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MEDICAL PRACTICE

Contemporary Themes

Clinical responsibility: II Where does the patient stand?

On 7 and 8 October the BMJ held a tape-recorded conference in Pangbourne on clinical responsibility. We published an edited report on the
first part in last week's issue (p 1584). WVe print the second edited report, together with the third working paper, below. The sessions were

chaired by Mr Barry O'Donnell and members of the BMJ editorial staff.

Working paper

When did you last see your psychiatrist?

ANTHONY W CLARE

British Medical Jouirnal, 1977, 2, 1637-1642

I published a book recently which, among other things, expressed
several mild criticisms of psychiatric practice. Subsequently, I
received a positive barrage of unsolicited support from all sorts
of disgruntled and dissatisfied customers of the finest Health
Service in the world. Leaving aside those authors who wondered
why the NHS failed to provide acupuncture or courses in Zen
Buddhism for recurrent reactive depression, most of the rest
were preoccupied with the apparent difficulty encountered by
many patients in actually seeing let alone talking to their
doctors.

Perhaps patients are too doctor-orientated and should be firmly
discouraged from seeing the 10-minute chat with their medical
guru as the high point of their hospital week. "The medical
model," it is said portentously, "encourages infantile dependence
and fantasies of parental omnipotence. "Yet I suspect that in
such an interpretation there lurks more than a touch of desperate
rationalisation. Time and manpower are in short supply. Trust
the psychiatrists to make an interpretation out of it.

Despite the fact that less than 5 " of the mentally ill in the
population penetrate the barriers surrounding specialised
treatment and see a psychiatrist (the huge bulk of the iceberg
being treated by GPs with or without the help of other members

of the primary health team), the burden on the hospital services
is very great. When Professor Gerald Russell of the Royal Free
Hospital laid out a theoretical timetable' for the week of the
average consultant psychiatrist (based on 1971 manpower
figures-the position has since improved a little) he estimated
that the psychiatrist could spare one hour for each new outpatient,
15 minutes per week for each follow-up outpatient, 30 minutes
for each new inpatient, and 30 minutes per week for reviewing
each established inpatient. Even so, the poor long-stay patient
was lucky to get five minutes per week. Admittedly these were
figures for the consultant's time and did not allow for the amount
of time available for the patient to be seen by the junior doctor,
nurses, social workers, occupational therapists, etc.

I don't know how these figures compare with other branches
in medicine. Perhaps comparisons are inappropriate, for there is
no other branch of medicine in which the amount of time
available for discussion between patient and therapist is so
crucial to treatment and, presumably, to outcome. So it would
seem that even if there were no other reasons available on
manpower and time grounds alone it is inevitable that patients
are going to see professional people other than doctors in the
course of their stay in hospital.
To what extent is the trend towards multidisciplinary work

the result of staff shortages and lack of facilities ? Not very great,
in my opinion: more important in this development has been the
growing realisation that while the doctor's task is still crucial in
the diagnostic assessment of a patient's case and in outlining
possible treatment there are other factors. Let me list them: the
need for skilled social workers to take part in the social manage-
ment of patients; for nurses to provide a positive therapeutic
milieu within-and in some cases outside-hospital; for occu-
pational therapists who can provide more than gymnastics and
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basket weaving; for psychologists, whose new-found behavioural
skills make them a most valuable addition to the clinical team.
These needs have been largely determined by the theoretical
advances made in the understanding of the nature of mental
disturbances and their treatment.

Lack of skilled resources

But have we the skilled resources in these various areas ? I
do not think we have. While we are preoccupied with outlining
elegant models that show how this primary health care team or
that multidisciplinary group can function, the position of the
professionals we expect to participate in such teams remains
chaotic and in some cases worsens by the hour. If we take the
social workers, what I am saying becomes instantly clear, for
well over half of those available are untrained. Of the remainder,
few receive adequate instruction in matters of mental health.
If any defence is made, and these days fewer and fewer people
are prepared to defend this disgraceful state of affairs, it is that
social workers have enormous demands in other areas-child
care, the physically handicapped, and the elderly. Yet the social
workers have statutory duties regarding the mentally ill which
involve them in the most delicate activity of all-namely, the
compulsory certification of mentally sick people. This interface
between medicine and social work is difficult enough to control
when both participants are skilled and knowledgeable about what
they are doing. It is potentially disastrous when one or other of
the participants is fundamentally ignorant about the problems.
So, not surprisingly, when a general practitioner or hospital
doctor is confronted not only by a psychotic patient but also by
a social worker who seizes that moment to reveal that she (or he)
does not believe in mental illness the opportunities for effective
and positive interdisciplinary work founder in a welter of
recrimination and bitterness. Furthermore, while such an
attitude can at least be tolerated in someone who knows the
basic assumptions made in medicine about psychiatric dis-
turbances, it is grotesque and arrogant when made by someone
who often admits to knowing nothing about them whatsoever.

Regrettably, such a situation is not peculiar to problems of
committal between doctors and social workers. It is common to
most of the problems that occur between the various pro-
fessionals working in the hospital team. Some aspects of such
disagreements are inevitable and part of the reality of many
cooks making broth. But others occur because, while there may
be considerable disparities in the age, experience, skills, and
attitudes of the various cooks, some of them assume that they
all have an equal say, power, and responsibility when it comes
to such crucial questions of what to put into the broth and how
to stir it.

Indeed, my experience of a primary health care team in action
suggests that disagreements over who runs the team and who
makes the final decisions are most often seen when the team is
seriously skewed: that is to say, when some crucial member or
members are insufficiently trained or skilled in the problems
confronting the team yet expect to wield significant power in
making decisions. In short, the answer to social workers who
lament the fact that doctors wield too much influence is the
somewhat brusque one of "get yourselves properly trained and
then see what happens."

Clinical psychologists an instructive example
What has happened with clinical psychologists is an instructive

example. They are a group who have developed impressive
skll i thekl ma"nagemer,nt- of ce-rtain typesQ of patie-nts, and in fthese

areas they are becoming more confident, more assertive, and,
in my view, more influential. But one consequence is that it can
now be difficult to find psychologists who will perform other
tasks, such as cognitive or personality assessment.

This highlights another aspect of the training of the various

professionals in multidisciplinary teams: the fact that few if any
of the participants share in each other's education. While we
expect doctors and social workers to work together, we organise
them so that they are administered quite separately. They work,
outside hospital, often far apart in different geographical
locations; they speak a different language-doctors refer to
patients and treatment, while social workers manage clients;
they are trained in virtual isolation from each other, and yet they
are suddenly expected to meet, share, and collectively make
decisions in an area of utmost subtlety and difficulty. Is it not
a miracle that there is not more conflict, incompetence, or
antagonism ? How might we change this deplorable state of
affairs ? Nothing like the same divisions exist between doctors
and nurses, or between doctors and health visitors: these groups
share a medical ethos and background and this does much to
mitigate professional differences of opinion.
We return, however, to the question of clinical responsibility,

for while the difficulties attendant on it are eased when all those
participating in clinical decisions are adequately trained and
aware of each other's skills and ideologies they do not disappear.
The Royal College of Psychiatrists have recently made quite a
forthright statement on this issue:

"The legal, professional, ethical, diagnostic, and prescriptive
responsibilities of the medical profession cannot be delegated to a
multidisciplinary group when treating an individual patient. Each
doctor (consultant) must formulate his own opinion whether assistcd
in this process by others or not. Multidisciplinary in this context, from
the medical point of view, is a process of consultation, the final
decision resting with the consultant on matters where the consultant
has the final responsibilities. Similar conditions may apply to other
professions when the central responsibilities germane to these
disciplines are involved."

The problem, which the Trethowan Subcommittee on the role
of psychologists in the Health Services2 wrestled with, is how to
reconcile medical authority and responsibility as exercised in an
overall capacity with the independent professional status of
individuals like psychologists working in the team. The
subcommittee's civilised solution may in practice work-indeed,
it may be working right now:

"Professional independence within a team setting clearly does not
imply an absolute handover of responsibility for the patient from one
member of the team to another. .. If a need is identified for a
particular procedure or programme which the psychologist is best
equipped to apply, it seems to us right that he should be recognised
as carrying responsibility .. for that aspect of the patient's treatment
and care."

Throughout all this, however, there is the assumption that the
psychiatrist will be the conductor who will greatly influence the
identification of this or that need, for this or that particular
programme and procedure. How sure is the profession that it is
producing such a well-rounded and experienced co-ordinator?
And how sure can we be that the psychiatrist of tomorrow will
retain even the most basic of his clinical responsibilities, given
certain of today's trends ? There is incontestable evidence now
that nurses, militant unions, and non-medically trained
individuals are wielding the power of deciding who comes into
and who remains in many of Britain's psychiatric hospitals.
When did you last see your psychiatrist ? is an ironic question
for the growing number of seriously m'entally ill people
currently languishing in prison as a direct consequence of a
growing reluctance on the part of non-medical staff to accept the
responsibility of treating them in the NHS. My own view is that
a pusillanimous and defensive medical profession must bear
much of the responsibility for what is a deplorable state of
affairs.

For those lucky enough to penetrate this new protective wall
around the hospital psychiatric service, "When did you last see
your psychiatrist ?" may soon be replaced by "When did you
last see your team ?" This does not mean that the individual
patient should be lost in a crowd of caring yet impersonal faces:

1638

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.6103.1637 on 24 D
ecem

ber 1977. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 24-31 DECEMBER 1977 1639

he is still able to develop a personal relationship with any one of
the many professionals looking after his care. While I am
unwilling to discard the crucial element in being a physician-
the strange almost mystical relationship that forms the basis of
so much of what we know to be good clinical medicine-I tend
to see it as the fundamental justification. Indeed, perhaps it is
the only justification for the doctor being the one individual
holding ultimate clinical control and legal responsibility. Thus,
ease of access to him by patients remains as crucial now as in
the davs before the multidisciplinary team. Or does it ?

Discussion

DR STEPHEN LOCK (1): Perhaps Professor Dyson would start
by indicating the areas of medicine that have actually lost or are
losing to the unions.

PROFESSOR ROGER DYSON (2): There are some clear examples.
For instance, the bulk of radiologists could not now regain
managerial control of their departments because in most health
districts the district radiographer holds managerial responsibility
apart from the areas that relate quite clearly to clinical responsi-
bility. The problem is the extent to which a multidisciplinary
team can have its managerial and clinical functions divided
between two people. Possibly if you are going to avoid conflict
you have to have clinical and managerial responsibility fused in
the same person.
The position is more complex in pathology, where there are

far more pathologists who exercise managerial control. In
response to a recent questionnaire from the Association of
Clinical Pathologists consultants in about a fifth of NHS
laboratories reported conflicts with their technical staff to the
point of being unable to resolve certain sorts of managerial
problems. The pathologists maintained that this was happening
because of the dramatic change in the ratio of medical to tech-
nical staff; the increasing technical complexity and the introduc-
tion of equipment that the pathologists do not know how to use;
and the growing specialisation among medical staff, which had
slowly eradicated the consultant pathologist jack-of-all-trades
and replaced him by several specialists. These movements were
taking the consultant away from overall managerial control,
leaving the principal technician as the one person who has an
overall role. My interest as a layman is to know whether the
consultant pathologists want to hold their position, or whether
they are prepared to see it erode.
DR ANTONY SMITH (3): There is a value judgment in talking

about erosion rather than evolution.
PROFESSOR DYSON: I'm talking of erosion exclusively in terms

of the management authority of the consultant pathologist. You
can say evolution if you regard it as part of the evolving process
that the consultant should ultimately lose managerial responsi-
bility. What I find difficult to get the medical profession to
answer are two questions. Firstly, is it going to be in the interests
of the patient for the consultant pathologist to retain managerial
control of the laboratory? Secondly, is it going to be in the
interests of consultant pathologists for them to retain control
of the laboratory ? I've learnt one lesson from my current
research: the pathologists will support nothing unless it can be
supported exclusively in terms of the patient.
MR BARRY O'DONNELL (4): That's quality control. If the patho-

logist abdicates the question of quality control of the tests that
come through his laboratory then he is out of one of the most
vitally important areas. He then becomes a technician in
pathology.

PROFESSOR DYSON: But in some areas-for example, Wales-
the technicians have got together to try to ensure that they do
take over responsibility for quality control.

DR JOHN BENNETT (5): In the end the answer is how good
or bad is it for the patient. I don't think we should dig our heels
in, because we are doctors, and say that it is self-evident that
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laboratories should be run by doctors. I think that where a
specifically medical interpretation has to be placed on the results
of a test then you may require a doctor to be in charge. But I'm
not sufficient of a trade unionist to say that we must retain
control. Because the pathologist has become increasingly a
specialist in an increasingly narrow field I think he is sometimes
less well able to carry the managerial role.
DR SMITH: The technicians' very wish to have their own inter-

nal system of quality control is surely something that could be a
very good move, in that this is a sign of a move towards pro-
fessionalism. They will never become professional unless they are
self-policing. They are saying "Look, we are no longer prepared
to go on having the doctor at the top being the final arbiter. We
are big enough and competent enough to stand on our own
feet and set our own standards."

PROFESSOR DYSON: If you see it as part of the evolving process
that the doctor should ultimately lose managerial control then
there is no problem.
DR DAVID GUERET WARDLE (6): If that is so and you carry it

to its ultimate conclusion you might well ask whether there is
any need for a medically qualified person in these areas at all.
DR LOCK: That's just what I am going to ask Miss Winder.

Who does the management in your unit ?
MISS ELIZABETH WINDER (7): The day-to-day running of the

unit is organised by the nurses, on the basis that it was run by
the doctors before us.
DR BENNETT: The goals and patterns were already established ?
MISS WINDER: Yes.
DR ROBERT LEFEVER (8): And the further research is done by

the doctors.
MR O'DONNELL: Yes, research and development is done by

doctors and then passed over, and they move on to another
development area.
MR RUDOLF KLEIN (9): Does it make sense to distinguish

between deciding the rules of the game and day-to-day manage-
ment ? One can quite see that doctors should take part in
deciding the rules because that concerns patient care, but it
doesn't follow that they need have anything to do with the
day-to-day management.

PROFESSOR DYSON: I think that it is because a few technicians
are entering the field of deciding the rules of the game that some
consultant pathologists have started to worry.

Alternative philosophies

DR ANTHONY CLARE (10): Another problem has come from
the growth of groups like the clinical psychologists and the
social workers: do they become professional groups like the
doctors, with colleges and maces and presidents ? Within social
work, for example, there is a tremendous division of opinion:
some see this collegiate ambition as elitist and divisive from
their clients, while others see it as the only way they can become
properly accepted by the public: they will be seen to have
professional standards that are laid down.
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I suppose the medical profession would welcome the pro-

fessionalisation of these groups since they recognise that they've
got a contribution to make, but there is something that worries
doctors, which I detected in the use of words like erosion. As
doctors we may welcome the growth of a group of people with
an expertise and a wish for responsibility; and if they are the
carriers of an alternative professional attitude then we're
reasonably happy. But what if they're the carriers of an alien
philosophy ? For instance, does the new control over radiology
departments mean that there are going to be time and motion
studies, clocking in and out, problems about night cover-a

whole new way of looking at things? Consultants have no

great objection to the technician developing his expertise,
indeed, taking over aspects of management. What worries them
is that the new professionals will take control, use it quite
differently, and base it on a quite alien philosophy to that
underlying clinical medicine.
MR KLEIN: Isn't an important aspect of professionalism

autonomy in work ? We really want to establish a little fence
around where we are working, where no one can tell us what
to do. What we are getting is a multiplication of this aspiration,
reinforced by the fact that in medicine itself one sees the pro-

liferation of different skills. To the extent that things are

becoming more specialised, fewer and fewer people can tell
the people in those specialties, whether they are medical or

technical, what to do. There is therefore a sense among tech-
nicians and others that the doctor has no generalised skills
beyond his own particular area of autonomy.

REVD DR ALASTAIR CAMPBELL (11): To me there's an element
in professionalism that's to do with commitment to service.
What makes me uneasy about current developments in health
care is a feeling that the patient is going to be more and more at
the mercy of a whole new set of vested interests. Not all these
groups acknowledge the concept of the profession in the sense

of commitment to service. We still need profession in this
old-fashioned sense because the patient is vulnerable and needs
protection.
DR LEFEVER: I believe that professionalism in the sense of

doing your job properly is what ultimately leads to helping
others. If you start with the motivation "I'm going to help
you" and don't concentrate on getting your job right the patient
does not benefit. Whereas if you start by saying "I'm going to
get my job right as my fundamental commitment," then the
patient inevitably benefits.
On the philosophical side one enters a major debate between

equality and elitism-are we trying to devise a system where
everyone has equal responsibility or a hierarchical system, where
responsibility is included at each further level as you go up. You
don't lose your earlier responsibility, you acquire more responsi-
bility, but you are able to delegate functions to the person
who took over the job you had before.
DR CAMPBELL: I think the question we are really struggling

with is one of equity. This is not treating everyone the same nor

supposing that because some people are different they are

therefore better, but trying to achieve a society in which
people are treated according to their needs or some other measure
of equity.

Worst of all possible worlds

MR KLEIN: We have been talking as if we are discussing a

phenomenon particular to the Health Service. I don't think we

are. In advanced Western industrialised nations there is a

general trend towards diffusion of power and towards a search
for autonomy by small groups, reflecting partly technical
specialisation and so on. So other professions, occupations, and
would-be professions now want what the doctors have always
had: the power of veto to stop things being done. Many of the
Health Service's problems spring from the fact that when
you extend the power of groups to stop things being done you

BRITISH MEDICAL JOURNAL 24-31 DECEMBER 1977

create stalemate. The doctors, having set the example, are not
very well placed to criticise the other occupations for seeking
a similar set-up. But, on the other side, as well as the power to
stop things there should also be a professional ethos, but here
again the medical profession has enormous responsibility,
because we have had doctors' strikes. You could legitimately
reply that none of the industrial action by doctors has ever been
effective because they are inhibited by their medical ethics.
But I would suggest that doctors are risking making the worst
of every possible world. They are legitimising industrial action,
so playing a new game in which they are bound to be the losers.
They would be wise to stick to their traditional game and argue
that the rules should apply to everyone working in the Health
Service: professional ethics all round.

PROFESSOR DYSON: You talk about sticking to the traditional
game. What is happening in the use and extension of industrial
action is that we are seeing a redistribution of income and power
among groups. Those who are prepared to act in a certain way
are gaining for themselves more power in relative terms. If
everyone behaved in exactly the same way the overall effect
would be nil. It is only the fact that some are prepared to
continue to work in the system despite being increasingly worse
off in terms of power and income that it is worthwhile other
people taking the action they do.
DR CLARE: Let us now move on to psychiatry, which raises

some different issues. We used to distinguish between the
colleagues of a doctor who share his medical ethos and may
be quite familiar with the biological basis of modern medicine
and those who do not. The team problems I see are much more
acrimonious because there is a dispute over the fundamental
basis on which some sorts of decisions are made. Part of the
problem in clinical psychiatry is due to the growth of specialist
groups with increasing competence and expansionist aims. They
believe the part played by the doctor is insufficient, that they,
too, have something to offer, and that at times this offering is
crucial.
There are also negative factors contracting the doctor's power:

for example, it is becoming increasingly difficult to admit into
psychiatric hospitals seriously disturbed patients who are
mentally ill and need treatment-and this is not disputed. The
issue is who should decide whether or not they are admitted.
They may be potentially violent, and the nurses say "We are in
a very vulnerable position, yet we do not admit or discharge
these patients: you do."
Once we start to devolve responsibility among other groups

all sorts of other issues arise. Once, it was merely a case of the
patient's problems demanding treatment from a doctor respon-
sible for him. But nowadays we have also to consider what
happens to the people who are treating the patient, their
responsibilities, their union rights, and their safety-and the
patient's rights often become secondary.

The patient as pawn

PROFESSOR DYSON: You are showing me a different perspective
on a problem I have had to look at-the way in which the nurse
and the doctor are failing to agree. One of the consequences of
recent difficulties has been the setting up of teams to decide
who to admit. These teams consist of a doctor, a nurse manager,
and a nurse trade union representative-it is not just a question
of one professional decision from the nursing field. If this
principle is extended into other areas then the whole question
of treatment will have overlaid upon it the problem that pro-
fessional groups have two different voices-as managers and as
staff side representatives. One of my anxieties is that the patient
is being used as a pawn in questions of the staff's hours of
work, of safety, and of what the staff regard as adequate manning
levels. One side is saying that they will not treat the patients;
the other side is saying that everyone ought to manage as best
they can with the resources that are available. The problem
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is acute in psychiatry, but it is extending to several other
disciplines.
DR CLARE: It is precisely because this form of decision-

making is most developed in psychiatry that it contains warnings
for the future, as well as opportunities. I'd like to spell it out.
In prison at the moment there is a woman who tried to stab her
baby one month after delivery. She suffers from puerperal
psychosis-a well-known psychiatric state. The chances of
this woman harming anyone else are nil. That's a piece of pro-

fessional knowledge. The union representatives at the hospital
I'm associated with probably don't take that view. They are

likely to argue that if this woman has tried to stab her baby
then she is a danger. Here a professional judgment which is
crucial to the decision may be directly challenged.

PROFESSOR DYSON: But they are not saying that there are

dangers because the baby was attacked. They are saying that
there are dangers because in other hospitals there are nurses

who are attacked by dangerous patients. Had the protection of
nursing staff been such elsewhere that attacks hadn't occurred,
then staff would not start to think that this mother was also a

danger.
DR CLARE: But there is no way-given the nature of psychiatric

illness-that we will be able to guarantee protection. There's
been a breakdown of trust.

DR EVELYN ADEY (12): Surely, psychiatric nursing training
must be terribly at fault. You can't be a mental nurse and not
expect to meet violent patients.

DR BENNETT: At what point was it no longer accepted that the
danger of violence in psychiatric nursing was the same as that
of catching smallpox in infectious-diseases nursing ?

Abdicating responsibility

PROFESSOR DYSON: In nursing the change in attitude is
related to staffing levels. The unions have a growing amount of
information that suggests that the NHS is allowing staffing
levels to fall in such a way as to constitute a danger because
the number of staff available is inadequate. Look at staffing
levels in some psychiatric hospitals at night-one trained nurse

in charge of 29 wards-and you can well appreciate why nurses

are scared.
When the nurses at one hospital all threw in their keys,

locked the wards, walked out, and said that until the staffing
levels reached the agreed minimum no one was going to look
after the patients it was an expression of the same degree of
concern. The service has allowed staffing levels to fall below the
risk level-and the medical staff must share some of the res-

ponsibility, because they encourage their nursing staff to continue
to try and work despite the shift in resources.

MR DESMOND BROWNE (13): This has nothing to do with
clinical responsibility. One has sympathy with the nurses, but
it is really an abdication and not an assumption of responsibility.
It's using the patients as pawns in what is in effect a political
battle.
MR KLEIN: You aren't being fair. The nurses appear to be

saying, "the country expects us to deliver a standard of profes-
sional service and given the resources we cannot do this."
At the same time it is an instance of more straightforward trade
union bargaining. But in principle can one condemn that?

PROFESSOR DYSON: We can agree with the abdication of
responsibility as the initiating factor, but if ever the medical
staff tried to take responsibility back it would be very different
indeed. You will not now get the nurse trade unionist stepping
down. In one sense it is something that the medical profession
has lost for ever.

MR BROWNE: But in your example it was the nurses who
abdicated responsibility to the patients, not the doctors.

PROFESSOR DYSON: I see in the examples quoted so far an

abdication by the medical staff. They surely must be responsible
for judging whether conditions are appropriate to care for
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patients, and if they were not then they should have said so.
In the long run one could argue that the nursing staff were

possibly more responsible than the medical staff, who should
have taken the responsibility for ensuring that the resources were
there. You sometimes meet an attitude of "shroud passing,"
with everybody wanting to offload on to someone else the
responsibility for doing something disadvantageous to the
patient. But some time someone has to take a decision that will
temporarily have an adverse effect on patient care if that is the
only way to prevent long-term erosion in the levels of patient
care. It is an abdication of responsibility to keep "shroud
passing."
DR CLARE: Well, is it reasonable to expect doctors to be

politically active ? The essential nature of their training is that
they are hooked on a relationship with a patient. They opted
to be doctors and never really wanted to be managers or
politicians. In the end they will still treat patients under the
most awful conditions. I think that doctors are driven by a fear
of harming their patients, and that this is one of the reasons
they are least willing to use industrial action. Maybe that taboo
will one day be broken-perhaps it already has happened.
Some of the things we have talked about in near mystical terms
-the moral responsibility, the personal relationship-cannot
survive a breach of that taboo. The patient will inevitably feel
different about someone who, for the best of motives, is going
to make him suffer in a way that isn't meaningful to him. You
cannot explain to the woman in prison that if she is left there,
then in 15 years' time they will have built a medium secure unit.
Many of the things that need to be done in the NHS are

very long term, and many of the crises in the Health Service
result from chronic trends. You are asking doctors to take action
against people entrusted to their care who in the short term will
suffer and in the long term will gain nothing because the changes
that will be brought about will not affect them. In so far as I
have a relationship with my patient that is different from that
between the patient and the technician, social worker, or
psychologist, it is related to a principle that many patients
implicitly believe-namely, that I will not harm them. I will
not use them for a purpose that our relationship never entitled
me to.

PROFESSOR DYSON: But the medical profession can't have its
cake and eat it. The action that COHSE and others have taken
will be taken by other groups of staff, and they will come
more and more to control the outcome of the action they have
taken. The role of the doctor in determining ultimate solutions
will decline. This may be a happier state of affairs for the
doctor, because it will be easier for him and his conscience, but
then he can't expect to have such a controlling say over the
decisions that are reached to resolve the problems.

Collusion

PROFESSOR DYSON: In some recent disputes there has been a
degree of collusion between the parties to keep from the public
a knowledge of the extent to which patient care has been affected.
Why do people collude to keep that knowledge from the public ?
DR BENNETT: But at what point does letting the public know

become scaremongering? This is why doctors doubt COHSE's
reliability-for making extreme drama out of small problems.

PROFESSOR DYSON: Are doctors prepared to accept that if they
don't draw attention to the effects of individual disputes on
the level and quality of patient care then perhaps they might be
contributing to those effects ?

DR CLARE: But the conflict is an ethical one. I'm with you
about publicising the effects of industrial actions. But when it
comes to issues of much more personal and immediate industrial
activity then there is a conflict with a taboo that is part of being
a doctor and rubs off on anyone who does clinical work. The
medical profession has failed to get this across to trade union
leaders in the health field.
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MR KLEIN: The medical profession also has an important
educative role in trying to persuade nurses and ancillary workers
that, for example, the woman who stabbed her baby should
not be in prison but in a mental hospital. The medical profession
does not carry conviction in psychiatry because it has interpreted
leadership in a terribly narrow sense of "We take the clinical
decisions and that is what leadership means." Actually leading
a team means fighting its battles. You do not just tell them
what to do but also kick up a fuss on their behalf.
To return to the main theme, isn't Dr Clare's paper saying

that psychiatrists are very peripheral to psychiatry? For most
of the patients most of the time it is the ancillary and nursing
staff who are most important. To take the recent report on St
Augustine's, what struck me was that here was a sort of closed
community run by nurses: the doctors didn't really come into it.
If that is the right way of organising things then the responsi-
bility has to be put where the work is. If the nurses do 99",
of the work in the chronic long-stay sector, providing the care,
determining the environment, then shouldn't they be formally
allowed responsibility ? Isn't that partly what the whole argument
is about ? When you look at the various inquiries in the psych-
iatric and handicapped long-stay sector in recent years, how
many of them were instigated by doctors ? Not many. Surely, a
sense of responsibility implies a duty to do something when things
go wrong.
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Where Shall John Go?

Boston, USA

ANTHONY E YOUNG

British MedicalyJournal, 1977, 2, 1642-1645

Most of the countries which John has so far been invited to
consider have been, and will remain, unusual targets for a
British doctor. Many will seem impossible because of language
barriers or academic and clinical unsuitability. So it will do him
no harm to turn his sights this week down the heavily trodden
path that leads to Boston, Massachusetts, USA. That is what I
did, and I have found it valuable, not only for academic and clini-
cal insights, but for many subtler (and in the long term) more
useful revelations that come from living in a country apparently
so like the UK, yet in fact totally different.

Why Boston?

Bostonians like to refer to Boston as "The Hub," by which,
of course, they mean the hub of the civilised world. This parti-
cular affectation may approximate to the truth so far as their
medical institutions are concerned. Thus in this small city there
are at least 100 foreign doctors on postdoctoral fellowships and

St Thomas's Hospital Medical School, London SE1
ANTHONY E YOUNG, FRCS, lecturer in surgery

similar posts, many of whom are British. Why should Boston
medicine be so eminent? It is probably a matter of motive and
opportunity; motive is complex. In Boston, the American habit
of aggressive self-advancement has been grafted on a long
tradition of intellectualism. Even Dickens, who was no enthu-
siast for America, wrote in his American Notes (1843) that in
Boston "the almighty dollar sinks into something insignificant
amidst a whole pantheon of better gods." The aggressiveness
of the intellectual habits of Boston has a very alien feel for one
familiar with the gentler traditions of Britain, but it is thereby
all the more stimulating for the visitor.

Opportunity is no less important than motive. Boston
harbours a preposterous number of doctors. Since, in America,
a doctor can sustain himself comfortably on relatively few
patients, and since a free market system puts few pressures on
that system to spread doctors evenly around the country, many
doctors stay on in Boston. Since they are, by most standards,
underemployed, they have both the opportunity and incentive
to spend time on the details of medicine and medical research.
The fact that relatively few university or hospital staff have
irrevocable tenure of their posts adds piquancy to the continuing
desire for noticeable achievements. To these things are added
the substantial momentum of the universities.
The dominant institution is Harvard University, its medical

school and associated teaching hospitals. Geographically,
these are in two main parts. In downtown Boston is the
megalithic Massachusetts General Hospital; confident, self-
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