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Meningococcal Septicaemia, the reader has learnt, is famed in textbooks for its ‘characteristic rash familiar to all readers’ portrayed on colour plates in ancient tomes in Accused-dad’s library at Briarwood.   Students were and are required to describe this rash, familiar to all medics, using the memorised set of words, in their examinations.    Patients with Meningococcal meningitis may perhaps have a degree of septicaemia - but The Accused had is believed never to have seen this rash and the author has never met any other person who has seen it or who, for that matter, knows what the ancient colour prints portray.  The author understands that even in its heyday this rash was commoner amongst the denizens of mortuaries than amongst patients with mild symptoms who report to G.P’s surgeries in order to ruin the doctor’s career.  Modern textbooks nevertheless report that ‘acute fulminating menigococcal septicaemia’ is fatal within four to fourteen hours, within which period rashes develope (but not meningitis) which differ from those on the old colour prints - and that the patient may recover if immediately injected intramuscularly with three grammes of  benzyl penicillin ... which resembles the treatment invented by The Accused which he claims to have been revolutionary.

Staphylococcal is another relatively rare syndrome, to a case of which Dr. Duncan Vere asked The Accused to pay special attention on his firm at the London Hospital.   So The Accused had seen it before.  The Staphylococcus is noted for abscesses... and will be encountered again in the context of  the Harley Street Resident Staphylococcus in l974.  So when a child arrived at Gulson with pyrexia and swellings of joints and other features that reminded The Accused of  Dr. Vere’s patient, Dr. Jones and Dr. McTavish engaged in learned discussion of  Still’s Disease, Rheumatic Fever, and the various unusual but serious diseases the possible presence of which they were going to investigate.

        “It’s Staphylococcal Septicaemia”, said The Accused.

Dr. MacTavish chuckled politely.  He thought The Accused, famous for his humour, was joking.   Staphyococcal Septicaemia is not very common.   Unless the doctor has previously seen a case, he may see no immediate reason for suspecting septicaemia, let alone septicaemia caused by a particular organism.

The learned discussion continued and Dr. Jones issued a catalogue of instructions.

        “It’s Staphyloccocal Septicaemia”, repeated The Accused.

The Accused was politely ignored.

        “It’s Staphylococcal Septicaemia..”, repeated The Accused.

        “Staphylococcal Septicaemia!”, repeated The Accused, “No it isn’t!”

        “No, it isn’t!”,  said Dr. Jones.

        “Oh, yes it is!”

         “Oh, no it isn’t!”

        “Oh, yes it isn’t!”

         “Oh, yes it is!”

Dr. Jones looked puzzled.

        “I don’t see why it should be septicaemia....”

        “Staphyloccal infection causes swellings of the joints, doesn’t it?”

The Accused did not wish to set himself up by confessing that the idea had been put into his head through his having five years previously seen a similar case.  I could not even be sure how similar it was.  One pigeon does not make a summer.   The Accused would look silly if he produced such a reason and it turned out that the patient was suffering from something else.  So he acted as if he had no reason for this brainstorm.   Then, if he was wrong, then his comments would be attributed to his sense of humour and, if he as right, he would have scored a diagnostic triumph.   The Accused was not convinced.  He was never convinced.   But he felt that might be the diagnosis and that, if so, it was important that this was discovered and the patient was appropriately treated.   Dr. Vere had given The Accused to understand that untreated Staphylococcal Septicaemia was dangerous.

    “Yes”, said Dr Jones, “Staphylococcal abscesses are common enough... Patients with whitlow’s used to come in regularly into Casualty Departments....  Casualty Officers used to drain them pusshing a hot copper wire into the abscess......”

    “A whitlow?  Is that an official term?  Is a whitlow an abscess under the nail of the big toe?  Or is it an infected bursa on the side of the toe, where there’s a bump, where narrow high-heeled shoes rub against it.... I thought a whitlow was sort of verucca...”

Dr Jones diverted into anecdotes about whitlows, abscesses and veruccas.

    “You get a single walled- off staphyloccal abscess in one place”, said Dr. McTavish. “This patient has a swelling of one elbow ... and one of the knee ....”

    “Isn’t the other elbow swollen and the wrists...? ..and there may some swelling of fingers....”

    “How”, continued Dr. McTavish, “Is the infection going to get from the elbow to the knee or from the right elbow to the left? That would require infection carried in the blood, a septicaemia.  Then you would expect the patient to be seriously ill and the infection to crop up all over the place, for it to be generalised, not localised to the joints....According to you, the patient is suffering from tonsillitis, pneumonia and meningitis....  These bacteria would be everywhere!”

    “You can’t say that for sure....  I reckon that there is a fever....”

     “Oh, yes, there is a fever”, said Dr Jones.

      “The fever is caused by toxins leaking from the joints....”, said Dr. McTavish, who then recited learned theory....”

      “The Staphylocci, if they are still there, may not know that.  You don’t want to let them hear you, just in case.  Things don’t always make sense.  It is staphylococcal septicaemia just the same!”

    “No it isn’t!”

   “Yes, it is!”

   “No it isn’t!”

    “No it isn’t!”

    “If there was Staphyloccal Septicaemia or the bacteria decided to invade because as secondary event.... because a suitable home had been set up.... would that show on blood culture...”

    “Yes,”, said Dr. Jones, “The bacteria would show up on culture.  You can do that if you like.  It’s routine investigation for pyrexia of unknown origin.”

“That would take another 300 mils of blood.  Roland is then going to drop the syringe on the floor as he did with the patient with spina bifida.  That’s another 300 mils .. and then the laboratory say that they need another specimen... which is another 300mls.  Patients end up with a fifth or more of their blood volume taken for investigations.....It may take two years to replace the haemoglobin ... It creates a vicious circle....”

“Ask for a blood culture.”, said Dr. Jones, “But it is not advisable to drop the syringe.  Will you be convinced when it comes back negative?

“Well... hopefully we will know by then or have found some diagnosis.  But.. to be honest... a negative result proves nothing.  As matters stand, the patient has Staphylococcal Septicaemia.   .. there may be tests for antibodies or the swellings could be aspirated.....  It doesn’t make any difference.  We’ll be administering antibiotics anyway, won’t we?... and curing the septicaemia before anyone discovers it.”

“It’s not Staphyloccal Septicaemia!”, said Dr. McTavish.

“Oh yes it is!”

“Oh, no it isn’t!”

 “Oh, no it isn’t!”

“Oh, yes it is!”

The Accused was mocked over the subsequent days over his outrageous diagnosis of  Staphylococcal Septicaemia and then Dr. Jones informed The Accused that ‘an apology is due’.   The staphylococci had been cultured from the blood.

Then, as usual, The Accused began to voice his doubts.  But Dr. Jones had made up his mind.   The patient had Staphylococcal Septicaemia.  The Accused so regularly during his career was proved right when all said he was wrong (and not so only in the medical field) that he feared that he might be persuading others to share his belief, that he might be creating the illness artificially in the manner that medics, according to the evidence in these memoirs, create schizophrenia.  It is possible for belief to create collective delusions.   The Accused also did not rejoice at these apparent triumphs, which were rapidly forgotten,  since, sooner or later, he felt, he was going to be proved wrong, or supposed to have been proved wrong, and would then be permanently discredited.   The Accused claims at the time of  this revision of the text however not to be aware of  his having yet perpetrated the feared error.

The post-1990s deaths attributed to meningitis of young ladies were said to result from the bacteria being antibiotic resistant, which is a suspect excuse, and the diagnosis being unexpected and therefore overlooked or delayed.  Awareness of probabilities can be a major factor in diagnostic skill.  If ninety percent of  cabbage white butterflies arriving at entomologists surgeries were suffering from organophosphate poisoning, five per cent from spider bites and five per cent from Malign Lepidopteran Fungus (MLF), then the highly skilled scientifically trained entomologist who is right 87 per cent of the time is performing below par.   Any five year old could guarantee ninety per cent success by diagnosing every case as one of organophosphate poisoning.   If  there is an infallible cure for MLF and everything else is fatal, even if treated, or especially if treated, there is an advantage in diagnosing every case as MLF, despite 95 per cent of the diagnoses being errors - but the present theory concerns the success of diagnosis.  The five yar old can score even more highly if he knows that the ninety per cent who have been poisoned come from the West Field, the five per cent with fungus from the South Field and the rest from the  East Field - ith exceptions so rare that nobody has ever come across any.   The diagnosis of  congenital heart disease was analagous to this.   The reader has discovered that pundits at the London Hospital and the Hammersmith considered themselves very skilled and knowledgeable in the art of cardiological diagnosis (prior to resort to injecting  radioopaque suspensions into the blood and taking X-rays, surgery and inspection of the anatomy or other methods that settled the issue without doubt).   The Accused found at Gulson that the age of  original presentation or current age of the patient was strongly correlated with which  eccentricity of the heart or blood vessels from which the patient was suffering.   He did examine the patients, but by Hammersmith standards his methods were somewhat crude, the sounds that carried into his stethoscope and the vibrations of the chest being attributed to whatever vessel or part of the heart The Accused supposed to be nearby.  The Accused couldn’t hear anything through the bell of the stethoscope and used the diaphragm and never heard a twenty first heart sound.   There turned out to be typical features of history belonging to to different diagnoses.   The past histories of  patients remarkably frequently revealed confusion convulsions and collapse on account of congenital heart eccentricities which had never been corrected, though the mistake could be immediately recognised when the notes were read.   The Accused had a mysterious facility for recognising immediately when an error had been made in the past and a mistake had then been unsuspectedly perpetuated.   The Accused did not entirely rely on crude statistical probabilities and indeed appears to have had effective devices which he discovered for himself - but his available tools by the standards of  those educated at the Hammersmith were few in number - a dozen maybe compared with their thousands of physical signs (maybe symptoms or historical episodes as well, but they most famous for physical signs).   Nevertheless, however clever the doctor may be and however learned and inimatable the words he emanates, sooner or later the patient ends up in Great Ormond Street or the Hammersmith or some other place where they have equipment and surgeons and the truth will out.   There is nothing gained or lost by by the earlier doctor having been right or wrong, but the erudite are apt to make great show of  their diagnositic skills.  The learned experts turned out not merely to perform below par when compared with diagnosis derived from age of  presentation alone.   They turned out to be just about invariably wrong, whereas The Accused was invariably right in terms of the crude clinical vocabulary used .. though admittedly, According to The Accused, the patient might have a ventriculoseptal defect or a patent ductus arteriosus, whereas Experts, at least when the anatomy is examined, recognise innumerable different versions of such diagnoses (which turn out to occur in combination with others).   

The Accused could not understand how he came to be regularly right and how experts in snob hospitals came to be invariably wrong (prior to the truth being established).  But the present discussion promotes the claim that probabilities play a part in diagnosis and that they did so even in the hands of someone as self-opinionated as The Accused.  The probabilities and common modes of presentation differ also from district to district, from hospital to hospital and from G.P.’s surgery to G.P.’s surgery.   Where the surgery is full of drug addicts and hysterics in search of sick certificates, then perhaps a young lady with meningitis or even acute fulminating meningococcal septicaemia with or without the characteristic rash familiar to al readers may be overlooked.   Despite that, however, The Accused claims that in his era a doctor had either to find means of being paid without doing any work or had to be consistently right.  Bolshie Doctors were not permitted to make mistakes in diagnosis and their patients had to recover, even if the diagnosis was previously unknown to science, even if there existed no effective treatment.   “Previously unknown” was no excuse - and despite this refrain being now so often heard, rather less is unknown than is overlooked by those who set themselves up as the Fittest to Practice.

Viral mengitis can be distinguised from bacterial meningitis by the naked eye appearance of the the cerebrospinal fluid and by the miscroscopic examination peformed by the pathologist.  It may thus be merely identified as ‘viral’ without a particular virus being specified.   Press reports (in relation to the dead young ladies) suggest that viral meningitis can be damaging or even fatal.  This may be and if such a serious case of  viral meningitis had appeared at Gulson that would have been taken in its stride.  Hoever viral meningitis was there regarded as a harmless syndrome which rapidly recovered (within three days) without treatment.  There was during The Accused’s term of service at Gulson a spate of cases of  measles meningitis.  The diagnosis is based on identification of the virus, which is not particularly easy, or the presence of symptoms justifying a diagnosis of measles.  These patients usually had some suggestion of rash or erythema on admission recognisable to those familiar with measles with the full rash as familar to all readers emerging later.  As with other cases of  viral meningitis these cases were viewed with no anxiety and rapidly recovered.  Nevertheless there were aspects of their history that make them of interest.

There were during the eight months The Accused spent at Gulson many cases of Measles.  These meningitis cases were mainly bunched together during a period of  two weeks.  Measles vaccination was also at this time being introduced.  The virus was not necessarily in the other cases identified, but a number were and no two were the same.  It is probable therefore that overall there were more cases of  measles meningitis than there were attributable to any other single virus, though measles meningitis is unlikely to have constituted more than ten per cent of the total.   The pathology was also sufficiently identiable as measles for the diagnosis to have been made before examination by the Gulson doctor.  There would be invariably written in the notes (by a nurse) ‘has not been vaccinated against measles’.  The reader will come across the similar routine when patients present with alleged recurrences of  ‘schizophrenia’ - ‘did not take medication’.  The Accused never took anything to be proved without his examining or finding the evidence.  Therefore he checked up.  No other doctor would have done.  It turned out that the mothers would report ‘I thought he/she had had measles vaccination but he/she couldn’t have done...’.  It turned out also that the nurses had assumed that a vaccinated patient could not have contracted measles and could not be suffering from measles meningitis.   Therefore, they assumed, the patient had not been vaccinated.   They were surprised to be told that such an assumption could not be validly made.  What was more of interest was that these patients had been vaccinated.  The mothers, when reassured that they may not be suffering from delusions, produced (recent) dates of vaccination - which were confirmed on the phone by the General Practitioners.

Since nobody has heard of patients vaccinated against measles suffering from measles meningitis, then maybe The Accused was the only person not to be taken in and to discover this phenomenon.   Not necessarily so - or not quite.   It may well be that post-vaccination ‘measles meningitis’ has never been reported under that name.  However, it is commonly nowadays asserted that there is regularly a ‘reaction’ to measles vaccination.  This ‘reaction’ may be ‘severe’ and ‘uncomfortable’ and may or does include ‘meningeal symptoms’.   It post-vaccinee with this illness is also regularly confined to bed!   It is also reckoned that this disease is not measles but the product of the ‘attenuated strain’ of measles that appears in the vaccine.   This ‘reaction’ is not taken as point against injection of the vaccine.  But then surely one of the arguments in favour of the vaccine - quite possiby the major argument - is that it is supposed to prevent ‘meningitis’.

It could be that this disease is not measles.  It was assumed however at Gulson that these patients had been injected with measles and were suffering from measles - or that the vaccine did not work.  It would seem to be one or the other.   If the virus is sufficiently ‘attentuated’ it won’t work and if it is insufficiently ‘attenuated’ it will just be infection with measles!   Even if The Accused and his colleagues had not supposed the presentation to merit the name ‘measles’ it would not have greatly worried them.   Although there was a typical measles that occurred in ‘epidemics’ and which everyone caught, there were various versions affecting dogs (distemper) and older humans.   The staff were also biased towards regarding this ‘reaction’ as it is now called as cause for no anxiety.   The patients were in no danger and were going to recover.   If doctors and nurses start worrying this does not improve the prognosis of the patient.  It was necessary to maintain the belief when dealing with these patients that vaccination was no more harmful than measles.

Nevertheless, in those days, such ‘reactions’, if recognised as such, would not have been regardable as an acceptable aspect of vaccination.   The safety criteria imposed upon vaccines have in recent decades been much reduced.   Paediatricians worshipped vaccination far less than did politicians or doctors employed as administrators in the Ministry of Health or those under the influence or pay of drug companies.   Dr. Jones regarded whooping cough vaccine too dangerous to use.   As was well-known to all medical students there had been reports of children contracting encephalitis immediately after whooping cough vaccination.   This encephalitis caused permanent brain damage.   It is perfectly true that as research workers paid by drug companies point out, this post-vaccination encephalopathies could have been a coincidence.  The child might have been, without anyone’s knowledge, bitten by vampires immediately after vaccination.  There have been recent newspaper claims that thousands of  helpless children living in orphanages were subjected to clinical trials, which were never published, of whooping cough and other vaccines and ended up with permanent brain damage.   However, it was not in l960s-1970s usually claimed that there had been thousands of  such encephalitides.  More typically it was suggested that one person in a million or in several million injected with whooping cough vaccine contracted serious encephalitis.  When the alleged ‘AIDS’ was discovered in New York in the early l980s the same population was undergoing clinical trials of a hepatitis B vaccine, within between one in a thousand and one in four thousand of vaccinees, the figure depending on whose side you are, contracting AIDS.  This was not taken as a contraindication against this vaccine then being inflicted on all alleged homosexuals, all health workers, all Haitians.....  In l970 however had the alleged ‘reaction’ been recognised, the measles vaccine would have been taken out of service.

The theory and language surrounding vaccination has also changed.   This is in part because there exists new scientific equipment and methods of investigation and discoveries have changed the concepts used.   However, also, theory which is not convenient to drug companies has been phased out.   It was in the l960s and l970s generally believed that vaccines, not just whooping cough vaccine, might causes encephalitis.  It was considered important to keep a watchful eye to detect any tendency of new vaccines to cause encephalitis.    In more recent times there have been claims that measles or MMR vaccine may cause ‘autism’.   If  measles vaccination can be shown to create circumstances in which the vaccinee comes to be identified as ‘autistic’, then it can be shown.   But in these memoirs ‘autism’ is regarded as a spurious diagnosis - a concept which has been hijacked by drug companies and/or other interested parties around which are pivoted various clubs for autistic parents or parents of autistic children.   The typical child which appears in autism propaganda is not ‘brain damaged’ nor indeed in any way dysfunctional though parents may imagine that children interested in mathematics or who watch television or play with computers or who have no eccentricity which anyone can identify are seriously diseased and their world collapse if they were told that their children are perfectly normal.   There has regularly been difficulty in finding suitable vocabularly for ‘brain damage’ - which is what opponents of measles vaccination tried to avoid - and the word ‘autism’ has also been hijacked for this purpose.  Nevertheless, the claims of association of measles vaccination with ‘autism’ are not the former claims of  post-vaccination encephalopathy under another name.   The belief that vaccinations may be followed by damaging encephalitis has been censored out and if a vaccinee nowadays contracts encephalitis his/her parents are persuaded that they refused vaccination, that in consequence the child has contracted Hausenmunch’s Syndrome and they join the Hausenmunch’s Society financed by the drug company.   There is a catalogue of  rare but high profile syndromes, such as AIDS and the alleged human mad cow disease and, indeed, the mad cow mad cow disease which would in the l960s and l970s have been strongly suspected to be vaccination syndromes though nowadays this is not considered or the consideration is prohibited, even though there may be more evidence for it than for the fantasies that are promoted.

The reader has learnt from a previous discussion of  the Accused’s researches that the classification of  encephalatides or encephalopathies, both from a clinical and pathological view, was formerly confused or even arbitrary.  Maybe it is still so.  It was supposed or generally suspected that vaccination syndromes had an ‘autoimmune’ origin.   This terminology was invented by Professor Doniach, wife of the London Hospital’s Professor Doniach.  The body produces antibodies against its own tissues  - and there are also unusually many eosinophil white blood cells, which were taken in those days to point towards autoimmunity.  These are also found in the various modern syndromes the author has in mind.  This autoimmunity was believed or suspected to be induced by injection of proteins closely similar to the injectee’s proteins or of damaged molecules of the injectee’s own proteins.   Vaccines were thus suspected to be particularly likely to misbehave if they contained human protein, or chimpanzee protein, or any protein or the homosexuals’ own blood previously donated to the New York Blood Centre.   That may not have been the whole story and something else may have contributed or caused the autoimmunity.   Nobody really knew, but a considerable number of diseases were classified with varying confidence as ‘autoimmune’.  Nowadays we hear less about autoimmunity but more about prions, whatever they are, retroviruses and whatevers, but this may be not something else but the modern scientist’s description, using new concepts that have grown out new knowledge, for the same thing.

The reader has been told that ‘measles meningitis’ was caused by measles virus - or that the patients had or allegedly had symptoms of measles, had cerebrospinal fluid typical of viral meningitis and had measles virus in the blood and CSF - though The Accused does not seem to remember whether he ever saw any.   If the ‘meningoencephalitis’ is an ‘autoimmune’ disease precipitated by humanlike proteins then, surely, it is something else.  The viral meningitis was harmless whereas the dreaded vaccination syndrome was not.   Maybe so!  But can we feel overconfident on that point?  Although measles meningitis appears to be common and harmless  and the malignant encephalopathy is very rare, there might be a connection between the two.  An autoimmune syndrome,surely, could predispose to infection or infection to an autoimmun syndrome.   Some of the more celebrated autoimmune syndromes are said to be precipitated  by streptococcal infection.  At any rate, there could be a connection between the two syndromes.  It is not beyond the wit of man to think up possible mechanisms.  If the vaccine resulted in meningitis it might also result in the damaging encephalitis.   It could,  Couldn’t it?  It is possible.  The pathology of encephalitis is not as clear cut as theory might suggest.   The Accused assures us that encephalitis was at one time one of the commonest presentations of alleged AIDS and that the patients were also infected with histoplasma - and he claims that some patients diagnosed as suffering from human mad cow disease were infected with histoplasma.   So, to the l970 Bolshie doctor, measles meningitis was a signal that measles vaccination was not safe.   A strong case can be made - and has been made - that measles meningitis is not harmless - and it is one of the complications which, according to Ministry of Health propaganda, the vaccination is supposed to present.

There has been discussion of  measles vaccination in Press Circulars issued in connection with these memoirs.    The public controversy has concerned itself  with MMR triple vaccination but The Accused appears to have it specifically in for the measles vaccination.   There was, when measles vaccination was originally introduced, considerable scepticism amongst doctors.    The policy was more one of politicians and drug companies - and the government docked G.P.s’ wages if they did not force vaccinations and other alleged Public Health procedures on their patients.  If  Britain is regarded as an isolated population, little affected by immigration or foreign travel - and in l970 it was so regarded - little case can be made for measles vaccination - and it may even have been, as The Accused puts it, ‘stupid’.  Everyone has been convinced by propaganda that before the introduction of vaccination, measles was a serious disease with devastating complications.   This is not true.   It may have been so in l066.  Even in l930 there was still some mortality and severe morbidity from measles in the UK - but none in l969 and l970.  Everybody caught measles, though doctors did not necessarily bother to diagnose it and notify it.   It could be uncomfortable.   The patient might get a bad headache.  But everyone recovered.

It is not in the interests of bacteria and viruses to kill their hosts any more than it is in the interests of the hosts to be killed.   A virus when it first presents itself may be seriously delinquent.  Maybe it kills off everyone who is not immune.   But then a compromise is reached.   With influenza epidemics this takes place rapidly.   By the time somebody produces a vaccine, the virus has killed everyone it is going to kill.   It is usually claimed that the measles virus which causes or in pre-vaccination days caused the usual infection in humans had for centuries little changed or had not changed at all,  that it was at one time a major scourge and that only in recent years had it become relatively harmless or harmless.  It was not considered dangerous within The Accused’s lifetime - not until a drug company produced a vaccine.   So, if the population already has an immunity, or an immunity in the sense that everyone catches the disease but it does no harm and the infectee is then immune for the rest of his life,  does it make sense to vaccinate.   This, surely, is without benefit and may undermine the population immunity which already exists.   The infection which everyone in the pre-vaccination era contrated, surely, was itself a vaccination - so why bother to do so by artificial means if nature is already doing so so effectively?

The U.K. Ministry of Health circulated a series of propaganda leaflets to doctors - though it stopped sending them to The Accused - who was the only person likely to understand them.   The aim of the vaccination programme the Chief Medical Officer is alleged to have alleged was to prevent fifty deaths from measles a year.   Fifty deaths is per se a small number on which to base a policy.  There is a margin of error within every policy and fifty is well within the margin of error.  The chances are that more than fifty people would be assassinated through boxes of vaccine falling on their heads or through being run over tankers from drug companies supplying  General Practitioners.   But then in smaller print the CMO’s research assistant admits that there are not currently as many as fifty deaths a year from measles.  In fact, as far as is known, there not any!  However, in future years, with an increasing and aging population and a plague of squirrels and Lesbians there might be fifty or might have been had there not been a vaccination programme.   Then we read that these fifty imaginary deaths from measles, if they occur, would do so amongst elderly or neonatal individuals with impaired immunity.   As the reader suspects, we then read that the vaccine should not be used in elderly and young patients with impaired immunity who might get a nasty attack of measles from the ‘attenuated virus’.

The propaganda to which The Accused draws our attention does not mention the impact of immigration and foreign travel.  Nevertheless the only plausible pro-measles vaccination arguments depend on it.  The White Imperialists searching for nubile dusky maidens in the South Seas are reckoned to have brought more microorgasmic ills upon the nubile maidens and their relatives than the maidens and relatives inflicted upon the imperialists.   Measles is said to have been a great scourge amongst the maidens even though even then it inflicted little harm upon mariners spreading civilisation over the world.  At any rate, infections which were endemic amongst the civilisers but produced only minor symptoms are alleged to have demolished foreign populations.   The reader might object that Caotain Cook probably caught the measles virus when he was three years old and was subsequently immune and not carrying it.  Possibly his cat was a carrier or he had a bottle labelled ‘Measles Vaccine - Weapon of  Mass Destruction’.   Anything that is reported about Africa is suspect.   We can never be sure what is endemic and what is produced artificialy and expained away by the World Health Organisation and drug companies.  Nevertheless,  The Accused was taught at Medical School that in those days epidemics of measles in Africa resembled the mediaeval Black Death of Europe.   Measles was an imported disease, the story ran, and Africans did not have the European natural immunity.

If in fact Africans are susceptible to Malignant Measles and if this is caused by the same virus  as causes Benign European Measles, then President Bastard of  the Free Komodo Republic might decide to sell the President of the Royaumes Unies several hundred thousand slaves from the rival Owala Tribe.  When this happens the Owalas, officially or unofficially, become part of the UK population and the UK population no oner is immune to measles, or, at any rate, the Owalas are not.  From this can be constructed various arguments for measles vaccination.  President Bastard kills several thousand Owalas every day and if President Bliar of the RU saves fifty of them from dying of measles, then President Bastard will probably arrange to dispose of the same fifty or another by some other means.  Nevertheless, Owala illegal immigrants imported to work in R.U. fever hospitals may catch measles from the white hospital administrator and therefore, according to theory, it might be best for him to be vaccinated.  The virus might still find some place to hide and jump out to clobber the unsuspecting Owalas, but, according to the theory, if enough hospital administrators are vaccinated, the virus despairs and commits hari-kiri.  Or it may be that Malignant Owala Measles, after all, is not the same virus as Benign European Measles or that, even if it is, the hospital administrators catch measles off the Owalas and succumb.  So it is useful to administer the vaccine to the Owalas and to present a double dose to the administrators.  As a matter of fact, the British government did not suppose that its existing native population needed vaccinating but it wanted to vaccinate the Owalas.  It supposed that an epidemic of Black Death amongst the staff of fever hospitals might generate bad publicity - not that anyone would have found out.  But it was in those days taboo to enact anything that might be interpreted as racial prejudice.  The Chief Medical Officer suspected that Black people needed vaccinating and White people didn’t, unless they were Jewish or Central Europeans, but if the White’s were vaccinated, the Blacks had to be as well.

This is all theory - and it is full of holes.  The biggest hole is that Owalas are not susceptible to Malignant Black Death.  It is taught that they are in Medical Schools and millions of pounds in research grants still goes on Owala Black Death Prevention Research.   In l950, indeed, there was a epidemic of  BD which destoyed half the population of  the Free Democratic Republic of Komodo .. and not only the denizens of  President Bastard’s Detention Centres.   However, nobody in Komodo since l965 has had any lasting damaging effects from Measles and no Komodan or African in the U.K. is susceptible to Malignant Measles.   As far as is known, Measles is no longer a danger to anyone anywhere.   It is also mysterious to the author that children are now vaccinated before they are susceptible to measles.  Children do not catch measles until they are old enough.  Before that, despite being surrounded by virus, they do not do .. and therefore presumably have a temporary immunity, inherited maybe from the mother.  This runs out eventually and is renewed by the attack of measles which then provides immunity for life.  The purpose of the vaccination is for the ‘attenuated virus’ to produce antibodies in the same way as an attack of measles does so, but, presumably, until the child is old enough to catch measles this cannot be done.  It is also unclear how it comes about that measles vaccinees are said chronically to carry the vaccine virus in their tissues.  Apparently the free living measles virus is not found in the tissues of the non-vaccinated.

The Chief Medical Officer, or at any rate, his Chief Spindoctor, Professor Miniskirt, informs us that this analysis of Measles Vaccination Politics is not correct.  National Governments no longer carry any weight.  Instead the world is controlled by multinational companies and supranational organisations.  Governments do what they are told and foist it upon their countries.   The Press Barons always ensure that the President of every country is a complete idiot who will fall for the propaganda.  It is the President’s duty to impose upon his electors what is in their interests, what has been internationally agreed.  It has been decided by the Marketing Department of the Poncho Bolero that Measles will be eradicated.  This means that 99.2% of the world’s population should be vaccinated.  Therefore the entire R.U. must be vaccinated.

The mass measles vaccination of the R.U. and world populations seems to have been foolish.  It is an unnecessary intervention into a process which is already proceeding adequately without human intervention.   We now do not know what would happen if the vaccination programme were abandoned.  Has measles now been converted into a more dangerous disease?  There have been continuous allegations tht measles vaccine or MMR has undesirable effects.   Much effort is expended in silencing and rubbishing the bickerers. For all we know the bickerers are talking rubbish.  But it was inevitable that there would be such claims and that these would suggest that measles vaccination was causing considerably more harm than it could ever confer benefit.  We can’t be sure.  This should have realised before this unnecessary vaccination was introduced.  There is a long history of epidemics of illness and death being caused by vaccines.  They should not be used unless they are uniquivocally necessary.  People should not be vaccinated for every virus which some drug company can identify.   The propaganda promoting vaccinations is framed in language which since the publication of reports on the Iraq Dossier has been designated ‘lies’ and people are forced to consent to very questionable vaccines under the threat of otherwise being deprived of a means of earning a living.  With so many new panic-inducing syndromes that could very well be caused by vaccines hitting the headlines, it might be wise to show more caution instead of spinning stories to persuade or  force people supposedly incapable of  deciding for themselves to do what is in their own interest.

If a modern medic took up an appointment as a sixteenth century witch and he was allowed only two wishes, he would arrange to be supplied via the time machine with regular supplies of a broad spectrum antibiotic and facilities to conduct intravenous infusions.  The reader will discover that in the modern era, when politicians impress the public with palatial hospitals full of scanners costing millions of pounds and devoid of patients, there are hospitals where drips and antibiotics are considered too expensive to procure.   The ampicillin to which The Accused refers, as a matter of fact, is more expensive than benzyl penicillin and cloxacillin, which doctors like to prescribe when there is a danger of  osteomyelitis, even more expensive.  Administrators may well dispose of doctors who prescribe the appropriate antibacterial drugs so that they can pay for the scanner and the red carpet.  But the reader might suppose that the aevoperigrinal warlock would, as a third wish, choose the right to conduct vaccination programmes or pubic measures over a considerable area - over an entire country or continent or the entire universe.   When The Accused was a schoolboy Public Health Programmes were  considered one of the greatest triumphs of Medicine, or whatever agency conducts Public Health Programmes.  Imposition of these upon populations might be a little fascist, and although this was a little embarrassing, the results appeared to have justified the remedy.

Nevertheless, The Accused in his l968 ‘From Viet till Armageddon’ article draws attention to the dangers of  people becoming dependent on specialisation to earn a living.  This results in closed shops being set up which impose upon the public unnecessary or harmful remedies for dangers which,  without the remedy, would not exist.   The closed shop sets itself up as the only agency entitled to have an opinion on what it sells.   It becomes a Royal College of Experts.   The Public are propaganised and manipulated into a dependency on the bogus provision and become the conman’s most powerful ally.   Public Health measures are an ideal arena for such mass exploitation by gangs of  narrowly specialised experts.   There had in the 1960s been the imposition of flouridisation of water - which is now also chlorinated - and now there was this programme of measles vaccination.   These measures were a little dubious.   The propaganda was not entirely objective and the propaganists might be alleged to have not known what they were talking about.   Nevertheless, the blind followers and the critics alike still had an overall faith in Public Health.  They did not wish to throw out the baby and end up tipping out the bathwater as well.  However, as the years have passed by, Public Health has become more and more questionable.   The great reservoir of unasked and unanswered questions is being held back by a massive dam erected by those unwilling to be Found Out, but sooner or later it may burst.  The AIDSBologny was to be the trigger for mass insanity.   Doctors and nurses now find themselves ordered by government bureaucrats, under threat of  financial sanctions, to trick and brainwash the public and to threaten them with scare-stories into abiding with a catalogue of Public Heath programmes, each of which for some is a means of earning a living or of generating profit.   It is also considered permissible to tell lies - the same actor appearing on television or on films displayed at beanos for doctors organised by drug companies one day as a passive smoker, the next as an active smoker, then as an eater of hamburgers or as having forgotten to use a condom or.... and when he is not doing that, he dons a white coat and becomes a scientist, expert or doctor.   We also have Chief Medical Officers who have appeared on occasions to tell the gullible audience that this or that is ‘absolutely certain’.  Not a great deal is absolutely certain other than that the person who is absolutely certain of anything (in his supposed capacity of scientist rather than religious high priest) is a raving idiot.  Programmes become justifiable only on the basis that the theory behind it might be true and that, if so, it would be unfortunate were it omitted because there is good reason to suspect that it is not true.   The outcome is that despite censors and psychiatrists and the removal of research grants, which in any case are meted out by commercial interests, being withdrawn whenever anyone is irresponsible and contradicts the bandwaggon of fools or takes an objective view of unprovable dogma, there is amongst those who permit themselves to think not merely a constant rumble of protest against existing measures but iconoplasm of what have been considered the triumphs of  the past.  

Measles was common during the l970 Influenza Epidemic - or during what was purported to be an influenza epidemic.  Measles was ‘notifiable disease’ - which was useful to The Accused because he obtained five shillings every time he diagnosed a case of measles - provided that nobody had diagnosed it and notified it previously, which they hadn’t.  It has been repeatedly asserted in this chapter that in the prevaccination era ‘everyone’ caught measles once and then did not catch it again.   Perhaps they still do.  If the patient catches a disease and is believed to have been vaccinated then it is not called measles!   It did not follow, however, that the government was bankcrupted by paediatric house officers notifying measles - nor that the paediatric house officers notified cases of coryza as measles so that they could earn five shillings.   No doubt there were false notifications - mistakes in diagnosis are common - but not consciously with the aim of  earning five shillings by deception.   Nobody bothered to notify anyone when The Accused had measles.  Children who suffered from measles did not necessarily bother to consult doctors.  Measles was expected and not a cause for panic.   If the G.P. was consulted he probably kept his distance, in case his cat or other patients caught measles and supposed that his time taken in signing the certificate was worth more than five minutes or didn’t know where his receptionist had put the forms.   If he knew that measles was notifiable he would probably come up with some other diagnosis so as to absolve himself from the bother or, if he was illiterate employed by the Emergency Service, refer the case to The Accused, who knew how to sign his name.   Nevertheless measles was notifiable... and still is.   Meningitis, as far as is known, was not.   This was because in a former era meningitis, otitis media, epilepsy and other complications were attributed to measles.

There did exist in Coventry a fever hospital - with a consultant, Dr. Scott, and a house-officer, Dr. Lazi, whose accents on the phone betrayed origin in India or some nearby place.   So, after The Accused had come up with a diagnosis of  measles and had signed the certificate, he would phone up Dr. Lazi to suggest that the patient be transferred to his hospital.   There would then be a catalogue of excuses.   The fever hospital was not equipped to treat ill patients.  Yak!  Yak!  Yak!  Excuse!  Excuse!  Excuse!  Well, then, if the fever hospital could not treat patients, then Dr. Lazi could, if the patient felt ill, send him/her back to Gulson.   Dr. Lazi was not unique in his capacity to produce excuses.   There was a collection of doctors who, if phoned with the notion of transferring a patient or of soliciting some service, would produce endless justifications for not doing any work.   This was to be particularly common amongst anaesthetists.   They all had similar voices and eventually as soon as The Accused heard such a voice - Yak! Yak!  Excuse! Excuse! - he would slam the phone down.  It was waste of time.  Time was in short supply.  The Accused named this phenomenon as the Indian Voice Syndrome.  Nobody has ever seen or will ever see whoever is or isn’t at the other end of the phone - but there is always the same Asiatic voice - Yak! Yak! Yak! Excuse! Excuse!  Excuse!  This diagnosis, in common with others which The Accused invented, became regular parlance amongst his colleagues.  This may sound racist.  But nobody considered it to be so.   This syndrome was a familiar fact of  life and continued to be so at other hospitals at which The Accused worked.

The person to whom the IVS was attributed would be paid as a doctor below consultant rank in some hospital.   There was only one effective treatment of  IVS - and this treatment was infallible.  It was common enough for doctors to appear to their (non-consultant) colleagues as refusing to do any work.   The Accused was not to have a great many ‘white’ colleagues and therefore not a great many white work avoiders.  But, although the sample is too small to be conclusive, the percentage amongst whites appears to have been no lower.   However there was a custom amongst work-avoiding ‘foreign’ doctors, some of whom belonged to religions which forbade them from taking what they interpreted as taking orders or working for white untouchables of being excessively sycophantic towards consultants (though, according to The Accused’s evidence, flattering them and manipulating them).   If the consultant of the person voiced at phoned up the consultant of  the voice, then the voice immediately complied.   The Accused was not in the habit of complaining about Indian Voices to higher authority, though he made no secret of being afflicted by this phenomenon.  It was too comical not to report!   The paediatric medical ward at Gulson had a turnover of  seven hundred in patients a year.   It was obviously more, but that was the official figure.   Seven hundred is a finite number.   Whatever was the actual figure, it would be a finite number.  It never happend that a bed was not available, even though the patients arrived unannounced or with little notice.   Patients usually just arrived or else there would be a call from a G.P. or the Emergency Service to the house-officer, occasionally to the consultant, if there were special circumstances, but in such a case the houseman was independently phoned as well.   The call might just be “I am sending you....” or it might be framed as a request that the patient be admitted.   Although a ‘request’, this was not a request that could be refused or which anyone considered to be refusable.   The owners of Indian Voice syndromes in later years were sometimes to occupy posts which were not sinecures and by the time The Accused retired, it was becoming increasingly customary for even consultants to believe that their departments were entitled to refuse patients.   This however was a pathology arising from the decline of the NHS.   The doctor does not know that there is nothing wrong with the patient until he has seen her/him and the referring doctor may have his own reasons.  It takes more time to argue - Yak! Yak! Yak! Excuse! Excuse! Excuse! - than  to examine the patient.  It might therefore on occasion seem that a large number of  patients in the post-infective stages of measles might clog up the system.  Accordingly, Dr Jones on one occasion phoned up Dr Scott.  The outcome was that Dr Lazi accepted cases of measles.  However then The Accused would recite the patient’s history and physical signs... including Koplik Spots, which, if there is such a thing and the doctor identifies them correctly, are specific to measles, and other features which really left little doubt.  But then there would be more Yakking and Excuses.   Koplike spots did not prove measles, the morbilliform rash in the described distribution which was evolving in the manner described did not prove measles.  Nothing proved measles.   The Accused was surprised at the philosophy but not overly surprised.   A ten hundredweight mammal with a long nose and two horns may not be an elephant.  It may be a mouse in disguise.   The Accused was not sure whether it would be a mouse in disguise, but it might be something in disguise.  His knowledge of zoology was insufficient to know exactly what.  That was one of The Accused’s reasons for providing a description of the animal - that it was bigger than the average cow and had a long nose and big ears.  He thought that this was enough to persuade the other party that the animal shold be regarded as elephant rather than a Kohl Rabi in disguise.  On the other hand, it might be a Kohl Rabi in disguise and therefore, he supposed, the elephant keeper, who might be expected to know about elephants, might consider himself insulted if  The Accused merely identified the species without givin futher explanation.  But then The Accused found that if he said that the patient was suffering from Measles and said nothing else, then Dr. Lazi accepted her/him without further comment or argument.  But then Dr. Ones had a further word with The Accused.   He had again spoken with Dr. Scott.   The fever hospital was ill-equipped.  It could not treat patients.  It was not possible to find medical and nursing staff for the fever hospital who could recognise or deal with any complication that might arise.  The fever hospital could not cope with convalescing cases of  Measles.   It might be better not to send any patients to the fever hospital.   What exactly was the purpose of the fever hospital, wondered The Accused.  Did it perhaps treat cases of smallpox, cholera or chronic tuberculosis? No, the fever hospital could not deal with these.   If  Dr Scott diagnosed an infectious disease, he would send it to Gulson.  His hospital was not what was known or had been known as an ‘isolation hospital’ for diseases considered too infectious to be treated at general hospitals.  Did the fever hospital perhaps only treat adults ... which would have come to a surprise to The Accused.  Well, it’s staff were not familiar with paediatric procedures, but they couldn’t treat adults either. Was it then a hostel for the homeless who had been laid low by feverish illnesses in past years.  No, it couldn’t deal with these either.  Nor could it deal with dying patients who could not be or were not treated.  The Accused was unable to discover any purpose for the fever hospital nor, indeed, whether it had any patients.  

.

The explosion of infectious illnesses in winter l969-70 was described as an Asian Flu epidemic.  The Accused made inquiries with the aim of discovering whether anyone had actually checked up whether their patients were carrying this alleged influenza virus.  If  he had been told that such and such a party had checked up, this might be evidence that the patients were infected with this influenza virus or that the virus was the cause of the disease.  However,  nobody was able to tell The Accused about any such investigation.   This might happen if none of the patients are suffering from the imputed virus or could happen if they all were and either nobody had bothered to check or else somebody had but the information had not reached The Accused.   The Accused, like his father before him, liked to be pally with pathologists.   There has been progress in methods of  bacterial and virological investigation since l960 and, although the modern pathologist may consider l970s methods pedestrian, there were nevertheless in l969-70 methods that were new or which had not been greatly tried.   The pathologists were keen to try them out - even if  just to become familar with them.  Dr Dugdale would whine that The Accused was asking for esoteric virological investigations, investigations which in her era local pathologists claimed to be unable to perform.  He should not ask for them, she insisted.  But The Accused asked for them nevertheless (and the paediatric consultants did not object).  Dr. Dugdale would claim that the pathologists objected to being asked to do this unnecessary and unproductive work... but the pathologists themselves denied every having made any such statement.  

The standard method for cultivating influenza virus is no secret - and the reader may look it up in the textbook.   The virus is nevertheless difficult to cultivate.  This is a possible reason for the Asian influenza virus being cultured only from one Gulson patient.   A great variety of  bacteria however were cultured and a variety of  viruses, in fact, no two patients were reported as carrying the same virus.  Dr Dugdale would scoff  that these were contaminants.  Cultures were so difficult to perform, she opined, that causative organisms were missed and irrelevent organisms picked up.   This might be so.   This could be true and it could also be true that the patient carried a variety of pathogens and that only one was cultured.  However, these bacteria and viruses were on the catalogue of  known pathogens and, according to the pathologists, if they were cultured were readily so - as they would be if present in large numbers.  They were not the standard ‘contaminants’ that were regularly found by the pathologists.     

It is customary to suppose that a specific (infective) syndrome is caused by specific pathogen and that ‘epidemics’ are caused by a specific pathogen and that, were it possible to manufacture it quick enough, a vaccine would stop the epidemic.  In practice, the vaccine is distributed when the epidemic is already on the way out.   The Accused’s evidence suggests that the conventional assumption is false, that during an ‘epidemic’ the illness ascribed to the pathogen is caused by a great variety of alternative organisms.   The Accused’s evidence is hardly foolproof.   His findings, for instance, may have been correct but an eccentricity or they may have been wrong - the laboratory may have been unable to identify the relevant virus - or else the cases at the hospital may have been non-representative, those not suffering from Asian Flu.   In the author’s view, the chances are that The Accused was right, but the scientist must always recognise the possibility of an alternative when it exists.   The Accused’s findings are significant, however, in the sense that nobody had even suspected that an influenza apidemic was not due to influenza or that the patients might not be infected by the influenza virus or  predominantly by one specific virus.

However, The Accused’s findings were not entirely inconsistent with l969-70 theory.  It has been explained in the context of  ‘autoimmunity’ that science or medicine may in one era use a language which later is replaced by another  - and it may seem then that what is being discussed is an entirely different phenomenon.   One example is the ‘phlogiston’ theory of what is now called ‘oxidation’.  Alchemists would speak of a burning substance emitting this phlogiston rather than as combining with oxygen.  It sounds different but really it is the same.   The alchemists hadn’t discovered oxygen.  Instead a convocation of alchemists, when breathing heavily, would be polluting the atmosphere with phlogiston.  In the l960s theoretically sophisticated medics or zoologists, such as The Accused, in their own language, suspected that viruses and bacteria were not the ultimate cause of infections.  One reason for this was the inconsistency that has been mentioned of epidemiology with the theories of direct infection from one person to another and another was that there seemed to be a need to explain the break down of immunity of the person who caught an infection when other people didn’t.  The Accused favoured the theory, which was one commonly held, thpugh the author does not know whether it has been published, that bacterial infection occurred when tissues and immunity had already been damaged by infection by virus.  However, in turn, the virus infection, according to the theory,  followed infection by some as yet unidentified agent which was smaller than a virus.   At any rate, the author believes that nobody had ever seen these agents, not even with an electron microscope, though, no doubt had The Accused not abandoned his career he would have borrowed one of the innumerable electron microscopes at the Cavendish Laboratory to look or would have persuaded a physics graduate friend to do so.    The accused called these unknown agents ‘haptenes’ which, although the word also has other meanings, he claims is the name that was used.  Nowadays we hear forever about the retroviruses to which AIDS is attributed and the chemical molecules which some claim cause the alleged human mad cow disease.  Despite The Accused’s mockery of  the current theory relating to AIDS and mad cow disease, a retrovirus is exactly what was meant by a ‘haptene’ and exactly what it was described as being.  The Accused might have a more favourable attitude towards AIDS theory if it was framed somewhat differently and in less emotional and more rational language.  According to the l960s theory the haptene was not a phenomenon peculiar to epidemics of infectious diseases amongst buggerated homosexuals but the underlying cause of all epidemics - and if  The Accused’s observations at Gulson are correct, all epidemics are widespread breakdowns of immunity which predispose to any infection, not just infection by a particular agent, though it may be that some agent is in all or some parts of the epidemic in vogue.  Even though immunity is damaged, the patient will be more susceptible to the viruses or bacteria against which he in any case has currently developed no immunity.   The reader will recognise the similarity of the discussion affecting autoimmunity and that affecting haptenes.   These haptenes might be found in vaccines and if the vaccine is cultured from infected patients almost certainly will be - which is consistent with The Accused’s allegations relating to hepatitis B vaccination and AIDS.

A theory has been published that these haptenes or  small viruses are created by Martians travelling in outer space or that cosmic rays in the outer atmosphere cause molecules in rarified gasses to combine into Ribonucleic Acid Molecules.   These molecules then invade the plants and animals on the surface of the earth or in the water or flying over the earth, where they may be destructive agents causing diseases and/or they alter the organism’s genetic structure or that of its germinal cells and promote evolution.   

The preceeding discussion throws doubt on the relationship between specific syndromes and specific pathogens.  The Accused typically recorded patients as suffering from ‘viraemia’ not ‘influenza’ when there were general features of viral infection but nothing specific to any organism.  Textbooks do however  describe specific syndromes associated with specific bacteria or viruses.  The claim that viruses cause specific syndromes may be heading for a fall.  One of the bacterial syndromes is the  One of them is the previously mentioned Friedreichson-Waterhouse Syndrome or acute meningococcal septicaemia - and the aforementioned staphyococcal septicaemia.  Amonst viruses there are the childhood infectious diseases such as Measles,  German Measles and Chickenpox.   The Accused even added to the specificity of  presentation of  the measles which was commonplace during his stint at Gulson.

On several occasions General Practitioners phoned  The Accused to inform him that they had a patient with a cough and nose bleed.  Did this have any significance?

    “He’s got Measles!  Send him in! - So that I can earn my five shillings!”

    “Well, yes!  I would feel easier if you did.  I thought it might not be acceptable to send a patient into hospital on account of a nose bleed.  It could just be coryza.  But I feel a bit uneasy about it...

    “It will be Measles.  There will be an erythema, a sort of rash just behind the ears....”

    “Now that you mention it... You are probably right!  The girl in the house across the road from him caught Measles last week.  Yes, he has got a rash behind the ears...”

    “I only said that.  There will be an erythema there in a few hours.  I don’t know whether it would be correct to call it a rash.”

    “No, he’s got it already.  It’s a rash.  It’s definitely Measles!”

    “ Really?  Send him in.  It will be interesting.. and I will get my five shillings.  Well, I mean, send him anyway!  You can have the five shillings!”

    “You notify them, do you?  I never bother.  I suppose I should do really.  Is it the Law that it has to be notified?  As far as I am concerned, you can have the five shillings, if that is what it is!”

The Accused claims that on the first occasion that this happened he had never come across this presentation previously but that he may have had a vague memory of having been told about it by Dr.Floyer or some other teacher.   He also had some notion that the pathology of  Measles was such that it might be expected to precipitated bleeding from the nose.  If that is so The Accused’s spot telephone diagnosis was not much more than a guess - though it was a guess with a high probability of  being correct.   For a start if the G.P. had an ‘instinctive feeling’ that the child was not suffering from a common cold, he was probably right....   After that however there were further similar phone calls and it was no longer a guess.  If a G.P. phoned that a previously well child had a nose bleed, or had recently had one, then the child had Measles.  He told the G.P.s so on the phone and so it turned out when the child arrived in hospital.

Patients at Gulson did not catch infections from each other.  Patients are said to be ‘infective’ only in early stages, before the disease becomes evident.  Nor did the patients catch infections from the doctors.  This is the general finding.  Nevertheless, Tyro doctors on paediatric wards get infection after infection until they end up immune to everything.   It is therefore useful to employ the verminous Bolshies who have not been to Public School who are so uncivilised that they already immune to everything.  In this the Neodarwinists might even be right.  A native who lives amongst the local population is likely to have been exposed to its micro-organisms.  It is not known whether Indian doctors on paediatric wards, who had been previously exposed to different micro-organisms suffered from Malignant Measles on R.U. paediatric wards, though there are now persistant claims that doctors from Nigeria, or some of them, suffer from AIDS,  which may be another way of saying the same thing.   The Accused nevertheless followed the usual pattern.

If  journalists got hold of the idea that doctors who wander around children’s wards are carrying bacteria and viruses, they would make a considerable fuss and, sooner or later, they would attribute some hospital death to such a doctor and there would  be legislation and a collapse of the National Health Service.  As a matter of fact, something of this sort is happening at the time of  this revision (September 2004).  So many patients a year are said to die of  infection with endemic hospital bacteria.   These are strains peculiar to hospitals where sterility kills everything else and are said to be resistant to the antibiotics in common use in the hospitals.   The deaths occur mainly where there is ‘wound infection’ following surgery.  These endemic infections were not common in old fashioned smallish hospitals such as Gulson but are more so in well-equipped modern hospitals.  In general the higher the Snob Status of a hospital.  This is not necessarily so,   The Royal London Hospital is presumably now near the top of the snob hierarchy and top of the league tables.   Journalists recently claimed it was one of the dirtiest hospitals in Britain.  They had discovered a speck of dust.  However, they later reported that it had one of the lowest rates of infection by endemic bacteria.  Adminstrators of  hospitals which in this particular aspect are bottom of the league tables claim that the figures are misleading.  These hospitals use a different definition or report more of their cases or report maybes as ises.  At any rate, these endemic infections are found in septic hospitals, not dirty hospitals.   It is therefore not certain that panic measures of even greater antisepsis will contribute anything useful.  Rather they provide the people on the committees with an excuse that enables them blame some scapegoat.  Some nurse will have forgotten to bathe every ten minutes by total immersion in carbolic acid.

Somebody had to do the work.  Doctors who never do any work can be away from work permanently with a succession of infections.  It is perhaps best for them to do so.  It much more important for the patients for there to be a competent doctor than for the doctor to be carrying no viruses.   At least in theory, paediatrics is not that easy and it takes at least two weeks to train a doctor.   By the time the two weeks is over the doctor will have contracted a virus.   The Accused had to carry on with his work irrespective of  his state of health and infection.  The hospital had to be available for all the children in Coventry and its environs - and it turned out also to be the Regional Haemophilia Centre and The Accused discovered he was the haemophila officer!   There is no record of his ever feeling ill during the l970s.   On one occasion at  Gulson The Accused was afflicted with a fever of  one hundred and seven degrees Fahrenheit.   We can assume that The Accused’s fantasies have added no more than four degrees and that he had not consumed a warm cup of tea before Dr. McTavish stuck the thermometer in his mouth.The Accused’s colleagues declared this was a miracle.  This fever, they averred, was incompatible with life.   The Accused was not worried.  He felt perfectly well, carried on as before and  continued to believe that  God had not finished with him yet and that he was perfectly safe.  As a scientist, he was interested nevertheless.   The Accused was to add another virus to the collection.  A swab was forwarded to the laboratory and a report came back, delivered to the Accused by Dr. McTavish, naming adenovirus number such and such.

The adenovirus was probably genuine.  However there was also typed onto the report: “Recommend a six months course of  Chloramphenicol”.   This drug is also known as Chloromycetin.  Dr. McTavish pointed this out to The Accused but did not display any hint of incredulity.   Pathologists, when the micro-organism is a bacterium, may send a supplementary report listing the sensitivity to various antibiotics (in the sense of  retardation of growth on a plate impregnated by the antibiotic).  However, this had not happened.   Antibiotics are not used in respectable circles as agents against viruses.   Possibly they prevent secondary infection by bacteria - whether this is worth considering depends on the circumstances - but they do not harm viruses and the common administration of  courses of antibiotics for viral infections might even be considered malpractice.   Chloramphenicol is commonly used for external application - eyedrops in particular.  But at the Gulson paediatric medical department oral chloramphenicol was banned, because of a reputation of  chloro- compounds in general and chloramphenicol in particular causing hypoplastic anaemia.   Although some practitioners use oral chloramphenicol, its repeated use is not recommended and certainly a six months course would not be recommended!   In any case,  the author cannot recall any infection other than tuberculosis for which, in the absence of impaired immunity, is treated with antibacterials for as long as six months.   Viral infections typically burn out within three days .. or in The Accused, in those younger days, in less than one day.   Chloramphenicol was one of  Dr. McTavish’s pet hate.  Although he never confessed to such a misdemaenour and, for all he knew,  The Accused might have taken the advice, Dr, McTavish therefore forged this typed sentence about Chloramphenicol.    Well.... Dr. McTavish knew very well that The Accused would take no notice and The Accused might have had some difficulty in getting hold of a six months supply of oral Chloramphenicol!

Amongst the commonest manifestations seen by paediatricians are what are known as ‘febrile convulsions’.   The reader may have come across reference to these in The Accused’s press circulars averring the innocence of  the  Witch of  Grantham, Beverley Allitt.   The Accused claims that to anyone with padiatric experience it would be obvious that her alleged victims had had febrile convulsions and had been killed by the inappropriate use of  draconian cardiac resuscitation procedures.   The term ‘febrile convulsions’ may be used for convulsions of  children with some underlying  acute or chronic pathology or with epilepsy or there may be a predisposition but usually the term is reserved for convulsions or what are called convulsions that are attributed to elevated temperature alone - which could be due to fever or could be due to excessive body wrapping.   Febrile convulsions were common in Indian children, whose parents took exceptional care of their children and would wrap them in body stockings, scarves, Clint Eastwood style ponchos and wooly hats.   The febrile convulsion is not a convulsion as understood by the adult physician - or not usually so.   There is a faint twitching, a glassiness of  the eyes.   There may be limpness rather than rigidity.  The paediatric doctor however sees hundreds of  them and can regognise them.   The non-paediatrician fails to recognise them - and also typically diagnoses convulsions where they do not occur.   The child reported to have a  convulsion when too young for a febrile convulsion or for the story to make sense and has no credible history of epilepsy can be guaranteed to suffer from aortic stenosis!  There was a catalogue of  standard false diagnoses in histories which The Accused rapidly learnt to recognise.

The Accused, shortly after his arrival at Gulson, was told the standard treatment for febrile convulsions - cooling of  the patient, even with sponges of  cold water, and anticonvulsants.   There is a great catalogue of  anticonvulsants,  some of  which are not generally recognised by medics as anticonvulsants - such as chloral hydrate and paraldyhyde.  Nitrazepan (mogadon) was a very effective when injected to stop a febrile or other convulsant in children - but unfortunately it was used as a psychiatric drug or hypnotic by adults and was so addictive that its use had to be in later years abandoned.    The -azepam drugs (particularly Chorazepam [librium]) had the reputation that they could be used in any quantity without danger of  overdose.  Phenytoin was a drug about which The Accused knew very little but Dr McTavish and his other colleagues informed him it could be used.   The ‘barbiturates’ were then standard anticonvulsants.  Barbiturates were often classed in text books as rapid acting and used as anaesthetics (such as pentobarbitone),  medium acting , used as acute treatment to stop convulsions (such as amylobarbitone) and slow acting (such as phenobarbitone) used as hypnotics or to commit suicide.   Barbiturates later fell into disrepute and their availability to the public as hypnotics or to commit suicide was banned.   They were said to induce suicide even by accident, as some suspected in the case of  Marilyn Monro.   The hypnotic addict, according to the theory,  took her tablets, then woke up, forgot that she had already taken them and took them again...and again.   It was also felt that barbiturates prescribed as long term treatment for alleged epilepsy were prone to cause epileptic fits (a withdrawal effect).   Pharmacologists insisted that there was no difference between long acting, medium acting and short acting barbiturates.   It was really a question of  dose.  If the one drug was effective than another in a smaller dosage it as regarded as faster-acting and the standard recommended dose was more powerful. Pharmacologists generally teach that similar drugs are effectively identical and that variations, identical in action,  are produced by drug companies, adding inert branches to the molecule, in order to avoid losing money when the patent runs out on the old drug.  Nowadays it is standard drug company marketing practice to insist that a drug is specific for some disease (such as a painkiller for patients with inflammation of left nostril) even before any evidence for the specificity or even of  the existence of  the disease has been allegedly discovered.   The aim is to corner a market niche and to increase the share price (so that the company can borrow more money to give to the directors).    Dr Jones insisted however,  that with his patients, if a barbiturates was used, it had to be amylobarbitone.   That made things simpler!  Unless other consultants issued different edicts,  Dr Jone’s policies were used generally (He had stronger views on treatments of choice than other consultants). 

The instructions were that anticonvulsants had to be given until the convulsion stopped.   If one anticonvulsant did not stop the convulsion immediately, then an anticonvulsant dose of  another had to be used.  And so ad infinitum.   Dr Rose Dugdale particularly emphasised this.   The rationale was that breathing was arrested during a convulsion.   Therefore there was an interruption of  oxygen supply to the brain.   If  the oxygen supply was cut off  there might after seven minutes be permanent damage.  The Accused feared that there might be a hole somewhere in this glib argument.  In ancient times and even in more modern it was claimed that chronic epileptics became mentally damaged (a theory propagandised by Dosteovsky).   But a more modern view was that this had been an effect of  bromides used as anticonvulsants.   Could not anticonvulsants themselves be poisonous - or they might surely also depress cerebral nuclei used in respiration.    Frequently, despite textbooks and despite what was said, respiration was not arrested during a febrile convulsion and there might be no clinical pallor or cyanosis - and surely the respiration could be manually assisted (though this was never done).   Dr Jones and Dr McTavish agreed that the danger did not necessarily arise from inhibition of breathing but asserted that it had somehow been shown that during the convulsion there was a onstriction of  artrerioles that which caused cerebral anoxia.   There was only one case however in which the instructions created any practical difficulty.

A child arrived during the night, sent by a General Practitioner, with a temperature of  one hundred and seven degrees Fahrenheit.   This time it very definitely was one hundred and seven degrees!  The patient was described as suffering from ‘convulsions’.   The Accused did not know any better.   The patient had been ‘convulsing’ without interruption on his way to the hospital.   He continued to do so in the hospital.   Sponging and repeated injections of  anticonvulsants made no difference.  But this was not a convulsion such as usually seen.   The patient was rhymically assuming, on and off,  a posture known to cat physiologists as decerebrate rigidity.   It occurs when the brain above the level of the inferior colliculi is not functioning.   The patient thus was rhythmically snapping his limbs rigidly into extension into such a posture and then snapping them into flexion  (at the shoulders and hips).   The Accused phoned up Dr Dugdale and described the ‘convulsion’ suggesting that this was a paralysis of neurones in the midbrain rather than a true convulsion.   He expected her to come in but instead she ordered that more convulsions be given - and so on until the convulsion stopped!

So The Accused was in a quandry.   If  he disobeyed Dr Dugdale he would be at fault.   On the other hand, if  he did as she said and it killed the patient, then there would be nothing said about his following orders  - and he would be wrong again.   So what was he to do?   The Accused set up a saline drip and ran it just as if  he was washing out a chemical poison.   This drip, he reasoned, would be needed sooner or later, so he could excuse himself for putting it up now!   That way at least if  he was administering a fatal overdoses of anticonvulsant in a patient who already behaved as if overdosed with anticonvulsant, he was also be washing it out again!  Also blood samples in capillary tubes was sent - repeatedly during the night - to estimate levels of  oxygen and carbon dioxide and acidity.    The Accused explains this by saying it is ‘standard procedure’.   Whether The Accused at the back of his mind had some inkling  of what was going on or was guided by the Angel Gabriel is not known - but The Accused’s whole medical career was more consistent with the Angel Gabriel than human intellect.   He thought he was an great intellectual - but, if so, an intellectual with uncommonly good luck!  In theory, the houseman has to make calculations and adds sodium bicarbonate in the calculated amount to the drip.   Whether The Accused did so we do not know, but, if so, he did so very conservatively.   He was suspicious of  bicarbonate and preferred to use a neutral solution to normalise acidity.   The Accused had a background as a chemist and suspected that there might be a selective excretion of  the sodium, not balanced by an equivalent secetion of chloride or bicarbonate or whatever with a solution of carbon dioxide, which is acid, remaining.   Who knows what effect carbon dioxide might have on the midbrain nuclei!  The Accused had heard at a lecture (at Coventry.  There was an education programme.) that where it proves impossible to control a convulsion, the house officer should call an anaesthetist.   This, said the lecturer, also absolves the house officer from responsibility for the consequences. In the present case,  The Accused supposed that if  sufficient anticonvulsant was used to prevent the ‘convulsions’ it might not restore respiration but, rather, paralyse it.   An anaesthetist would have the skills and facilities also to keep respiration going artificially.  So The Accused phoned for an anaesthetist..which enabled him to faff and play for time instead of  injecting more anticonvulsants.   It proved not to be easy to contact an anaesthetist.  An anaesthetist was eventually located - and an Indian Voice Syndrome.   Then The Accused managed to trace a more senior anaesthetist, a Registrar.  The registrar apologised that, although The Accused might be quite right in suggesting that this could be done,  he had never heard of  anaesthesia being used to control a convulsion.   Whatever might be the theory, the proposal was not practicable.   It required an anaesthetic machine.  Anaesthaesthesia required an anaesthetic machine.  Anaesthetic machines lived in operating theatres.   The procedure would have to be performed in an oprating theatre, hich meant getting access to an operating theatre - and the services of  an operating theatre nursing sister.   There was no way of  doing this.  As the anaesthetist explained the politics it did appear that the procuration of  an anaesthetic machine was an administrative impossibility.   But, suggested The Accused, there had been anaesthetics before there had been machines.  Couldn’t chloroform or ether be used?  Probably so, said the anaesthetist, but such methods ‘went out with the ark’.  He did not feel competent to use such primitive procedures and even if  he did he would be struck off the register.   In the modern era it was not permitted.

So The Accused faffed all night.   A doctor facing the end of  his career should perhaps be consumed in howling and tears.   The Accused as the years progressed became quite good at howling and tears.   But until he was over forty or even fifty years old he never displayed emotions without rational design.  The end of his career, also, was nothing new.  He didn’t have a career.   He had to be cheerful and confident.   Otherwise the nurse would not be cheeful and confident - and the patient would not be cheerful and confident!   So he faffed and gabbled with the skill of  an experienced anaesthetist (anaesthetists are more famed for their skill at talking than for their skill in administering gases) while the hours ticked by.   The nurse squealed with delight.   The patient, she said, had stopped convulsing for two milliseconds.   The patient was visibly getting better. 

         “Oh did he?”, replied The Acused, and  “Oh is he?”. 

The Accused did not wish to encourage false hopes.   But he too was noticing that there now repeatedly interruptions of  the ‘convulsions’ during which the patient was even looking around with his eyes.  This looking around with the eyes at least allowed for the possibility of the temporary cessation of  ‘convulsions’ being due to the patient getting better than worse.   But  The Accused was  not certain what the changes meant.   They seemed to be physiological changes towards normality - but changes are changes and even if apparent improvement they maybe might herald a crisis.   But the periods of  normality became longer,  the ‘convulsions’ and the inert staring less frequent and eventually the patient was continuously in what the nurse and The Accused recognised by that time as normality.   Before six in the morning The Accused asked the nurse whether she was confident to be left on her own.   His hospital room, in any case, as not far off and, besides leaving the drip to run according to agreed policy, there was nothing else they could do.   She said that she was perfectly happy to be left on her own.   The Accused departed to his room.

In theory The Accused had morning duties.   He might be expected to accompany a consultant at a ward round, to attend outpatients or to conduct his own ward round.   In fact the morning is the only time a house officer can guarantee uninterrupted sleep.  He may not even be welcome anywhere other than in his bed.   The nurses like to have time to attend to their work and there are quite enough doctors around in the mornings anyway.   So, since The Accused was regularly working on his nights on duty until at least five o’ clock in the morning it was quietly agreed that he did not have to turn up before ten o’clock.   Had he got up earlier he would have been less efficient and reliable and would have in the long run done less work.

The consultants were interested in rather than critical of  the events during the night.   To them it was a problem and a mystery.   The patient’s recorded temperature, which had been adequately verified, was a new world record.   They saw events from The Accused’s point of view.   They did not have a dogmatic solution.   Dr Dugdale however was a person of rules and regulations.   The patient had had a convulsion.  Nobody doubted that this was correct terminology.   If a patient had a convulsion, then anticonvulsants stopped it.   The Accused had not effected the correct procedure of  administering anticonvulsants until the convulsion ceased.   The patient, because of  his negligence, would have permanent brain damage.   The Accused however, privately, with his background in neurophysiology, expected the patient even if  initially handicapped eventually to regain full function.   If  there was any loss of function, it was not due to the lack of  treatment.   It would have been unavoidable.   But if there was loss of function in the short run, then, sure enough, he would get the blame for it.

    “Just wait until the GP finds out!”, chided Dr Dugdale.   “He will sue the hospital and you will get the sack!”.

   Dr Dugdale was convinced that The Accused, one way or the other, would get the sack  for his negligence (though a psychologist might suggest that she felt that she might have been expected to make a more active contribution).

Sure enough one day, several weeks later,  Dr Dugdale announced that the GP had arrived to pour out his grievances to The Accused.   After that had happened, she averred, he would be suspended and dismissed.   The Accused was prepared to argue his case.   When the GP arrived he began to do so.  The G.P. interrupted him.   He had no complaints, he said.   He was absolutely astonished.   Whatever had The Accused done to save the patient?   He had taken it as a forgone conclusion that the patient, with a temperature of  one hundred and seven degrees,  would die.   He did not believe that anyone could save the patient.   Yet not only was the patient now, only a few weeks later, alive but he was fully recovered.   There was no loss of  function whatsoever!   He had come to thank and congratulate The Accused, not to complain!   

        “What did the GP say?”  Asked Dr Dugdale.   Now The Accused was for it! 

    “He didn’t complain”, said The Accused.

Dr Dugdale did not believe him.   The GP was bound to complain.   The failure to administer anticonvulsants was gross incompetence.  The Accused was not going to push his luck.   He said nothing.   It is believed that to this day that The Accused made a serious error and that the G.P. had irately lamented.

What was the explanation of  this ‘convulsion’ - The Accused wondered over the following years.   The solution did not occur to The Accused until after he had retired from Medicine.   It had been in front of  his eyes all the time but had not registered.   “Severe aspirin poisoning”, the textbook informs us, “may  cause hyperpyrexia”.   This the textbook attributed to a direct  toxic effect on the “heat regulatory centre of  the midbrain”.  The Accused had known this was written in textbooks.  Asprin was also a pet hate of paediatricians and often discussed in conversation - the hyperpyrexia caused by this drug which was regularly administered by parents to small children as an antipyretic.  In theory this could cause a vicious circle, the parents pumping in more toxic aspirin to treat the fever caused by the aspirin.   The Accused would remark that he had never come across this and supposed that it was an effect of very large doses doses that in any case might be expected to be fatal.

But, of course!  The ‘convulsions’ had not been convulsions at all!   They had been an effect of acidosis (Cheyne Stokes breathing).  Students learn about this in another context - diabetic ketosis.  Aspirin is an acid.   This was exactly what would be expected from this aspirin-induced acidosis.

Aspirin poisoning was one of the commonest phenomena facing paediatricians.  At least five cases a week were admitted to the Gulson Hospital.   They were put on drips and recovered.   Stomach wash-outs were not recommended when aspirin was the drug consumed.   This was reckoned to accelerate absorption.  Some hospitals administer emetics - but that may be somewhat crude and primitive.  It was to be expected that at least one patient with aspirin poisoning would present as this rarer and more severe manifestation.

In later years The Accused would tell this story to medical acquaintances - how he had missed the obvious and had, by chance, given the correct treatment!   Well, come to think of it, not necessarily by chance.  He may have correctly interpreted the physiology and acted accordingly.  The Accused, when telling this story,  meant to imply that it the lot of humanity to miss the obvious.  He must have astonishingly incompetent, they would reply, to miss so obvious a diagnosis.   But would they have spotted it?  Did they even know that such a thing existed?   It was not just The Accused that missed it.  Everyone missed it!   Is it not more to the point that The Accused, through luck or not, Angel Gabriel or not, found a way out despite  his ignorance!
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