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Eighteen year old Dick Turpin’s parents, who lived in a village ten miles outside Leicester, called the police on several occasions on the grounds that they were being terrified by their son.   His parents had successfully applied for a court order to restrain Dick from visiting his parents.  If the subject of the order does not comply, the Court may impose a prison sentence.  The Court could possibly impose a sentence merely of a few days as a ‘warning’.  However, Dick’s parents supposed that Dick’s failure to comply constituted a psychiatric offence.  They therefore commissioned Dr. Lowe to offer custody for Dick at Carlton Hayes under an order of the Mental Health Act applied to those supposedly mentally disturbed who were found guilty of criminal offences (in this case, failure to comply with an order of the Court).

This would appear to be Dr. Lowe’s affair and responsibility and no concern of The Accused.  However, Dick was in the Keene Clinic as The Accused’s patient.  Dr. Lowe did not visit the hospital wards, left no instructions on the management of even what were effectively his private or personal patients, such as those directly delegated to him by courts on the basis of evidence he gave in courts.   Resident doctors found it impossible to communicate with Dr. Lowe and the nurses all claimed they had never set eyes on Dr. Lowe.  This was very embarrassing to The Accused since he would be asked to decide on the management of the patient, including the decision when or if to release him.

Dick was now living in a flat in Leicester and confessed that it was even inconvenient to visit his parents.  Buses were infrequent.  He had no urgent reason for visiting his parents, was not asking them for money or accommodation and did not have a girlfriend in the environs or any attraction.  He could telephone his parents.  He said he had no intention to make further visits.  He claimed not consume Drugs or alcohol.  Dick said he had visited his parents merely to ‘talk’ and they had refused to do so - whereas the parents said he was intimidating.  They however did not report that Dick had previously been unmanageable and there was no other known violent or intimidatory behaviour.  This visiting of parents on one or more occasions could have been psychiatric in the sense of a compulsion beyond his control... or it could be regarded as ‘psychiatric’ that a young man wants to visit his parents.   It is not known why Dick cooperated with this claim that his behaviour should be regarded as psychiatric, if he did so.  He surely had, in Law, a choice as to whether the offence was to be regarded as psychiatric or criminal.   There was no evidence of mental disorder other than the failure to comply with the Court Order. 

The Accused thus did not discuss Mr. Turpin with Dr. Lowe, but he did mention it to Dr. Kaye who expressed the opinion that it was necessary to protect the parents.  If  Mr. Turpin intimidated his parents this technically counts as ‘common assault’ even though Mr. Turpin may not have laid hands on either parent.  Prosecutions for common assault are usually conducted privately rather than by the police prosecutor, and are rarely brought in the absence of any injury - and there would be no proof beyond the parents’ evidence, or not necessarily so.  It was believed that there never had been any prosecution for assault (or assault in the sense of intimidation or for criminal damage) and also supposed there was little prospect of successfully bringing such a prosecution.  As a matter of fact, without the psychiatric alibi, it would be very difficult even to obtain the court order prohibiting the visit to parents.  Psychiatric detention of the child was the only means of protecting the parents.  Confidence in Dr. Lowe at Carlton Hayes did not extend to anyone supposing that Dr. Lowe had given to the Court a plausible explanation of why Turpin’s case was psychiatric - but whether or not this would be helpful, there were no court transcripts or records availabe to the nurses or to The Accused, no instructions from the Court, no means of liasing with the Court or probation department or whatever other helpers might be recruited and, in fact, no court order!  If Turpin had been regarded a non-psychiatric criminal, either in the sense of intimidating parents or of disobeying a court order, then he would have been given a limited prison sentence and/or supervision by the Probation Department.    Without an alleged order from the Court, there would have been no reason for regarding Turpin as psychiatric and no reason for keeping in the hospital.   However, once he regarded as ‘psychiatric’ then, presumably the patient could not be released until the mental disorder was no longer present, or it was successfully ‘treated’ or the patient was no longer a threat.  There was no disorder to cure itself or to be treated and it could not be proved whether the patient had been or was a threat.  So he faced permanent detention!  There was a risk that he might be a threat.  There is a risk that anyone might be a threat.  Moreover Turpin, since he was a young man detained at Carlton Hayes, was labelled as ‘schizophrenic’ - and although he was not being treated, he was under risk of long-term diagnosis, treatment and Drug-induced ‘schizophrenia’.  The Accused, surely, had no authority to discharge Mr. Turpin - unless he invented  a diagnosis, incapacitated him with tranquilliser and claimed he was being ‘treated’.

The Accused disagreed with Dr. Kaye.  Dr. Lowe had several young male patients who had arrived as a result of  his being hired as an expert witness in court.  Possibly these were genuinely ‘psychiatric’ but they were not ‘schizophrenic’ - the only diagnosis known to Carlton Hayes.  The shame was greater where the victim was found psychiatrically guilty.  Neither Dr. Lowe nor the hospital had any means of treating these patients (other than tranquilliser and ECT!).  The Accused felt that psychiatric hospitals were not equipped to deal people guilty of criminal rather than psychiatric offences or with ‘psychopaths’ (medical terminology for ‘criminals’).  Criminal offences should be dealt-with by criminal courts.   The need to provide proof might result in the guilty being found innocent, or, at any rate not guilty.

Parents sometimes employed psychiatrists or substituted psychiatric accusations for criminal because they thought psychiatric conviction was a lesser shame than criminal conviction.  This fear of disgrace led to anxious over-imaginative parents condemning their offspring to schizophrenia when there existed not the remotest possibility of any criminal accusation (as with the middle class parents who feared their children might be attracted to male humans).  Alternatively, if an actual or potential accusation existed,  invocation of psychiatry prevented the innocent person being found not guilty.   Even if they were found guilty, the sentence would in most cases have been nominal.   Psychiatry is regularly used in the courts when there is no evidence, the allegation consists of no crime or the accused person is innocent.  The disgrace and consequences of a psychiatric hospital admission far exceed those of a criminal conviction and result in unemployment for life. 

The Accused felt that there was no purpose in his involving himself with Mr. Turpin.  There was nothing he could do.  But the nurses insisted.  The Accused read through the notes and found therein a letter addressed to Dr. Lowe from Turpin’s father - and prior to the Accused interviewing Mr. Turpin, the nurses also directed The Accused’s attention to this letter.  This seven page handwritten letter concerned more the father’s fear than the boy’s deeds.  When the boy arrived at the door, related the father, he, the father, ‘shat in my pants’.  This in an English idiom meaning ‘I was terrified’ but The Accused supposed it was intended to be taken literally even though, in the circumstances, it would not have been literally true.  But his colleagues would not have known any better.  The Accused did not know whether this letter  - which, apparently, constituted the evidence and had been sent to the hospital, not Dr. Lowe, after the patient’s admission  - was genuine.  However, it seemed to him that the father might have been expected not to advertise his fears so strongly or at such length.   Adult males did not readily admit being afraid.  To do so promoted disdain and victimisation.   The letter therefore seemed irrational.  The rational response would have been for the father to state concisely the reasons for his fear but not to dwell on the fear itself.   Turpin, by contrast, appeared rational and normal.  In the l980s perhaps intimidation by teenagers was so common - and such teenagers would seem very innocent, rational and convincing when interviewed - that it would automatically be concluded that the parents’ story was more likely.  Turpin perhaps did intimidate his parents, but in l971-2 false accusations by parents were much more common than delinquent children.   If Turpin was a teenager at Carlton Hayes actually guilty of anything criminal or psychiatric, he was a rare exception to the rule!  But it did not affect the issue which story was the more plausible, since the crime was visiting the parents, not the intimidation.  The Accused nevertheless recorded in the notes that the letter was ‘obviously bonkers’ - which was an intended correct English but not a psychiatric diagnosis or technical terminology.

The Accused met Dr. Slorach in the corridor.  “Come to the Social Centre for a Drink!”, he suggested.   The Accused said he did not Drink.   He accompanied Slorach to the Social Centre nevertheless.   Dr. Slorach stood by the bar as if he was the Emperor Napoleon.  The Accused felt embarrassed hanging around doing nothing.  So, to declare his independence, joined the young Moroccan nursing assistant Abdul in an athletic dance to the fast music fashionable at the time.  Then a gentleman came up, introducing himself as Secretary of the (Nurses’) Social Club.   The Accused was not a member.  To attend the social club it was necessary to be a member.  The subscription was ten pounds.  He was given an application form.  The Accused formed the impression (incorrectly) that doctors were not welcome.  Nevertheless he posted a cheque for ten pounds together with the form later that night from Leicester and was sent a membership ticket.  The Accused felt peeved because he was on a lower weekly income than nurses - though the nurses supposed that because he was working such long hours he must be earning more.  The Accused however never again set foot in the social club.  This may have been because he was shy, did not suppose he would be welcome or because he could not afford beverages.  Or it could have been that when he was off duty he went back to his flat on Stoneygate Avenue. 

Miss Flicker was calling in to the Keene Clinic that afternoon Dr. Landa told the Accused over dinner.  She was supposed to suffer from depression, he said.  Actually she was a nymphomaniac.   The Accused was to go through the motions of checking up on her.  The sooner she left the better.   The other doctors concurred.  They had all been propositioned by Miss Flicker.  They feared for their virginity.  So long as she remained in the hospital nobody was safe.   The Accused supposed that a nymphomaniac, even one who displayed such lack of taste in choice of victims, might be an asset to the hospital, but all were adamant that she must be kept away.  Miss Flicker proved to be a twenty-eight year old in a costume to which no Sister Superior could have objected, which covered her from neck to toes - and she produced no complaints that might have provoked a physical examination.  Nor did there appear to be or to have been any complaints at all.  But Miss Flicker did invite The Accused to partake in the forbidden pleasures.  This she did in an unemotional matter-of-fact manner, without any display of feminine flutters, much in the same tones as she might have inquired the location of the nearest telephone kiosk.  The Accused assured her that she had adequate attractions but that nevertheless doctors were not permitted to be entertained by their patients.   She had never heard of  any such prohibition, she replied.  Nobody else had told her about it.  Lots of doctors were entertained by their patients.  General Practitioners, admitted the Accused, could transfer their patients to their shagging list and simultaneously transfer them to the medical list of a colleague.  Hospital doctors, on the other hand,  had the entire city and county as their patients, did not have any colleagues on whom to offload their more entertaining patients and it might well be that a doctor met some lady in town without it being known to them that one was or might be the patient or potential patient of  the other.   

If The Accused is right in his claim that the General Medical Council recruited doctors for ‘closure list’ hospitals in the Trent (Sheffield) region, the largest and least generously funded region in the NHS, from countries with no medical schools and that these were given generous ‘educational grants’ by their own governments to obtain British qualifications (so that there was no need for NHS wages, which would be subjected to creative deductions), then there was no clear distinction between Bogus Doctors and real doctors.   Some would have learnt their trade and some would not.  The system however had evolved into one where lowly paid genuine doctors did the work (the ‘Disposable Sector’) and had little future, committees of Public School gerontocrats ruled the hospitals and there was an intermediate ‘Wedge of Intertia’ of doctors with a permanent berth, on much more generous wages (in addition to grants) and doing no work.  Their function was to flatter the gerontocrats and to be the liason between workers and rulers, manipulating and deceiving all for their own benefit.  The Bogus Doctor was the ideal Wedgie.  He had no inclination to do any work, insufficient understanding to make objective judgements of what went on in the hospital and had enough to hide not to be other than the sycophantic flatterer.  The neodarwinist survival of the fittest would have weeded out the unnecessarily competent.  In these hospitals, also, the nurses would he doing the work and would have come to prefer doctors who minded their own business or materialised only to be the nurse’s rubber stamp.   This was the system, it was not the doctors’ fault and the Accused bore no resentment or ill will against bogus or lazy colleagues.  The gerontocracy was victimising the bogus and lazy doctors by setting up this system.  They had no way out.  It was neither his fault nor that of his colleagues that the gerontocracy had created a conflict of interests and had intensified it by perpetuating a system in which anybody on earth, provided he was not a British citizen and not a doctor, could be registered by the GMC, while it was difficult for real doctors to find employment!

The Accused felt nevertheless that he had been unfairly treated.  British graduates were expected to undergo lengthy training in basic sciences before embarking on a lengthy medical training.  As a Cambridge graduate The Accused had undergone particularly lengthy and thorough preliminary training and had also been severely handicapped through being the victim of the parental means test on students’ grants.  He had been forced into a medical career against his will and could not escape from the NHS because he had never had time, financial means and opportunity to procure a Driving licence.  He had found himself rejected from the hospitals which employed ‘whites’ because he was a Cambridge graduate, was a state grammar school pupil and had proceeded by his own efforts rather than being selected according to social class criteria.  He felt that he should have been told and that the public should have been told what went on in the other hospitals - that it was impossible for a British graduate successfully to embark on a career within them - that British graduates were not wanted by the administrators and were persecuted.   There were those of his colleagues who had had no training in basic sciences and had no medical training prior to working in the NHS.  In addition to their grants, they were (for doing no work) paid higher NHS wages than he ever would be.  Their governments paid for their studies, very generously, whereas his own government, the government of the country in which he was working, left him starving as a student and now for a 80-168 hour week paid him less than a person received on social security - and whereas foreign governments paid for the expensive fees for prejudiced examinations - his own did not.  He found that in hospitals in his own home district he was regarded as ineligible for employment because he was of suspected Jewish origin - because, without public knowledge, Muslim organisations were subsidising the hospitals.  It was unfair that the medic’s career prospects were inversely related to the amount of work he did, that there was an a priori class hierarchy in which the boss class commenced with higher pay and less duties.

As the ‘closure list’ hospitals closed the General Medical Council also at least supposedly ceased to ‘recognise’ non-existent medical schools.  What happened to graduates of such medical schools we do not know.  Hopefully they were decently treated.  However there were other species of bogus doctors - and it was these who were regularly reported in the press as having been Found Out.  According to The Accused, the unequivocally bogus doctor (as opposed to the one who had learnt his trade through being employed as a doctor rather than at medical school) was easily recognised and there were hundreds of them for every one Found Out.  When they were found out it was invariably claimed that they had gotten away with it because they looked and behaved like doctors.  They fulfilled the personality criteria which committees and gerontocrats considered all-important.  But this was exactly how the fake was immediately recognised.   The real doctor did not act a role.  He did not look like or behave like a doctor.  

The bogus doctor was also liked by the nurses.  At Carlton Hayes the nurses had been doing the work - and, they said, had invariably taken the blame.  Although ‘treatment’ is theoretically the prerogative of doctors, it had become accepted that the nurses were responsible and a doctor, if seen at all, was a rubber stamp.   Nurses thus came to prefer the inert doctor.  The nurses’ own explanation was that doctors could not be trusted.  They might request a particular treatment, but if it was subsequently suggested to be incorrect the nurse was blamed.   However, the term ‘bogus doctor’ can also be translated as ‘specialist’.  Although medical students are required to memorise many tomes, the actual job is repetitive and requires little knowledge or training.  Some are more repetitive than others and, in some hospitals, the routines are artificially moulded into a narrow routine through a myopia towards fact and theory.  The doctor, not merely the bogus doctor, may learn the job from the nurses.  In psychiatry the quality of doctors is pared down to conform with the quality of understanding and treatment meted out by the psychiatric system and the lack of influence of doctors over nurses, even after the doctors have learnt the ropes, is to be regretted.   Nevertheless nurses may be very skilled in procedures that supposedly are invariably the duty of doctors or surgeons and, at least in l971-2, there were many hospital departments in which permanently or intermittently there were no doctors available with the necessary knowledge and skills.

The Accused at Carlton Hayes suddenly beheld an apparition - a tall, erect doctor confidently and imperiously striding past, in a dark suite, spotless white coat, with stethoscope in pocket - a film actor, it appeared, playing the part of Dr. Casey or Dr. Kildare (medics in TV soap operas).  The Accused was shocked.  ‘Obviously a bogus doctor’, he to himself thunk, ‘Whence did he materialise?’  Real doctors did not look like doctors.  The role-actor was always a fake.  Psychiatric doctors did not wear white coats and were unlikely to know what to do with a stethoscope, other than to wear it as badge.  It may turn out that Dr. Alani was not a bogus doctor.  But he appeared to be, did not claim to be anything else, and if the author is mistaken in reporting The Accused’s opinion, the reader will discover that this is not entirely the fault of the author or The Accused.  The allegation was to be made by the pundits, or, at any rate, they made statements which the reader will so interpret.   Dr. Alani was ‘locum medical assistant’ (‘almost a consultant’).  If Carlton Hayes needed another medical assistant, why didn’t they recruit Dr. Benedito or The Accused.  The reason, we are informed, is that he was not needed.  If Dr. Alani had any duties besides yes-yessing Dr. Slorach we do not know what they were.  Promotion was in accordance with the rule of least competence.  So another reason for employing Bogus Doctors or armies of doctors who did no work is that it built empires for the committee consultants.  Dr. Alani was reported to have previously been ‘Medical Assistant in Casualty’ at the Royal Northern Hospital.  The Accused assumed that whoever was responsible for the appointment had checked whether ‘medical assistant’ in this context meant ‘doctor’ or whether it meant ‘bandaging assistant’.   The Accused felt hurt nevertheless, though without resentment, that people with no credentials were so readily appointed to senior positions when it was wellnigh impossible for genuine, experienced and competent doctors to find work.  The newspaper ‘On Call’, published by the Junior Hospital Doctors’ Association, had on its front page a photograph - of the whole body, not just a face, of a supposedly Lebanese bogus doctor twice previously Found Out and deported.  “Have you seen this man?”.  The Accused thought he had.  The picture seemed to be the spitting image of Dr. Alani!  Dr. Alani was also supposedly Lebanese.  The bogus doctor had also, by coincidence, been Medical Assistant in Casualty at the Royal Northern.  The Accused was later to be told at the Royal Northern that no such post had ever existed.   Dr. Alani asked The Accused one day, when only they were in the common room, what were the symptoms and signs of heart failure.  Medical students from their first day of clinical studies have to recite the symptoms and signs of heart failure by rote and they will not pass their exams if they are unable to do so.  Dr. Alani had the usual massive tomes full of colour pictures possessed by medics on generous Arabian ‘educational grants’, the like of which no local had ever seen, and could presumably have looked this up.  A genuine doctor, felt The Accused, might perhaps forget the symptoms and signs of heart failure or the list or lists (there are ‘right’ and ‘left’ heart failure) might not entirely seem to him to make sense, or he might find it more useful to regard his patients as suffering from high blood pressure, occlusion of the coronary arteries or chronic emphysema rather than ‘heart failure’.  But he would not admit his ignorance so openly.   This was akin to an allegedly qualified plumber asking how to recognise a kitchen sink.

When the doctor initially or subsequently interviewed and/or examined a patient, he made use of one of  the ‘treatment rooms’.  Initially, before the patient being called into the room, sit at a table reading the notes, with one hand up the skirt of the nurse standing at his side - and discussing the notes, the patient and the patient’s management.  The nurse would remain as the patient was interviewed and, on initial admission, physically examined on the couch provided.  The patient would return to the ward and the doctor would write his notes while discussing the case with the nurse.

 The Accused popped into the Keene Clinic.  Dick Turpin was in avid discussions with the Ward Sister at her table.  Then, at the sisters’ instructions, Turpin was interviewed privately, by a staff nurse, in a  treatment room.  The Accused., for his purposes, appropriated another (larger) treatment room.   Then the staff nurse suggested to The Accused that he interview Mr. Turpin as well.  Would he need the nurse, asked the Sister.  It was getting towards the end of the shift and there were numerous routines to perform.  The Accused said that  he could make no useful contribution to the management of  Mr. Turpin and, whatever it was, there was no point in his being involved.     He appreciated the offer of the unnecessary nurse and would be delighted to drag her away, but if other work was building up she would be better attending to that instead of  drinking cups of  tea with the Accused.  Mr. Turpin entered the treatment room but, almost immediately, the staff nurse arrived to join them.  Did she not have urgent duties, asked The Accused.  Perhaps so, she said, but somebody else could perform them.  By the time they had finished interviewing Mr. Turpin she would be off duty.  It was contrary to etiquette to leave duties for the next shift, but everyone did and her shift had had to do the previous shift’ duties.  Mr. Turpin, it turned out, had nothing of urgent importance to impart.

Suddenly the Sister arrived to inform the Accused that he must come urgently to attend some trivial matter.  This was a nuisance because the Accused had to interrupt work and gather up the folder, ask for it to be replaced in its trolley and then later ask for it again when resuming the interview.  So the  Accused gathered up the folder.  He must not do so, insisted the Sister.  It was routine, said the Accused. “Don’t you trust us?”, chided the Sister angrily.  “It’s not a matter of trust.  It’s a matter of routine.  You never adjust a routine according to whether people can or cannot be trusted”. “That is because you don’t trust them!”, replied the sister aggressively.   The notes had to be left in situ.  Hell knows no fury as a Sister scorned - and therefore the notes had to be left.  There turned out to be nothing to which the Accused to attend and when he returned the patient was alone in the room with the notes!

Just interior to the front door of the main hospital building, to the left when coming in, there was a greenhouse like structure, occupied by a telephonist and/or porter, which served also as an inquiry desk.  A door from this office led to a larger room in which, amongst other paraphernalia, contained unsorted ingoing and outgoing post and, on the wall (opposite the front wall of the building) a collection of pigeon holes, including one for The Accused.  There, on the following Friday afternoon, the Accused found an envelope therein and therein a letter signed by Dr. Slorach: “Please report to the Consultative Committee on Monday Morning at 10.a.m.”.  The Accused happened to meet Dr. Slorach in the corridor.  He looked at the letter he had signed in puzzlement, as if he had never seen it before.   What was it all about?  “Nothing!”, said Dr. Slorach.  The Accused said that he was familiar with these terror tactics.  No explanation was given for the summons and the victim was expected to be worry about it all weekend.   He had no intention of doing so.  It made no difference.   Harassment of  this sort should not be permissible.  “I don’t know what it is about”, said Slorach, “Its nothing. Don’t worry”.  The Accused was to wait outside the door to the committee suite until called.

The Accused had been threatened with retribution after he had put a stop to the practice of  nurses obtaining a carte blanche to administer as much tranquilliser as they pleased as often as they pleased by getting a telephone ‘p.r.n.’ (‘whenever necessary’) prescription from a duty doctor during the night (to wit, Dr. Agami - who soon thereafter refused to peform further night duties on the grounds that he was supposedly in charge of  the ‘day centre’).  The aggrieved parties could not complain about that and had, therefore, to invent something else.  This, presumably, was it.  It turned out that after the Consultative Committee meeting the Accused was summoned into the chamber in which formerly the resident doctors had been summoned after that meeting and faced Drs. Slorach and Lowe.  Dr. Lowe looked wise and attentive but said nothing.  There had been a complaint from the nurses’, ranted Dr. Slorach.  The Accused had written in the notes that aforementioned letter was ‘obviously bonkers’.  This had then been shown to the patient.  The Accused realised that he had been deliberately set up so that the patient would see the note, but he appears not to have realised that the story related suggests that Turpin had already previously seen it and that the nurses had contrived to pass the blame for it having been seen by the patient.

This was the procedure known to the Accused as the Kangaroo Court.  It differs from the full Psychiatric Kangaroo Court in that no open psychiatric threat is voiced.  But in the National Health Service the persecutor can always call on the services of a psychiatrist.  In a psychiatric hospital it was hardly necessary for victims to be openly told.   The Kangaroo Court is a transgression of human rights in which doctors are subjected to false, scurrilous or distorted accusations, are pronounced guilty, threatened and allowed no reply or defence.   Obviously the perpetrators would not do so unless they were convinced that they had a weapon whereby to prevent the victim publicising the kangaroo trial.  If  the Accused was accused of  a mental disorder or psychiatric suspicion human rights, publicity, right to defence..are all removed.   The victim is automatically guilty.    The victim of the kangaroo court therefore is being terrorised, threatened with psychiatrisation, ECT and permanent brain damage - though in the case of the foreign doctor the psychiatric threat is not necessary,  deportation or threat of  deportation being sufficient to ensure silence or removal of  witnesses.

Dr. Reid used to say: “As soon as I enter this hospital the paranoia hits me!”.  The supreme exercise of the paranoia was The Kangaroo Court.  The Chief Nursing Officer presented Dr. Slorach and Dr. Lowe with the ‘complaints’ about the doctors, which were presented to him, in turn, by The Nursing Officers.  The nurses’ had no faith in this remote control exercise by misinformed absentee consultants and their habitual or intended targets were Dr. Lowe, Dr. Slorach (and Dr. Benedito, who, they claimed, could not speak English).  The nurses continuously complained that Dr. Lowe was never seen in the hospital.  Dr. Lowe would yell that this was unreasonable.  He visited the hospital on Mondays to attend the Consultative Committee where he was informed of all that went on and then he fed in the doctors’ dining room, which counted as a case conference.  However, the information gleaned via The Nursing Officers was apt to be misleading and the consultants at dinner refused to listen to the juniors who were doing the work.  If nurses had, in fact, ‘complained’ about The Accused’s incautious comment in Mr. Turpin’s notes, the likely reason for this was that they themselves held such an opinion and wished to Draw attention to it.  They did not think Mr. Turpin should be in the hospital, did not want him in the hospital and felt themselves lumbered even more than The Accused considered himself to have been lumbered.  Dr. Lowe’s semi-private patients, the nurses felt, were a potential disciplinary problem.  The frequent allegedly disciplinary transfers to the ‘Castle’ security ward were a manifestation of the nurse’s resentment at the detention of such patients in the hospital.  However, The Nursing Officers had their own private agenda.  False or scurrilous accusations were hatched in retribution to every attempt to rectify or liberalise the treatment of patients.  On this occasion the likely motivation of the nursing officers was retribution for The Accused putting an end to the nurses’ obtaining (on instructions from nursing officers) carte blanche to give patients as much tranquilliser as they liked as often as they liked by procuring from duty doctors on the phone ‘p.r.n.’ (‘when necessary) prescriptions of tranquilliser (under the pretence that it was to be used as a hypnotic).

We do not know whether there were accusations, invented by nursing officers, which never reached the Kangaroo Court.  The victims were automatically guilty and no defence was permitted.  There was however no means whereby doctors could hatch complaints against the Nursing Officers (or the nurses).  The Chief Nursing Officer was a reasonable person and it is unlikely that he wanted doctors to be persecuted because of the false or malicious complaints - but the system was that he passed on whatever he was told to pass on by the Nursing Officers.

Dr. Slorach and Dr. Lowe were detested by shop floor nurses of all persuasions - so much so that he felt sorry for the two unpopular consultants.  When the Accused went on his rounds then invariably, on every ward he set foot (that is, every ward in the hospital), the nurse in charge began with a tirade against Dr. Slorach and Dr. Lowe.  Dr. Slorach was accused of dictatorship and gross misuse of power.  The objection to Dr. Lowe was that they had never seen him and did not even know what he looked like.  “Have you ever seen him?”, nurses would ask.   The Accused said he had.  The nurses were astonished that he should have caught sight of Dr. Lowe after so short a sojourn at the hospital when some of  them had been in there over twenty years and had not seen him.   The tirade against Dr. Lowe would usually also refer to his being a ‘part time’ consultant and to his being concerned with private practice, as such being biased in favour of electroconvulsive therapy and a supporter of its indiscriminate use.  The merits of ECT, the nurses argued, were financial.  Dr. Kaye would be coupled with Dr. Lowe, but not Dr. Reid, who was admired, though she was also part-time (though she did conduct ward rounds which no other consultants other than, later, Dr. Lodge, did).  In fact, everyone was part-time or no time at all other than Dr. Landa, Dr. Benedito and The Accused.

The authority of the ‘the nursing officers’  (and/or ‘the food gang’) rested on the consultative committee, Dr. Slorach and Dr. Lowe and the Kangaroo Court.  The opposing authority was The Nurses Trade Union.   Slorach and Lowe turned out to have persecutory powers because they represented the hospital on committees outside the hospital.  However, within hospitals, committees were so out of touch with reality that the hospital could only function if committees were ignored.  Thus, within the hospital, the wishes of the Trade Union prevailed irrespective of the wishes or instructions of the Kangaroo Court.  Whether or not the edicts of Slorach had any effect, Slorach did bend to pressure from the Nursing Officers.  Why was this so, asked the Accused, as the nurses spat venom about Slorach.  Was it just that Slorach liked to be Lord of the Castle, the Chief of Chiefs.. The Chiefs could never be wrong and the Chief Chief could never be wrong whereas the lesser beings were always wrong and always had to be victims of the power of  their superiors.  Or was Slorach compromised by some secret?  Had something happened long ago? ... The nurses would remember nothing.  Public School Boys, when young and naive, explained The Accused, were defenceless against the working class tricks that were encountered in the hospital.   Had Slorach perhaps been enticed by a woman?  .... “Oh yes, they recalled.. There was... That must be it.”

The Nurses’ Trade Union put on pressure that the Accused perform the “statutory annual physical examinations” which had not been performed for over ten years.   The reason they had not been performed, they said, was that before the Accused had arrived they had not had any doctor who was a genuine medic or with any knowledge of Medicine.  It would not necessarily have been grandiose of  The Accused to take this at face value.  There were doctors at Carlton Hayes whose knowledge of medicine was very limited or  non-existent.  It was The Accused’s impression that the policy had been to recruit foreign agents with no medical training or experience whatsoever and for them to invited to absorb what passed for psychiatry at Carlton Hayes.  In particular, Slorach seemed to have no knowledge of medicine.  If a doctor imposes on a other person a psychiatric diagnosis and some psychiatric treatment, nobody will say that he is wrong.  There are no objective standards.  The doctor’s opinion or invention is all there is.  Medical diagnosis and treatment too may be the declaration of an expert and even meet concurrence by all other experts through some delusion mobilised by the first expert’s opinion - or the second expert may successfully discredit the views of the first despite the first expert having been right.  Nevertheless, at least in theory, medicine has a degree of objectivity that is not possessed by psychiatry.  The need to discredit the physical examinations pressed upon Slorach also a need to discredit The Accused.  However, at this time nobody challenged The Accused on medical matters.  He dealt with all medical matters and he would automatically annex a patient by producing a medical diagnosis.

There was an ulterior motive behind the Trade Union’s insistence that The Accused perform the Statutory Medical Examinations.  They believed that the Nursing Officers or Food Gang were stealing the patients’ food and selling it to local retail outlets.  The Accused would occasionally be told when the van was expected to arrive in the courtyard of the kitchen to pick up the food.   The Accused was supposed to reveal this to some authorities who would then catch the culprits red-handed.  But what could The Accused do?  He had no proof that the information he was given was correct.  He might have been given the alleged information as a trap to test whether he could do anything  - and if he did, then there would be allegations in the Kangaroo Court.  The Accused did occasionally wander absent mindedly into the kitchen-yard where the food was supposedly being loaded up, but would be told it was out of bounds.  If he told the consultants, they would victimise The Accused.  They would in any case not know how to deal with the situation.  The Nurses Trade Union supposed that the physical examinations would confirm that the patients were undernourished.

Charge nurse after charge nurse on the long-stay wards would summon the Accused and come to an arrangement whereby he examined so many patients a week.   This would also give the nurses a pretext for calling the Accused subsequently when they wanted any attention to these particular patients and this evolved gradually into the Accused becoming the doctor in charge of the entire main hospital!  The Accused when on duty at night would conduct a ward round throughout the whole hospital, commencing around 10 p.m. and lasting until 2 p.m. - or later.  Most night nurses were Caribbean ladies (whereas none worked in the hospital during the day).  There would, however, not be many of these Caribbean nurses on duty.  One might be in charge of several wards - several hundred patients.  In so far as there were nurses on duty, however, much of the duration of the ward rounds would be spent drinking tea with them.  The day nurses would have left requests to be referred to The Accused when and if he arrived.  The Accused read through the notes of  every patient in the hospital and knew what they contained.   There were some seven hundred patients in the long-stay wards,  all but a handful admitted before l948...  and the notes might be several inches thick.

The Accused as he took on additional responsibility for the long-stay wards, originally on the insistence on the nurses without any mandate from the consultants, made some surprising discoveries.  Not merely had the “statutory annual physical examinations” not ever been performed, but it appeared that no doctor had visited the wards or commented in the notes for at least ten years.   Doctors had ratified prescriptions suggested by the nurses on the phone but there were no specimens of their handwriting.  Moreover the patients had all originally been admitted to the ‘County Asylum’ on non-psychiatric grounds.  In some cases the patient had then been temporally transferred to hospitals which no longer existed because they were suffering from tuberculosis.  It is not clear whether Carlton Hayes was the County Asylum to which the notes referred.  According to tradition it had been built as a sanatorium for the treatment of tuberculosis.  Hence the large wards surrounded externally by large windows.  The site of Wyggeston Boys’ School (buildings now used by Leicester University) was described by historians and on maps either as “The County Asylum’ or “The Workhouse”.  The patients’ casenotes however suggested that these two institutions were not in the same place.  The patients had all been sent from the workhouse because they were supposedly unsuitable for the work provided – and to have been to asylum via the daily horse and cart.   It sounded as if the workhouse was on the Wyggeston site but that the asylum was in the countryside, possibly Carlton Hayes. In not a single case was there on admission any claim that there existed any medical or psychiatric malady.   The diagnosis” had invariably been “moral deficiency” (not ‘moral insanity’ – a spurious diagnosis often quoted by historians but which the author has never encountered).  The pretence of ‘schizophrenia’ was introduced in l948 when patients were ‘reclassified’ because the Mental Health Act of that year prohibited detention on ‘moral grounds’.  Amongst the surviving patients women greatly outnumbered men.   This was believed to be because men’s health deteriorated rapidly when they were confined to bed, such as when afflicted with hospital pneumonia.

 There was one lady at Carlton Hayes who had a severe chorea and was given liberty to wander around the the hospital corridors asking all-comers: “Have you got a fag?”.  The Accused, and presumably everyone else, had assumed that this was the consequence of tranquilliser treatment for schizophrenia.   This lady also had not been admitted on medical or psychiatric grounds.  She was ‘unsuitable’ for the work at the workhouse because she might be distracting to the male workers.  She had been distracting also to the writer of the admission notes who observed that that she repeatedly crossed and crossed her legs - and that he got as excellent a view of her breasts and of her thighs. “It is said”, he continued, “that she had numerous male visitors”.  The admission note of female patients usually concerned the attractions of the legs and breasts plus what ‘it is said’ about her being attractive to men.  The Accused nevertheless came to the conclusion that hers was an overlooked case of Syndenham’s Chorea, an archaic syndrome associated with rheumatic fever.  

Male patients, The Accused tells us, were typically of a different social class and had come into the family inheritance without being married - which corresponds to the male terms of abuse such as ‘homosexual’.  According to The Accused the First Law of Heterosexualism was already rampant in the nineteenth century.  The First Law is ‘Money Passes from Man to Woman’ and its transgression is ‘homosexuality’.  The relatives sent the felon to the asylum and grabbed the money.   The original admission notes sound as if they may be ironical rather than intended seriously.  If the superintendent of the asylum is told by the matrons at the workhouse that the patient has in the past had numerous male friends and that male workers might be distracted by looking up her skirt or down the front of the Dress (or he notices that might be the case), then he just has to accept it!  The patients were not in the asylum because they flashed their legs and tits or because men fancied them nor even for ‘moral deficiency’ except I so far as this diagnosis was synonymous with the real reason for admission: ‘homeless and unemployed’. The might for decades be no pretence of psychiatric disturbance.  Eventually, in l948, all patients were ‘reclassified’ as ‘schizophrenic’.   Before or after that psychiatry gradually crept in.  When psychiatry crept in this took the form of a doctor writing again and again, on page after page some psychiatric term: “delusions, delusions, delusions, delusions” or “paranoid, paranoid, paranoid, paranoid, paranoid”.     

The Accused’s colleagues still indulged in such systematology.  Dr. Benedito would scribble one word follow up case-notes ‘paranoid’ or ‘delusions’.  Dr. Kaye criticised the Accused for writing histories instead of  diagnostic terms.   He was describing the mental content, he alleged, not the mental state.   But Dr. Kaye did not have an inquiring mind.   He merely wanted some terminology which justified treatment.   These ancient entries into ancient case notes proved the Accused’s point.   Where such psychiatric terms were written down without facts to back them up it was impossible to tell of what, if anything, the patient was suffering.    Naturally, in these cases, the Accused had to suspect they were suffering from nothing.

Some Carlton Hayes nurses had long memories and may have known that the patients had been admitted on non-psychiatric grounds.   The doctors appeared not to be aware of this.  In fact, it appears to be unknown to medics and to the public in general that the long stay patients at mental hospitals were diagnosed as schizophrenic only as a pretence to justify their detention when ‘moral grounds’ became illegal.  It was generally supposed that these patients were compulsorily detained on an order of  the mental health act.  As a matter of fact, they were not.  There was no law against them walking out and not returning.   However, if they expressed a wish to leave, or appealed to a Mental Health Tribunal, a ‘section’ as immediately slapped on to prevent their release.  

The Accused confirmed that, as he had suspected and Dr. Slorach also said he had suspected, psychiatric symptoms in some patients had appeared or allegedly appeared after treatment for tuberculosis.   Older psychiatrists when the Accused mentioned his suspicions had often said the thought had stuck them too - but nobody was able to speak with certainty or provide proof.   The Accused suspected this was due to the Drug Isoniazid.   Records, unfortunately, were incomplete and these patients in particular had been transferred to and fro between hospitals. There were some cases of patients having been transferred from a sanatorium to the asylum, but usually the tuberculosis had not been the reason for admission but had developed when the patient had already for some time been in the asylum.  It would have been necessary to study a large selection of  notes to solve such mysteries.   There was a store of old notes in the hospital, but it was kept under lock and key and the Accused was not able to produce convincing enough excuses to rummage around for more than  a few minutes a time - and in any case did not have the time to do so.

The Accused read through the notes of a patient who was presented to him for long overdue statutory annual physical examination. He counted the number of ECTs that had been administered. “I make it over two thousand”, said the Accused, “But there are some pages missing.   After two thousand ECTs and the patient still supposedly needs ECT, then you might begin to suspect that ECT does not work...”.  The patient was receiving “maintenance ECT” explained the Charge Nurse.  “Whatever is maintenance ECT?”, asked the Accused.   It turned out that this was twice weekly ECT administered throughout the patients’ life.   The rationale, if there was one, was that the patient might become depressed if the ECT was withdrawn.   If ECT assuaged depression (for which the Accused was unable to find any evidence) then stopping ECT might lead to return of depression.  “The patient has had twice weekly ECT at least since l933.  It has never been stopped.  So there has been no evidence that stopping it would cause depression”.  “I don’t know.”, was the reply”.....   These patients are just on Maintenance ECT”...”Has any doctor prescribed this?  Does any doctor know about it?”.   Certainly no doctor, it turned out, knew this was going on..and there was no evidence that it had ever been prescribed.   Nor, for that matter, was there evidence that any of these patients had been depressed or that the ECT had been administered at any stage on account of depression.

The Accused felt that if he asked for this Maintenance ECT to be stopped, there would be furious resistance, threats from Nursing Officers and Kangaroo Courts.  So he had to find an excuse. “If the Chinese take over”, intimated the Accused, “They might suppose that Maintenance ECT was a crime against humanity.”  The Accused, in truth, did fear that he could face Nurenburg Trial-style accusations and sentences on account of the treatment given patients at Carlton Hayes.  “Obeying Orders” or “No Choice” was not taken to be an excuse, even though the doctor who failed to cooperate with the crimes faced even more certain condemnation and ruin that the one who did.  To The Accused’s astonishment, there was no argument.  The Maintenance ECT was stopped!  In fact, the nurses made sure of it by Drawing The Accused’s attention to all the cases of Maintenance ECT by arranging them to be amongst the earlier batches of patients presented to The Accused for the overdue ‘statutory physical examinations’.  Nevertheless, not merely had no other doctor at Carlton Hayes known about this Maintenance ECT but The Accused would not have known about it had he not discovered it for himself through his habit of reading through the voluminous notes of the patients that were presented to him (overlooking nothing).  

Dr. Kaye and Dr. Lowe would repeat the self-same spiel in favour of ECT the Accused had heard from Accused-mum in l963 and it is still repeated.   There existed supposedly once a depressed patient who demanded ECT, could be cured only with ECT and was Dramatically cured with ECT.   The Accused had ever met this patient, so well known to psychiatrists, who must even in l971 have been getting on in years.  The Accused had and has never heard a patient utter one ward in praise of ECT (except for Dr. Tooley’s unconvincing Saddam Hussein style demonstration in l964).    The patients taken off Maintenance ECT all reported that they now felt much better.  Except for one.  “Since you stopped the Maintenance ECT”, she reported, “I have been depressed”.   The Accused was alarmed.   Perhaps ECT had some function after all.  “What do you mean by that?”, asked the Accused.

“I’m depressed”, said the patient, “because I have been having this ECT for thirty years.   It makes me feel awful, but I have been told it was necessary.   Now you have stopped the ECT - and I have never felt better in my life!  How could it have been necessary if I feel better without it?”.  Different doctors had different methods said the Accused.   The patient appeared to accept this nonsense.  The Accused also did not feel too happy.   He would not remain forever.   Reformists did not have a chance in mental hospitals.  When he had gone the patients would be subjected to the same atrocities as before - but now they would know they were atrocities.

This patient did not currently bear a diagnosis of  ‘depression’.  She was ‘schizophrenic’ which, in this context means ‘long-term psychiatric patient’, though at the Keene Clinic it meant merely ‘psychiatric patient’.  But it turned out that she had once had a diagnosis of depression, or at any rate, post-natal melancholia, though that was long ago and not the reason for the Maintenance ECT.   She had been pregnant, but had had been unmarried.   She had never been allowed to see the baby, which she had intended to keep.   She had found herself in an asylum.  She was suffering from depression, she said.   “Did you feel depressed?” “No, I didn’t feel depressed.   They said I was depressed - because I had a baby. “  When she inquired about the baby she was given no replies.   Then she was told it had been adopted - and she was not let out of the hospital.

Although the patients did not suffer from psychiatric symptoms, except for occasional cases of  institutional hysteria (patients being trained to have symptoms by being rewarded by the delight of  the attendants) there were numerous rare (dietary) deficiency syndromes which are not seen outside mental hospitals, such as pellagra and pernicious anaemia.   The fact that the Accused had educated himself at medical school also with obscurities now proved useful.   The patients had the textbook presentations, including the physical signs used for ‘spot diagnosis’.  The strongest evidence in favour of  the nurses’ claim that the Nursing Officers were starving the patients was the widespread severe anaemia.

Technical terms that appear in the names of standard haematological (blood) investigations or reports of their findings mean what they appear to mean and are used with approximate accuracy.  Blood minus cells is ‘plasma’ and minus cells and protein is ‘serum’.  The term anaemia is used for a below average concentration in the blood of haemoglobin (which is carried in the red cells).  There may however be an  apparently not cataclysmic reduction in haemoglobin concentration when there is a low blood volume, the patient is dehydrated or there is an uncomfortably low volume of patient.  Or the haemoglobin may not be efficiently utilised.  Increased numbers and reduced numbers of red blood cells are, respectively, called erythrocytosis and erythropaenia and increased and reduced numbers of white cells leukocytosis and leukopaenia.  ‘Polycythaemia’ means ‘unusually large numbers of cells in the blood’ but it particularly used in reference to red cells.  The total concentration of cells is measured as ‘packed cell volume’.  ‘Hypoplastic anaemia’ is said to occur when there is a (relative) failure of cells in the bone marrow and spleen to produce red and white blood cells (by cells with this purpose in the bone marrow and spleen).  The term ‘aplastic’ anaemia was formerly used but is avoided since it could be understood to mean that no blood cells are being produced at all.  Red cells are ‘macrocytic’ if they are large.  This occurs when there is an anaemia accompanied by below average levels of folic acid (or compounds known as folic acid for convenience) or cyanocoballamine (vitamin B12) in the serum.  This can be attributed to failure of absorption or inadequate diet (or both).  ‘Pernicious anaemia’ (B12 deficiency) may occur after removal of part of the stomach (partial gastrectomy) - treatment for gastric ulcer - or, at any rate used to - and might be combined with ‘subacute combined degeneration of the spinal cord’.  Red cells are ‘microcytic’ if they are small and ‘hypochromic’ if they contain a low concentration of haemoglobin.  ‘Microcytic hypochromic’ anaemia is accompanied by a low level of  serum iron.  So it is assumed that sufficient iron is not available to produce the haemoglobin (which contains iron).  This could be due to dietary deficiency, failure of absorption, loss of blood or rapid breakdown of red cells with excretion rather than reuse of the iron in the haemoglobin in the broken-down cells.  B12 deficiency was not common at Carlton Hayes.  There were perhaps eight cases, all male (one a Keene Clinic admission), three (including the Keene Clinic admission) with partial gastrectomies.  All had Dramatically low serum iron levels (in one case - zero!) and where there were Dramatically low serum iron levels (a quarter or less of normal) there was also always B12 deficiency.  If these patients had subacute combined degeneration, however, this was not as per textbook.  The patients more had delirium-like cerebral symptoms.

Dysphasia (or, as is the title of famed tome composed by Henry Head, ‘aphasia’) is distortion of speech but not of pronunciation.  It is sometimes said, for want of a better description, rather than accurately, as distortion of grammar or syntax.  It is attributed to dysfunction of brain areas used in the organisation of what is to be spoken.  The Accused was asked to ‘see’ several patients on a male ward attended once a week by the Abyssinian Dr. Shapiro, who was a General Practitioner as well as a psychiatric doctor.  This was with Dr. Shapiro’s knowledge and consent.  The Accused liked to watch patients in their ‘natural surroundings’ - as they behaved on the ward - before embarking on any formal interview or examination.  However, the nurses thought a doctor, or visiting doctor, should be treated with ceremony and provided with ward annex the size of a living room, complete with desk and cup of tea.  The Accused was afraid that this was too formal and so sat on the table to chat with the charge nurse - who then brought in the patient.  The patient was somewhat unsteady.   The nurse had to support him and apologised that the patient might not be well enough to be interviewed and suggested that the consultation be postponed.  The Accused said it did not matter.  The patient greeted The Accused as a long lost friend, appearing to imagine himself in some situation in the past and speaking in what appeared to be a mixture of English and Gibberish (that is, dysphasia) and made comments about other people he saw in the scene he was imagining.  The Accused suspected this scene took place in the showers when he was a young soldier during World War l  (or, maybe, the Boer War.  The charge nurse again was embarrassed, tried to interrupt the patient, said that this did not usually happen and suggested the interview be abandoned.  Did the patient converse at all on the ward, asked The Accused.  The nurse said that he hardly spoke at all.  The Accused said he would carry on.  There was no need for intervention.  The charge nurse perhaps wondered how The Accused could deal with this.  The Accused however played along with his part in the situations the patient was envisaging - not deceiving the patient, but nevertheless not contradicting and not asking questions or making comments that could not be taken as consistent with the patient’s memory, fantasy, the dramatic scene or whatever it was to be called.   The questions in part were intended to decode what the patient was saying.  Later the patient appeared to be speaking Romani.  Romany was still spoken occasionally in Britain or Romany words were used (particularly on the gay scene - and Dr. Slorach occasionally used Romany phrases and sentences when speaking to The Accused).  However, evidence at Carlton Hayes suggested that it had formerly been spoken much more extensively, at any rate amongst males.   The other patients were very similar, also speaking aphasically at times and at others in what appeared to be Romani.  Reversion to forgotten languages or speaking in a foreign language during delirium or emotionally loaded situations has been described before and is known as ‘paraphasia’.  The Accused supposed initially that these phenomena were a consequence of aging.  He wrote extensive descriptions of the dysphasias he encountered in the notes.   This - and the subsequent analysis of the data - was intended to be a long-term project and supposed by The Accused to be a neglected aspect of science.  It was however aborted on account of the unexpected refusal to renew The Accused’s contract.  However, the evidence, as the cases were followed up, was more that this delirium-like behaviour was not ‘degenerative’ but reversible - due to the patients’ compromised physiology.  These patients all had  blood haemoglobins of around 70% of  the Leicester Infirmary laboratory’s norm (for young or middle aged males) - which in itself was not a disaster.  However, the patients had serum iron levels which were very definitely below published norms (or levels found outside Carlton Hayes).  Some also had low serum cyanocoballamines and low serum proteins.  The Accused did not ask for any expert assessments of  blood volume - but there are ways this can be deduced or guessed and, at times, it was possible make a deduction from the effects of Drugs (such as by how much serum iron was raised by intravenous injections).  These patients gave the impression of not merely being emaciated but of being generally dehydrated and of having low blood volumes.  Anaemia with low blood proteins and alleged hypovolaemia was also found in some female patients - and especially in females had less effect than might have been expected (though, admittedly, it was not known what might be expected).  The patients’ physiology had thus to some degree adapted to the abnormal conditions.

The most surprising discoveries (in the course of conducting the overdue statutory physical examinations) were highly eccentric chemical findings.  These included very low levels, in some patients, of blood proteins.   Also, there were regularly anaemias combined with astonishingly low levels of  serum iron.   There would be the occasional medical curiosity which defied logic or the local logic.  One patient was polycythaemic and had an above average level of  haemoglobin - but the Accused felt he was or ought to be polycythaemic.   But then the patient informed the Accused that before his admission to the asylum he had lived in Nuneaton.  The Accused had worked in Nuneaton and knew that polycythaemia and high levels of haemoglobin were common amongst elderly natives.  Nuneaton was famous for the fumes caused by its glue factory which in those less polluted days were still noticeable.   So the Accused opined, the levels of  oxygen or available oxygen in Nuneaton had been lower than elsewhere and what was polycythaemia and high haemoglobin elsewhere was anaemia in Nuneaton.  This physiology apparently persisted.   This patient did have a low serum iron!

In those days it was dogma that psychiatric patients did not have below average levels of folic acid.  The The classical test, still exclusively used in most hospitals, was the ‘serum folate’.  The ‘red cell folate’ test was still relatively new.  The Accused had found in his previous appointments that when patients came to hospital and ate a single meal the serum folate test always registered normal levels.- even when the levels recorded immediately on admission were low.  The reader might therefore suppose that the serum test is useful in diagnosing malnutrition.  Perhaps so - but The Accused regarded it as worthless.  The estimation on one day would differ markedly from that on the next.  It had also been standard practice to assume that every patient with folic acid deficiency had a macrocytic anaemia.  Psychiatric patients did not have macrocytic anaemia - or not in the usual sense of large red cells - and therefore it had been assumed that they did not suffer from folic acid deficiency.  The Accused’s observations suggested that psychiatric patients (or at any rate, those in mental hospitals) might have folic acid deficiency, that folic acid deficiency might be correlated to reported psychiatric symptoms,  that folic acid deficiency can be a ‘spot diagnosis’ (immediately recognised from some features displayed by the patient) and that macrocytic anaemia was not compulsory.

The Accused was, on several occasions, called to attend to female patients on long-stay wards (two wards in particular) on the grounds that they suffered from ‘paranoia’.  The ‘paranoia’ consisted of allegations of being ‘poisoned’ by the Drug treatment.  They had previously ‘treated’ (that is to say, surely, punished) for previous episodes of this ‘paranoia’ with ECT.  The Accused was asked to authorise this to be repeated but the nurses did not complain when he declined.  Nor were they given ECT.  The Accused performed the ECTs (or pretended to) in the main hospital and would have known.  Soon after his arrival there ceased to be any ECT in the main hospital - formerly the most ECT-happy institution in the country (except for other parts of Carlton Hayes and another unidentified hospital).  It was contrary to hospital ethics to say that patients were ‘poisoned’ with Drugs.  But in the sense that the Drugs had unwelcome effects, the Drugs did ‘poison’ and the patients were objective in claiming that the Drugs made them weak, tired or unenterprising or made them feel ill.  The mental hospital norm would be described by the reader as ‘ill’.  These patients therefore would not by the reader be described as ‘paranoid’.  They were however described by the nurses as being paranoid - and so this feature they had in common.  All of these patients had low - well below the laboratory norms  - red cell folate levels.  Serum folate levels were also determined by the laboratory.  The results were inconsistent, but overall they were also low.  These patients were anaemic, but did not have macrocytosis.  Instead they had a set of haematological measurements that was immediately recognisable on the diagrams which were produced by the laboratory’s machine.  There was a low white count and a high packed cell volume (as measured by the machine - different methods give different readings) relative to both red cell count and white cell count, put particularly white cell count.

There existed in psychiatry one item of supposedly Nobel Prize winning scientific research.  There had been allegations that ‘epileptics’ cannot suffer from ‘schizophrenia’.  Although this may be a fairy tale, students were taught that ECT was originally devised as a treatment for ‘schizophrenia’ on the grounds that epileptics never suffered from schizophrenia and that therefore an artificially created convulsion might cure schizophrenia.  This is hardly to be taken seriously.  The reason epileptics did not suffer from schizophrenia was that only one label is necessary on the front of the case notes - and the word ‘epileptic’ might appear or the word ‘schizophrenia’ might appear but not both.  The way to avoid schizophrenia was to obtain an alternative diagnosis (such as ‘homosexual).  Nevertheless, Meyer Gross and others sat down at a desk and enumerated the symptoms found in epileptics.  They were particularly likely to display ‘paranoia’.  They therefore refuted the previous dogma with the declaration that ‘paranoid schizophrenia’ was typical of epileptics (though it could also be called the epileptic psychosis).

The Accused considered the researches of Mayer-Gross et al as third rate.  Consultants never know what goes on in hospitals, they do not administer the treatment themselves and it means nothing to catalogue psychiatric terms that appear in patients’ notes or even the researchers’ own psychiatric examinations.  However, The Accused supposed that his own findings undermined those of Mayer-Gross et al.  He should be awarded the Nobel Prize instead!  Although there may be another legend surrounding the word ‘schizophrenia’, the Victorian belief was that epileptics undergo progressive mental deterioration.  This was described by Dostoievsky in his ‘Idiot’.  This story is still regularly repeated, though not necessarily on the basis of the repeater’s observations, on the assumption that there is during epileptic fits a constriction of cerebral arterioles, an interruption of breathing (students are expected to say in their exams that breathing ceases during epileptic attacks, but it does not necessarily do so), cerebral anoxia and death of brain cells.   The patient therefore might be expected, if he has a sufficient number of fits, eventually to become ‘confused’ - prone to any number of psychiatric symptoms.  Any fear or suspicion can be called ‘paranoia’ and those who are confused or who have difficulty in coping with or interpreting surroundings can be expected to have fears and suspicions.  However there is an alternative and older theory - one to which The Accused subscribed - that the Victorian syndrome was not due to the epilepsy itself but to the bromides used to treat epileptics.  These were believed in the long run to be poisons - so that the patient would be justified in being ‘paranoid’.

Although there is no objective evidence that The Accused’s patients were ‘paranoid’, nevertheless that word had been recorded in the notes by doctors responding to nurses - ‘paranoid’ instead of any citation of what the patient’s complaints actually were.  So let us supposed that ‘paranoid’ means ‘alleged to be paranoid’.  Before tranquillisers (and after bromides) both psychiatric patients and epileptics were treated with barbiturates.  All these ‘paranoid’ patients, except one, who was supposedly receiving chlorpromazine and only chlorpromazine, according to the treatment sheets were still receiving barbiturates, though other patients in the hospital did not do so.  So barbiturates were at Carlton Hayes correlated with ‘paranoia’ - which is evidence that barbiturates also cause paranoia.  But, if so, this also had to be the cause in the patients of Meyer-Gross et al (and not the ‘epilepsy’, which, in any case, in an institution may be hysterical).  Meyer Gross would have had to think so, had it not been taboo to blame treatment, since he was an orthodox psychiatrist and, if the nurses told him the patient was paranoid, then the patient was paranoid.

However, textbooks also say that barbiturates are a cause of ‘hypoplastic anaemia’, though a psychiatric doctor cannot be expected to have heard of this.  If so then perhaps the ‘hypoplastic anaemia’ is the poisoning of which the patient complains.  The Accused however was convinced that this folic acid deficiency or perhaps he wanted it to be folic acid deficiency.    Since the patients had markedly low red cell folates they therefore had a folic acid deficiency which explained the anaemia.  This had previously been misdiagnosed (as an effect of barbiturates) as ‘hypoplastic’ because there was not, in the classical sense, a ‘macrocytosis’ and because the old fashioned ‘serum folate’ test was unreliable.  The Accused supposed that the folic acid deficiency must be dietary or that insufficient was eaten or absorbed for the patient’s requirements.  It did not seem to make sense that a hypoplastic anaemia could cause a folic acid deficiency.   Rapid destruction of cells, presumably, could perhaps cause a temporary folic acid deficiency, but this surely could be remedied by eating more folic acid (and whatever else was necessary to facilitate its absorption).

According to theory it is not possible to diagnose folic acid deficiency without laboratory tests.  These patients - who were all female - however had a characteristic pallor and physical appearance on the basis of which he was soon, on first seeing the patient, able to predict the serum folate level that would be reported within 3%!  The Accused found other female patients scattered around the long-stay wards, not accused of paranoia, with similar physical appearance - and these had the same haematological picture and also red cell folate levels within 3% of The Accused’s prediction.

  The Accused was aware that there was a hole in his theory.  The proposition was not proved unless the folic acid deficiency - and the anaemia and, if it existed, the paranoia - were successfully cured.  It could be argued that, despite low serum folate levels, there was a failure to assimilate the folate into the red cells rather than a ‘deficiency’.  As it happens, The Accused’s observations were not entirely new.  Textbooks, or some of them, record that patients with hypoplastic anaemia suffer a ‘folic acid deficiency’ secondary to the hypoplastic anaemia which is not of dietary origin or due to failure of absorption.  It is not known whether any bone marrow samples were taken from The Accused’s patients - or for that matter whether there are any records of any having been taken from patients with apparently barbiturate-induced anaemia in mental hospital patients (or apparently hypoplasic anaemia in mental hospital patients in general).  The Accused had expected to have sufficient time to come to more definite conclusions.

Dr. Kaye, being responsible for the academic progress of the doctors, tried to persuade the Accused to engage in a ‘research project’.   He wanted to know whether phobias were neuroses or a form of  depression.    Dr. Kaye meant presumably by ‘phobia’ in some sense an irrational fear of some real or possible rather than imaginary object or eventuality.  To be a ‘phobia’ the fear also has to cause some inconvenience to the patient: the little centipede reduces the patient to paralysis or causes him to run away screaming and at great speed.  Aggression may be due to fear and gerontocrats may bully juniors because they are afraid of them or afraid of something.   The nurses claimed to tranquillise patients because they were afraid of them.  These fears may be misguided but are nevertheless rational.  There was a patient in the hospital who had killed a cat.  Possibly he had killed the cat because he was afraid of it.  Again, there might be some reasonable cause for being afraid of a cat, just as it would be reasonable to be afraid of a tiger.  The Accused was to discover in later years that catticidal cattophobia could have irrational or deluded origins (though there is not a clear distinction between irrational or misguided or between fact, personal opinion and delusion).  But the Accused was not then aware of this.  If there had been somebody in the hospital afraid of space invaders or of Osama Bin Ladin, this would have been ‘irrational’ in the sense that the patient had no reason to suppose that spacemen or Bin Ladin existed.  He would have been concerning himself with the more probable if he had been afraid of doctors.  But such a fear would have been classed not as a ‘phobia’ but as a delusion belonging to schizophrenia or one of a class of syndromes which could be described as schizophrenia-like.  So there were no phobias to be found at Carlton Hayes.  Accused-mum had during the Accused’s childhood suffered from a reluctance to depart from the house and the kitchen sink - which could be called ‘agarophobia’.  There are other people who are afraid of wasps or spiders.  People with such ‘phobias’ may have an explanation or stories to tell.  The student might record a few dozen cases he has encountered over thirty years.  But he will have difficulties in digging them out in the outside world and conducting  full inquiries during a few months during which he is engaged in a more than full time job.  What Dr. Kaye meant by ‘depression’ we do not know.  Perhaps he was hoping to cure fear of spiders with electroconvulsive therapy.  But we do not know that people who are depressed are sometimes depressed and sometimes not, whereas people who are afraid of spiders are afraid of spiders.  The Accused did not concern himself with classification or terminology or with theories or concepts that had no basis in objective science.  His methods of inquiry were very thorough, but they were without any prior assumptions and without any predetermined conclusions.  He more collected as much information as possible and from that deductions or theories might emerge.   The Accused had little regard for the psychiatrist’s approach towards science, supposed that Dr. Kaye was living in a world of humanly constructed theory rather than reality and preferred to conduct his own research projects in secret.

Carlton Hayes long-stay patients all had some degree of low serum iron anaemia.  This is often called, for convenience, ‘iron deficiency anaemia’, though this may misleadingly be taken to imply that there was a deficiency of iron in diet.  Clever public school boys claim that it is self-evident that if there is a deficiency of iron in blood there is a deficiency in diet.  The reader could possibly think up some other possibilities.  The Accused supposed it was a reasonable objective to restore serum iron levels to normality - though he did not know in advance which method would be effective.  This was in part because it seemed to the Accused unlikely that deficiency of iron in the diet was the cause of ‘iron deficiency anaemia’.   Iron in assimilable form may not be overabundant in diet of cigarette smoke and tranquillisers.  Students are told at medical school that steel bars and iron filings are also ineffective.  But iron is a common element and a diet of dust, garden soil or food should provide iron in adequate amount.  The Accused therefore tried all treatments he could think of, every patient being tested with a particular treatment method.

Ferrous sulphate was not a popular treatment amongst medics who considered themselves sophisticated.  It is acid in solution and can ulcerate the stomach (for which reason it is usually prescribed to be taken ‘after meals’).  It had to be tried however - but it didn’t work.  Nor did any other oral iron preparation taken on its own.  There are intravenously injected iron preparations - and naturally these elevate serum iron.   The Accused’s investigations however did not last long enough to prove (or disprove) that this cured any anaemia.   There also turned out to be complications.  One patient collapsed, apparently an anaphylactic shock, recovering fortunately when administered or despite being administered the Accused’s form of resuscitation (and an injection of  phenergan, which the Accused already had available in a syringe).  It seemed that ascorbic acid (Vitamin C) or ascorbic acid combined with an oral iron preparation and/or folic acid might be effective, with the best results with ascorbic acid combined with folic acid but no iron, but, because of The Accused’s premature departure,  this trial did not last long enough for there to be more than a slight improvement. 

The Accused’s prescriptions of iron supplements to patients on Dr. Shapiro’s male ward were followed by chest infections.  The Accused suspected this might not be a coincidence. The Accused was not delighted by the prospect of killing another doctors’ patients but, fortunately, despite their weak physique, they all recovered.  The Accused initially supposed that if the iron was the cause, this had proved less beneficial than intended because they patients had developed for themselves not so much abnormality but an esoteric norm which was upset by the attempt to normalise.  However The Accused soon after noticed a short report in the British Medical Journal to the effect that deaths of thousands of children from infectious diseases in Africa had been attributed to administration of iron supplements.  The iron in the blood became bound to proteins, referred to, after the event, as ferroglobulins, but, before the event, these same proteins were ‘immunoglobulins’ which defended against infective diseases.  Dr. Shapiro’s patients might be much the same position as these African children - and they had low levels of protein in the blood. 

There is supposedly always an exception that proves the rule.  We do not know what rule there is to prove here, but there was an exception.  There was one long-stay patient who had a normal red cell count and normal haemoglobin.  Could this be right?  He looked anaemic and everyone else was anaemic.  The Accused puzzled over this.  “Do you come from Nuneaton?”, he asked.  Yes, the patient came from Nuneaton.  The Accused had not involved himself greatly with adult medicine when he worked as a paediatrician in Nuneaton, but he had noticed that there were above average blood counts and above average levels of haemoglobin.  He supposed the explanation was that Nuneaton had at one time been famous for the fumes of its glue factory.  Those who live at high altitudes (where there is lower oxygen concentration than lower down) have polycythaemia.  By the same token, perhaps factory fumes reduced oxygen concentration - and polycythaemia was the norm.  So according to this theory, by Nuneaton standards this patient’s generation he had a low blood count and a low haemoglobin.  Whatever the merits of the theory, the patient did turn out to have a low serum iron!

The Accused did not suppose that the haematological findings confirmed that the nurse’s claims that the patients were being starved.  He supposed that he was encountering norms of advancing years and suspected even that attempts at correction might be counterproductive.  Experts, however, have suggested that the data definitely confirmed that the patients were being starved.  If so, this relates also to the widespread and unnecessary use of tranquillisers.  These reduce metabolic rate and the food requirement.

The Accused found Dr. Benedito standing by the side of a patient who was convulsing on a bed.   “What you think?”, he asked.   “Looks like a grand mal convulsion”, said The Accused, but he was not convinced.   It looked a bit too much like a grand mal convulsion as per textbook.  Convulsions outside institutions are rarely grand mal exactly per textbook - which suggests that the textbook version is hysteria.  “I think so too”, said Dr. Benedito, “Need anticonvulsant!”.   Laying hands upon Drugs other than tranquillisers was a major operation.   It might necessitate switching off the alarm in the pharmacy and then switching it back on again.   This could take a long time - and the Drug might then not be in the pharmacy.   The Accused sometimes carried a supply of drugs in his pocket, but did not have any anticonvulsants.   He thought however that he was more likely to locate an anticonvulsant than Dr. Benedito.   He negotiated with the sister.  She produced a key to the ward drug cupboard and the only anticonvulsant therein was amylobarbitone, which is what the Accused supposed to be appropriate.  He walked back and injected amylobarbitone intravenously and the convulsion stopped [which does not prove it was not hysterical].  The Accused supposed that he had done Dr. Benedito a good turn but instead Dr. Benedito himself decided to have a convulsion, chasing the Accused round the ward waving his arms!  It turned out that in Spain amylobarbitone is not regarded as an anticonvulsant, apparently on account of  it being believed to cause a dependency or an increased proneness to epileptic attacks when the effect wears off.   People who take barbiturates have similar electroencephalograph tracings to epileptics.  The accused should have used phenytoin (which, as it happens, was not in the Drug cupboard), said Dr. Benedito.

The Accused was astonished to be summoned to and dragged into the next Monday’s kangaroo court.   Dr. Benedito was summoned separately.  It was alleged that Dr. Benedito and the Accused had had a fight on the ward.  Actually nothing of  any significance had happened.   The ward sister then confided to the Accused that  Dr. Benedito was the intended victim.   She apologised profusely.   She had been given no choice, she said, but to support a complaint to the Kangaroo Court.  It so happened that the correct routine had not been used regarding the key to the Drug cupboard.   It was not to be used other than in the presence of both the ward sister and a nursing officer (not that there would have been a nursing officer around) and she should not even have had a key.   She lived in a small sub-village in Narborough inhabited by Carlton Hayes nurses.   A ‘gang’ of nursing officers had arrived at her house during the night, had threatened and intimidated her and told he she would be sacked if  she did not launch a complaint.

Dr. Landa went on holiday.   The Accused expected to carry on without him.   However, Dr. Slorach eventually decided to allocate the medical assistant Dr. Ezzat to be acting director.   It appears that the Accused had a low regard for Dr. Ezzat.   This may have been that soon after the Accused’s arrival at the hospital, Dr. Ezzat had informed him that “pleasure centres” had been found in the brain.   He apparently thought that this nonsense was news to the Accused.   This was impossible, replied the Accused.  Did Dr Ezzat perhaps mean that stimulation of  parts of  the reticular formation reinforced behaviour?  No, there were “Pleasure Centres”.   This had been written up in a scientific journal.   “What scientific journal?”, asked the Accused, who in his psychology course had read all the papers of  Penfield and Rassmussen  (who had conducted the researches to which Dr. Ezzat referred.   “Nature”, replied Dr. Ezzat.   This was not a scientific journal, explained the Accused.  The term ‘pleasure centre’ had been inappropriately used to dramatise the findings for the benefit of an uninformed audience. Dr. Ezzat supposed the Accused to be very ignorant not to know that there were pleasure centres and the Accused thought that Ezzat was ignorant and stupid to suppose that his education did not extend beyond this lay level of terminology.  On another occasion the Accused referred to delusions arising from inadequacy of information arising from insufficient input as ‘paraphrenia’, making it clear in the context that that was what he meant by the term.   “Thou ignorant lout!”, mouthed Ezzat.  Paraphrenia was a form of  paranoid schizophrenia, he alleged, found in the elderly, the poorly sighted and the deaf!   Of course it was!   The Accused knew what was written in textbooks!   Ezzat appears not to have noticed that these situations have in inadequacy of input in common.  The Accused was using the term as applicable to his own engineering model which adequately explained many delusions or misconceptions.  He considered delusions as normal in the sense that they were rational interpretation of input and, indeed, widely held opinions or beliefs that belonged to particular cultures or particular eras of history were similar ‘delusions’.  The model also applied to his own mother who clung to delusional beliefs as she blocked all potential input channels with incessant output.  The Accused felt that Ezzat should have tried to understand what he was talking about instead of unthinkingly quoting textbooks.  The Accused supposed that Ezzat was a fool who overestimated himself.   Alani, the Accused supposed, was, by contrast, relatively harmless.   Alani knew he was a bogus doctor and did not interfere with the work.   On the other hand,  Ezzat, who had a Diploma in Psychological Medicine, was so ignorant that he did not realise he was a bogus doctor.   The Accused sincerely hoped that Ezzat was mind his own business and let the Accused deal with the Keene Clinic.

There arrived a young lady, Miss Moody, who might be described as depressed.  She refused to speak.  Although The Accused did not encounter such a case at Carlton Hayes, but such women were seen commonly enough in the outside world – with the arms of a comforting boyfriend round their shoulders.  Such failure to speak could be due to fear or intended to invite affection.  In the outside world, unless psychopaths are encountered, such behaviour does not provoke counterproductive responses.  Either the environmental human offers sympathetic intention or he ignores the behaviour.  Members of the public who suppose that doctors exist to mete out sympathy, however, are sadly mistaken.  Doctors are there to create diagnoses and treat.   Doctors do not listen to what is said (or not said) but merely twist everything so as to justify some hostile diagnosis.   So The Accused felt he had to cure this muteness and the patient before Ezzat got hold of her.   Ezzat he supposed to be a bully, ignorant, stupid and dangerous.   Also, he was not as young as the Accused.  The Accused was better equipped to deal with this!  But nothing worked.   The Accused eventually suggested to the patient that if  she did not wish to communicate verbally she should do so pictorially.   She could draw pictures with a pencil on a loose page of casenote paper.  This worked.   The patient drew a few pictures and then started conversing normally, forgetting aparantly that she was supposed to be mute.   She had difficulties in ‘coping’ she claimed.   People do.  She also feared she might be looked down upon because she had, in the district of  Braunstone, neighbours who were prostitutes.  People thought she was a prostitute.  Or maybe they did.  What people?  Was she a prostitute? No she wasn’t.  The Accused remarked that his house on East Park Road backed onto Mere Road which was full of  prostitutes.   He did not find their means of earning a living relevant to anything.   Everybody was a prostitute.. doctors were prostitutes.  “What do you mean?”  “They sell themselves for money - to survive.   When it comes to self-interest versus the interests of the patient, self- interest wins.   Whatever job people do, they end up compromising with morality to make money or to keep their jobs ...I don’t see how people can sit in judgement on prostitutes....”.  The Accused said he found that the ladies who operated behind his house were in their non-professional capacity pleasant and friendly people.   The patient admitted that she found the neighbouring prostitutes friendly companions.   

 The ward sister later started bellyaching that there were Drawings in Miss Moody’s case notes.  She would report the matter.  The Accused was summoned to the next Monday Morning Kangaroo Court.  He had drawn pictures in the case notes, snarled Dr. Slorach, brandishing the pictures depicted by the patient.   The Accused felt that Slorach was ignorant and that he should not be interfering with his treatment methods.   However he explained what had happened, not that this meant anything to Slorach.  But Dr. Reid, whose patient it was, was sitting in.  “These pictures have been drawn by the patient?”, she asked.   The Accused confirmed this.   She said she had been misled, that she had been told that the Accused had walked up to the notes and started drawing pictures in them.

When The Accused pointed out at the meeting which resident doctors attended following that of the Consultatative Committee that bleeps were inadequate, Dr Slorach put an end to this meeting and all other forms of representation, if any, and, instead set up a three man dictatorial committee consisting of himself and two Arab Medical Assistants, Dr Ezzat and Dr Alani, the opinions on whom of The Accused are known to the reader.  However, the Trade Union was expecting the physical examinations to show that The Nursing Officers were starving the patients.  They said that The Nursing Officers were selling the food to retail outlets.  At the same time, it was rumoured throughout the hospital, the Nursing Officers were putting pressure on Slorach to stop the examinations.  Slorach had promised, the story went, that The Accused would be sacked before the examinations were complete.  One ploy was to recruit outside G.P.s to perform these examinations.  They could be relied-on merely to go through the motions.  However, the purpose and, apparently only purpose, of the triumvirate was to discredit The Accused and the physical examinations.  There were two other Medical Assistants, Dr. Landa, who was on holiday, and Dr. Jones, who was rarely seen and despised by Slorach and Lowe.  Neither belonged to this committee.  This committee produced continuous misinformed criticisms, mainly to the effect that the Accused was asking for unnecessary investigations.  Dr. Alani admitted to the Accused that he did not know whether the Accused was right or wrong.   For all he knew, the Accused was consistently right, but he had to go along with the other two.

The Accused felt that he had been impeded from satisfactory examination of  patients, diagnosis and treatment by the fact that patients were regularly on tranquilliser treatment before they even arrived at the hospital.   So, during the period when he was in sole charge of  the Keene Clinic he took his patients off treatment for diagnostic purposes - so that he could examine the patient rather than the tranquilliser.   To his surprise this resulted in all of them making a full recovery and he was left with no alternative but to discharge the patients.   There were hardly any patients in the hospital (though their recovery could be attributed to this being the summer holiday period rather than to The Accused’s skills.  But there is always an exception.   Mrs. Burns claimed she was still ‘depressed’ – though she was however perfectly cheerful on the ward.

Mrs. Burns was one of a set of very similar middle aged women patients of Dr. Lowe and Dr. Kaye, according to Dr. Lowe and Dr. Kaye, but nobody else, these patients were ‘depressed’.  These patients, other than Mrs. Burns were treated as out-patients rather than on the ward.  What was the explanation of this phenomenon?  The Accused wandered into the Out-Patients’ Department, about a mile distant, which he rarely did, on a fact-finding mission.  Sure enough a collection of these women was there laughing and joking.   Then a name would be called and one of the ladies would approach the door of  the consulting room and her face suddenly assumed a hang-dog appearance before she entered.

The Accused heard that these ladies were afflicted with their regular ECT at a day hospital on the edge of  the grounds called the Forest Clinic.   The doctor responsible was a registrar, with a DPM, called Dr. Ahmed.  She was famous for having been on holiday for wellnigh two years, with her statutory holiday, maternity leave, study leave....  The Accused wandered down to this clinic.   The ladies were all lying on beds awaiting the ECT, again in lively conversation with one another, laughing and joking.   Then the beauteous Dr. Ahmed arrived with the ECT machine.

    “The things people do for love...”, said the Accused.

    “I quite agree! That is exactly what it is.”, said Dr. Ahmed.

Since Dr. Ahmed agreed, the Accused might as well state the fact more obviously...

     “You do know that these patients are not depressed?”

     “Of course they are not depressed!  But I know nothing about psychiatry and I have to earn a living somehow!”

     “As you are well aware – or you may have suspected it but don’t dare admit its true – you know all there is to know about psychiatry.  There isn’t anything to psychiatry beyond the obvious.  There isn’t a greater hidden expertese beyond which produces stories you cannot explain but which you are expected to believe on faith.  It’s all pretence and delusion…”.

     “Is that really so?  Is psychiatry really obvious?  I have never noticed anything obvious about it.  I have always supposed that I don't understand....”

    “You passed the D.P.M. examination...”

    “Oh that... I didn’t know any psychiatry...”

    “Well, yes.. You were an exception to the rule.  The others didn’t know they didn’t know any psychiatry.  How did you do it?  Feminine charms?”

     “I supposed it must be that?”

     “I have never really understood why they insist on planting the electrodes on the head.  Nobody has ever inquired whether it is more or less effective to electrocute the upper arms.  The logical approach would be a mild shock to the upper thigh. [The Accused was then unaware that this technique had been used at least once by Sigmund Freud].”

    “It’s a form of sadomasochism, is it?”

    “Do you have the right physical characteristics to successfully administer the therapy?  Can you be the proxy to wield Dr Lowe’s organ of power and masculinity?”

    “It makes difference.. man or woman.”

    “I didn’t mean that they were masochists.  Dr Lowe is tall and handsome, the all-powerful male authority figure.  He is attractive to women..”

     “Is that attractive to women?”

     “Well,..isn’t it?  I suppose they might on the quiet prefer the pretty toy boy in bed… but Dr Lowe is the ideal husband, the strong protective father-figure.’

     “Yes – masochism.  That is what I meant by masochism.  Can it mean anything else?”

The Accused did not wait to admire Dr. Ahmed administer the ECT on this cheerful throng.   He thought that it might be espionage... Nor did he demonstrate his own method...  But perhaps Dr. Ahmed in any case did not press the button.  The reader may suppose that it very likely that she didn’t.

The Accused looked through Mrs. Burns’ thick file of notes.   He found that several blood electrolyte estimations had been performed.   This in itself was unusual.   Psychiatric doctors (other than The Accused) did not ask for the laboratory estimations that are routine on medical wards.  Some unknown doctor – Dr. Shaw perhaps – had asked for this electrolyte examination in Mrs. Burns’ case – and had done so repeatedly.  Why?  Moreover, on every one of these repeated occasions, there had been a low serum sodium.  This was highly unusual – and, moreover, there was no doubt about it.  The Accused had studied the electrolyte estimations of thousands of previous patients and had not come across such a low level once let alone repeatedly.  The Accused asked for another electrolyte estimation and for another – and they were still low.  The Accused read through the textbooks – learning or revising the changes in electrolyte levels found when there were excesses or deficiencies of various hormones – but nothing fitted.  

Mrs Burns was still receiving her ECT (She was a patient of Dr Benedito, who was also on holiday), was still depressed, she said – though the nurses were not so convinced.  She still complained however about Dr Benedito’s ECT technique and at times attributed her ‘depression’ to this.  The Accused interviewed her again – going through everything.  “Do take any drugs other than those prescribed”, asked The Accused.  Mrs. Burns emphatically denied it.  Then inspiration hit The Accused. “What about the laxatives?”.  There then emerged a great catalogue of laxatives – even croton oil and other strong purgatives whose names are better known to students of pharmacology than to the general public.  “Do you still use these laxatives in the hospital?”, asked The Accused.  The patient did.  “Where so you keep them?”.  They were in the bathroom, said Mrs. Burns.  The Accused was astonished.  This great collection of bottles was on open display and yet none of the nurses had noticed or commented on them!

Again, let us suppose that ‘complaining of depression’ or ‘accused of depression’ are synonymous with ‘depression’.  There did exist a theory that low levels of sodium in the brain were the cause of ‘depression’.  The evidence was not very good.  An estimation had been performed on tissues of  the brain of one dead person who supposedly had suffered from ‘depression’.  This in turn became the evidence for mental illnesses being caused by insufficiency of monoamine oxidase inhibitors and the excuse for psychopharmacology.  But it was reasonable to suppose that patients with low sodium levels felt ill.  Moreover, laxatives reduced the level of sodium in the blood (and body generally).  Endogenous depression is a diagnosis of exclusion.  This diagnosis and the treatment with ECT could not be justified until the effect of stopping the laxatives had been determined.  Mrs. Burns was surprised to hear that excessive purgation (and, indeed, any use of laxatives) was not to be recommended.  She was under the impression that it was imperative to ‘clean the bowels’.  So she had been brought up, apparently.   This custom was rather more common amongst older generations.  It can be regarded as having a sexual significance and to belong to personality type.   Mrs. Burns agreed to stop using the laxatives.  The Accused stopped the ECT.  Mrs, Burns expressed her gratitude.  She now said it had been the ECT that had made her ‘depressed’.  

He did not know who had asked for these estimations (perhaps it was Dr. Shaw) but there must be a reason - but what was the reason?   Further, in each case,  a medical doctor would have recognised that the sodium levels were markedly low.   The Accused had never noticed Mrs. Burns to be depressed but nevertheless there did exist a theory that “depression” depended on the level of sodium in cerebrospinal fluid.  The Accused asked for another electrolyte estimation and, again, the sodium was low.   So the Accused had a welcome pretext for stopping the Mrs. Burns’ ECT, a decision the nurses enthusiastically applauded.   They had had enough of Mrs. Burns’ complaints about Dr. Benedito’s ECT.  Mrs. Burns also expressed her gratitude.  ECT just made her feel ill, she declared.  Mrs. Burns over subsequent days made no further complaints and confessed herself to be well.  The Accused had no reasonable course other than to discharge Mrs. Burns from hospital.  He told her that if she felt ill or depressed she should phone up and return to the ward.  An appointment was arranged at Dr Lowe’s outpatients (Dr Lowe was then also on holiday).

The Accused claims that the experiment of taking the patients off their drugs, which was intended to enable him to perform a reliable assessment, resulted in every patient being cured and in an empty ward.   This might be taken as evidence that there exist no endogenous or causeless mental disorders...  But the Accused was puzzled.   He had done nothing to change the circumstances that led to the hospital admissions.   The Accused may have missed that not only the doctors but also the patients were off on their summer holidays and were taking a break from their psychiatric diagnoses...

The little committee of Dr. Slorach, Dr.  Ezzat and Dr. Alani, which probably consisted of  Dr. Ezzat,  continued to search for means of  discrediting the Accused’s statutory annual physical examinations.   One of their claims was that serum iron estimation was an expensive and unnecessary investigation.   They had never previously heard of this test and supposed it esoteric.   The Accused felt that this investigation was justified in these cases because it proved to be unusually low.  He did not know whether it was a routine aspect of the ‘statutory physical examination’.  As a matter of fact, it is.  The Accused felt that the pathologists would tip him off if his investigations were seriously redundant whereas this committee of  three knew nothing about Medicine.

There arrived at the Keene Clinic a sixty year old patient, Mr. McGroggy, who seemed elderly and in danger of being accused of senile deterioration.  He also had had a partial gastrectomy.   The reader may be more familiar with the textbook than the Accused and remark immediately that partial gastrectomy was held responsible for cyanocoballamine deficiency and subactute degeneration of the spinal cord.  The Accused was familiar, however, with the textbook description of pernicious anaemia, was surprised to find that this patient conformed exactly, and instituted a course of cyanocoballamine injections.  The Accused took blood for cyanocoballamine and iron estimations and was very anxious that these should come back before someone else discovered the patient and he was ECT’d.   The laboratory confirmed the cyanocoballamine deficiency but there was delay upon delay upon delay in receipt of the serum iron estimation report.   Eventually a form came back: “specimen insufficient”.   The Accused secretly feared that he was at fault.   The specimen was certainly not insufficient - but perhaps he had used a plastic bottle (plastic was said to absorb the iron).  He was nevertheless upset that the patient should have been put at risk in this way.   He therefore scrawled a rude word upon the report form.   He immediately sent off another specimen, certainly in a glass bottle.  The Accused threw the original report into the waste-paper basket (after noting its contents).  A nurse fished it out and stuck it into the notes.  The Accused again tore it out and put it into the waste-paper basket.

Sure enough the Accused was summoned to the Kangaroo Court.   The Accused had ordered an unnecessary and expensive investigation.  He was bankrupting the NHS, snarled Dr. Slorach as Dr. Lowe sat silently and wisely by.   Fortunately Slorach had not noticed that the patient was having the even more expensive cyanocoballamine injections!  Dr. Slorach brandished the laboratory report, which a nurse had fished out a waste paper basket.  The Accused, he declaimed, had inscribed thereupon a rude word.   If he did not wish to work at Carlton Hayes, snarled Dr. Slorach, as he always did on these occasions, he did not have to.  

This time the laboratory report returned within three days.   The serum iron level was zero!!  Can this be possible.  The Accused phoned up the technician.  The technician had no explanation to offer but the level in the specimen received was certainly zero!   The Accused phoned up the technician.  He had tested the blood repeatedly, he said.  Although this was not openly said, it is likely that the laboratory had rejected the original specimen because this zero score was considered incredible.  A further specimen was sent and the serum iron was still zero.  This news may not mean a great deal to the reader, but any medic will tell him that such a zero serum iron level is ‘impossible’ – and so The Accused would have supposed had it not happened!

Dr. Agami informed the Accused that there had been “another doctor” at Carlton Hayes who had been continuously persecuted by the Kangaroo Court.  He had gotten in touch with the Medical Defence Union and one of their lawyers had dispatched the letter.  The doctor was never troubled by the Kangaroo Court again.   The Accused did not trust Agami’s advice.   The Medical Defence Union would take the side of the consultants.  Nobody stood up for hospital doctors.   Any attempt to mobilise lawyers would lead to more victimisation.  A doctor who did so would find himself  psychiatrised.  He felt that Agami was trying to set him up!

During the twice weekly ECT sessions, patients to be ECT’s were arrayed on beds in two rows.  Dr Benedito administered the ECT to one row and The Accused administered ECT, or pretended to (he pressed the button for a very brief interval) on one side and Dr Benedito on the other.  It was part of the administration of ECT that patients are given intravenous injections of  penthothal and scopolamine.  The nurses were aggrieved at Dr Benedito’s venupuncture technique, alleging that he was likely to miss the vein in ‘difficult’ cases.   They, therefore, arranged for The Accused to administer ECT to the patients with ‘difficult veins’ (or with whom Dr Benedito had supposedly had difficulties).

Medical students are taught to identify the location of veins by palpation – feeling the vein engorged with blood.  It is open to doubt whether this really is effective.  The medic perhaps learns to suppose that he is feeling the vein whereas in fact he is responding to visual cues.   The Accused located the veins just be looking at the elbow.  He would just, without hesitation or ceremony, stick the needle into the vein.   Medical students are sometimes taught that they should use a tourniquet.  It is possible to use an inflated sphygnomanometer (instrument for measuring blood pressure) cuff instead – but they will not find a tourniquet anywhere in the hospital.  When inexperienced they may use the sphygnomanometer cuff but they soon abandon this practice.  The Accused did not use any means of artificially engorging a vein because he found this particular likely to cause haematomata or tearing of the vein when the puncture was performed.

Dr Benedito is believed to have returned from holiday by the time Dr. Ezzat  joined the Keene Clinic.  As The Accused was injecting the ECT patients Ezzat arrived on the ward and insisted on harrassing the Accused, wildly flailing his arms as if he was a lunatic.  Why was this?  The Accused was not ususing a tournequet, Esset yelled and lamented.  The Accused was astonished.  Outside Carlton Hayes, nobody used a tourniquet (Dr Benedito was the only doctor in The Accused’s experience who ever used one).

        “A tourniquet is used at every British hospital!”, Ezzat exclaimed.

The Accused could hardly believe his ears.  Was Ezzat really that ignorant.  The Accused had been familiar with some thirty British hospitals in which he had not even set eyes on a tourniquet.  He had on occasion asked for one, but none had ever been found or produced.  The Accused said nothing.  But this revelation confirmed The Accused’s opinion that Dr Ezzat had no experience or training in medicine – and never set foot in any hospital other than Carlton Hayes.

There followed a campaign by the three man committee against the Accused’s not using a tourniquet.  To the Accused this was the last straw as regards any credibility that Ezzat and Alani had as genuine doctors.   He asked around amongst Arab diplomats.  

“Are these Arab doctors perhaps being trained in what we call first aid, in tying bandages…which is not taught in British medical schools.. or perhaps they are trained more in Leishmaniasis or  diseases more relevant to their own countries?”.

  “They are not trained in putting bandages”, they replied,  “nor in anything else.  We have no medical schools!”.  

The diplomatic informers emphatically insisted that the Accused’s claims that doctors qualified in Arab medical schools were practicing in Britain were an  ‘impossibility’.   The Accused said he had read novels concerning Arab boys who had travelled to the one Arab medical school to train as a doctor.  Sometimes it was described as being in Cairo, sometimes in Beirut, sometimes somewhere else...but the story was always that there was one medical school.   However his informants still insisted.  It was not one medical school.  It was zero.

This is hard to believe but, whether it be true or false, that is what the Accused was told from several apparently reliable sources.   The author does not wish to create prejudice with generalisations about Arab doctors but it certainly seemed that the clinical training of at least some Arab medical schools took place in Britain.   Their students were also much more adequately financed than British students and doctors, were supplied with expensive pictorial textbooks and ample ‘educational grants’.  It does sound very much as if they were told they would get clinical medical training in Britain - yet some of  them found themselves in mental hospitals and only mental hospitals and, according to the Accused,  Ezzat was awarded the Diploma in Psychological Medicine without any knowledge of  Medicine.   The problems facing doctors at Carlton Hayes were medical rather than psychiatric and medical doctors were required.   Also it would have been desirable for them to be aware of the standard practices in medical hospitals (such as not prescribing by phone) whose omission at Carlton Hayes was malpractice.

So Slorach arranged for an anaesthetist to teach the doctors, that is to say, The Accused, the correct technique of ECT.  The anaesthetist finished his talk.

        “The ...what...?”

        “The tourniquet ...What about the tourniquet...?”

   “Oh yes, the tourniquet...  I think the nurse’s hand is the best tourniquet.  She can grasp the       arm like this-  while the doctor injects..”.

That is perfectly true.  Some nurses volunteered to squeeze the hand above the vein during the venupuncture.  The Accused did not ask for this service without prompting, however, since its effectiveness depends on the nurse relaxing her grasp at the right moment.  Experienced nurses do this very effectively.  Some nurses however are young and inexperienced.  If they offered, however, The Accused felt obliged not to deny the nurses the experience. 

Ezzat could not tolerate the Accused and the Accused was sack0ed from the Keene Clinic.   However  the reader will here be told of what happened in consequence to some of  The Accused’s patients.

Ezzat pounced on Miss Moody soon after the kangaroo court hearing.   The Accused witnessed her being vigorously bullied by Ezzat, conducting a psychiatric examination to prove a psychosis.   Mrs. Moody following The Accused’s ‘therapy’ was not mute at all, but the reader will not be surprised to hear that during Dr Ezzat’s performance she was again mute – and in tears.  The Accused was incompetent, ranted Ezzat,  The patient suffered from ‘catatonic schizophrenia’.  ‘Catatonia’ strictly speaking means ‘rigidy’ or spasms of rigidity of psychological or hysterical rather than physical origin.    In the olden days patients might stand in some fixed posture like a statue.  At Carlton Hayes however it was more taken as a form of ‘depression’ or of severe inhibition of movements or activity (during which muscle tone might be expected to be low rather than high).  Ezzat appeared to refer to the effects of what The Accused calls ‘bullying’.  

The reader will not be surprised to hear that Mrs. Moody had again turned mute during the Naturally, she again turned mute!  So she was suffering from ‘catatonic schizophrenia’ and was put on a large doze of tranquilliser.   A patient who is abstracted or mute because she is listening to or distracted by ‘voices’ perhaps responds to tranquillisers.   Such patients typically suddenly pause in their speech and appear to be mysteriously and sometimes only briefly distracted and/or they may seem to be watching something not evident to the audience.  At any rate, people who exhibit such behaviour, although the observer might wish it were not so and may prefer not to come to such a conclusion, regularly turn out to be Drug addicts or to be afflicted by a psychosis.   However, where a muteness that is more attributable to either fear and/or to heavy doses of tranquillisers or a muteness which is a conscious demonstration of distress or misery the prescription of  tranquilliser is ridiculous.   However Ezzat was not the only person prone to diagnosing catatonia in such situations.   The Accused was unable to reason with Ezzat.   The Accused describes him as self-opinionated and ignorant.   Muteness of  this type was commonly displayed by young women though usually what was observed was a comforting boyfriend with his arms round her shoulder!

Although The Accused was ‘sacked’ from the Keene Clinic,.the nurses still  insisted that The Accused attend to what they described as ‘his’ patients.  They arranged this by calling him after 5.30 p.m.when he would still be in the hospital, whether on duty or not, and there were no other doctors in the hospital.  The Accused formed the impression that all of the Keene Clinic patients had suddenly become his!  The Keene Clinic nurses were in the habit also of delaying the admission of new patients until after 5.30 p.m., asking The Accused to admit them and declaring them forever thereafter to be The Accused’s patients.

The Keene Clinic nurses were particularly insistent that only The Accused deal with Mr McGroggy.  This was the patient who had (long) previously had a partial gastrectomy, now had severe pernicious anaemia and a serum iron of …zero!  The nurses had very good reason to do their utmost to keep Mr McGroggy from other doctors.   The vitamin B12 injections were not stopped after The Accused’s departure.  Dr Ezzat probably did not know about them.  But despite the unequivocal clinical and biochemical evidence of a (serious) medical illness, the patient became labelled at the Keene Clinic as suffering from ‘depression’ and was even treated with electroconvulsive therapy.

When patients were given ECT the nurses would invariably write into their own notes: ‘ECT administered.  Patient improved’.  They did this while the patient was still asleep (which the patient was after though not during the ECT, perhaps on account of the premedication).  The Accused would ask:-

“How do you know the patient improved”.

“Well – he improved”, the nurse asked, displaying puzzlement at the question.

     “How do you know whether the patient improved when she was asleep after the therapy?  You can’t know whether she has ‘improved’, whatever that means, until she has woken up.”

“No, it doesn’t mean she has improved after she has woken up.  She has improved after the ECT”

“You mean she has improved while she is asleep”.

“Yes.  That’s right.”

“How do you know they have improved”.

“They have improved because they have had ECT”.

Nurses when they said this were being serious, not ironical.

          “So when you say ‘improved’, that means they have had ECT?”

          “Yes, that’s right.  Isn’t that right? I thought that is what it meant.”

The Accused, when Mr. McGroggy first arrived at Carlton Hayes, communicated with doctors at the Leicester Royal Infirmary, suggesting that they were better equipped to deal with pernicious anaemia.  They however felt that it was difficult for them to accommodate patients who would might lengthy in-patient care.  Their treatment would be no different from The Accused’s and they felt that The Accused could adequately treat Mr. McGroggy themselves.  Mr. McGroggy was however not one of Carlton Hayes’ outstanding successes.   It would be possible to think up a long-term management programme combining the treatment of the pernicious anaemia with physiotherapy, occupational therapy and other attempts to retrain the patient to overcome whatever damage had already been caused.  In practice, this was not available at Carlton Hayes, though in the present day, when psychiatric wards are sited in general hospitals, it would have been possible.  The Accused one one occasion was found collapsed on a hospital corridor and, on that occasion, The Accused was able to save him from ECT.  On the next occasion, however, the patient was shipped off to receive emergency ECT.  Then The Accused was called to sign the death certificate.  He looked in the nursing notes.  The entry on this occasion was: ECT administered.  Patient improved.  Patient died.”

          “So the patient didn’t improve?”, asked The Accused,

          “No!  The patient improved – but the patient died.”

This was spoken seriously, not a joke.

It is not known who authorised and who performed this ECT.  The Accused certainly didn’t.  Nor is it known what premedication, if any, was administered.  The Accused is likely to have have attributed the death to a (biochemical) respiratory failure secondary to pernicious anaemia secondary to a previous gastrectomy.  Doctors are unable to pursue such mysteries any further.  The consultants and committees would persecute the doctor if he did so.

So that was one more success for ECT!. 

On another occasion the Accused was more successful.  He was walking along a corridor and encountered a patient who had recently arrived, sitting on the floor, somewhat collapsed,  breathing noisily, attended by a couple of  nurses.   They were taking him to be ECT’d.   Why was he to be ECT’d.?  He was suffering from severe depression, said the nurses.  Agasin it is not known who was intended to administer such emergency ECT.  Apart from that administered to Mr. McGroggy the Accused is not aware of any ever having been performed during The Accused’s period at Carlton Hayes.

Medical students are taught how to recognise diabetic coma (or more accurately perhaps diabetic or hyperglycaemic precoma).   Folk suffering from this are on occasion seen on the streets and remarkably frequently they are supposed to be drunk, or to be suffering from heart attacks or they are carted away by paramedics who do not recognise the diagnosis.  Fortunately, however, the coma or pre-coma is exactly as the textbooks or medical school teachers describe it to be.  We do not know whether The Accused had previously encountered any such patient – but in this case too the diabetic precoma was exactly as the teachers had described it.  The Accused therefore intimated to the nurses that ECT was never an acute live-saving necessity, whereas it appeared to him likely that this patient was suffering from diabetes.  The patient may have been admitted to the wrong hospital.  At Carlton Hayes it was immediately assumed that every collapsed patient suffered from ‘depression’, but this could be more medical.   According to the textbook a patient suffering from ‘diabetic coma’ had to be administered insulin – and it might not be thought desirable to administer a solution that contained sugar – but in relatively low concentrations sugar might not really matter.  The problem was more one of dehyrdration.  They should take the patient to the ward and should try to induce him to drink fluid – or even cups of tea.  If that did not work it would be necessary to put up a drip.  He could, if it was needed, fetch a drip bag from the pharmacy.  To The Accused’s surprise there was no objection to this non-conformity with Carlton Hayes attitudes and the nurses agreed to do as The Accused said.

One reason for The Accused not intervening more drastically is that officially he was neither on duty nor a doctor at the Keene Clinic (to which this patient was to be admitted).  But he also supposed that the administration of oral fluids might be a short cut avoiding incompetence by him or anyone else.  The Accused did visit the ward shortly afterwards.  The nurses reported that they had found on the patient a card which revealed that he indeed was a diabetic, administration of oral fluids had been successful and the patient had a supply of insulin.  No problem remained – and the patient was not to be admitted to the hospital.

The Accused felt so intimidated by the kangaroo court that he stopped looking in his pigeon hole - for fear of  encountering more Kangaroo Court summonses.  A couple of months later however he found a note purporting to come from a young lady who had espied the Accused in town.  She was not a patient, she said.   She had inquired who he was, had discovered his identity and wished to meet him at a certain time and place (in the City Centre) with a view to endowing his favours.  The time quoted had long elapsed.  The Accused proffers his apologies to Miss Flicker, who this presumably was.

 It turns out not to be unequivocally accurate that no nurse ever set eyes on Dr. Lowe.  Six months later a student nurse was to tell the Accused that she and her colleagues had attended a lecture by Dr. Lowe in which he had demonstrated Mrs. Burns.   The Accused was guilty of  ‘negligence’, he had mouthed, by stopping her ECT.  He had made a diagnosis on the basis of  ‘one electrolyte estimation’ (which was untrue).   This estimation was a laboratory accident (They were not).  Mrs. Burns had arrived at his outpatients, claimed Dr Lowe, because The Accused had stopped his ECT.   The Accused expected then to hear that the nurses had applauded Dr Lowe’s attitudes.  Carlton Hayes, after all, was an ECT hospital.  However, the informant reported, the nurses were incensed.  Mrs. Hayes, they declared, was not depressed.  She was a hysteric.  They did not want her in the hospital.  She was a nuisance and complained continuously.  The Accused had been quite right in discharging her, they said.   Dr. Lowe’s claim that the Accused had been ‘incompetent’ was hardly objective.  If there was any incompetence, it was Dr. Lowe’s failure to discover that Mrs. Burns was an abuser of laxatives.

So delighted was Slorach by Ezzat’s campaign against the Accused that he arranged for Ezzat to be awarded the post of Senior Registrar at the Tower’s Hospital.  Dr Ezzat appeared to The Accused an extraordinary choice for such a post – since Senior Registrars are expected to perform academic research.  “Good riddance¬!”, nevertheless thunk The Accused.  The General Medical Council were also pleased at Dr Ezzat’s promotion.   Temporary (as opposed to fully) registered doctors were not entitled to be appointed Senior Registrars – and the GMC issued a special dispensation.
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