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 The Accused Eradicates Meningitis

Continued report of  The Accused’s experiences at Gulson Hospital Coventry during the l969-70 alleged influenza epidemic.  The amazing behaviour of  hospital administrators, who, however, at Gulson react relatively benignly to the tricks The Accused finds it necessary to play.  Errors perpetrated in hospitals less well organised than Gulson.  Accused discovers that antibiotics act more rapidly than previously believed.  The Accused invents a revolutionary and l00% effective treatment for bacterial meningitis.   Do deaths from meningitis in later years reflect a deterioration in medical services?  Could The Accused’s treatment have prevented them?  Accused tests antiviral drug uneventfully though Accused critices later use as treatment for AIDS.   The terms meningoencephalitis or meningomyoencephalitis are sometimes used for what in these chapters is called meningitis.   
The Accused found himself unexpectedly invited by Dr. Kendall, the senior paediatrician at the Gulson Hospital in Coventry - the children’s hospital associated with the Coventry and Warwick Hospital (and the Walsgrave District General Hospital, which in the early 2000s found itself in some disrepute).  The paediatric medical department was prepared to employ whites who were neither Public School nor Rugger Players.  This was very courageous, potentially antagonising both the administrators, who preferred foreigners, and the medical establishment who favoured the True Blues but hated Bolshies even more than they despised foreigners.  The foreigner was not by Establishment considered as competent as a white, but the foreigner was a slave to be treated as slave doing a slave’s job and not a Bolshie threatening the class system. There was a registrar, a senior houseman and a pre-registration houseman, the latter two on duty on alternate nights and weekends.  It was policy for at at least one of the housemen or the registrar to be a lady and for  at least one of the three to be a man.  Later there was also a Dr Kendall was to leave soon after The Accused’s arrival to take up a temporary Professorship in Zambabwe and, as turned out to be unfortunate for The Accused, did not return before The Accused had completed his term of service.

The Accused commenced work as a locum in November l969, passing onto the six month ‘pre-registration’ house appointment in January (though he could, for registration purposes, have started counting the six months when he started!).  Britain was then afflicted with what was known as the Asian Flu epidemic and The Accused, when on duty, found himself working with little break.  He accordingly never reached the doctors’ dining room within the allocated dinner hour - though in the more busy hospitals the most junior doctor regularly found himself working through midday lunch break or obliged to consume his food at record breaking speed (which, in turn, The Accused did in any case!).  There was a snag however in that staff, including The Accused, were obliged to obtain dinner tickets in advance by feeding money into a machine.   This would not have been so great a snag had it not been that for the first three months The Accused received no pay cheque.  The Accused had arrived without cash and, if he indeed had some small amount of cash stored away in the bank, his duties gave him no time to pop down to the local branch to procure it.

Historians may suppose that The Accused would only have had to pop a credit card into the ticket machine and that the bank would have been delighted to forward him loans and overdrafts whether he asked for them or not.  In those days banks closed at three thirty in the afternoon, were closed on Saturdays and there were no credit or debit cards. Unsolicited overdrafts and loans were not being offered from all quarters to every adult, child, cat and dog in the country.  If overdrafts or loans were offered at all, the loanee was expected to have secure employment and income - not a low paid seven months job with nothing to follow.  The Accused’s bank was in London - and he could also cash cheques in Leicester and Cambridge.  He is not believed ever to have been confident of  his employment to set up an arrangement in Coventry - and was unlikely to get away on his half-day soon enough to reach a bank.  Whatever the excuse, The Accused had no money with which to buy the meal tickets!

It did seem to The Accused that if he was not being paid, he should not be required to pay for the food until the money arrived.  It seemed to The Accused and it may seem so to the reader that hospital administrators had a duty to patients as well as to staff and that children in Coventry and environs - a catchment area inhabited by over a million people - were put at risk if the doctor employed to cure their illnesses was forced to starve!   Historians may also have discovered that according to the Ministry Conditions of  Service locums were paid at the end of every week (and not months after the end of the locum period) and that, if doctors were obliged to work through scheduled meal times or at night, the hospital was obliged to provide free food.   The serving ladies were not authorised by any administrator to provide The Accused with free meals but they did so nevertheless from the ‘leftovers’.  The reader will recall that The Accused was also without money and income during his early weeks as clinical medical student and was given free food by the kitchen staff.   Neither in London nor in Coventry did The Accused ask them to - though in Coventry The Accused did point out that he could not produce meal tickets because he had no money with which to buy them and in London, perhaps, the staff noticed that The Accused sat amongst his colleagues without buying food and that he occasionally consumed some of their offered or unwanted chips.  The kitchen staff also felt it desirable that their children were not served by starving doctors and felt a working class solidarity towards The Accused.

Pre-registration house doctors carried the National Health Service.  Hospital administrators were not appreciative.   At every other hospital The Accused’s meal charges were deducted after the event from his salary cheque.   However, it was customary to charge the highest amount the Conditions of  Service permitted, which seemed unfair since Consultants were regularly provided with free meals and housemen neither had time nor facilities to cook their own food.   Two thirds or more would be mysteriously deducted from the salary.  Nurses ate separately, might be required to buy meal tickets or to buy food from dispensers and might be required to pay more for less or poorer quality meals (though they had time, when off duty, to cook meals).  The Accused, at first, did not dare complain that he was not being paid - nor to inform the administrators that as a locum he should be paid, when he was paid, at locum and not pre-registration rate.  After all The Accused was Vermin, the member of no social class, and was lucky to have a job.  He had to put up with whatever happened.  Nevertheless, The Accused did eventually believe that the requirement to pay for meal tickets obliged him to ask to be paid. 

But how to locate the hospital administrator?   A (chief) administrator in a hospital is a man of  many responsibilities - responsibility for everything except the treatment of  patients.   A mere house officer is unlikely ever to meet the administrator.   Mr. Costain was administrator of  the Coventry and Warwick as well as of  Gulson.  But where was his office?   Nobody knew.   The Accused found eventually a building (somewhere in the vicinity of the Coventry and  Warwick Hospital, which was not far from Gulson) with a corridor and in the corridor was the Administrator’s office.   However, in the corridor, in front of  the door of  the office there was table - and sitting behind the table a sixteen year old girl of  some girth, a female junior version of  Dudley Long.   It was impossible to get past the sixteen year old girl.

        “Why havn’t I been paid?”, asked The Accused.

The excused expected either :-

        “What?! Havn’t you been paid?”

Or:-

        “You have been paid.  The cheque is in your allocated cubby hole in the Empire State Building in New York”.

Or:-

         “I will have to check up with the Boss”.

Instead it was:-

“You People do not understand!   In this country nobody gets paid until after six months.   It is more usual to be paid after a year!  It is  Security of  Employment.   If we paid you, you would just take the money and go off.   What is there to stop you going off once you have been paid?”

The young lady kept repeating these words: ‘Security of  Employment’.

The reader may recognise this young lady as being very loyal to Mr. Costain - the Secretary in love with her boss, protecting him at all costs from unscheduled intruders - or any sort of intruders - resorting to the utterance of rubbish if that was necessary to achieve the objective.  There did exist a point of view in that era, and this might be repeated by Austrian psychiatrists such as Accused-dad, that body weight of a young lady exceeding her years in stones was occasioned to through stuffing the mouth with food instead of male affection and there was an opinion also that where the bulk of the lady in pounds exceeded the age in years the aforementioned lady presented no attractions to the young male beyond her secondary sexual characteristics and their manipulation.   Such a young lady, therefore, would become the dedicated secretary of an older employer.  If so, good luck to her! In an Agatha Christie novel she would also murder the scheming mistress to protect the employer’s wife.  This young lady was to remain Mr. Costain’s Secretary for many years and was to remain equally protective.

It did not occur to The Accused to ask the young lady whether she was being paid.   After all, one reason these sixteen year old girls regarded themselves as superior is that they got paid more than hospital doctors - or anyone who had been forced to go to university instead of cashing in.  He knew that she was paid, but it did not occur to him to relevant to the conversation.  What the young lady meant was that foreigners were not paid!

The Accused was puzzled.   It was news to him that foreigners did not get paid.  He was later to discover that foreign doctors were paid ‘educational grants’ by their own governments or by Osama Bin Ladin (who was then a young boy) and did not pay income tax, which enabled administrators to levy creative deductions from NHS payments, but the author has been presented with no documentary evidence of  foreign doctors not being paid at all.   The Accused refers to paltry after-deductions sums however as ‘Not Paid’.  The Accused was more astonished however that the young lady should have supposed him to have a black face and to be a foreign national.   It is possible that The Accused had spent most of the summer roasting on the roof of the London Hospital Students’ Hostel and that his features had been exposed to the sun for most of the remainder.  He may also have been Vermin because he was a foreigner - but this designation of  Vermin was more commonly rationalised into his being victimised as a Cambridge educated aristocrat or super-intellectual.   It was not usual (amongst white British natives) to ascribe discriminees as belonging to some group recognised as discriminees.  The young lady evidently assumed that all doctors were foreigners.  Any overt evidence that there might be an exception was blotted out from her consciousness.  But The Accused had not previously been aware that foreigners were addressed as ‘You People!’ and assumed to be and treated as idiots.

The Accused was amongst the supposedly intelligent and educated as the most intelligent and educated of their number.  He had some previous inkling that in the work arena values might be reversed, that social status and wages were assumed to impose an identical hierarchy applicable to all attributes... but nevertheless.... .  Whether or not foreigners are kept at the grindstone by not being paid, it was customary for Military Officer Class to be paid every month a sum which, before deductions, was a constant amount called a ‘salary’ whereas Working Class were paid a sum weekly, according to hours worked, with adjustments in the amount per hour for ‘overtime’ and with bonuses - which weekly sum was called a ‘wage’.  The native working class workers were not kept at the grindstone by not being paid but by being required to have spent all their money by the following  Monday.   To facilitate this, they were handed their cash in a packet and not presented with a cheque which could not be taken to the bank over the weekend and which took at least three days to clear.  The phrase ‘Security of  Employment’ was then in common use, particularly amongst Trade Unionists and Sociologists, and maybe still is and then signified, and perhaps still signifies, not the unbreakable attachment of the slave labour force to the boss but to the worker having some assurance that his employment, income and means of survival has is permanent - a concept possibly foreign to the NHS!

The Accused made some attempt to reason with the young lady.  But she just repeated over and over again the words ‘Security of  Employment’.  If ‘unity of’ is regarded as single unaccentuated syllable, this becomes the ending of an iambic hexameter - a common formula for an oft-repeated phrase.  Despite this failure, The Accused hatched a further plan to contact an administrator.

The Accused knew that his room was being searched in the afternoons when he was working in the hospital.  Although this fact is not taught at medical school, junior doctors commonly encountered this phenomenon.   To confirm his suspicions - maybe he had read Agatha Christie Books (It appears for instance, in They Came to Baghdad) - he had placed hairs over the edge of  cupboard doors and drawers.  He knew that his was being done in the afternoons when there were no cleaning ladies on duty.   Also, when The Accused was away for a weekend he would return to find that someone had slept in his bed - and on one occasion, somebody else’s shoes had been substituted for his.   The story circulating amongst the hospital staff was that an army of  ‘tramps’ were living in hospital buildings, but The Accused never saw any of  these!   The Accused had printed  on his machine, in various colours,  a selection of  business cards bearing his name,  Scientific and General Semantics,  Post Office Box Number and Address.   One day around two o’clock, knowing that the cleaning lady was not coming that afternoon, had plastered dozens of  these business cards on his door.   Sure enough, within twenty minutes he received a telephone call from an administrator whom he later met on the corridor outside his room.

        “Bla! Bla! Bla!”, said the administrator,  a young lad in his early twenties.

“Actually, we all know that you are just a messenger boy.   But supposing for argument’s sake you are the principal,  then it remains that it is none of  your affair.   This is a private door in a private corridor.   You shouldn’t be here.   Those cards were put up purely as an experiment to verify a theory.  I  have not been paid for nine weeks  and find myself unable to contact an administrator to rectify this deliberate error.  I have now put up these business cards as bait and it has taken no more than twenty minutes to materialise an administrator.  Whereas this is not absolute proof that administrators are searching my room while I am occupied on the wards ... it could, for instance, be the Man in the Moon or the Pomeranian Secret Service looking for the plans of  the Hospital Board’s proposed new aircraft carrier..or you could just have strayed into this corridor because you lost way during a journey to Marks and Spencers or you may just have popped by to measure the corridor for new carpets... bring a tape-measure next time as an alibi... but the result of  the experiment is to consistent with the hypothesis.  Administrators have been very rarely sighted.  The last sighting reported in the scientific literature was 1813 and astronomers have calculated that the next administrator visible to the naked eye will not appear until 2008.   The probability of  your appearance being a coincidence is therefore not very high.   You may have other information, but for the purposes of scientific inquiry it is not admissible.   The hypothesis predicts that you would claim your appearance to be fortuitous.  But, as a matter of fact, the purpose of the experiment was to summon an administrator... in which the experiment has succeeded.  As a matter of fact, administrators are very rarely sighted”

            “The cleaning lady informed us....”

    “I see!  In the last twenty minutes the cleaning lady came on duty, phoned you up and then immediately left... and you immediately transported yourself here by a faster-than-light space traveller machine.  I am glad to hear that it is easier for cleaning ladies than for doctors to contact administrators.  But this is a cleaning-lady-free afternoon.  So you must have been the cleaning lady....”

       “Er, yes, she dropped by because she had forgotten her broom....”

       “She was about to sweep up her kitchen and suddenly noticed that she had forgotten her broom in the hospital.  Cleaning ladies carry their own brooms, brooms which are their own property,  around everywhere in their white coats.”

       “We provide them with brooms.....  We would provide them with overalls if they asked for them.  But I don’t see what that has to do with it...”

        “She returned to the hospital on her afternoon off to rescue her broom.....  She was supposed to travel home on it so that you wouldn’t have to pay her busfare ....  We are examining the hypothesis however that you were the cleaning lady.  Assuming that you were the cleaning lady, if you saw somebody’s name on a door, would the first thing you did be to phone a hospital administrator?   Do you get a lot of  calls from cleaning ladies?  Are they paid for information?  This is not very useful information, is it?  You were aware, weren’t you, that a person of my name was working in the hospital?   Or is there no record and is that why I have not been paid?  I wouldn’t mention it were it not that you insist on payment in advance for meal tickets....2

        “I wouldn’t necessarily know the name of every employee in the hospital.  Within a year hundreds of employees come and go... We wouldn’t necessary have heard of them by name by the time they leave.   But your presence has not been overlooked.”

         “Really!  Am I that famous?  I was not aware that I had done anything to earn international repute.  Besides not being paid.  But if I am so notorious, then I am within my rights to put my name on my door so that you can find it if you want to search it or to hand over my wages.   You havn’t paid them, have you?  They havn’t maybe been left at the Post Office at Walsgrave Hospital?”

         “No, it would be put into your pigeon hole in this hospital.  I’ll check on it.  Yes.. one card is legitimate... but only one... not fifty!”.

     “Yes, I consulted my lawyers about that in advance.   As we see it, if  one card is legitimate, then any number of  cards is legitimate.   Which card is the legitimate one?   You can’t identify one that is permissible and the rest which are not.  Any of them could be the legitimate card.  They are all equivalent.  If one is legitimate, then they all are.  The same laws apply to all of  them.  You can’t discriminate on account of colour or religion.   This one with a Jewish card printed with blue ink.   That one is a Hindu card printed in green ink....  They are all different.  If you have colour blindness and can only see purple, then you have to look at this one...  Besides that they are a decoration,  a boon to the public...to the users of  the corridor....but whether  you are  delighted  at  them or not is   irrelevant, since you have no reason to be here...other than illegal espionage and room searches.... And of course I am a friend of  the editor of  the Coventry Gazette and I was  trying to  set up a story to promote by part-time journalistic career...and to set a fashion....   business cards in many colours on  doors.... and to promote my printing company....  

“But it could be that the point has been made,  that I might get tired of  the idea....  If  I am paid my wages I might consider only putting a small number of  cards onto the door,  perhaps only fifteen...but I can’t  promise....It’s advertising....Do you want any business cards printed for yourself? ...You can’t set up a business if  you don’t advertise...”

Mr. Costain was a distant and important figure rarely seen.  All the occasions on which The Accused encountered a Group Chief Administrator or even a Hospital Administrator are recorded in these memoirs.   The Accused was however to be on excellent terms with the abovementioned young man and another who were Mr. Costain’s assistants.  In private these youths had a heretically sceptical attitude.   The necessary requirement or qualification to be an NHS administrator was to attend what The Accused calls a two week course in criminality.   In the course of  this training, the future administrators were taught that in negotiations every person is concerned only with promoting his or her own interests... or the interests of the party he represented. The trainees  had to play parlour games or  psychodrama in which they would have to play the part of  the administrator,  the trade unionist,  the politician,  the  journalist and so forth....  The administrator’s objective would be to pay the workers no wages while the Trade Unionist’s objective would be to secure an infinite amount in wages! Presumably the teachers had not overlooked that personal interest and the interests of those represented may not coincide.   The Trade Union Leader could be offered a backhander and a peerage - and the Trade Union Leader in turn could threaten to shoot the Managing Director’s dog.  It has to be conceded that these youths felt this concept of  everyone being against everyone else appeared not to be an ideal basis for politics.

The Accused claims that his administrator friends believed that this self-interest doctrine arose from the Public School education of  the Upper Classes that manufactured these theories.  In the author’s opinion, however, this is a crude interpretation.  The Accused himself used to teach his pupils that self-interest was the basic of politics ... that that is what was to be expected.  On the other hand, he also claimed this was not ideal and that the leadership or administration required the giving of an example in striving for everyone’s interests.   The connection with the Upper Classes and the Public School emerges from the warlike attitude adopted towards the Working Class during the General Strike and the hostile and conspiratorial attitudes displayed by the Public School in other situations in which it has felt itself threatened -behaviour with which The Accused and others on not fully True Blue heritage were familiar.  However, the older generations of  Military Officer Class, to whom many older hospital administrators belonged, also had an ideology of duty, honesty and promotion of the well-being of all.  The Accused, when giving an account of the class-orientated education at Fleetville Infants School describes the Working Class objective to be defrauding the bosses, not the objective of the bosses to be defrauding the employees.  In the l960s and l970s many young people saw people as working together as a team rather than as promoting self-interest, identified themselves as plebeian or democrats and saw competition and status in place of  cooperation as belonging to mediocrity, unmerited power, militarism and the Public School.  Emphasis on ruthless competition and self-interest was not as fashionable as it became - though strongly promoted by some women USA sociologists - and it was a new development for such an approach to be openly adopted in the training of administrators or managers and for  hospital administrators to be trained to persecute and defraud their employees.  

There was, however, one fact or dogma on which all hospital administrators, great and small, were  agreed.  The fundamental tenet of  NHS administration was that the greatest expense was the wage bill.  So despite their virtuous ideology  these young administrators concurred with the primary principal of  the profession - that the objective was to defraud the workers out of  their wages.   A favourite topic of conversation amongst administrators was their skill and experience in sacking people.   Doctors and nurses not imported from abroad did not have ‘contracts’ in the modern sense but were protected, or supposedly so, by Conditions of Service authorised by the government.   The administrator therefore could be expected to prefer the foreigner, who might be supplied by a contract... written by the administrator, which he had no choice but to sign (By the time he was imported it was too late to protest) .. but was the admistrator’s own employee and readily sackable.   This ruthless approach forced the employees to find devious methods of protecting themselves so that, under the administrators’ own noses, but not necessarily recognised, the dishonesty and cheating of everyone by everyone else which was portrayed on the training course.

If the NHS ideology was really everyone out for what he could get, junior doctors were in an unenviable position.   They were represented by the British Medical Association - which promoted the interests of senior doctors at their expense.   Negotiating rights for nurses were not confined to a single union, but nevertheless that which represented the State Registered Nurse rather than the Auxiliary or non-SRN nurse as then disproportionately powerful.  As these memoirs reveal, nurses, after the creative deductions, were rather better paid than their doctor colleagues... if  The Accused’s figures are to be believed, dramatically so.   The doctrine that it was essential to defraud employees of  their wages or that most successful administrator was the one who cheated the employees out of the most money was not an unconditional truth.   Administrators were given the money to pay their staff.  It was not an advantage for there to be a great suplus at the end of the financial year.   The government took it back or paid less next time.  Rather, there was a redistribution.   The weakest were defrauded.  But the money was then showered on the consultants, drug companies or members of the Board or to provide them wine parties or a new carpet.

An organisation may be operate in such a way that its purpose is not that which might be expected in the sense that a bakery produces bread, an electricity company provides power where it is needed or a hospital exists to treat patients.  The community needs power and food irrespective of  whether bakeries or electricity companies make a profit.  Whether the community needs patients to be adequately treated is a controversial issue discussed in these memoirs.  It may be that an organisation exists to provide a lucrative living for its employees or for its directors or management consultants or for a particular subclass, either permanently or in the short term.  The organisation may exist to be closed down and sold off in bits by speculators.  One view is that organisations (such as multinational companies) exist merely to exist and go on existing.  The ideology taught to administrators suggests that the R.U. National Health Service exists for those who are most powerful and ruthless to get what they can get.  In so much that there is work to be done this becomes the prerogative of a tiny unpaid minority.   The staff on the Coventry paediatric medical firm supposed that their function was to provide a service to patients.  Doctors and nurses often did have such an attitude.   If it is a case of  everyone out for what he can get,  the patients are going to miss out.   They are not likely to know what is in their own interests.    

The Accused wrote for and obtained a copy from the Ministry a copy of  their Conditions of  Service.   Hospital administrators regularly did not provide doctors with a table in their rooms.  It turned out that they were within their rights.  Tables are need for writing-upon and it is preferable for employees to be illiterate.  They were not required to provide doctors with television sets in their rooms nor with a selection of credit cards.   But this was l970.  However, they were obliged to provide a key.

There were still secret invasions and searches of  The Accused’s rooms.    This happened in most NHS hospitals.   The Accused would sometimes dump pornographic magazines into drawers in order to cock a snook at the searchers - who would be too obtuse to realise they were put it there for their benefit.. The Accused decided he would get a key.    In some hospitals this could be a very risky operation.

The Accused’s room appeared to have at one time been two rooms, but the partition had been removed - no trace remained, one door was used and the other was unused and unnoticed.   Only a few inches separated the doors.  The Accused found it was not difficult to restore the unused door to function. He therefore arranged with the cleaning lady that the hospital lock would be transferred to the formerly non-functional door,  so that she could get in, whereas he put a lock of  own on the official door.    This therefore kept out administrators, who would not suspect that the other door could be used, but not the cleaning lady.   Sure enough, within an hour,  The Accused received a summons to appear before the great Mr. Costain.   This was a considerable achievement.  The Accused reckoned that the administrator could be blamed for any mishap at Gulson during the fifteen minutes it would take him to get to the Coventry and Warwick and back.

The Guardian angel was still at the table in front of the door.

        “Mr. Costain isn’t in his office!”

        “Oh, isn’t he?.  Are you sure? Perhaps we ought to check up..”

        “He isn’t there!”

        “Have you looked?”

        “He isn’t there!”

        “Do you know where he is?”

        “No!”

    “There you are!  He might be hiding in his room ... He might have hidden in the side office or under the table when you looked or may have sneaked out by a side-door and then sneaked back in again.... I think we had better have a look”.   The Accused went right in as the Guardian squawked with alarm. 

 Mr. Costain was seater behind his desk but his presence was concealed behind great mountains of paper.    The cleaning lady had reported that she could not get into The Accused’s room.  No she hadn’t, said The Accused.  Try again!   The cleaning lady had no difficulty in getting into his room.   The room had to be locked, he said, to keep out intruders who interchanged boots.   It was very evil of  The Accused to have intruders, said  Mr.  Costain.   No it wasn’t.   They were Mr. Costain’s intruders.   The Accused did not know who they were.   This took place when he had weekends off.    No they weren’t, they were The Accused’s intruders.   Oh no they are not!  Oh yes they are!  Oh, no they are not! Oh. Yes they are!...... It was a very serious offence to have intruders... 

    “Yes, indeed”, said The Accused, “Let us suppose it is a very serious offence.   You appear to be agreed on that assumption.   So all we have to establish is which regulation has been broken...which Law comes to the attention of  the Public Inquiry.   It says here that a doctor has to have key to his room.   I have been asking for a key for three months...Although there appears to have been  negligence on this matter, the Public Inquiry will be glad to hear that I have found  a way of  remedying it.   I  now have one door for which the cleaning lady has a key and another door, on which I have put a lock of  my own, for which I have a key.   I can provide you with a copy... the price of  the lock was...”.

   “No, we can’t do that!”, said Mr. Costain.   The Accused got his key. 

But then The Accused got a midnight knock from two young administrators...or  the nearest they could manage to a midnight knock.

    “It has come to our attention”, said the administrators,  “that you have a copy of  the Ministry  Conditions of  Service”. 

    “I’ve got one somewhere...I may have it at home....” 

     “This is a very serious matter.   We are very disturbed.”

     “It is routine to have a copy...”

“It is the law that every hospital has to have a copy available for inspection.   But you know very well that no hospital would have a copy available...”

“Is that so?  There is nothing untoward in them from your point of  view.   Administrators can get away with anything!”

“It is usual to sack anyone in possession of  a copy of  the Ministry Conditions of  Service...”

“Don’t most doctors have copies?”

“We’ve not known anyone to have a copy before.  However did you get it?”

“You write to the Ministry and they send it to you...”

“How can you do that?  How did you get a copy?”

“You write a letter.  Please send me a copy of  the Conditions of  Service...”

“We’ll do a deal with you.   We won’t sack you...You can have whatever you are entitled under the terms of  service...but you mustn’t show it to anyone else!”

“Whyever not?”

“Doctors will start making phone calls to India at NHS expense...”

“They are not entitled to that...”

“Yes they are!  It’s a regulation.   If  everyone had  copy of the terms of  service, the NHS would be bankrupt”

    “You should read through them.   There is nothing in them that is not standard already... I don’t recall any mention of telephone calls....”

It was usual in the hospitals in which The Accused worked for resident doctors trapped in hospitals to be forced to conduct their private telephone calls via the switchboard.   This per se meant that the telephonist might listen in to the calls and even record them.  However, so that  the administrators could present a bill, the calls were made also via the Post Office Telephone Operator instead of STD - which is itself added considerably to the cost and for the operator then to be required to time the call, which also involved listening in.  This was very cumbersome and very expensive - calls that otherwise would have cost a few pence or perhaps even less than a penny costing instead several pounds.

The author is unaware of  any requirement that doctors be provided with free telephone calls.. though it was usual for consultants to be allowed to use the phones free of charge .. and they probably told the administrators that this was compulsory.   Or they might have access to phones on which a code number could be dialed to obtain an outside line.  This would usually be the number nine, since, except for 999 emergency calls no phone number began with the number nine.  Consultants came to resent the withdrawal in future years (after The Accused had retired from the NHS) .. but the most junior doctors, subject to draconian creative wage deductions,  did not necessarily obtain the same free facilities or else they were required to pay for what the consultants obtained for nothing.

To be fair on the foreigners, the author has to confess that he has no evidence of any phone calls to India.. The doctors were probably to afraid of  discovering that a marriage had been arranged or that they were required to find a job as  NHS hospital doctor for another relative.  But, if so, it was the British government or their representatives that imported the foreigners and they could have considered in advance the possible need for them to phone their former countries.  It probably wouldn’t have cost the NHS a great deal if they had phoned!

Although there may have been no specific requirement within the Conditions of Service to provide free telephones, it is not unlikely that the method used to avoid the free telephone calls - the levy of an extortionate amount of money to pay for phone-tappers, may well have been illegal under other legislation or, had junior doctors had an effective Trade Union,  the extortion could not have been expected to have persisted.  If coin boxes had been available, which in most hospitals they were not and they were not so at Gulson, this would still have been extortionate, but less so.  There were not necessarily many doctors resident in hospitals themselves.  At Gulson, at that time, The Accused was the only one.  The residents could have been provided with their own phones and sent a bill in the same way as the general public are sent bills or doctors could have been provided with cards to insert into slots or calls could have been timed automatically or without recourse to the operator.  The post office in any case calculated the amount chargeable for every call, including STD calls, so as to be able to present a bill.  Had resident doctors had genuine and competent Trade Union representation this problem of telephone calls could have been drawn to the attention of the government, which also owned the telephone company, and satisfactory equipment could be installed or a satisfactory arrangement negotiated

Despite all this, Coventry administrators should be regarded as benign.   A more malignant or malicious situation was to be encountered later at Nottingham Children’s’ Hospital.   The doctors and nurses in the paediatric medical department cooperated uncommonly smoothly.

There were three paediatric (medical) consultants at Gulson,  Dr. Kendall, Dr. Eric Jones and Dr.  Brian McNamara.   The paediatric department employed British graduates who were not necessarily Public School, but there were other departments in Coventry and Birmingham which employed either only Public School Boys or Rugger Players  (Master Race) or  only temporarily registered doctors (Slaves).   Both had a place, whereas British graduates who were not Master Race were Vermin and the policy was to exclude them.    Although The Accused was aware that the National Health Service was organised according to racial and class criteria he continued to be too much aware of  his own inferiority to realise the desirability of  not losing touch, after he had completed his appointment,  with this eccentric department.   As he saw it,  the prejudice against non-Public School non-Rugger  Whites was so intense that The Accused saw himself classed as Vermin and he supposed that any consultant who employed Vermin was risking his career and should not be taken advantage of...  . Vermin were better doctors but that is irrelevant to the politics... There was on the firm also a Scottish Senior House Officer,  Dr. McTavish, who had previously worked at the Radcliffe Infirmary at Oxford which also had an eccentric tendency of employing non-Master-race Whites (including, in his early days,  Accused-dad).  Dr. Rose Dugdale was the Registrar and, later, a Senior Registrar,  Dr. Moriarty,  joined the team.

Dr. Dugdale was a former house officer on the firm, had been awarded the Diploma of  Child Health and was now working for the Membership of  the Royal College of  Physicians and getting married.   Because Dr. Dugdale was working for Membership she restricted her hours, not, for instance, coming into the hospital when contacted at night.    The Accused suspected she might also be suffering from exhaustion.   Whether or not this was so in Dr. Dugdale’s case, The Accused was already noticing that  nobody who had worked in an NHS (working) post for over four years appeared capable of any more work.   The Accused felt also at times that Dr. Dugdale had more the mentality of  a houseman than a  registrar.  A houseman might be expected to work strictly according to a set of rules and to contact a senior when the rules were impracticable or seemed inappropriate.

Dr.  Dugdale was a lady of routines learnt when on the house.  The houseman is required to ‘order’ a series of routine investigations on all patients who arrive on the ward.   The term ‘order’ is used for requests to pathologists but these are not ‘orders’ in the sense of a command by a senior officer - though the pathologist, technician,, colleague or whatever complies with the request.   The houseman collects the specimens - or did in those days and in that department.  He may also perform the investigations or perform them on the ward in addition to sending specimens to the laboratory, as may the nurses, but usually with little sticks impregnated with reagents rather by performing the chemical investigations learnt in school A level Zoology courses.   The Accused would ask for these investigations and record this in the notes.   The Accused has reported that he felt stupid when conducting ward rounds at Hackney when he had, throughout, no suggestions or  contributions to offer and, in consequence, requested what might have been a series of unnecessary routine haematological investigations  - and was to endure somewhat similar experiences on the orthopaedic wards at Nottingham Children’s Hospital.   Dr. Dugdale was expected to do something on her ward rounds and therefore, having read in the notes that The Accused had already ‘ordered’ everything routine and obvious, would ‘order’ an estimation of  Blood Titanium or  Serum  Tellurium Hydroxide.   The housemen were required to collect the blood specimens for investigations, since paediatric techniques differ from those in adult medicine and  technicians were reckoned not necessarily to be familiar or adept therewith or not to be required to be so.  The Accused when collecting the blood for these clever tests was worried that he was taking enough blood to cause an anaemia!   The smaller and younger the patient, the lower the blood volume.   The recommended amounts of blood for some of the more obscure investigations  (which may have to be repeated) or the amount in toto for all the investigations may be a considerable amount for a child - though pathologists might declare themselves prepared to accept less.  So when writing up the notes The Accused no longer recorded every routine investigation requested but would deliberately forget to record one of them.. Then Dr. Dugdale would be able to ask for a full blood count (which was in any case done for all patients) instead of the serum molybdenum. When The Accused in later life told this story to consultants in other hospitals they got very virtuous and shirty.     The Accused had been very naughty. 

If a houseman finds himself in difficulties or wishes to improvise rather than use some standard method (or does not know what method is standard), he can phone a registrar (or a consultant - particularly if the consultant has specifically requested to be kept informed or has personally involved himself in the treatment).  In some hospitals this simply is not done.   Senior doctors may claim they have ‘done their stint on the house’ and declare they have no further responsibilities towards in-patients except, perhaps, conducting ward rounds.   It also depends on the specialty.   It is exceptional to consult a senior in psychiatry but commonly accepted practice in paediatrics.   In those specialties where it is not customary to consult seniors the seniors may also turn out to be people whom nobody in their right mind would ever consult.   It was not at Gulson taboo to phone seniors and the seniors were all competent, experienced and well qualified.  On the other hand, a houseman would not necessarily know whether the problem he is facing is one which would be considered to merit a call to registrar or consultant or not and so, usually, he doesn’t.  If  the doctor does phone a senior it may well be that he wants to shift responsibility to get permission for what he intends to do anyway - or he may want the senior or a colleague to provide help on the spot.   When The Accused was to experience this situation in reverse, when called by junior, a colleague, student or nurse, he would always go to the ward.   The information he has been given, after all, may not be complete or correct.   Dr. Dugdale however never came to the ward and instead gave instructions on the telephone.   One reason for this was that she was studying for the Membership of  the Royal College of  Physicians - and she was also getting married.   The beauteous Dr. Dugdale was rumoured to resemble a lady, a lady oft portayed in paintings that appeared on UK walls, whom Dr. Jones had admired in his youth.  When and if  The Accused contacted Dr. Dugdale the advice he woud be given on the phone was predictabe.  If  The Accused felt that the advice he was going to be given was going to be unpracticable, risky or inappropriate, hat he would not be able to conduct the procedure, he did not phone Dr. Dugdale.   A situation, on the phone, may sound like a problem out of the textbook or one that responds to a familiar routine, whereas the houseman is likely to phone when it is not so in the practical circumstances.   This story The Accused also told when gossipping in later years with virtuous consultants and this too turned out to be very naughty and improper. 

The Senior House Officer, Dr. McTavish,  was unassuming, highly competent - and  missed nothing.   The reader has discovered how, when he was a student, he diagnosed a case of  carinomatous neuropathy with a forty year incubation period, a case of  syphilis and case of  syringomyelia which had been missed by everyone else.  On such occasions, which occurred repeatedly in The Accused’s career, he would initially be met with mass incredulity and the audience may not even have previously heard of the diagnosis he proposed.   He would behave more as magician rather than as scientist presenting an intelligible argument and would be the inexperienced tyro dogmatically contradicting the experienced experts - and the experts after days or weeks of  further inquiry would then come to agree with him.  The Accused therefore might be supposed to give the original impression of  unustifiable obstinacy or of being too big for his boots.   Dr., McTavish, however, if he made a discovery, would quietly wait until he had opportunity to speak and then modestly and apologetically point out a series of facts and suggest that maybe the patient was suffering from acute appendicitis and not, as claimed by the referring G.P, gastroenteritis, and the surgeon would be contacted immediately thereafter,  arrive shortly, confirm the diagnosis and take custody of the patient... and the incident would be immediately forgotten.

Dr. Moriarty was a former registrar on the firm who had gone into general practice and had now returned for the research orientated  Senior Registrar post on a part-time basis.   He told The Accused that he had originally deserted NHS hospital practice because it was full of  women.   Women were bossy.   This surprised The Accused.   The Ward sisters on the firm were very friendly and cooperative and did not boss,  though their opinions were respected.   It is true that Dr. Dugdale bossed - but not maliciously or in a manner that irritated.   She was an attractive lady whose presence greatly improved the atmosphere.  The reader has however already learnt that the Military Officer Class has a sexist tradition in which women are bosses and that some ward sisters on some wards in some hospitals were superbitches.   A doctor may well decide to leave the NHS because of his exposure to superbitch ward sisters .. but The Accused was reluctant to accept Dr. Moriarty’s assessment as a generalisation about women.. or maybe he agreed with it, or agreed that there existed such superbitches, and pretended he did not understand Dr. Moriarty’s comment so that Dr. Moriarty would repeat it and confirm that The Accused was not alone in having encountered superbitches.

The Gulson paediatric medical department was superbly organised.  The consultants when The Accused arrived instructed him as to what were their treatment methods - Dr.  Jones in particular being very specific in what treatments he condoned  (on his patients) and which not.   Dr. Jones’ preferences and opinions, however, coincided with those which with which The Accused was already possessed.  Junior staff sometimes had other ideas when dealing with Dr. Jones’ patients - and Dr. Mc.Tavish would then opine that because Dr. Jones had ultimate responsibility for his patients it would be unfair on him to use some treatment of which Dr. Jones did not approve.  Junior staff were also provided with a booklet which detailed treatment methods and the dosages of  drugs.  The Accused was therefore very rapidly provided with routines to deal with almost everything, if not everything, he was to encounter without having to ask for further instructions.  The Accused probably thought he was very efficient, but it as more that the consultants were uncommonly efficient in instructing their juniors.  In retrospect, it seems that the Coventry consultants kept a very tight ship and that various administrative mishaps and errors in treatment or incorrect dosages in which occur in other centres, in the hospital or  when treatment is taken over by the General Practitioner,  were avoided.

In some cases the dosage is not a standard amount that is administered to patient after patient but is calculated on the basis of  so many milligrams per kilogram.   This is particularly so with small babies and the schedule may vary according to age.   In other hospitals there have been serious mishaps, particularly when a calculator has been used - and the houseman gets the blame, even when the registrar and consultant are present when the dose is calculated and administered.  At Coventry the consultant would perform the calculation, while the ward sister would surreptitiously perform the same arithmetic on a calculator and The Accused would simultaneously perform a calculation in his head (and Dr. McTavish, if it was his watch, presumably did the same).  This is here mentioned in part because The Accused when effecting his mental arithmetic would rely on approximations.   Approximations can be adequately accurate and it might be helpful to housemen to become familiar with the techniques.  Medics - though not Bolshies at worked in this particular department - traditionally had a phobia of  arithmetic and mathematics.   The reason for mentioning this here is that mental arithmetic, with approximations, should always be used to check the result produced on a calculator.   Calculators do not, as has been suggested in this context in the press make mistakes but 13.5 x 9 is approximately 130.  Actually, the reader is well aware that 135-13.5 is 121.5 .... but 130 may for this purpose be more useful since the calculator may be purported to produced the product 1215.   The mishaps occur because the amount administered is some power of ten times the intended dose rather than because they are out by ten per cent.   Overdoses of morphine for ‘heart failure’, intrathecal injection of  drugs that should not be thus administered and repeated injections of  cytotoxic drugs where the dose should only be administered on a limited number of occasions at a set interval appear to be the commonest mishaps and reported in the Press again and again.   The chances are that these morphine injections for alleged heart failure should not, at least in paediatric cases, be administered at all.   This sounds like something read in an (adult) textbook being enacted without thinking.   The failure to stop administration of a drug results usually from nurses copying treatment cards when writing letters, sometimes attributed to the houseman or signed by him without reading, and sending them to GPs.   Consultants at Gulson repeated again and again which drugs were not to be injected intrathecally - not that anyone was going to inject these drugs intrathecally anyway.  However, the information is also inscribed on the bottle and on occasions at Gulson where such a mishap might have occurred, the consultant would be there, the ward sister would be there and the houseman would be there and they read what was written on the bottle even though they knew what was written on it already.   It is helpful for ward sisters to be highly experienced and to have good relations with the doctors (neither ordering them around nor being ordered around by them).   Anyone can have bad luck.  The General Medical Council and  Courts of Law when pillorying inexperienced doctors appear to be unaware of the suspect routines that regularly lead to mishaps (such as the aforementioned letters to GPs) and blame doctors more performing incorrectly some procedure which they have never previously performed, have not seen anyone perform and which should have been effected by somebody more senior.   Doctors who do the work instead of sitting on committees do not like to criticise individual cases - since they might one day be caught out themselves.  All the catastrophes of which doctors and surgeons live in fear do take place and occasionally do so despite rigorous precautions.  Nevertheless, the author suspects that the have come to occur too often.   Despite an apparently laissez-faire non-authoritarian regime at Gulson, despite at least The Accused being a novice, the precautions to prevent errors were very thorough and that some of  these mishaps. 

Junior hospital doctors come in two denominations - those who, the more work they have, the more they are delighted (because experience is education) and those whose efforts are devoted to avoiding work, promoting their careers and making money (such as by moonlighting in some job that requires a driving licence rather than medical skills).   Possibly the lazy doctors were once hard working doctors but are now worn out - but there seemed to be many flourishing NHS hospital careerists who had never done any work and never would do.  The Accused was working very hard throughout his eight months at Gulson - so hard, in fact, that it has to be considered whether such heroics might have permanent adverse effect.   The Accused had to lead his own life in addition to his labours at the hospital.   These reason for these exceptionally heavy duties was This was because there was what was called an (Asian) influenza epidemic.   Patients would arrive all night (and, even without that, this would have been one of the most arduous posts in the country).   The Accused took seven minutes to take a history, examine the patient,  perform a lumbar puncture,  set up a drip,   write out request forms,  take blood samples and oral and rectal swabs, record and initiate treatment.   Mysteriously,  patients would pour in during The Accused’s nights on duty while far fewer came when Dr. McTavish was on night duty.   It was May before The Accused got to bed when on duty before 5 a.m..   One of  the reasons for  this imbalance might have been the identity of  doctors on the emergency service on alternate nights (that is, Dr. McTavish might have been on duty when a different emergency service doctor was on duty).   The Accused would get a call from the Emergency Service telephonist and be told that the patient had such and such a presentation and history or even such and such   a diagnosis.   Then when the patient arrived, not only would all this be mistaken but it turned out that the patient had not even seen a doctor.   It did happen that the Emergency Service did not have a doctor on duty but this happened even on occasions when they had they one and even wen the doctor on duty claimed to have seen the patient or the telephonist claimed that he had done so.   The telephonist did occasionally let slip that all children on whose behalf the Emergency Service was contacted at night were referred to the hospital.  For all we know,  the Emergency Service was employing very good doctors, but Emergency Services have been known to specialise in bogus doctors who can drive cars.   Even experienced GPs sometimes opined that a serious diagnosis (meningitis especially) in a child could easily be missed.   Even an inexperienced paediatric houseman would rapidly see a great many cases and come to recognize diagnoses immediately and also recognise immediately when there was nothing wrong with the child - but nevertheless there were more cases on alternative nights and alternative weekends.   Nevertheless serious cases which required hospital treatment, such as cases of  meningitis, arrived via Emergency Service and it  also is not clear why they did so preferentially on alternate nights and alternate weekends.  What might be described as less urgent cases did not take up a great deal of  time when compared to the entire workload.  These patients were kept overnight .. so that had there been anything amiss it would have been noticed....  and experience of  children with no illness might increase the doctor’s confidence in not panicking over such cases later in his career.   Some departments with less workloads have in recent years made a tremendous fuss about supposedly unnecessary cases being referred - but they do not really take up much time (or five or six of them a night, if the doctor is up anyway, would not do so).

Additional work was created through some people presenting themselves at the hospital instead of  going to a General Practitioner.   This was particularly true of  Coventry’s large Sikh population.   Possibly they had cottoned on that they got good service at Gulson.  However The Accused supposed that the reason was that they were what were called illegal immigrants,  that is, people imported unofficially whom the government can, in theory, boot out when they no longer have a use for them.   It appeared that recent immigration from the Indian sub-continent greatly exceeded official figures and the patients gave uninformative names,  even changing them in transit,  explaining that they had previously used an uncle’s name (which, they said, was customary).   Patients might feel that GPs or their receptionists might ask too many questions relating to identity, or the patients might not have clear answers to these questions or it might not be practical to register with a GP (if, for instance, migrating from uncle to uncle).  The author deduces also from The Accused’s comments that one of  the largest Sikh enclaves in Warwickshire was sited very close to the hospital.   The Accused claims that this consisted of over a million persons, by which he probably means a few thousand.   At any rate, it was customary for Sikhs to present themselves to the hospital and The Accused considered it his duty to attend to the patients, not to quibble about their identities.   Sikh children were very devotedly cared-for (and very well behaved).

The Accused was called more often than Dr. McTavish to the Casualty Department because Dr. Patel, the Casualty Officer had an arrangement with The Accused - and would call him whenever he sought diagnosis of  a rash - not that The Accused had any information to impart but he found the subject interesting and was keen to educate himself!   The Accused felt that if  he saw enough of them he would discover clues as to what might be the causes of the innumerable rashes that present themselves.   The typical rash encountered by Dr. Patel was unexplained, and as far as anyone was aware, unique and of no pathological significance.   Dr. McTavish would occasionally let slip uncomplementary comments about Dr. Patel and his casualty department.   It is common for ward doctors to mock standards in Casualty Departments, but Dr. McTavish had high standards and this Coventry casualty department compared very favourably to some others that will be mentioned.  Unfortunately, the busiest Casualty Departments have a habit of being the worst.  Casualty work is regarded as conferring considerable risk to careers and presumably the more patients are seen, the greater the risk and the greater the reluctance of  doctors to accept appointments.

Some doctors complain vocally or refuse to see patients if  they can claim that they are not their responsibility or  that the case is not urgent.   The author has never understood this attitude.   The perpetrators appear to have a degree in work avoidance and they spend more time in shooing away the patient and in making excuses than it would do to examine the patient.    If  the doctor asks no questions and does not examine the patient,  he cannot know that there is nothing wrong with the patient.  At the very least the doctor can glance at the patient, and if  the patient is full of cheer and obviously healthy the doctor can say so!   The Coventry paediatric department had an old fashioned Bolshie attitude and it never occurred to anyone not to attend to patients - and if  a succession of  applicants chose to call themselves Mr. Singh they asked no probing questions, even though Mr. Singh sounds very like Mister Mister - and Atwal Singh is not much more informative!.  Nevertheless, they did not mix up their Singhs.

Some doctors tap the chest learnedly and declare that there is ‘consolidation’ beneath at such and such a point.   By ‘consolidation’ they do not mean the pathology of that name found or formerly found post-mortem in cases of  tuberculosis but what nowadays be described as opacity on the chest X-ray.  The Accused would tap and listen to the chest with the stethoscope and declare that the child suffered from right lower lobe pneumonia.  Although ‘pneumonia’ to the reader may signify a serious chest infection, fatal if untreated, which is portrayed in Victorian novels, written before the discovery of antibacterial drugs, in the present context, pneumonia means ‘infection of  the lung’ (including bronchopneumonia) - and a patchy opacity in the relevent lobes on the X-ray (not necessarily that patchy, but the word is used to distinguish it from an effusion, which in such cases may be present as well).   This does not necessarily mean that the patient is seriously ill or in immediate danger.   The Accused when he first arrived at Gulson made this diagnosis of  right lower lobe pneumonia, would ask for an  X-ray and it would turn out to be completely clear.   The Accused did not like to be wrong.    Or it may have been that he liked to prove a case one way or the other - and these X-rays did not necessarily prove that there had been no infection when the patient was examined - though current theory did not expect it to clear so rapidly and had such rapid clearing been a possibility, that might have been expected to have been noticed..   So subsequently took a history,  examined the patients, wrote down right lower lobe pneumonia, sent them immediately this being done within minutes of the patient’s arrival, commenced antibiotic treatment when they returned they returned (or it may have been before: we have no records) and in some cases sent them for X-ray again ten to thirty minutes later.   Now, invariably, the X-ray showed shadowing where it had been predicted by physical examination when the first X-ray was taken, yet frequently the chest would be clear in the second X-ray.   Medically qualified readers will regard this finding with incredulity.    There was no doubt about it, however, and The Accused was to find further evidence that antibiotics were effective very rapidly. In fact, The Accused had already suspected this - that antibiotics, in sufficient dose, were effective immediately, that the outcome did not depend on prolonged dosage.   He felt he now had proof - or, at any rate, proof of part of the hypothesis.

Numerous cases of  meningitis were admitted.   Meningitis is classed as (non-tubercular) bacterial,  tubercular and viral.   Although the distinction between these three types can be made, the number of white cells per millilitre of  cerebrospinal fluid estimated and sometimes also the organism can be identified, by looking at the patient, this is confirmed by lumbar puncture and laboratory investigation.  The Accused reports only one case of tuberculous meningitis.. in a girl of at least sixteen.   The author believes she was as old eighteen.   It was unusual for children over fourteen to be admitted to the ward, but there was nowhere else for this girl to be treated.

There was a ‘fever hospital’.   A reader brought up in the l930s might suppose that ‘fever hospital’ means tuberculosis, or maybe scarlet fever, malaria, cholera or  smallpox.   The consultant there, however, insisted that his hospital was not equipped to treat patients and, maybe, he had no faith in his assistants.   If any cases of  scarlet fever, malaria, cholera or smallpox occurred in Coventry or in the British Isles, they were not recognised.   However, ‘fevers’ were treated at Gulson.   In theory these ‘fevers’ are non-ineffective by the time they are diagnosed but the reader, particularly if a journalist, might have little faith in this dogma.   Nevertheless, there was not a single case of cross-infection at Gulson. 

That these cases are ‘non-infective’ may provide an explanation.  But the author, like the journalists, is sceptical.   Assumptions have been made about infections.   What appears to be obvious and inevitable is assumed to be true and perhaps stories are told that confirm it.   But observations at Gulson more prove that the assumptions are false.   It is not at all clear how and why infections are spread.  Meningitis is perhaps an extreme example.   Every case of  Meningitis in Coventry and its environs was admitted to Gulson.    Quite apart from the microorganisms differing,  there was no known contact between one case and another.   Cases cropped up sporadically - over the eight month period - with no apparent connection between them.

The author recalls a recent publication - the reader will perhaps recall the details - in which it is asserted that it was formerly believed that the Black Death, whatever that was, was spread by ‘droplet infection’.   It was bad luck to be around when a colleague sneezed.   Black Death Health and Safety Officers wore body armour and gas masks.  This supposedly protected them from Black Death rather than somebody in day to day contact, if  he was surviving, being likely to have developed immunity.  It is believed that rather a lot of people contracted and died from Black Death - or diseases described as Black Death.   The Accused has suggested that it was Measles in an era when there was no population immunity.   He has also suggested that figures were faked so that populations could evade the Poll Tax, for which he claims to have some evidence.   But, assuming that a lot of people caught the Black Death within a short period of time, then it is likely that one Black Dead was at some time in contact with another Black Dead.    So the obvious conclusion is that the Black Death spread from one person to another.   If  the Black Death was Measles then, maybe, it was believed to be spread by droplets - that is, one person exhaled the bacteria and another inhaled them.   The author is not aware that this was the theory.  In his youth Black Death was alleged to be a form of Bubonic Plague and drug company educational literature displayed pictures of   Black Rats and of a variety of louse.  It was claimed that in some parts of the world similar rats and similar lice were still spreading similar bubonic plague.   The new analysis however suggests that the Black Death was not spread from person to person, nor by these particular lice (which look a bit like little crabs) but, instead, everyone in the family would be bitten by the same rat.   These rats are live in ships rather than in inland areas where Black Death also allegedly occurred.   If our rats were let anywhere near a wooden ship they would gnaw holes in it and sink it.  So maybe there was a special marine rat educated in the Code of the Sea or with blunt incisors.   If the accepted beliefs concerning Black Death and Bubonic Plague turn out to be incorrect this would be a major upheaval and one so unlikely that the author has little faith that it will happen.   If so, however, the reader might see an analogy with AIDS, which originally was discovered or allegedly discovered, under that name, in four U.S.A, cities infested with ships, was also attributed to rats of a difference species and was also alleged to have been imported via the ships.  If Black Death theory is really being demolished, this adds to the scepticism that might be directed to convention theories of infection.

When the one case of tuberculous meningitis arrived in the hospital, Dr. Jones happened to be on the ward.   He took one look at the young lady and announced that she was suffering from tuberculous meningitis and set investigations and treatment in progress.   Patients with the same disease do have a similar appearance and The Accused now would be able to recognise a case of  tuberculous meningitis at sight, but at that time he had never seen a case and, had Dr. Jones not been on the spot,  the diagnosis might even have been overlooked!  Dr. Jones did not expose The Accused’s ignorance by interrogating him before announcing the diagnosis.   The patient was treated with a continuous infusion of some antibiotic.  The first dose was given intrathecally.  The Accused cannot recall whether there were other intrathecal injections,  but the author suspects that during the first few days there were several.   We can’t remember what, but it was not Streptomycin, of which Dr. Jones did not approve.  Patients usually recover from meningitis rapidly - but this young lady was stuperous or semi-comatose for a lengthy period and took weeks to recover - but recover she did.

Although as far as The Accused can recall, there was no other case of tuberculous meningitis, there were numerous cases of  (non-tuberculous) bacterial meningitis.  The usual agents are pneumococcus, haemophilus, or  meningococcus.   The laboratory occasionally reported  ‘Neisseria’ or ‘Streptococcus;, though these are regarded as alternative names for what in connection with Meningitis or Lobar Pneumonia is usually called ‘Pneumococcus’.   The three variants occurred in approximately equal numbers and the patients in all cases lived anywhere in the catchment area rather than infection by a particular bacterium being localised.   The nearest most recent cases of  meningitis were apt to be miles away and accompanied by a different bacterium.   In the past lasting complications have been reported following recovery from bacterial meningitis - and a rapid uneventful recovery is therefore desirable.   .   However,  there were numerous cases of  bacterial meningitis.   In the past serious lasting complications had been reported following recovery from bacterial meningitis and it was therefore desirable for there to be a smooth and rapid recovery.   Recovery normally was rapid.   Just as in the cases of  pneumonia, there would be visible improvement within twenty minutes of administration of antibiotic (by mouth).   The Accused reckoned that the job of the antibiotics was to destroy the bacteria sufficiently to enable the body’s own mechanisms to take over.   If there was initial improvement, then there would be continued improvement and cure.   Therefore The Accused watched the patients to see whether they were recovering.. and, although most were visibly so with the twenty minutes there were some which appeared not to be improving. 

The fact that some patients with bacterial meningitis appeared to lie in their beds for an hour or more or even for several hours without improvement worried The Accused.   He inquired in a couple of cases whether the patients had in fact been administered their antibiotics.  These antibiotic dosages were written up as one dose ‘stat’ (statim - a single immediate dose) and then one dose qds, which means four times a day, which the doctor naively imagines to mean once every six hours.    It eventually emerged that they had not.   Fortunately the nurses turned out to be honest about this - and, in fact, supposed there had been no error.   However, what had happened was that the first dose (which would be an oral dose) was not administered until the next nursing ‘drug round’ which might be as distant as six hours from the time of admission or might even be delayed or admitted altogether.   This is particularly likely to occur if the patient is admitted in the morning and least likely to occur at night.   The doctor may be out of touch with reality when he supposes that his patients on qds  doses get their tablets at night, but at night the doctor is likely to be accompanied by a nurse or sister who is allocated no other duties or by the hospital’s supervision nurse and  the patient is persuaded to take the antibiotic immediately.   During the day the nurse may be occupied with something else, say ‘Yes, Doctor!’ and then do something else.  The reader may also suggest that the patient admitted at night is more likely to be unable to take oral antibiotic (in the form of a syrup or drink) and that the doctor will instead inject the drug - but actually they took the syrup.   This uncertainty over nursing schedules results in errors in medical research written up by Professors who do not treat their own patients and really have no idea what they are receiving.

There was a  need to find a method which circumvented this uncertainty created by nursing schedules.   The Accused knew in theory what the method was likely to be.   He obtained the opportunity of testing it through the arrival of  a couple of patients who were so ill that The Accused felt that if treated by orthodox methods they had no chance of survival.   The Accused performed a lumbar puncture as soon as the patient arrived in the hospital.   In the case of  the young lady with tuberculous meningitis the lumbar puncture was performed with the shiny needle with which the reader may be familiar and with the need for some force and ceremony.   In other cases however the children were younger and all that was necessary was, without ceremony, to push in a No. 1 injection needle (the usual needle used for venupuncture).   The Accused was in the habit of modifying the usual procedure by injection of  a volume of normal saline into the spinal canal equal in volume to the fluid removed and of a subcutaneous dose of antihistamine (which, in theory, averts various anaphylactic reactions).  Immediately after  that the Accused would inject two grammes, possibly even more, of  ampicillin intravenously.

The Accused had been taught during his Cambridge pharmacology course that the effectiveness of  antibiotics depends on the concentration in the blood and, also, that there is no such a thing as bacterium resistant to an antibiotic.   If a sufficient dosage is administered, this kills the bacteria (if the antibiotic is in fact ‘bacteriocidal’ - kills bacteria in the manner of the penicillin derivatives - rather than bacteriostatic -  prevents their multiplication, in the manner of the sulphonamides).   It is customary for the laboratory to test the sensitivities of bacteria - to grow cultures and to observe the effect of  adding a standard amount of antibiotic.   The patient however regularly responds to antibiotics to which the laboratory says it is resistant.   Dr. McTavish would occasionally mention that according to theory ampicillin does not readily cross the blood-brain barrier ... though it does to some extent.   This means that if it is injected into the blood it diffuses slowly into the spinal fluid.   It is not routine to culture bacteria from blood in cases of meningitis, but these patients had very obviously infected cerebrospinal fluid and no signs of septicaemia.   Nevertheless, where the drugs were administered as prescribed, 250 mg qds of oral ampicillin cures the disease.  Clearly the drug crosses the blood/brain barrier sufficiently.   It is not necessary to offer an explanation but if the drug diffuses slowly it will nevertheless continue to cross the alleged barrier until it is in similar concentration to that in the blood  - and it seemed to The Accused that an antibiotic with a smaller molecule might diffuse more rapidly but would also diffuse more rapidly hack and out of the body altogether and into the urine.   Also, surely blood vessels do run all the way into the brain and spinal cord!   There are considerable advantages to use of an antibiotic with a large molecule.   Penicillin G was notorious for its rapid excretion, with patients in the early days being required to drink their urine! 

The initial intravenous dose injected by The Accused  was at least eight times the normal regular dose.   In adults he might administer as much as four grammes.   The theory is that this one dose cures the meningitis.    The patient will be given further doses and  The Accused might stagger the doses, the next (oral) prescription, after four or six hours, being one gramme or  five hundred milligrams, and the next similar or smaller, with the usual 250 mg qds following  (or smaller dose in a small child).   It does not matter however.   The single dose cures the patient.  The allegedly moribund patients on whom this method  was originally tried were cured within twenty minutes!

Dr. McTavish claims that the new treatment was also meted out before it became The Accused’s routine on a patient with spina bifida and hydrocephalus who lived in a cot in his own room - one of several smaller rooms on each side of the corridor that led to the main ward.   This patient had been there for several years and was chronologically in his teens.   The Consultants had pointed out that it was common to resort to euthanasia in such cases (which was well known though perhaps not openly admitted to the public).   The patient however, they said, might not only be capable of  survival but refuse to die!   Gulson was not a killing hospital.   Some are and some are not.   Bolshies are not too keen on the killing of  the supposedly inferior.    They have learnt to see themselves as near the top of the hit list.  This patient was a great favourite with the staff and they hid him away out of sight of any Neodarwinist spy who might arrive to count the cost of floor-space.   According to the story Dr. McTavish tells us this patient developed an infection which The Accused was expected to investigate and treat.   He got into a complete muddle and the handle came out of the large syringe used to collect the blood for bacterial culture.   Some of the coagulated blood dropped out of the syringe onto the floor.  Since the investigations required a  considrable proportion of the patient’s blood volume and it did not really make any difference to anything  The Accused,  Dr. McTavish tells us,  picked up the blood (a piece of solid jelly) off the floor and put into the specimen bottle - or he may have put whatever remained in the syringe into a separate bottle.   The report came back, Dr. McTavish assures us, as ‘contaminants’.   This was the Coventry name for what in the USA and some posh UK centres is known as  ‘asymptomatic baccillaemia’.   According to the Bacillaemia School these bacteria live in the blood and may eventually cause serious infection whereas the Contamination School say that these particular bacteria are commonly found in cultures but cannot survive in the human body, never cause infection and  enter the blood or culture by accident after the blood has been taken from the patient.   Every laboratory has its own regular portfolio of  ‘contaminants’ and the pathologist may not even bother to report them.   Dr. McTavish, who was nifty with the typewriter, may have added the contaminants.  Contaminants or no, the patient would have been dead from his alleged septicaemia if not treated before the culture results were obtained.   The patient received one of  The Accused’s massive doses of ampicillin.

The Accused needed to cure his patients, whether or not this possible by existing methods,  not only for the patients’ sake but because failure was not in those days permitted.   The Accused’s new method of treating meningitis was 100% effective.  All patients recovered rapidly and without complications.   There exists the alternative of  injecting antibiotic intrathecally rather than intravenously - or of  injecting antibiotic both intrathecally and intravenously.   The Accused consulted Dr. McTavish and Dr. Jones as to feasibility of  using for this the drug Neomycin.   They advised that it was reasonable to use it and it became The Accused’s drug of choice for intrathecal therapy and was also occasionally used for intravenous therapy.   Intrathecal therapy was used initially also only in patients that appeared moribund on admission or in urgent need of effective treatment.   The Accused appears to have used it only occasionally and when he felt like it, but that also worked.

The Accused claims not merely to have had 100% success with his treatment of meningitis but that in his entire career only one of his patients, as shall be shortly related, died of an infectious disease.   In recent years numerous young people are reported in the press to have died of  bacterial meningitis .. and this is claimed to be because the bacteria are ‘resistant’ to known antibiotics.  That means, presumably, that patients were prescribed antibiotics and perhaps even consumed them but died nevertheless.  This has resulted in a government panic and an emanation of  the not always overintelligent missives  generated by the government’s health education executives.    These, admittedly, are young ladies between the ages of  eighteen and twenty five whereas The Accused’s patients were mostly younger.   Newspaper reports also claim that some of these ladies fell ill suddenly and were dead within hours or sooner, whereas The Accused’s patients are believed to have fallen ill gradually over a day or a day and a half.  There have also been claims that the modern patients consulted doctors, that they did not appear seriously ill and had nothing to point to meningitis, but that they contracted the disease suddenly soon after and succumbed soon after that.  It may  be that The Accused’s method would have worked.   There is nowadays a dogmatic belief in ‘resistant’ bacteria and  antibiotic regimes are, by  The Accused’s standards,  prolonged administration of inadequate doses.   125 mg of benzol penicillin may be adequate when prescribed by GPs to patients who do not need antibiotics but does not necessarily do anything besides selective breeding of  bacteria which can tolerate low doses of  benzyl penicillin. 

Modern medical students may suppose that the difficulties created by nursing schedules can be averted by continuous intravenous infusion.   Dr. Jones in at least one case of non- tuberculous Meningitis tried a regime of continuous infusion recommended in published scientific paper.  This worked, eventually, but not as dramatically as The Accused’s method.   Continuous infusion has become fashionable.   However,  it is more reasonable to hit the bacteria with a single and sufficient hammer-blow.   The standard routine provides a series of smaller hammer blows or, at any rate, after the antibiotic is consumed, the blood levels reach a peak as the oral antibiotic is absorbed and then go down again until the next dose is administered.   If continuous infusion is used, an equivalent total dose is used but it is spread out so that it never reaches a peak.   Antibiotics are also apt to be chosen which are rapidly excreted.   The bacteria  can be expected to lap this up!  Tuberculous meningitis, also treated by Dr. Jones by continuous infusion, may be a special case.  Although a drip may appear to take the onus off the nurse, drips do clog up or for other reasons stop functioning - and trials for antibiotic preparations intended for intravenous injections are not performed after first diluting them with large quantities of  saline solution - which will be diuretic.  Mycobacteria have always been found to respond slowly to antibacterial chemicals.   There are various possible analogies.  For example, a gang of dangerous visitors from outer space may be effectively eliminated by dropping several tons of manure from a great height.....  but if they are surrounded by a solid space ship it might be more effective to allow dilute fertiliser gradually to seep through the cracks. .. or a sheet of steel may be resistant to an armour piercing shell but crack if   tapped a million times on the same spot.  If the theory is correct that the antibiotic is effective in proportion to the concentration in the blood there is also no point in hitting the bacteria with small doses of  a several antibiotics simultaneously.   It is more sensible instead of using, say, three, antibiotics to use three times the amount of one.

The government propaganda in response to the meningitis deaths would have been misleading in l969-1970.  Perhaps symptoms have changed.   The diagnosis was not then difficult.   It could be that The Accused never saw any cases where there was difficulty in diagnosis...but surely he saw all the cases in the Coventry area.  Coventry was the third largest city in England and although it was regularly said that the missing of a case of meningitis was one of the great dangers facing GPs this rarely happened.. or, at any rate, the GPs rarely failed to send the patients into hospital.    The give-away physical sign was stiffness and retraction of the neck - known as opisthotonus.   Conceivably, a near- terminal patient might appear limp, pale and suffer from convulsions.   The list of  signs and symptoms provided by the government seems more likely to be a confusing irrelevance and recipe for false alarm.   However, although the diagnosis may not be difficult, twenty year old previously healthy young ladies at university are not expected to be suffering from meningitis. 

The Accused claims that the government propaganda or advice generated by the epidemic of deaths of meningitis of these young ladies was misleading, for instance, in describing the presence of a rash, any rash, as a diagnositic feature of meningitis.  In the past, rashes have not been considered features of meningitis and were not in The Accused’s cases other than a rash associated with a causative organism, such as measles, maybe only measles, or due to drugs.   Patients with a measles may have meningitis but they do not necessarily do so.   On the other hand, patients with acute meningococcal septicaemia are described as suffering from a ‘typical’ rash.  The patient falls ill suddenly and also dies soon afterwards and during this brief period of a few hours a rash - red dots - rapidy appear and grow larger and coalesce into a generalised purpura.  The purpose of the Chief Medical Officer’s advice was to ensure that serious cases were sent into hospital and treated.   The GP, in these cases, would not require the Chief Medical Officer’s advice to recognise the seriousness of the illness.  This rash did not appear until the patient was moribund.  On the other hand, whereas opisthotonus was a reliable diagnostic feature, a rash had no value in diagnosing meningitis and the advice might create a panic where there was no serious illness or might inactivate the medical services through large numbers of  healthy patients being regarded as potentially seriously ill.   Other non-specific and in themselves not serious features were also listed as diagnostic signs.  The propaganda appeared to confuse meningitis, which can be caused by meningococci with acute meningococcal  septicaemia, which typically not combined with meningitis.   This brand of  septicaemia whether or not accompanied by meningococci is rare and apt to be fatal whereas meningitis is relatively common.  The propaganda also did not appear to distinguish between bacterial meningitis - and viral meninitis for which there is no treatment and which, in The Accused’s experience was harmless - and the government agents appeared in versions of their advice to be describing a rash caused by measles - which suggested that their ‘meningitis’ was provoked by vaccination.

The Accused’s criticism of  this emphasis on supposedly irrelevent symptoms that were not any indication of danger was provoked in part by the Chief Medical Officer’s performance in the l980s when alleged homosexuals were encouraged to run to doctors to be injected with AIDS.  There are no symptoms of  AIDS, which is a predisposition to infection, the symptoms when they arrive being of various infections failure to recover from infection, failure of  cruel treatments  or symptoms of death.  Accordingly all manner of  trivial symptoms were listed to encourage the suspects to identify themselves, on the assumption, presumaby, that there existed not many people who offended President Reagan’s morality... but in fact this created a widespread panic and the Chief Medical Officer had to urge the non-homosexuals, whoever they were, not to report to the AIDSFinders!

The Accused’s criticism of the bureaucrats’ advice, however, may be unfair.   The Accused supposes that anyone with power within the medical establishment or government health monopoly is certain to be an idiot with the correct genetic credentials educated at a Public School.   Also, his experience was more and more that where armchair criticism suspected that modern medicine might be intellectually uninspired rather than facing new problems, it turned out to be overgenerous to give the modern health services the benefit of the doubt.   But meningitis may have changed since his day.  There may now be fatal viral cases, whether or not promoted by vaccination.  The Accused had little or no experience of such cases in older patients and although the rash of acute meningitis is said to be ‘typical’, the words used to describe it by experts are so variable that as far as the student can gather from these descriptions it could be ‘any rash’.   Further, The Accused himself reports that mysterious rashes appeared on young adult women in the l980s.  Suppose that whatever caused one of these rashes also caused meningitis.   He also reports that doctors are much more inclined to ignore a rash when it appears in an adult than to panic over it.  The rash may not per se be a sign of meningitis, but if  the rash is present together with a headache and a reluctance to flex the neck in an apparently well young adult lady, such as in the past would not have been a likely candidate for meningitis, might the rash not induce the doctor to take the other features seriously?

On the other hand,  these young ladies who died might do so despite being admitted to hospital and  patients with acute meningococcal meningitis, or similar syndrome attributable to some other bacterium, are apt to die despite immediate diagnosis and immediate treatment.   The Accused’s treatment was allegedly invariably effective and so however belatedly administered, so long as the patient was still alive.  It could be administered by the GP or by his receptionist or by the chauffeur employed by the Emerengency Service or even a bogus doctor recruited by the GMC not to blow whistles or by a hospital administrator.   It might have been worth trying.  It might have been worth using The Accused’s treatment. 

These patients have, for the most part, died after admission to hospital.   The Accused’s treatment, if the patient is alive when she or he arrives at the hospital, might be expected to survive.  Since the modern treatment does not work whereas The Accused’s did, it might have been wise to try The Accused’s method.

The drug ampicillin used in the aforesaid method was the favourite of  Dr. Jones who did not permit the use any other antibiotic (except where another antibiotic was specifically indicated).   In London and by Royal College Examiners it was believed that patients with ‘penicillin sensitivity’ also were ‘sensitive’ to ampicillin, a version of  penicillin.   Several cases of  alleged sensitivity to ampicillin have over the subsequent years been published.   Maybe so and maybe not.   So it is always with the medic custom of  drawing conclusions from isolated alleged cases.   At that time it was the opinion of  West Midlands researchers - which had also been the teaching at Cambridge -  that the molecule of  ampicillin was too large for  hypersensitivity.   The most common ‘evidence’ for  penicillin hypersensitivity is a rash.   Londoners supposed there was not a specific recognisable ampicillin rash, were suspicious of any rash tat appeared and supposed that such a rash was also a sign of  liability to other forms of  sensitivity’ or anaphylactic shock.   But in Coventry there were so many patients and so many treated with ampicillin that it was clear that all patients so treated got this rash, not just ‘sensitive’ patients , if indeed there were any sensitive patients, and that the rash was specific and easily recognisable.   West Midlands researchers believed that the rash was not due to the ampicillin but the oil in which it was suspended.

If  ampicillin really was a dangerous drug,  then the massive doses administered by The Accused might have been risky.   The Accused felt that it was necessary in any case to be prepared for such eventualities.   He therefore routinely either had available or injected a syringe containing phenergan (an antihistamine) and routinely administered antihistamine with the intrathecal version of  this treatment.   Another  innovation of The Accused was to inject saline solution into the cerebrospinal canal to make up for fluid removed on lumber puncture.   It was intended to avert changes in pressure.   There is little to justify this procedure, but also nothing against it.   The Accused’s colleagues knew about this innovation, but they were unable to judge whether it was an improvement or an irrelevancy.   If dozens of nubile young ladies have been dying of  meningitis because London pundits are convinced that ampicillin may trigger ‘penicillin sensitivity’, this would be unfortunate.   The author is in no position to deny this sensitivity theory.   Athough some of the evidence - and the evidence available in l970 - is at best questionable,  the author has been informed that evidence currently exists.   It does not follow, however, that the ‘sensitivity’ need harm the patient if the doctor is prepared for it.   None of  the Accused’s meningitis patients had any adverse effects from the treatment.  The Accused’s similar treatment for hospital pneumonia is discussed in the chapters relating to Carlton Hayes Hospital - but that was also 100% effective and was the only effective treatment known to mankind!  This treatment invented by The Accused cures the patient visibly in under an hour and is therefore a revolution in medical treatment.  All other methods are reckoned to be slowly affective - over a matter of days or weeks - and lengthy disease predisposes to lasting complications.  It is obvious what the complications of meningitis might be.   The meninges fibrose or  the infection spreads but lest the author’s memory is failing, the reader can look this up in textbooks.

Modern newspapers have reported fatal cases of viral meningitis (a common complication, though not typically very serious, of vaccinations).  In l969-70 viral meningitis was more common and there was, without treatment, uneventful recovery.   The Accused did however contact Burroughs Wellcome about their antiviral drug with whose name he had been made familiar at Cambridge.   The Accused was appointed a registered investigator by the company - which, because it was ‘unapproved’ was a legal necessity and the phials were flown in from the USA.   The Accused to their disappointment reported however that it appeared to have no effect at all, whether beneficial or deleterious.

Burroughs Wellcome antiviral drugs later found a use in the treatment of  the alleged AIDS.  They marketed a drug for AIDS treatment originally under the name Retrovir - a name which it could not have been been coined during the drug’s earlier history.  It was used in these early AIDS cases - all of them - as treatment for the accompanying (viral) herpes simplex (despite the name Retrovir) and the drug was then still ‘unapproved’ with a history of  not being used.  The Accused likes to imagine that not only was he the first person to discover AIDS but that he was, by coincidence, also the first person and only person to test the drug eventually used to treat it - other drugs supposedly being variations of the same.  However his observations that this drug had no effect on patients contradicts his alleged claims that diagnosed AIDS was fatal not because of the disease but because of the treatment.   The routine treatment, on a massive scale, of  persons suffering not from AIDS but from antiviral antibodies - inconsistent surely with the diagnosis - is surely another bizarre episode in the history of  AIDS of doctors, the drug companies or international bureaucrats putting the boot in, preventing scientists from conducting the necessary investigations.

The technician, to make it unnecessary for her to be continuously called out,  taught The Accused to count (or estimate) the concentration of  cells in cerebrospinal  fluid by looking at it through the glass bottle.  He did this with no more than five per cent error and indeed was likely to produce the same figure as the pathologist.  A cell is a relatively large object but readers who were interested in nature study during their childhood may have noticed that light may reflect off  unicellular organisms or even bacteria to make them visible and countable despite their small size.
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