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Discussion

Over 29 hours 8-16 g intravenous lignocaine and 0 9 g
disopyramide by mouth were administered. Toxicity in this
case caused conduction disturbance, prolonged QT interval,
and ventricular fibrillation. The ventricular fibrillation (fig lb)
is unusual, as it appears to turn over on itself and is known as
"twisting points," or torsade de pointes, and is associated with
a prolonged QT interval2 from whatever cause. Isoprenaline
has been suggested for the management of torsade de pointes
and prolonged QT interval,2 but ventricular fibrillation
recurred with a very small dose. One 10 ml bolus of 10%0
calcium gluconate corrected the disturbance of rhythm and
conduction. This has not been reported. The ECG abnorma-
lities were corrected and ventricular irritability disappeared by
giving intravenous calcium and potassium and stopping
antiarrhythmic treatment.

Antiarrhythmic agents are commonly used. Recognising the

ECG changes that are associated with toxic concentrations of
these agents is essential to avoid life-threatening arrhythmias.
Stopping treatment immediately, correcting electrolyte abnorma-
lities, and overdrive atrial pacing were used successfully in this
patient.

I thank Dr D E Jewitt, director, cardiac department, King's
College Hospital, for permission to report this case.
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Medical Education

Medical education in London

SIR JOHN ELLIS

In October 1941 the Government outlined plans for a post-war
hospital policy. It was to provide a co-ordinated, regionalised,
largely State-funded hospital service with special arrangements
for educational grants to teaching hospitals. In March 1942
the Government set up an interdepartmental committee under
Sir William Goodenough to inquire into the organisation of
medical schools and their facilities for clinical teaching and
research and to recommend how they should relate to the
future hospital service.
When the Goodenough Committee reported in 1944 it came

out clearly and categorically with the recommendation that
medical students should be educated as well as trained. It
recommended a preregistration year to be followed by further
postgraduate training. It considered whether it would be
better: (a) for teaching hospitals to continue to run the medical
schools; (b) for the teaching hospitals to be run by the university;
or (c) for equally independent schools and hospitals to work
together. It opted for the last and recommended that each of the
12 London schools become (as in fact the London School of
Medicine had always been and St Bartholomew's had succeeded
in becoming by Royal Charter in 1921) an independent corporate
body, with strong university representation on its council of
governors, able to deal on equal terms with the teaching hospital,
and thus marry the needs of care with those of education.
The Goodenough Report was read by few, which was not

altogether surprising because although it only cost three shillings
and sixpence and was worth every penny, most people in May
1944 were more concerned with the Allied invasion of Nor-
mandy. None the less, those recommendations of Goodenough

*Based on the Schorstein Memorial Lecture delivered at the London
Hospital Medical College on 18 October 1979.
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which required parliamentary legislation were implemented
along with the National Health Service. In 1948 the London
teaching hospitals became State hospitals, but each under a board
of governors responsible direct to the Minister of Health-
and the London medical schools became independent corporate
bodies, each with its own council of governors empowered to
run its finances and own its premises. Also, overnight, the
National Health Service solved one of the two requirements for
postgraduate training-how to pay the trainee-by providing
large numbers of junior hospital posts in which young doctors
could practise under supervision while earning what was
euphemistically called a salary. The other requirements-
training programmes and facilities-did not occur to anyone at
the time-except perhaps the trainees. But they were there, not
always recognised as such, but getting what training they could
-thousands of them-and so without any announcement and
really without anyone realising what was happening, Britain
embarked on a two-stage preparation for medicine. The third,
intermediate stage of preregistration training was implemented
in 1953.

In 1957 the General Medical Council abandoned its system of
controlling standards by prescribing a minimum timetabled
curriculum and issued new recommendations urging the
schools to instruct less and educate more, and giving them
freedom (which it said should be equally well regarded as a
duty) to experiment with the course.

Changes in the provinces and London

Frustrating though it is for young and old alike, while medical
education is quickly altered by changes in medical practice,
deliberate changes to improve it are inevitably a slow business
which proceeds at different speeds in different places. The
provincial schools in 1948, comprising both university and
hospital, were well situated for the joint advance of both, and
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were able to profit from a long period through the '50s and '60s
during which the country was investing in university education.
There was a slight hitch owing to the fear that we were making
too many doctors (less than 2000 per annum), and the Willink
Committee recommended a reduction in medical school
places. No sooner had this begun than the error was realised,
and the University Grants Committee (UGC) found itself
faced with the need to expand medical education at the fastest
rate compatible with the maintenance of standards. There was
great pressure to start new schools. Lord Taylor of Harlow, a
Government minister at the time, was adamant that no fewer
than 24 new medical schools should be started at once. To the
UGC, however, the need to maintain quality was as great as the
need to increase quantity, and maintaining quality required
nothing less than the modernisation of every medical school so
as to provide it with the facilities and range of staff it would
need. Such provision could not be made many times over for
schools taking 70 or so students per year. Schools would have to
be bigger-at least twice as big as hitherto, at least 150 per
annum.
The decision was taken to combine modernisation and

expansion by rebuilding existing schools to about twice their
previous size. There would be few new schools. I was a member
of the UGC's medical subcommittee at the time, and I still
believe the right decision was taken.
The first wave of expansion began about 1960, with the aim

of rebuilding to the new requirements and size all the provincial
medical schools. It has progressed steadily and a most substantial
national investment has been made. In most cases a second
teaching hospital has been created and a range of associated
hospitals. The universities have appointed large numbers of
academic clinical staff. Innovations in curricula and teaching
methods have been made and the problems of handling large
intakes of students have been encountered. In all cases the
university has been the undisputed arbiter of medical school
policy and an effective collaborator with teaching hospitals and
region in planning health care in accordance with the needs of
education, training, and research.

But the situation in London developed very differently.
From 1948 onwards the schools depended on Government
funds, allocated by the UGC to the university and dispensed by
the court. Much attention was paid at the university to ensuring
a common standard, by regulations governing the medical
curriculum and by common external examinations. University
governance, however, included little opportunity for participa-
tion by the medical schools as such. The schools' forum remained
where it had been, outside the university, in the Conference of
Deans. Inside the university the faculty was divided into
boards of studies-a series of parallel bodies concerned with
subjects, with all schools represented in each. This is a system
well designed to conserve the interests of subjects rather than to
provide the cohesion of the course as a whole. It is a system
certain to ensure that the schools move together in convoy-
but the speed of a convoy is that of the slowest ship.

In 1948 the 12 undergraduate medical schools assumed their
new independent status as corporate bodies, and the boards of
governors of teaching hospitals their new role. No doubt all
would have gone well had school and hospital wanted the
same things, albeit for different reasons-as to all intents and
purposes they had for the preceding 100 years.

But the schools needed the wherewithal to adapt their
education to modern medicine. They needed space, new kinds of
learning and teaching space, and above all space for research.
They needed academic units in pathology and especially in the
clinical subjects. And they were geared to general medicine
and general surgery, not to specialties. They needed a very
great deal which only the boards of governors could make
possible, by implementing slowly over a long period a hospital
policy elaborated in close collaboration with the school.

Such collaboration was not too difficult to achieve in the
provinces, where teaching hospital governors could meet with
the local university, a visible, tangible, altogether credible

institution with a well-known and steadily growing clinical
professoriate. To the board of governors of a London teaching
hospital, however, the university was no more than some unseen
entity spoken of by the few spokesmen of the hospital's own
medical school. Moreover, each school had only a very few
clinical professors but a very large number of part-time clinical
teachers, the consultants of the hospital, whose views on medical
education were often related more closely to the past than to the
present or the future. And, of course, students were no longer of
any importance to the hospital's governors. Much of what they
used to do, dressings and so on, were not needed any more-
and State hospitals could afford to employ porters.
To make matters worse few teaching hospitals had or could

elaborate a policy. Most had an ethos-to preserve standards by
selecting the types of care to be given, thus providing a centre
of excellence. That ethos can lead to a clearcut policy only if a
hospital is able to build and expand without reference to others,
which few in London could do at the time. Inevitably, therefore,
the development of most London teaching hospitals was
decided by factors outside both hospital and school.

The demands of specialties

The Health Service found itself faced with a rapidly increasing
demand for specialised services. It could not elaborate them
at anything near the same speed. It could, however, transport
those needing them to those few hospitals which had them.
Thus the London teaching hospitals, which for so long had
served their local population, and which had now been set
aside to serve the needs of education, began instead to bear the
brunt of the specialised services for their regions, opening their
doors to more and more people from far afield. Unable to
expand, they became less and less available to the local popula-
tion. General medicine and general surgery were in ever-
increasing conflict with the new specialties. Both suffered-
general units became smaller and contained an ever-greater
element of a special interest-specialised units had insufficient
beds and facilities to cope with the increasing demands upon
them. Conflict rather than collaboration characterised the
relationship of school and hospital.

This difficult situation was complicated still further by the
development from 1948 onwards of the Postgraduate Federa-
tion, aiming to provide a university institute in each major
specialty in a postgraduate single-specialty hospital. The idea
was to improve the provision in London of postgraduate
training for visitors-and also, of course, to advance each
specialty by academic endeavour.

In the '40s it was not likely that any general hospital would
provide growing space for the academic advance of any specialty.
It seemed essential to protect each tender young institute by
potting it out separately. But by the '60s no specialty could
easily thrive in isolation, some were already pot-bound, and in
each a monopoly situation had developed. Meanwhile the
general teaching hospitals were denied the unimpeded growth
so necessary to them. The University of London as a whole
absorbed a sizable part of the UGC's medical cake, but once
divided about 30 times no single place could do much with
what it could get. London remained a muddle.
Meanwhile postgraduate training had grown greatly in

quantity and very little in quality. The ever-increasing number
of young doctors aiming at hospital medicine were on average
spending 13 postgraduate years before becoming consultants.
During that time they found their way from job to job, often
from town to town, usually without a guide. Little deliberate
training was given-and little formally organised educational
activity was available. They worked extremely hard, for long
hours, in poor conditions, for such low pay that most could
make both ends meet only by taking on extra work-usually by
taking over general practices at night, weekends, and holidays.
In this period junior hospital doctors suffered greatly, and their
seniors, to their shame, did little to put this right.
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But 1961 to some extent marked a turning point. With the
Christchurch Conference came a clearer understanding of the
stages of medical education-undergraduate, graduate, post-
graduate, and continuing. The concept of "postgraduate
medical centres" was accepted, and between 1960 and 1970
nearly 300 were established in England and Wales. Equally
important was a change of attitude in the Department of Health
towards these stages of medical education-away from a firm
belief that they were no concern of the NHS to an active
engagement in them. As a result, apart from improvement in
pay, came study leave, money for hospital libraries, and support
for continuing education and for vocational training schemes.
But still there were no training programmes, no approved posts,
no means of ensuring adequate facilities, no method of establish-
ing and maintaining standards, and no single body with any
statutory responsibility for postgraduate medical education.

So in the middle 'sixties two major problems stood out-the
organisation of postgraduate training and London-and until
some solution to the latter was found there could be no further
increase in the number of student places. It was clear that no
existing body could solve these problems. The obvious and only
course of action was a Royal Commission, and one Wednesday
afternoon in 53 Philpot Street, across the road from this College
Hall, a memorandum to that effect was written. In the autumn
of 1965 the Commission went to work under the chairmanship
of Lord Todd, and in April 1968 it reported. Its main con-
tention that the preparation of a doctor should be a three-stage
process came as a shock only to that portion of the profession
who had failed to notice that the process had been steadily
evolving over the past 20 years.

Todd's recommendations

In July 1969 the Government announced its preparedness to
implement the report. It could not, of course, command
universities to provide a flexible undergraduate course, or
London University to reorganise-but it alone could fund such
things, fund postgraduate development, make vocational
training for general practitioners mandatory, and make the
General Medical Council responsible for postgraduate training.
It was ready to do so, and then the profession asked for time.
It claimed that it was being rushed into accepting revolutionary
ideas which it had not had time adequately to consider, since
Richard Davies had first advocated them in 1759, William
Goodenough in 1944, the Cohen Report a few years later, and
the General Medical Council in 1957 and 1967.
However, while the profession caught up on its reading, and

the Merrison Committee went over the same ground again,
and came to the same conclusion, and while Britain entered the
Common Market, the reorganisation of postgraduate training
went on, as recommended by Todd, but with a rigidity that
was not intended and is not desirable. It has improved, though
there is a long way to go yet. There has been little study of the
processes of training, its duration is still very arbitrarily deter-
mined, and most of us have yet to learn that our capacity to
train a single individual is finite. In some jobs senior registrars
linger on frustratingly, repeating the same clinical experience,
but lacking the necessary increase in responsibility, long after
they have absorbed the last morsel of training their trainers
have to offer.

So ten years ticked by, with the medical schools and the
General Medical Council waiting for legislation which would
make vocational training for general practice mandatory and
free them from the legal constraints laid down in the days when
medical schools turned schoolboys into general practitioners.
It came at last, in 1978.
Over the same ten years London looked at the Todd proposals

for London, with frank distaste.
In regard to London, Todd made six major recommendations.

(1) The number of preclinical places should be increased from
around 800 to 1200 in the first instance-so as to allow maximal
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educational use to be made of the country's largest single
concentration of medical resources. (2) The number of schools
should be reduced from 12 to 6, by pairing them-so as to allow
preclinical departments of a viable size and each school to have
access to a full range of clinical departments with academic
staff. (3) Each paired medical school should come into association
with a multifaculty college-so as to enable teachers in medical
schools to come in contact with teachers in other university
disciplines and vice versa. (4) Postgraduate institutes should
come into association with the paired medical schools-so as
to end the isolation of the former and provide the latter with
academic staff in specialties. (5) Money should be provided
forthwith to start filling the gaps in academic staffing. (6)
General responsibility for the implementation of the complete
plan for London should be placed in the hands of a committee
with representation of the University, the UGC, and the health
authorities and with an independent chairman and members
-and the committee "should remain in being long enough to
ensure that, in future developments, short-term convenience is
not allowed to nullify long-term planning."
Not surprisingly, contact with non-medical university

departments still held no attractions for those who had chosen
to work in medical schools which lacked it. The Institutes argued
that they were centres of excellence, which was true, and that,
therefore, they should be left alone, which was a non-sequitur,
and should be provided with all they needed in money, man-
power, and buildings-which was wholly impracticable.
The increase in student numbers has been implemented over

the past decade. Each of the 12 schools has expanded, some more
than others. All have a preclinical entry of around 100 per year,
but this is something they will not be able to maintain unless
the total number of student places in London is increased above
1200. Almost before the ink was dry on the Todd Report it
was decided to rebuild St George's and Charing Cross as
complete and independent schools each to take upwards of 160
students per annum. Once they are able to do so there will be
only some 880 left to divide between the remaining 10.
The committee to implement change in London was found

unacceptable-but the need for one has been confirmed by the
regularly repeated establishment of different kinds of top-level
combinations of health authorities, UGC, and university. The
present one is called the London Health Planning Consortium.
It does not have an independent chairman.
The Senate appointed a Todd Steering Committee, which

wrestled manfully with different permutations of twinning-
concentrating on long-term capital development and firmly
ignoring immediate functional relationships. Its greatest
success was, therefore, in ensuring that long-term planning
nullified short-term progress.

Joint policy committees were established between pairs of
schools, but few felt the need for functional twinning-with
the exception of St Bartholomew's and the London. These two
decided that they could do more together than they could do
separately. They now have joint academic units in seven
subjects and joint staff or joined activities in a number of
others. And this collaborative effort has enabled each school to
make other developments which would otherwise have been
impossible. Equally important, the two schools have been able
to collaborate jointly with the health authorities of the area and
region.
The remaining Todd recommendation-money forthwith-

attracted surprisingly little attention until schools had drawn
up their development proposals for the 1972-6 quinquennium
and realised that the 300 for development which they were told
they might expect would scarcely allow them to stand still. The
Conference of Metropolitan Deans then requested the uni-
versity to ask the UGC for the funds recommended by Todd.
The UGC replied by allocating large sums for clinical academic
development in the schools, and the implementation of this one
recommendation has changed the face of London. As a result,
at the London the Medical School has increased by some
16 professors and 32 senior lecturers in clinical and pathological
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and allied subjects, including joint appointments. The same
sort of development has gone on across the London schools
during the 1970s, and they have become university medical
schools to an extent they never were before. This new educa-
tional capacity has been matched by changes in revised regula-
tions for the MB degree, and by changes in university
organisation to allow representation of the schools as such.

Dealing with London's muddle

For the first time university medicine in London has been
able to speak with a single coherent voice to organisations such
as the health service and draw attention to the fact that its
medical schools have changed and in such a way as to make a
great difference, not only to medical education, but to the
health resources available in London. Till then the Department
of Health and the Thames regions had no way of knowing that
by one appointment after another, in one place or another, a
whole new army of clinical personnel, of high quality and widely
ranging special expertise, backed by university scientific
departments in medical schools and multifaculty colleges, had
been added to the resources of London.

Over the same period a no less dramatic a change has over-
taken the teaching hospitals. They have lost their boards of
governors, and the Health Service which had forced them to
become specialty centres has since 1974 required them to
resume their responsibilities as district hospitals.
The resulting combination of district care on the one hand,

and a range of interdependent specialty units containing
academic staff on the other, spread over a complex of hospitals,
the whole backed up by well-developed common support
services able to reach deep into university departments, com-
prises a university medical centre. It is necessary for medical
education. It is necessary for the solution of clinical problems
which cannot be solved in other district hospitals but which
occur in ever increasing numbers. It is necessary to make
progress in health care. But this complex of university and
NHS facilities can never be provided in every district or even
area throughout the country. They can exist only where there is
a university, and even were limitless money and manpower
available there would be a limit to the number of such centres
which could remain viable in close proximity to each other.
London now has 12 university medical schools and 12

university medical centres and numerous university post-
graduate institutions. The additional moneys which have
brought about the change were recommended for the academic
development of six paired schools-but when they came they
came to all, in varying quantities, and without reference to any
kind of overall plan. The result, it must be faced, is a bigger
muddle than Todd set out to try to solve in 1965, compounded
by collapse of the national economy and all the other difficulties
that has brought in its train.

But the deterioration has brought one great advantage, for
whatever is proposed now as the solution to the problem of
London will be proposed to people who cannot possibly fail
to see that there are problems. Ten years ago that was not so.
London's past success had given it a slight touch of the
Mohamed Ali syndrome. So London stuffed its unacceptable
problems under the carpet, sat a steering committee on the
middle of it and joint policy committees round the edge, and
went on regardless. Now inevitably a decade later, as the 30 or
so university medical institutions collectively face independent
bankruptcy, the carpet has been pulled smartly away-revealing
the same old problems which have gone a bit mouldy and grown
some new ones, as things do after 10 years under a carpet.
The temptation now, of course, is to hack the quickest way

through to financial solvency, without waiting to think what
should be saved of the best from the past, nor stopping to
consider what might be best for the future. That would be a
tragedy, because there are features of the old hospital medical
schools that can continue to be of the greatest benefit to medical

BRITISH MEDICAL JOURNAL 29 MARCH 1980

education, and in the various parts of London everything
needed for medical schools appropriate to the twenty-first
century is at hand to a degree that cannot easily be matched
anywhere else in the country.
A twenty-first century school will need to relate to a Health

Service complex serving a local population of over half a
million, preferably in a compact geographical area, including
specialised as well as general hospitals. It will need close contact
with the non-medical elements of a university-just as they will
need close contact with it. It will have to have an entry of at
least 200 per annum. How such a school could be created and
function in London is easily visualised.

The BLQ model

Let us suppose that the Medical Colleges of St Bartholomew's
and the London have one academic board. It could relate to the
University of London exactly as the two academic boards now
do. It could relate also to the present area-with its 600 000
local population and 500 000 commuters-even more effectively
than now. It could relate to the academic board of Queen Mary
College.
The courses to be offered in, let us call it the New Medical

School, would be designed by the academic board so as to use
all the teaching resources of St Bartholomew's and the London
and Queen Mary College, and all the clinical resources of the
area. There would not, I hope, be one single curriculum but a
number of different options. All students would, I hope, have
the opportunity for a period of study in depth during the course.
The potential would be enormous, in patients, staff, and

facilities. But making the necessary resources available is one
thing. Arranging them in appropriate programmes or curricula
is another-but much the most important is personalising the
course, making the right programmes, the right teachers, and
the right resources available to the individual student at the
right time. This is what is so difficult in large schools. A separate
educational organisation is required-non-teaching but tutorial.
It could easily be provided here by maintaining within the New
Medical School the present colleges, not as medical schools
but as colleges, like those at Oxford and Cambridge, each
responsible for the personal care and development and discipline
of half the total student body-using, as tutors, fellows drawn
from NHS and academic staff. The colleges would revert once
more to exactly the same functions they fulfilled in the heyday
of the hospital medical schools, including the provision of
residence and the maintenance of those classic London organisa-
tions the clubs unions-providing those opportunities for
extracurricular contact between seniors and juniors which are
so important in the preparation of doctors.
The equally necessary contact between medicine (staff and

students) and the non-medical faculties can be realised by
concentrating the basic medical sciences at Queen Mary College
alongside Mile End Hospital, and adjoining the joint academic
units of community orientated subjects (general practice,
gerontology, obstetrics, and epidemiology) which are now
being planned as the first phase of BLQ.
The New Medical School would be the size of the medical

faculty of a provincial university, but experience has shown
that a medical school is very different from a faculty of law or
engineering or anything else. It is very much more expensive,
and, unlike any other faculty, it has to relate, daily in the most
intimate way, with a government service. From the payment of
cleaners to the appointment of senior staff, and above all in the
patient care given by its own staff and students, the medical
school has to work with the National Health Service. And it
has to have premises in or alongside a wide variety of hospitals
and health service facilities. The modern medical school must
have, as the London schools alone now have, its own finance
department, its own administration, and its own council of
governors. In so doing it would retain what only the London
schools now have-members of the lay public participating in
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the preparation of doctors. Our New Medical School would
be in federal relationship with Queen Mary College-a combina-
tion equal in size to many a university outside London.

A standard for the twenty-first century

I cannot see any difficulty in bringing to reality the example
I have given. It could begin tomorrow. Neither its start nor its
success need depend on capital expenditure. All that is needed
is the willingness to capitalise on the availability in the East
End of London of all that is required to create a medical school
and university appropriate to the twenty-first century. In how
many other parts of London, or Britain, it is equally possible to
do the same I am not in a position to say. Of this, however, I
am sure-just as in the past the London schools were able to
provide medical education wholly appropriate to the time, to a
standard unsurpassed elsewhere, so they can again, because
they will be able to unite university and hospital in a special
way.
Medical education will need more and more in the future

that which only a university can provide. But it will also need
something else which has in the past been inculcated better by
the hospital schools of London than by any other means. One
can call it a sense of service, and it has something to do with

that grossly overused and now hopelessly confusing word
"ccaring."

This, in the end of the play, is what medical education is all
about. The wards of London teaching hospitals, altered a little
from time to time, have been filled night and day for hundreds
of years with all the suffering and courage, the hopes and fears,
known to mankind. Generations of men and women have given
of their best to help others. A tradition of service has been
built up, not just limited to the comfort of the individual, but
concerned for the betterment of man. No student seeking
knowledge and skill should be able to avoid it.
The schools that were born of the old hospital charities and

run by them for a hundred years are now a main repository of
that tradition. They must not lose it, nor need they, now that it
can be combined with the search for quality that is the purpose
of academic freedom in a university.
They have only to refuse ever to think of themselves as

centres of excellence. Instead the relentless endless pursuit of
excellence must be their driving force.

"The Schorstein Memorial Lecture traced the story of medical
education in London from the foundation of medical schools in the
voluntary hospitals in the late eighteenth century. It described how
these became unique and highly successful hospital medical schools,
taken over and run by hospital charities until 1948."

Reading for Pleasure

Two weeks in another place

B T JACKSON

Like most busy surgeons, I imagine, I have far too little time for
non-professional reading. Almost invariably I relax with a book
for 20 minutes or so at night before turning out the light, but
this enables me to read only a smallish number of books during
the course of a year, despite my fairly rapid reading speed. It is
with special delight, therefore, that each summer I look forward
to a fortnight away from London, hospital, and telephone, during
which time I can laze in the suh, cool off with a swim in warm
water (aided of course by the regular imbibition of iced drinks),
and indulge in reading voraciously for pleasure.
The day before the holiday starts I make a prolonged visit to

a local bookshop that is especially well stocked with paperbacks.
Hardbacks, of course, are too bulky and too heavy to take abroad
in large numbers-to say nothing of their expense-which
probably accounts for my acute feelings of guilt if suntan oil
gets on their pages. After the delight of choosing comes the
delight of deciding which are for the hold and which are for the
hand baggage, an increasingly important consideration now that
airport delays are so annoyingly frequent (18 unexpected hours
in Malaga airport last year enabled me to get through two extra
novels). And then we are away-this year to the colourful and
scenic island of Madeira.

In-flight reading is regularly interrupted by drinks and meals,
so lightweight adventure stories seem just the thing. This year

St Thomas's Hospital, London SE1
B T JACKSON, MS, FRCS, consultant surgeon

I chose Clive Cussler's Iceberg, largely because I had previously
read and enjoyed the same author's Raise the Titanic, an
imaginative escapist fantasy with a nice tinge of sex and violence.
On this occasion, alas, I was disappointed because the story
seemed to be almost all sex and violence with only the merest
hint of escapist fantasy. The final pages, however, produced a
glow of nostalgic pleasure as the action took place in the sub-
terranean tunnels of the Pirates of the Caribbean, the showpiece
of Disneyland, California. Readers who have been to Disneyland
and taken the 20-minute boat ride through this superbly
animated Madame Tussaud's will know exactly what I mean.
Those who have not have a treat in store-do not miss it on any
account.

In the sunshine

Day one in the sunshine called for more serious fare and
Alastair Cooke's Six Men provided sheer delight. Six exquisitely
phrased, irresistibly readable short portraits of notables
personally known to and admired by Cooke-show-business
personalities (Chaplin and Bogart), a politician (Stevenson), a
journalist (H L Mencken), an academic (Russell), and royalty
(Edward VIII). The subjects lived and breathed again.
For many years I have been conscious of being less than

knowledgeable about the conditions and circumstances of the
first world war. Many years ago the film All Quiet on the
Western Front made a vivid impression on me, as did, in a rather
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