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Constraints on Consultants
The consultant's right alone to decide on the line of treat-
ment for his patients is fundamental to the concept of medi-
cine as a profession, so that any suggestion that this right
might need qualification deserves the most careful examina-
tion. This is, however, the major issue raised by the report'
of the investigation into medical and nursing practices at
Napsbury Hospital published last week. Sadly, medical men

have become only too familiar with investigations into ill
treatment and neglect in mental hospitals; but this latest
inquiry had nothing to do with brutal nurses assaulting
patients. Instead it was concerned with complaints that arose
from a philosophy of treatment introduced at the hospital,
undoubtedly carried out with the best possible motivation
and with enthusiasm and dedication, but one which never-
theless caused grave disquiet both within the hospital and
among patients' relatives outside it.
Napsbury Hospital is a traditional asylum, standing in

well-kept and beautiful grounds, and looking after 1,300
patients. The inquiry was concerned with only a small part
of the hospital, that run by one of the consultant psychia-
trists, Dr. R. D. Scott. In the late 1960s he introduced a

new approach to the treatment of patients with schizo-
phrenia based on the concept that their mental state was the
result of a crisis in family or interpersonal relationships and
that involving patients and their fqmilies in confrontation
situations could lead to better understanding and prepare
the patient for return to life in the community. The aim of
treatment was progressively to hand back to the patient the
responsibility surrendered at his admission. This implied
withdrawal of conventional nursing care, so that patients
were expected to make their own beds, wash their dishes,
serve their own meals, and to keep the ward clean. Almost all
the complaints made about the hospital were concerned with
consequences of this therapeutic approach-"alleged dirty
and unhygienic conditions, broken windows, neglect of
patient-care, abrupt withdrawal of drug therapy leading to
deterioration, and harsh attitudes by medical nursing staff
towards patients and their relatives. Other complaints were
made that patients who appeared to need further hospital
care were either refused admission or discharged from hos-
pital; relatives were refused interviews with the doctors unless
the patient was also present, and abrasive confrontations
took place between patients, relatives and staff."
Many of the nurses and doctors in other parts of the

hospital were unhappy a-bout the treatments used in Dr.
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Scott's wards, while the physical conditions in one of the
wards deteriorated to a level "which should not exist in an
N.H.S. hospital." A few of the patients discharged from
hospital were rejected by their relatives and apparently lived
rough in the hospital grounds; in other cases the relatives
thought the treatments were cruel, unjust, and even out-
rageous. The attitudes of the hospital staff seemed to have
discouraged direct complaints, and worried relatives often
wrote to their M.P.s or the Secretary of State, which resulted
in long delays before their letters were answered.
The analysis by Dr. R. R. Bomford and his colleagues of

these complaints and their causes is balanced, clear, and
constructive. Their report stresses that Dr. Scott, himself
an enthusiast, attracted a team of equally enthusiastic doctors
and nurses to work for him. He functioned, they say, "both
as an innovator and an enabler, and attempted to implement
up-to-date and generally accepted clinical policies, as well
as some less orthodox ones. Although one may not agree
with all his methods, his energy and professional zeal com-
mand respect. . ."

What, then, went wrong? Firstly, Dr. Scott and his team
seem not to have realized the importance of explaining the
purpose of their therapeutic approach either to the rest of the
medical and nursing staff of the hospital or to the patients'
relatives. Within the team great efforts were made to explain
the project and to support members of it when they became
anxious about the methods used; but apparently no dis-
cussions or meetings took place with other clinical teams.
There was little movement of junior medical staff between
firms, and the inquiry team was told "Dr. Scot-t does not
have nurses, he has disciples." The treatment policy also
seems to have been applied in an inflexible manner, with
the result, says the report, that there was at times a seeming
lack of compassion and of respect for the rights of patien,ts.
Overall, it seems that it was not so much what was done as
the way in which it was done that was open to criticism.
These unfortunate events have important implications for

the future, as the report makes clear. Mental hospitals have
a particularly high responsibility to the community to en-
sure that their patients not only receive proper treatment
but are seen to be receiving it. There is a movement within
mental hospitals at present for greater use of programmes
of behaviour modification, and there is a strong case for
supoorting the report's recommendation that the Department
of Health should ask the Royal College of Psychiatrists, the
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Royal College of Nursing, and the British Psychological
Society to set up a joint working party to formulate ethical
guidelines for the conduct of such programmes. Another
point made in the report is that when an experimental form
of treatment is introduced it should be possible for general
practitioners in the area served by the hospital to refer
patients for conventional treatment if they would prefer it.
Perhaps the most important lesson of the affair, however, is
that clinical consultants should not work in isolation. The
Cogwheel system of divisions was intended to encourage the
development whenever possible of a clinical concensus with-
in a hospital. The medical audit system used in many parts
of North America is not readily applicable to the National
Health Service, since the sanction of temporary withdrawal
of hospital privileges has no parallel within a salaried state
service. Hospital ethical committees, multidisciplinary meet-
ings, and clinicopathological conferences can be effective in
achieving the same sort of critical examination of therapeutic
regimens; but they require an atmosphere of mutual trust
and respect. The first step is to encourage more discussion
among consultants of their differences in approach to diffi-
cult clinical problems.

1 Retort of the Professional Investigation into Medical and Nursing
Practices on Certain Wards at Napsbury Hospital, nr. St. Albans.
London, H.M.S.O., 1973.

Immunological Aspects of
Osteosarcoma
The general experience of the treatment of osteosarcoma in-
dicates that surgery is still the method of choice. However,
the results have shown little improvement during the past
30 years, and the five-year survival rate is likely to be only
between 5 and 20%. If treatment is to improve, a better un-
derstanding of the disease is needed, and in this respect
immunological studies are bringing to light new ideas about
this tumour.
Evidence now accumulating strongly suggests that osteo-

genic sarcoma is to be included among the growing list of
neoplasms, such as melanoma, neuroblastoma, and Burkitt's
tumour, that possess specific tumour-associated antigens. Re-
cently C. A. Reilly and his co-workers' have used an in-
direct immunofluorescence test to demonstrate the presence
of antibody in the serum directed against sarcoma-specific
antigens. They found that 57 of 58 sera from patients with
osteosarcoma reacted with sections of human osteosarcomas,
while only two of 24 sera from healthy persons reacted with
the tumours. Furthermore the sera also reacted with
osteosarcomas raised in hamsters by injecting cell-free ex-
tracts of osteosarcomas into newborn animals. F. R. Eilber
and D. L. Morton2 have shown that antitumour antibodies,
as well as occurring in the sera of patients with osteosarcoma,
can be detected in the sera of the patient's healthy relatives
and close associates.

Both these groups of workers suggested that this evidence,
which is backed up by appropriate negative controls, indi-
cates that human osteogenic sarcoma may have a viral
aetiology. At present it is too early to say whether this
theory will be substantiated. The recent history of cancer
research is punctuated with claims that a variety of human
tumours have a viral actiology. The present state of thinking

on the likely role of herpesviruses in Burkitt's tumour and
nasopharyngeal carcinoma3 shows the complexity of the
problem. But that should be no deterrent to following up
this lead, though clinicians may find the story will take some
time to unfold.

Already trials have been made to exploit the antigenicity
of the osteosarcomas as a basis of i-mmunotherapy in sup-
port of primary surgical treatment. Last year B. Marsch and
colleagues4 described how they extracted tumour-specific
antigen from osteosarcoma and raised antibodies against this
material in rabbits. Fluoresceine-labelled antibody showed a
preferential binding to osteosarcoma cells when injected into
tumour-bearing patients. They were unable to modify the
course of the disease by immunising the patient with the
tumour antigen or by passive immunotherapy, though they
believe the quantity they used may have been too small.
They also reported the preliminary results of an attempt to
raise allogeneic lymphocytes sensitized against osteosarcoma
cells. The method was to take small pieces of tumour from
the donor at the time of primary amputation and implant
them into a recipient, usually suffering from disseminated
osteosarcoma. Fourteen to 21 days later, when the implant
was being rejected, leucocytes were collected from the re-
cipient by leucophoresis and transferred into the donor. The
authors considered that these sensitized cells might be able
to attack tumour cells before they in turn were destroyed
by the host's immune defence, and that the passive
immunity might be perpetuated if a transfer factor was re-
leased at the time of killing of the tumour cells. As yet the
follow-up period is too brief to know whether it has in-
fluenced the course of the disease.

Osteosarcoma is a disease in which entirely new con-
cepts in therapy are required, though it is clear from ex-
perience of other forms of malignancy that immunotherapy
as it is practised today is still an unproved remedy.

I Reillv, C. A., P-itcbard, D. J., Biskis, B. O., and Finkel, M. P.,
Cancer, 1970, 26, 603.

2 Filber, F. R., and Morton, D. L., Cancer, 1970. 26, 588.
3 Oncogenesis and Herpesviruses, ed. P. M. Biggs, D. de The and L.

N. Payne. Lvon, W. H. 0. International Agency for Research
on Cancer, 1972.

4 Marsch, B., Flynn, L., and Enneking, W., Yournal of Bone and
Yoint Surgery, 1972, 54a, 1367.

Tuberculous Peritonitis
and Laparotomy
An association between active pulmonary tuberculosis and
preceding abdominal surgery has been reported,'-5 though
the statistical evidence for it has never been strong. Loss of
weight and debility after gastrectomy or other major opera-
tions have been held to lead to reactivation of old lesions or
to new and active primary disease,1 2 but in many instances
an interval of several years between the operation and the
tuberculosis casts doubt on any association other than co-
incidence.
The evidence that tuberculous peritonitis may follow

laparotomy is scantier but perhaps more convincing. In four
cases recently reported tuberculous peritonitis followed with-
in 8 to 12 weeks of laparotomy carried out for other intra-
abdominal conditions.6 The authors cite several similar cases
from the literature, and speculate whether the association
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