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Whistle blowers

David Greene, John Cooper

The Helen Zeitlin affair' once again exposes the
dilemma that an employee in public service faces in
dealing with the conflict between responsibility to the
employer under the contract of employment and
disclosure of information which the employee believes
to be in the public interest. Although the dilemma is
most noticeable in public service it applies equally to
employment in the private sector.
The decision of the secretary of state for health,

Virginia Bottomley, to reinstate Helen Zeitlin, a
consultant haematologist at Alexandra Hospital,
Redditch, has been hailed as evidence of the govem-
ment's professed desire for openness in the NHS. The
case, however, highlights the difficulties for employees
and the need for firmer policies and legal protection to
ensure that whistle blowers are protected against
victimisation after disclosing information which
embarrasses their employer.
Helen Zeitlin publicly criticised the management of

the hospital in which she worked. In doing so, she
disclosed information on bed cuts and nursing levels at
the hospital. She was subsequently made redundant.
The health authority maintained that the hospital had
too many specialists in disorders of the blood and her
position at the hospital was redundant. But Helen
Zeitlin asserted that she was dismissed as a direct result
of her criticism of hospital management. She had, in
her words, "become a thom in its side."

Difficulties for whistle blowers
Whistle blowers in both the public and private sector

are nothing new but came to public notice during
the- 1980s when Clive Ponting and Cathy Massiter
disclosed information and documents which em-
barrassed the govemment-the so called Belgrano
affair. Much political argument followed the criminal
proceedings which resulted from the disclosures, and
the govemment introduced greater restrictions on
public servants' ability lawfully to disclose information
to which they were privy through their employment.

In the health service the secretary of state has issued
draft guidelines on whistle blowing. These provide
that the whistle blower should take up any grievances
intemally. Even if the employee is dissatisfied after

taking those steps he or she could still be disciplined if
information is made public.
The law in Britain at the moment helps the govem-

ment to control whistle blowers. From the start the
employees are put in a stranglehold. Implied terms are
enshrined within the contract of employment which
obligate an employee to act in good faith and fidelity.
Disclosing confidential information breaches this term
and can result in dismissal, leaving the employee to
prove a case in the industrial tribunal. This is not
attractive to an employee, especially when legal aid is
not available for industrial tribunal cases.
The stranglehold can be more express. Terms

prohibiting the disclosure of information acquired by
an employee as a result of employment are standard.
Many of the new hospital trusts are now including such
a clause in contracts. Professional ethical codes can
strengthen these restrictions-for example, those of
the General Medical Council2 and the University
Funding Council.

Public interest
More and more employees are disclosing information

that their employers consider confidential using the
defence of public interest. The landmark case of Initial
Services Ltd v Putterill in 1968 attempted to lay down
guidelines for what is in the public interest. In essence,
disclosure is in the public interest if the information
pertains to serious misdeeds or serious risks to the
welfare of the public and it is given to an appropriate
recipient by the discloser in good faith. Establishing
this defence is often difficult-for instance, who is an
appropriate recipient? A newspaper?
Whether the disclosure is justified or not the

employee is always in a weak position in relation to the
employer. The employee risks both income and career
whatever the nature of the information disclosed.
There is very little protection against victimisation and
eventually effective dismissal. Even if the employee
can prove unfair dismissal before an industrial tribunal,
the compensation is limited and little account is taken of
the severe effects that dismissal and the circumstances
can have on an employee's working life. In, for
example, Callanan v Surrey Area Health Authority
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Risking theirjobs by criticising standards ofcare: Helen Zeitlin and Graham Pink

(1980) Mr Callanan satisfied the tribunal that he
was "dismissed" unfairly for whistleblowing but it
had no power to give him his job back. Dr Zeitlin
acknowledged the difficulty of retumning to work after
her success. Employers are never happy to welcome
back employees who have embarrassed them.

American experience
Although whistle blowing is more formalised and

studied in the United States the experience of whistle
blowers seems to be much the same. They are often
regarded as spoil sports not only by the employer but
by their peers. An American study in 1987 reported
that whistle blowers became the victims: most in the
private sector and half in the public sector lost their
jobs as a result.3

In the United States whistle blowing is considered
a vital part of the regulatory process. Whistle blowers
are seen as the guardians of the health and safety of the
public, particularly since they will always be in the best
position to determine when that health and safety is put
in danger. State and federal legislation exists to protect

whistle blowers-for example, the Whistle Blowers
Protection Act 1989.

British legal position
In Britain the courts consider the position of the

whistle blower in relation to the disclosure of informa-
tion when employers seek injunctions. In several
leading cases Lord Denning stated that injunctions
were not issued to stop employees disclosing publicly
any misconduct on the part of employers such as
crimes, frauds, and misdeeds and any activities that are
"dangerous to members of the public."
The British courts do not, however, have sufficient

power to protect the whistle blower against victimisa-
tion, dismissal, and subsequent blacklisting. Indeed,
courts are impotent if an employer refuses to re-employ
or reinstate vindicated employees. The law will receive
another airing next year when the courts will consider
the case of the nurse Graham Pink, who made
disclosures in the Guardian about conditions at
Stepping Hill Hospital.
There is an urgent need to recognise that whistle

blowers serve a vital purpose in ensuring the disclosure
of information in the public interest. Those who want
to stop whistle blowing have a vested interest in
ensuring that misdeeds do not come to the public's
attention. Employers can do much to ensure that
employees have a proper procedure to whistle blow on
matters conceming them within the organisation.
Ultimately, though, the whistle blower who discloses
information publicly must have the realistic protection
of the law to ensure that he or she does not become the
victim after acting in the best interests of society.

At present a combination of restrictive govemment
guidelines and inadequate legal protection conspire
either to silence any employee from revealing matters
of public concem or to leave the employer free to
punish them.

1 DyerC. RHAAtold to reinstate "redundant" Helen Zeitlin. BMJ71992;305:1 177.
2 General Medical Council. Professional conduct and discipline: fitness to practise.

London: GMC, 1992.
3 Soeken K, Soeken D. A survey of whistle blowers: their stressors and coping

strategies. Laurel, Maryland: Association of Mental Health Specialties, 1987.

London after Tomlinson

Public health in inner London

Bobbie Jacobson

One of Sir Bernard Tomlinson's aims in his inquiry
into London's health services was to advise the
secretary of state for health on the future balance of
primary and secondary health care "taking account
of the health needs of Londoners."' Sir Bernard,
however, also made it clear that "we have not seen it
as part of our remit to carry out a comprehensive
needs assessment for the whole of London," but
concluded that the extremes of health need found in
London were "unparalleled in the rest of England."
Dr Jacobson highlights some of the major deter-
minants of health inequality in inner London and
assesses the extent to which the proposed solutions
are likely to meet these needs.

Inequalities in health in London
How should the health of Londoners be compared

with those elsewhere? The division of routine health
data into the four Thames regions and their districts

conceals rather than reveals health problems that
might be London-wide or common to the inner city. In
its report The Health Status of Londoners, the King's
Fund has attempted to address this problem by
comparing indices of mortality and morbidity between
comparable areas in London and outside.2 Using a
modified version of the Craig classification of socio-
economic clusters, the fund concluded that indices of
economic and social deprivation were important deter-
minants of patterns of mortality and morbidity both
inside and outside London.
The King's Fund developed a material deprivation

score of 0-5 based on indices of housing tenure and
quality, employment status, and educational attain-
ment. It analysed this in relation to a composite health
index of physical and psychosocial health and fitness
drawn from the health and lifestyle survey.3 There was
a strong and statistically significant relationship
between the material deprivation score and the overall
health index (table I). These findings support earlier
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