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Medicolegal

Dr Gee leaves the witness box, and patients are called

CLARE DYER

The trial of Dr Sidney Gee's libel action against the BBC was
adjourned from Tuesday 22 January until the following Monday
after what the judge, Lord Justice Croom-Johnson, described as "a
unique application in my experience" by the BBC to allow time
before the plaintiff's medical experts began their evidence for the
defendants' -counsel and. medical experts to consider published
medical findings introduced by Dr Gee in the course of the
previous week's re-examination.

Free thyroxine index unreliable

Dr Gee's re-examination by his leading counsel, Michael Beloff
QC, continued after the Christmas break with questions about the
thyroid function test carried out on Mrs Falconer, a patient who
died, just before her death in 1978. Dr Gee said the test used was a
non-standard one that had been abandoned generally about four or
five years before and replaced by radioimmunoassay of thyroxine.
What was referred to in the test as triiodothyronine must have
been triiodothyronine resin uptake, he said, because free thyroxine
index could be calculated only from thyroxine and triiodothyro-
nine resin uptake. The figures produced by the test would be
meaningless without a report saying "this is a high figure,. a normal
figure, or a low figure," because each laboratory had its own
standards. The test had a potential for compounding errors,
because free thyroxine index had to be calculated from two other
readings, thyroxine and triiodothyronine resin uptake. Also if the
patient was receiving exogenous thyroxine this would affect the
result. Finally, the protein binding capacity of the serum varied,
and although this index was supposed to compensate for such
abnormalities, it did not do so.

In support of this statement Dr Gee referred to an article
published in the Lancet in 1979 on two cases of inherited abnormal
serum thyroid hormone profile in which the free thyroxine index
had not reflected the true concentration of circulating free
thyroxine. With a free thyroxine index above normal, he said, a
test for the protein binding capacity should be done to eliminate
errors in protein binding capacity..
He also referred to a letter in the BMJ dated 1 December

1984 pointing out that thyroid tests could give grossly misleading
results owing to interference by abnormal thyroid hormone
binding protein or by endogenous iodothyronine antibodies.
Furthermore, Mrs Falconer had been taking the contraceptive pill,
and the oestrogen in the pill could have distorted the results of
tests for the free thyroxine index, as evidenced by a letter in the
BMJ of 25 May 1977. He also cited an article showing that non-
thyroidal illnesses, including coronary insufficiency, could distort
the free thyroxine index and one in which abnormally high free
thyroxine index values were reported. in 22% of patients with
angina. In any event, he said, the test was unreliable.
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Amphetamine and obesity

Referring to allegations that two of his patients, Mrs Downs and
Mrs Saunders, received drug treatment while in the early stages of
pregnancy, Dr Gee said he would not want it to be assumed that he
would deliberately give his treatment to someone he knew to be
pregnant. He referred, however, to Prescribers Journal, in which
amphetamine was not included in a list of drugs to be avoided
during the first three months of pregnancy, and a report of a case in
which a woman taking 140 mg dexamphetamine (Dexedrine) and
120 mg thyroglobulin daily thtoughout pregnancy produced a
child with no abnormalities.
Dr Gee strongly denied suggestions that he had ever used a

stethoscope over a patient's clothes. These suggestions, he
thought, might have arisen from his use of an electronic blood
pressure apparatus designed to go over a thin sleeve.
He said that it was well known that patients who failed to reduce

their weight directed antagonism towards those who treated them
and he quoted from an article by Altshul, of Yale University
School of Medicine: "The physician is blaimed for his insensitivity,
greed, or malice; he may then be summarily dismissed and
replaced by an unlucky successor."

Referring to several articles on repeat prescriptions, Dr Gee said
he followed normal medical practice. About one third of the
prescriptions in NHS general practice were repeat prescriptions,
extending over 12 months or longer without the patient being seen.
No prescription was given without his endorsement, he said, and
he refused to give a repeat 'prescription if he had not seen the
patient within a sufficiently short time beforehand.
Asked by Mr: Beloff whether there were any modern books that

recommended the use of amphetamines for obesity, Dr Gee
pointed out that the Data Sheet Compendium for 1981-2 recom-
mended Durophet (amphetamine and-dexamphetamine combined)
for all types of simple obesity. The Amerncan Medical Association
Drug Evaluatioms, third edition, 1977, had written, under a
heading that included dextroamphetamine sulfate -or Dexedrine,
"Oral: adults, for obesity, 5 to 10 mg three times daily, at least one
hour before each meal. Alternatively, a time-release capsule (10 or
15 mg) may be taken once daily in the morning." Lewis's Modem
Drug Encyclopedia, 1981, also mentioned amphetamine as a
treatment for obesity.
Asked about the use of amphetamines in treating obese children,

Dr Gee referred to an article by Lorber of Sheffield University
(1966). He -also cited an article by Kneebone of Adelaide
Umnversity (1968) on a study using diiodothyronine and diethyl-
propion to treat obese children and an article from the Postgraduate
MedicalJournal (1975), which, he said, established that ampheta-
mine had no effect on growth.
He said that it was well known that euthyroid subjects could

tolerate a dosage of thyroid extract that exceeded the so called
replacement dosage. He cited various articles to illustrate this
point, including one on the treatment of obesity with triiodothyro-
nine published in the Lancet in 1980, from which he quoted: "One
notable feature of all these trials has been the remarkable clinical
tolerance to large doses of [triiodothyronine] T3 or [thyroxine] T4
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by obese patients.... In a study of the effect of pharmacological
doses ofT3 and T4, mean maximum doses tolerated were 275 Mg a
day and 1-5 mg."

Referring to the proceedings of an international conference on
thyroid published by Excerpta Medica in 1975, he explained that
the paper showed that, in the-case of euthyroid patients, if more
exogenous thyroxine is given the disposal rate of thyroxine
increases and, up to certain limits, becomes equivalent to the
amount of thyroxine that is given, correcting for the absorption
rate. He cited several other recent studies dealing with euthyroid
subjects who had received large doses of thyroid hormone without
suffering harm. He also produced authorities for his contention
that patients on a diet such as his suffer a fall in triiodothyronine
concentrations.

Satisfied patients
Dr Gee's first witness, Christina Osbourne, a patient, gave

evidence about the visit of representatives of the BBC to Dr Gee's
Rochester premises, when she was waiting for a consultation.
When Mr Geoffrey Shaw, junior counsel for Dr Gee, began in his
re-examination to question Mrs Osbourne about her treatment by
Dr Gee, Mr Charles Gray QC, leading counsel for the two doctors
sued by Dr Gee over their part in the That's Life broadcast, rose to
object.
Mr Gray submitted that evidence from patients other than those

referred to in the pleadings of the case about, for example, the sort
of examination Dr Gee gave them was inadmissible. It had been

suggested, he said, that Dr Gee was proposing to call 20 or 30
"satisfied patients."

Legal argument over the admissibility of this evidence was
interrupted to hear evidence from several other witnesses who had
been waiting to give evidence. One former patient, Hildegarde
Convery, said she had consulted Dr Gee after her general
practitioner had told her to lose weight after two heart attacks. At
her general practitioner's request she had asked Dr Gee to write
down the names of the drugs he gave her, and he had done so. Her
doctor had told her the treatment was all right. She said she had
been taking Soni-Slo (isosorbide dinitrate) for her heart condition.
She had told Dr Gee about her heart attacks but she could not
remember whether he had asked what sort of tablets she was
taking or whether he had asked if she was receiving treatment from
her own doctor.

After two days of legal argument Lord Justice Croom-Johnson
ruled that the evidence of the satisfied patients was not admissible
unless and until it became relevant later in the proceedings. This
might happen, he said, if the defendants' expert evidence was
given in such a form that it made the evidence of the satisfied
patients relevant to test those opinions. If this happened Mr Beloff
could apply to call the patients' evidence in rebuttal. One instance
canvassed in cross examination was the suggestion that, in giving
the thyroid dosage he did, Dr Gee was making most of his patients
thyrotoxic. That was the kind of issue on which this sort of
evidence in rebuttal might perhaps be relevant in the future. His
Lordship said his ruling applied only to the patients treated for
obesity, and, before the adjournment, several of Dr Gee's general
patients testified to their satisfaction with his treatment.

Rationing of resources

BY OUR LEGAL CORRESPONDENT

Rationing of medical resources is not new. But where treatment is
theoretically available equally to all problems arise which are not
present where the means of the patient limit allocation of
resources. Heightened expectations of both patients and doctors
raise questions of legal liability to patients denied a particular
treatment on grounds of expense or unavailability.
Minerva tells us that someone described as a health economist

argues that doctors must recognise a duty to the community which
at times may clash with their wish to do their best for each of their
patients: "obtaining scarce resources for an individual patient
clearly reduces their availability to others-and doctors should
recognise their obligation to consider their common good."'
On an ethical level it may be doubtful whether doctors should

deprive their individual patients of a needed treatment because of
an appreciation (which must be imperfectly informed) of the needs
of "the community," which presumably means other doctors'
patients, whose relative-needs are unknown to the rationing doctor.
Is it not the doctor's ethical duty to fight for his patients and let
other doctors fight for theirs? If they meekly cooperate in dividing
the cake presented to them, they will never be given a bigger cake.
But sometimes with the resources at his disposal a doctor has to
choose between one and another of his own patients. In one area
this has led to the adoption into the medical vocabulary of the
eighteenth century word "triage," defined in the Shorter Oxford
English-Dictionary as "the action of assorting according to quality."
That definition evokes memories ofa recent decision to deny kidney
dialysis to a patient who supposedly had an inadequate quality of
life.
Whatever may be the.ethical duties, what are the legal duties, if

any?

If a doctor follows advice that because of an "uneconomic
return" he should not screen all his women patients for cervical
cancer is he liable in damages to those patients who have suffered
from the failure to make an early diagnosis which could have been
made? If a hospital has facilities to treat only 10 patients with
kidney disease, -should the hospital, or perhaps the Secretary of
State, be liable to the 11th, who is refused treatment? One would
think that if the interests of the state as determined by "health
economists" require that available prophylactic measures should
not be taken, or that life lengthening treatments should not be
given to all whose lives would be lengthened, at least those
individuals who suffered from that policy (or their heirs) should
receive compensation from the state. It may be that if just
compensation to those individuals who suffer from a decision not
to undertake a mass screening programme were brought into the
balance, the screening would after all be seen to be economic. If
the "quality of life" choicewere followed, perhaps some economic
logic might emerge whereby those who would recover heavy
damages if not treated would be given treatment, and those whose
damages would be small would be left to their remedy in damages.
Those who find such a method revolting should put forward better
methods to make the inevitable selection.
What is, the legal position of the Secretary of State? In an

unreported decision of the Court of Appeal (the transcript of which
may be read in the Supreme Court Library') the court considered
an application by four orthopaedic patients at a Birngham
hospital who had waited for treatment for longer than was
medically advisable. Delay was caused partly by a decision
determined by costs not to build a new hospital block. The
patients sued the Secretary of State, the regional health authority,

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.290.6465.373 on 2 F

ebruary 1985. D
ow

nloaded from
 

http://www.bmj.com/

