or at different times to the invented or hypothetical occasion.  In fact, it was expected, since people were reluctant to give away too much of the truth about themselves but nevertheless wished to identify themselves by some image which might not necessarily be too much divorced from actual or potential reality.  The stories was relating events which would within ten years have been his actual experiences.

Who was the gentleman who appeared  deprived through Miss Mansfield engaging The Accused in conversation?

“Some person who thinks he owns me”.

“Does he own you?”

“Not in the least.  I hardly know him!”

Miss Mansfield uttered to the young gentleman, on two or three occasions, the opinion that he was not owned by her.

This was not an uncommon finding.  The Accused did not know whether this particular owner was, as she claimed, somebody who had recently and only briefly set eyes upon her and had decided she was his property without further ceremony or whether the ownership was longstanding, supported by what would be interpreted by him and others as acknowledgement of ownership though continuously accompanied by laments to himself and others that this was not the case and that she was being held under duress.   Nor, if so, she was really trying to get away, or whether so on or off or whether not at all.  Some are inclined to interpret this commonplace as event as being a demonstration or test by the lady or an attempt to provoke ‘jealousy’ - in which case the apparent defection could discourage rather than, as allegedly intended, encourage.  It might have been that the alleged owner had fallen in love and had persuaded himself that this was being reciprocated, when it was not - when it would not necessarily be in his best interests to be disillusioned - or whether he had fallen in love and this had been reciprocated.   Or, to put it another way, irrespective of  whether there existed presently any reciprocal choice or any relationship whatsoever, was this a relationship which whether or not it had already commenced, destined to continue.  

But The Accused want no dealing with owners.  Men decided whether they were owners and possession was eleven tenths of  the law.   The Accused wanted no dealings with owners.   Miss Mansfield then declared she was ‘bored’ with the surroundings.   She suggested that they should depart to go for a walk in the darkness and desolation outside.   Whyever that?   First an owner, then boredom, then a walk in some desolate garden, the only purpose of  which appeared to be to invite a mugging by  an irate owner who had not been asked for permission.   However could the desertion of  the celebration to a deserted  hospital passage way be a cure for boredom?   The Accused did not understand.  He returned to his accommodation.

There are some puzzles about this story as to how it accords with The Accused’s claim to have been inferior (by which he means considered inferior) not merely in medic circles but all circles, to have been unwelcome in all circles and to have been obliged to accept and to show no signs of defying fact that his company was by nobody wanted.  Such self-estimation did not necessary have so deleterious a psychological effect on The Accused as it has on some others since he regarded it merely a requirement or rule imposed by society which people were obliged to obey to protect their self-interest or survival, not necessarily the attitude people would adopt if they were free to make their own choices.  He did not regard societal reality as an absolute reality though he considered it imperative for himself to behave in accordance with this requirement, though he discouraged such timidity or self-estimation in others, except for the unfortunate impression he gave of  invariably rejecting the overtures of  others, which the others were to interpret as his opinion of them rather than his estimation of  their opinion of him.

What the historian does not know is whether The Accused’s  estimation of  how he was regarded was correct or whether he really did not belong to any category within which he was acceptable.  We also do not know whether he was really as exceptionally unattractive physically as he supposed nor that whether, if he was, that really excluded him from acceptance within any social environment.  Did Miss Mansfield perhaps belong to the same species as The Accused?

People within a group regularly assort themselves according to age.. and least, five year olds gravitating towards five year olds and seventy year olds gravitating towards seventy year olds.   The Accused tended to have friends who were younger than he was, or whom he supposed to be younger - and, as a matter of  fact, didn’t get on too badly with his classmates, having been persecuted more by people who were older, older than students found in other faculties, more with the authoritarian attitudes belonging to those born earlier during World War ll. or before it.  The Accused, although he had been educated amongst older people, had attitudes more typical of  the postwar bulge generation and faced the persecutions that more obviously affected them rather than his contemporaries.  Whereas he had supposedly been the first and only Bolshie to enter clinical medicine, amongst preclinical students Bolshies were commonplace or the norm.  However, people also assort themselves according to species.  To the outside observer it is obvious that those of the same species gravitate towards each other and that having met whether they are appropriate companions is no longer in doubt.  But they may neither be aware of  themselves that they or anyone else have gravitated nor suppose that they are amongst their current companions particularly appropriate or welcome.  The Accused did not suppose that he belonged to the same species as Miss Mansfield who, after all, was the belle of  the party.  

It is unlikely that The Accused was also the belle of  the party.  His appearance was distorted, he tells us, by the spectacles supplied by the National Health Service - a matter he considered of considerable import - and he had to compensate with a presentation which distracted from this ugliness by posing as an entertaining character.  It was not common for young men to wear spectacles, but perhaps it did not matter or did not always matter.  For all we know, Miss Mansfield was shortsighted as well.  That would explain her failure to avoid The Accused.  People’s reaction to those who wear spectacles depends very much on whether they are used to them - such as they would be if  members of their own family wear spectacles.  The Accused was alleged to have particularly attractive companions.  But his explanation is that the physically attractive are victimised and apt to find themselves in any company they entered rejected or persecuted - that it was his responsibility to encourage them and show an example but that this did not reflect any permanent affinity.  Or perhaps it did.  The Accused says one thing one time and something else on another.

In this case, The Accused does say that Miss Mansfield and he had a similarity in character.  Although a Blonde Bombshell in Blond Bombshell attire - which is attractive to men and perhaps even interpreted as a declaration of subservience to masculinity - did not wish male companions to be St. George, protecting her from dragons, and did not wish them to be The Leader.  Hitchhiking to and from Wales, whether in reality or imagination, is not an occupation of  Drakophophics.  The medical world was hierarchical, one in which one person was always superior to the other - the leader and the disciple - whereas The Accused more preferred equality - and Miss Mansfield, in the present context within the same medic society, also preferred equality.   So, for all we know, Miss Mansfield may have belonged to the same species as The Accused - which may not have been a particularly common species in that context or any other - and he may have overlooked this - and may have overlooked it in other contexts.

London Hospital students underwent their paediatric training at Queen Elizabeth’s  Hospital, Hackney (where it turned out Accused-dad had also trained, under other circumstances).   Dr. Floyer  mentioned that there had been reports of  E.coli strain such and such and all students were required to provide specimens.   Could The Accused provide such within the next two weeks?  Dr. Floyer regularly repeated this request, before his commencement of paediatric studies and during.  The Accused, however, never got round to providing a specimen.  But then The Accused was not carrying E.coli type such and such and he was not going to defecate over anyone.  We do not know whether any other student provided a specimen.  As a matter of  fact paediatric doctors pick up infections regularly though it unknown for such infections to spread.  If  they confessed and stopped working, there would be no staff available to do the necessary work.   

There is a long-standing scare story about some Victorian cook, Typhoid Mary,  who supposedly was a chronic carrier of some rare strain of  Escherischia coli and who turned up in kitchen after kitchen causing epidemic after epidemic.  How reliable this story is we do not know.  She certainly seems to have been a very exceptional lady.  Commoner strains of  E. Coli are harmless or even beneficial and the presence of a rare strain suggests that the commoner strains have been excluded.  The story does however encourage the belief in the inferior human being or of  the genetically infer - or of  the inferiority of  the poor or victimised.  Had The Accused been carrying E. coli number such and such and had it been proved or alleged, this would have been permanently recorded as typical of, and invariably and permanently typical of, Bolshies, though if a Bolshie is going to catch anything it will be in some context in which everyone else catches everything and as they are dropping down dead, the Bolshies will be surviving something pretty spectacular.

Retrospectively, it seems that it would be helpful for students to have been provided with their own laboratory facilities in which privately to conduct their own tests - which would have confirmed their skills and confidence.  No difficult techniques are involved.  But students were never given opportunity for practical experience in pathology other than in the artificial arena of  the classroom.

Although Queen Elizabeth’s Hospital was not far from the London Hospital, there was a brief midday break and students were provided with excellent meals, free of charge, it is believed, which were eaten on long bench tables in a large canteen.

The Accused’s culinary eccentricities included devouring solid food of  all description with chopsticks at great speed and the dissection of  fish.  The Accused would dissect out the backbone and transverse processes of  the fish all in one piece.  With a fishknife the operation can be performed in one second, or, at any rate, two.  Perhaps that is the reason for the design of  the fishknife.  The Accused had asked colleagues why they did not act likewise.  The backbone, perhaps, could be swallowed, if cartilaginous, and dissolved in the stomach and per se did not need removal.  But their custom of  removing only the backbone, without transverse processes or bones, usually in several pieces made it difficult to remove these transverse processes which might then stick in the throat.  His colleagues would grunt or cast a glance but would say nothing.  The Accused supposed that they must be satisfied that the bonelets would be dissolved in stomach acid and that they did not expect them to pierce the upper alimentary tract or did suppose that it mattered if  they did.  But he then saw that his colleagues found considerable difficulty with the transverse 

processes,  which they greatly feared, left a considerable amount of  fish uneaten or  abandoned the eating of  fish altogether.  It seemed rather that they felt unable to perform The Accused’s trick.  He was perpetually puzzled that it was he who was the unpractical person, yet humanity appeared to suffer a universal dyspraxia regarding anything that was not formally taught and/or was not a routine which was part of their occupation.

On the first occasion that The Accused dined at Q.E.H. fish was not provided - nor chopsticks.  Ox Liver was being served.  The Accused liked liver.   An ox has a large liver, one ox producing enough liver for The Accused and a second ox producing enough for the rest of  the hospital staff and guests.  The Accused arranged to be amply supplied with ox liver.  This was not only because he consumed large quantities of food if they were available but also because this was particularly interesting liver which might require some sorting. 

The Accused tells us that he then left his plate on the table where he was sitting and walked casually upon and down the length of  the table inobtrusively and unobviously glancing at his colleagues’ plates and their behaviour.  The inobtrusiveness seems unlikely.  The spectacles then provided by the National Health Service had relatively small lenses and thick plastic frames.  Although usually it is not practicable with most spectacles to look sideways, diagonally through the glass, there is some possibility of  observing what is seen to the sides of the centre of the visual field, even if not necessarily with such detail or so clearly.  Nevertheless, with these spectacles, it is unlikely that The Accused could walk with his nose straight ahead and at the same time take in rapidly and in sufficient detail what was going on to the side.  Perhaps he did look towards the table directly and picked up at pepper pot at the end of the table to give the impression that that was what he was after.  If so, he would have checked that he did not have a readily prehensible pepper pot in the vicinity of  his seat - or one that dispensed any pepper.   Or it might have been vinegar.  Perhaps there was genuine need for a vinegar bottle and The Accused combined the two operations.  That would have been typical of  him.  Whatever the logistics, some of the liver possessed by his colleagues seemed interesting, though not necessarily obviously so ... though there were more blatantly interesting pieces of  liver nearer his end of the table.  But, however interesting they might be, his colleagues displayed no reaction to their nature.  The Accused had performed this manoeuvre partly to check whether the liver was, in fact, unusual - supposing that if it was so, his colleagues would notice and react.  Although he was not greatly alarmed by cooked liver flukes, he expected that at least some of his colleagues would display a greater trematodiphobia.  The absence of reaction however was not conclusive.  It could be that nobody had noticed.  The failure of  large number of  people to notice very obvious but unexpected events was not unusual but nevertheless it needed to be proved or explained.  If this liver did in fact have the characteristics The Accused supposed and if they were unusual, medical students might be expected to notice.

The Accused returned to his seat, separated the pieces of  liver into some pieces he intended to reject completely, pieces which he reckoned to have no meat or accessible meat, and those which he intended to consume in whole or in part and from one of  the rejected pieces began dissecting out with his knife little lumps which he laid side by side onto the edge of  his plate.   The Accused  looked round and noticed that his colleagues were just eating the liver, even if more in the manner of mice than pigs.  The Accused was puzzled.  

    “Look at that!”, The Accused urged his fellow guests, “Isn’t that interesting!”

     “Is what interesting?”

     “These - I thought they might be liver flukes.... That would be interesting...”

    “What are liver flukes?”

    “Liver flukes!  There is no such thing as liver flukes!”

    “I am not saying they are.  I was wondering.  This liver... isn’t it a bit unusual.. or does liver often look like this....”

    “I don’t know.  I’ve never looked’.

    “Isn’t there rather a lot of  this glassy, tough bendy stuff - rather like the stuff in school dinners or the stuff tendons are made of ... I don’t know what it is called? Is it gristle ... or connective tissue ... or collagen?   - Is that what it is called?  Is it called collagen?  This stuff here.  I don’t know what it is called.  That slice of liver has hardly anything else.  There’s this great strand here.  It starts here .. in the middle of the lobe, apropos of  nothing, and then finishes there - for no apparent reason.  Wouldn’t you expect it to run round something, to be thinner and to surround sections of lobe....?”

    “There’s nothing unusual about this liver!”

    “I’ve not noticed anything unusual about this liver!”

    “Nor I!!

    “Nor I...”

    “You havn’t?  Your liver does look much more ordinary.  That was what I was wondering about.  It seemed unusual to me... but I wasn’t sure whether perhaps I hadn’t noticed before ... that it was quite usual ... that is why I asked... But.. come off it!  Whenever have you seen liver like this before!  You don’t get whole lobes or lobules composed of  this connective tissue or cartilage or whatever it is.  You get the stuff you eat....”

    “There’s nothing unusual about this liver!”

    “I was wondering whether perhaps it was what you call cirrhosis...is it anything like that?”

    “I don’t know!  What’s cirrhosis?”

    “I don’t know really... I havn’t taken any pathology course... I thought you might know  ... but I have an idea that it is shrinkage of dead or diseased liver, with replacement with fibrous tissue and with new, less affected, growth to replace the cells lost ... I suppose liver cells divide and replace themselves...It’s said to be something you get with chronic alcoholism or drinking  lot of spirits....”

    “So you say this liver belonged to an alcoholic sheep!”

    “I never thought of  that... it’s more likely to be a cow or an ox, whatever that is.. they call this ox liver.. But I suppose it is possible.  I suppose that grass contains carbohydrates.. it might ferment.  It might ferment in the silos over winter...”

    “What’s a silo?”

    “Well, I said that.. I don’t know what it is for certain.. but isn’t it a great big tower you see on farms which they use for storing hay that’s to feed the animals over winter.  I suppose that plants can ferment and there are lots of different alcohol’s.... Maybe then you might get this cirrhosis and perhaps flukes might then invade.....”

    “You say that farmers feed their sheep with alcohol...”

    “I suppose they might - by accident - perhaps even deliberately ... I don’t know if  they can digest alcohol ... Maybe some can... They could feed them with beer....”

    “So these sheep or cows have been fed with beer?”

    “I suppose they might be ... though I doubt that it would harm them a lot.. what I was thinking was that this cirrhosis, as they describe it, seems to be just what you’ld expect with long term damage to liver cells...  It might just be a general name for what happens with chronic damage from any cause ... Not necessarily exactly the same as with alcohol .. but similar.  Maybe you’ld get it after poisoning with some chemical...or some medicine, maybe the medicine for the liver flukes.... something that is excreted into the liver, becomes concentrated there and kills the cells... several tons of  yew berries ... or weedkiller or insecticide ... rat poison would be a likely possibility ... Where there’s oatmeal or cereals there are always rats ...  organophosphates would be the most likely... They are not used as weedkiller .. but maybe the farm is near  chemicals factory, one of their lorries overturns and it gets into the soil and then into the grass and then into the sheep ... and the humans.  That’s why organophosphates are not used as weedkiller.  They don’t break down and they get into the plants and food...”

    “So you say this liver is full of poison and we are eating the poison.....?”

    “No, I’m not saying that.  It’s just something that might damage the liver.  Various chemicals are said to do so .. petrol or benzene...”

    “So the sheep have been drinking petrol?”

    “It’s possible.  If somebody drops a can of petrol into the pond .. or maybe there is an oil well on the farm  ... there could be oil shooting up into the bottom of  the pond ... or maybe the local lake is the dumping ground for used cars or used petrol tanker ships ... or it might be the traditional place for drivers of  these petrol tanker lorries to commit suicide. ...

    “But I am not sure about it.  I don’t know anything about it.  Don’t they say that you get something called fatty degeneration with these poisons .. also alcohol for that matter...”

    “I’ve never heard of  it....”

    “There’s no such thing!”

    “You reckon this liver has got this fatty degeneration....”

     “I’ve no idea what it is.  But they are always going on about this fatty degeneration of the liver or of  liver cells and fatty this and fatty that....  Benzene, alcohol... just about everything.... they always say you get this fatty degeneration - but what it is, they don’t say.   I don’t know what it is.  You probably do! ... “

    “No, we don’t know anything about that...”

     “Well... what happens if  you put a bit of raw liver into vinegar and mash it up..  If you put some fat into water and mash it up you get these little globules, a suspension... You know what I mean...”

    “No, I don’t...”

    “Yes, you do!  If you look at damaged cells under the microscope it looks just like that... I think that’s what they mean by fatty degeneration.  You get it if the cell is badly injured...   I think they have in mind the sort of  thing you used to get when these people swallowed carbolic acid....”

    “What’s carbolic acid?”

    “Isn’t it benzol?  It’s got lots of  names.  It used to be used as an antiseptic ..  People committed suicide by swallowing it .. well, it was reckoned to be a painful way of committing suicide - more likely to be an accident - but there is a lot written about these suicides with carbolic acid... You’ld get a lot of fat around ...breakdown and release of  compounds and architecture within the cell... leakage all over the place.. phagocytes coming along to eat the fat, maybe then settling down there, maybe infiltration of adipose tissue.. I think they are talking about what you might call severe and acute effects - a lot of poison all at once, whereas this cirrhosis might be more a long term effect or the effect of regularly eating not quite so much of  this poison over a long time .... That’s what I was wondering...”

    “So this liver is full of poison...”

    “I don’t think it is.... except maybe for some stuff which killed the flukes, if that is what they are, but there won’t be much of  that and it won’t matter...”

    “You say the sheep have taken an overdose of  poison.... swallowed  a bag of  rat poison...”

    “I was wondering about that.  But I don't think so.  It’s not what I would expect with that.  The poisoning would have taken place long ago .... You’ld get more pale coloured areas of  newer less affected tissue - and the amount of that would give you a clue as to how long ago the accident happened.  I’ve been lookin for that .... There are affected areas or lobes and unaffected parts ...but it is not that convincing.  I’d expect there to be a lot of fat around... It isn’t fat, actually, is it?....”

    “There’s nothing unusual about this liver!”

    “There’s nothing unusual about this liver...” 

    “Yes! Maybe the talk about fibrous tissue doesn’t amount to anything.  I didn’t think it did.  The main thing is these cysts or whatever they are.....”

    “They are blood vessels...”

    “Yes, I was wondering about that?  Do you mean veins of some sort, or lymphatics or bile ducts....?”

    “Vessels of some sort .. Not necessarily blood vessels....”

    “They are blood vessels!”

    “They are blood vessels!”

    “There isn’t actually any blood in them ... not that that proves anything.  But aren’t these cysts or whatever they are too big to be blood vessels”

    “You get blood vessels of all sizes....”

    “Yes, I thought of  that ... but these cysts are all the same size!  You’ld expect the veins or whatever supplying the lobe to be the widest and there then to be a tree, with mainly small end branches and capillaries in the substance of the lobe -  You’ld expect a pattern and a similar pattern with a similar number of  larger vessels in each lobe.   Now this slice here is composed virtually entirely of these cysts - Can you see anything else?  This slice has hardly any of them - and this slice has a sharp line between this area without them and that area full of  them.....”

    “There’s nothing unusual about that....”

     “They are blood vessels!”

     “They are blood vessels!”

     “Does it make sense just to have blood vessels in a lobe and nothing else?  In this area.. see! .. the cysts are surrounded by a very thin wall - They all are everywhere ... and the surrounding cysts are immediately attached sharing the same thin wall .... You can’t actually dissect out the cysts... They are all connected....

    “They are blood vessels!”

    “But why should there be such a large lumen and such thin walls?  Presumably the reasons for there being such a large cross sectional area of  the cyst or tube is that something is being secreted in or absorbed out of it.  But it would be secreted or absorbed by the cells on the surface of  the inner lining.  It would be one cell deep.   There is no point.  The more distended the tube or cyst, the greater the ratio of cross-sectional area to circumference.....”

    “They are blood vessels....”

    “So this would be some sort of teratoma - is it called a haemangioma - I wondered about that.  But it would still be something interesting, wouldn’t it?”

    “They are blood vessels...”

    “Yes, I agree ... that’s what it looks like.  But it is something to proved.  I don’t remember anything about the anatomy of  liver.  I probably never knew anything.  I don’t really understand what is written in books or recited in lectures.  I suppose we had to know about it for ‘A’ level .. but you can write a great deal without knowing what you are talking about.  There may also be bile ducts.  If  the vessels are all wide bore, if none of them are narrow, couldn’t that be due to an obstruction somewhere?  What could it be - heart failure? Filariasis? A clip left behind by a veterinary surgeon?  You know more about it than I do.  Can you work it out?”

    “So you are saying that the sheep had gallstones?”

    “Gallstones?  What are you talking about?  Why gallstones?”

    “Well, bile ducts, obstruction ... that has something to do with gallstones, hasn’t it?”

    “Oh, I see what you mean!  I didn’t think of  that!  I know nothing about it.  For all I know, it could be that! We really ought to have a sneak at the cooking pots to see if we can find any clues...”

    “No, don’t do that?”

    “Why not?”

    “Don’t do that!”

    “It should be done really.. but it is unlikely to help. ...”

    “They are blood vessels....”

    “Yes, they ought to be... but can you see any connections between the cysts.  There aren’t any!”

    “They are blood vessels!  That’s what blood vessels look like....”

    “The vessels have been cut across.  The vessels run straight down underneath.”

    “Yeah ... I’ve been wondering about that.  I don’t really see why the vessels should all be in the same direction and parallel and why every slice of  liver has been cut straight across them... though it might be some reason.  It is not easy to slice up the liver so that you can see the alleged vessels from the side.   You don’t end up with a great deal that’s easy to make out... but as far as we can see, there are still cysts.   The slices are too thin,  It does not seem to me that the patterns on either surface of the slice correspond close enough to be cross-sections of the same vessels.”

    “What do you mean by cross-sections”

    “If the vessels have been cut across on one surface you would expect to cut across the same vessels on the other surface....”

    “I don’t see that... I don’t understand what you mean!”

    “It looks to me that there are a lot of cysts on this surface and not so many on that.....”

    “That doesn’t prove they are not blood vessels...”

    “No, it doesn’t.  It’s difficult to dissect the cysts out.  It doesn’t seem to be possible.  I can’t prove that there is not a system of  interconnected chambers.  If the cysts or whatever were all walled off separately that would not prove that they had not once been connected.  But if you pour tea into one of  these cavities.. like that... it doesn’t run off ... and however hard I’ve looked, I have been unable to find any hole in the wall of  any of these cysts which have been cut across.  But I agree that that isn’t sufficient definitely to prove that they are not blood vessels.  They could be vessels.  Between you and me... I rather think they are!”

    “They are blood vessels!”

    “Alright, let them be blood vessels!  Then what we want to know is what was inside these cysts....”

    “There is nothing in them!”

    “We can find some with something still in them.  This lot here, for instance!  Well cut down into the liver so that we can get one of  whatever is in it out without too much damage... There’s some trick for doing it... Can you remember what it is?  Anyway, we’ve got it out.  We need another one.  That’s much better.  We need a few more....”

    “Those are just pieces of  liver...”

    “That’s right ... It’s deceptive.  You have just cut out pieces of liver..”

    “They all look much the same shape to me ..”

    “They would be ... You think there is a particular shape to cut out and you cut it out...”

    “Actually, it is not as easy as it looks.  But if you do it, it doesn’t seem quite like that .. It’s more separation of two surfaces with hardly any cutting ... Just a few adhesions here and there... You have to do it without cutting.. So a blunt dinner knife is the right thing ...But if you repeat the experiment it might take some time.  I had a few trial runs earlier on.  ... Have you got a magnifying glass?”

    “No, I don’t usually carry one around with me....”

    “Actually, my eyesight is pretty acute at  millimeter’s range without glasses.  I can’t convince myself that there are any suckers.  Well, I could very easily - but that’s the point!  But it’s long dead and it’s cooked.  Nothing is proved either way.  What does a liver fluke look like inside?”

    “I don’t know! I’ve never heard of such a thing!”

    “There’s no such thing!  It’s something you’ve made up!”

    “You must have heard of them.  Everyone has heard of  liver flukes.  Maybe you call them something else.  They are in the O Level Biology syllabus.”

    “I’ve never heard of them...”

    “There is no such thing!”

    “Well, ‘A’ Level Biology, then, or First MB....”

    “No! They are not!”

    “There’s no such thing!”

    “I don’t know whether I have got the names and theory right.  Is it sheep or cattle which have liver flukes?  Were liver flukes the reason for Moses banning pork?  I don’t think it makes any difference really.  There are different species.  This comes from somewhere abroad.  Even if  it is usually sheep, they may have one affecting cows.  And just because one species infects sheep” [The Accused consistently avoided the emotionally loaded words ‘infested’ and ‘infestation’, even though they would be used in textbooks] “it may still decide to invade cows.... I always mix up helminthic parasites and their life cycles....Tapeworms, roundworms, hookworms, threadworms, flukes, flatworms, filariae and whatever ... Could these be what are called cysticerci...?”

    “What are cysticerci?”

    “I have no idea.  Are they in the life cycle of  flukes or of  tapeworms?”

    “Is there really such a thing as a tapeworm?”

    “I think they still exist.. even in this country, in dogs .. or so it is alleged.  The theory could be out of date....Yes, they do exist... or did five years ago, anyway”

    “I thought it was just a way of  talking...”

    “What do you mean ‘way of talking’?”

    “Having worms! Eating a lot....”

    “Oh, I see what you mean.  Is that really supposed to happen? .... Eating a lot without putting on weight.. people call that worms.  I didn’t know that!”

    “Yes!  That’s called worms!”

    “I didn’t know that.  But then the worms would put on weight and you’ld weigh the worms when you weighed yourself.  Or do the worms impede the digestion?”

    “It’s just an expression.  It’s as if there were worms....”

    “Well, if so.. what they mean will be roundworms... Ascaris”

    “What are they?”

    “The ordinary intestinal worms ....  ... little cylindrical white things with pointed ends ... about a third of an inch long ... The ones dogs get... You are bound to have seen them”

    “No!”

    “Tapeworms are something else.  You never see a tape worm - unless it’s dead.. or in a laboratory....they consist of long strips of flat segments.  The segments break off and are excreted and fall into the Ganges and produce lots of larvae.  Or something like that.  I mix up these tapeworms and liver flukes.  Something produces these cysticerci.  They produce these calcified cysts in the muscles, lungs and brain or whatever...I was thinking that something of  the sort might have happened in this liver ... that the flukes or whatever had died or had been killed and then been walled off in these cysts ... They may have started off as blood vessels in which the parasite was hiding....

    “The question is whether these lumps actually are anything.  As I recall, liver flukes have a cavity inside them.   Do random lumps of  liver have cavities inside..?”

    “You would!  You can see that!”

    “They are blood vessels...”

    “Yes, but, to check up, let’s cut through a solid little lumplet of liver like that.  You don’t actually see any cavities.. except maybe for a generally porous appearance.  ... Nor there!.. Nor there!  This won’t necessarily lead to anything .. but we’ll cut across one of these pieces from the cysts.   Well, I can’t actually see anything .... but then its cooked and dead .. but there is  a cavity.  In this one,  there are several smaller cavities.  That one has different cavities... probably ... This one has a cavity.  If we supposed that the walls between the small cavities or strand between the walls of the cavities broke down we would get the larger cavity.  It’s always the same shape....I suppose we’ve still not proved anything, but there is definitely something interesting to investigate....” 

    “Do these liver flukes infect humans”

    “I don’t know if they do any more.  Some species living in other countries used to do so .. or it may have been some stage in their lifecycle that affected humans...I don’t know whether it is flukes or tapeworms, but this cysticercosis wasn’t that uncommon ... soldiers would get it in the Middle East.....”

    “Are you saying that these sheep died from infestation with some parasite that invades humans and that we are now eating it...?”

    “No, not at all!   It’s just something that puzzled me.. a mystery ... A mystery to me rather than anyone else and an attempt to solve it on the back of ignorance.  Knowledge might point in some other direction.. But I don’t know a lot.  Any technical language or  theory that might have been mentioned has nothing to do with it.  It’s about holes and gristly stuff and from the point of  view or a child or an uneducated lift attendant.  I know nothing about it.  There’s no reason to suppose there were any parasites...

    “But, supposing there were, the animal did not die because of  them.  The parasites themselves died long ago.  But even if  they were alive,  they are now thoroughly cooked and harmless.  Even if they were not, the stomach acid surely would dissolve them ....   They’ld be digested.  There has to be some larval form or special form, egg or cyst which escapes being digested.  These were young parasites.  They are relatively small.   If  they were laying eggs or whatever, that would be obvious when you cut them across...

    “In any case, you could never get your teeth through this stuff.  I suppose I could try, because I’ve got razor-sharp incisors.  But you chew and then you bite.  Chewing this would be like a dog chewing one o those rubber bones.  You can push it in a bit, but only so far but you can’t get through it and it just springs back into place.  You have to separate the slices or parts of slices which look liver and the parts are balloons and gristle.  But if you do swallow one of the cysty things and even if there is something inside it doesn’t matter...

    “But don’t tell anyone about this - I mean, there’s nobody to tell, though they might say there was after the event - but don’t be overheard talking about it!  Just don’t mention it.  Liver flukes are not be found on British farms.  They are banned!  .. and meat is inspected before it is sold and if it even looked as if it might be flukey it would not be sold.  If this liver ever had flukes in it, it was bought from abroad.  It’s almost certainly from abroad anyway.  If  you mention liver flukes they’ll stop buying it and we won’t be getting any more cheap sumptuous meals!

    “Also, if  there really aren’t any flukes .. and, I suppose, whichever way you look at it, there aren’t any ....you wouldn’t want there to be a witchhunt of  kitchen staff....”

    “Why should that happen?  What’s it got to do with kitchen staff?”

    “It’s not a question of  why.  You do get witch hunts.  The point is that if some self-important person on some committee gets hold of the idea ... if we can’t prove it’s not liver flukes, then they can’t!  It might be!  Anything might be!  There might be some unfortunate farmer who gets burnt on the stake or the kitchen manager, the person who buys the food, might turn out to be witch.  But there have been lots of witches and anyone can be a witch ... But it is going to be the person at the bottom of the hierarchy who hasn’t got anyone else to blame.

    “There’s been lots of  witches.  They are responsible for food poisoning.  They can be identified by presence of  a red spot on the left shoulder .. recognisable only by experts ...and then everyone will remember that they have bewitched lots of people previously.  There have been lots of witches... There were quite a lot in the sixteenth century... But then, more recently, there was Typhoid Mary...”

    “Who is Typhoid Mary?”

    “Have you never heard of  Typhoid Mary?”

    “Who is Typhoid Mary”

      “Oh, yes, there is a Typhoon Mary... something of  that sort..  Is it Typhoon Tina?  Is she captain of the England women’s cricket team.?”

      “It may be Typhoo Teresa.  Yes, Typhoid Teresa...”

     “No, this one is somebody else.  She isn’t.  She was!  She’s dead.  She was just another witch!  She died of  starvation in l835 and was then burnt on the stake.  Or it may have been the other way round.”

    “It couldn’t have been the other round!”

    “Couldn’t it? Well, she was found by experts to have the invisible red mark on her left shoulder and to be responsible for the world wide l834 Cholera epidemic .. and the l664 outbreak of plague.  I was just mentioning her to show there have been more recent witches....

    “Eat your food! Liver and liver fluke is good healthy protein!  But liver is always suspect and it sometimes does not taste so good.  You have to cook it thoroughly.  I always fry it with strips of onion.  I suppose the allic acid kills everything that might be a nuisance.  I wait at least until the onion is burnt black... that makes sure that the liver is cooked and you don’t get onion breath ... But you have to slice the liver in slices no more than half an inch in thickness,  you turn it over several times and cut through to make sure there is not uncooked in the middle....

    “It is fashionable to eat raw meat.   They go into a restaurant and say ‘Waiter, bring me some raw meat!’.  It’s a fashionable snobbery....”

    “You don’t.  Nobody eats raw meat at restaurants....”

    “You call it something else.  Rare meat or something.  Rare meat.. soft boiled eggs.. It means uncooked.  I suppose you can soak fish or meat in salt or vinegar... But you have to cook meat!”

    “What blood group are you?”

    “I don’t know!  Group B probably...Do sheep have the same blood groups as humans?”

    “No, it was just something that came into my head.  I thought that we group O’s might be suspected of  leading you Group B’s, with your stomach acid deficiency, up the garden path.  But it was a mistake. It’s irrelevant...

The Accused then eagerly devoured the liver on his plate.  His companions devoured that on their plates, but not quite so enthusiastically and not so much!

[The author has found, in the year 2004, that the textbook description of  infestation by liver flukes resembles the description given by The Accused of  the aforementioned liver.  The Accused, however, was not aware of  this.]

Dr. Dobbs and Dr.  Jackson were the paediatricians.  Dr. Dobbs was the older and more senior and delivered most of  the teaching (which takes place in the context of  ward rounds, tours and demonstrations rather than lectures).  There were two massive wards full of  children suffering from spina bifida.   Textbooks regularly claim that these invariably die soon after birth.   Dr. Dobbs explained that this occurred only where it was routine to treat them from birth with morphine to reduce pain.   This also paralysed them sufficiently to stop them feeding.  Children with spina bifida at QEH were given operations to close the defect.  Dr. Dobbs’  explanation for the morphine did not seem entirely convincing.  The Accused’s colleagues are not believed to have supposed that there was any alternative to keeping people alive.  These notions belong more to superior people in superior hospitals.  The London was on the bottom of  the snob hierarchy.  The Accused was throughout his studies at the London never to hear once any mention of  the notion of  killing people because they were judged to be lesser people.  But we shall learn that such ideology and practice has not been uncommon and shall hear about a government directive to eliminate children with spina bifida because they were a ‘burden on the National Health Service’.

   The Accused understood Dr. Dobbs to say that he treated diabetes (in children) without injection of  insulin.   The Accused had long wondered whether this was feasible.   The danger appeared to be dehydration.   If this could be prevented in the absence of  insulin treatment that might  perhaps avoid potential further damage to the pancreas.   But could The Accused have misunderstood Dr. Dobbs.  The pundits condemn such a theory or practice.

The great political issue at Queen Elizabeth’s was a proposed amalgamation with Great Ormond Street Hospital - which suggestion was not at all welcome.   Great Ormond Street Hospital was much smaller and ultra-Public School, ultra-snob and from the QE point of  view not intellectually stimulating.   On the other hand, Great Ormond Street collected the royalties of  .J.M.Barry’s  play Peter Pan which provided it with expensive equipment.   To such as The Accused who found a welcome in the less fashionable East End hospital but were despised by the master-race the amalgamation,  with Great Ormond Street as the dominant partner,  this was a retrogressive step.  It was a retrogressive step.

Paediatrics had its attractions to The Accused.   The welfare and survival of  children was definitely an objective and treatment was apt to be successful.   Paediatrics has evolved separately from adult medicine, is not quite so prone to useless long term treatment of  degenerative changes and there are many diseases of  children, which do not figure in adult medicine, whose nature can be specifically defined, treatment is amenable to a more scientific approach - and paediatrics altogether has retained a more scientific and rational approach.  The Accused was apt to be acquainted with theory of  these numerous diseases about which his colleagues had never heard.  There were, for instance, the genetic and chromosomal eccentricities which The Accused had fully reviewed in his George Riddoch Prize essay.  We have also heard the suggestion that child psychiatry was more in touch with reality and less prone to inventing a classification of  imaginary diseases without objective definition and treating them all with tranquillisers and ECT - though it was already beginning to emerge that there was widespread misuse of  tranquillisers in children’s homes and even in foster homes.  Nowadays the drug companies have moved more solidly into paediatric psychiatry.
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