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Further discussion of  Professor Sagittarius’s views on the l888 Whitechapel Kipper Mishaps:  George Orwell’s linguistic theory:: case histories of Dr Jones and Paul Clarke – and Beverley Allitt

Miss Minerva Miniskirt recently reported the gist of the inaugural lecture of Sir Sagittarius Fantasticus,ace raconteur and Professor of Pommie Studies at Delmonte University, Montmandie - which discusses the accidental deaths of a collection of local hysterectomised entrepreneuses found lifeless on the pavement of Brick Lane in Stepney in London in the year l888. Sir Sagittarius’s findings have met some unexpected criticism from the mouth of Ms Lila po Lune, Professor of Sociology. Before Ms Miniskirt can give an account of this criticism, however, she is obliged to acquaint students with some elementary psychiatric theory.

Miss Minerva Miniskirt, who holds the apparently incompatible offices of Press Officer of the International Joan of Arc Office and Minister of Truth to the Free Colombian Federation (M.C.L)recollects that she has recently referred to the methodology of controlling populations by amalgamating within language used numerous different or incompatible concepts - as described in the classical texts by Mr George Orwell and the Mad Monk (Director of the International Joan of Arc Office since its amalgamation in l990 with the Intercrook International Counterintelligence Agency). This can be done by limiting the number of words in use or by treating different words as synonyms. When a word includes both its historical meaning and its opposite that word is commonly preceded by an emotive signal such as ‘fucking’ or ‘severe’ (‘a severe psychosis’ in GMCspeak being no psychosis at all), this signal representing not only the inner repressive forces against comprehension or admission of the absurdity but also the threat that is implied against any in the audience who doubt the validity of the language or logic.  

Medical students in the Royaume Unie are famed for their rigorous training in that country’s medical schools and on qualification can be guaranteed to be aware that ‘heart attack’, ‘heart failure’,‘collapse’, ‘assassination’, ‘cessation of heartbeat’, ‘arrhythmia’, ‘faint’, ‘unconsciousness’ and ‘death’ are none synonymous with any of the others. As soon as they enter service in that country’s National Health Service, however, these terms andothers immediately become synonyms. This has proved very useful in the standardisation and maintenance of uniformity in treatment methods and improving that country’s voluntary euthanasia rate. As explained by the Mad Monk, the absolute predictability of sequences of events in ‘normoranic systems’ or the worlds of Experts removes the distinction between accusation, guilt, punishment or treatment and these also become synonymous (so that, for instance, ‘schizophrenia’ is synonymous with ‘treated with tranquillisers’ and ‘effect of tranquillisers’) - so that ‘voluntary euthanasia’ becomes synonymous and indistinguishable from ‘ collapse’ and it synonyms. The great improvement in the voluntary euthanasia rate this has engendered is consistent with the policies of the utilitarian Degeneracy Theorists which Mr Orwell describes and permits the rapid elimination of the useless and saves the NHS considerable expense. A standard treatment method of treating the synonymously regarded entities is robotically performed ‘resuscitation’ - which is no less effective on the dead than when administered to those with synonymous diagnoses. Those spared resuscitation are, to avoid complaints by journalists who object to dead bodies littering hospitals,immediately shoved into the fridge - which has the same outcome and can be regarded as a synonymous treatment. The classical case is the assassination of the Mad Monk’s mother, for which the l995 onwards hounding of the Mad Monk by the General MedicalCouncil is believed to have been a cover-up.

 Another typical case is described in the volumes of the Mad Monk’s memoirs, ‘Pictures in the Attic’ which are currently published on http:// www.geocities.com/intercrook/GMC.html - big letters for GMC. Dr Jones, Medical Assistant at Carlton Hayes Hospital, was noted for a previous liking for alcohol. In this medical-student like youth he was found lying ‘unconscious’ outside his front door. Because, presumably, the diagnosis of alcoholic fugue is forbidden when the patient is a medic, he was branded as having suffered ‘heart failure’. Once something is written down in casenotes, it never goes away and fictions become decorated and amplified. Dr Jones was thenceforth treated with the drug digitalis, even though there was not then or ever any evidence of heart failure beyond the supposed history of a ‘collapse’. This happens a lot. But the treatment might then cause arrhythmias or changes in the electrocardiograph which are interpreted as confirming the diagnosis (because the diagnosis is assumed). This mistake had been made also by,GPS who had previously treated several of the Monk’s elderly patients (possibly when such GPS were employed as the equivalent of part-time House Officers in the hospital).  The patients when once locked into the Asylum and out of contact with qualified doctors were kept on the digitalis permanently, on the original dose, even though in their advancing years the dose would then have been too high even had there been any reason for the drug. Those condemned to work permanently within asyla in some respects shared the fate of what were termed ‘patients’. In the case of Dr Jones’, which had never been reviewed by cardiologist, not merely did GPs prescribe digitalis, which, according to textbooks should be prescribed at least initially under the supervision of a cardiologist, but they jumped on the current bandwagon of prescribing the diuretic frusemide. A person suffering from symptomatic heart failure may accumulate fluid in the tissues and a diuretic may be used to get rid of it. It may merely have been that frusemide was conventionally prescribed in doses which were equivalent to several times of its elder sister, chlorthiazide, but according to medical school teaching this drug was an exceptionally powerful diuretic to be used in the treatment of acute failure and not as a prophylactic. Medical schools taught also the further caveat - that it is necessary to provide potassium supplements to when using this drug- and that without them there is a danger of potassium depletion. This in turn would reinforce the effect of the digitalis, which when administered together with an antiemetic (typically, hyoscine) is a standard precipitant of voluntary euthanasia regular used, with without full awareness by doctors or on patients on geriatric wards. One day the news spread in the hospital that Dr Jones had had a ‘heart attack’ and had been taken to the Leicester Royal Infirmary Casualty Department with a heart attack (the term being used here as if it were synonymous with ‘heart failure). Since the belief in existing ‘heart failure’, despite the lack of evidence, was established, this generated little scepticism. The Mad Monk, however, did not suffer from the normal and required psychology of a medic. He asked further. It turned out that the symptoms of this ‘heart failure’ or ‘heart attack’ were abdominal pain and diarrhoea - that is to say, gastroenteritis. The ambulance men knew however that this was heart failure because they were immediately told that Dr Jones had a ‘history of heart failure’ and the Casualty Officer knew that was the diagnosis because he was so told by the ambulance attendants. It occurred to the Mad Monk however that this combination of digitalis and frusemide was likely to be particularly dangerous if there was further electrolyte depletion on account of diarrhoea. The Mad Monk did not suppose that his colleagues were necessarily overperceptive and particularly so those who tended to be found in Casualty Departments - and there were robot routines used in treating ‘heart failure’ and ‘heart attacks’ which resembled and were conducted with as much thoroughness and lack of imagination as ‘resuscitation’. This had occurred, though the Mad Monk’s informants had not heard of digitalis or frusemide having been administered in the Casualty Department. The Accused, who had no motor car, asked a more senior colleague Dr Landa, who understood the fears which The Mad Monk was expressing, to travel down to the Infirmary in the hope of averting voluntary euthanasia.  But  Dr Landa arrived too late.

In later volumes of the Mad Monk’s memoirs yet to be published there is reference also to the Monk’s chess club colleague Paul Clarke. Paul had been mugged when sixteen years old, on the way to a county chess match while waiting with other team members on a platform of Leicester’s London Road Railway Station.  Had the Mad Monk, who was aware of the dangers imposed by Casualty Departments, he would perhaps have neutralised the gut reaction of transporting such victims to such a place.  But the Mad Monk was not there and he was taken to the Leicester Royal Infirmary Casualty Department and there administered an anticonvulsant – phenobarbitone (emphatically condemned by the Mad Monk’s CarltonHayes’ colleague Dr Benedito, who believed it causes ‘epilepsy’). Why was Paul administered phenobarbitone, regarded in the RU, even if not in Spain, as an anticonvulsant, when fully conscious and without the report of any convulsion? The likely explanation is that the Casualty Department followed a dogmatic routine. Because he had been mugged he was classified as ‘? Head injury’ (pronounced ‘query head injury’. There is no reason to suppose he suffered from a head injury - but some people who are mugged get head injuries and he might have..”.  This was, in fact, from the point of view of lawyers, the only risk which the Casualty Department faced – and medical services are not always adapted to doing absolutely nothing. So ‘might have a head injury’ was treated as ‘has a head injury’. A possible short term consequence of a head injury is a convulsion. A possible long-term effect is a subdural haematoma, which may induce convulsions. Convulsions are taken by some to be ‘epilepsy’ (a chronic susceptibility to convulsions).  So Paul came to labelled as having ‘epilepsy’ through a series of phobias being taken as realities.  The usual mechanism whereby this occurs is for the spurious diagnosis or diagnosis preceded by an ‘?’ which then evaporates or the significance of which is forgotten is established in a short note or letter sent to the patient’s General Practitioner or the patient or relatives pick it up and then transfer it to future doctors, with possibly additional supposed evidence which becomes built in.  It is unlikely that treatments in casualty department that are aimed at unlikely consequences which, if they occurred, might stimulate lawyers – but Casualty Officers are assumed to none to bright or else nominal decoration while inexperienced nurses do the work and they are programmed with algorithms which are intended to save committees from medico-legal embarrassments. If complications ensure nevertheless, the Casualty Officer can be blamed. Doctors get little sympathy for doing nothing, even though that is usually the best treatment, and consider unnecessary or excessive treatment to be compulsory.

It is likely that the patient was expected to be administered the ‘prophylactic’ anticonvulsant for no more that two weeks, but that this intent was omitted from the letter to the General Practioner and that a permanent ‘diagnosis’ and treatment ensued. Phenobarbitone induces electroencephalogram tracings similar to epileptics and patients receiving phenobarbitone may have epileptiform fits if the drug is withdrawn.  This may lead to a misleading confirmation of the erroneous diagnosis.  As in the case of schizophrenia, the treatment causes the disease.

There was subsequent ‘proof’ of epilepsy in that his mother on a subsequent occasion found ‘having an epileptic fit’. From the point of view of scientific inquiry, this cannot be regarded as proof. All that is known about this is that Paul said that his mother found him unconscious. This proves nothing either way since the next Casualty Officer would be told by the mother that Paul was an epileptic who had had a fit - and he would automatically have assumed this to be true and then recorded it as what would then forever be taken to be a fact on the treatment card. By this stage also the doctors would be so convinced and so afraid of lawyers that they would not risk doubting the diagnosis or withdrawing the treatment.

Paul in the mid-l980s became prone to forgetfulness and compulsive behaviour and other phenomena which if unchecked precede the diagnosis of schizophrenia. It is taboo for psychiatrists to look for causes. At Carlton Hayes doctors were employed who had no background to enable them to produce alternative explanations. In the Mad Monk’s view it was desirable first to look for causes - and this chronic dosage with phenobarbitone certainly provided a possible explanation. The diagnosis of epilepsy on the basis of the history was hardly tenable. Paul however insisted that he had epilepsy and did not wish it to be thought otherwise. The Mad Monk therefore resolved to say no more but was then embarrassed by Paul quoting his views to a psychiatrist (Dr Norman Kaye of Carlton Hayes). So Paul became a schizophrenic.

It may be that Paul Clarke did suffer from epilepsy and then from schizophrenia in a scientific rather than sociological sense. However, suddenly it has been revealed that Leicester has not had, as was generally supposed, a top expert and specialist in epilepsy.  Experts tend to diagnose more cases of their pet disease than others and the abundance of epilepsy in Leicester is not attributed to this doctor having supposedly been an ‘untrained amateur’ who produced numerous misdiagnoses. The solution to lack of imagination is always claimed to be lack of training by equally imaginative self-appointed others, such as those who sit on committees.  However, familiarity with numerous cases is the only source of expertese – though this has the possible complication of a standard procedure implimented ab initio with no scepticism setting up a spurious apparition of correct diagnosis – of the effects of treatment becoming indistinguishable from the disease.

This unfortunate doctor, or the local health trust, has now been sued by numerous lawyers and has been condemned by the General Medical Council. ehas now been sued by numerous lawyers and has beencondemned by the General Medical Council! We do not however know whether Paul was one of his patients, though, if the current view is correct, there has been a long term failure in Leicester to distinguish between epilepsy and the effects of diagnosis and treatment.

Also,those who are accused of a disease (typically so with schizophrenia) become socially and economically dependent on it .. and their relatives become dependent on belief in the diagnosis. The doctors,relatives and drug company become the priests of a dogmatic religion for which the drug company sets up a club (to which patients, doctors and relatives belong) to which club it administers financial support and free gifts.  Nowadays a number of schizophrenics with histories similar to that of Paul and, typically, those ‘schizophrenics’ who have never had any symptoms beyond dependency on the disease and unemployment (the regular fate of doctors’ children who become neither doctors nor homosexuals – a phenomenon explained in the memoirs) have been allocated by the drug companies a new syndrome and club, Asberger’s (or. according to Mr Microsoft's spellchecker, Absorber's) Syndrome or some such name. They are now no longer disgraced with ‘schizophrenia’ but retain the care of some drug company with an Absorber’s Syndrome Society and do not find themselves in a socially and economically untenable position because their dependency on schizophrenia has been exploded. It is a like a Muslim becoming a Jew - the same religion but a different church.

Ms Minerva Miniskirt has also drawn attention to the case of the witch of Grantham, Beverley Allitt, the evidence against whom was utterly ludicrous. Lawyers get their medical theories from detective stories and do not understand hospital administrative procedures. Grantham Hospital was in the same region as the Carlton Hayes and Nottingham Children’s’ Hospital which the Mad Monk describes in Pictures in the Attic,in the published chapters. Grantham at that time was also on the ‘closure list’ and its paediatric department catered for ‘social’ cases while acute medicine was practiced in the Queen Elizabeth’s Centre in Nottingham (or supposedly so). It was common for staff to be employed on such wards who could be readily discredited - against whom there was already discrimination or prejudice (which could be interpreted by lawyers as ‘the warning signs’). They could be readily given the blame if necessary and, if they shot their mouths off they could be discredited. Beverley was a local girl and believed to be Lesbian. Such hospitals are prone to a collective mass neurosis or hysteria caused by the fear of being Accused, Blamed or Found Out. There were one or more ‘unexplained death’ in the hospital, which led to mass paranoia, particularly on the part of the committee, which conducted witchhunts -particularly against Allitt - and ordered that patients who ‘collapsed’ should be finished off with draconian versions of ‘resuscitation’ - ripping outribs, massaging the heart and injecting drugs directly. Doctors have to ignore the stupid orders of committees - but in this case, Beverley, when the patients suffered from febrile convulsions, the commonest cause of ‘collapse’ in such patients, yelled for the cardiac resuscitation team, who then finished them off. There was no medical examination or diagnosis. All forms of ‘collapse’ were taken as equivalent and this became a mechanism for improving the frequency of volutary euthanasia in a target population. The mass neurosis of hospitals is known as ‘Munchausen’s Syndrome’ -those who accuse and have power, suffer from hysteria with psychotic delusions which are landed upon an innocent victim. The same happens when a victim is accused of schizophrenia. The victim is the ‘scapegoat’ or ‘proxy’ who takes upon him/herself the guilt of her superiors.

Patients and their relatives and other committed and other parties become very emotionally insistent that diagnoses are correct, even where scientists might feel some scepticism or the diagnosis is not one which scientists wish to have in their vocabulary, even where there appears nothing to be gained from the diagnosis and that a normal life could be led without it.  It may be that the assumption that socio-economic circumstances permit an alternative mode of survival is incorrect. There exist also dramatic reversals of what were once very securely guarded beliefs, as in the case of Munchausen’s Syndrome, Asparagus Syndrome, measles vaccination and the Leicester epilepsy diagnoses. Nowadays such religious reformations are accompanied by lawyers, compensation claims and the formation of new clubs. Doctors find such sociology embarrassing since they are on the side of the patient and employed to compound what, whatever the cause, is misfortune. Acceptance of self-interest facts in the generation of syndromes runs the risk of ignoring what in scientific terms really are diseases with non-sociological causes.  Nevertheless syndromes do appear to become organised, however ‘genuine’ they may be, in accordance with sociological laws and where there is an economic incentive for nobody (as may have been in the pre-l978 cases of ‘AIDS’ reported by the Mad Monk) a syndrome may overlooked.
