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The Box of Pandora
Mainly May 1971  The Accused at Carton Hayes Hospital - continued.  The Accused is surprised to be offered breakfast in bed and declines and is introduced to the Keene Clinic by Dr Landa. The Accused finds it necessary to introduce reforms to Carlton Hayes and saves the NHS a fortune in electricity bills.  Genuine mental disorder rare in l971 and doctors have to manufacture it.  The political purposes of  Carlton Hayes Psychiatry.  The chapter is mainly an essay on psychiatric theory and its manifestations and applications at Carlton Hayes.  
The Accused commenced duties at Carlton Hayes on a Monday, spent the following night in the room allocated to him and was awoken on the Tuesday morning by a beauteous young lady.   It turned out that she was offering to serve his breakfast in bed.   The Accused was astonished.  Dr Agami, she reported, had his breakfast served in bed.   Did the nurses have their breakfast served in bed? No they didn’t?  Was it compulsory to have breakfast in bed?  No, it could be eaten in the dining room downstairs.   The Accused apologised that he could not avail himself of  her offer.   It was nothing to do with her.   She was an attractive young lady.   However, it was necessary for him to gain the trust and cooperation of the nurses.  He could not do so if  doctors were treated as a superior class with disproportionate privileges.    However when The Accused reached the dining room there was no food left over.  Initially the serving lady opined that that meant there was no food..but then she procured some from ‘the kitchen’ and fried it.

Initially The Accused was allocated to the Keene Clinic, the ‘admissions unit’, which practiced post-1948 psychiatry on post-1948 patients.  Its director was Dr Landa, from Madrid, who was a Medical Assistant.   

The grade ‘Medical Assistant’ was often explained as ‘almost a consultant’.   The title had a different significance in different cases. 

The Medical Assistant grade, which was open to Temporary Registered doctors and to anyone who claimed foreign citizenship, whereas ‘Consultant’ and ‘Senior Registrar’ supposedly were not (because the unqualified or unregistered doctor is regarded as ‘supervised’ by a registered and qualified senior), adorned some of the best doctors in Britain (such as Dr. Landa) and some of the worst.  Medical Assistant was the title that had been bestowed upon Dr Walker, the specialist in diabetes, and it proved to be an obstacle to her becoming a consultant, which she was regarded as effectively being.  Much pressure had been exerted for her to be designated and paid as a consultant but when the Regional Board eventually ‘upgraded’ the job the administrators informed her that the law required her to ‘reapply’ for her own job.  She had held this post, The Accused had been informed by his parents, for ‘ten years’, but, because she was a woman, unmarried (or at any rate, if she was married her husband worked and lived somewhere else, not in his wife’s flat in Leicester, and was not unknown) and not a club member.  Laws demanding reapplication to posts were invoked only if it was intended to get rid of an employee.  The existing incumbent was not to be given preference over the other applicants (that is, in practice, if the appointments committee chose not to do so).  Dr. Walker had not been a Member of the Royal College of Physicians nor a Fellow of the Imperial Institute of  Diabetes.  Indeed, there may not have been an Imperial College of  Diabetes.  Centres other than Leicester did not have a specialist in diabetes and it might be difficult for Dr. Walker to get another job.  She found one, however, and did not bother to reapply.  (Nobody ever did).

In Dr Landa’s case ‘Medical Assistant’ was an underestimate of  his qualifications, experience and competence and of  the responsibilities he held in the hospital... though he was perhaps comparatively young to be a consultant.  Social status and consultancy was identifiable more through possession of a wife, a home and a family and non-status or non-consultancy by isolation and a morose mien.  Dr Landa was 38 at the most - younger than any consultant or any other medical assistant and in mental hospital employment, which tended to be a dead end, an age when the incumbent might still be a house officer.     So as a cheerful young man rather than trudging the wards, with bent back, hangdog facies and prematurely old, Dr. Landa may have appeared to be a consultant, or at any rate, not a mental hospital doctor.  He was doing the work of a consultant and was qualified to be a consultant and, even though a Medical Assistant post was usually regarded (and avoided) as a dead-dead end that barred the way to consultancy, it was generally believed, and so by Dr. Landa himself, that he could have easily obtained a consultant post elsewhere. He said, however, that he did not wish to move house because that would result in his children having to change school and being separated from their friends.  He felt happy where he was and did not need a higher income, but might consider applying for a consultant post when the children came to the end of their schooling.

During The Accused’s first two weeks it was Dr Landa’s task to demonstrate to The Accused the methodology of  psychiatric examination - that is, The Accused sat in as Dr Landa interrogated the patients.

The Accused has no criticism of  Dr Landa - but nevertheless was astonished at the technique of  psychiatric examination.   It appeared more to be bullying and to transgress the basic rules of  interrogation.    As taught at universities - and by The Accused - questioning has to be indirect, to eke out information rather than the victim being planted with suggestions (and/or being made aware what the interrogator might be trying to discover..   Thus ‘Where did you go next?’ is preferable to ‘Did you go down High Street?’ - though not to ‘My friend Lila wants to go to Town to buy a new helicopter at the summer sales’, to which the reply is ‘ There were lots of  cheap helicopters in the window of  Sainsbury’s on High Street’.  Preferably there are no questions at all and merely a conversation, without the questioner beset in advance to obtain particular information.  If this is not obtained in passing, it can be so later.  The psychiatric examination is more apt to be bullying with the examiner dedicated to proving some predetermined conclusion.   The doctor proves his cleverness by eliciting the signs of mental disorder, every innocent comment being misinterpreted.   The more stupid or ignorant the doctor, the more easily this can be done and whatever the doctor cannot understand becomes the patient’s delusion or thought disorder.  The doctor’s ignorance and stupidity becomes the patient’s schizophrenia.  Dr. Landa’s approach, as psychiatric examination goes, was benign ...  but this routine interrogative ceremony was new to The Accused and seemed to The Accused to be a technique of  creating rather than eliciting a history.  Once a patient has recited a history, even though he may have been led along, he repeats it next time and it becomes in the eyes of  the patient and everyone else incontrovertible fact with no possibility of effective further inquiry.   Future interrogators have to discover which standard stories are attached to which actual facts.  The actual facts otherwise will remain overlooked or will be denied altogether.

Dr Landa related that Carlton Hayes had formerly had a Medical  Superintendent.  He was reported as having been reactionary,  dictatorial, unpleasant to the staff and disliked.

    “You mean Dr McGregor...?”

    “Oh, you know him?”

    “No, my mother met him..and expressed the opinions which you report.  I know nothing about him directly and have no proof either way.  The stories everyone tells about people are not always true.   I am in no position to judge. ..”

    “I never met him.  I only know what I have been told....”

     “Doctors in Britain used to educated at the Public  Schools..where what you call the Oligarchy paid for their children to pass exams.  The purpose of these Public Schools  was to train soldiers.   The medical career depended on military service and doctors behaved as if in the old fashioned army.   Dictatorship was their way of  life.   But they tended also to be none too bright.  The psychiatry in Leicester during the l950s was at times ... a bit dubious.   It was more enforcement of  political objectives.   The serfs were not supposed to be able to read and write.  Anyone who was above average intelligence was declared  to be mentally ill or schizophrenic...and with the treatment they were!  McGregor could have been reasonably sensible and surrounded by idiots..and may have had no choice but to be a dictator....”

    “It could have been that.  I don’t know.   I come from Madrid.. [Whose population opposed Franco].  The consultants decided that they would never again have a Medical Superintendent.   So they have this ‘unit’ system - each consultant in charge of  a  ‘unit’.  Everything is a ‘unit’ - except on Keene Clinic, where all the consultants have patients.  They take turns to be their ‘chairman’ for a year. 

“Dr Slorach is retiring.   He no longer has any new patients though he has kept some patients who have been his for many years.   So this year they made Dr Slorach chairman.  His ambition has always been to be a Medical Superintendent... so he thinks he is a Medical Superintendent and behaves like one...” 

Half  the wards on the Keene Clinic were allocated to the Spanish Senior House Officer,  Dr Benedito, and half  the wards to The Accused.  The theory was that patients who were suspected by General Practitioners, mothers or the Loughborough District Tenpin Bowling League to be suffering from mental disorders or some psychological or psychiatric phenomenon were to be examined by The Accused,  that he would decide whether there was a diagnosis and what it was (or record  some assessment of  the case) and whether treatment was required and what it was to be.   The treatment, if  it continued, would then proceed, after the patient left hospital, under the care of  the General Practitioner but in accordance with the psychiatrist’s instructions.   The patient might be admitted again for reassessment if  there was a supposed need for this or a ‘recurrence’.  The theory was however not the practice.

The psychiatric examination inevitably results in a diagnosis.  Once a patient is presented to a psychiatrist a diagnosis is inevitable - and The Treatment.   Also,  doctors may append to every patient the same diagnosis, or, if not so, as amounts to the same, the same treatment.  Reality as perceived in hospitals or clinics differs from reality in the outside world - and different people see different realities.    Realistically, the treatment is the real diagnosis - ‘the person treated by such and such a routine’.  But, nevertheless, the psychiatric doctor presumably has some diagnosis or diagnoses and, if there is more than one diagnosis, some manner of classification, even though if he has, the categories may not be clear-cut.  The Accused, partly on account of  his training at Cambridge as a psychologist, had views akin to that of a  computer scientist.   It is difficult to reconcile the medic’s usual approach to the psychologist’s view of scientific method and psychologists are apt to think like engineers rather than medics.  On this basis, a traditional view of  classification of  ‘mental disorders’ is that they may be due to malfunction of  software or to operator error (which may be deliberate, adaptive or response to circumstances)- or psychological  processes - the ‘neuroses’ -or else to structural defect of hardware  - the ‘psychoses’.   What occurs in a neurosis may also occur in a psychosis.  Some may add a third category, the output that arouses comment merely because it emanates from a different machine or one produced by a different manufacturer - the so-called behaviour or personality disorders, which is may be immoral or impossible to alter or treat.   The neuroses include such psychological phenomena as obsessions, compulsions, phobias, counterproductive anxiety and hysteria.   Addictions may also be classed as neuroses.  The program is regarded as self-corrective, changing according to response to output but occasionally, when doing so, switching into a fixed mode that has lost the capacity for self correction.   The neuroses can be treated, if it is felt ethical and desirable to treat, by psychological methods or changes in environment.  The psychoses, on the other hand, are treated by drug or physical methods intended to alter internal structure or neurological or biochemical processes.  British medicine and psychiatry however traditionally ignores neuroses or treats them as it would psychoses.

Mental hospitals (such as at Carlton Hayes)  or psychiatrists saw the world in terms of  psychoses.   These may be swings of mood with noticeable episodes of  hypomania and/or depression or they may be the hotchpotch of  symptoms, or absence of  symptoms, or accusations of  suffering from symptoms or absence of  symptoms - the term ‘schizophrenia’ being used for everything.   Or there may be a mixture of  ‘affective’ and ‘schizophrenia-like’ symptoms.   Hypomania, in the sense of  psychiatric patients rather than unhappy housewives who go on shopping sprees and not Found Out, is comparatively rare, typical enough in form to provide no difficulties in diagnosis,  which can be made on the behaviour alone without introspective imaginings of  the patients internal feelings, thoughts or emotions.   There is also no difficulty in treatment.   Dr Landa recommended lithium carbonate, which The Accused considered harmless.   Psychiatrists who wish to be seen as scientists claim that depression is a discrete and precisely definable or  recognisable mental state or  syndrome and make attempts to define it in terms of  observed physical phenomena - though these observed physical phenomena tend to be the patient’s words or his utterance  am depressed’ (which implies that if he/she ceases to say so, he/she is no longer depressed).  It is usual to suppose that there are no more than three versions of  depression - endogenous, reactive (response to events or circumstances in the patient’s life) or neurotic (such as engendered by anxiety, hysteria or insufficient masturbation).   The term ‘depression’, whether it is viewed as observable fact or  interpreted as some internalised feeling or emotion, has however innumerable meanings and innumerable causes!  Although pecuniapaenia is not a phenomenon recognised by psychiatrists or textbooks, depressed people, whatever the manifestation, are usually short of money or in danger of  being so (as are those with ‘schizophrenia’, any other psychiatric diagnosis and everyone who visits a psychiatrist).  ‘Schizophrenia’  is no more precise a concept.  Textbooks list a catalogue of  symptoms, such as thought disorder, delusions, hallucinations, flatness of affect, inappropriateness of  affect, membership of  Trade Unions, paranoia (complaints about doctors or nurses) and just about anything real or imagined by the observer, ideas of reference (attribution of own ideas to some other person or agency, or preoccupation with what other people think), - or nothing at all - can be used to justify the diagnosis.   Although diagnosis supposedly depends on objective observation of  objectively definable entities it  rather depends on subjective judgement by an infallible person who knows what is and is not true (or not delusion), disordered thought or normal...  The public might be amazed what people are chosen to be infallible and to select others to join the coven of  infallibility!  The Accused may claim to have had no difficulty in distinguishing between the normal and the abnormal but at the same time claims that his colleagues for the most part were unable to do so.   So that also  is a matter of opinion.

A patient does not have not present himself to psychiatrists if he has enough money and if there is no powerful person or agency to compel him to - and the doctors or whatever is responsible for the diagnosis and treatment are fuelled by money or the threat of its removal.  So diagnosis and treatment depend on money and/or power.   Money however does not appear in the psychiatric examination and is unknown to psychiatry.  Nevertheless the term schizophrenic is extended to include homeless people without paid employment or  symptomless children brought to medics by anxious mothers and to patients who have been imprisoned a long time in hospital.   Whatever is caused by poverty or inferiority is also identified as symptom of  mental disorder and the significance of power and inferiority is written out. 

The diagnosis of  schizophrenia may be justified by claiming that some commonplace or locally commonplace behaviour is psychotic and, also, commonly encountered behaviour may be capable of being regarded as malfunction of the computer.   But patients diagnosed as schizophrenic - and in 1971 this would be present or noticed some time after diagnosis rather than before - may exhibit manifestations that are rare in non-schizophrenics - unless maybe if there are categories ‘drug addict’ or ‘alcoholic’, though that refers more to post-1971 psychiatry.   The scientist would like to see clearly what exactly the symptoms are to deduce from the malfunctions how the machine operates and how the aberration has risen.   However, the patients however all have different symptoms which, even if that were not so, would be very difficult to describe in words, classify or explain.  Though often the same subroutine may, in the background, be playing over and over again, there are still marked differences from patient to patient.  The Accused was mainly in the outside world to encounter on occasions the same symptom or manifestation more than once and there might be an explanation.  Hopefully these will be reported when they arise.  The effects of  hyoscine already mentioned could be regarded as an example.

In 1971 patients typically, perhaps invariably, displayed no symptoms.  The term ‘acute psychosis’ appeared in 1971 textbooks - and if accompanied by fever was called ‘delirium’.  ‘Delirium’ could appear during infectious illnesses and whether it was due to infection or drugs had been commonly associated with tuberculosis.  There were and probably are doctors familiar with this delirium though The Accused in his investigations has mainly identified such cases retrospectively as having been missed at the time.  In the l980s it became much more common, if not usual, for patients diagnosed as schizophrenic to present, before diagnosis, with an acute psychosis.  This would be regarded as acute schizophrenia and the presenting symptom of  acute schizophrenia.  In l971 also patients diagnosed as schizophrenic and who were convincingly  symptomatic were also likely to suffer acute episodes rather than chronic symptoms.  The term ‘schizophrenia’ means ‘don’t know’.  If a cause is known, then the cause defines the diagnosis or, at any rate, it does so if  identification of the cause also leads to successful treatment.   It has become dogma amongst psychiatrists that causes do not exist and that nobody must look for a cause.  - and it is attributed to genetics or biochemistry, which although everything can be attributed to inheritance and chemistry, is another way of saying ‘don’t know’ (and, in the more specific senses of chemistry or inheritance used, untrue).  It would however be helpful to identify causes for such acute psychoses, which might happen more often if the presentation is regarded as medical rather than psychiatric.  Regularly it turns out that there was some overlooked cause or  that a possible cause that was present was overlooked or not recognised as a possible cause.   It is true that many people consume alcohol and that, nowadays, many consume drugs.   But there are innumerable potential causes of  an acute psychosis, and again it is every case that is different rather than there being rules that unearth the diagnosis in all.   The Accused suggests that what is now called ‘acute schizophrenia’ was formerly called ‘acute hysteria’ and that schizophrenia itself starts as hysteria, The Accused’s concept of hysteria being discussed in earlier volumes.   Once a patient is diagnosed and treated the disease becomes irreversible on account of the dependency on drugs or precipitation of symptoms when they are withdrawn and to an economic dependency.   The presenting schizophrenic regularly faces chronic unemployment, faces the prospect of being reduced to social security payments which are insufficient and his survival becomes dependent on his being a ‘schizophrenic’.   No great skill is involved in diagnosing ‘schizophrenia’ and psychiatric doctors should have spent their time looking for causes and, if so, not merely accepting money from drug companies to identify genes.   Chasing after genes is a necessary activity but if schizophrenia is possessed by those who are currently diagnosed as schizophrenic and those who have been so in the past, then schizophrenia is obviously not genetic.  It should not be assumed that an acute episode belongs to a chronic disease.  The Accused suggests that the ‘deep narcosis’ therapy to which he was introduced by Dr. Kaye may result in the patient waking up cured and requiring no further treatment.

The propaganda directed against psychiatric patients or inmates or former inmates of mental hospitals pictures them as obviously insane, violent or dangerous or as suffering from some neurological lesion described in textbooks.   There was nobody in such a category at Carlton Hayes nor in any other ordinary 1970s mental hospital.   Nor did psychiatrists encounter them.   The neurological syndromes about which The Accused had read in classical neurological literature when a Cambridge psychology student were to be found on park benches and in public lavatories or sitting on the Consultative Committees of  NHS Hospitals or on the General Medical Council.  An example is the experience of hearing two people, with different voices, conducting a conversation and discovering that there is only one person - which is said to be due to a lesion of  the corpus callosum.   These more dramatic syndromes are said to be due to alcoholism or battle injuries (though alternatives include syphilis and cysticercosis, diagnoses in l971 likely to be overlooked).  Also, although Carlton Hayes supposedly had ‘subnormality’ wards mental hospitals and psychiatrists did not encounter people whom the public would unequivocally regard in such a category.  More severe examples of neurological lesion, violent behaviour or inability to cope with life were more likely to be found in prisons or at Broadmoor. 

At Carlton Hayes it was supposed that a person who presented to psychiatrists or who entered the hospital could be suffering only from ‘schizophrenia’ or ‘depression’ - and it is open to doubt that there was any difference between the two.   This view that there existed only two psychiatric diagnoses, which may or may not have been distinguishable, was commonplace.   But then, in a particular case, despite the doctrine, a different diagnosis might be produced.  Although Dr. Landa voiced the schizophrenia/depression doctrine he was an authority on alcoholism.  There were no patients who smuggled bottles of alcohol into the Keene Clinic but some with symptoms which Dr. Landa attributed to alcohol - with which The Accused, who never believed anything he had never for himself verified, did not disagree.   There were also occasional patients diagnosed as suffering from hypomania rather than depression.  Outside the psychiatric hospital there may be alternative diagnoses which also mean ‘don’t know’, ‘anything’ or ‘nothing’, though such patients tend also to end up being called and pilloried as ‘schizophrenics’ or the treatment may turn out to be the same.  But fashionable  new diagnoses have also cropped up, more in more recent years -  when a drug company popularises a diagnosis, upon which patients or families become dependent, for which it claims to have a remedy.   There is for instance the bored child or attention deficit syndrome suffered from children who are too intelligent - treated in the USA by the drug Ecstasy.  

Dr Landa would tell The Accused that patients either suffered from either depression or schizophrenia.   Classically a patient who is capable of masturbation - in general, young males - suffers from schizophrenia which, in the sense of masturbation-capacity, is cured whereas a person supposedly incapable of masturbation ... a middle aged lady .. she is not so guilty... and guilty of depression.  There are two psychiatric treatments, tranquillisers and electroconvulsive therapy ... and there are also specifically antidepressive drugs.  Although medical schools preach against this - but patients are regularly given tranquillisers, antidepressants  ... and ECT.   Dr. Landa would continue by declaring that schizophrenia was incurable and that therefore it did not matter how it was treated (during, presumably, the initial hospital phase) whereas ECT, he believed, cured depression.  Maybe it does in Spain.  Dr. Benedito also supposed that ECT cured depression  (temporarily so, presumably).  Dr Landa therefore recommended the use of  ECT as a diagnostic test - depression being cured by the patient recovering it.  It is not clear that Dr. Landa really believed this.  It might just have supposed it an easy routine available to inexperienced housemen.  Dr Landa never voiced any objection to The Accused not prescribing ECT.  

If patients were all to be treated with tranquillisers and ECT then perhaps there is no need for the doctor ... and perhaps there was a scarcity of available real doctors.  Also, unless it assumed that no patient is free from disease and that there is only one diagnosis or only two, which can be distinguished by response to treatment, then it is impossible - or, if the reader disputes this, at any rate more difficult, to make a diagnosis if treatment precedes investigation.  However, it was the general rule that patients were already suffused with tranquillisers when they first presented to psychiatric doctor.   The most enthusiastic patrons of the Keene Clinic were G.P.s who belonged to the Schizophrenia Association or similar religions.  Thus the effects of  tranquillisers were taken by both laymen and doctors to be the symptoms of  psychosis and the presentation of  ‘depression’ and ‘schizophrenia’ were thus the same,  the distinction being on the basis previously intimated of  the schizophrenic, before he becomes schizophrenic,  is regarded as capable of  masturbation.... whereas, as regards  the depressed patient... she is not.  Dr Landa claimed on one occasion to have discovered a patient with ‘catatonia’ - but that was largactilisation like the rest.   Psychiatrists themselves admitted that where one of  their number diagnosed  depression another would diagnose schizophrenia.   There was no consistency in psychiatric diagnosis as there is medical diagnosis (where if one doctor diagnoses diabetes, then another, who is unaware of the previous diagnosis, does not diagnose gallstones - unless, as happens very rarely and possibly never at all,  one makes a mistake).

 The diagnosis was commonly mysteriously already written into the casenotes and nursing  records, even if nothing else was written,  before the patient was even examined.  Nursing bureaucracy requires this.   There is a space for diagnosis and something has to be written in.   Just as the psychiatric examination invariably results in a diagnosis and no patient remains normal, ‘normal’ is not a permitted diagnosis in nursing bureaucracy - though some centres permit or used to permit the term ‘personality disorder’,  which was not a psychiatric diagnosis to be used for ‘normal’.  Journalists have objected to people with ‘personality disorders’ not being incarcerated in hospitals and  tranquillised (though the person to whom they refer, in fact, was) because there is no treatment for personality disorder.   This is a misunderstanding.  It is perfectly possible to cure a person who votes for the opposition political party or who suggests that the MMR vaccine is unsafe, who has a black skin, is chronically unemployed or is a suspected heterosexual ... but this is no affair of psychiatry.   If the criminal is to be treated, he should be found guilty in a court of law, without the aid of any psychiatrists of some crime that the law prohibits and should then be treated by the non-psychiatric authorities.  Perhaps they shouldn’t either, but still it is nothing to do with psychiatry.   The non-existence of normals was very important to psychiatrists.  In l971 there were not drug addicts and alcoholics roaming over every pavement with symptoms that could be purported to be schizophrenic and madmen were so rare that it was difficult to find enough suitable candidates for Consultative Committees and the General Medical Council.   Psychiatrists, to keep in a job, had to invent their own psychoses.  

Electroconvulsive Therapy (ECT) was administered on the Keene Clinic twice a week.  A ward would be cleared for this purpose and the patients to be ECT’d arrayed on the beds in two rows,  Dr Benedito ECTing on one side and The Accused on the other.   The procedure included the injection of a “muscle relaxant”, scopolamine (hyoscine hydrobromide) and morphine or instead of, or in addition to,  morphine, the anaesthetic pentothal.  Since The Accused made no fuss about it we can assume that the morphine was omitted at Carlton Hayes. .  Scopolamine and morphine was the standard premedication for surgical operations and has been used to induce ‘twilight sleep’ during childbirth.    Hysoscine and atropine are the most ancient of psychomimetic drugs and appear in witches’ brews and pharmacopoeias under varying names according to the plant from which they are prepared.   Hyoscine (from henbane) and atropine (from deadly nightshade) are said to be differing drugs,  the molecule of  one the mirror image of  the other, one rotating the light to the left and the other rotating it to the right, with different pharmacological properties.   The naturally occurring forms are in any case a mixture and The Accused noticed no difference between the effects of the two drugs from each other though they did differ from those described in textbooks, forever recited by senior medics and repeated by candidates in examinations.  Patients poisoned with atropine are rarely red, hot and with dry mouths and tongues, but they can be.

  ECT has a shady history dating from the old mental hospitals.   It is one of a galaxy of  procedures which could be regarded as punitive as well as (or rather than) therapeutic.   In this galaxy there is no clear dividing line between instruments of  therapy and instruments of  torture.  Instruments of torture are generally used to extract a ‘confession’ or to persuade the patient to hold or express a particular belief or to the give particular information.  Ironically, scopolamine and pentothal are also used for a similar purpose as ‘truth drugs’.  The prisoner dosed with them supposedly blurts out the secrets which the interrogator wants to uncover.   Although this seems to be universally believed, it is highly unlikely.   Secret policemen in their various persuasions appear to believe anything.  The statements made by people rendered semi-stuporous by drugs are more likely to suffer from dream-like fantasies or to experience as a memory or perceived event any idea which comes into their heads from outside.  According to The Accused ECT also persuades patients to show ‘insight’  through the confession of their history and psychosis and to renounce misguided notions, such as that they feel depressed.  The Accused claims that ECT induces a Korsakoff Psychosis, removing memories and neutralisation of circuits responsible for current behaviour and replacing them with false memories and slogans which filter in from the surrounding attendants.

Literature describes the witchfinders’ dipping chair and the alienist’s rotating or spinning chair.  According to Accused-dad, within his own era of experience, electroconvulsive therapy was preceded by ‘insulin shock’.  Insulin shock - the injection of large doses of insulin - was not mentioned in modern medical schools nor recollected by ECT fanatics.  Insulin was first isolated in the 1920s.  Since ECT was introduced as a ‘progressive’ and was introduced in the late l930s or the l940s.  This deduction comes as some surprise and dictates that historians should have paid greater  attention to when it was that patients with maintainance ECT’ at Carton Hayes began their therapy.  It would appear that they had it since the day it was introduced .. until The Accused stopped it in l971.  There are few references to insulin shock Insulin shock was originally written up as a supposedly effective treatment of schizophrenia in the Lancet of  1936, p 1018,by G.W.B.James in the Lancet of  1937, p.1101 and Kuppers (Deutsche Med. Wshcr 1937, p 377 and by Cameron and Hoskins in the J.Amer.med. Assn of  volume 2 of l937 p 1246.  The objective is reported to be to cause not a convulsion but a  hypoglycaemic coma.  The authors are enthusiastic about their results but the patients become prone to infection.   The coma is terminated by oral (!) administration of tea with sugar.

The standard story taught students is that insulin shock and electroconvulsive therapy were originally introduced as treatment for ‘schizophrenia’.  The rationale was that ‘epileptics’ rarely suffered from ‘schizophrenia’.  Therefore the artificial production of a convulsion was reckoned to cure schizophrenia.  The reader will immediately notice incongruities about this story.   The concept of schizophrenia is one that grew out of l930s and l940s politics.  The ancient mental hospitals in which ECT was popularised were not full of patients diagnosed as ‘schizophrenic’.   There is however a long tradition of supposing that epileptics are likely to be or become ‘mad’. (the vernacular term for ‘schizophrenic’).  Those who concede that there were no ‘schizophrenics’ in the pre-war mental hospitals claim that they are using ‘schizophrenia’ for the old diagnosis of  ‘dementia praecox’.   But dementia praecox is a nineteenth century term which literally means ‘pre-senile dementia’ but was used as a name for hysteria developed by people confined to asyla.  Although these patients were probably not suffering from presenile dementia, this, in that era, would have covered diagnoses more commonly made in that era, such as General Paralysis of the Insane (Syphilis) or Cysticercosis. The reader has already learnt that the term schizophrenia was introduced in the modern sense by Kraepelin in the nineteenth century could not possibly be true (Vol5 ch Psy).   Finally, the term ‘schizophrenia’ is so devoid of  definition that any epileptic could arbitrarily be labelled a schizophrenic.  But supposing that ‘epileptics’ did not suffer from ‘schizophrenia’, surely it is obvious that this is because diagnosis is for administrative purposes - to put something into a box on a form. Anyone  who resides in a mental hospital or receives psychiatric treatment is a ‘schizophrenic’.  If the patient is epileptic there is no need for him to be schizophrenic and vice-versa.  But if the patient is known or supposed to be epileptic and the form has not yet been filled in (and what is then  filled in is repeated evermore) then surely ‘epilepsy’ would have taken precedence.  Schizophrenia is a dustbin definition for everything that is left over.  If the patient is epileptic, it is useful for that to be known and for new attendants to be told so or to read it on the card index - since it affects the management of the patient.   The story goes on to tell that electroconvulsive therapy proved useless in treating ‘schizophrenia’.  Mental hospital patients remained mental hospital patients.  It is even whispered that the original assumption that epileptics never suffered from schizophrenia was ‘discovered’ (!) to incorrect.  However ECT was found to be ‘effective’(!) in treatment of  ‘depression’ (The term ‘melancholia’ was formerly used - and may be recognised by the reader as not synonymous with depression).  In other words, as psychiatry evolved, psychiatrists had two currently fashionable treatments - tranquillisers and ECT - and they had to have two diseases - “that which is treated with ECT” and “that which is treated with tranquillisers”.  

According to university teaching, “depression” was not treated with tranquillisers (actually it was and is) because they cause depression.  A category of drugs was also developed - amitryptiline and his relatives, the ‘antidepressants’, just as chlorpromazine and its relatives were the tranquillisers, specifically effective in schizophrenia.   Although The Accused claims to have found that chlorpromazine zombified the patient who had never had any symptoms and thereby created the familiar picture of  the largactilised  psychiatric patient, he reluctantly concedes that where there are symptoms (or an acute psychosis), even though it might be suspected that treatment has caused these, it seems that the treatment may be very effective, without inducing overt zombification or largactilisation.  Some say that patients with hallucinations who take these drugs still suffer them but are less conscious of  them or less troubled by them.    It does follow however that psychiatrists are right in administering tranquillisers when the patient has no symptoms or no symptoms that are not noticed by the doctor or reported by the patient (not by an anxious relative)  or there are no symptoms other than those invented by the psychiatrist conducting psychiatric examination.   Nor does it follow that it is correct to administer tranquillisers for life to patients whose presenting episode has been succesfully treated let alone to those who never had any symptoms.  Doctors and nurses take the point of  view of  carers or, what from their point of  view, is the line of least risk, less likely to lead to repercussions or to lawyers.   They wish to prevent ‘recurrences’.   However, ‘recurrences’ may be few and far between or occur not at all, or there may be nothing to recur.   Chronic tranquillisation may not be however in the best interests of  the patient.  It results in him being cut off from society and condemned to permanent unemployment.  It forces him into the  position of  being dependent on the carers whose interests the psychiatrists supposedly represent.   Life long treatment is so common and doctors are so hidebound, devoid of  capacity to see anything other than that which has been indoctrinated, and so isolated from the realities of  life that is not clear that ‘chronic schizophrenia’ is not an iatrogenic creation, that the treatment causes it rather than controls it.  However, despite there being specific antidepressants and specific tranquillisers,  a great many hypnotics and other drugs whose relevance is obscure are piled into the mouths of  patients  (usually by themselves or General Practitioners) and described arbitrarily as both tranquillisers and antidepressants.   They are effective in the sense that patients become addicted to them and the drug satisfies the addiction - that is to say, prevents its own withdrawal symptoms.   The Accused evolved a suspicion over subsequent years that ‘chronic schizophrenia’ may be a drug addiction!   

“Schizophrenia” may also be an economic necessity for the patient.   The author does not wish to criticise the millions of  people in Britain who suffer from sociogenically induced illnesses nor to take away the financial benefits on which they depend.   Nevertheless it is found by most people impossible to survive on the pay given the chronically unemployed who deny suffering from any illness.   Historical evidence suggests this has been by deliberate design, to destroy the so-called ‘degenerates’.   The Treatment prevents them from reproducing.   The myth of inherited degeneracy is built into psychiatry.  Sick pay, the hostel, the protection of carers, provide the victim with a means of  survival...but The Treatment and the symptoms of  schizophrenia are the price that has to be paid.   The degenerates are tolerated provided they adopt a role which enables the less degenerate to earn money looking after them and in which there exists no possibility of  their having further influence on the world.   The diagnosis of  ‘schizophrenia’ may have no basis other than that the patient is homeless and unemployed.   The term ‘schizophrenic’ has from the l980s openly been used to describe the homeless and unemployed and has become a term of  abuse that justifies the claim that victims should be locked up in mental hospitals in which it is wrongly claimed they once were and to which they should return.  Periodically there are sweeps in which every homeless or unemployed person in a locality suddenly becomes diagnosed  as schizophrenic and goes round zombified with tranquilliser.   There may well be characteristics of a person which contribute to his having few employment opportunities (Or they may be the effect.  It is not possible to distinguish between cause and effect).   But it is a cruel pretence to vilify the individual by claiming these have an inborn mental disorder, to subject them to treatment that renders them unable to control body and mind, makes them  permanently unemployable and degenerates into chronic schizophrenia with the physical side-effects of the drugs.   Periodically there are campaigns to spend more money on the allegedly mentally ill - which means more money for a psychiatric system and carers.   The money and effort would be better spent in integrating these people into the community with right to employment and equal rights in other respects and not for them to Take The Treatment but to weaned off it.

In the more modern era there are a great many alcoholics and drug addicts and the people attended by the psychiatric system or psychiatrists very largely openly or covertly are drug addicts in spite of  some other psychiatric diagnosis.   The psychiatric patient has become a subset of  the category drug addict rather than mental disorder and drug addiction being separate entities.   Nevertheless, just as schizophrenia was and is a licence to survive - at a price - drug addiction is also membership of a community and a means of  survival.  However when the term ‘schizophrenic’ is used it is still one of vilification, whereas those recognised as drug addicts are a superior class.   All the crimes of  the world are heaped on innocent ‘schizophrenics’, not onto drug addicts,  onto victims, not onto those who bully and exploit.

Insulin shock was remembered as having been on occasion fatal, whereas ECT was more rarely so.   Both insulin shock and ECT were remembered as having caused violent convulsions which on occasion resulted in the fracture of  limbs (The author does not know how and why this happened - though patients were said regularly to fall off the trolley, table or bed).  For this reason the muscle relaxant and anaesthesia was introduced.   Twilight sleep, in obstetrics, was said to selectively remove consciousness of  pain (Theobald, British Medical Journal, 1930, volume 2, page 664) but hyoscine was also reported as inducing loss of  memory (Barnet, British Medical Journal, volume 1, 1934, page 940).  It was assumed however by The Accused and everyone that the amnesia that follows ‘ECT’ was caused by ‘ECT’-  by which they supposed they meant the electricity and not the hyoscine.  This amnesia was not reported by patients at Carlton Hayes though it was known to be a textbook consequence.  However at a subsequent appointment at the Herts and Essex Hospital The Accused found that patients invariably could neither recall ECTs nor how many ECTs they had had and that all their reports about ECT, although presented as the patients’ own, were then admitted to be second hand - what the patient had been told, not what the patient remembered.   This amnesia was believed to affect not merely memory of  the actual experience of  ECT but to extend backwards, obliterating recent memories and memories stretching further backwards in proportion to the amount of  ECT given, for which reason it was customary to apply the electrodes for no more than four seconds.   However at Carlton Hayes nurses were trained to suppose that the ‘effectiveness’ of  ECT depended on a ‘convulsion’ being induced, despite the anaesthesia and muscle relaxant, a twitch of a limb or alleged twitch being taken to be a ‘convulsion’.

The amnesia induced  by ECT diminishes the reliability of patients’ reports on ECT and its effectiveness.   Despite propaganda to the contrary, The Accused at Carlton Hayes (and subsequently)  encountered not a single case of a patient ‘demanding’ ECT or of  claiming improvement after ECT and all regarded it as a highly unpleasant procedure.   The nurses would however always write into their notes immediately after ECT and while the patient was sill asleep ‘patient improved’ to which was added in a case to be related, ‘patient died’.   Although The Accused was unable to  obtain evidence even of  patients claiming to have ‘improved’ or being less depressed after ECT, he supposed that if such reports were authentic then the amnesia provided an explanation.  Where an individual loses his memory, new memories or false memories replace those removed and are supposed by the patient to be true memories.  Carlton Haye’s Dr Kaye, in another context, referred to this as the Korsakoff  Psychosis that may follow alcoholism or head injury.   Patients in hospital are surrounded by nurses (and sometimes also doctors and other attendants) who are forever imparting information or what the nurses think is true or ought to be true - which is often fantasy.   When the patient comes to believe the lies he is regarded as having improved or his delusions are supposedly cured.   The patient absorbs the ideas and the words of  those around him - and then repeats them!  The patient is normalised, becomes what is known to The Accused and Public School as ‘educated’,  observes, says and believes not what is but what everyone else believes or what they are expected to believe.

Nothing in psychiatry theory is reliable.  Nurses and doctors may very strongly enthuse their religious convictions in praise of  ECT, then in one to one conversation recite horrors even beyond those claimed by The Accused.  It is hardly rational to program a high capacity computer for thirty years and then to pass an electric current through it.  Nor is it rational for the analogue computers, who believe that analogue computers are God’s Gift (translated, according to The Accused, Pandora) to be entrusted with electrocuting the digital computers.  It might also be suspected that passing electric currents might cause physical damage in the sense of destroying the computer-bits instead of merely turning on switches off.  .  The Accused, however, did not suppose that he could prove this and moreover felt that some victims of  ECT (such as Alan Edwards) remained highly intelligent and that it was not in their interests to spread unproved rumours.  There were patients at Carlton Hayes who had been given thousands of  ECTs, literally so, assuming that the current was switched on, and, although the computer may have had reserve capacity, but there was no evidence of brain damage  - though there existed also a ‘typical picture’ of a much ECT’d psychiatric patient .. more so in other hospitals.   Lawyers chose such,  whose memories were likely to unreliable or false,  when pursuing in the l980s their claims that children’s’ officers had engaged in indecent assaults (after which cases numerous people would get hundreds of  thousands of  pounds  in compensation).  Critics might suggest that The Accused in claiming that the computers were undamaged was referring to mental hospital norms (though he wasn’t) or that the women he saw who remained from the 1930s and were still receiving their twice weekly ECT were atypical.

Did ECT really cause brain damage?  Mr. Senior, a Charge Nurse at Carlton Hayes, reported that formerly  patients who died at Carlton Hayes  had been subject to post-mortem examination in the hospital’s own mortuary.  The brains, he said, were regularly full off ‘cysts’ caused by ECT.   The Accused welcomed any information that might help put an end to ECT, but nevertheless this might have been a misinterpretation.  The Accused did not see these cysts.  It could have been very informative to do so.  They could possibly have been caused by Cysticercosis or Alzheimer’s’ Disease.   These diseases or their affects could be the reason for admission to hospital.   There have also been reports of cannabis addicts having such cysts, though the evidence is open to scepticism.  Mr. Senior felt that the number of cysts was proportional to the number of  ECTs, but again no records were made available of such valuable information and if the association existed it would have to be proved that it was not rather that ECT was being used as treatment of the effects of the cysts or the disease that caused the cysts (and that number of ECTs and cysts was not merely proportional to the age of the patient).  There was so much ECT at Carlton Hayes that it would have, in its heyday,  been impossible to set up a control group without ECT.  Nevertheless, an apparently useless treatment that has come to be used by a profession with dubious motivations for mistaken reasons, which was found ineffective and then for no known reason was used for other patients and which passes electricity through the brain but whose mechanism, if there is any, is otherwise unknown - deserves to be treated with suspicion.

 Medicine or psychiatry was a religion with principles and dogmata.  A fundamental principal was that authority or society, seen as authority, was always right.  It was taboo to suggest that environment, social circumstances or family could have any influence on illnesses, the presentation of  the patient or the fact that the patient presented.    To that was to “blame”...to “blame the parent” or to “blame society”.  Actually it was those who clamoured about blame and not those whom they persecuted who promoted the notion of  blame.   The reader may be under the impression that it is well established scientific fact that schizophrenia or depression is due to ‘brain chemistry’ or ‘genes’ - the patient’s own fault.   No doubt there are genes and chemicals and what they produce can be given names.  But the suggestion that mental disorder as diagnosed at Carlton Hayes was inborn other than in the sense that discrimination passes from generation to generation was ludicrous. But to suggest causes, whether medical, sociological or pychological or to look for them was taboo.   Schizophrenia was to be declared causeless, or due to ‘genetics’ or ‘brain chemisty’.   ‘Genetics’ and ‘brain chemistry’ also amount to ‘don’t know and don’t want to know’.  It was taboo to suggest that  children suffered physical, sexual or psychological assaults by parents or older people.  Victimisation of  alleged homosexuals was compulsory and it was taboo to suggest that prospective schizophrenics were being accused of  being would-be homosexuals (which they often obviously were).    Similarly ECT, which was consistent with militaristic sadomasochism,  was a religion dogma.   It was not permissible to doubt its effectiveness.  Those who did not abide by the dogmata were not permitted to practice.   

Ideology appeared to be the basis on which doctors were selected.    British  medical schools trained Public School boys.    They  might be expected to concur with the hostile colonialist attitudes towards the inferior orders.   The doctor was expected to abide by the military officer class ideology - not to identify with the patients or plebeians.   They were expected  to know nothing about them or  their society.   But even Public School boys could be expected to object to the practices in mental hospitals and even in some general medical hospitals.  British graduates in mental hospitals were doomed.   The foreign doctor, preferably one with no previous training in either medicine or psychology, was to be preferred.   He had to concur.   If  he did not he could be deported. 

Although it was compulsory to enthuse over ECT and to recite the credo that ‘schizophrenia’ was causeless and certainly not due to the treatment, these were fanatically proclaimed doctrines in which there was little faith.   All National Health  Service workers knew that they themselves would end up ‘schizophrenics’ if  they did not toe the ideological line.   Dr Kaye, the consultant commissioned with educating the more junior doctors, was an ECT fanatic.  He portrayed this enthusiasm for ‘physical medicine’ as emerging from his training at St. Thomas’s Hospital in London and his admiration of  their consultant William Sargent, author of  a small textbook, Physical Methods in Psychiatry.   But when  propagandising his views Dr. Kaye, as he himself admitted, was not speaking of  the ECT at Carlton Hayes but that at St. Thomas’s where ECT was (allegedly) performed only on carefully selected patients under conditions more elaborate and controlled than at Carlton Hayes and with an enormous staff.   The ECT described by Sargent, as it is described anyway, so much differs from the arbitrary use and conveyor belt at Carlton Hayes that it could even be used as evidence, perhaps the only evidence from an authority recognised by medics, against ECT!  Dr Kaye also on several occasions demonstrated the use of deep narcosis, which The Accused agreed was an effective therapy.   The Accused’s suspicions were more directed to long term continuous therapies rather than the treatment of symptoms by, only once, administering  large knock out doses of  drugs inducing prolonged sleep.  He felt that sleep deprivation might be a cause of acute episodes and that prolonged sleep was curative.   During this sleep also the drug would be excreted and the patient was ‘detoxified’, not  addicted or dependent when he woke up.   This conclusion is supported from assuming that what is seen in psychiatry is also seen in every day life or outside psychiatry instead of relying on a sequestrated system of dogma unrelated to outside reality. 

Dr Lowe, another consultant, was also regarded as an ECT fanatic.   The nurses’ explanation was that these two doctors, Dr. Kaye and Dr. Lowe,  were ‘part-time’, visiting the hospital only once a week and played no active role in the treatment of  in-patients.   However (so it was said) they charged private patients several hundred pounds a time (which included an anaesthetist’s fee) for one administration of  ECT, which consumed a few minutes, and therefore had to believe in ECT.  The Accused never discovered where these consultants kept their private ECT machines, was surprised to hear that private patients commissioned ECT, but was neither familiar with the circumstances nor  knew what technique of  ECT was used.   The patients may have been fully anaesthesised - and there is a psychology affecting private patients which differs that affecting NHS patients.   The Arab doctors had no choice but to toe the line.   Dr  Jones, a Cambridge graduate who was a Medical Assistant,  considered the ECT at Carlton Hayes to be excessive-   

        “It seems to be given to every patient”, said Dr. Jones. 

His explanation was that foreign doctors were employed who had no previous experience of psychiatry and who supposed that Carlton Hayes customs and psychiatry were the same thing. 

         “ECT is an international language”, he averred.

If ECT was the universal therapy there was no need to speak English or to  have any knowledge of local norms or culture or of  the patient. 

Dr Benedito appeared to have a sincere belief that ECT cured depression.   It is not known whether this view was based on experience or  education.  But apart from the views of  these doctors mentioned,  attitudes at Carlton Hayes, even if the practice was,  were not consistent with the belief that ECT was an effective therapy.

Despite there being at Carlton Hayes what Alan Edwards describes as ‘bastards’ The Accused does not  recall any nurse claiming to have noticed ECT to have any therapeutic value -though they might see ECT buttering their bread and that of  the hospital or as being the accepted routine to receive which, even, patients were sent to the hospital.   They might suppose that for post-1948 patients the hospital had no purpose other than the administration of  ECT and  that ECT was the only reason for it not being closed.  If doubts about ECT were broadcast this might not so much encourage different treatment but closure of the hospital altogether.   Attitudes were more consistent with the use of  ECT as punishment.   Pro-ECT nurses justified it by “this is not a holiday camp.”   If  the regime was not punitive, if  sojourn at the hospital was not made unpleasant, then people would queue up to use the hospital as a free hotel or place of  entertainment.   Patients who complained about the nurses or the treatment were described as ‘paranoid’.   The treatment was ECT - clearly punishment. 

During The Accused’s earlier weeks at the hospital he found no evidence that ECT was administered other than at the request of the nurses and with authorisation by doctors.  Possibly, in the ‘long stay wards’ - the main hospital building which houses patients admitted before l948, before the relevant changes in Law and the introduction of  tranquillisers and treatment outside hospitals rather than life-long detention (or, to put it another way, before the closure of workhouses), this may have been true.  Their patients had not on admission signed ECT consent forms and  they had to negotiate with a doctor to get someone actually to administer the ECT.  However, The Accused would find himself  called to the long-stay wards with such requests, would discuss the case, converse with the patient (together with the ward sister or charge nurse) and would refuse the ECT.   Although The Accused was to meet opposition to his ‘progressive attitudes’ the nurses were fully cooperative with this, raised not a word of objection, and the endemic ECT eventually vanished from the long-stay wards entirely and without a word of protest.  A possible explanation for this is that before The Accused’s arrival it had been unknown for a doctor to visit the long-stay wards for any purpose other than to administer ECT.  Nurses felt that doctors were the enemy, who did nothing, left all to the nurses but then put the blame on the nurses if  anything went wrong.   If  the doctor was called to administer ECT to the complaining patient then at least they could claim that they had passed responsibility on the doctor (though had doctors realised this, ECT on the long-stay wards might have evaporated far sooner!).   The Accused on the other hand was to visit all wards regularly and always came when called and if a doctor could be purported to have taken on responsibility by ECTing a complaining patient he was also taking on responsibility by not ECTing.  Or perhaps it was like a parent threatening ‘If you don’t behave yourself I will call the doctor!’.  The threat has been fulfilled even if the doctor does not ECT the patient.   

The actual history and evolution of  ECT is much more consistent with the use of  ECT for punitive or disciplinary purposes.   Although it might be mysterious what was meant by the symptoms of  schizophrenia vanishing when former mental hospital patients were treated with insulin shock, there was in those hospitals a definable objective to treatment.  It was to keep the patient disciplined and to stop the yammering  of  nurses (known then, if male, as ‘attendants’.  Attendants and also sometimes male charge nurses wore white coats, but not doctors).   Dr Slorach, whose attitudes belonged to the middle ages, supposed that the objective was for all patients to be ‘neatly tranquillised’ and lined up immobile on their beds.   Why should ECT have been used in these ancient hospitals full of  long-stay patients for ‘depression’?   Has ‘depression’ or ‘melancholia’ ever been claimed to be a reason for long term or residential treatment?   Although there had been punitive asyla and those that were more liberal, depression was surely normal and  the problem was more how to conceal a thousand people in a small space without anyone, least of all the doctors, ever seeing them.  The pioneer of  ECT, Sir Denis Q Basher Hill, claiming to be a ‘neurologist’, claimed that ECT was akin to an unpopular government saving its skin by organising a riot (a procedure he recommended).   The population pacified when the riot was over.   Hill saw these riots not as ‘abreaction’ or ‘getting it off  your chest’  but more as confusion and exhaustion.  ECT was intended to cause confusion in the brain - which, in the case of mere serfs rather than master-race, presumably did not matter.  Basher Hill had laissez fair attitudes  about  the brains of  serfs.   But has this treatment to do with depression?   It is for plebs who criticise the oppressive government!

At the Cambridge psychology department The Accused had been taught that one reason for it having  proved impossible to demonstrate any beneficial effect of  ECT was that ‘depression’ comes and goes cyclically and it is difficult to determine whether, assuming that the patient is no longer depressed after treatment, the patient would not have moved out of  his depression anyway.   The only trial successfully conducted, by Penfield in Canada, showed better results in the control group who received the anaesthetic and rest but no electric current than in the experimental group who were actually given ECT.  The results ere not within the predetermined level of statistical significance and results could hardly have been expected, either way, that would have been.   The reader will have gathered that the ritual without the ECT - with the muscle relaxant (scopolamine) and anaesthetic (pentothal) - is a treatment in itself, a treatment rather more easy to justify than ECT itself,  with some resemblance to “deep narcosis”.   Its predecessor, insulin shock, also turns out to have been narcosis rather than an attempt to induce a convulsion - though the pundits possibly had never themselves administered the treatment or seen it administered.  In scientific papers ‘the treatment was administered’ is apt to mean ‘I told someone else to...’.   The reports on effectiveness or otherwise of   ECT turn out to be spurious,  nurses reflexly  writing “patient improved”  (in what respect?) in to their notes while the patient is still asleep!   The punitive ECT’s for  ‘paranoia’ (to which The Accused never consented and to which he was not pressurised to consent) had been a single ECT given immediately when the nurse made the complaint - but the standard procedure was not one ECT but courses of  six or twelve ECTs, two ECT’s a week.   Should the patient at the end of a course claim to feel better, worse or no change?   If  the patient was worse or unchanged,  then further courses of  ECT would be prescribed until the depression supposedly lifted (These depressions had lifted as soon as the patients came into hospital). So then it was best to claim an improvement?  But that meant that ECT had been so effective that it was justifiable to administer some more!  So it was not merely that it would be difficult to determine whether ECT, supposed by the psychological theorists to be a single application, coincided by accident with the lifting of  the depression,  but  the ECT, in the sense that the theorists supposed, was by the therapists not claimed to be effective.   The ECT was just given again and again until the depression was reckoned eventually to have lifted (and if  the depression - not that there were any depressions - lifted after the first ECT of a course of  six prescribed, the further five were still given).  It may be that on Dr. Sargent’s unit or by private practitioners courses of one ECT were administered, but The Accused had no experience of either and it has a therapeutic effect to be treated by Dr. Sargent or to dish out money or a husband’s money.   A depression might be expected to lift spontaneously within six weeks.  For most of  us a packet of chips is sufficient.

But..hang on a minute!   That is not what happened at all!  The Accused during his entire career prescribed ECT only once - and at Carlton Hayes, never.   Yet when administering ECT he would find that his own patients were amongst those lined up.   At first he supposed that maybe Dr Landa or a consultant had prescribed ECT.  But it turned out that nobody had prescribed ECT!  Why had ECT been administered?   It turned out that every patient on admission to the hospital was required to sign an ECT consent form.   The patient would be assured that there was no intention whatsoever to administer ECT but the form had to be signed to cater for the very unlikely event of  in an emergency ECT proving  necessary.   If  the patient did not sign he would not be admitted to the hospital.   The patient had been brought by ambulance, was stranded in the county and did not know how to get home... or may have sublet the flat for two weeks.  Also the edict sounded more as a threat.  “If  you do not sign, you will be beaten up and ECT’d’.   Nobody knows what would have happened had the patient at that point walked out.  Patients were all ‘voluntary’ but if  they ‘escaped’ the standard procedure, if  they were recaptured, was for them then to be ‘sectioned’  and given punitive treatment.  The ECT consent form was then not merely regarded as sufficient to justify ECT without a further request by a doctor but every patient on the Keene Clinic was ECT’d.   The nurses were very surprised that The Accused should query this.   They were under the impression that the Keene Clinic existed for the administration of  ECT and that patients were sent there to receive ECT and for no other purpose.

Although  patients usually came into the hospital already tranquillised,  there were a crop of  young men aged between eighteen and twenty-two who supposedly came from ‘Dr Low’s outpatients’ and had been diagnosed there as suffering from schizophrenia -  which was written on the admission notes when received by the doctor - though there would be no history, no explanation whatsoever and the patient would be devoid of  symptoms.   Supposedly they had seen Dr Low and been told to join the queue for the five o’clock ambulance to the hospital.  The Accused supposed that they must be authentic because he obtained a call supposedly from outpatients, but not from Dr Low,  foreboding the arrival of  the young man with ‘schizophrenia’.   Dr Lowe and Dr Kaye, in any case,  supposed that all young men in Leicester suffered from schizophrenia.   At any rate, their young male patients had it in common that they were entirely normal and above average intelligence.   In some of  these cases ‘from Dr Low’s outpatients’ there was some history of  the parents being acquainted with Dr Low or  attending the same Church but there would be no further explanation of  their presence.   The Accused tried to discover which church it was that Dr. Low attended, supposing it was somewhere in Knighton, probably the ancient St. Mary’s ancient parish church, but the year of the Falklands War, he attended midnight mass at Christmas at the St. James’ Anglo-catholic (High Church Anglican) church and discovered that Norman Low, whose mien was uncommonly humble, was churchwarden.  In others there was no demonstrable connection with Dr Low (who however did not deny ownership of  the patient - but then Dr Low never visited the wards and would not have known they were there).   The Public School term for normal East Midlands adolescents was ‘simple schizophrenia’.   A ‘simple schizophrenic’ was a schizophrenic without symptoms or without any recognisable abnormality or schizophrenic features - in other words, a normal person.   Dr Kaye and Dr Lowe would claim they could recognise such a form of schizophrenia.

         “You get a feel for it.  I am never wrong”.

Yes and No!  If there was such a thing as schizophrenia and the patient was going to catch it, the experienced doctor might be expected to recognise it in advance, even to get what Dr. Lowe and Dr. Kaye called a ‘feel’ or ‘instinct’.  On the other hand, ‘schizophrenia’ is a somewhat woolly concept and mistakes might be expected.  It is not usual, nevertheless, for a doctor to reassure himself by vocally boasting “I am never wrong”.   He might be set himself up for a fall.  In connection with Dr. May’s l965 ‘I have seen hundreds of students like you.  They never pass finals!”.   Quite apart from it being unlikely that there were a hundred London Hospital students in twenty years who actually took finals and never passed, predictions that are never wrong are not scientific observations but social processes - cause and effect.  If, indeed,  the victims in fact did not have schizophrenia, then the diagnosis of schizophrenia precipitated the treatment that caused the symptoms that justified the schizophrenia (though such ‘simple schizophrenics may accept the diagnosis and adopt a lifestyle belonging to schizophrenics,  that is to say, poverty and unemployment,  without ever developing any other symptoms).   There is nothing to be gained by diagnosing schizophrenia in advance.   The only hope for the patient is that the doctor is wrong - and it is not clear why a patient with no pathological features should receive a diagnosis nor why such a patient, if he does so, should receive any treatment.

Since the Public School educated military officer class ex-army medic supposed normal but above average intelligence East Midlands young men to be schizophrenics they might be expected to have such an opinion about their own sons.   Unless, maybe, they were educated at Public Schools.   So indeed it was!   Sons of  doctors were the largest category of  ‘simple schizophrenics’.   They accounted for about 60%.  Sons of  doctors who were not doctors were always schizophrenics.   In doctors’ families there existed only doctors, nursing sisters and patients.   “Simple schizophrenics” generally came from what some might call middle class families where parents had similar attitudes to doctors.   The Accused never met the parents who apparently wanted their sons to be schizophrenics - or, if he did so, he found that they had been misrepresented, did not believe their son to be other than normal but had been, as they perceived the events, pressurised into it.  But as far as The Accused gathered from the victims, doctors had given the parents some encouragement.   The parents  may have been friends of  Dr Low, they may have lamented to GPs...The GP would then recommend a psychiatrist and set up an inevitable progression.  The victim would not be himself involved in such negotiations.   There might be anxiety over some trivial matter - so trivial that nobody knew what it was - fear that the son, for picking an apple off a neighbour’s tree would be arrested by the police and taken to court.    Of  course he had not picked any apples, would not have been taken to court if  he had and, if  he had been taken to court, nothing serious would have ensued.  But, just in case, the anxious parents supposed,  it would be better to save the family name by arranging for the boy to become a schizophrenic.   It would, of  course, have nothing to do with masturbation, homosexuality or even women.  All psychiatrists agreed that it could not be anything quite as horrendous as that.   They might be schizophrenics but...  and, of course, the parents would not have such even more terrible imaginings.   In The Accused’s picture of  the heterosexualist St. George’s action, the parents or woman are seen as the prime movers who manipulate the pseudocognitive robot, or doctor, in the persecution of  the child (which results in flow of  money to the PCR which then is directed back to Superbitch) and the retention of  the child in the social structure controlled by the Superbitch in an inferior role.   Medics in such situations do describe themselves as acting on behalf of the mother.  However The Accused was to discover that in not merely the generation of  schizophrenia, but in all cases where the authority of the mother is used to justify an inappropriate diagnosis and/or treatment, or Munchausen’s Syndrome by Proxy, although events can be interpreted as the mother using the doctor or male agent, the mother’s own report is that she did not agree with the diagnosis and/or procedure but found herself alone, bullied and pressurised by the medic (or whatever expert) and the army of acolytes surrounding him.   See also the story about Sigmund Freud’s innocent nurse.  Is the mother pressurising the stepbrother or the stepbrother pressurising the mother to victimize this unfortunate servant?  The current paragraph may contradict the statement that later appears that all young men admitted to Carlton Hayes were really accused by their parents of  homosexuality.   These patients, as it happens, left before it was too late.   The homosexuality generalisation refers to those who didn’t.

Parents may also not be aware that if  a young male is examined by a psychiatrist he will inevitably be diagnosed as schizophrenic, will be prescribed treatment and will become schizophrenic and that at least some medics are psychiatrist-happy, whenever a mother comes with lamentations or anxieties or for reassurance referring the child to a psychiatrist without even any acquaintance with the child and without the child’s knowledge.  The schizophrenia organisations set up by drug companies invariably littered their propaganda with accounts of precisely these cases.   The mother developes an anxiety about the child  (as in the case of  Little Hans, Malcolm Hartwell or The Accused) and runs to a doctor.   The doctor ‘fobs her off’, telling  her not to worry.   This advice she however ignores.   She runs to doctor after doctor after doctor (Does this remind you of somebody in this story?), is fobbed off, fobbed off and fobbed off.   Eventually she collars the schizophrenia club doctor who ‘explains about schizophrenia’, commissions the treatment and the mother’s role is confirmed as the dutiful nurse and carer.   The anxious mother is certain to land a schizophrenia club G.P. eventually, with the rest of  the G.P.s being pilloried for failing to recognise the  schizophrenia when the mother told her story.   So the first G.P. might as well denounce the child to the psychiatrist immediately.  With the next child the schizophrenogenic parent  recognises the schizophrenia immediately and there is no delay in diagnosis and treatment.   This proves that schizophrenia is familial and congenital.   The schizophrenia club, funded by the drug company which makes money out of  this propaganda, reinforces the parent’s role as carer and her growing dependency on the belief that the child really had congenital genetically inherited schizophrenia.   The heterosexualist St. George’s reaction explanation of  this is condemned by psychiatric propagandists as ‘blame the parent’ but it is they who claim that the mother is the degenerate who has passed on the genes (in The Accused’s studies of  Freud’s works the father is always blamed, but still, secretly, the mother may fear she has the genes or will be blamed for having them).   The schizophrenia club exploits her guilt as well as providing her with a continued role in life.

It is taken as dogma by all laymen that there are more women psychiatric patients than males.  They may quote to back up their arguments that the ‘schizophrenics’ in the study by the Scottish psychiatrist Lang concerned only women patients.   If  they see psychiatry as discrimination rather than medicine and belie that women are persecuted more than men, they will also note that more women were burnt as witches than men (which most historical investigations confirm).   The long-stay patients at Carlton Hayes were predominantly women - though this was attributed to the greater longevity of  women and their greater power of  surviving the effects of  drugs,  hospital pneumonia and episodes of  being bedridden (such as with the pneumonia) which rapidly killed men.   ‘Depressed’ patients were mainly middle aged women.  It may also be that unrecognised drug addicts or  people who run to G.P.s for medication were predominantly women.   There is a copious literature on the persecution of  women.   Women who are unreasonable enough not to persecute men,  who treat them as equals or keep away from them or amicably perform the same jobs as men  may be persecuted.   But the medical profession and military officer class more persecute the male.  The knife edge of  psychiatry, and the diagnosis of schizophrenia,  was directed against the male, who was much more  heavily and savagely treated and seemed also to be less resistant to treatment - and, in particular  against the  young men.  The studies by Lang, which are relevant to the discussion, have already been discussed.  These women were only part-time schizophrenics and in most centres, because they were women, would have been described as ‘depressed’  though Dr Landa sometimes claimed that ‘depression’  in middle aged women meant that their husbands had ceased to fancy them.    Nurses at Carlton Hayes were forever telling The Accused  to watch a film scripted by Lang, “The Family” which describes the fate of  doctors such as The Accused in mental hospitals.   A play has also been written  about Carlton Hayes depicting a doctor who cured everyone because he had a sense of  humour and was always cheerful.  He was an ex-patient and had maybe been told that there once was a doctor.  Dr Kaye, as was the fashion, would pillory all ‘progressives’, including The Accused, as disciples of  Lang  (who were to be cleared out).   But The Accused was no disciple of  Lang.  He believed he could conduct a much more convincing argument than Lang and opined that Lang was chosen by the reactionaries as the representative of  the progressives because he was unconvincing and easily shot down

There is an extensive literature about the persecution of  women by men, including their being accused of being Lesbians and psychiatrised if  they did not serve men.   This happened when there were lawyers in the woodwork, but the medical profession is the empire of  Superbitch who, indeed, does also persecute women who do not enslave men.   The venom of  psychiatry was directed against the male who was more savagely treated, less resistant to treatment and more completely demented and immobilised.   In particular it was directed against young men who were diagnosed as schizophrenic, whereas another major category suffered ‘depression’ (or, as Dr Landa sometimes said, their husbands had ceased to fancy them).

There was only one case at Carlton Hayes, during The Accused’s sojourn, of a ‘schizophrenic’ young woman.   She was Miss Chamberlain, eighteen year old  daughter of  a local dentist.   Maybe dentists were as worried about the family name as  doctors.   Dr Landa would whisper to The Accused in shocked tones that she met men at a cafe of ill-repute in the centre of  town.    That was the reason for her admissions.   Every time she supposedly entered the caff of  ill repute, this was a recurrence of  schizophrenia (for which, however, unlike corresponding males who might be inclined to meet males in coffee bars,  or maybe females, she received no treatment).   What was the name of this cafe? -, asked The Accused.  Where exactly was it?  Dr. Landa indicated that the caff was so ill-reputed that he could not name it.  Had Miss Chamberlain been frequenting teenage coffee bars or caffs, The Accused, and the rest of his chess club,  would have met her there.   Did Dr Landa perhaps mean Brucciani’s?   Yes, indeed, admitted Dr Landa, she frequented Bruccianis.   Miss Chamberlain had the looks of a sex-goddess and it would have made a good story for Bruccianis to be a clip- joint run by the mafia and headquarters of  the Cosa Nostra Swingers Club.   But Mr. Brucciani was chairman of  the local chamber of  commerce and ran very respectable establishments which were frequented by middle-aged ladies with shopping trolleys taking a rest during their purchasing sprees.   Moreover,  Miss Chamberlain freely admitted (to The Accused) having on two or three occasions dropped into Bruccianis to meet not thousands of  young men to be picked ad hoc to assist in orgies but one particular young man (of her own age) to drink tea.   The Accused almost pitied her for the accusations being false.   Nor was it possible to dig up anything against this young man... He was the right age, middle class, well-educated, had a job...   Dr Reid, her consultant, hinted however that he might be a protestant or a catholic.  The Chamberlain’s were Irish.  In British culture Miss Chamberlain might be perfectly  normal.   But Dr. Reid herself was Irish and understood.   In Ireland, a girl had only to cast a passing glance at a man and the consequences from the family were apt to be more severe than a mere admission to Carlton Hayes Hospital!

So the schizophrenogenic parent and the schizophrenic doctor were dominated by anxiety.   It was not possible to negotiate independence with them by stages.. by first meeting the boyfriend at Brucciani’s for five minutes a fortnight and gradually habituating the parents by adding five minutes during each subsequent fortnight until, eventually, the entire week was spent with the Boyfriend at Bruccianis.    Even the initial five minutes led to fantasies of  the cafe being crowded with homosexuals and loose women and disgrace falling upon the family name and the bailiffs moving in...The phobic parent would run to the phobic GP who arrange for the victim to be hounded to the phobic psychiatrist.

Medics are guided by anxiety.   They fear that they may fail to diagnose a case of  schizophrenia or withhold treatment and be blamed at some later date if  the victim is accused again, which he surely will be.  If somebody is accused twice that proves guilt and somebody has not be blamed for not taking any action on the first occasion to prevent the second..   The first accusation is the ‘warning signs’.   Even were the person accused once not inevitably accused twice, then the doctor would not know which person was to be accused again and which not - and  the reader may have gathered that despite all the complicated theory, supposing that schizophrenia exists, the psychiatrist has no way of  telling which as yet undiagnosed patient has it and which not.  Better to take control of  the situation, diagnose schizophrenia in every case and be protected with the assurance that inevitably the patient will be treated and schizophrenic.  However, from the point of  view of  the patient’s interests, that is not the best policy.   An argument known to logician’s as Pascal’s Paradox operates.   In the case of  ‘schizophrenia’ (or whatever similar concepts have been generated down the ages) it has invariably been, at all times in history,  that during all previous ages and, contemporaneously in every other country,  it is the victims of  political persecution and not those who suffer mental disorders who are accused and found guilty.   Sure enough,  contemporary psychiatrists never made a mistake in their own countries but nevertheless by their own reckoning the great majority of   psychiatric diagnoses have been spurious and in the great majority the treatment the cause of  the disease.   But were there no evidence whatsoever of misdiagnosis rather than it being obvious to everyone except witchfinders and psychiatrists, the logical fact inevitably remains that schizophrenia (or AIDS etc.) is  either iatrogenic (caused by doctors, or a self-fulfilling prophesy induced by diagnosis)  or not.  If it was not iatrogenic - if  the psychiatrists are indeed right that every young man that meets a psychiatrist suffers from schizophrenia - then it masks  no difference what the doctor does who first encounters the patient.   Whatever is or isn’t done, the patient will be a schizophrenic for life.  On the other hand, were schizophrenia (or AIDS etc.) iatrogenic, then if the patient was smuggled away without diagnosis or treatment he would avoid schizophrenia   (or AIDS etc.).  Therefore the only course which can have a benign outcome is to avoid the doctor and the treatment and the patient should take it.   Otherwise he might Die Of  Ignorance.    The reader will correctly point out that the fact that he had been in hospital or met a psychiatrist once would be enough to prove his guilt and he would merely bounce back and be diagnosed anyway.   For this reason it was essential not merely that the patient escaped before diagnosis but that he escaped not into his original environment but one in which he was amongst supportive companions he did not suppose that those born without the genes of  working class or military officer class destiny - or for that matter, boys or girls who preferred men to mothers - belonged in mental hospitals.

This insistence of  The Accused that psychiatry was used to prevent young people setting up or  joining their own peer- structure was a point of  theoretical argument with Dr Kaye.   The Accused saw events from his own point of  view as a local young man who belonged to the categories (such as the grammar school pupil) who were denied the right to their own peer structure or means of  survival and who were persecuted by psychiatry.   Dr Kaye however had more the view of  the Public School Boy or army officer for whom it was the norm to find a means of  survival within the parental peer-structure.   To him the efforts to survive by those denied survival within their parental social class was rebellion against authority (about which, in the manner of  a true psychiatrist, he felt emotional).   Dr Kaye did concede that norms were not absolute.   They differed in differing cultures, subcultures or families.   However, the patient had to be judged by his own cultural standards which, in the family, were those of  the parents.    To the pragmatic Dr Kaye a potential peer structure or one which the victim intended to set up or  join was one that did not exist and therefore had no significance.   The concept of  the potential or of  what might be is excluded from Neodarwinism.  To the psychiatrist this is an easy solution of a theoretical problem, but from the view of  justice possessed by the person who cannot survive in his parental culture or is destined within his culture to be a schizophrenic (and knows it and takes measures to prevent it)  this theory can be disproved by counter-example.   Nature survives and evolves through the seed being blown to new and previously uninhabited territory, not through it dropping at the feet of  the parent where the parent tree takes all the nourishment and the young tree remains a subordinate stunted bonzai (or even if does become such a stunted bonzai to become the boss tree in a thousand years time, it needs some of  the nourishment).   Although it is true that the vast majority of seeds that  cannot flourish at the feet of the parent perish, this does not per se prove that they are all degenerate or to be excluded by a policy of  psychiatric eugenics.   History showed that it was  the mavericks who were the leaders, the instruments of  evolution or  the means of survival of all when circumstances changed.   Dr Kaye would reinforce his argument by pointing out that the child depended on the parent.  The parent was a consultant psychiatrist who had a job, an income, had been serving the community for decades.   The  victim however was a mere medical student, performing no function in society, dependent on the parent.  If the parent was Found Out, then not only would the parent perish but the child.   To The Accused it was not entirely satisfactory to be condemned in this way!   The child’s need for independence should not be seen as a threat to the parent and it would be more satisfactory to find a means of  it not being so rather than largactilising the child.   The victims supposedly were not currently essential links in the national economy, but nevertheless  there would be dire consequences if  the category of  young  person selectively victimised, known to the Sex Pistols as the Flowers in the Dustbin, were to be eliminated (as proved to be the case).   So The Accused’s role of  senior psychiatric house officer (i.e most junior doctor in the hospital), protector of yesterday’s status quo, conflicted with his role as leader of  the local persecuted intellectuals. 

The Accused supposed sons of doctors who were admitted to the hospital to be a lost cause, that he would be battling against insuperable social forces, against the supreme empire of  the Superbitch.   However  in the usual cases of  symptomless and normal young men coming in to become schizophrenics, he would come to take a history, examine the patient and hold a little speech when they arrived which he assured the victim he would deny if  the victim snitched.  None ever did.   He would point out that it was customary for young men to be diagnosed as schizophrenics.   Indeed, the words were already inscribed on the casenotes.   A schizophrenic took tranquillisers for life.   The victim might suppose there existed some schizophrenic who did not need these tranquillisers or  who had been wrongly diagnosed.   No such thing was known to happen in the real universe.   Indeed it was supposed by many pundits that if  the treatment was stopped there ensued what was known as a ‘recurrence’ - and perhaps they were right.   All drugs created dependencies,  a precipitation of  the symptoms they were supposed to prevent if  they were removed.   Removal of  anti-epileptic drugs, for instance, produced epileptic fits, even if  the patient had no epilepsy before the drugs were prescribed.   Attempts to dishabituate patients from psychiatric drugs could well be a horrific exercise and one that exposed the doctor to the accusation of  precipitating the ‘recurrences’ through  negligence.    There were no such attempts.   Once treatment started that meant treatment and schizophrenia for life.    Medicine and psychiatry had one point of  view.  Logic and the layman might well have another.   The patient might consider the possibility that the treatment caused the disease and that avoidance of  treatment represented the only possibility of  avoiding the disease.   Within the hospital treatment might prove inevitable.   Were the victim to prefer escape - and The Accused would recommend no such thing - it was essential that the victim escaped rapidly, before he received any treatment and without any person noticing.   There was a bus at such and such a time.   It was possible to wander nonchalantly in the direction of  the gate, not necessarily in a direct line,  without appearing to be in a hurry to leave.   If  the patient did make such a choice it was essential that under no circumstances did he return, however much he was pressurised.     Those who escaped and then returned - there were cases of this happening were invariably sectioned and heavily treated.   Psychiatric admissions were only voluntary if  the patient did as he was told.   If  he did not agree with what was recommended  then he was judged incapable of  making the correct decision and it was made for him.   He must also not return to or be found by whatever environmental influence had persuaded him to present himself in the first place - at least not until he could guarantee full socio-economic independence from such an influence.

When it is stated that before uttering this speech The Accused recorded a history and examined the patient, it is meant that he recorded  a history and examined the patient it is meant that he recorded a history and examined the patient.  There has been a recent report of a doctor being sent to prison by an army of women, who stand to make a lot of money out of it, for examining patients thirty years ago.  Only recently has this been recognised as a goldmine... oops... trauma.  The women get a letter from a lawyer or the police if you accuse this doctor you will make a lot of money.  These traumatised women were to be seen after the trial joyfully dancing in the street.  Lawyers had apparently decided that it is unnecessary to conduct a full examination.  Thirty years ago, it was customary for a nurse to be present.. though not necessarily if the doctor was examining a young men.   Doctors did not fancy young men.  But the patient was examined.  If the doctor does not examine then he cannot know there is nothing to examine.   It is true that it was not customary to perform a vaginal examination on a psychiatric examination.  Nevertheless that omission might lead the doctor to overlook the abscess which was causing the psychosis.  Fortunately in those days there was no contraceptive pill and young women rarely presented themselves to doctors unless they were pregnant.

Typically these young men reported that they had already come to this conclusion themselves and within the next few hours had vanished.   There is no knowledge of  these young men ever presenting to psychiatrists again.   If  indeed they did not do so then The Accused can be taken to have cured schizophrenia, a feat accomplished by no-one else on earth.   The diagnosis exists de facto when a young man enters Dr Lowe’s outpatients, the ambulance or is admitted to hospital.   The diagnosis is written into the notes before even any doctor sees the patient.   The nurses know that young men are called ‘schizophrenics’.    Once anything is written on the administrative record it becomes a fact, the way the patient is identified, always repeated.   On the other hand,  these patients do not count as schizophrenics.   Their notes are permanently lost to posterity.   They do not tell and nobody else knows.   If  they did tell they would become schizophrenics!   That which is unobservable or outside the knowledge of  society does not exist!    So they are not known either to society or to science as cured or prevented schizophrenics.  Do the prevented schizophrenics remain cured, prevented or not found out if they develope symptoms that would confirm a diagnosis of  schizophrenia (on the assumption that there is no-one around who believes such a diagnosis has been made or such a suspicion previously existed)?   We do not know.   Nevertheless phenomena consistent with a diagnosis of  schizophrenia commonly occurred and did occur in the outside world,  were managed by friends and never led to any diagnosis or schizophrenia.  When there was collective or community mental disorder (as there was amongst the staff of  NHS hospitals such as Carlton Hayes),  it was common however for a scapegoat, the hierarchically lowest, to be nominated to become the schizophrenic and this promoted some resolution to the group psychosis.   The collective anxiety was channelled  into anxiety directed against the victim (or into the victim).   Arabian psychiatric doctors, and to some degree others, habitually confirmed the diagnosis of  schizophrenia by labelling as thought disorder ideas, expressions or figures of  speech that were fashionable amongst local youth.   The Accused would warn the local youth never to utter such expressions outside their own circles and never in the presence of  a medic.   So they too were saved!   This view of  schizophrenia, that it is membership of a club or role recognised by the community recognised by all once it is allocated by a ceremony is known to sociologists as labelling.    The inevitable social reaction leads to the inevitability of  the ‘downhill path’ of schizophrenia.   It is also the doctrine known to the General Medical Council as ‘suspicion’.   Once the suspicion is created, the accused person is inevitably guilty.   There is a fear of  the consequences, more the consequences to the aggressors than the consequences to the patient, the fear of  blame for negligence should the patient be subsequently Found Out or denounced.   Also, any suspicious episode is automatically regarded and treated as schizophrenia.  The Accused’s therapy  totally separated the victim from the ‘labelling’.   Dr Kaye claimed that there had been a trial at the Maudsley Hospital (“Only the Maudsley Hospital would think of such a thing”) in which the progress of  a group of ‘treated’ schizophrenics was compared with progress of a group of  ‘untreated’ schizophrenics.   He did not say whether patients considered as symptomatic were found in the untreated group.   Possibly this ‘trial’ was an attempt to save the symptomless non-schizophrenic from the labelling.   After all, doctors and psychiatrists do not have investigative powers not available to the layman.  If  symptoms exist, they are obvious.   If  doctors have to eke them out by cleverness during the ‘psychiatric examination’ they do not exist.   The untreated symptomless ‘simple schizophrenics’ are not schizophrenics at all.   However the Maudsley patients would still have been labelled.  “I do not believe it”, said The Accused, “There is no such thing as an untreated schizophrenic”.   Dr Kaye admitted this was true.   “It would be irresponsible”, he said, “to withhold treatment of  schizophrenia”.  

Several books have been written by ex-patients who claim to have been diagnosed and treated for long periods as schizophrenics or to have been for long periods in mental hospitals (into which they may have strayed by accident) only for it eventually to be discovered they did not suffer from schizophrenia, for the treatment to be stopped and for them then to lead normal lives.   Others claim that their schizophrenia was cured (spontaneously rather than through treatment) and they then lead normal lives.   The author finds this difficult to believe.   There can be cure however through translocation, emigration or  political revolution, with the labelling continuing to be recognised but now accepted as having been the persecution or  prejudice of some other party.    The Accused cites also the effect of  legacies.   But in his experience these arrested the downhill path, prevented further deterioration, but did  not reverse changes that had already taken place.

In The Accused’s model of  the social hierarchy governed by the two laws of  heterosexualism (money passes from man to woman, or up hierarchy: treatment  passes from man to woman - or down hierarchy) - which was not formulated in those terms until l986 - there is a ‘hysteria’ that belongs to the upper hierarch and this is the true mental disorder.  Insanity,  psychopathy or  bullying belongs to the accuser or diagnostician (or to the external anxiety that imposes the labelling).   The ‘schizophrenia’ is the purely  passive role of  being victimised by the hysteria - that of  the simple schizophrenic.   But the hysteria may also be inoculated into the victim, so that the ‘schizophrenic’ is persecuted internally rather than by the outside societal authority figure or superbitch.  This superimposed hysteria is symptomatic, not merely the symptomless passive role of the ‘simple schizophrenic’.

The patient to be cured or prevented has to separate himself from the aggression that persecutes the (potential) schizophrenic.   There were some symptomless victims who were drawn by some compulsion or  dependency,  possibly a financial dependency, to the environment in which they were and would continue to be denounced to psychiatrist and in which they would inevitably become schizophrenics.   The Accused over the years recognised also other predisposing factors to ‘schizophrenia’ and to some extent was doing so already.   There is the patient’s failure to appreciate his own social status and necessities for survival,  identification with the hostile peer-structure and its values and unrealistic ambition for a place in that structure which is more appropriate to a member of the class or club to which the structure belongs.   There is introspection - an attempt by the patient to read and understand his own thoughts which is approached with emotion, anxiety or excessive enthusiasm rather than with scientific indifference.    Thoughts or misperceptions which most people automatically ignore or dismiss are brought into focus and given inordinate significance. (Response to and failure to dismiss misperceptions or a dream-state is also encouraged by tranquillisers).   The victim, who unlike others is not protected by social class or club membership and must contend with reality, may seek a grand solution to his own and the world’s problems or a saviour or means whereby the victim is protected from uncertainty, risk or the need to make decisions (in all of  which the doctor is useful).    The victim may identify with dogmata or the writings of  experts.   The victim is always a person with a ‘superego’ or an aspect of  personality that is socialised (created by society by threat and reward) and the regulations of  some social class but not appropriate to his own classless situation.   The Accused was to make further observations but recognised already  at Carlton Hayes that addiction to the schizophrenogenic environment was the hallmark of  the future schizophrenic.

There was a third category of  young male who arrived at the hospital not symptomless but with a very strong element of  self-persecution or  apparition of  inferiority or guilt.   These patients were openly recognisable as of  little cheer, with a ‘depressed’ hang-dog appearance.   The modern reader may wonder whether there was ingestion of  alcohol or drugs.   What The Accused noticed about these patients however was that  all of them when asked about hobbies and leisure pursuits said they visited  Nottingham and either London or Manchester or both.   To The Accused’s colleagues this would have mean nothing, but inhabitants of  Leicester knew that these were locations of  gay clubs and their users.   Dr Kaye in his teachings remarked that there existed theories or research that indicated that schizophrenia resulted from homosexuality or  repression of  homosexuality.   He added, however, that ‘of course’ that was not true and that schizophrenics or those who presented for diagnosis as schizophrenics were not homosexuals.   But ‘of course’ Dr Kaye was not entirely correct.   In the sense previously discussed, the concept of  schizophrenia evolved as the suppression of  ‘homosexuality’.   The terms ‘homosexual’, ‘heterosexual’ or ‘ bisexual’ are usually used for roles, internal and within society, conferred by socialisation, the rules of  social classes conforming with the laws of  heterosexualism.   Adolescent sexuality is not fetishist or gender-fetishist.   In that sense it is ‘bisexual’.   That is usually accepted without comment.   Trouble arises however when an aspect of  this is identified with the fetishist role ‘homosexual’ and abnormality, inferiority and disgrace by  the patient himself,  his family or some authority figure, thus generating the hysteria, victimisation or bullying  that persecuted the ‘schizophrenic’.   This affected all  young ‘schizophrenics’ but was particularly obvious in this particular category.   This category worried The Accused.   They had  - unlike the other  young people discussed - symptoms and there was considerable danger that there was nothing he could do to protect them from chronic treatment and schizophrenia.   He therefore wanted to know what was going on in the gayscene to provoke this syndrome.   The modern reader may suggest that they were obviously on the gayscene but not actively or successfully homosexual - and therefore alcoholics and/or drug addicts.

Wider evidence does not confirm that the anxiety of  the parent being transferred into the schizophrenia of  the child is the universal aetiology.   Any stress, victimisation, threat to security, homelessness, unemployment or financial embarrassment can lead to the visit to the doctor  and lack, need of, or threat to money is the root of  all evil - or money is the way out.  Patients run to doctors for sympathy or an alibi or suppose that doctors or psychiatrists are experts on the troubles of  society.   For the most part they are not - and have a blindness to social causes of  presentation, even though they always exist and per se are sufficient to provoke presentation in the absence of  anything intrinsic.   It was common, in The Accused’s experience even invariable for working class university students from  Leicester to run into financial difficulties and/or homelessness or fact or threat of unemployment during their first undergraduate or post-graduate term and to meet and be diagnosed by doctors.   Universities had their own clinics or mechanisms which might isolate students from outside medical influences and protect them from labelling or even diagnosis.   There might be a protective internal diagnosis of  ‘mental breakdown’ which led merely to a holiday or an extra year in which to study and earn an income.   But as we have seen vis a vis to The Accused’s experiences this can break down because of  involvement of  anxious parents - and also some university health centres had some of  the most dangerous diagnosis-orientated medics.   However, where schizophrenia is the outcome,  there is a general formula that applies also to the more obviously parentogenic cases.  The victim identifies with a peer-structure which proves hostile or  offers only roles which confer inadequate survival.   He does not stand on his own feet or rely on appropriate peers (or may be prevented from doing so).   An anxiety is converted via the doctor or medical or psychiatric system into schizophrenia - and it may be the doctor’s own anxiety.   In some cases this ‘anxiety’ appeared to be a rational or emotion process.   A high percentage of  The Accused’s asymptomatic young men claimed merely to have come to the hospital on their own private research project (Does this seem familiar to the reader?) - to find out what went on in mental hospitals. 

The first of  the symptomless young men, allegedly from Dr Low’s outpatients, to present himself to The Accused was an eighteen year old who claimed to be on a personal research project.  The Accused  recorded the history and ‘psychiatric examination’ soon after the patient arrived.   The Accused was officially off duty at 5pm - but the ambulance with patients arrived at around ten past.  The Accused could have left such patients until the morning but preferred to attend to them immediately.   It was also soon discovered by himself and by the nurses that he was the only doctor in the hospital after 5 p.m.   The Accused prescribed no drugs and told the patient, indeed emphatically and repeatedly  that  he must not take any drugs, not even a hypnotic, not even if offered or if  they were pressed on him - and he must not ask for them.   There were at least two reasons for this.  If  he suffered effects from the drugs they would be judged to belong to the patient and not the drugs.   Where patients had symptoms, whether or not they preceded diagnosis,  The Accused found there was always a history of  tranquillisers, and certainly drugs,  being taken before the symptoms developed.   It was not throughout The Accused’s further experience of life possible to prove this in every case, but it was so in the vast majority and it was possible that tranquillisers were a cause or the invariable cause of  schizophrenia.   But the history might be of  taking only one tablet of  chlorpromazine.   There were patients who had who arrived confessing to have taken, on some previous occasion, only one.  The patient said he understood this and promised that he would consume no drugs.   Nevertheless, next morning the patient had the familiar facies of  the patient treated with chlorpromazine.

Medics appeared to have an extraordinary inability to recognise the overt features of  tranquilliser dosage.   Horrific modern tranquillisers were already being used and were propagandised  by drug companies as being entirely without ‘side effects’ and the ‘side effects’ were not noticed by the medics, who repeated this propaganda.   Yet, if a person was on any of  these drugs, that could be recognised when the patient was quarter of a mile away down the street!  In the present case the nurses and patient solidly denied that the patient had taken any tranquillisers.   How could The Accused make such an absurd and libellous suggestion.   The nursing officer took on a threatening aspect.    So The Accused spoke to the patient privately in the interview room.  He had taken a single chlorpromazine tablet, confessed the patient,  which he had requested to help him go to sleep.   The modern reader may suggest that the patient was an addict or drug user who had smuggled himself into the hospital with the purpose of  apprehending such tranquilliser.  The Accused did not learn until after he had retired from medical practice that psychiatric tranquillisers have hallucinogenic properties which are attractive to drug-addicts.  The Accused put up a handwritten note on the Keene Clinic noticeboard that nobody should prescribe or supply any drugs to any of  his patients without his consent.  Furthermore all prescription of drugs should be recorded in the patient’s notes.  The Sister in charge of the women’s ward angrily tore down this offensive notice.

Soon afterwards, this patient (who rapidly vanished) or another again turned out to have unauthorised chlorpromazine (largactil).   When The Accused inquired what was the explanation he was shown the treatment card.  “Largactil 50mg stat p.r.n.’.   The prescription had not been signed.   Would he Accused please sign it.   The prescription had been obtained from Dr Agami over the phone.   The tranquilliser had been requested by a nurse as a  ‘hypnotic’ to be taken before going to bed.   Dr Agami did not come to the ward to sign the card.   Such telephone prescriptions from Dr Agami it turned out were being obtained on a grand scale.  ‘p.r.n.’ means ‘whenever necessary’ or  ‘whenever the nurse chooses’.  The abbreviation ‘stat’, which was not always included, means ‘on one occasion’ or ‘single dose’.   The pretext for obtaining such prescriptions was that they were needed as ;hypnotics’, to enable the patient to sleep at night.   Patients in hospitals are often (and unnecessarily) given sleeping  tablets.   At the Maudsley The Accused was the only patient who refused them.   Whereas hypnotic were never administered on the paediatric ward at Gulson and the ward was free from anxiety and everyone fell to sleep at night, on the paediatric ward at George Eliot children were continuously crying, there was anxiety and confusion, unauthorised painkillers and aspirins were administered (since they do not require prescription, the nurses can do this - and generally the doctors do not find out)  and it was supposed that patients could not possibly fall asleep without hypnotics!    However once this prescription was obtained at Carlton Hayes it was interpreted as meaning that the nurse could on one occasion administer as many tablets as she liked (i.e. any number of  stat doses) and she could do this whenever and as often as she liked!  This was one of  the devices whereby nurses justified administering drugs without doctors’ knowledge.  The Accused also at this early stage came across the practice of  there being two treatment cards - one shown to the doctor and another used by the nurses - but did not realise that this type of  ruse was commonplace.    

The Accused discussed this practice with Dr Agami - and with his colleagues Dr Benedito and  Dr Hamid and with Dr Landa.   It turned out that there had previously been very haphazard management of  patients, without individual doctors having specific individual responsibility for patients.   Any doctor, at nurses’ request, had prescribed for any patient, and, moreover,  this had always been done over the telephone without visiting the ward and signing the card.   The nurse would get the ward doctor or some other doctor to sign it, though in fact there was no proof  that the prescription had even been authorised on the telephone.

The Accused was surprised at the use at Carlton Hayes of  chlorpromazine, a tranquilliser, as a hypnotic.   He was not in favour of  hypnotics but when he was persuaded to allow the option used drugs classed as hypnotics and wrote the prescription unambiguously.  Nevertheless The Accused discovered that when patients were discharged and managed their own treatment regime they did not use it, as supposed, to maintain a steady level of  tranquilliser in the tissues.  If they took The Treatment at all, either they took it when they ‘felt ill’ or they took  before going to bed as a sleeping tablet.   This meant that when patients suffered so called recurrences or relapses this was not due to ‘not taking the treatment’ as invariably supposed and written reflexly into their notes by the nurses, information passed on to the doctors who recorded it in their own notes.  Little is known about how tranquillisers are taken by patients outside psychiatric wards or hostels and how this affects their lives and relations with other people.   But it does appear that oral tranquilliser are frequently taken to provoke dreams or fantasies and to induce sleep, which is induced within minutes of  the tablet being taken and may be prolonged.   The Accused in l971 had little knowledge of  the effects for which a patient might take tranquillisers, or of the quasi-drug-addict properties, but was informed more about the properties patients found unpleasant.  There is a strong suspicion that chlorpromazine is an addictive drug (in the sense of  heroin or cocaine) rather than merely inducing a dependency (in the sense of  the patient suffering from an illness if the drug is withdrawn). 

As a matter of  fact The Accused throughout his stay at Carlton Hayes found no evidence of  Dr Agami ever having signed or written anything.   But then Dr Agami had no patients in the hospital.    Dr Slorach would tease him that he had no duties.   Dr Agami would reply that he was in charge of  the Day Hospital (a wooden building in which patients came by day who did not sleep in the hospital).

         “Yes, no duties!”, said Dr Slorach, “No patients attend the Day Hospital!”.  

Dr Agami had a reference from the Professor of  Medicine at Cairo University.   Previously to his appointment at Carlton Hayes he was in charge of, at a Swiss clinic, a Middle Eastern Crown Prince who suffered from ‘paranoid schizophrenia’.   Dr Agami  noticed no irony in this fact.   In the Arab countries the Crown Prince was always leader of  the opposition and always suffered from paranoid schizophrenia.   Agami’s task however was rather different from what was required at Carlton Hayes.   Arab potentates did not destroy their successors.   They had to be in good form when they eventually took over and no longer suffered from paranoid schizophrenia, the degeneracy then being transferred to the next Crown Prince.   Agami was supplied with the Russian tranquilliser Adamantidine.   Any psychiatric drug when used in Russia is assumed to have horrific properties.

Newspapers would relate horror stories about the Russian persecuted intellectual Dr Shakharov being treated with the terrifying drug  chlorpromazine (in Britain, the standard tranquilliser) which,  apparently, no sane person would ever employ.  The Russians were not very good at persecution.  Everyone knew it was going on.  Victims lived to tell the tale.  In Britain the persecuted were eliminated before they became intellectuals.   Adamantidine has also been portrayed as  horror drug.  But  The Accused was always on the lookout for placebo tranquillisers which cured the anxiety of  nurses but did not harm the patient.  He made use of adamantidine. This pleased Dr Agami who had introduced it into the hospital and probably to  Britain.

Dr Agami believed that there was a lucrative future in the Middle East (excluding Israel, which had Western-style medics and psychiatrists) for any doctor who had worked in Britain.   His ambition was to import the first ECT machine into Egypt.   Dr Agami, whom The Accused regarded as the hospital Quisling - a term previously explained - was a victim of  the temporary registration system and depended on local patronage.   He was excessively and absurdly sycophantic to the regime of  Dr Slorach and Dr Low and, in that respect, regarded by The Accused as a menace!   But he appeared genuinely to believe that importation of  an ECT machine to Egypt would be (lucrative)  scientific progress rather than an act of  criminality!  It seemed to The Accused that Dr Agami and some other doctors, though in other respects better educated than British doctors, had had no education or experience in medicine, psychiatry or psychology (or surgery) before they had arrived at Carlton Hayes.   The level of  theoretical knowledge they displayed at Dr Kaye’s DPM coaching sessions, after a decade at Carlton Hayes, was not demonstrably greater than zero.    The only education they had received was at Carlton Hayes.   This amounted to ‘All whites, other than consultant psychiatrists, suffer from schizophrenia.  ECT cures depression”.  They had no other board on which to tread.   They did not realise that Carlton Hayes beliefs and practices deserved little credibility.   Their knowledge of  local culture and norms was insufficient for them to realise diagnostic methods and diagnoses were spurious and because they had no knowledge of  Medicine overlooked medical causes of  patients’ presentations.   They were being used by the Public School as the unwitting tools in their persecution of  non-Public-School populations and, in particularly, their intellectuals or potential intellectuals.   Malcolm Hartwell claims that Dr Agami was responsible for his being diagnosed as schizophrenic in 1961.  The Accused finds this hard to believe, but Malcolm insists.  In l961 Dr. Agami was, surely, fresh from Egypt, with zero knowledge of psychiatry and should not have been let loose on one of the most intelligent grammar school pupils in the city whose mother was worried about exams.  The Accused neither wished ECT onto the Egyptians nor wished the Egyptians to imprison Dr Agami for crimes against humanity. He hinted that ECT might not prove so effective in Egypt.  Psychiatric treatments were effective only within their own native cultures.

Dr Agami was never on duty over weekends.  He was obliged to stay at the Playboy Club, he said.  It did not occur to The Accused who assumed that Dr. Agami, who was unlikely to be interested in Bunny Girls and would not have mentioned the Playboy Club had he been so, was using the club as a hotel.  However, the Playboy Club had Arabic speaking clients and might have been working there.  One day the Russian cultural attaché came to Carlton Hayes to visit Dr Agami.   Russia then represented Egypt, which had severed diplomatic relations.   Everybody knew that the Cultural Attaché is the KGB rep.

         “So you have come to visit all your spies?”, asked The Accused. 

A British spymaster would have cheerfully replied that indeed he was and that the entire hospital was in his employ and would have asked The Accused to join the club.  But this very quiet and serious man appeared greatly embarrassed

At The Accused’s chess club there was occasionally a new member who arrived declaring he had a grading of  140 and who would demonstrate over the board when The Accused tested  him out that he could hardly play.   So he was the chap from the Police.   There was regularly some young man who on arrival claimed to have a grading of  l60.   The Accused would win against him too.  The opponent would think that was O.K..  His grading was supposed to be only l60.  But The Accused kept his light under a bushel.  He was a stronger player than his grading and knew very well that this player’s grading or playing strength was well above 160!   This would be the chap from MI5.  Or maybe GCHQ.  GCHQ were believed to own the droves of  pretty young men with long hair, T-shirts,  jeans and carrying guitars who lined the pavements when the roads were cut off and VIPs went on walkabouts round town.   But then the agent did not really suppose The Accused was taken in by the pretence.   This person would render a valuable contribution to the first team.  Unfortunately the last one was to vanish suddenly and without explanation on the day Airey Neave was assassinated.   The Accused could have done with a KGB chappie for his chess team..but the Cultural Attaché was struck dumb!

The Accused requested that from now on there were to be no prescriptions of drugs on the phone.   He and only he would prescribe drugs for his own patients (which was eventually interpreted as all patients except Dr Benedito’s).   All calls referring to his patients were to be directed to him, even if he was off duty.  He could be contacted at Stoneygate Avenue by phone and would cycle in (which took twenty five minutes).   There were to be no more ‘p.r.n.’ prescriptions.  The Accused’s colleagues were not offended by this innovation.   They regarded it as welcome improvement and abided by the agreement.   Dr Benedito was particularly pleased since he too had decided that he  did not want colleagues ,  The Accused in particular, meddling with his patients.   In psychiatry each doctor has his own methods and individual responsibility avoids conflict and confusion - whereas in Medicine team responsibility is preferable.

               The Accused has made claims that his innovations aimed at preventing patients being given unauthorised treatment resulted in his being arraigned on false charges brought by nursing officers in the hospital’s Kangaroo Court.   The author has found no references to such cases in the Kangaroo Law Journals, but it may be assumed that The Nursing Officers resented anything that threatened their authority, their monopoly over the prescription and administration of  treatment and their facility of manipulating doctors and of  taking advantage of  their ineptitudes.
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