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Permanently resident patients at Carlton Hayes, who had been admitted before 1948 and most of whom never left the hospital were accommodated in in a large building, the 'long stay' wards. Patients treated by post-1948 methods were housed in the 'Admissions Unit' or 'Keene Clinic' under the directorship of the (Spanish) Medical Assistant Dr Landa.  Patients, at least in theory, were initially admitted for diagnosis, initial treatment and determination of the treatment after dischange and readmitted for change of treatment, recurrence or acute episode.  It puzzled The Accused however that all patients were treated with tranquillisers and Electroconvulsive Therapy.(ECT).  Some might additionally be given antidepressant drugs.

According to medical school teaching 'psychoses' can be subdivided into 'schizophrenia', which, crudely, is a disorder of thinking processes, affective disorders ('disorders of mood), and obsessive-compulsive disorders - and 'delirium' (acute psychosis accompanying fever or some other illness).  Affective disorders include 'reactive' and 'hysterical' depression, for which there are causes, possibly 'mania' (which if the diagnosis is encountered at all may be classified separately or as a subdivision of some other category) and 'endogenous' (without apparant cause) disorders of mood which are 'hypomania', 'endogenous depression' or swings of mood described as 'manic depressive psychosis'.  The more manic phase of 'manic-depressive psychosis' is usually referred-to, if by any name at all, as 'hypomania' rather than 'mania'.  The term 'neurosis' also appears in textbooks for minor supposedly psychiatric complaints curable by psychotherapy, though in practice the concept does not appear in British psychiatry.  This classification has not been presented with the intention that it be complete or satisfactory but more to show the contrast with psychiatry in practice in which it is assumed that there are at the most two entities, schizophrenia and depression, by which is meant endogenous depression, with perhaps an additional category on rare occasions being introduced for the unusual patient.  Thus depression and schizophrenia were the diagnoses at Carlton Hayes, though there might the occasional patient regarded as outside the routine and treated with lithium (at least so by Dr Landa or The Accused) for 'hypomania'.  Really it is the number of treatment methods that determine the number of diagnostic categories and 'diagnosis' in psychiatry is even a redundant concept meaning 'will be treated with such and such'.

According to medical school teaching ECT is used as a treatment for endogenous depression - and so rarely and sparingly.  At Carlton Hayes it was routinely given twice a week for weeks on end - for as long as the patient remained in hospital.  Tranquillisers, according to medical school teaching, are used to treat 'schizophrenia' but are contraindicated in cases of 'depression' (since they are depressive in effect).

Dr Landa explained the routine of  administering ECT and tranquilliser  to all as a diagnostic test.  ECT 'cured' depression.  Nothing cured schizophrenia or altered its progression, but tranquillisers gave some symptomatic relief.  So, if the patient was suffering from 'depression' the diagnosis would be proved by the cure effected by the ECT and, if the patient did not recover, that proved the diagnosis of schizophrenia.  It did not matter how schizophrenics were treated, said Dr Landa.  It made no difference.  It might be more realistic to say that all patients were given ECT because they might have depression and ECT might be a remedy.  This did not however necessarily explain why all patients were given tranquillisers.

The author is unaware of electroconvulsive therapy being used elsewhere on the scale as at Carlton Hayes and there it was much reduced after the arrival of  The Accused, who never prescribed it.  Uniformity in treatment and, therefore effectively in diagnosis, was however not uusual.  It might be that all patients were treated with tranquillisers.  Although classifications exist, statistical investigations suggest that psychiatrists cannot distinguish one diagnosis from another.  It is claimed that psychoses generally have features of both schizophrenia and depression - though 'flatness of affect' is taken to be a symptom of schizophrenia and it does not sound realistic to suppose that people with acute psychoses suffer from 'depression'.  An alternative explanation is that it makes life easier for doctors for there to be one diagnosis and one treatment method.  A further explanation enunciated by some Carlton Hayes nurses, is that it is essential for life to be unpleasant for patients because 'this is not a holiday camp'.  It is questionable whether psychiatric treatment, whether ECT or antidepressants, should be meted out at all for depression, whatever is meant by the term - or perhaps placebo treatment should be prescribed  when this is needed to overcome the 'this is not a holiday camp' accusation when a holiday camp and regular meals is what the patient needs.  This does leave the single treatment of tranquilliser for 'psychosis' - though psychosis is much overdiagnosed and perhaps treatment should be for the acute psychosis or actual symptoms rather than for life.

Prior to the Accused's arrival Keene Clinic nurses believed that the admissions unit existed for one purpose only, for the administration of electroconvulsive therapy and that there existed no other reason for admission, though psychiatric patients also invariably took the 'medication' (tranquillisers).  Nurses refused admission to the wards to patients who did not sign the 'ECT consent form' (though there is no record any ever refusing to sign the form and departing!).  The General Practitioners who sent most patients to mental hospitals belonged to the Schizophrenia Association, fancied themselves as psychiatrists, did not need specialists to prescribe drugs and also assumed that patients sent to the Keene Clinic were so to be given ECT.

In The Accused's view, it was essential to discover ab initio, in so far as these are separate concepts,  reasons, the evidence and causes.  The cause for presentation may be pressure from some person other than the patient or the patient may hope that by turning himself into the psychiatrist he will get a bed for the night, avoid some financial distress or some real or imaginary threat.  The evidence may be nothing at all.  Or it may be normal behaviour: the patient has arrived home late or has forgotten Aunt Emma's birthday.  Or it may be the accuser's delusion.  It was not Aunt Emma's birthday at all.  Or there may be some linguistic confusion.  A black power pundit might be psychiatrised for declaring: "I have a dream".  There may be some ulterior motive or hidden accusation such as that the patient is a Black, Jew or homosexual.  A cause might be that the patient or his family are short of money, anxiety by the patient or her family because of exams or because she has a long haired boyfriend, diabetes or a perianal abscess.  To the Accused it was important to identify such reasons and causes and the nature and validity or significance of evidence since this gave opportunity for saving the patient from a life-long diagnosis, life-long treatment and iatrogenic disease.  All alternative approaches had to be exhausted before embarking on the diagnosis of endogenous psychosis and its treatment.  Although the Accused's observations in l971-2 and previously may not accord with circumstances in previous years, at that time there was usually no valid evidence and always reasons and causes.  The Accused was unable to find cases of endogenous depression - or depression without cause.  Dr Landa had no objection to The Accused's approach, but deviation from the custom of automatic diagnosis of  endogenous psychosis and lifelong treatment met with and meets considerable resistance.

Psychiatry was a haven for doctors who knew little about the circumstances and society of their patients and many, indeed, could hardly be called doctors.  They could not diagnose medical causes because they had no education or experience in medicine.  Rather than 'endogenous psychosis' being a diagnosis of last resort, it was assumed to be correct and evidence twisted to conform with it or provide spurious proof.

It was not unequivocal that patients came onto the ward for 'diagnosis' or that there existed a diagnostic test.  Patients were admitted initially by nurses rather than doctors - and this was a bureaucratic process.  If there did not exist any existing case-notes with an existing label, the nurse filled in the front of a previously empty folder in which there was a space for 'diagnosis'.  If the General Practitioner spoke to the nurse (on the phone) he knew he had to say either schizophrenia or depression.  If not the nurse filled in the diagnosis as customary for the age and gender of  the patient - schizophrenia for a young male, depression for a middle aged female.  Once the diagnosis was recorded, it stuck.  Patients all suffered the same symptoms - the effects of tranquillisers - and they were usually prescribed tranquillisers by their G.P.s even before admission.  It was therefore difficult or impossible to arrive at a diagnosis.  The effects of  treatment were taken to be the symptoms of and proof  of disease.  They created the recognisable category of 'psychiatric patient'.  ECT could be an effective diagnostic test only if it was an effective therapy.  Apart from The Accused finding no evidence for the existence of 'endogenous' depression, he found no evidence of ECT benefitting patients in any circumstance.

The Accused claimed also that patients at the Keene Clinic were receiving prescriptions of numerous drugs simultaneously and in high dosages.  Dr Landa denied this - but when such cases were discovered the excess drugs were withdrawn.  Dr Landa was to declare, eight months later, when The Accused was no longer working on the Keene Clinic that he had discovered that many patients admitted to the Keene Clinic were suffering from 'overdosage' of psychiatric drugs and from nothing else.  The Accused was present when Dr Landa made this stupendous declaration - and must have recalled that it was The Accused who had originally discovered this - which discovery generated no enthusiastic concurrence or welcome.  Perhaps Dr Landa was deliberately trying to help the case of  the Accused, who had not been appreciated by another Medical Assistant, Dr Ezzat, whose approach was diametrically opposite to that of  The Accused!   

Doctors in National Health Service substantive posts retired at the age of 65.  The term might be extended to the sixty seventh birthday but not beyond.  There might be a pre-retirement period in which the doctor had no clinical duties other than for pre-existing patients or for a few patients who had been attached to him for years.  At the Wyggeston School the retiring senior science master, Mr Lacey, had become bitchy in an analogous situation.  Pre-retirement psychosis or psychosis in a post-retirement administrative period is common amongst medics.  Victimisation of  juniors, and, especially, the most able juniors, is a regular feature.  It can be regarded as the Kronos rather than Zeus aspect of the Kronos Syndrome.  The inordinate power given to gerontocrats in the medical profession has unfortunate effects on juniors - and the nation.  Dr Slorach was now in this phase, retired from clinical duties but with an office in the hospital consistent with the impression that it was his administrative superintendent.

Dr Landa reported that Dr Slorach's behaviour had deteriorated after his wife's death.  Dr Slorach alleged that consultants at the Leicester Royal Infirmary had been negligent in not diagnosing her cancer sooner and he claimed that she had not been adequately treated during her final admission when she died.  Dr Slorach, said Dr Landa, had a limited knowledge of medicine (and surgery) and had not previously been the ideal husband.  His resentment directed at the doctors at the Infirmary was more an expression of  his own feelings of guilt.  Dr Slorach also had a life-long ambition, said Dr Landa, to be the Medical Superintendent of a Mental Hospital.  In a former era, the medical superintendent had been the hospital factotum and dictator, both responsible for the care of all the patients and the hospital administrator.  Whereas in the l971 Carlton Hayes there were fourteen doctors attached to the hospital in various capacities (though in fact Dr Landa, Dr Benedito and The Accused exercised most of  the duties in the hospital), the Medical Superintendent might only have one or two assistants (besides the formerly customary resident pathologist).  Medical Superintendents were feared by the hospital staff and their future depended on the Superintendent's references.  Military hospitals differered from civilian hospitals.  In the military hospital the 'commanding officer' retained authority over all or most of the staff, retained administrative duties which were hived off from the Superintendent in more recent years.  The Superintendent was in no modern hospital no longer an administrator and one consultant amongst several or many.  At Carlton Hayes, except for Dr Reid (and, later Dr Lodge), consultants peformed no duties at all in the hospital besides sitting on committees and, prior to the Accused's arrival,  in the main (long-stay) hospital doctors might be ciphers, or even do no work and never be seen - and it tured out that nurses had also determined the management on the Keene Clinic more than had been realised.  This confinement of doctors to nominal or committee functions also promoted pathology.  There were however still mental hospitals in which consultants were actively involved in the care of patients in the hospital.  Carlton Hayes, with consultants who had no notion what went on in the hospital or outside the committee room, was an extreme aberration.  Dr Slorach had dreams of being the Medical Superintendent of  the old fashioned type in this eccentric modern hospital.  Some of  the old medical superintendents were brilliant ad progressive figures whose name was known or were perhaps even personally known throughout the medical profession.  On the other hand, the Superintendent would have a military background.  His appointment was akin to that of  the Commandant of a concentration camp - the least prestigious office available and one stp removed from the gas-chamber itself, a fate not guaranteed to encourage a genial personality.  The Superintendent might be the officer whose conformity with authoritarian personality or military officer type was so extreme as to make him incapable of succesfully holding a command outside a private and socially isolated dictatorship upon which the survival of  the outside world did not depend (other than in the role of a dustbin).  Such a person or sadistic dictator might not be for the reader a likely role-model but he might occasionally evoke the admiration of junior or establish a relationship endemic to highly authoritarian 'total institutions'.  The reader will have to judge for herself.

Accused-mum decribed the former Medical Superintendent of Carlton Hayes as a rude and sadistic person.  We do not know whether this is a fair judgement.  Carlton Hayes may not have been able to manage itself without a dictator - and if Dr McGregor was really a sadistic psychopath he would surely have had the sense to put on a welcoming smile to Accused-mum or outside visitors.  It sounds as if he may have been putting on an act, trying to be a comedy figure.  Dr Landa reported however that other consultants at Carlton Hayes - the ringleaders were likely to have been Dr Reid and Accused-dad who had nominally been a consultant at Carlton Hayes in the sense that he could have sent patients there had he wanted to, were the ringleaders, shared Accused-mum's views on Dr McGregor.  Therefore, after his retirement, they had decided that there was not again to be a Medical Superintendent at the hospital.   Instead they divided the long-stay hospital into 'units', over each of which one consultant actually or nominally had authority.  Since this was to a considerable extent, except for Dr Reid's 'psychogeriatic' unit, nominal, this was another potential source of pathology, with people sitting on committees out of touch with reality feeling obliged to exercise power through victimisation and becoming prone to manipulation.  They hid behind the name 'consultative committee', which term was intended for a committee of different ilk (one composed of representatives of all sections and levels of staff).  The 'chairman' of  the consultative committee was elected for a year, the consultants taking on the office by rotation, and the chairman, in so far as the functions of medical superintendent existed, exercising them for the year, but not as a dictator but as directed by the committee.

Dr Sorach, again, according to Dr Landa, although he had been a consultant at Carlton Hayes for many years, had not previously been 'Chairman'.  This function naturally fell to Dr Reid.  She had to be the Grand Matron of the Public School, or, as she put it the 'mother figure'.  He had been given this post in the current year because he had retired and it provided a means of prolonging his appointment, as an administrator rather than a clinician.  He therefore now 'imagined' himself to be Medical Superintendent.  His conduct was regarded by hospital staff as misuse of  power and greatly resented, but some were willing to put up with it because he shortly was going to retire anyway (though that did not help The Accused who as a British graduate was on a short-term contract rather than with a non-contractual but permanent appointment).

Dr Slorach did, in fact, describe himself on at least one occasion as 'Medical Superintendent'.  He also on at least one occasion confessed that a former Medical Superintendent, the autocratic General Manningham-Buller was hero and role-model.  "Never employ a homosexual",  General Manningham-Buller had ordained.  Another version of  this was: "Never employ an unmarried man aged over thirty".  This had in fact been a Military Office Class regulation and, at one time, openly ordained policy both in the Civil Service and in hospitals.  An unmarried man over thirty was automatically assumed to be a homosexual.  This did not mean that an unmarried man would automatically be sacked after he was thirty years old, though he might be, but that he thenceforth was to be barred from any new appointment.  This regulation has been discussed previously.  It has to be considered in light of the fact that in those days doctors below Medical Superintendent status were not permitted to be married (though it was not necessarily compulsory for it to be noticed that they were married or consorting with a woman or women).  Also, male society, particularly military officer class society and hospital society was in those days much more openly homosexual.  The is in the role a hidden implication that there was an underlying social class system in which promotion was barred on grounds of class status.  As far as is known, apart from Dr Landa all medics at Carlton Hayes below Consultant or General Practitioner status were unmarried and had no forseeable future outside the hospital.  This fate was also common amongst the junior staff of other less favoured hospitals - those who did most of the work.  Although the rule was officially abolished, it remained through the prejudices of a military officer style gerontocrats.

However, Dr Slorach was the only full-time consultant in the hospital and lived in a house on the site.  The other consultants were part-time and visited only once or twice a week (Dr Miller, who was also a General Practitioner and local secretary of the British Medical Association - and had few or no patients in the hospital - less often) and, apart from Dr Reid (and later Dr Lodge) attended only committee meetings and/or dinner (though Dr Kaye also held tutorial classes).  It is difficult see how, in the past, anyone other than Dr Slorach could have been the quasi-superintendent.  Perhaps there exist informants to clear up this mystery.

According to Ministry Conditions of  Service, junior doctors were provided with meals in the hospital.   There are described as 'resident', though, at Carlton Hayes, some lived outside the hospital (and had no hospital room, not even when on night duty).  They had to pay these meals, regarded as 'subsidised', for which there was a maximum charge (in practice, the minimum charge).  They may have been subsidised but cost more than it would have cost doctors to prepare their own meal.  The Accused neither was provided with cooking facilities nor would have had time to cook meals (since when in the hospital he was working continuously and was obliged to consume meals rapidly).  Consultants were not entitled to meals at 'subsidised' prices.  Foreign doctors at Carlton Hayes, as elsewhere, denied, in the presence of consultants, that they received 'educational grants', in some cases substantial, from abroad - and were believed.   The well-paid consultants clearly had no conception of  how low were the after-deductions NHS wages of doctors, at least in hospitals which preferentially employed foreign doctors.  This imbalance in wages diminished the justification of some of the transgressions of regulations commonplace in hospitals.  Not merely were 'junior' doctors who were trapped in hospitals forced to pay for their personal telephone calls, but these calls were monitored by the Post Office (which operated the telephone system) operator as well as the hospital operator - and the doctor had to pay through the nose for the monitoring.  The justification was, supposedly, that there was a danger of  foreign doctors holding lengthy and expensive phone calls to Vladivostok.  This was hardly within Ministry terms of service - but doctors were two a penny and had to put up with it.  Consultants, however, were allowed free telephone calls (and in some hospitals, registrars).  Hospital staff resented the abuses or misappropriations of funds of which they were aware, but may not have been aware that consultants were provided with free meals!

The provision of meals in the dining room of the doctors' residency - at the back of  the main hospital building - was intended for the resident doctors.  But the consultants were provided with free meals - which means that their meals were paid-for out of the contributions charged the lowly-paid residents.  It was worse than this.  Doctors eating their meals might be expected to be allowed their private relaxation or treated with civility.  Instead there was a military hierarchy with Slorach at the head of the table and other doctors arranged in order of  rank.  Dr Benedito and The Accused were eventually banished to a separate little table of their own.   Slorach was always present, though not necessarily other consultants.  Slorach held a virtually non-stop monologue.  Perhaps he was lonely - but he became progressively ruder and more offensive, so that the Accused eventually felt it necessary to eat in the nurse's dining room (where the food, dispensed from a machine, was relatively expensive and inedible).  Other consultants did not attend regularly, but there was a full complement on Monday.   The meeting of  the Consultative Committee took place on the Monday, though the consultants might only attend the dinner.  Slorach was presumably well-fed throughout the week and perhaps also Dr Agami who (like Slorach) was served his breakfast in bed.   Slorach was able to arrive at the dinner table before anyone else.  But The Accused was apt to find at breakfast or at midday meals other than on Monday that the food was barely edible or that there might be none at all!   There was skimping on the residents' doctors meals so that an impression could be made on the consultants with a sumptuous meal on Mondays!  When the Accused pointed out to the consultants that meals were not always adequate in their absence, they angrily denied this, asserting that it was a heinous offence on the part of  The Accused to suggest it.

The consultants' theory was that they had no need to visit wards or see the patients.  The Chief Nursing Officer would at the Consultative Committee meeting transmit information from The Nurses (that is to say, nursing officers lies).  The Monday dinner counted as a 'case conference'.  Dr Landa, when present, had some skill in consultant-management, but it was impossible for Dr Benedito and The Accused, who did the work to communicate with the consultants.  Whereas it might be a waste of time reporting a problem to consultants, if was reported to Dr Landa, even if it did not refer to his own Keene Clinic, it would be solved rapidly.  It was common within the NHS for consultants with no skills beyond sitting on committees to respond to every approach with insults to the approacher.  Even consultants found it difficult to interrupt Slorach's monologue which, during the earlier months, admittedly, could be entertaining.  But Dr Slorach had no patients.  Just about nobody found it possible to converse with Dr Lowe.   His forte was yelling.  He claimed to have the loudest voice in the universe and to be able to get his way on committees by yelling everyone down.   Although The Accused did not openly dispute this, he doubted that this was ideal conduct on committees.  Also, he felt that he could, if he had so chosen, have outyelled Dr Lowe.  Midlands politicians and quasi politicians were good at yelling.   They had to address, without microphones, large open-air meetings full of hecklers.  The Accused did not know how far his voice carried and how loudly or how softly he had to speak indoors - but he was used to speaking so as to be heard above the yelling of  the Wigston Mafia at Leicestershire Chess meetings and could have coped with an assembly of thousands on a public park.  Dr Lowe was a tall handsome man with a large and powerful car - and a churchwarden (at St James', opposite Victoria Park, said to be 'anglo-catholic' or 'high church').  The Accused felt that Dr Lowe was, in fact, shy and lacking in self-confidence and that the yobbo behaviour was a defence.  The Accused also expected that as far as Carlton Hayes was concerned, Dr Lowe had given up in despair.  He couldn't face it and didn't want to know!  Dr Lowe was also afflicted with an unthinking psychiatric dogmatism - a blind faith in ECT and parents and a belief that all young men in Leicester were schizophrenics.   Dr Kaye shared these dogmas, but did not give such a stark impression of a closed mind.  Dr Lowe, also, rather than admit or become aware of his own mistakes or shortcomings, would abuse and pillory his juniors behind their backs, allowing no defence.  Both Dr Lowe and Dr Kaye would proclaim (to justify their condemnation of symptomless young men): "I can always tell schizophrenia.  You get the feel.  I am never wrong!".  The person who is never wrong needs to consider whether he is creating truth rather than discovering it.  At the Kangaroo Court, Dr Lowe would never utter a word, appear to be carefully and inscrutably listening and looked very wise.  But this could have been role-acting.  Perhaps he did not have a clue what was going on.  The Accused describes him as error-prone, without insight and unable to correct errors - though he suggests also that Dr Lowe had so little confidence in himself that he was afraid of  the truth, blame other people and unswervingly hold onto any position which he had taken up, irrespective of  its merits. 

Dr Landa reported that his daughter suffered from asthma.   The Accused had the daughter's interests in mind, not his own, therefore ventured to suggest that that two facts might be connected - the exceptionally high level and insecurity and anxiety amongst medics or NHS employees - and the high frequency or reporting amongst their families of  syndromes which he regarded as having at least in part a psychological origin or which abated if  there was separation from parents, parental anxiety or parental influence.  There was a danger of a vicious circle developing - anxiety over the syndrome and treatment of  the syndrome aggravating the anxiety.   It was necessary to ignore, not to worry, not to believe the syndrome existed!   Such an opinion in medical circles is heresy or high treason and is taken to merit burning at the stake.   It leads to accusations of  Blame the Parent, to tirades about the terrible consequences of  these illnesses if  they are not vigorously treated (or despite vigorous treatment!) and the heretic can expected to be kicked out of  the Profession!   Dr Landa however listened to the Accused's views with interest.   He had his own theories and methods but he had an open mind to those of  others.

Whether or not Dr Lowe had an open mind, there seemed to be an obstruction somewhere between the mind and the outside world.  It emerged over dinner that both Dr Slorach and Dr Lowe had daughters.   Of what Dr Slorach's daughter had suffered is not recalled - but Dr Lowe's daughter  supposedly had difficulty in reading.   The Accused recalled Accused-dad hovering over him, when The Accused was ten years old,  and bursting into rages when he was doing his Latin homework  - and his mothers hysteria - and his mistakenly being accused of  a speech impediment when he was really just afraid of  any words that might be considered erroneous being reported to his parents.   Yes, thought the Accused.  Dr Lowe's daughter might well suffer from an apparant inablity to read - and the Accused would have had no difficulty in curing it!!  The girl suffered a psychiatric disorder, roared Dr Lowe as the whole building was shaken by the vibration.  She suffered from 'dyslexia'.  "I am a psychiatrist", he had 'informed' the 'incompetent and ignorant psychologist'. "I know!".   The Accused kept quiet.  He did not ask Dr Lowe if  he had ever in his life previously witnessed a case of  'dyslexia', whether perhaps being a psychiatrist and protected from reality by dogma distorted rather than facilitated judgement and whether perhaps it was a useful precaution to suppose that judgement of one's case might be unreliable.   Did medical ethics permit doctors to treat their own children?

Despite his silence, the Accused felt puzzled.  If Dr Lowe's daughter suffered from 'dyslexia', why did hhe not just ask The Accused to cure it.  He could understand Dr Lowe having a hostile attitude towards his theories or practices.   After all, they worked, while Dr Lowe's didn't.  But when dealing with his own daughter surely Dr Lowe might be expected to pay some respect to the objective facts.   It  would have taken the Accused no more than five minutes to cure this 'dyslexia' - though the dyslexia would have then been forgotten and there would be no history of  the Accused curing anything.

Dr Reid felt at times that the Accused was too outspoken.  It is not clear whether she disagreed or whether she was trying to protect the Accused and thought that silence and diplomacy might be more effective.  The Accused when he got a word in edgeways tried to entertain -which meant that he often got a word in edgeways but was not consciously making therapeutic points.  On one occasion he related how he had climbed up the stairs to officiate at a Keene Clinic ECT session and while he did so a row of patients were coming downwards.  When he inquired a nurse innocently informed him that these patients mysteriously had already had their ECT.  This included a patient of  his own and Dr Reid's who was over eighty years old.  The patient seemed perfectly normal, but, supposing there was something to treat, ECT might not be the most appropriate treatment.  The university teaching he remarked was that 'geriatrics' should not be given ECT.  He was not a great believer in 'senile dementia', he added, but amongst his medical colleagues, surely, this, or arteriosclerosis,  was a concept and one they would have in mind when faced with an eighty year old patient.  According to their theories this was a possibility and the memory loss which was supposed to accompany ECT might be feared as aggravating this amnesia...Yet no thought had been given to any diagnosis or cause - due to old age or anything else.  The Accused told his story for entertainment rather than as a request for intervention.  Dr Reid dismissed this story as not being possible.  However next time she saw the Accused she complained that  he had given her much unnecessary work.   She had had to go to the Keene Clinic to make enquiries about this patient, had ploughed through records to discover whether any elderly patients were being given ECT - and found that they were not!   The Accused knew very well that this lady had been given ECT (which had already been stopped at his request) but did not suppose that ay one investigating would find a record nor that any such person would expect to find a record!  But so..not even Dr Reid, who took her duties seriously and went on ward rounds (until Dr Lodge arrived, the only consultant who did so), knew what went on!

Dr Kaye, when present, liked to voice his own ideology - his faith in physical methods and his condemnation of  any approach which 'blamed' parents, family and society or sought to change environment or response to environment.  In this he was countered by  the Accused, but this sparring took place mostly in a friendly manner.   The Accused confessed that they had to take on different approaches because they fulfilled different roles in the hospital.   There had to be somebody who took a less authoritarian approach.  He was the good cop and Dr Kaye was the bad cop.  Dr Kaye represented authority whereas the Accused represented the local point of  view. Perhaps if Dr Kaye prescribed ECT to every patient, this would work - but if the Accused did so, it would not.  Dr Kaye admitted that he was well aware of  this.  Every therapist's methods were a reflection of  their own personality.  However, Dr Kaye also supposed that the Accused committed the unforgiveable sin of 'identifying' with the patients, which, to the Accused meant merely trying to find out what was going on as opposed to creating a wall against reality to justify the diagnosis and treatment.   Dr Kaye also claimed that the Accused was practicing 'psychotherapy'. "Psychotherapy" was another term of  abuse.  

 Dr Kaye asserted that whether or not 'psychotherapeutic methods' were theoretically preferable, they could not be practiced in the NHS.  The NHS was a conveyor-belt that had to be operated on a minimal budget.   Physical methods worked rapidly and prevented readmissions, whereas psychotherapy was longwinded and required dozens of  lengthy treatment sessions spread over many years.  Psychotherapy could only be offered to fee paying patients - as it was in the U.S.A., where everyone with money had a psychoanalyst.   Dr Kaye may have been misled by published cases of  Sigmund Freud which were supposedly the most interesting but also the most intractable.  Most of  Freud's cases were cured in one treatment session.   Psychoanalysts, dependent on a fee, can be expected to prolong treatment and the approach used by Freud with his non-fee paying patients may have been forgotten!   The Accused's methods, which apparantly cured patients, did so rapidly..whereas the Carlton Hayes physical methods led to lengthy admissions and regular lengthy readmissions.   Dr Kaye and Dr Lowe used the 'physical' methods for their private patients as well and the nurses felt that they were preferred over psychotherapy, apart from the doctors being no psychotherapists, was not so much that they cured more rapidly but that they earned fees more rapidly!

Dr Slorach believed that 'mental subnormality' was the crux of  psychiatry.   Those who were familiar with 'mental subnormality' were able to understand and treat mental disorders when they appeared in other people.  Mental subnormality was a fashionable concept in the past and an excuse for institutionalisation.   Carlton Hayes still had four large wards full of  'mentally subnormal' (supposedly) patients.  Alternative terms such as 'irremediale' were also used.   The term 'mental subnormality' can be dangerous and misleading.  Nevertheless, if behaviour is seen or understood in one situation, that may enable it to be seen (or imagined) and understood in another.  The Accused was to come to perceive the sham and play-acting in society in general through experience of  the pretences and role-acting in the gay-scene.  Unhelpful behaviour may sometimes be seen as an intellectual malfunction.  Thus Dr Lowe's behaviour was an intellectual inhibition created artificially by some repression.  Delusions may be induced by inadequate information and indeed may nevertheless be set up by the same processes whereby allegedly normal people set up beliefs in supposedly normal people.  But then the highly intelligent Alan Edwards reported voices in his head whereas, for the most part, patients on the so-called Carlton Hayes subnormality wards reported no voices and, indeed, reported nothing at all.  Although it is not known to what patients Dr Slorach was referring and it is not acceptable to regard people as 'subnormal', the claim that psychiatry is learnt through the study of 'mental subnormality', though he did not elaborate or explain how, was a rare flash of intellect in Slorach's repertoire.  

Dr Lowe would claim that medical causes of  psychiatric symptoms were common.  "You come across it all the time".  Indeed, they were uncommonly common in Dr Lowe's patients - but these were all shipped into the hospital on the assumption of  endogenous psychosis with medical causation never having been considered - and medical diagnoses had prior to the Accused's arrival been within the hospital overlooked altogher even though, on the long-stay wards, they were more prolific than psychiatric diagnoses.  Dr Slorach would snarl that the Accused was interested in medicine and not psychiatry!

 Dr Kaye's 'unit'  consisted of  two large wards containing 'day release' (male)  patients.   These patients supposedly went out or worked during the day but slept in the hospital at night.   The charge nurse on one of  these wards called the Accused to deal with some minor matter and as he sat chatting with the charge nurse he noticed a board which had upon it a list of  patients, and plugged in next to the names, various coloured wooden pegs of  varying significance.  He noticed that there well over a hundred names (or it may have been two hundred).   That was rather a lot, he opined.  The charge nurse explained that although the patients were nominally on 'day release' no action was taken when they did not return.  Or, at any rate, it had not been in the past.  Sometimes they found jobs outside Leicester or  found somewhere to live..or their relatives might put them up.   They might be away for six months or a year..and then suddenly turn up again.   A bed would then be available.  How many beds were there on the ward?  There were fifty (or it may have been a hundred) - half as many beds as patients.   It turned out moreover that a sizeable number of  patients had vanished years or decades ago (though the charge nurse recollected them as patients) and had never returned!   The Accused then discovered a similar situation on the other day release ward. This reflected the very liberal attitude towards escape which still was found on several wards, contrasting with attitudes on others - wards which were unknown to the hospital's medical staff and which had in some manner escaped the reactionary attitudes of  the numerous nursing officers.  Although the l948 Mental Health Act had been designed to empty the mental hospitals of  non-psychiatric patients, it was only through nurses turning a blind eye to escapes that any were released.  This was perfectly legal.  None of  the long stay patients were on 'sections' - nor anyone else in the hospital, other than those referred by law courts - until they tried to escape and were recaptured.

The Accused at the next dinner session remarked that nobody could tell how many patients there were in the hospital.   On paper, Carlton Hayes might even have as many residential patients as Warley!   At least some of  the patients - it was impossible to tell how many - did not exist.  A more complex formula for enumerating patients was needed.  The Accused related his experiences in the day release wards.  Dr Kaye, nominally in charge of  the 'day release unit', made no comment.  He had not actually set foot upon this unit of which he had charge (any more than Dr Lowe had set foot on his 'mental subnormality' unit).   Next day he announced that he had paid a visit to the unit, was astonished to find over a hundred patients (or maybe it was two hundred) on each ward - and had signed discharge papers for over a hundred (or maybe it was two hundred).   Dr Kaye had forgotten that the Accused told him about this in the first place!   He had not expected any action to be taken.   He had related his story only for amusement!  He had however on this occasion come dangerously close to exposing a taboo reality!

The diagnosis of schizophrenia is appended onto people initially when they are young.  Dr Redid when instructing The Accused to let her take responsibility for whatever offended The Nursing Officers would instruct the Accused to remember: "I am too old to catch schizophrenia. I am not!'.  The old fashioned  'moral defective' diagnosis is supposed by some to refer to sexual morality.  Actually 'moral' refers to inherited degeneracy which is not physically discernable.  But the objective definition of 'moral defective' was 'locked up in a mental hospital'.  A person accused and condemned was likely to be subjected to sexual accusations.  The reader may noticed that sexual accusations are very popular.  But if so the patient is the victim of the psychosis of outside society rather than his own - or of the internalisation of that psychosis.  The Accused's formerly morally defective pastients however confessed never to have had suffered from any self-accusations and indeed not had generally been unaware of the accusations when transported to the asylum.  The modern 'schizophrenia' dignosis was appended to young people, almost invariably, in those days, males, between the ages of 18and 26.  Any young man who came within the sights of a doctor was a 'schizophrenic'.  At such an age humans of any gender are particularly prone to being accused by older people or themselves of being attracted to males.  Although The Accused never openly mentioned the taboo theory that schizophrenics or those accused of schizophrenia were accused of homosexuality, Dr Kaye in his friendly conversational hostilities with The Accused did occasionally mention that there existed a theory that schizophrenics were homosexuals. He - as were medics in general - was very insistent that they were not.  Medics were very certain about this.  However they might have been homosexuals in a 'subtle sense'.

The connection between the concepts of  schizophrenia and male homosexuality or attractions to forbidden males in a female is discussed elsewhere within the volumes of this work.  The reader ,must be reminded however that humans may be born with an admiration for characteristics found in humans of marriageable age but that they do not have a specific attraction to a gender.  That is why the gender of many mammals is distinguishable during the breeding season without close examination of the genitals (and may be less obvious out of season).  Nor are hyumans born with a spcific fetishist ritual  Gender-fetishism and its associated rituals are a socially created concept though in the cirucumstances that exist the human may find them useful.  The Prep School Boy is induced artificially to dissocite his personality into a homosexual self which in practiccal circumstances is more realistic and a matriarchal self which internally or vicariously buggers the homosexual - the vicarious victim being whoever or whatever is buggerable.  This is built into a social system.  Some caution has to be exercised hen claiming that at time of initial diagnosis victims are accused of being homosexuals or accuse themselves or attractions to men not acceptable to the family, since some are not - though, in early l970s most were!  Once they are turned into schizophrenics they attracted to drugs not men.  Young people admitted to Carlton Hayes, irrespective of the excuses for admission, if any, were from the point of view of then relatively young Accused, people who did not significantly differ from his own friends and companions.  However from the point of view of a Military Officer Class gerontocrat they would, for the most part, have been eminently buggerable.  Within the Military Officer class itself anyone who is accused of anything is accused of attractions to males.

If the above theory is correct, then it might be expected that sons of doctors who do not become doctors are particularly prone to 'catching' schizophrenia.  Since the doctor gene is familial, they can also be described as carrying the 'schizophrenia gene'.  A 'schizphrenic' is hierarchically inferior member of the class 'doctor', though not as bad as a 'homosexual' - a person who has escpaed from family and class altogether.  Indeed, sons of doctors in l971-2 who did not become medics did become 'schizophrenics'.  In the l980s, when Medicine was no longer a male profession, daughters of doctors who chased after men instead of medical doctors also became schizophrenics.  It was the sons of doctorsin the main who were the 'simple schizophrenics'.  Although the term may be elsewhere used in different senses, at Carlton Hayes it meant 'schizophrenic without symptoms', that is to say a normal person.  Perhaps they were not entirely 'normal' in the sense that they were unable to fit into a pre-set social class role and threfore retained the 'creative personality' which medics identify with mental disorder or pre-schizophrenia.. that is to say, they were of above averasge intelligence.  But the reader will concede them as having been normal nevertheless and the medics did not suppose that the 'schizophrenia' was other than completely concealed.  The diagnosis depended on their miraculous powers of recognition - that is to say, the parents had run to a doctor, though nobody knew why.

Long term observation suggests that such medico- simple schizophrenics may escaspe treatment and remain without the physical effects or drugs or advancing schizophrenia, while being retained in the family in a 'doctor-patient relationship', with parents as carers, the schizophrenia club and all reciting the religious dogmata: 'schizophrenia gene!', 'brain chemistry!', 'take the treatment!'.  But there were plenty misdiagnosed young men were incapacitated by drugs for life.  Ideally the victims needed to be rescued or persuaded to rescue themselves.  With the Son of Doctor however there this posed problems.  In the l970s the worst possible accusation which could be meted out to a psychiatric doctor was that he was a disciple of Dr Lang.  Dr Kaye would accused The Accused of being a disciple of Lang.  Lang believed that the family, or the internalisation of the accusations by the matriarch or patriarch caused 'schizophrenia'.  This was taboo because it supposedly blamed the parent, family or society instead of the patient.  There is likely to be a connection between this emotional reaction of medics and the prevalence of psychosis in their own famlies.  Lang may not have drawn the correct conclusions from his own observations but,.nevretheless, the potential schizophrenic had to get away from situations in which he would be regarded as The Patient.  The person doomed to succumb will not do so and if the doctor tries to plant the idea into the patient's head he is creating trouble for himself.  Possibly those who do not escape do not do so because there is no economically viable escape route.  At any rate, they refuse to escape.  For sons of doctors it is particularly difficult to establish an indeendence from parents.  Parents of misdiagnosed schizophrenics regularly confess to the uncommitted that they have been misled by doctors, but nevertheless, from The Accused's point of view, the authority for the diagnosis lay with the power of the parents or immiedately authority figures over the patient as recognised within the medic community.  A medic, and in particular the wife of a medic, is an insuperable authority.  The Acccused therefore assumed that he had no choice but to blindly play along with such misdiagnoses in sons of doctors.

If the aforementioned theory is correct then also there will be families or cultural backgrounds into which the concepts of schizophrenia and/or homosexuality are not inbuilt.  If a victim is plucked from such a background and placed onto the mental ward, he/she might be expected to have no thoughts that he might be a schizophrenic or attracted to males to give the doctor no indication of such thoughts whether as queries, affirmations or denials.  Such a young person was hard to locate at Carlton Hayes -but there did exist one, on the Keene Clinic, Mr Elvis Bowie, aet.18, a patient of Dr Kaye, accused of schizophrenia.

There was no indication whatsoever how or why Elvis had come to be in the hospital.  There existed no allegation whatsoever, not even an untrue, absurd or irrelevent accusation.  He was clearly perfectly normal, though not stupid.  No parents turned up to complain or rescue the patient.  Patients at Carlton Hayes were 'voluntary' but if they were caught trying to escape they were 'sectioned'.  The explanation of this is anxiety.  If then he raped a policewoman, the hospital would be blamed for not detaining him.  An unlikely eventuality perhaps, but emerges from the Doctrine of  Suspicion endemic amongst the medical community.  Once a person is admitted to a psychiatric ward he is an accused person, presumed guilty and, if untreated and undetained, the nurses get the blame.  How Elvis came to be 'sectioned' is not clear, though since he knew he suffered from no psychiatric ailment this was perhaps inevitable.  It is believed that nursing officers approached the Consultative Committee.  The 'section' was signed by Dr Agami.  Since Dr Agami was 'temporarily registered', this is unlikely even to have been legal.  Although Dr Agami held more realistic views privately he might admit that he was obliged to be a yesman.  Mr Bowie, in fact, had not made any succesful attempt to escape and appeared currently neither to be attempting or plotting an escape.  The Accused assumed on the basis of this history that Bowie must be the son of a doctor and that there was nothing that he was a hopeless case.  His father as it turns out may well have been a doctor - but not a medic!

Elvis was repeatedly transferred by the nurses to the 'security ward'.  This created problems for The Accused.  Elvis was, on the Keene Clinic, The Accused's patient.  In theory The Accused had to order the transfer (or Dr Landa, though he would not have done so behind The Accused's back).  The nusres were on safe ground however since they could always get authority, via The Nursing Officers, via Dr Slorach and the Consultative Committee, irrespective of what this was worth in Law.  The problem was how to get the patient back.  Could the Accused in the realities of hospital politics overrule The Nursing Officers who irrespective of circumstances could expect support from Slorach and the Consultative Committee?  The Accused could perhaps negotiate with the doctor in charge of Mr Bowie - that is to say, himself.  That would hardly work.  He could try to negotiate with the doctor in charge of Castle Ward.  Castle Ward insisted that The Accused was its doctor, - but in theory there was some other doctor in charge of Castle Ward, indeed, according to the published list, Dr Hamid.  But Dr Hamid denied it and there were no other volunteers.  There was not even a consultant who claimed to be allocated Castle Ward under the 'unit system' - not that that necessarily would have been any help.  This was a more intractable problem than might appear to the reader.  Nobody knew why this patient was in the hospital.  He should not have been detained in the hospital, let alone locked into a security ward.  Supposedly doctors had the power to discharge him but in fact what counted was a semi-official dictatorship by nursing officers via Slorach.  Dr Landa, who had a miraculous capacity for overcoming difficulties, however, repeatedly rescued Elvis from the security ward. 

Mr Bowie's offence had been, it turned out, not attempting to escape but making accusations against nurses, for which he was punished with ECT (the treatment for 'paranoia').  He claimed that two charge nurses, Mr Right-Bastard of the Keene Clinic and Mr Bugsy Moran of Castle Ward were violent psychopaths who had had 'commando training' which enabled them to severely assault patients without causing bruises.  This accusation was in subsequent decades also to be levelled against some of the workers in childrens' homes.

The Accused was called to the Security Ward by Mr Bugsy Moran.   Mr Bowie, he said, was displaying paranoia and was misbehaving.    He had earned ECT.  Mr Bowie had made untrue allegations against Mr Bowie, claiming that Mr Bowie had assaulted him.   The Accused therefore had to examine  Mr Bowie and record that there were no bruises and that no assault had taken place.   Frankly the Accused could see no reason why Mr Bugsy Moran, particularly if  he was strong and powerful as Mr Bowie claimed, should have had any reason to inflict a violent or injurious assault on Mr Bowie.  The Accused however, perhaps wrongly, supposed that Mr Moran was not that powerful and that Bowie would have gotten the better of  him in a fracas (and Mr Moran made no claims that he had been injured).   The Accused also felt that examining the patient would be a waste of  time.   There would be no signs of  injury - and that proved nothing either way.   If there were bruises and injuries - then Mr Moran would have an explanation - and what could the Accused do about it ?  The Accused nevertheless performed a very thorough physical examination and, so as to record all there was, mentioned in his write-up a very small bruise, about 1.5cm long and 2mm across.   He had no reason to suppose that this was due to an assault and did not claim that it was.  The Accused then interviewed the patient and was given an account of  the alleged incident or incidents.   He is unlikely to have recorded this, since the patient may not have wished subsequently that a permanent record had been made of  his allegations (if for instance they were untrue or he found a way of  befriending the charge nurse or if they were claimed to be untrue and provided an excuse for psychiatric treatment).  However, the Accused also advised the patient that the nurses were the power in the hospital and that it was necessary to negotiate some compromise...which was recorded.

The Accused had supposed that his write-up was as favourable to Mr Moran as it could be.   Nevertheless Mr Moran took one glance at it, tore out the page, declared that the Accused was claiming that Mr Moran had assaulted the patient.  He would complain to Dr Reid (who, as a matter of  fact, was not concerned with the patient).   The Accused, familiar with the language of  nurses, took this to mean 'tell lies'.  In the actual situation, the Accused had committed no offence but the charge nurse was guilty of  misconduct in tearing out the note and attempting to overrule the doctor's alleged opinion.

After the Accused left Carlton Hayes, he went on assuming that Mr Bowie was son of  a doctor and therefore a hopeless case.   In l980 or l981, however, the Accused was met on the street  by a man and a lady whom he could not remember meeting before.   They introduced themselves as Elvis Bowie's parents.   The father was not a doctor!  Well, he might have been - but not a medical doctor.  He was a university lecturer!   (Non-medical) university lecturers surely are in the direct firing line of  medics and psychiatrists - and the father might have been expected to keep his son well away from psychiatrists.   The parents said however that they had been pressurised and bamboozled.   They had never had any reason to suppose that their son suffered from any abnormality nor had been parties to his admission to Carlton Hayes.   It had been a conspiracy by doctors and nurses.   Elvis had been detained against his will at Carlton Hayes and without reason and had been assaulted by hospital staff.   The Accused had said that the boy was perfectly normal and this was used in evidence in a recent court case in which the family had succesfully sued the hospital for damages.  The Accused had in fact never recorded so unequivocal opinion and had been unaware of  the court case (one of  several around that time succesfully conducted by patients and nurses against the Carlton Hayes management).

The reader may recall that The Accused in l964 encountered a patient at St Clements' Hospital who was described as 'mentally subnormal'.  When he was paediatric house officer in Coventry in l969-70 a young man, then sixteen years  old,occasionally presented himself to the ward for brief interview.  He was described as 'mentally subnormal' in much the same sense.  The reader may not have noticed any mental subnormality.  The boy had a childrens' home background - and the Accused discovered that the had been given tranquillisers at the home and that childrens' homes had been feeding their charges with tranuillisers as a routinne.  The Accused during his early weeks at Carlton Hayes was called to pacify a patient on one of  the long-stay wards.  The patient, who as also described as 'mentally subnormal' and described as being eighteen years old (which was realistic) bore a strong resemblance to the patient at Coventry, though there was no name and no explanation of how he came to be in the hospital.  planation for his appearance in the hospital.   Although Dr Slorach was retired from clinical duties he had that a cage of wire netting, akin to chicken run, be built on one of  the wards, and that the patient be confined to it.  The Accused apparantly was expected to enter the cage to inject the largactil - though nobody in the crowd appeared to know what exactly he was supposed to do.   There was no door  through which to enter the cage.   There were on the floor of  the cage several dog basins with the remains of some dog biscuits or whatever is the standard food for werewolves but further food, the Accused was informed, was poked through the wire by terrified nurses.  The patient, who was naked,  resembled a dangerous tiger.  He was baring his teeth, hissing and snarling..again and again flinging  himself against the netting, trying to claw some nurse standing outside the cage.   There was no suggestion that these fine nurses had done anything to arouse the werewolf's animosity - none other than the werewolve's undisguised emotions.   But as soon as the young man espied the Accused, a smile appeared on his face, he assumed a calm benign appearance, a look of love,  and moved towards the netting where the Accused was standing more as a purring kitten.   The panicking  nurses  tried to grab the Accused,  thinking that the patient would spring through a hole in the chickenwire or knock over the (securely constucted) fence and spring upon the Accused and eat him.   The Accused told them to stop worrying and to desist - which they did!   So the Accused at pacified the patient!  There was no need for the largactil!  Was there nobody moe competent than Dr Slorach to advise the nurses, asked The Accused.  If the patient was really 'mentally subnormal', then surely he would panic and try to escape, react in a violent manner if suddenly dragged off from some place to Carlton Hayes.  Could they not perhaps contact Dr Valentine,  Accused-dad's former friend and colleague, Superintendent of  Leicestershire's 'Mental Subnormality' unit.  They had never heard of any such unit nor of Dr Valentine!

Psychiatric emergencies did not arrive at Carlton Hayes Hospital during the night.  There were however two exceptions.  The first of these took place as The  Accused was on his way out of the hospital, after completing his duties for the day.  A nurse came running along the corridor with a folder to ask The Accused to admit a patient.  There was no other doctor in the hospital or available.  "Why is he being admitted?", asked The Accused. He was a 'homosexual', said the nurse.  He occasionally came to the hospital to be stowed away on one of  the long--stay wards.  The Accused looked at the folder.  Terry Parker, aged twenty six.  In the diagnosis box was the word 'homosexual'.  On the pages within the folder it said merely: "found by the police sitting on a car outside as city centre pub".  So Terry Parker, well-known in Leicester as 'Jayne Mansfield' or 'The Omlette Queen' had been nineteen years old.  Attractive young men were, on occasion to be seen putting ona performance while sitting on cars parked in the alley way that ran alongside the Western aspect of the Dover Castle pub, sitting on cars putting outside the Dover Castle pub.  So, presumably, Terry had asked some passing tyro policeman whether he could borrow his helmet - and the PC, supposing that this must be some maner of public order offence, has invited him into his car.  Since it turned out not to be a criminal offence, therefore, it had to be psychiatric.

What could The Accused do about this?   "What is the reason for admission?", The Accused asked again.  "He's a homosexual".  "He can't be admitted.", said The Accused, "It is illegal to compulsorily detain anyone in a mental hospital on account of homosexuality".  This had never troubled anyone before and, although it was probably true, Terry was not being forcibly detained.  But, The Accused, had to try to get out of this somehow.  So the nurse crossed out the word 'homosexual' and substituted the word 'schizophrenia'.  That is all the good that did.  From now on Terry was a 'schizophrenic'.  But he would have ended up a schizophrenic anyway.

The female of  the species, however, is more self-reliant than the male.  The second psychiatric emergency took place several weeks later when The Accused was conducting one of his Saturday night rounds during which he toured the whole hospital during the early morning hours.  Two eighteen year old ladies were brought in by the police and allocated to a long-stay ward.  The Accused interviewed the first of the young ladies.  The police had stopped them in their car, she reported, on the way from Nottingham.   The Accused cannot recall what happened to the car.  But there proved to have been no reason for the ladies to have been stopped and no offence had been committed.  Therefore they were escorted to Carlton Hayes.

    "What were you doing in Nottingham? Robbing banks?"

    "My grandmother lives in Nottingham.  She sometimes falls ill on Saturday nights.  I had to check up on her..."

    "And your friend?  Does she share the same grandmother - or is she the daugher of a policeman?"

    "I don't think her dad's a policeman.  She is not really a friend. I hardly know her.  I had to get to Nottingham urgently to visit my grandmother and she had a car.."

    "Was your grandmother alright then?"

    "I don't know.. when we got there she wasn't in.. She must have gone out..."

    "So you had to go on a tour of the nightclubs looking for her...?

    "Yes, that's right.  She does go round the night clubs on Saturday night.  It can take several hours to find her..."

    "So your offence is that you were travelling in car at night on that speed-track between Leicester and Nottingham.. the Melton Bye-pass, is that where it was?  Have you committed any other dangerous crimes?"

    "None at all!"

    "You don't have delusions of being improperly arrested and dumped into a mental hospital, or hear voices asking 'Hello! Hello! Hello! What do we have here then?', suffer from a compulsion to write to the Leicester Mercury,  wake up early in the morning with the hallucination that you are sharing your bed with a dangerous succubus.."

    "What's a succubus?"

    "It's something knights in shining armour suffer from, saints, that sort of person...a demon disguised as an attractive woman or man or whatever..."

     "Is that what a succubus is? No, I havn't come across any of them?"

    "Is there nothing at all besides driving a car along Melton Bye-pass at two in the morning...?" 

    "No, nothing!"

    "I see.  Let me speak off the record.  If you tell anyone I said this I will deny it.  In my opinion, driving a car or being the passenger in a car is not proof of being possessed by demons.  There are other doctors here, however, who will suppose that it is.  For this possession by demons, if you stay here long enough you will be prescribed drugs.  It could just be that it is the drugs that create the demons.  I don't say it is, but it is possible. Everything is possible.  If you are possessed by demons and if you were to walk out of here you would still be possessed by demons and you can always be arrested again and given the drugs if you commit some other serious offence, such as shopping in Sainsbury's or whatever - for all the good the drugs will do.  I wouldn't worry about the police.  I can deal with them.  It will turn out I went to school with them.  They just brought you here to get you off their hands.  If you say nothing, they'll say nothing.  You might not find it so easy to get away in the morning.  At the moment there are hardly any nurses in the hospital .. and they are all West Indians.  I imagine that West Indians have liberal views on being arrested for driving a car... You might consider the possibility of getting out of here at the earliest opportunity.  There is a plastic door.. Do you know where it is.. where you came in?... If you want to phone for a taxi.. There is public phone at the end of  the drive... But if you tell anyone I said this, I will deny it."

    "You needn't worry.  We won't tell anyone.  There was no need for you to tell us.  We have already made up our minds that we are going do that". 

Had these young ladies not rapidly escaped, then they might have become chronic schizophrenics accused only of the offence of travelling from Nottingham in a car.  This would have been the initial entry into the case notes and repeated thereafter whenever the patient was mentioned - 'travelled from Nottingham in a car' - words pronounced with great awe and horror and taken to be absolute  proof of  their psychiatric guilt.  'Travelled from Nottingham in a car' would be therefore what The Accused calls the 'cock and bull story'.  These young ladies were not Lesbians and nobody has ever heard of a Lesbian being admitted to psychiatric ward.  Terry Parker, who had a less paranoid attitude towards hospitals and made no attempts to escape (and who may not have had anywhere whence to escape), was in a slightly different position.  There was no declared policy of filling up NHS wards by kidnapping potential patients from the Dover Castle.  That was too obvious.  Dr Kaye informed The Accused: "I know every othe pub in Leicester but I don't know where the Dover Castle is.'  'Yes, you do.  It is opposite the Little Theatre.  If you didn't know where it was, you would't know it was the only pub whose location was unknown to you".  So it was not possible for Terry to have been kidnapped from outside the Dover Castle. He was kidnapped from outside a 'city centre pub'.  If Terry had ab inition been diagnosed as suffering from schizophenia, then whenever Terry was mentioned it would have been 'sat on a car outside city centre pub'.  That would have been the cock and bull story.  But, as it happened, he was already identified as 'homosexual' even though there was a very excellent cock and bull story available.  He was howeve over the years to become more identified as schizophrenic than as homosexual, with revival of  the cock and bull story.

A couple of weeks later, the Accused, who had the evening off, took a bus from the hospital to the Saint Margarets Bus Station.   There he was spotted by Terry who was carrying several plastic bags.  He was going to visit Carlton Hayes, he said.   Why was he visiting Carlton Hayes?  He was going to distribute presents to the nurses.   This worried the Accused.  If Terry supposed that Carlton Hayes was a loving appreciative family he was going to be disappointed.  Could Terry not bestow is love in a more appreciate direction?  A succession of one minute stands every day in the bushes around the bus station did not constitute lasting affection...but....   The Accused therefore tried to dissuade Terry from his plan.   He may have misread the attitudes of  the nurses.  He might get hurt.   Terry, however, refused to be dissuaded.   He insisted that the Accused accompany him.   "If you don't come with me, I'll tell them you've been screwing me!".  "I've not been screwing you.   As far as I can recollect I've not been screwing anyone... Let's think.  How many have there been? Zero.. plus zero.. plus zero.  That makes zero.  That means I could not have been screwing you..since that would make at least one, which is greater than zero.  It's what we call a reductio ad absurdum" m The. Accused  knew this was irrelevent, but it was something to say.  "I know you've not", said Terry, "But I'll say you've been screwing me!".   "It would not improve your chances if  I came with you...and I havn't got time.  I've got an appointment at seven... And I don't respond to threats or blackmail, however effective it may be.  If you do so once in your life, you have to forever more.  That is why those other doctors are as they are...  What good does it do you if you save your career and suffer the loss of  your soul?". "I wouldn't really tell them that..You know that.  But all the same.. if  you don't come with me, I'll tell them you've been screwing me and they will believe me!".   So the Accused had other matters with which to attend and if he did acquiesce to Terry's request this could be interpreted as giving in to a threat .. and The Accused's presence was likely to precipitate rather than prevent victimisation.  Besides, The Accused himself would almost certainly be victimised if he reured to the hospital with Terry.  Nevertheless, The Accused feared that Terry was running into danger, should not be left alone and might need a witness.  So the Accused did return to Carlton Hayes with Terry.

Mr Terry Parker and The Accused entered the hospital building via the heavy plastic curtain which, at night, was the only unlocked entrance.  Mr Parker carried his gifts to and into one of the (long-stay) wards.  The Accused waited outside.  There was great crashing and banging and Terry came flying through the door: "Keep out of my ward, you filthy queer!", roared the charge nurse.   Terry tried a few more wards, with exactly the same outcome on each of  them.   "Better give it a miss!", advised the Accused, "I don't know why they are behaving like this tonight - but there will be a  reason for it.   They are afraid of  something ..something tonight...I don't know what it is...The same will happen on every ward.".   Terry insisted.  "There is no point in my coming with you.  I'll make some enquiries.  Maybe find out what is going on...".   The Accused also wished to take the opportunity to visit the Keene Clinic.  He was the only person,besides Dr Landa, who had a key to the door in the passage separating the Keene Clinic from the main hospital.  He kept quiet about his possession of  a key.   Dr Landa also never mentioned his key or displayed it in anyone else's presence.   The Accused told Terry he would meet him later at the bus-stop.  

Mrs Foody was claimed by all to be leader and dictator of  the Food Gang or 'The Nursing Officers' who ruled the hospital.  Mrs Foody herself was not a nursing officer, but Mr Foody, her husband, was - and as far as the author is aware, the only male nursing officer (besides the Chief Nursing Officer) -and was said to be the instrument of  Mrs Foody's power.  Mr Foody, it was claimed, was ruled by Mrs Foody.   At that time the Accused had not met the dreaded Mrs Foody nor indeed, Mr Foody.   The reason for the panic however now became apparant.  A man, who indeed was the classical picture of  a henpecked husband, came in his direction and snarled.  He introduced himself as Mr Foody, the nursing officer.   A nursing officer on the corridor was indeed a rare event!   In fact, nursing officers were altogether very rarely seen - and this was the only time the Accused had or was ever to see one in the evening or night.  Mr Foody snarled and threatened.  The Accused's crime was that he was in the hospital.  The Accused had authority over the Keene Clinic but none over the main hospital.  If  The Accused did not keep out of the main hospital he might find himself in trouble.  He should confine himself to the Keene Clinic.  "I am speaking to you as a friend", claimed Mr Moody.   It is true that previously no doctor had ever been seen in the main hospital after 5p.m. and that apart from Dr Shapiro, who had charge of a few wards, on the wards none at all.  But the Accused surely had previously performed duties in the main hospital during evenings and nights and had, when doing so, physically appeared, not merely answered a telephone.

The Accused supposed that the violently homophobic attitude of the charge nurses towards Mr Parker was due to the presence of Mr Foody in the hospital, that Mr Foody was regarded as having such an attitude and that the ward charge nurses had to put on this act to avoid being eaten by Mr Foody or reported by him to the Nazis and that the Accused was considered an associate of Mr Parker.  This was, however, not necessarily the case.  It may also be that the nurses were up to something and did not want any witnesses, that they supposed merely that The Accused had come to spy or it may have been that the charge nurses supposed that The Accused might deliberately or inadvertently report them to the Nazis if they did not assault and abuse Mr Parker or that they had not realised until after the event that The Accused was a witness.  Mr Foody may have been in the hospital anyway, or he may have been summoned because The Accused was in the hospital or because an informant had seen him on the bus, supposed he was on a spying mission and had phoned up to give the alarm.

Terry had been carrying presents to the nurses and, instead of these being gratefully accepted (or refused), he had been battered on ward after ward.  Judging from the attitudes displayed by the charge nurses,  Terry risked more of the same.  The Accused considered it more important to do what was right, to protect others from victimisation, than to cultivate his career.  He therefore put on an act at the next Monday dinner sesssion (attended by the consultants).  It may appear to the reader that since The Accused had admitted Terry to the hospital or, at any rate, had written some words in the corridor, that Terry must be The Accused's patient.  He was not anybody else's patient.  It was usual for post-1948 patients to be admitted onto the long-stay wards.  They were admitted onto the Keene Clinic - and if they were not, then the main hospital was being used as annex of the Keene Clinic - of which Dr Landa was the director.  It could therefore be argued though the argument was thin, that Dr Landa was Terry's doctor, though he could hardly be held responsible for the nurses' behaviour.  However, Dr Landa was the listened and took action.  Consultants' didn't (and, in any case, there was not going to be any consultant claiming responsibility for Mr Parker).  So The Accused turned angrily on Dr Landa and related how Terry had been assaulted and abused on ward after ward.  Terry had for some five years been The Accused's boyfriend, claimed The Accused.  This was fabrication but a necessary story to get Terry out of the hospital.  Terry could not be The Accused's patient (since, if he was a boyfriend, he counted as family member) and therefore had to be transferred to the Towers Hospital (the more liberal City mental hospital).  Dr Landa agreed to arrange this and on subsequent occasions Terry informed The Accused that he found the Towers more satisfactory and was glad that he had been transferred.  

The reader has been informed that the Accused found the ceremonial Monday midday meal as of  limited use as a case conference.    Dr Kaye would claim that young doctors always wanted to be reformists.  Reform, he supposed, implied removal of existing staff.   The young doctors, he pointed out, remained only for six months or, at the very most, a year, but the permanent staff remained, the hospital depended on them and, if removed, they could not be replaced.  This was not strictly accurate.  Evidence suggests that the numerous nursing officers, who it was that most invited removal, do not appear to have done much work, if any, nor to have been needed.   These doctors who remained only for six months were the British graduates.   There was no reason for them not being as permanent as the foreign graduates.  The Accused, however, did not wish to victimise anyone or to be instrumental in anyone losing their livelihood.  It was more necessary to win people's confidence, reduce their anxieties, to explain and to reform their behaviour.   Non-medical staff  had come to regard doctors as incompetent, lazy,untrustworthy and as blaming other people for any real or imaginary error.  The consultants ignored whatever they were told, or angrily denied any suggestion that anything might be amiss, considering such a suggestion an unpardonable delinquency on the part of  the reporter - but if they did intervene, they had no concepts available other than blaming scapegoats and victimisation.  Quite apart from this not being The Accused's approach, it inevitably led to some innocent person being victimised.  The person on the bottom of  the pecking order is victimised.  Some people are only appointed so they can be scapegoats.  The irreligious sometimes suggest that scum rises to the top or that in the NHS scum rises to the top.  Committee after committee had introduced reforms intended to get rid of the sadistic superbitch nurse.  This would create great anxiety within hospitals - and the superbitches would remain and the more competent nurses be hounded out.

The Monday dinner was preceded by the meeting of  the Consultative Committee.   According to a contempory edition of  the Towers' Hospital house journal, the concept of  'consultative committee' was one of  several measures intended to introduce representation or democracy into hospitals.  It was to be a forum including representatives of  all sections of  staff (including  porters and cleaning ladies as well as doctors, nurses and administrators - with representation, as equals, of  all levels of  seniority) in which the members were free to utter any comment they wished without any danger of  retribution.   However, the Accused was to have no direct experience of  the Consultative Committee being other than a means whereby consultants who took no part in the work performed set up a dictatorship over and above the law and persecuted those doctors who were actually doing the work.   It would be a forum for psychopaths - exactly the opposite to what was allegedly intended.   The term 'medical advisory committee' was also used, though such an entity was intended to be something else.

Dr Slorach and Dr Lowe supposed that the term 'consultative' was the adjective derived from 'consultant'.   He saw himself as the Big Chief..and the consultatative committee consisted of  Chiefs, the consultants, the Chief Nursing Officer and some other Chiefs.   Dr Slorach liked the sound of  the word Chief.   In fact, usually only Dr Slorach, Dr Lowe and the Chief  Nursing Officer attended.   The routine, when the Accused originally arrived, was for the Chiefs to hold their meeting and for the more junior doctors to wait outside the door and eventually to be called in to a separate committee room (with no wine) in which the juniors sat around a table and Slorach sat at the head holding a monologue.   But not so for long!

The Accused was handicapped in that he had no car.  He could not nip out for five minutes to buy essentials such as razor blades (which were not sold in the hospital shop!).   Occasionally the aggressively friendly Dr Benedito would invite the Accused to pop out for a few minutes in his Volkswagen.    As the car approached the gates the bleeps would utter a succession of  squeaks.   That meant something, said the Accused.   They had better return immediately.   It meant nothing, said Dr Benedito.   The bleeps did not work in the hospital grounds and they were always squeaking in his car.   The Accused soon discovered that indeed the bleeps did not work in the grounds, except for some very small circumscribed areas.  Morevoer, they did not work in some parts of  the hospital.   Notably the signal did not carry to a hut in the cloister-surrounded courtyard which was Dr Kaye's educational centre into which the  junior staff would be summoned together, all with non-functional bleeps.   Also, there were lengths of  corridor in which bleeps did not function.

The reader has learnt that Kettering General Hospital Bleeps received Kettering signals clearly in Northampton and Leicester.   The Sheffied (or Trent) Regional Hospitals were fitted with a variety of  less powerful systems, that at Carlton Hayes being known as a 'loop'.   This means that a wire traipsing around the hospital emits electromagnetic waves which can be picked up only within a very short distance.   At other hospitals there were dinky bleeps whose batteries were forever running out, or had to be recharged every five minutes or which required continuous replacement of  some accumulator fluid.   It was not that Kettering bleeps were inordinately expensive.   There were salesmen, exclusive contracts and consultants and administrators who knew nothing about bleeps.   So the Accused raised the topic at  the meeting following that of  the consultatative committee during which Slorach harrangued the more junior doctors on the latest Ministry of  Health circulars.  He believed he was being helpful.   These bleeps were unsatisfactory, he argued.   They should be replaced with bleeps which at least functioned within the entire hospital - and in its grounds.   Such bleeps were easily obtainable.   The response from Slorach was rudeness.  "Greater minds than yours have applied themselves to this", he mouthed, "and have decided which bleeps are best!".    The concept of  Greatness appealed to Slorach.   He saw himself as great.   The Accused persisted but was met with more rudeness.   Then Dr Agami held a very long sycophantic speech praising the wisdom and judgement of  Dr Slorach which, on the subject of  bleeps,  all recognised and respected.   The Accused then said that sooner or later a patient was going to die in the hospital because of  the ineffectiveness of  the bleeps - which was to be, though Slorach, the supreme judge, did not blame himself.   From then onwards, the meeting following the meeting of  the consultative committee was never held again!!

The Accused had found on his arrival that Carlton Hayes was a factory in which all patients on admission were automatically given ECT and tranquillisers.   There existed no genuine process of  diagnosis.   The treatment and therefore also the diagnosis was a forgone conclusion (and written into the notes before the doctor even saw the patient).   The hospital appeared to the recourse of  a few General Practioners who belonged to the schizophrenia clubs.   The most avid of  these was the only doctor who took what were in later to be called 'homeless' people onto his list - which was very generous of  him.  But he also diagnosed all of  them as schizophrenics.   Carlton Hayes enacted the rubber-stamp process which was commissioned by such G.P.s.   The nurses saw nothing amiss to prescribing ECT and tranquillisers without the doctors' knowledge.   These were administered, after all, to all patients.   The Accused's reforms may not have ingratiated him to the consultants, whose only knowledge of  the hospital was fabrications delivered via nursing officers to the consultative committee.   Dr  Slorach and Dr Lowe, effectively the consultative committee, refused to listen to the juniors who were doing the work (a form of  Neobowlbyite authoritarianism not confined to Carlton Hayes).  Nevertheless, although the Accused might appear to have been criticising the former conduct of  his colleagues, they  welcomed all the measures he introduced.

The theory attached to the Carlton Hayes conveyor belt approach was that mental disorder was intrinsic.   Such terms as genetics or brain chemistry are used but what was meant in practice was that there was no discernible cause.   The patient was seen as isolated from environment and unaffected by it.   In practice this does not mean that the 'psychoses' had no cause but that doctors did not look for them and it was taboo to look for them or recognise them.   This was in the Accused's view not a satisfactory approach.  It was not right, not in the interests of  the patient, even if  convenient to the doctor.   The Accused also felt that in the long run it avoided a Nurenberg Trial to do what was right.   An intensive search should be made for causes.   A patient should only be judged as suffering from an 'intrinsic'  disease, one which could be treated only by methods with no satisfactory outcome, if the search produced fruitless, and perhaps not even then.   Causeless diseases or imaginary diseases should not be invented for the convenience of  doctors who were fakes, lazy or more interested in promoting  their own interests than in science or  the interests of  patient or community.  The treatment of  'endogenous' psychosis was so horrific - and the diagnosis then so permanent and progressive - that the doctor had a responsibility to do all possible to avoid it.   In this cause the Accused left no stone unturned - which included familiarising himself with patients' or potential patients' habitats and ways of  life (which under orthodox medical ethics was taboo).  There are supposedly several forms of  'depression', electroconvulsive therapy being used only for what was called 'endogenous depression', without any cause that could be treated.   At Carlton Hayes it was therefore assumed that all depression was 'endogenous' - or, at any rate, every patient, even if  diagnosed as schizophenic (or, rarely, something else usually in addition to rather than instead of  schizophrenic), was treated as if suffering from endogenous depression.   The Accused claims that he was not in a single case unable to find a cause for 'depression' and not in a single case prescribed ECT.   Under the Accused's methodology the diagnosis of  schizophrenia also vanished.   The modern doctor, familiar with more serious cases, might retrospectively agree that the Accused at Carlton Hayes saw no cases of  schizophrenia - which may be a characteristic of  the early l970s or a characteristic of  Leicestershire psychiatry.   Treatment of alleged mental illness perhaps is a matter of faith - and perhaps the Accused created a faith or belief by unearthing causes and devising harmless treatments, drug or otherwise, directed against these causes.   Also, where there is an environmental, psychological  or social cause the hospital admission may in itself  be sufficient to 'cure' the 'condition'.   Perhaps the patients who were symptomless on arrival at hospital had not been so back home.   Whether this was a delusion or not,  the Accused found in every case a 'cause' - and frequently this was a medical cause.   At first sight this had been previously overlooked because the Accused's predecessors and colleagues had no knowledge of  medicine - though retrospectively it seems more that before the Accused introduced new disciplines, and particular the care of patients by only one doctor, doctors had no control over their patients.   The doctors had no way of  telling how decisions, behind their backs, were being made and assumed that unauthorised diagnoses and treatment had been made by some authorised senior or colleague.   The Accused did not change diagnositic habits.  All patients were still schizophrenics before they had even been examined, but the approach became less 'diagnosis orientated' and the reactionaries who survived by such an approach, such as Dr Lowe and the medical assistant Dr Ezzat became precipitated out to engage in their hostilities and defensive manoevres.

Those who advocate the 'traditional' ('diagnosis orientated') approach - that is to say, nowadays, all British doctors and  psychiatrists, perhaps even all in the world, claim that by creating categories they are being 'scientific' or introducing science to psychiatry.   In Medicine there are distinct entities, with distinct underlying pathologies, such as diabetes or gastric ulcers.   So the psychiatrists invent categories and pretend that because they have given all patients the same label they are suffering from the same 'condition' and are to be given the same treatment.   If every patient was given a different diagnosis or the aetiology in every case was different then psychiatry, supposedly, would no longer be a science.  If  there are no causes at all, then the patients do not all exhibit different aetiologies!   The categories can be invented by stipulating a series of  standard questions, with a set of permitted answers.   The answers are 'symptoms'.   Then, possibly, statistical analysis will show that some groupings of  symptoms are more common than others and these can be given names and the remaining combinations are equated with the standard grouping they most resemble.   This works very well if  there exists only one grouping.   Where, as in psychiatry, some attempt is made to divide the total into two groups, the distinction becomes less conclusive and no consistent way is found of  allocating cases to two groups.   The 'symptoms' are also artificial, invented by the psychiatric examination rather than objective fact.   There is a further snag that if  it were that greater stress creates a greater likelihood of  psychosis, irrespective of  whatever other predisposing factors there might be,  then the 'symptoms' used for diagnostic purposes will indicate stress rather than the strain or psychotic response to stress and those who have the greatest superfluity of  symptoms will be not those who as will be supposed have the most severe psychosis or susceptibility to psychosis but those who are most resistant!   We have already learnt how poverty or  residence in a poorer part of  town is taken to be indicative of  schizophrenia!  To the Accused the refusal to look for causes was putting the cart before the horse.   Before the patients can be said to be suffering from a single unified entity common to all, with the same cause, absence of cause or imaginary or unproved cause,  this has to be proved.   

The absence of a cause is however impossible to prove.   There is nothing more encouraging for psychiatrists in imaginary causes which began life as symbols for no cause or don't-know turning out to be actual causes.   It might turn out tomorrow to be proved absolutely that 'schizophrenia' is caused by the doctor gene or by deficiency of  the doctor chemical or enzyme.   But that would be not schizophrenia but doctor gene psychosis or doctor enzyme psychosis.   That there are such doctor genes and doctor enzymes we already know.   Porphyria for instance is genetically inherited and said to lead to a form of  insanity - though, supposing it does, we do not know whether porphyria specifically causes a particular psychosis or whether psychosis in general is a possible outcome of  any breakdown of  physical and chemical mechanisms (or whether psychosis is a stress reaction to which some people, such as those with underlying  physical illness as well as those subjected to greater stresses, are more prone .   Porphyrias, however, are rare.   The belief in doctor genes is greatly encouraged by drug companies.   Where people who carry a particular gene are supposedly more prone to a particular characteristic then the gene supposedly creates the characteristic.   Those who believe this should not delude themselves into pretending to be scientists, but where there is a gene there is a drug and billions of pounds for the drug company.   Nevertheless, just as porphyrias are rare psychoses caused by particular doctor genes or enzymes will prove to be rare and the great majority of  cases diagnosed as schizophrenia or psychoses will be excluded from the definition!

The non-diagnosis orientated doctor such as the Accused, unless he manages to persuade the patient to escape from the doctors and the environment in which he is suspected of  psychosis, will not abolish the diagnosis itself.   This is built into the bureaucracy of  psychiatry.   The space has to be filled in.   A Dr Ezzat however, or allegedly so, needs write down only the word 'depression', or 'schizophrenia' or if the patient utters what the unappreciative Accused calls 'home truths' about Dr Ezzat, 'paranoia'.   If anything else is written or  any form of  examination is conducted this is merely designed to lead eventually to the diagnostic word which could be formulated without the investigation.   The patient comes to be identified only with the diagnosis.   Such as the Accused, however, write out a history and  then perhaps write some diagnostic light comments in summary.  They will also then append at the end, in the orthodox manner, the diagnosis.   But to them the diagnosis means nothing.  It is no more than a necessary bureaucratic ceremony.

What to the Accused would be a primary diagnosis would to an alleged Ezzat be a secondary diagnosis.   The Accused was on one later occasion, when on duty one weekend,  during one of  his ward rounds that covered the entire hospital suprised to find in the 'subnormality' ward an unusually beauteous fifteen year old boy.   Short-stay patients did occasionally stray mysteriously into the long-stay wards.   The Accused glanced through the notes.  Could this be meant seriously?!  The Accused asked the victim what was the pretext for his mysterious presence.   He was a transvestite, said the boy.   What exactly was a 'transvestite', asked The Accused.  He wore womens' knickers, replied the boy.   Were these knickers, asked The Accused, his own property or someone elses?  They were his own.  These knickers lived in a drawer in the patients' bedroom, or had done so, and were intended to be worn, but for routine purposes rather than as a fetish or to promote sexual arousal or because they were a cherished birthday present for a young lady.  The patient's father, not his mother, found the taboo garment in the boy's drawer, had made a considerable fuss, had involved a General Practitioner and the GP had sent the victim to Carlton Hayes.  At that time, Dr Benedito, as a disciplinary measure, had been banished to the 'mental subnormality' wards.  It did not necessarily follow that this mysteriously located mysterious youth was anybody's patient - but The Accused did not wish to meddle with the management of  Dr Benedito's patients.  The Accused admitted, therefore, that, as far as he was aware, he was not involved in the patient's management but nevertheless ventured a personal opinion.  If the said knickers were, in fact, the boy's property, they were not women's knickers but his knickers.  The notion that a garment had a gender was a social convention or societal creation rather than scientific reality - and the knickers might be worn because they were convenient and available irrespective of their alleged gender.  Knickers as described by the youth might be expected to look elegant on a woman but would perhaps look ridiculous on Dr Benedito - besides not being big enough.  Perhaps they would on most men not look particularly attractive - though that perhaps was also subjective impression rather than objective fact - but perhaps they looked in place on the patient.  It appeared to The Accused that this garment was not intended to be found by the father in the drawer nor to be seen by him when worn.  If there were situations where these garments might be expected to be both seen and worn, these were unlikely to be related to his parents' affairs and it up to him how he reacted to any criticism or embarrassment.  It did not seem appropriate to The Accused, however, for a fifteen year old to be admitted to Carlton Hayes and, if there was anything untoward about women's knickers, it might be particularly inappropriate to import them into an adult male ward.  It was in the nature of  psychiatric doctors to view the world as composed of abnormalities, psychiatric diagnoses and psychiatric treatments.   The Accused had no wish to dissuade anyone from deciding to be become a transvestite.  That was his own affair.  However, The Accused was not a great believer in labels.  He saw no need for label.  If this word ' transvestite' was used at his tender age, that might even cause him to become whatever was known as transvestite, which, presumably, was not the objective of whomever had sent him into the hospital and perhaps not his intention and perhaps not what would happen without such prematute labelling.

It was not usual at Carlton Hayes for the General Practioner to contact The Accused with a 'request' for admission and an account of the reasons for admission (which, on general medical or surgical wards is the standard practice).  There was at least one exception to this.  The G.P. informed The Accused, that the patient, a middle aged accountant, who was encountering no difficulties at work or in his family, with no past 'psychiatric history' who was suffering from 'depression'.  The reader will be aware that there is no such psychiatric entity.  The Accused had not heard of this G.P. having any previous patients at Carlton Hayes.

    "We get a lot cases", confessed The Accused, "from General Practioners with a particular theoretical orientation - members of the Schizophrenia Association or the like, who are strong believers in psychiatric diagnoses and long-term treatment with tranuillisers and electroconvulsive therapy.  There are others who do not believe in psychiatrists and prefer to manage their patients by their own methods.  Are you anticipating any particular diagnosis or treatment?"

The GP confessed that he was committed to any school of psychiatry and was not asking for any specific mode of management.

     "I was asking because this patient, as you describe him, might find himself somewhat out of place at Carlton Hayes.  He doesn't fit into any of  the usual categories.  You might find it more convenient not to broadcast his existence and to deal with him yourself.  If he does come to Carlton Hayes, you may need the courage to deal with him in accordance with his actual requirements -his need to function efficiently at work and within his family rather than in light of any psychiatric recommendations....".

The G.P. said that he intended to but nevertheless wished the patient to be admitted 'for investigation'.

After the patient's arrival, the General Practitioner phoned again.  There was no other instance of a G.P. phoning for a progress report.. or, if so, the G.P. must have phoned the nurses rather than The Accused.  The Accused reported that he felt that there was no unequivocably psychiatric history and that the case might be medical rather than psychiatric, expecting this to cause offence and to precipitate complaints.  Instead, the G.P. said that he had come to the same conclusion himself.

    "But isn't there a very high powered medical department at the Leicester Royal Infirmary?  I don't think I could get a job in the Infirmary medical department.  The standards are high.  Carlton Hayes in not medically orientated.  In the average Carlton Hayes case folder you won't find a record of  single routine medical investigation.  .."

    "I have never had reason to suppose that the medical and surgical departments at the Infirmary are not of the highest quality.  But they are always full up.  Cases that are not emergencies go onto a waiting list.  There is no telling how long the wait will be.  I do not know what the diagnosis is in this case.  I think there may be an epidemic of  Wilm's tumours of the kidney.  Without a diagnosis I can't get him admitted to the Infirmary.  But there are always beds available at Carlton Hayes.  It was a way of getting him into hospital for investigation."

    "I havn't been thinking in those terms.  I didn't find any physical signs..I suspect that if I can't find them nobody else can either.. but  can't promise.  It's a matter for a surgical department.  It can present as a hypoplastic anaemia, can't it?  I can't recall having ever seen a case.  I thought he might have had an anaemia two months ago and that it might have been caused by a viraemia - an influenza-like infection...but that he had gotten over it.  It could be any virus - they are all the same. Is Wilm's tumour common?  Does it occur in epidemics? Is there an epidemic? Is he the right age?"

    "It's not rare.  You do see cases.  It presents in men of his age.  I havn't heard of it coming in epidemics - but you often find that similar cases come in batches and I've had a very similar case which turned out to be a Wilms tumour."

     "There can be pressure here against medical investigations - and somebody else might take over the case.  But routine investigations have already been set in motion.  But I don't think there's anything I can do you couldn't do.  As I understand it this patient, two months ago, thought he suddenly was getting tired more easily than before. It could be nothing at all.  But as I understand it he had been going through a period of heavy work, including work through the night.  Apparantly that happens to accountants.  They are heavy periods and light periods.  It could be nothing.  It could be that his eyes are getting older, that he's becoming more presbyopic, or it might be the lighting in the office or at home.  It turns out there is no difficulty in arranging an opthalmic examination."  

    "As I understand it, this fatigue has worn off over the two months, with gradual improvement.. not ups and downs... and that he now feels entirely well.  I don't suppose that actually proves that there is nothing serious.. but it does increase the likelihood that there isn't or that he is somehow getting over it.  I've always suspected that there is a natural resistance to neoplasms... in the early stages, anyway..."

    "I suspect that too.. but is there any known evidence for that..."

    "Well, not directly but evidence consistent with that interpretation" [The Accused explained this].  ..... "I expect routine investigations won't turn anything up.. he seems very healthy, cheerful and getting on very well with the staff and other patients - despite being the only person in history to turn up at Carlton Hayes in a suit - and, with my limited knowledge can't really see that if there isn't any deterioration there is much anybody can do in the way of further investigation or treatment if there is no recurrence or deterioration".

It was certainly an original idea to send a patient to a mental hospital for investigation of a medical problem.  Doctors in Victorian asylums did think in terms of diagnoses meaningful to medics or pathologists, but the mental hospital had evolved into an awareness only of psychiatric symptoms, classification of supposed mental disorders and the treatments endemic to the mental hospital.  Perhaps the Accused's reputation for being non-psychiatrically orientated had spread around or the G.P. supposed he was speaking with Accused-dad (who formerly practiced in Leicester and had also had a more sociological or medical inclination).  For a practicing accountant to be admitted to a mental hospital  is so unusual that if there were such a person he might be rapidly kicked out again, but there would surely be some danger of his being psychiatrised or, at the very least, being compromised in his subsequent life because of a 'psychiatric history'.    

Dr Benedito, the other Senior House Officer at Carlton Hayes, displayed an ebullient Latin temperament.   He also had a room at the hospital, but lived there permanently, whereas The Accused stayed only when on night duty.  He preferred privacy.  When The Accused repaired to this room in the evening, Dr Benedito and Dr Agami would be watching from their rooms, whose doors were kept ajar.  Benedito ould spring out of his room, in the hope of inviting the Accused in. "Why you not come into my room?  I not homosexual!".  Perhaps there did exist some other reason for being invited into a room, but the Accused had not encountered it.  Medical textbooks suggested that there was.  Benedito believed what was written in textbooks. into rooms and therefore spent his nights off at Stoneygate Avenue.  "I thirty years old and still SHO. ", lamented Dr Benedito.  Or maybe it was forty years old.  Foreign doctors possibly enjoyed some security in their mental hospital posts, but they rarely had prospects of promotion, other than perhaps within the hospital.  Dr Benedito was neither by appearance or by behaviour typically English.  The prospects of a doctor were also inversely related to the amount of work he did.  Or, at any rate, it was so in these 'closure list' hospitals.

Dr Benedito was not popular with the nurses.  He was not the very model of British bedsyde manner Major General.  The excuse was that he 'could not speak English'.  Accusations that foreign doctors 'could not speak English' were for the most part unjustified.   It was more that English doctors could not speak English.  They spoke psychiatric jargon and regularly could not understand English as spoken outside the Public School.  The Accused would find himself having to take on the flack when trying to protect Benedito from a succession of  plots.

There were doctors who at least privately believed that electroconvulsive therapy conferred no benefits.   They either forgot to prescribe it or only pretended to press the button.  Nurses would co-operate by dutifully perceiving the 'convulsion' or twitch of a limb which was believed to be the proof of an effectively administered ECT.  Dr Kaye, the country's No l ECT fanatic would consider it malpractice, unpardonable disgrace, for bogus ECTs to be performed or for it to be suggested that it was performed.  We shall hear later about the Forest Clinic and the ECT's administered to Dr Kaye's and Dr Lowe's middle-aged female patients.  Dr Kaye and Dr Lowe, however, need not have had any worry about Dr Benedito.  Dr Benedito believed the textbook.  ECT cured depression, said Dr Benedito, and since ECT cured depression, the more ECT that was administered, the greater was the cure of  depression.  So Dr Benedito would keep his finger on the button for at least five seconds.

The Accused met Dr Slorach marching along the corridor.  He was on his way to inspect the ECT, he said.  "The nurses" had reported that a patient had complained that his ECT was burning her skin - and giving her a headache.  What was meant by a burn, asked the Accused.   Dr Slorach understood it to mean sooty patches on the skin.   Although The Accused disapproved of ECT and might have rejoiced at it being discredited, it occurred to him that powder on the skin did not comprise a 'burn' and, if there was a 'burn' it would affect the skin underneath.  Surely the current would have the same effect throughout its course.  Dr Slorach appeared to be implying that the current did not travel through the head but, instead, travelled from electrode to electrode though the atmosphere surrounding the skin of  the skull.  This would be  very reassuring, but it sounded more as if these were not burns but charcoal rubbed off from the electrodes, through pressure of application rather than duration of current.  It seemed that Slorach was being a medic - that he repeated anything that he was told.  He was told these were 'burns' and therefore it did not occur to him that they might not be or that he was repeating inaccurate language.  It worried The Accused also that Slorach chose to spy in this manner.   The Accused was to learn that there was a patient, Mrs Burns, Dr Benedito's patient, who was continuously complaining about Dr Benedito's ECT, claiming that he inflicted 'burns'.  The Accused could not convince himself that Mrs Burns bore any electrode marks.  However, to avoid trouble, the nurses arranged for The Accused to administer the ECT.

There does not exist a satisfactory term for the victim or accused person or person at risk of psychiatric diagnosis, what is here termed the 'patient'.  'Patient'means 'suffering', or not, as in the case of the horticultural Impatiens, known as a Busy Lizzy,  impatient or enduring.  The 'patient' may be suffering from nothing, and may not even know why he is what is misleadingly termed 'consulting' a doctor or why he is in hospital or how it came about that he is a patient or consulting.  Nevertheless from an administrative point of view, or from the doctor's point of view, Bob the eighteen year old builder's labourer was The Accused's 'patient'.  The doctor at least in theory if the victim is his 'patient' has some influence over what happens next.  In practice however the 'patient' may be on a conveyor belt and the doctor is a compenent of a machine or wielder of a rubber stamp who may have no influence over what happens or the wielder of a rubber stamp.  The Carlton Hayes style factory can manage without a doctor.  If there does happen to be a doctor he may be well advised to delude himself into supposing that he decides what is going to happen in any case and to adjust his theories and practices accordingly.

So the Accused asked Bob, the eighteen year old builderer's labourer, arrived with casenotes labelled ' (endogenous) depression':-     

"What brings you here?".  There does not exist either a satisfactory opening gambit.  The usual answer to this one is 'the bus, car, taxi or ambulance.'   The Accused would then explain that he wished the 'patient' to relate, as he himself has experienced it, in his own words, the train of events that led to the victims current presence in the hospital, including those prior to his embarking onto a car, taxi, bus or ambulance.   Bob immediately answered however: 'Early morning wakening'.

This is very exciting for the doctor.  'Early morning wakening' according to textbooks and the oral tradition imparted by teachers is a symptom of endogenous depression.  

"Yes..but that is not how you would have put it....'Early morning wakening' is more a doctors' expression or technical term.  You wake up early in the morning, do you  ..or did do at some time....?'.

  Bob said that he periodically, though not at the moment, would find himself for every day, for several weeks, waking up at two in the morning, after going to bed soon after midnight. It did not have some physiological explanation such as that he was feeling hungry or needed to go to the toilet at consuming numerous pints at the pub...He would lie awake in bed for a short while, stayed up and was not tired at the time of the awakening nor thereafter.  This wakening, as Bob told the tale, was spontaneous and unplanned.

The Accused had been educated that 'early morning wakening occurred' more at five in the morning, but sure enough, this was early morning wakening - and the patient reported half past five more as his norm (so not early morning wakening).

    Do you find that you have lost interest in life, or are slow, inefficent or depressed ..or not too enthusiastic about going to       work...or about women or whatever...?"

The patient denied any of this.

 "I suppose life at eighteen differs from that at fifteen.. and going to work makes a difference.  We can go into that later.  But have there been any changes that you have noticed, which you supposed might be worth worrying about or reporting to your doctor..or so at the time when you suffer from this early morning wakening?

Bob denied this too.  He had not been depressed.  He had visited his doctor on account of 'flu' six months previously.  The doctor had unearthed this 'early morning wakening' and had concluded that Bob suffered from 'depression'.  This was consistent with theory.  A person suffering from 'depression' may not feel or be aware of being 'depressed'.

Builder's labourers were immune to doctors.  None other had presented or was to present to Carlton Hayes.  The Accused supposed that builders' labourers, though their work was seasonal and depended on weather, when working earned high wages, which they spent, were likely to drink alcohol and perhaps attend night clubs ... and in the off-season they survived.  If they consulted doctors it was to obtain sick-certificates, with backache as a likely pretext, or, perhaps, tbey did so because the girl-friend was not getting pregnant.  But despite his preconceived ideas, The Accused was not in the habit of  beginning with an interrogation on psychiatric symptoms but, rather, tried to build up a picture of the victim's life and routines, with any allegedly psychiatric features emerging out of this, without any questions making obvious any specific line of interest.  The Accused also liked to get the history before anyone else, because stories became stereotyped and changed through previous interrogations - and a doctored story, or story progressively doctored by repeated interviews, would be repeated evermore.  So the Accused proceeded now in this vein.  It turned out that Bob was, in fact, not a builder's labourer but a crane operator.  He operated the large crane, visible from Briarwood, being used to haul up the large concrete blocks being used to contruct a new building at Leicester University and which were being transported to the site,with police escort, during the night.   Conversation about this life continued for twenty minutes before it emerged a detail, not supposed by the patient to of any relevence to any diagnosis, that the 'early morning wakening' took place when the patient was due to work on the night shift!  It was possible to discuss the practicalities and specific requirements of this job but the patient was not plagued with any dissatisfaction.

There was at least another case of a patient being admitted to Carlton Hayes on the pretext of 'early morning wakening' and in that case the 'diagnosis' was equally spurious and also discovered to be so only during inquiry into the patient's lifestyle.  Such misunderstandings, however, regularly lead to diagnoses of 'depression' and then to eventually to 'schizophrenia'.  'Depression' is or used to be a rare diagnosis in an eighteen year old and this patient, if he was going to get a diagnosis at all, would end up with schizophrenia.  This was not usually a risk carried by those succesfully employed in a working class occupation and they may have been shielded from the pressures that consolidate long-term psychiatric treatment, but tranquilliser treatment was unlikely to consistent with continued employment - and it is sometimes suggested to such patients or potential patients that if there is a need for therapy this might be more succesfully provided by the pub rather than the psychiatristlderers'  labourer arrived at the Keene Clinic who was diagnosed as suffering from 'depression'.  He was diagnosed as suffering from 'depression' because he suffered from 'early morning wakening' (supposedly a sign of  depression).   There was nothing to suggest that this was spurious, nor did the patient hint this was spurious.  He had been told be suffered from depression and believed it.   The Accused, however, liked to know all about his patients and  eventually asked him detail about his daily routine.  It turned out that indeed he would wake up soon after midnight, then it turned out that he got up after awakening, then it turned out that he did so because he was working on the night shift - and that he used an alarm clock.    There were several other cases where 'early morning wakening' was the justification for the diagnosis of  depression and only in the course of  conversation did it turn out that the patient woke up early for a purpose...

