
disappeared, and the retention of book debts was
replaced by a pension linked to practice size and length
of service.

The price to pay

After the first rush for free aspirins, spectacles, and
trusses demands from patients eased; but there was,
until the introduction offiscal deterrents, a section who
expected medical supervision and prescriptions for
trivialities. Patients are better informed about their
bodies and the drugs they take. The press explains all,
and television plays its part. One can imagine an
enthusiastic do it yourself man sitting back with his
pint and pipe thinking that the heart transplant he is
watching on the screen is perhaps "not all that difficult
after all." Affluence is reflected in living conditions and
diet. This brings health problems not often seen 40
years ago-for example, obesity, alcohol dependency,
anxiety states, and illnesses contracted abroad.
Could the parents of a child with cystic fibrosis

afford the prescriptions for a month's treatment today?
Both doctor and patient must be thankful that they are
not faced with this problem. Before vitamin B12 the
patient with pernicious anaemia faced not only a
financial hurdle but also the physical problem of eating
1 lb of raw liver daily. The NHS has been a boon to
both general practitioners and patients. Probably its
troubles are because it was designed and is worked by
humans for humans. Because of its massive structure
and enormous cost it cannot escape from political
overtones.
The general practitioner can still expect a secure

living and a pension on retirement. He can expect
laboratory facilities, and highly trained hospital staff
readily available to assist in the care of his patients. The
patient can expect the wonders which he reads about or
sees on television. He can be confident that, in illness
or accident, the finest brains in the country are
available to him and his family without a lifetime of
debt. The price to be paid is measured in less personal
attention and longer waiting lists. As a famous consult-
ant said recently-more science and less art.

British Medical Journal,
BMA House, London
WC1H 9JR
Tessa Richards, MRCP,
assistant editor

Interviews with consultants

Tessa Richards

Its hardly possible to celebrate the 40th anniversary of
the NHS without noting the current dissatisfaction
with the service. But critics should remember that at
the time of its inception in 1948 the variation in the
quality of medical care and the inequitable access to
care was nothing short of scandalous. Extending care,
free of charge, to cover all members of society was
a remarkable achievement and one that had an
immediate impact on the lives of thousands of people.
But what of the impact of the NHS on hospital
clinicians? Paradoxically, this was not huge, for the
service was introduced at a time of dramatic advances
in treatment and these in conjunction with the changes
brought about by the war had as much or more impact
than the NHS. In this article three consultants I
interviewed recount their experience.

Dr A the psychiatrist
In the 1930s, as from the turn of the century,

patients with mental disorders were treated free of
charge in large, some 2000 beds or more, strictly
regimented, highly secure, asylums-registered
mental institutions. Most of the incumbents were
psychotic, most having been admitted following
certification (despite the provisions of the Mental
Treatment Act, 1930), which carried an enormous
stigma. This and the prevailing prejudice towards
those with mental disorders deterred people with
minor mental disorders from seeking help. In effect
this meant that few people with neuroses got any
treatment at all, unless they could afford to go to one of
the handful of prestigious private mental hospitals.
St Andrews, Northampton, for example, which
unashamedly advertised its services for "the upper
middle classes only."
One of the most frustrating aspects of our work,

which was solely on inpatients, was that we had no say
in what patients were admitted. Most were chronic
schizophrenics or patients suffering from various
forms of dementia, including, of course, general
paralysis of the insane. Admission records were

EuE

immensely detailed, however, and it was mandatory to
write equally detailed follow up notes at set intervals. I
later found these invaluable for research. I could never
have carried out comparable research with today's
scrappy records.
Such detailed records were kept to comply with the

regulations laid down by the Board of Control (the
external body that supervised all the mental hospitals
in the country), whose commissioners would turn up
from time to time, completely unannounced, and
inspect the hospital. In their turn they had to prepare
an annual report which was submitted to the Lord
Chancellor.

Well staffed by well trained and highly dedicated
nurses, many of whom lived in houses adjacent to the
hospital and passed their profession on to their sons
and daughters in dynastic fashion, self sufficiency was
the order of the day. From the hospital farm, market
garden, and bakery to the provision of comprehensive
medical care including surgery, these hospitals
were effectively autonomous. The patients, under
appropriate supervision, did most of the work on the
farms and gardens and cleaned the wards; you could
eat your dinner off the floors. And this not only
provided an excellent form of occupational therapy for
a few patients but also resulted in the hospital and its
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extensive grounds being kept immaculately. This
greatly contributed to the very real pride that all of us
attached to a particular hospital had.
The medical superintendent who ran the hospital

had a huge house on the premises with a squad of
trusted patients as servants, but even the junior doctors
were incredibly well looked after. They had their
own quarters with uniformed maids or batmen in
attendance, and all the food and an excellent laundry
service were provided. Our made to measure white
coats were changed every day.
On call hours were light but the rotas were rigid and

we had to sleep in the hospital every night even if we
were not on duty. Permission to sleep out had to be
obtained from the medical superintendent. There was
a similar taboo on fraternisation with female nurses.
Male nurses wore a quasimilitary uniform and were
supposed to salute us whenever they passed by.
Attendance at church services and the hospital's
weekly dances was mandatory; there was a tremendous
community spirit.

Less satisfactory was the lack ofany form of effective
treatment, apart from sedatives, notably bromides
and paraldehyde. It was, therefore, a real break-
through when Horton in England pioneered a
successful treatment for general paralysis of the insane.
Patients were deliberately infected with malaria by
exposure to infected mosquitos and were allowed to
experience a number of characteristic rigors before the
infection was treated with quinine. The hyperpyrexia
killed the spirochaetes.

Later physical methods of treatment including deep
insulin, cardiazol (an early and unsatisfactory form of
convulsive therapy), and prefrontal leucotomy
came in and were taken up initially with enormous
enthusiasm. The psychopharmacology revolution
came postwar.
The war had a major impact on psychiatry, raising

the specialty from Cinderella status to respectability.
Instrumental in this was the observation that psycho-
logical morbidity among active servicemen, especially
pilots, was every bit as important as surgical casualties
and that it demanded specialist care and attention.
The revolution that came with the NHS was the

extension of psychiatric care outside specialist
hospitals into the community by the introduction of
outpatient clinics into district general hospitals
and domiciliary visits at the request of general prac-
titioners. Initially our reception from the general
physicians was lukewarm. My outpatient clinic at St
Stephen's in Fulham had to start life in the linen
cupboard. But referrals soon grew as it became clear
that for the first time a service was being provided for
the great slough of despond that people suffering from
neuroses had formerly been condemned to.
With long outpatient clinics in several different

hospitals, the numerous requests for domiciliary visits
in a wide catchment area, together with the same
inpatient responsibilities, I was working harder than
before, but the job satisfaction was greater. It was
marvellous to be able to follow up patients, and,
importantly, we also gained control over who was
admitted to hospital.
By the late 1950s our mental hospitals and the

standard of outpatient care we provided were the pride
of Europe. It makes me so sad to see what is happening
in the specialty now. The running down and closure of
the old hospitals and the shining hope of community
care turned to a hollow farce-but that's another story.

Dr B the general physician
In the late 1930s I was appointed honorary assistant

physician (the equivalent of a junior consultant) at the
Aberdeen Royal Infirmary. At this time it was a 600
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bed voluntary hospital, which was built and supported
entirely by generous gifts from the bountiful and by
fund raising activities by the local communities. As an
assistant physician my job was to help the senior
physician to look after a 45 bedded ward and the five
beds I was allowed. Apart from the house physicians
we had no junior staff at all. In addition to ward duties,
I had outpatient clinics and taught medical students
for a minimum of four hours a week. The outpatients
were marathon events, often lasting from 9 am to 3 pm,
with no time for lunch. It was tiring for the patients
too, because there was no appointment system and
little in the way of follow up.
There were no grand rounds and not a lot of

communication between different physicians about
their patients. And certainly no audit-but, then, I
don't see a lot of evidence that it is going on now. As for
administrative hassles, there were none. The hospital
was run by a full time medical superintendent, a senior
medical man whose duties were purely administrative,
and he was marvellous at getting anything that you
needed.

Getting by ... just
None of the consultants were paid; it was an honour

to be on the staff. Nor did the hospital provide us with
any meals or accommodation. Full physicians and
honorary assistant physicians had to exist on their
earnings from private practice. In recognition of this
we were nominally expected to do only five half days a
week, although the house physicians would call us in
from time to time and I went into the hospital seven
days a week as a matter of course. As for the house
physicians, they were on call 24 hours a day seven days
a week. Jobs lasted six months and they were allowed
two weeks holiday a year. Board, lodging, and laundry
was paid for. Their wages were £50 a year.

It was hard going at first. The only income I had was
a share of the students' teaching fees. They paid four
guineas a term for their clinical tuition. I survived by
starting (at the University's request) a student health
clinic in the evenings, which brought me in £100 a
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year. Then I got some sessions with the regional
medical officer helping examine people who had been
laid off work on the grounds of ill health. I then started
to acquire private patients-slow going at first but
being on the staff of the infirmary carried prestige and
slowly one built up a reputation among the general
practitioners, who would then refer their patients.
Once established in private practice you could earn

£1500 a year. Enough to buy a big house and keep a
cook, maid, and gardener. At this stage you could
think about getting married. You could not afford to
do so before then, for it was not the done thing for
wives to go out to work. As a result, many consultants
were over 35 when they got married.
The nursing staff were excellent. Well trained

and dedicated. Routine laboratory tests-mainly
blood sugars, urea, chlorides, and the Wassermann
reaction-were readily available and we could get
all the radiological investigations we needed. The
frustrating part of practice was that we could do so little
for the patients. The wards were full of cases of
pneumococcal pneumonia, empyema, lung abscess,
bronchiectasis, acute nephritis, rheumatic fever and
rheumatic heart disease, tuberculosis, bleeding
duodenal ulcers (we cross matched the relatives' blood
ourselves), syphilis in all its stages, and brucellosis.
And we had little more to offer than salicylates for
rheumatic fever and digoxin for heart failure. The rest
was down to luck and good nursing care.

It was not until 1939 that we had sulphonamides,
and we got no penicillin until after the war. But people
knew how little you could do for them and they were
much more philosophical than they are now. Because
of this and because many people could not afford to
seek care for anything other than serious complaints
patients tended to present rather late.

During the war I spent almost six years in Egypt and
South Africa as a medical specialist in the Royal Army
Medical Corps. Then back to Scotland and I was made
a full honorary physician at the infirmary in charge of
90 beds.
When the NHS started we were called consultants,

and for the first time I got paid for my work at the
infirmary. My contract was for seven sessions, for
which I received £2000 a vear. Part of this contract
entailed starting up outpatient clinics in an outlying
district general hospital and a cottage hospital.
Another change was the introduction of junior staff in
the form of registrars and senior registrars. But
somehow they didn't make the workload any lighter
because the turnover of patients went up steadilv. I
think because it became possible to do more for

patients and with free access to hospital care we saw
more patients who tended to present earlier, and with
much greater expectations than before.

It was marvellous to have effective treatments at last,
such as diuretics for heart failure, carbimazole for
thyrotoxicosis, and antibiotics. It was these that made
the real impact on our practice. Not that the NHS did
not produce some welcome changes. Foremost among
these was domiciliary consultations, which I had done
only very rarely in pre-NHS days. I enjoyed these
because for the first time you could really appreciate
people's background and put their medical problems
into another perspective. We got paid extra for these
visits: four guineas a time up to 100 visits per year plus
milage costs.

I also kept my private practice going, which I ran
from the house, and so in the early 1950s, when the
NHS had got established, I was unquestionably
working harder than before. Holidays were rare and I
continued to go into the infirmary every day until I
retired. But there was a great spirit of optimism
and enthusiasm in those days, you know. Everyone
enjoyed working hard then.

Dr C the obstetrician
In the late 1930s specialists in obstetrics and

gynaecology were a rare breed outside the large
metropolitan areas. Most obstetric care was provided
by general practitioners. In Oxford the 70 bed
maternity wing was adjacent to the John Radcliffe
Hospital but run as an entirely separate unit by two
general practitioner obstetricians. Well trained and
used to doing forceps and breech deliveries (routine
deliveries were done by midwives), they obviously had
limitations-notably, they could not do caesarean
sections. So if a woman needed the operation she was
wheeled across to the main hospital, where the surgeon
on call did it.
My training in obstetrics and gynaecology was

atypical in that I had trained in New Zealand and
already had several years specialist experience when I
came to Britain. Taking up resident posts in London
at the Chelsea Hospital for Women and the Hammer-
smith Hospital was an experience. Obeying the rule
that the more prestigious the institution the less likely
it was to pay its staff, neither job was paid. It was, after
all, a privilege to work with the top gynaecologists in
the country. But in fairness, they knew the financial
pressures we were under and paid us for assisting them
in their private practice. I was in my 30s and married
by this time and it wasn't easy to raise the £5 a week
rent for our flat, not to mention the odd twopence for
tea, beans, and toast at Lyons. We existed on loans and
the money I earned doing locums. Often I did not see
m' wife from one week to the next because we were on
call 24 hours a day seven days a week and we had to
sleep in the hospital every night.

Training contrasts
Not that everyone specialising in obstetrics and

gynaecology trained in ivory towers, especially during
the war when so many doctors were in the services.
Thus a colleague of mine in Lancashire was invited to
take up the position of resident obstetric officer
in a large municipal hospital without any previous
specialist experience, although he had had broad
general experience in medicine, surgery, orthopaedics,
and general practice "with its tonsillectomies on the
kitchen table" and on one memorable occasion when
doing a locum "don't see the patient unless the relatives
put three and sixpence on the table first."

His wife, also a doctor, was expected to provide a
back up specialist service to the midwives with no other
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training experience than her general house jobs. When
the midwives got into trouble she set off on her bicycle
with emergency bag and lamp-many of the houses
had no electricity-and applied the forceps or
whatever was necessary. Both of them commonly had
to act as anaesthetist and obstetrician in a routine that
sounds deceptively simple. Don two pairs of gloves, go
to the head end and give a light chloroform anaesthetic,
rush to the other to do a forceps delivery. Most
breeches were delivered vaginally in those days.

Innovations preceded the NHS
In Oxford we were in a unique position though,

for in 1938, £2m was given to create the Nuffield
department of obstetrics, together with the corres-
ponding departments of medicine, surgery, and
anaesthetics. Before taking up my post as first assistant
to the new department I spent three months in Vienna
studying under Professor Fraenkel. At this time, in
marked contrast to England and America, colposcopy
was a routine procedure in the teaching hospitals in
Vienna, Leipzig, and Berlin, and indeed in much of
Europe, and after the war we imported a colposcope
and started a colposcopy service.

Gradually we took over the gynaecology from the
general surgeons and built up our department. We also
took over responsibility for the maternity home and
built up outpatient clinics in all the outlying hospitals
in the Oxford region, with a back up consultancy
service for general practitioner obstetricians working
in cottage hospitals as well. I was on call all the time,
and it was rare to have an unbroken night. But such
was the spirit in the hospital that no one resented the
hours they put in.
One of the innovations with the most impact was the

weekly departmental meetings we started to discuss
difficult cases and clinical, research, and training
policies. Registrars from as far afield as London,
Bristol, and Birmingham came for, amazingly enough,
at this time such meetings were actively discouraged
because they were "not conducive to good depart-
mental discipline." We also, in 1938 on the advice of
Professor Chassar Moir, set up a flying squad for it was
not uncommon for women with serious obstetric
complications to be dead on arrival by the time
the ambulance had reached hospital from villages
30-40 miles away.

Gynaecological practice was obviously different in
those days. There were few screening tests. We could
not measure hormone concentrations, for example,
and most operations were carried out without recourse
to intravenous fluids or blood transfusion. There was
no organised transfusion service so when necessary the
obstetric team would cross match the blood of relatives

or friends, or blood lost intraperitoneally after
a ruptured ectopic pregnancy, for example, was
collected perioperatively by the surgeon, filtered
through sterile gauze to remove clots, and then used in
an autologous transfusion.

Infection was a major hazard and it was not
uncommon to admit a young woman with gas gangrene
septicaemia a few hours after a criminal abortion and
see her die. I well remember one such girl who was
moribund on admission and when we asked the
pathologist to do blood tests he refused. "Its a waste of
time," he said, "you know as well as I do that she
has only got a few hours to live." Undeterred, we
established that her septicaemia was due to combined
staphylococcal, Escherichia coli, and clostridial
infection. We then approached Professor Florey and
his team who were doing clinical trials with penicillin
and they gave us one million units, which was sufficient
to cure the clostridial and staphylococcal infection. But
the resistant E coli gave rise to further complications so
we asked Sir Hugh Cairns, who had been issued with a
limited supply of streptomycin to assess its effect in the
treatment of tuberculous meningitis, if he could spare
us some streptomycin. He was sympathetic but unable
to help, so in the end one of the residents literally stole
what we needed, and she survived. It was wonderful.

Creeping administration
With the inception of the NHS general practitioners

had to cease undertaking obstetric care in NHS
hospitals. This edict made little difference in our
region because the transition had already begun.
What we did notice, however, was the increase in
administrative staff (with no discernible benefit) and
the regular directives coming from the Department of
Health and Social Security. At one stage we were
forbidden from doing vasectomies on the NHS; not
that I took any notice.
There were positive aspects, though: the salary, for

one, and the improved coordination among general
practitioners, consultant specialists, and the nursing
staff. In addition, the DHSS set up a national maternal
mortality survey, which was and continues to be
invaluable as a means of identifying the cause of death
and avoidable factors where clinical mismanagement is
implicated.

It is sad to hear of the disillusionment of some
current obstetricians (take the one who wrote a
personal view in the BMJ earlier this year, for
example) and worrying to hear that early retirement
seems to have been adopted as Mecca by others. The
specialty is demanding but it is an exciting and
rewarding one for those who are prepared to accept the
challenge.

Personal views of the NHS-warts and all

One hundred years ago it would have been impossible
to imagine an institution attempting to provide free
health care for all on an equal basis. Now doctors,
patients, and politicians complain when the NHS falls
short of this ideal.

WXorking in the NHS, however, means coping with
numerous petty imperfections. Staff spend long hours
dealing with problems of life and death and, as a result,
are often tolerant of minor, vet potentially soluble,
problems. Equipment is poorly maintained, stocks
are badly monitored, patients are told to report to
outpatient departments too early. Nobody is in charge,
nobody makes a fuss, and everybody gets by. Many
blame the "monolithic" NHS, saying that these

problems would not arise in a private system. They
would not happen in the present system if it was better
managed.

It is disturbing that after 40 years enormous in-
equalities in health remain. In a health service paid for
by taxation the potential for improving public health
and tackling inequalities is too great to be sacrificed
because we still have a few unsolved problems. In the
next 40 years I want governments to recognise that
Britain can afford to have a decent health service. I
want more doctors to become managers, and I want all
doctors to take an interest in how money is spent and
the kind of service that it provides.-JOHN PETRIE,
Mledical student, Edinburgh.
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