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On Christmas day,1971, The Accused was called to attend to a patient by the ward sister Mrs Foody who was reputed to be the ogre who ran the "food gang" and the hospital.  She was friendly and reasonable and gave no indication of  any alter ego as an ogre.  However, during the conversation, the phone in the office rang and a phone call was relayed to the Accused from his mother.  There followed out of  the mouthpiece an apparantly unending tirade of delusional accusations and laments to which the Accused was unable to put a stop.  The Accused felt there was a danger of  this being used against him!
“Progressive” doctors and and everyone else except doctors were very keen on the concept of  psychiatric patients being  treated “in the community”.  However, the attitudes of  medics reflect the interests of  drug companies,  the most prolific educators and paymasters of the profession. The phrase “in the community” provoked aggression and scorn amongst medics and its advocacy was taboo.   The reason some doctors secretly espoused this heresy was that they realised that they had no influence at all over the therapy (or for that matter diagnosis) imposed on psychiatric patients, who, for the most part, were given unnecessary, excessive, harmful or punitive treatment.   A cured or healthy individual is one who does not require treatment.  The victims of psychiatry were allocated an automatic diagnosis irrespective of circumstances and because they were on treatment and suffering the effects of treatment there could be no demonstration of cure or absence of disease and there could be no means of stopping the treatment.  The doctor was a rubber stamp caught in a system of disease-creation and disease-perpetuation. If the psychiatric patients were gotten away from the psychiatric nurses, they would not take the treatment unless they needed it and thereby could be cured or could evolve off  treatment into a productive role in the community.

However “in the community” has more than one meaning.   The Accused was surprised to find in l971 that the drug companies had done a volte face and were now the most vocal propagandists of  “in the community”.   What could be the reason for this?   There was to be a meeting at Carlton Hayes, pioneered by a drug company, promoting “in the community”.  Now the cat came out of  the bag.   Patents on tranquillisers were running out and drug companies were increasingly marketing new injected (‘parenteral’)long-acting tranquillisers.   The new concept of  “in the community” was that indeed patients would live and be treated outside the walls of  any mental hospital.   However, the psychiatric nurses would also be transferred “into the community” and would be armed with syringes, pouncing upon the unfortunate patients every two weeks to plunge in their psychomimetic weapons.  In other words the entire mental hospital would be transferred completely 'into the community', not merely partially as in l948, and would be in a separate community of their own, with the same treatment and disability, and cut off from the surrounding world and any participation within it.

This was a prostitution of  In The Community.   There was no escape from the syringe.   Injected long acting tranquillisers were apt to be horrific.   The unwanted effects (‘side-effects’), although drug companies claimed they did not exist and doctors therefore did not notice them, were very obvious and the tranquillisers themselves might induce a cyclical psychosis, with a particularly severe episode immediately after injection which caused the patient great distress and provoked  behaviour which the patient was unable to control.

The Chief  Nursing  Officer  congratulated the Accused on being the first doctor in Carlton Hayes history to attend a meeting attended by the nurses.  However then he mentioned that the doctors when they arrived at the hospital were naive and ignorant and had to be educated in psychiatry by the nurses.   The Accused did not wish to be tarred with the same brush as the other doctors.   It was true enough that it was common for doctors to rely on nurses to teach them their job or even for doctors to rely on nurses to do the job on their behalf.   A doctor may not have learnt at medical school how to perform a particular job.  This the doctor learns when he gets to it.   Nevertheless he is supposed to have some understanding beyond that acquired from the nurses and to be able, once he has learnt the ropes, to modify what he learns from the nurses or finds in the hospital on the basis of  his own understanding.   When the nurses have taught him the job, he should be able to take over independently.   Carlton Hayes, in the Accused’s view, was a haven for people who were not doctors at all or who were employed as yesmen to cover up malpractice.   The ‘psychiatry’ at Carlton Hayes was not psychiatry at all and genuine doctors in his view would long ago have put an end to it.  He had been battling against a tradition of  malpractice and neglect which resulted from this policy of  employing doctors who would never be able to adopt a genuine supervisory role and to cooperate with the nurses so as to steer them more into an acceptable direction.   The Accused had had to suffer stresses and insults enough at Carlton Hayes and supposed he was now being tarred with the same brush as doctors who on arrival at the hospital genuinely knew nothing whatsoever about psychiatry (nor anything else) and continued to know nothing whatsoever.   It was not acceptable in his view that doctors learnt from nurses in the sense that this took place at Carlton Hayes..where prior to his arrival doctors appeared to have had no function!   The Accused lost his cool over this, declaring that the alleged psychiatry at Carlton Hayes was so apalling that he would not recommend any potential patient to set foot in the hospital. He was not criticising the nurses.  He did not regard the nurses as responsible.   The doctors should have shown some leadership in protecting the nurses from the so-called Food Gang, or the gangsterism within their own circles, and the abuses which were being forced on them.  So this did not go down well. 

The nurses did not have any concept of  doctors having a function in the hospital.  The nurses traditionally ran the hospital and treated the patients.  If anyone criticised treatment, it never occurred to them that doctors might be held responsible.  Therefore it was assumed that the Accused was criticising the nurses - or the great majority of nurses rather than what they regarded the as “wheels within wheels” or the few whose power was linked with the detested Drs Slorach and Lowe. 

“You need help!”, hissed Mrs Foody, with a salivation and facial expression that suggested sexual orgasm!

 The term “help” in psychiatric nursing or even in medical circles in general meant “buggeration” or aggression.   Patients who were murdered, for instance, were being “helped” - allocated the “right to die”.   In cosmetic speech, help appeared to mean help, but when the pretences were discarded the true meanings of  vocabulary was revealed.   The Accused was given no subsequent opportunity to explain himself and appeared now an enemy of  the nurses, though in point of  fact his views concurred with those of  their majority.    The Accused however had voiced the dangers of  the concept of  “in the community” as in that meeting understood - and as events evolved over subsequent decades he proved justified.   The new approach did not succeed in integrating patients into the community or substituting employment or a full life for schizophrenia but instead resulted in their being isolated within hostels in which any stepping out of  line or independence resulted in more treatment - the “in the community” being a delusion, the patients being through their tranquillisers and separate society effectively still in a walled off  hospital!

Although the reader may not suppose that the alternative of activity or a full life in place of diagnosis and treatment is relevent to the alleged schizophrenics with which she is familiar, she might have regarded Carlton Hayes' long term patients in a different light.  The tranquillisers were administered to these patients, who had originally been admitted without any psychiatric history, in the absence of doctors or medical considerations, to force the victim into conformity within an institutional system - much as tranquillisers were formerly administered to orphans in childrens' homes.

 The Accused experimented with what he supposed to be placebos.  The treatment was for the nurses not the patient, and it was not necessary that an actual tranquilliser to be administered so long as the nurses thought it had been.  The Accused delighted Dr Agami by transferring one patient onto Adamantadine, a Russian drug which Dr Agami (who had previously been entrusted with care, in a Swiss clinic, of the heir to a Middle Eastern throne with 'paranoid schizophrenia' (i.e. a normal crown prince), had introduced to Carlton Hayes and, perhaps, the British Isles. But Adamantidine was expensive and difficult to obtain.  The Accused instead experimented with thiamine (also called aneurine or vitamin B6).  His patients in any case were suffering from thiamine deficiency!  His excuse was that there existed a tranquilliser Heminevrine (another 'placebo') whose molecule was part of that of thiamine. If it was a tranquilliser, it was also so in combination with the rest of the molecule. [Drugs have 'active groups' which are appended to other inert groups by drug companies to enable them to obtain unique patents.  Such an active group would already be present in the unheminivrinised thiamine molecule].  Adamantadine has now been resurrected as a 'powerful drug' for 'Alzheimer's disease' (a misnomer in current usage).  Trials have also been published of the succesful use of thiamine as a tranquilliser.  The Accused was in 1971 unaware of any such previous trials.  Carlton Hayes had no patients with psychiatric symptoms. A person was regarded as 'tranquillised' if suffering the obvious effects of phenothiazines and therefore if anyone seemed normal the drug he was taking could be regarded as a 'placebo'.  It is possible also that that administration of Adamantadine to patients with 'Alzheimer's Syndrome' is placebo in the sense that it substitutes for highly inappropriate phenothiazines, hyoscine derivatives or other drugs which cause confusion and psychosis.

The Accused had been in his childhood familiar with workhouse-style mental hospitals - with workshops, farms and social activities.  He also thought it feasible for long-stay patients eventually to be accommodated outside the hospital.  The Accused had passively absorbed much from Accused-mum who was an expert on social services and public administration.  The reader is aware however that when The Accused tried to introduce Occupational Therapy onto the 'subnormality' wards the Nursing Officer Donaldson swooped.  Shortly thereafter The Accused found himself falsely accused by Dr Lowe, on the basis of what he was told by a 'little bird' (which in his case was apparantly not a symptom of psychosis), of taking the patients off their drugs.  So The Accused was sacked from the 'subnormality' wards.

Dr Lowe yelled and yelled and refused to listen to any contradiction of the mysterious unheard voice of the unseen flying animal.  Then Dr Reid said her piece.  She said that she had for many years tried to take the patients on her ‘pscyhogeriatric’ wards off  their unnecessary tranquillisers.  She wished him to take over these wards and replace the tranquillisers with thiamine.  The Accused remonstrated with Dr Reid that he had done all he could to reform the hospitals deficiencies.  It was a hopeless cause.  If he complied with Dr Reid's request there would be further false allegations to the Kangaroo Court and that would be the end of his career.  Dr Reid insisted however that the Accused comply.   She would protect the Accused, she said.  She was generally feared.  He was acting under her orders, any action he took was to be taken to be with her approval and under her direct instructions.   If  he encountered any opposition he could use her name.   The Accused knew that Dr Reid could not protect him, but Dr Reid insisted and the Accused had to comply. 

The Accused not merely applied for the post at Brighton (which, if offered, he would not have accepted had he been given an unequivocal guarantee of  extension of  his contract at Carlton Hayes) but applied also for a locum post as a houseman in dermatology at  Alder Hey Hospital, Liverpool.   He was not asked to interview.  He did not expect to be.   This was a post for a bogus doctor.   The person employed would be expected to prescribe cortisone cream indiscriminately to everyone.

It turns that a Dr Alami was employed.   At that time the Accused had no reason to suppose that this was the Dr Alani with whom he was familiar.  Dr Alami provoked a great panic in the National Health Service by fatally stabbing nurses and babies on the paediatric medical ward.   In the cover up that followed the Chief  Medical Officer and his friendly psychiatrists and Ministry of  Health Associates concocted a story that Dr Alami was a madman, diagnosed as suffering from paranoid schizophrenia in his native Lebanon (where there was not a single psychiatrist!).

The first patient on Dr Reid’s  ‘psychogeriatric’ wards whom the Accused was called to see following his direct instructions to reduce the drug overload on those wards was the septagarian Mrs Grace Beasley.    Mrs Beasley, the Ward Sister informed him, was being  prescribed an inadequate amount of  tranquilliser in consequence of  which she had “wandered” out of  the French Window, had fallen over the step and had “broken her shoulder”.   The Accused was requested to augment her prescription of  largactil.   This sounded an absurd request, but the Accused did not feel confident enough to convince himself of  that absolutely.   He did not recall being taught at Medical School that prescription of  tranquilliser was the treatment for a fracture of  the ‘shoulder’ (by which it turned out to be meant the acromion process of  the clavicle).  He was further puzzled when the patient was produced.   The patient had a deformity of  the shoulder, but did not report any pain, showed no tenderness on touch, exhibited no loss of  function - and there was no swelling.   The Accused recalled unhealed fractures of  the neck of  the femur in elderly ladies.  These sometimes - and sometimes without the original fracture being noticed -healed without any bony union.  He wondered whether this could be a similar old fracture.   The Ward Sister assured him, however, that it was not.  Were there any old X-rays of  the patient, asked the Accused.   The Ward sister assured him there were not.  "There must be!", supposed The Accused. According to principles learnt at medical school, this was an old healed fracture. The Sister assured The Accused that there were very definitely no old X-rays.

Why did the patient need more tranquilliser, asked the Accused.   The Sister replied that the patient was unsteady and continuously falling over.   Such a falling over and wandering due to tranquilliser deficiency had caused the 'broken shoulder'.  “Alright!”, said the Accused, “Let’s see the route this lady  took to ‘wander’ out of  the French Window.”  No, she had not actually gone out of  the French window.   This was a large ward with internal corridors and the patient had tripped over in one of  them while on her way.   “Then let us see her in motion”.   The Accused and the Sister watched the patient in various phases of  motion and non-motion for over twenty minutes.   She did not appear particularly unsteady by tranquillised patient standards or, The Accused supposed, any standards, and did not trip over.   “Administration of  tranquilliser will not reduce her chances of  tripping over”, explained the Accused, “unless the patient is given so much tranquilliser that she cannot get out of  bed!   If she is falling over, then it is more likely that this will become less likely if  the tranquilliser dose is reduced.”   The Sister in the course of  this lenghthy examination and discussion had agreed to point after point, step by step, and now found herself agreeing with decision. Whether the tranquilliser was really reduced or whether the Accused was duped we do not know..

The Accused then sent the patient to the radiology department at the Leicester Royal Infirmary.   He received shortly thereafter an angry call from the radiologist who complained that there was a folder of  X-rays four inches thick of  this fracture which had been sustained ten years previously.   The fracture had healed, with sustained deformity and non-bony union soon after it had been sustained.  It turned out that the same trick of representing this as a new fracture had been played on a succession of  doctors - with the difference that The Accused was the only one that had suspected!   So this was a test.  If  the doctor did not fall for it, then he was too competent to remain at Carlton Hayes.   A nurse later explained to the Accused that the French Window (which no longer had any step beneath it) had long been permanently closed.   Formerly, however, nurses were in the habit of  entertaining men who entered via the French Window, which had for that reason been kept open.   There was some lasting phobia attached to this fracture because of  the circumstances.   It had been discovered as a result of  its occurrence that the nurse had been attending to men instead of  patients.   It appeared that the explanation of  the fracture given in the original official story,  now continuously repeated as a bogus contemporary event, might not be correct.   

At George Eliot Hospital (in Nuneaton) the 'geriatric' ward was used to admit patients who promptly died and provided the doctor with a payment for signing the cremation certificate.   In Leicestershire The Accused became acquainted with no concept of  'geriatrics' in Leicestershire other than 'psychogeriatrics'.   If the author is not mistaken there did not exist any other species of geriatrics in the city or county.  This emerged from the custom of  housing patients, or inmates who came to be called patients, in institutions.  They became 'psychogeriatrics' as they grew older rather than being psycho- or geriatric when originally admitted.   Dr Reid had been appointed consultant to Leicestershire's 'geriatric' (or 'psychyogeriatric'?) wards at Carlton Hayes in l951 as well as to Leicester City's geriatric unit at Hillcrest Hospital, an ancient institution six hundred yards from the city centre.  The historian is handicapped through what went on in what remained of  the workhouse era institutions being a closely guarded secret.  However, Hillcrest was believed to have commenced as a charitable 'hospital' or 'hospice', a term originally without a medical or psychiatric connotation but more synonymous with 'orphanage' or 'asylum'.  Carlton Hayes and Hillcrest had therefore a similar pedigree and the Hillcrest buildings resembled those of a mental hospital.  The patients or inmates of  Hillcrest and Carlton Hayes, in so much as the public were aware of  them, resembled one another.   It is likely however that the emphasis at Hillcrest had been more on accommodating what in a version of  Degeneracy Theory conception were the unlucky, innocent, or deserving poor (that is, legitimate objects of charity, deserving not to be poor) while that at Carlton Hayes had rather been accommodating what were supposed to be the guilty poor, moral defectives or degenerates.   It is not known to the author whether Hillcrest originally had predominently elderly residents - though those who were visible in the l970s were not particularly elderly or geriatric.  When they visited Auntie Nora's, a nearbye ill-lit subterranean social centre attended also by very similar patients from Leicester's Towers' Psychiatric Hospital , short haired or bald headed, in their regulation white shirts, black suits and polished black laced shoes they seemed more in their forties or fifties or even younger.  [Auntie Noras was what is known in gay circles as a ‘cottage’ on Northampton Square, opposite the police station].

The author is unwilling to detail the psychiatric abuses that took place in the past and may still persist today (in the fear that this may recreate or multiply them).    If the ideology is not dispelled that there exist inferior human beings who are not deserving of membership of  and employment within Society, so long as Treatment rather than integration is the objective and the Economy is not shared by all, the danger remains for all that these atrocities may return.   Nevertheless there was evidence of  past psychiatric abuse.  In terms of  medical terminology then used they might have been classified as 'mentally subnormal' but this stereotype could well have been the result of  their social status rather than its cause.   (Mentally subnormal, as has been explined, does not necessarily imply failure in IQ tests).  In the Accused's limited experience the transfer from 'institutionalised' to (normal) working class was readily feasible.  The popular conception of  Hillcrest, which was also that generally assumed by the members of  the City Council, was that it was a publically sponsored Old People's Home or the provision of  accommodation to middle aged or elderly people for whom funds or place of  residence were otherwise unobtainable - and it was supposed that young people put their elderly relatives on a waiting list for Hillcrest.  To what extent this was a realistic conception is not known.   At Carlton Hayes the geriatric wards housed patients that did not form a sharply definable separate category amongst the long-stay patients overall who had originally entered the hospital, as had all long-stay patients, not as psychiatric patients but as 'moral defectives' discarded as 'not suitable for work at the workhouse'.  The standard diagnosis of 'schizophrenia' was appended when the l948 Mental Health Act outlawed detention of  individuals on 'moral' grounds (i.e. social grounds or poverty) but provisions were not made for them to be otherwise employed and accommodated.

Dr Reid was appointed Leicester and Leicestershire's geriatric consultant in l951 - with responsibilities both at Hillcrest and Carlton Hayes.  About the same time that the Accused was commissioned to reduce the medication on the psychogeriatric wards, an additional geriatric consultant was appointed, also with responsibilities at Hillcrest and Carlton Hayes,  Dr Lodge, who was a physician rather than psychiatrist.   Dr Lodge took on the male psychogeriatric wards.   The Accused was therefore also specifically allocated as house officer to Dr Lodge as well as to Dr Reid.

[As previously related, according to Accused-mum, Dr Reid and Accused-dad had been appointed on the same day in the hope that this would relieve the local population of the oppressive effects of  Public School psychiatry.  Prior to the interview they had agreed that Dr Reid would look after the geriatric aspects and Accused-dad the paediatric].

It was supposed by the staff of  Hillcrest and Carlton Hayes that theirs was the only geriatric provision in Leicester and Leicestershire.  This is so astonishing that the reader should not assume it is true without further research.  If there were other provisions bearing the name 'geriatrics' then Dr Reid and Dr Lodge would also have been the consultants (unless there were general practitioners who doubled as part-time geriatric consultants).  The story of  Professor Littlewood's grandmother being transported to Carlton Hayes on social 'geriatric' grounds (and perishing) has been told, but in the Accused's era there were no such newly arriving patients at Carlton Hayes.  The Accused's account suggests, unlikely though this might appear, that the Death Ward at Carlton Hayes Hospital, set up by Dr Slorach, which served only long-stay patients, was the only death ward in Leicester or Leicestershire and that the Royal Infirmary was deprived of  its George Eliot equivalent and gold-mine in cremation fees. 

When Dr Reid arrived in the hospital, twice a week, she asked the Accused to accompany her on a ward round throughout the hospital, including sometimes also patients on the Keene Clinic.  It turned out that there were the occasional patients who were recent and not long-stay who were deliberately, not through administrative error, accommodated intermittently and for a short while in the main hospital. Terry Parker and Miss Chamberlain have already been mentioned.  Another such patient whom The Accused recalls was an eighteen year old lad, another visitor to the Auntie Nora's club, who was supposedly 'mentally subnormal', a term of  convenience which the reader has encountered.  When Dr Reid asked for him to be produced she remarked to the Accused:

"He's a homosexual.  You can tell from the red trousers".

The fact that the patient was wearing ancient faded red cordoroys had made no impression on the Accused.  He had assumed that everyone, as he did, just wore what was cheap or readily available.  On the other hand, now that the point had been made, he could not recall himself or any of  his acquaintances ever wearing red trousers, even the unaggressive purplish-brown dusty red the patient was wearing.   If red was deliberately chosen... Dr Reid might have a point but surely it was not invariably a signal.

 “That is the uniform, is it?", he asked.

 "It's congenital", added Dr Reid, "inevitable and unalterable....well, isn't it?".

 "It's acquired", replied the Accused, "..congenital only in the sense that the response to the individual of  surrounding society is predetermined and inescapable and that the option of survival by a homosexual route may be available and the only means of survival available..There may presumably be no means of survival available at all... An economic necessity to come to Carlton Hayes would suggest that that may be so...  I have not noticed that people have choices in life".

Dr Reid was aware that 'congenital' was sociological rather than purely genetic.  She ignored The Accused's verbosity.

    "He comes here occasionally for review.  It is in his interests that I  keep an eye on him.   I didn't know that it was a necessary part of  his lifestyle.  That is so, is it?  You are acquainted with him?".

    "No, I don't think I've seen him before.  I was more thinking of  some other people I've come across over the years.. the orphan or Oliver Twist obliged to survive in society in the manner of  a stray cat..."

     "Is that was Oliver Twist was...?"

     "Well, I suppose so...  Didn't Dickens write a lot about such people... People he had come across in London's docklands... but with a happy outcome.   That suggests that his society might have differed from ours...that that Victorian society was richer and more charitable.. and less rigidly organised.. whereas they would have no future in the present day...We can't be sure that Dickens' happy endings were realistic..but he got away with them..Today they would be regarded as fairy stories."

Dr Reid was forever trying to dissuade the Accused from making tactless remarks in the presence of  hospital staff, such as referring to the 'Sick Ward' as the 'Death Ward'.  He supposed that his language was calculated.  She, however, would advise him to "trust no-one".

  "I am too old to catch schizophrenia", she would remind The Accused when he made comments publically that might be taken to be critical, "You are not!".  He should leave the politics to her.   They were afraid of  her! [Because the Public School Boy fears the Matron].

[The comment about schizophrenia refers to the psychiatric kangaroo court and bogus diagnoses imposed upon potential whistleblowers]

  Dr Lodge was a mild, friendly, unaggressive character whom the Accused supposed would not be ruthless or cunning enough or sufficiently conversant with the ways of  the devil to be drawn into Carlton Hayes politics without succumbing (which was also the Accused's estimate of  Dr Miller and Dr White).  The behaviour of  Carlton Hayes staff resembled that of  the inmates in the Australian soap opera Prisoner which later was to be popular in Britain as "Prisoner Cell Block H".  Dr Lodge differed from other consultants in that he visited his wards every day.  He would arrive at the hospital at 8 a.m. for breakfast, before attending to his wards, and usually Dr Lodge and the Accused were the only doctors present at this time in the dining room.  Dr Lodge did not ask the Accused, who already was fully occupied, to accompany him on his ward rounds, though the Accused on rare occasions did tag along, without any formal command or invitation. Since there had been so much erroneous treatment, particularly in relation to the drugs administered and dosages (such as in the case of  digitalis, previously mentioned), the Accused suggested to Dr Lodge that they write a textbook of  geriatrics, to which Dr Lodge readily agreed - though it was never to be!

For a doctor at Carlton Hayes to suggest abandonment of  mass tranquillisation was akin to a conservative cabinet minister propagandising the works of  Lenin!  Nevertheless, Dr Lodge, a man of  few words, if  the Accused mentioned to him the detranquillisation policy, merely said that it was necessary and appeared not to suspect that it was controversial.  It proceeded on Dr Lodge's wards quietly and without comment or protest.  On Dr Reid's wards there was continuous sabotage.  The Ward Sister claimed that it was the Nusing Officers, not she, who were reactionary and that there was criminalesque plotting by the Nursing Officers which she and the Accused together had to evade.  But he suspected there was duplicity on her part, that the plots originated nearer home.

The tranquillisation was a nursing policy affecting the whole hospital, part of the local political system, rather than administered to individual patients on medical grounds.  Sisters and charge nurses, even when they approved of  the policy (The majority, when speaking with the Accused, claimed not), attributed it not to themselves but to higher powers, to The Nursing Officers, the term however being usually used in the sense of  the mysterious "wheels within wheels" rather than specific nursing officers or the full complement of  nursing officers and nobody else. These "wheels within wheels" were described as an oppressive dictatorship.   This gangsterism was more obvious to nurses than doctors since many of  the nurses lived in their own Enderby community.   When the tranquillisation policy was justified it was so on the grounds that patients might become violent and that without general tranquillisation the safety of  nurses was at risk.  Carlton Hayes Wards, and in particular the "psychogeriatric" wards, were of  enormous size, more hospitals in themselves, each with several full sized or oversized sub-wards.  There appeared to be more nursing officers than nurses, though nursing officers were rarely seen and young nurses were annexed as nursing officer couriers (and others as servants or office-assistants to Dr Slorach).  Far fewer nurses were evident than appeared on the books.  During the day there might be as many as three nurses on one ward (that is, the entire ward, rather than on a subward) and at night it was common for a single West Indian nurse to have charge of a full floor, perhaps some four hundred or more patients.   The argument that tranquillisation was an inevitable necessity imposed by the patient/nurse ratio was therefore not entirely groundless (though if these patients had ever been a threat, that was long ago and it was mainly the women, who presumably were less dangerous, who had survived.  There was no suggestion in casenotes that any had ever caused trouble.)

Finance was portrayed as the major factor justifying the defects within the National Health Service (as it still is).   The Sheffield (or Trent) Region was the largest and least generously funded in Britain.   The reader will have noticed that there were more psychiatric patients or patient-hours in NHS hospitals than all other patients or patient-hours added together.  There were more allegedly psychiatric doctors allegedly working at Carlton Hayes than there would have been in say Medicine or Paediatrics in several counties added together.  Reference has been made to institutions that would be broadly classified, through lack of  any alternative designation, as 'psychiatric' which were not general mental hospitals in the sense of  Carlton Hayes.   Geriatrics was then annexed by psychiatry and unfortunately it is still assumed within the health services that the older person is necessarily confused or mentally impaired and is treated as such.  Two per cent of  the population were said to be under psychiatric care in some sense ..and this percentage appears to have remained near enough constant for centuries despite changes in the terminology for and the apparent nature of  the person cut off from society (so that in some other place or era perhaps two per cent were witches and vampires or  disposed-of in concentration camps).   Although psychiatry is the least prestigious of  medical specialities, at any rate for the junior hospital doctor, for the student nurse  and for the patient, it is the biggest.  

Therefore the argument exists and always exists that justice for the psychiatric patient, or the economic outcast, is a charity of  such enormitude that the more fortunate sector of  the community could never be persuaded to pay for it.  There are contrary arguments.  One, espoused by the Accused, was that the status of  psychiatric patient was for the most part unnecessary.   The outcast could be integrated into society.  He was no less capable of  performing the jobs or sustaining the roles available to the rest of  the population.  It was prejudice and deprivation that created the psychiatric patient and with a more benign and sociologically orientated approach there would be few psychiatric patients and very little psychiatiatric treatment.  Another argument is provided by the great waste, inefficiency, criminality and incompetence within psychiatric services.  This in turn could be regarded as a subdivision of  a previous argument - that psychiatric staff, and particularly the staff of  the old mental hospitals, were themselves social outcasts much on similar lines to the patients and survived through their taking on roles within their own secret semi-criminal underworld in which they were more afflicted with anxiety and psychiatric symptomatology than the patients (a viewpoint which could be extended to the National Health Service in general).   It turns out however that inefficiency, incompetence, and quasi-criminality, greed and rot rising to the top are found everywhere and that the social system has to survive nevertheless.   The fact that a great deal of  money and effort was obviously being misused in the National Health Service in general and in psychiatry in particular may therefore be just a constant factor that is present everywhere, so that the dearth of  funding and the difficulty in obtaining competent staff in sufficient numbers is genuine rather than contrived (because waste is an inevitability and it is necessary to budget for it).

Nevertheless, despite the patient/nurse ratio on the wards being so great as to induce any consulting ergonomist to award the National Health Service a Nobel Prize, Carlton Hayes had never made itself available for accommodating the violent or dangerous.  There was no evidence that the long-stay patients had ever been dangerous and and the impression certainly did not now exist that they individually or en masse could be a threat to anybody!   Although the nurses may see the political stability within the institution as the prime consideration,  the doctor trained at medical school, coming into the hospital from outside and with an ideology that belonged to the outside world might have a different point of  view.   He would have been told that such hospitals existed to accomodate people who on psychiatric or medical grounds could never safely be part of  the community outside.  It was illegal and improper to detain individuals who suffered from no medical or psychiatric disability or who would not do so if  not treated psychiatrically or institutionalised.  Medical and psychiatric drugs were to be used only for psychiatric purposes.  Yet it turned out that the patients in mental hospitals had not been detained there on medical or psychiatric grounds and were not receiving their treatment on psychiatric grounds.   Psychiatric terminology and diagnosis were used to justify the treatment, to evade the law and public criticism and perhaps also to facilitate the staff’s self-deception.  These patients had been and continued to be improperly and illegally deprived of  their lives.  They were victims of  a great conspiracy of  deception..of  a society that pretended there was an equality of  opportunity but in which some were permanently abused and excluded.  To those with such an ideology the correct procedure was steer the victims into the outside world of  which they had been deprived.   The objective therefore was to prepare the patients for such a move by cessation of  the unnecessary treatment - and to make the outside world aware of  the facts and to persuade it to bring belated justice to these victims.   This was one reason for the Accused refusing to transfer patients with hospital pneumonia to die on Slorach's  'Sick Ward' and instead curing them by his own method before anyone knew they were ill!   There were at Carlton Hayes instances of  some route existing for some long-stay patient to leave the hospital, yet for it to be obstructed.   But nevertheless a doctor with a "progressive" ideology would feel that even in the hospital itself  human rights and happiness should be permitted to no less degree than in the outside world.

The 'in the community' ambitions of  'progressive' doctors were thus a plea for morality and justice.   Dr Kidd, the suicided Towers Hospital superintendent, was secretary of  Leicester's Christian medical association.   In terms of  Christian morality mental hospital psychiatry could be justified only by contrivance or self-deception (a possible explanation for the strength of  the 'denial' or 'disavowal' by Dr Lowe, who was also a Christian and a Church Warden - and for the absurd fanaticism of the GMCs 'Christians').   The Accused felt himself continuously or on particular occasions in a similar position to the commandants of  concentration camps or purveyors of the Hitlerite Degeneracy Theory policy who had been deemed worthy of death sentences at the Nurenberg trials.   "Obeying orders", as it had been at Nurenberg, was a possible defence.   But orders were not transmitted quite as openly or obviously as it had been supposed at Nurenberg.  If a doctor or nurse had moral scruples he or she could kiss goodby to his or her career and stood a sizeable chance of  ending up psychiatrised his or herself.   If  however any such doctor or nurse tried to draw attention to the alleged 'orders' (This happened regularly.  A great many young people entered psychiatric doctoring and nursing.  A small minority survived.   They were even systematically chosen so that there would be ready pretext for their removal.)  then it would turn out that there were no orders, that everyone up the hierarchy denied all knowledge.  Whatever atrocities or negligences the nurse alleged were said to be her own doing and responsibility or her delusion or she would be found guilty of fabricated allegations.   She and not Dr Slorach or  the Chief  Medical Officer or Minister of  Health would have been sentenced to death at the Nurenberg Trials!

This plea for 'in the community', no more than a plea for justice to the victimised and for human rights which the British Government has signed up as being universal, met with great opposition within the psychiatric wheels within wheels.   After all, the mental hospital was protected by a barrier against communication.  Nobody in the outside world knew or was permitted to know what went on inside mental hospitals.   Hospital staff even underwent a personality change when and if  they stepped outside the hospital community, forgetting what person they were and what went on within.   Psychiatrists have always been ineffective in promulgating the case for the victim as opposed to legitimate patient of  psychiatry and have been very quick to jump on bandwaggons of  misinterpretation or distortion broadcast by a rabid Press.   The evolution of  the mental hospital has been not so much to return the patient to the community but to convert the entire community into a mental hospital with everyone on drugs.

There was a long tradition for patients who resided in hospitals, orphanages or institutions as their home to be given tranquillisers or, in a previous era, bromides or barbiturates.  This was not very loudly broadcast.  Also on particular wards there might be such a policy of universal tranquillisation or of  administration of  hypnotics or some other drug without doctors even suspecting it! [See previous comments about paediatric ward in Nuneaton].   Accused-mum had informed the Accused when he was a small child that doctors were very important people because they were employed only to sign their names where legally required.   The Accused had suspected (correctly, as it turns out) that this really meant that the doctors had no choice but to sign.   There is many a geriatric ward, or even ward of  other description, where the house doctor is merely an occasional apparition in a white coat going round signing up the prescriptions requested by the nurses.   But surely doctors are trained in medicine and not politics and evolution will eliminate the degenerate doctors who have some understanding of  politics and suppose there is no medical reason for the drugs they prescribe.   So medical justifications are produced for the drugs that really are part of  the local political system, whether this be the acknowledged psychiatric therapy or the universal tranquillisation of  the community with which we are now affected.   Thus drug companies would cash in.   The drug Mellerill was, for instance, marketed as being particularly suitable for geriatrics (that is, people who were old rather than suffering from some psychosis).   The author is in no position to justify or deny this claim by a drug company that their tranquilliser is specifically suited for the elderly ..but the Accused did not like Mellerill and so no more for elderly patients than for the young.   He felt that drug companies invented specificities and that some categories of  humans were apt to be specified with less justification than others.   The statements of  drug companies, however, were regularly repeated in the teachings of  medics.   It is now customary on many or most geriatric wards for the patients all to be tranquillised..and, indeed, often so with Mellerill.   The justification is that old people are supposedly confused and that a psychiatric drug is necessary.   The author is in no position to provide evidence to satisfy scientists or lawyers either way.   [He has surely presented a great deal of evidence!].  Nevertheless, the Accused felt that the claim that old people were confused was incorrect.   He also felt that the drugs meted out by medics, far from curing the confusion or alleged dementia of  older people, caused it.   If that was so, a separate norm was being artificially created for the patient in hospital, with the doctors unaware of  the norms outside or the patient's norm outside.   The confusion and dementia of  the hospital patient was taken to be fait accompli prior to admission and the property of  all elderly patients or all patients on particular wards.   In that case, also, the drugs are not seen as inducing the local political system nor as causing rather than being the treatment for symptoms.   In the case of  Mrs Grace Beasley tranquillisers were portrayed as the treatment for unsteadiness of  gait or for fractures of  the clavicle.   When such a statement is made relative to a particular case or to all cases in a hospital, nobody ever doubts that it is correct, however absurd or contrary to orthodox medical teaching it may be.   We have also encountered ECT as the treatment for 'paranoia' (criticism of  nurses) and justifications for ECT that defy reality and logic.  The general policy of  tranquillisation might therefore be represented as the medical or psychiatric need of  the particular patient and so for some specified reason.  To the Accused however such requests or reasons for treatment always were blatently contrived or divorced from reality or on a plane of  communication that did not refer to objective fact.   They were excuses.. In a sense the nurse believed them or  the doctor was expected to believe them....but nevertheless everyone knew that it was pretence,  merely an attempt to test the doctor.

Slorach, the Accused asserts, was becoming rapidly more psychotic.   The explanation circulating the hospital was that Slorach had been attempting to extend his period of  employment at the hospital via his claim to be Chairman of  the Consultative Committee.   However, this office was in any case running out in June.   The Regional Board allowed a terminal period without clinical duties of  a year but no more and Ministry Orders were that all hospital consultants retired at the age of  67.  Not merely did Slorach not want to retire but he was enamoured, so the story went, of  an Australian lady doctor who had recently been recruited to the hospital with unknown duties and who was accomodated in the room next to the Accused's.

“I do not know whether Slorach is enamoured of me or not”, she confided to The Accused, “But I find it an irritation that he is”. 

 Slorach therefore wanted to move into this room so as to be near the lady.  Or else he wanted to convert the entire doctors' quarters into a harem and to remain in the house, whether or not he retained any official appointment at the hospital.  So went the story.

Slorach became so rude and offensive during the midday meal that the Accused ceased to eat in the doctors' quarters and instead ate in the nurses' dining room.   The nurses turned out to have their food dispensed from a machine into which they had to drop coins.   The machine displayed a variety of  alternatives but there was usually only one actually available and sometimes none at all.  The food was meagre and of  inferior quality, consisting apparently mainly of  a slice of  cardboard.

When the Accused came down the stairs after getting up Slorach would be hiding behind a door, spying at the Accused through the narrow gap between door and doorpost.   Slorach gave him the impression of spying on him rather than the lady doctor.   After this had happened on several occasions the Accused confronted the embarrassed Slorach who was hiding behind a door.

    "Peeping Tom", The Accused informed Slorach, "could not have been the only person not confined to quarters during the famed horseback journey of  Lady Godiva.  Otherwise nobody would have known that the Countess Godiva had performed her feat or that there had been a Peeping Thomas or owner thereof.   There must have been some other person who purported to be not the Peeping Tom but the inspector of  morals.   Both Peeping Toms appealed to the mob, each claiming to be the morality inspector, each nominating the other as Peeping Tom.  It turned out however that one Peeping Thomas had been spying not on Godiva but on the other Peeping Thomas, which the Countess Godiva adjudicated to be negligence of  Tomly duty."

Slorach muttered nervously that he had not been spying on the Accused but engaged upon his duties.  The Accused then received a note from Slorach accusing him of  leaving his bar of soap in the bathroom.  Whatever made him suppose that it was not Lady Godiva's bar of  soap, asked the Accused.  Had he perhaps supposed that the soap he found when spying in her room was her only bar of soap?

The Accused would carry on his person while tourning the hospital a small supply of  routine drugs, such as could be purchased by the public at a pharmacist's shop, needles and syringes.   These were commonly not available on the wards.  These drugs, as well as those named in some schedule of  the dangerous drugs act and requiring prescription,  might be obtainable at the hospital pharmacy  - but not always so and to fetch drugs from the pharmacy,  particularly when the pharmacist was off duty and it was necessary to shut off and then reset alarms, was a time consuming rigmarole.  Then Slorach thought he had scored a triumph by supposedly witnessing these in The Accused's room (from which he could not remove them, since then they would not have been in The Accused's room).

    "But, of course", replied The Accused, "You would never have done anything so improper and unnecessary as to search my room. You would have read the records I have signed in the hospital pharmacy.  Drugs and syringes are commonly employed by doctors, who carry them around in a black bag together with the microcamera.  My own microcamera is disguised as a bar of  soap, a lady's bar of soap, pink and with some resemblance to a mushroom.  It was used to detect unauthorised theives and burglars.  Such security devices are compulsory since although doctors and members of the public are permitted to purchase drugs at a chemists' shop, unauthorised burglars are not, have to be identified and restrained.  This need for security, of course, is also the reason for burglars living in glass houses. “

Thereafter Slorach desisted from this espionage and, indeed, was less frequently seen in the hospital, apart from in the dining room.  Nevertheless, Dr Reid warned the Accused not to procure hospital property for his personal use and in particular not to leave any such in his room.  The Accused replied that such borrowing was customary amongst hospital staff.  They reckoned that their pay was derisory and that this implied that it be made up indirectly.  However the only equipment he had apprehended was a number of  wire coat hangers which had been thrown out from a ward and given to him.   He was conserving a use for coathangers that would otherwise have been discarded.  No gifts were to be accepted, emphasised Dr Reid, not even coat hangers destined for the dustbin.   They would turn out to be a set-up.

The nurses would recall Dr Reid as a young lady who rode to the hospital on a bicycle with her skirt fluttering in the wind.  Now however, although, although she scurried from ward to ward she suffered recognisably from a painful ailment - rheumatoid arthritis.  She suffered suddenly from an acute accerbation and suspended her visits to the hospital.  The Accused, in the meantime, was required to hold the fort.  In Dr Reid's absence it was no longer possible so strongly to resist demands for patient's drugs to be restored.  As far as is known when tranquillisers were crossed off or replaced with thiamine this was actually done and the nurses did not avail themselves of  their devices for administering unathorised drugs after all.   The Accused recognised that if  he unequivocably refused to restore any drugs he would find himself  subject to false Accusations by the Kangaroo Court (in which, on Monday Mornings, Dr Slorach and Lowe found doctors guilty of  false accusations submitted to them, via the Chief  Nurse, by the Nursing Officers).  

It is not good politics at places like Carlton Hayes to be invulnerable to accusation.  The Accused was supposed to be exceptionally invulnerable but also skilled in leading Slorach and the powers up the garden path, pretending to be afflicted by some non-existent compromise or vulnerability.  Even Slorach might have been beginning to suspect that bars of soaps were left in bathrooms deliberately.   It is always possible to defend against facts, but never against lies.   It is not possible to disprove a lie - and so it is best to manufacture a few facts, harmless and irrelevent facts.  But nevertheless, The Accused was not exceptionally invulnerable but exceptionally vulnerable.  The vulnerability lay in Accused-mum. The power of  the psychopaths in the National Health Service rests on the capacity for those who are senior or those who accuse to mobilise psychiatry, to pretend that those whom they fear suffer from insanity or some social inferiority or licence to be victimised that can be ratified by psychiatrist.   This automatically removes the need for evidence or  accusation, the right to defence or any possibility other than guilt and victimisation throughout what life remains.   Accused-mum had absorbed this politics.  To her The Accused was The Accused and the threat to her own reputation or status and, because accused, guilty.   If the Accused was accused, Accused-mum would be leader of  the pack and whereas perhaps, in the absence of  Accused-mum, the Accused would have had an unique capacity to defy kangaroo courts, a Mother was amongst medics the Supreme Matron and insuperable.   Accused-mum's power in that respect had been indelibly reinforced through her having manoevred the admission to the Maudsley Hospital in l965 which she could be expected to misrepresent to the Accused's cost should psychopath's wish to engineer psychiatric accusations.  Carlton Hayes' kangaroo court may not have been openly psychiatric - but all Kangaroo Courts are psychiatric and the psychiatric accusation is the inevitable fate of  anyone seen to be in danger of  succesfully defying a kangaroo court.

Dr Reid arrived back and whined that patients had been put back on drugs in her absence... but the Accused had done his best.   A patient had occasionally to be restored to medication to avoid the kangaroo court and the collapse of  the entire programme - but thereby the majority of  patients were protected.   The nurses had also discovered during this period that thiamine was not a tranquilliser.  At any rate, it was not known whether it was so for certain, since none of  the patients prescribed thiamine had ever had any psychiatric symptoms for any tranquilliser to abate.   Tranquillisers were administered to patients to tranquillise the nurses and for all that might be known had the patients had symptoms thiamine might have been effective!  However Dr Reid had returned only very briefly and then was kept away again by her rheumatoid arthritis and, indeed, the Accused was never to meet her again.   There were several requests to increase or restore the medication being given to Mrs Beasley but this was obviously inappropriate and the nurses were easily talked out of it.   Her case had been one of  the most obvious examples of  abuse of  tranquillisers.

When the Accused travelled to work by bus it was necessary, to reach the bus to Carlton Hayes, to cross over Oxford Street, near the Magazine, a Leicester Landmark, where there was regularly, as result of  Sir Robert Mark's reorganisation of  traffic entering the City, delay when crossing the road.  So the Accused wrote to the City Council asking that an underpass be built.  There is now such an underpass, but it was not constructed until after the Accused had departed from Carlton Hayes.   That departure was occasioned as follows.

The Accused had given instructions that if there was any call or query concerning any of  his patients he should be contacted at home.  These instructions and his telephone number were prominently displayed on the Sister's desk on Bradgate Ward.  The Accused's account suggests that he was still living at Stoneygate Avenue, but it seems to the author that he was living at East Park Road.  On the critical weekend (when he was off duty) he was away from home for ninety minutes on the Saturday evening, but subsequent research suggested that there were no messages or attempted messages for him when he was away.  He returned on Monday but because of  the delays at Oxford Street he did not arrive until shortly before ten o' clock (that is, unusually late).   

The Accused was walking along the corridor when a hand shot out of  a door and pulled him into the Kangaroo Court.   This turned out to be Slorach.  Slorach officiated while Lowe sat beside him looking wise and saying, throughout the kangaroo hearing, nothing whatsoever (as, during Kangaroo Court hearings, was invariably the case).

   "Why", ranted Slorach, "did you repeatedly refuse the requests of  the nurses to increase the dose of largactil administered to this patient so that she wandered out of  the French window, tripped over the step and broke her shoulder?"

The reader will recall that there was on Bradgate Ward a patient, Mrs Grace Beasley, who had fractured her clavicle ten years previously.   The nurses had repeatedly perpetrated a fraud in which this was represented as a new story.   The fracture had healed soon after the accident but there was a lasting deformity which gave the superficial impression that there was still a fracture.   The nurses who tricked doctors in this way would demand an increase in tranquillisers on the grounds that supposedly because of  insufficient tranquillisation the patient had wandered out of the French Window, tripped over the step and broken to her shoulder.   This was a bizarre example of  what the Accused calls the 'Cock and Bull Story', the repetition of  the same tale about a patient, in the same words, again and again.  It is possible that such an accident had occurred ten years ago - but not again.   The French Window was permanently locked and there was no step!  [The nurses had even found it impossible to open the French Window when the Accused had conducted his original investigation].

A doctor is not obliged to accede to a nurse's request for tranquillisers and in this case the Accused had received direct orders from his consultant, Dr Reid, that Mrs Beasley was not to be given tranquillisers.   Nor is the administration of  tranquillisers the treatment for or prophylaxis for fractures of  the clavicle.  Mrs Beasley suffered from no unsteadiness in the absence of  tranquillisers.  Slorach's recitation was therefore nonensense and another example of  the uncritical repetition of words by the psychiatric person.

The Accused was in the embarrassing position of  having arrived late in the hospital.  He knew nothing about this alleged incident and to which patient it referred.   He replied to that effect, saying that there was a patient on Bradgate Ward who had an old fracture which was regularly being purported to be a new one.  It was relevent to know whether the alleged fracture existed.  Could he perhaps be shown the X-rays?

Dr Slorach seemed embarrassed and fumbled.  His arms reached out to the notes and withdrew. 

     "Ah, um.", he said, "...There are no X-rays!"

The radiologist, when this attempted fraud was perpetrated previously on the Accused, had suggested to the Accused that he should not have asked for an X-ray.  But the radiologist had assumed that the Accused had been shown the previous X-rays, requested by previous doctors upon whom this trick had been played, and that this would be sufficient to confirm the clinical diagnosis that there was no new fracture.  The existence of  these X-rays had however been vehemently denied when the Accused had suggested this was an old fracture and might exist.   This trick had now also been played on Slorach.  He clearly had simply swallowed the story that there was a new fracture and therefore would have neither asked for nor have been shown the X-rays.  Before he made a case of  it, he certainly might have been expected to ask for X-rays to be taken.  Lawyers would require these, should proceeedings ensue (initiated perhaps by the Accused himself) even though eccentric doctors such as the Accused might claim that they were not relevent to the management of  the patient.

    "Who diagnosed the broken shoulder?", asked the Accused.

He expected to be told (as was actually the case) that nobody had made such a diagnosis or that Slorach had made it (but presumably in a credulous condition).   Dr Slorach seemed again embarrassed, read through the notes and, although it turns out that nobody made such a diagnosis, said it had been made by Dr Hamid.

When the Accused had first met Dr Hamid, Dr Hamid would proclaim in the presence of  Slorach and Lowe that the British political system was fatally weak because it did not engage in a fascism which he claimed was customary in Pakistan.   Strikers should be hung drawn and quartered and criminals of  all designations should be burnt at the stake without trail.   Was Hamid really a Nazi, he wondered.   Perhaps he protesteth too much.   He had a suspicion that foreign doctors sometimes had a concealed political agenda, that Dr. Hamid was really a liberal.

There had been a middle aged Greek doctor briefly working at Carlton Hayes.  He was openly sympathetic to the Greek communist opposition, though he denied having any political stance when administering medicine.  Opponents of  the Greek government were treated with brutality - and so also by the Greek medical profession.  He had been debarred from practice, tortured and his life remained under threat merely because he had given necessary medical treatment to 'rebels',  treatment which he felt morally bound to make available to all factions.

It seemed to the Accused that it was common for foreign doctors either to be refugees from their country or else to be more identified with opposition politics but used (by the existing government) as a form of  secret service which was planted in countries abroad, where they were seen to have some function and where it was not necessary to persecute them on account of  their politics.   Particularly in the Middle East, the opposition party, which regularly supported the Crown Prince and eventually took over, was exiled with govenment financial support rather than victimised more permanently.   Such refugees or exiles, the Accused felt, often openly displayed or had been trained to display the very attitudes they opposed.  The Accused had, therefore, originally been very suspicious of  Dr Hamid on account of  his apparant political extremism and because of  the mismanagement at Carlton Hayes before the Accused's arrival.  But Dr Hamid had then proved to be a competent and reasonable doctor and supportive of  the Accused's reforms.

So the Accused was puzzled that such a diagnosis should be attributed to Dr Hamid. and did not wish to make any comments that might be considered critical of  Dr Hamid behind his back and said, therefore, that he was not going to make any comment on this allegation before he had discussed it with Dr  Hamid.  The Accused departed from the Kangaroo hearing.

Dr Hamid told the Accused that the allegation was untrue.  He had been called from Bradgate ward soon after midnight and asked to precribe over the phone a p.r.n. prescription for a patient on Bradgate Ward supposedly as a hypnotic.   The reader has been previously told this was a nurses' trick whereby they manufactured a licence to administer as much tranquilliser as they chose as often as they chose.  Dr Hamid had been told nothing about any fracture, had not visited the ward and had not examined the patient.  Dr Hamid had refused the prescription and had told the nurse to refer to the request to the Accused when he returned in the morning.   It sounds very much as if the unsuspecting naive nurse had herself been tricked.

The Accused was fortunate enough also to meet on the ward the night nurse who had made the call.  He had not met her before.   This was her first night ever on duty (whether night or day) and he did not meet her again.   This suggests that the Nursing Officers sacked her so that she could not be readily traced subsequently to be a witness.  It appeared that the day nurse on Sunday had been asked by a nursing officer to phone up a doctor to ask for this p.r.n. precription of  largactil for Mrs Beasley as a 'hypnotic'.   However, this had not been done and the night nurse received both a written note from the day nurse and a visit from a nursing officer asking for this to be done.

The one-day night nurse confirmed that she had called the duty doctor, Dr Hamid, at ten minutes after midnight.  Had she not been new to the game, not only would she have suspected a trick, but she would have known she should have phoned the Accused (in accordance with an agreement between the doctors which had Dr Hamid's approval) and she would have noticed the instructions in front of  her reminding her of  that.   The nurse confirmed that all patients, including Mrs Beasley, were soundly asleep, that no patient had had any difficulties in getting to sleep and that Mrs Beasley was in perfect health.  She had not told Dr Hamid that Mrs Beasley had a broken shoulder, she had not fallen over, and no such suggestion had been made by anyone.  Other nurses confirmed that Mrs Beasley was in excellent health and that she was posing no problems.  Dr Hamid had replied as he said he had replied and the nurse wrote a note for the morning nurse to pass the message onto the Accused.   There was no reason to contact a doctor and the night nurse was therefore not in error in not then contacting the Accused immediately.

The reader has been informed that the secretary who was administrator of  the Nursing Officer had reported that nursing officers were to be seen only once a week, at 8 a.m. on Mondays, when they went into a private room to drink tea.   This would be when they hatched the stories to pass on to the Kangaroo Court.   The Ward Sister reported that that morning, between 8 a.m. and  9 a.m., Dr Slorach, accompanied by a nursing officer, had arrived at the entrance to the ward.   Slorach had been granted by the Regional Board an arrangement often agreed prior to complete retirement where the doctor remains on the payroll for a final year but is divorced from clinical responsibilities beyond attention to some long-standing patients with whom the doctor has an established relationship.  Slorach had also, as a gesture prior to his retirement, been elected, for the year, Chairman of  the Consultative Committee or Kangaroo Court, not constituted in the manner ordained by the Regional Board, which Slorach interpreted as his being pro-temp Medical Superintendent, in which archaic role he immersed himself with enthusiasm though it is doubtful that it had any legality.   Slorach was thus employed as an administrator rather than doctor, though it could be argued he had no authority at all and that he had no right at all to meddle in medical matters.  Certainly the evidence, as reported by the Accused, was that he was not competent to deal with medical matters.  He was even what the General Medical Council might call 'unfit to practice'.   The Accused however did not suppose that any nurse would dare to tell Slorach to his face that he had no authority.  Nevertheless, the Sister reported to The Accused that she had emphatically asserted that Dr Slorach was outside his powers and that she refused to allow Slorach to enter the ward.  The Accused was the ward doctor, she told Slorach, and only the Accused was the only doctor permitted to involve himself in the management of  the patients.  Whatever the status of  the Accused,  Slorach was completely out of order and should have made some attempt to contact the ward consultant, Dr Reid, who, it is was reported, was at her home.

However, reported the Sister, the 'nursing officer' (she was not named), insisted that Dr Slorach enter.   Slorach then asked for Mrs Beasley to be produced.   The Sister confirmed that Mrs Beasley was in excellent health, that there was no suggestion that she was unsteady or had fallen over and there was no suggestion that she had a fracture of  the shoulder.   All witnesses agreed that this suggestion had at no time by anyone been mentioned.

Dr Slorach, then, according to the ward sister, injected Mrs Beasley with what was supposed to be a large intravenous dose of  largactil.  She had tried to prevent this but was again overruled by her superior, the nursing officer.   Slorach (and the Nursing Officer, who was the actual power on the scene) then ordered Mrs Beasley, who had previously been in excellent health, to be transported to the Sick Ward.  The Accused asked whether she was sure it was largactil that had been injected.  It appeared that the Sister would not have been able to swear that it was - and there is some mystery how and whence this drug and the syringe were obtained.  The Sister suggested that the injection was intravenous - but it is not proved that Slorach would have had the necessary skill for this.

It has been explained that the Sick Ward had been opened by Slorach apparantly in response to the Regional Board's complaint's that the hospital death rate was not high enough - for which the Accused was blamed.   According to the Accused patients with hospital pneumonia were transferred to this ward, known to him as the Death Ward, denied access to doctors, given no treatment for their illness, and, instead given higher doses of  tranquillisers than usual on other wards.

The Accused was effectively was doctor for the whole hospital (except, between 9 a.m. and 5 p.m., the Keene Clinic, though calls from this ward were regularly delayed until after 5 p.m.) - with the exception of  the 'Sick Ward'.   This nominally was attended by the General Practitioner Dr White approximately one hour a week.   Had a doctor been available for this ward at any other time it would have been The Accused but as The Accused understood it doctors were banned from the ward.   Dr White, in practice, did not administer treatment to "Sick Ward" patients and it would have led to eructations had any doctor attempted to do so.   The Accused never transferred any patient from any ward to the sick war and therefore none of  Dr Reid's patients were transferred to the Sick Ward, a policy which she did not openly defend, but which she knew very well was the case!  Transfer to the Sick Ward was a Nurenberg Trial phenomenon.  It was malpractice, "obeying orders", yet the orders in the ultimate analysis did not exist and had no official standing.

The  Accused was therefore very nervous that he might find himself refused admission or subjected to violence if  he entered the Sick Ward.   This, after all, amounted to a hospital secret and there would not be enthusiasm at the possibility of  the Accused reporting on it.  However, the Accused had no difficulty in gaining entry.  Mrs Beasley, reported as in perfect health prior to Slorach's injection,. appeared moribund.   The Accused was not sufficiently familiar with such events to produce a definitive diagnosis (nobody was, though the Accused was less naive than most) but privately he was surprised that largactil should have this effect.   It seemed to the Accused more that the patient had been poisoned with hyoscine or  atropine, the drugs which would have been used traditionally if this malicious rather than mere ignorance, though perhaps largactil in very large doses had this effect.  The patient appeared on the verge of paralysis, breathing stentoriously, was red all over and there were loud rales or crackles in the chest to be heart through the stethoscope (suggesting effusion of  fluid) and her temperature was elevated.   On the assumption that this was ignorance rather than malice the Accused concluded that this had to be described as acute pneumonia (though this was perhaps a political rather than impartial diagnosis!).   The patient stared at the Accused with mournful appealing eyes.

What could the Accused do?  He explained the situation to Dr Lodge over breakfast next morning.   This patient, if  she had not yet died, needed to be rescued.   If indeed this was pneumonia it had not been induced through any natural debility or decay of  the patient but was due to infection following partial paralysis of respiration through misguided administration of  a drug in toxic dosage.  The Accused reported that it seemed to him that the patient had deliberately been poisoned, with the intention of  murdering her, so that she would not remain as a witness to the events that had taken place.   The intention was, he said, to blame the Accused for the patient's death in order to undermine the policy reducing tranquillisation and his annual physical examinations which the Nursing Officers were viewing with trepidation.  The politics was such that he could not intervene.  If  Dr Lodge intervened he might also find himself  the victim of  this politics.  However, if  he was willing to attend to the patient and risk the consequences, the two of  them together could overcome the poltics.   Although he was not allocated to the "Sick Ward", he was the only medical consultant in the hospital, the patient belonged to Dr Reid and came from her psychogeriatric ward.  He was the other consultant responsible for "psychogeriatrics" and as such he and not Dr Slorach or the Kangaroo Court was to be consulted in Dr Reid's absence.  Dr. Lodge said he was not worried by the politics and that he would visit and examine the patient.  Later he reported that he had done so and that had done so sufficiently for the patient to survive.  The Accused was not to see Mrs Beasley again and was not to find out whether she survived or not.

The Accused at the Kangaroo Court hearing had said he could not make any comment until he had consulted Dr Hamid.  If  the story told by Slorach was correct, then Dr Hamid was a vital witness.  It proved however that the story was either a fabrication or a delusion induced by Slorach's alleged progressive insanity.   Doctors commonly suffer a form of  insanity known to the Accused as the pre-retirement psychosis in which they conduct vendettas against their most talented underlings.  It was Slorach who had carried out a criminal assault against the patient and there was no case against the Accused.   The matter should have been reconsidered.

We now see why it was so important that the Accused was not appointed Registrar.  Registrars can be dismissed only by the Regional Board and have rights of  appeal, whereas Senior House Officers had no rights whatsoever.   The Accused received a letter from Dr Lowe alleging that the Accused's contract was not to be renewed and that it was the "unanimous" opinion of  the "consultative committee" (i.e Slorach and Lowe) that the Accused was "unfit to practice psychiatry".   In view of  the performances of  Dr Slorach and Dr Lowe and the competence of  the doctors they had been patronising and the Accused's contribution to the hospital, this was a considerable insult.  The Accused felt that these two should not be sitting in judgement on anyone and that if  there was a public debate it would soon emerge who was unfit to practice psychiatry!

Dr Agami collared the Accused.  The Accused had supposed that Dr Agami, largely on religious grounds and because of  need to curry favour and eulogise Slorach, had been undermining his position.

"What has happened to you", said Agami, "is a tragedy.   It is not a  tragedy for you.   People like you always survive.  It is a tragedy for Britain.   Britain and British Psychiatry still live in the age of  imperialism.  You are two hundred years ahead of  Britain.

"By the standards of  other countries you would be a reactionary - but Britain is centuries behind the rest of the world.  You have been telling us about the British political system..about the oligarchy and the corruption and incompetence at the top.   To those here this is new...but I have heard it all before... I have heard everything you say, word for word, before.  Everyone has in Egypt.  We heard it every day broadcast to us from the loudspeakers on the streets.  Your speeches are those of our late President Nasser.

"Egypt was formerly in thrall to the British Colonialists and their quisling, King Farouk - whom the British had appointed, was protected by the British and represented the British oligarchy.   Nasser deposed Farouk.   That, at the time, was progress.   But we have progressed beyond Nasser.  Britain has not.  So in this country nobody understands you.  In the rest of  the world, everyone would understand you.  In Egypt everyone would understand you.  You would not be condemned or persecuted - but you would nevertheless seem a little old fashioned or reactionary."

The Accused replied that he was surprised to hear that he resembled Colonel Nasser.  His mother had admired Nasser, purely on the grounds that he had deposed Farouk.  A person who got rid of  Farouk, she said, could not be all bad.  But, in fairness, it was not proved that all of  Britain was tarred with the same brush.   The common man in Britain understood the Accused and thought as the Accused.  Carlton Hayes was not necessarily typical of  British psychiatry and British psychiatry or its hospital service was not necessarily typical of  Britain..Perhaps Agami, through his working at Carlton Hayes, had developed a distorted view of  Britain.

Dr Agami indicated that he was not as naive as the Accused might suppose.   The Accused's dismissal was a Tragedy for Britain.  He suggested that the Accused get into contact with Alderman Keene, the Chairman of  the Board.   Mr Keene had told him that he was available for private approach by any doctor working at the hospital.  However, the Accused did not know how to contact Alderman Keene and did not know how Alderman Keene would react.  He wanted to remain in order to protect the patients and Carlton Hayes and to maintain his reforms.  He did not wish to provoke counterproductive eructations.

The Accused was then collared by the Ethiopean doctor, Dr Shapira, onto whose wards the Accused had infiltrated.

"What has happened to you", he (also) said, "is a tragedy for Briain.  Nevetheless, I am glad to have seen you in action.  Since you have come to this hospital, I have been watching you.  It has been a revelation - a revelation of  the future.  Yours is the psychiatry of  the twentyfirst century.  In the year two thousand and fifty everyone will be practicing your psychiatry.

"While you have been here, you have been reasoning with these people, trying to educate them.   What you do not understand is... that they can never understand you!  Each generation can only understand  so much.   Your appearance here is as if  you had come in via a time machine from the future.   If  a twentieth century psychiatrist was transported back to the the sixteenth century and told them there were no witches, they would not welcome him with open arms as the great prophet and educator.  They would not understand him and they would burn him at the stake.   You have come here as if from a two hundred years in the future and tell them 'There is no schizophrenia'.  They can never understand you!

"But a word of warning!  Don't every believe them if they say you are insane.  They will do!".

Dr Landa, Dr Kaye and the administrators responsible for the hospital told the Accused to ignore the 'dismissal'.

    "Just stay on and work your own locum until you are reinstated in June when Slorach retires.   You will get more money as a locum!" 

 So the Accused was dismissed but he was not dismissed.  But he had no guarantee either way.  He had to apply for other jobs, though, if offered another job, he would have remained at Carlton Hayes if  a solid offer had there been made.

A young Mauritian nurse was trying to persuade the Accused to join the Emergency service.  He would be the Accused's driver!  [He was already an emergency service driver, presumably for Dr Hamid].  However the Accused was not confindent enough to contemplate this..and Emergency  Service doctors were in any case expected to have full driving licences (and hospital appointments which paid their National Insurance contributions).

Although Senior House Officers have no right of  appeal  or representation under any circumstances, the Accused was in the bizarre position of  having quasi-consultant duties, in being the actual doctor responsible for the long-stay sector of  the hospital.   Also, on the female 'psychogeriatric' wards, he was acting under direct orders from the consultant Dr Reid and deputising for her in her absence.   Dr Reid had openly declared in front of  Dr Slorach and Dr Lowe that the programme of  reducing tranquillisers was ordered by her personally and that the Accused could quote her name as authority when challenged.  The actions of  Dr Slorach and Dr Lowe were out of  order, if not criminal, and certainly Slorach, the culprit, should not be judging the case by improperly allocating blame onto the Accused.

The Accused wrote to both the Ministry of  Health and the Regional Board for assistance.  He wished, he said, to address the Regional Board directly.   This was because he wanted to complete his reforms.  He needed the support and trust of  the nursing staff.  He did not want them subject to criminal charges but felt that he could persuade them to reform their behaviour.   Therefore in his letter to the Board and Ministry he omitted evidence that might lead to criminal charges.  He intended to play it by ear when addressing the board, adjusting his own speeches according to the Board's reactions.

The Accused fully expected to be reinstated, despite Slorach and Lowe being the hospital's only liason with the Board and Ministry.   Nevertheless he received a letter in reply (from the Board) refusing a hearing and accusing him of  'criticising the methods of  the consultants'.   This allegation was bizarre.   Except for Dr Lodge and Dr Reid, with whom the Accused had no argument, the consultants played no part in the management of  patients.  There were no hints or policies which the resident doctors had to interpret.   They played no part at all - other than their function within the Kangaroo Court.   The Kangaroo Court may have had some influence on this occasion since Slorach and Lowe represented the hospital on committees and were able to influence the Board and Ministry.  But in the hospital itself,  Kangaroo Court edicts were ignored.   There were regularly overruled, in the Accused's favour, by the Nurses' Trade Union.   The consultants were divorced from reality.  They had no "methods".  Barring the psychogeriatric wards, the only "methods" in the main hospital were those of  the nursing officers and those of  the Accused!

In this particular case of  Mrs Grace Beasley, however, the Accused was acting directly on behalf of  Dr Reid and he could scarecely be accused of  criticising the methods he was enforcing.   Slorach and Lowe were by victimising the Accused, criticising and undermining the methods of  the consultant Dr Reid, doing so behind her back, without justification and in a spirit of  great ineptitude!

The Accused. after accepting a post in Nottingham, ran into Slorach and Kaye, in a subdued mood, on the corridor.  A Dr Alami, the reader has heard, had thrown the National Health Service into turmoil, by killing babies and nurses at Alder Hey Childrens' Hospital in Liverpool.   The government's Chief Medical Officer claimed that Alami had done this because he suffered from ' paranoid schizophrenia' which had been diagnosed by a psychiatrist in Lebanon.   Slorach and Lowe claimed that they were suffering considerable harrassment from higher powers because this Alami was, they insisted, the same Dr Alani who had worked at Carlton Hayes.

    "Dr Alani was obviously a bogus doctor", muttered the Accused.

     "Really?  Why do did you not inform the Ministry?"

     "That would have made no difference.   They are all fakes!"

The Accused felt that Alani had made no claims to be a genuine doctor and had been employed to bolster up Slorach, not do any work.  That, from The Accused's point of  view, was a satisfactory compromise.  He did not wish to do ill to another person, Alani or anybody else.  The Ministry, he felt, was in it up to the eyeballs and if  he had informed he would have been victimised and nothing else would have changed.

The author does not know whether the Dr Alami of  Liverpool was the Dr Alani he has described or not.  But Dr Kaye, Dr Slorach and the Higher Powers appeared to think that there was.   If  the story is true, however, the public have been greatly duped.   According to the Accused's inquiries,  Arabs had been recruited to work in 'closure list' hospitals by the General Medical Council itself - and the GMC earned fees for doing so.   These Arabs on their original appointment had no genuine medical experience or  qualifications but were heavily subsidised by their own countries with 'educational grants' to enable them eventually gain British qualifications.   They were appointed under the impression that they were indeed getting education.  Arabia with no clinical medical schools of  its own, had to do so by proxy in Britain.   These grants provided a subsidy to the National Health which enabled it to impose wage deductions so that its own payments were incompatible with survival.   This meant that no rival British doctors could survive.   Moreover the Arabs had been spefically promised that in 'their' hospitals no whites would be employed and, in particular, no Jews.   They were to be guests required to do very little work.  This system in turn enabled reactionary public school elements to pursue what was an internal political or colonialist agenda directed against those born in Britain who did not belong to the Miliatry Officer Class and, in particular, to preserve a fraudulent version of  psychiatric theory and practice.

The evidence quoted by the Accused suggests that Alami in fact, whether or not at any time recrutied via the G.M.C. scheme, had been uncovered on at least two previous occasions as a fraud.  So he was just sent to back of  the queue and eventually again reached the front!   He came to Carlton Hayes with what the Accused claims could readily be confirmed to have been a bogus C.V..  He had not been diagnosed as suffering from paranoid schizophrenia by a psychiatrist in the Lebanon because according to the Accused's inquiries there was no psychiatrist in the Lebanon or anywhere else in the Middle East, except for Israel where there were no doubt several hundred thousand descendents of  Sigmund Freud.   Even had he been so diagnosed this would have meant no more than he belonged to what was currently an opposition political faction.   This we already knew.  Otherwise he would not be working in Britain!   Alani was a typical bogus doctor.   In any form of  vetting or personality test or inquiry or interview by committee he would have been recognised as the ideal doctor.   He was not suffering from paranoid schizophrenia or any other psychosis.   If he was this was not only overlooked merely by every other doctor or nurse with whom he worked but overlooked by the infallible Accused and by Dr Slorach and Dr Lowe who declared the Accused to be 'unfit to practice psychiatry' and by Alani were greatly impressed.   Alani, with Ezzat, had been recruited by Slorach to form a committee dedicated to undermine the Accused's statutory annual physical examinations.  Alani openly admitted being a bogus doctor and that he was obliged to repeat whatever was said by Ezzat and Slorach.   Ezzat, who was permitted by the GMC to be appointed a Senior Registrar and gets from the Accused a much fouler report than Alani, was taken as a great authority.   The appointment of  bogus doctors was to the gerontocracy welcome and convenient and protected them from being Found Out.

Particular posts were particularly suitable for bogus doctors and bogus doctors to such were appointed.   Thus Alami was appointed to a post in dermatology at Alder Hey for which the more relevently qualified Accused was refused.   A locum house officer in dermatology, if  he has any duties at all, is employed to prescribe hydrocortisone ointment to all patients - which is only slightly more difficult to learn and slightly more effective than prescribing tranquilliser and ECT to all allegedly psychiatric patients,  Alani, as a bogus doctor, should not have asked to perform paediatric emergency duties.  That is where the mistake had been made.  Bogus doctors were to do no work and be protected (and they in turn protected their patrons) whereas real doctors did the work, got the blame and were sacked.  Alani is unlikely even to have set eyes on a drip, let alone a paediatric drip.  He was middle-aged and could not be expected to cope with such unfamiliar specialised techniques.  He was not provided with a nurse able to or prepared to perform his duties on his behalf.  According to the Accused's assessment Alani had previously never set foot in a medical school or medical hospital - though this claim appears also in the Accused's poisonous tirades against Ezzat which are so extreme as to justify scepticism - and even the Accused gives good reports to the majority of  these Arab doctors.  The Accused claims that a doctor has to learn to control himself and improvise when facing unfamiliar situations with which he feels he cannot cope - and the doctor who is earmarked for survival, such as the bogus doctor, is usually shielded from such situations.  Alami might well have panicked when asked to perform these unfamiliar duties.  There may be situations in which the power of  the medic personality as opposed to medic skill is not enough.  However, although paranoid schizophenia is not typified by acute visual hallucinations, poisoning with hyoscine, the traditional secret service drug and popular in the more Easterly countries, is so - so that babies would have appeared to be threatening monsters.   An investigation has to establish why there was a knife accessible when Alami suffered from his acute psychosis and for what purpose.   Alani was judged unfit to appear at his own trial and instead sent to Broadmoor without telling his story.  Was he then, as happens, dozed with tranquillisers so that he would be unfit to stand trial and would not blow any whistles?

According to this line of  reasoning, the Chief  Medical Officer's claim that Alami suffered from a psychosis was a fabrication.   The diagnosis of  "paranoid schizophrenia", the Accused claims, was frequently invented by psychiatrists employed by the Ministry of  Health in politically sensitive cases - but then British psychiatry was so far divorced from Science that perhaps they knew no better [The Accused claims that very definitely they did know!].  The gerontocracy had to silence the Accused not merely to protect Slorach but to protect the entire hierarchy of  Military Officer Class Public School Boys.  Those who headed the witchhunt were those responsible for the deliberate policy of  recruiting bogus or incompetent doctors who would not blow any whistles or undermine their politics.   They had supposed that the hospitals on the closure list and its doctors would vanish before anyone found out!   To protect themselves and not the Public,  those responsible then ordered a witchhunt of  psychiatric kangaroo courts directed not against the bad doctors but against the few good ones in such hospitals in a position to blow whistles and the Central Kangaroo Court, the General Medical Council's Health Section was set up and operated by the very people who should have been indited.

The Acused had tried to find some way of  contacting Dr Reid before he left Carlton Hayes, was unable to do so but informed that Dr Reid was fully aware of events and not inclined to intervene.   In l978 Dr Reid wrote to the Accused that she knew knew nothing about the incident involving Mrs Beasley nor why the Accused had departed from the hospital.

Shortly after that the secretary of  the Regional Board informed the Accused that he had been dismissed by not the 'consultative committee' but 'medical advisory committee'.   They however were unable to confirm whether Carlton Hayes had such a committee or whether in fact he had been dismissed by such a committee or anyone.  The information had not been queried. 'Medical Advisory Committee' is a concept similar to that of  Carlton  Hayes' 'Consultative Committee'.  It signifies power without responsibility,  a collection of  consultants who do not actually involve themselves in the work, are too proud to communicate with those who do and victimise them instead.   It is an arena for the psychopath, insanity or irrational prejudice and for the excessive consumption of  alcohol and the paranoid delusion.   According to The Accused, however, whatever name be given to the entity it was Drs Slorach and Dr Lowe and it was from Drs Slorach and Dr Lowe that the patients and public needed protection.

Because of  this conspiracy attributed to Slorach and Lowe, to cover up what was going on in Carlton Hayes and in the National Health Service, the Accused was to be victimised for the rest of  his life...victimisation that it might be considered miraculous to survive.  Eventually, twenty six years later,  in l998, on the basis of  fabrications, without a single plausible item of evidence being produced against the Accused despite a frantic search for it over a quarter of  a century,  the Accused was to become the first doctor ever to be permanently deregistered by the General Medical Council - by the section of  the General Medical  Council that is claimed to have been set up for the purpose of  this cover-up.   These people were given this power, on behalf of  the public, by the government in the l978 Medical Act.
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