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“I can’t be a doctor and hear voices,” says 
Ruth, the central figure in Leo Regan’s power-
ful dramatised documentary about the work of 
the clinical psychologist Rufus May, known for 
his unconventional approach to treatment of 
mental disorder. The film tells the true story 
of Ruth, a junior doctor, who has begun to 
hear a male voice telling her to kill herself. 
Suspended from her job, she turns to May, 
who believes that there is no such thing as 
schizophrenia and that drug treatment can be 
harmful. He tries to help her understand the 
meaning of her voice. 

Even if you set aside any views you might 
have about the merits or otherwise of May’s 
work, the film raises important questions. How 
should we understand and respond to mad-
ness? To whom are practitioners accountable—
their patients, employers, the public, the state? 
What should we do with sick doctors: sack 
them or help them to maintain a valuable role 
in the profession? The film’s greatest challenge, 
however, is to our complicity with stigma. We 
like to see ourselves as 
rational beings guided 
by science, progres-
sive ideas, policies, 
and practices—but are 
we really? We may be 
doctors, but as citizens 
we also share the values and assumptions that 
characterise a culture and are just as likely as 
anyone else to hold stigmatising attitudes to 
people who are identified as mentally disor-
dered. We like to believe that our scientific 
knowledge about the brain sets us apart from 
the popular distortion of the “mad axeman,” 
but in reality this is not so.

Ruth heard voices and believed that bub-
bles in a goldfish bowl acted like an electro-
cardiograph, conveying information about 
the cardiac function of the residents of the 

care home she worked in. Ruth’s struggle 
to accept herself and her experiences lies at 
the heart of this film. The power of stigma is 
such that it is almost impossible for her to do 
this, because she cannot be open with others 
about her experiences, especially at work. If 
others regarded her as “genetically different” 
or “degenerate” (as May puts it) then how 
can she possibly respect herself? The value of 
May’s work is that it enables Ruth to start the 
process of constructing a meaningful narra-
tive of the time before the chaos and madness 
began. When she was 15 her younger brother 
had a cardiac arrest playing football. Gradu-
ally she puts the pieces back together—her loss, 
her anger, her voices, and her beliefs about 
goldfish bowl bubbles—to reveal a hidden nar-
rative. As she does so we begin to understand; 
we can empathise with her.

Ruth’s determination to get back to medicine 
leads her and May through dangerous waters. 
Some will think that their agreement that she 
should not be open with her employers about 
her experiences is an inexcusable conspiracy. 
But much is at stake, and not just for Ruth 
and May. Standing alongside the contempo-
rary figure of the mad axeman is an older, 

more powerful arche-
type: Asclepius, the 
wounded healer who 
founded the healing 
sanctuary at Epidau-
ros in recognition of 
his own wounds. This 

myth has inspired many, such as Carl Jung 
and, more recently, the US psychiatrist Arthur 
Kleinman; Rita Charon, a US physician and a 
pioneer in the field of medicine and literature; 
and Arthur Frank, the Canadian sociologist. 
At the heart of the story is the idea that the 
physician’s ability to acknowledge his or her 
personal suffering strengthens the empathic 
bond that exists with others who suffer. Mike 
Shooter wrote movingly about his experience 
of depression before he became president of 
the Royal College of Psychiatrists: “In the 

process, I’m convinced that recognising my 
own vulnerability has made me better able to 
help others, not by offering false ‘hope’ from 
my own experience but by being able to share 
the blackness in the middle of the tunnel when 
they cannot possibly see the light at the end.”

Of course, such acknowledgment has risks. 
Risk dominates our landscape. It forces itself 
into all aspects of our lives. Risk of what—of 
death, murder, madness, and destruction? 
Our preoccupation with risk deludes us into 
believing that it is possible to avoid suffering. 
Ruth’s voice tells her to kill herself. It tells her 
to kill others. She goes missing. Has she killed 
herself? Risk has come to represent a particu-
lar set of values that are tied to the belief that 
rational thought can solve all our problems. 
But such a view has no place for our human 
ability to heal through compassion, kindness, 
and love. Risk makes it almost impossible for 
us to work with our patients in ways that are 
genuinely healing. I only hope that Ruth’s 
courage (for, whoever she is, she has great 
courage to have allowed this film to be made) 
will encourage those psychiatrists and doctors 
who have experienced madness to continue 
their work. We could make it that much easier 
if only we could follow the moral in this film 
and learn to value the wounded, sick, mad 
parts of ourselves.
Philip Thomas is professor, Institute for Philosophy, 
Diversity and Mental Health, University of Central 
Lancashire pfthomas@uclan.ac.uk
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Listen to the wounded healers
A drama documentary about a mentally ill doctor who rejects conventional 
treatment but is determined to stay in medicine has important lessons
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Ruth’s journey leads her through dangerous waters

At the heart of the story is the idea that 
the physician’s ability to acknowledge 
his or her personal suffering 
strengthens the empathic bond that 
exists with others who suffer
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“I know it’s not politically correct 
to say this, but I quite enjoy a free 

lunch, especially when it comes 
from Marks & Spencer” 

Kinesh Patel, p 962

The press release for Awake says that the film is a psychological 
thriller about a common occurrence called “anaesthetic awareness”—
being aware while under anaesthetic. It is important, when you 
review fiction, not to get too caught up in your special knowledge. 
In 1998 the film Elizabeth played fast and loose with history but was 
generally reckoned a good film. The 2007 follow-up, Elizabeth: The 
Golden Age, fell foul of the critics, who therefore emphasised its play-
ing even faster and looser. There may be uncertainty about the phe-
nomenon of anaesthetic awareness, but it is certainly not common. 
The film starts starkly with numbers: 22 million people undergo 
anaesthesia every year; 30 000 remain awake. Awake is a US film, 
and these figures, the same as given by Wikipedia, are for the United 
States. Thirty thousand is too many, but it is still only 0.14%. 

In Awake a man has a heart transplantation while explicitly aware of 
all that is going on, fully conscious, and paralysed. If the film was good, 
even this exaggeration could be forgiven, but the film is not good. The 
basic plot is that a very rich young man, Clay Beresford, is given a heart 
transplant by a corrupt surgical team who are after his money. It is never 
really explained why they need the money, other than that they have 
lawsuits against them. They plan to kill him on the operating table, 
whereupon the money will go to Sam, his new wife—and a former nurse 
and colleague of the team. The plot is foiled when another surgeon, who 
had offered to do the operation in the first place and who is a friend of 
the young man’s mother, bursts into the hospital with his team, finds the 
mother dead in the waiting room after she has taken an overdose of her 
son’s pills, and transplants the mother’s heart into the son.

Even when a plot is risible, it can work if followed through well. At 
the start of Awake we see Clay and Sam engaged in far from passive 
sexual activity, including in the bath after Clay has lain under the water 
for well over a minute. We are then asked to believe that Clay is in des-
perate need of a heart transplant. In the key scene the donated heart is 
injected with something to cause it to fail. We are asked to believe that 
Sam can walk into theatre in the middle of the operation to persuade 
the now reluctant surgeon to inject the poison. Only three other people 
are in theatre: the surgeon, the assistant, and a scrub nurse. The anaes-
thetist is out of theatre during bypass, but where are the pump techni-
cians? Where are the runners? If we are thinking of medical realism, 
the monitor shows no pressure wave forms, there are no neck lines, and 
the drapes barely cover the clavicles. When the corrupt team go out to 
tell the mother that the heart has failed, they tell her in the communal 
waiting room, while she is standing up.

REVIEW 

Enough to wish you were asleep
The plot of a new box office thriller hinges on the “common” occurrence of anaesthetic  
awareness. Neville Goodman is unimpressed

Awake
Directed by Joby Harold
84 minutes, on UK release
Rating: ****
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The real medical problem with Awake is the lack of explanation

Awake is not really about anaesthetic awareness; having Clay be 
aware during his operation is a plot device that allows him to realise 
how he has been deceived. The initial incision and opening of the chest 
are realistic enough: we hear the background chat of the surgical team 
while Clay screams to them that the pain is terrible and that surely they 
can look at the monitors and see that something is wrong. We see his 
thoughts as he tries to take his mind off the pain by concentrating on 
his good times with Sam. Then we see him apparently tearing out his 
endotracheal tube and getting off the operating table, but this is Clay 
having an out of body experience. In theatre scrubs he flits around 
between the theatre and outside, between past events and the present, 
gradually coming to realise how he has been betrayed. He tries to talk 
to people. He tries to draw the anaesthetist’s attention to the tears of 
pain in his eyes on the table.

His mother’s heart is plumbed in, and at first all is well. Then . . . 
asystole. The good guy’s team reach for the defibrillator—no chest com-
pressions, just the defibrillator. The aystole is resistant; well, it would 
be. But we see the real reason: Clay’s spirit is telling his mother’s spirit 
that he wants to stay with her; the world has nothing for him now. She 
persuades him to live, and 360 joules finally does the business.

A convenient plot device it may be, but the real medical problem 
with Awake is the lack of explanation: why do Clay and the other 29 999 
US patients each year stay awake? Explanation is irrelevant to the plot, 
but the audience is left to infer that anaesthetics just don’t work on 
some people. This is simply not true, although it is unlikely that enough 
people will see the film for it to matter.
Neville W Goodman is a retired anaesthetist nevwgoodman@mac.com
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The back pages of Marvel comics used to have advertise-
ments for “amazing” x ray spectacles that allowed the 
wearer to see through people’s clothes (a truly horrifying 
thought). A friend bought a pair but found just a scantily 
clad lady painted on the inside of the lenses—it was just a 
scam. At medical school I took a certificate in radiology 
legislation, which made it clear that x ray specs would be 
not only pointless but downright dangerous.

Recently, patients have consulted me clutching adver-
tisements for computed tomography (CT) and magnetic 
resonance imaging (MRI). I investigated some of the 
claims on imaging websites: “Anyone who smokes more 
than 10 cigarettes per day should consider annual CT 
lung scans,” “Screening can mean that incurring a stroke 
can be avoided completely,” and “Giving yourself the 
opportunity of a longer healthier life.” One site even uses 
an NHS logo, suggesting endorsement. But the claims are 
at best unsubstantiated and at worst dangerous.

The discussion concerning screening is complex. But 
the use of new imaging technologies to detect early dis-
ease seems so seductive and simple that many people 
have lost sight of the important concerns about the rela-
tion between risks and benefits. Firstly, there is “lead time 

bias,” which occurs when detecting disease early doesn’t 
affect the outcomes. Consider prostate cancer, with its 
largely unstoppable natural history of 25 years to death. 
If it is detected five years into its natural course in a 55 
year old man, he may be pleased to have an estimated 20 
year survival. If it is detected when the same man is aged 
70 his prognosis seems much poorer at five years, even 
though he is likely die at the same age of 75. Conversely, 
knowing a diagnosis early merely may simply give the 
patient extra decades of misery and worry.

But the most malignant problem of imaging is the 
increasingly recognised “overdiagnosis bias”—resulting 
from the detection of lesions that will never become clini-
cally symptomatic and will not progress. Unfortunately, 
including these non-progressive lesions in screening anal-
ysis increases prevalence of disease, skewing the benefits 
of screening and treatment. The result is unnecessary 
surgery, chemotherapy, radiotherapy, and anxiety.

Offering expensive, unregulated CT and MRI screen-
ing preys on vulnerable patients and irresponsibly puts 
them at risk of iatrogenic cancer from radiological expo-
sure. These are no comic book heroes.
Des Spence is a general practitioner, Glasgow destwo@yahoo.co.uk

Who’s ever heard of ivabradine? 
Who even knows how to pronounce 
it? In a nutshell it’s a newish 
negatively chronotropic drug used 
to manage stable angina in patients 
who don’t tolerate ß blockers. 
I certainly had never heard of 
it until a leaflet was handed to 
me by a smiling drug company 
representative at a sponsored lunch 
before a hospital grand round.

I know it’s not politically correct 
to say this, but I quite enjoy a free 
lunch, especially when it comes 
from Marks & Spencer. Judging 
by the number of staff members 
rapidly devouring the sandwiches 
and smoothies, they seemed to as 
well. It certainly beats the grease 
and salt laden offerings the hospital 
offers intermittently to its workers. 
Organic salmon and rocket rolls win 
every time over deep fried chicken 
drumsticks and sandwiches of 
uncertain age and provenance.

Now, I know that had I been 
a decent doctor I would have 
tracked the progress of S16257 (as 

ivabradine was known then) from 
the British Journal of Pharmacology 
in 1994 through to the European 
Heart Journal to Cardiology in 2007. 
However, neither of the two 
journals I do read—the BMJ and the 
New England Journal of Medicine—has 
ever mentioned it at all. How many 
doctors actually have the time to 
read any more than that?

I’m not so naive as to believe that 
drug companies sponsor events out 
of the kindness of their hearts. Of 
course, advertising their products 
means that their revenues go up as 
doctors prescribe more of them, like 
any other product. Otherwise they’d 
be out of business pretty quickly.

But the fundamental issue 
remains: how is the average doctor 
supposed to find out about new 
drugs that may potentially benefit 
their patients? Reading has always 
been the best way to acquire new 
information, but is that really 
enough, given the pace at which 
new drugs are being released? The 
latest British National Formulary 

has 42 new preparations, from the 
delightfully named contraceptive 
Utrogestan (a progesterone 
preparation) to the rather more 
serious sounding chemotherapy 
drug trabectedin.

Unfortunately the NHS seems 
unwilling to devote serious capital 
to fund most educational activities 
(although you would think a better 
educated workforce would be 
something to strive for), so it’s left 
to the drug companies to fill the gap.

The pragmatic bottom line 
therefore is that there is a choice 
between doctors being educated 
through advertising, with all its 
pitfalls, or remaining ignorant of 
many new drugs altogether. And 
although ignorance may be bliss 
for the doctor, the exact converse 
may be true for the patient. So, until 
someone comes up with a better 
idea I’m going to continue happily 
munching my salmon and rocket 
roll. Pass the balsamic vinegar crisps.
Kinesh Patel is a junior doctor, London 
kinesh_patel@yahoo.co.uk

FROM THE 
FRONTLINE
Des spence

X ray specs

Why I love a free lunch
STARTING OUT
Kinesh Patel
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In 1942, when it was 
not yet certain that 
Germany  wou ld 
lose the war, John 
Steinbeck wrote a 
short novel entitled 
The Moon Is Down in 
which a small town 
in an unnamed coun-
try is occupied by 
an equally unnamed 
foreign army. At first 
the occupiers are 
relatively polite and 
considerate, but as 
the hostility of the 
townspeople to them 
becomes more evi-
dent and active, so 
they become more 
brutal. Steinbeck, it 
seems, was imper-
fectly informed about 
Hitler at the time, for he reports that “the 
leader,” back in the occupiers’ capital, 
is allergic to dogs and therefore shuns 
them, whereas in fact Hitler was very 
passionately fond of Blondi, his Alsatian, 
and always kept him near.

The two most prominent citizens of 
the town are Orden, the mayor, and 
Winter, the town physician and histo-
rian. Corell, the local storekeeper, has 
provided the enemy with information 
before the invasion. Orden is kept on 
as mayor by the occupiers, with Winter 
at his side.

Dr Winter is an old fashioned country 
doctor, loved by all, of whom Steinbeck 
says, “[He] was a man so simple that 
only a profound man would know him 
as profound.” I’d like to be like that—or 
is it the other way round, a man so pro-
found that only a profound man would 
know that I was simple?

When the troops search him soon after 
their arrival they find a flat black case in 
Dr Winter’s inside pocket that contains a 
couple of scalpels, some surgical needles, 
and some clamps. Dr Winter explains: 
“You see, I am a country doctor. One 
time I had to perform an appendectomy 
with a kitchen knife. I have always car-
ried these with me since then.”

At the end of the book the occupiers, 
who have been subjected to ever more 
sabotage attacks, realise that the mayor 

and the doctor have 
been in league with 
the resistance all 
along. They are 
taken hostage, to be 
shot one after the 
other if any more 
sabotage attacks 
occur. There is such 
an attack, and the 

mayor is to be shot. 
In the final scene, 

just before his exe-
cution, he and the 
doctor, who were 
at school together, 
recite passages from 
Apology, Plato’s ver-
sion of Socrates’ 
final speech, the 
doctor correcting 
the mayor’s faulty 
memory of the dia-

logue in which Socrates accuses his 
accusers. As he is led out to his death 
the mayor quotes Socrates’ last words: 
“Crito, I owe a cock to Asclepius [the 
god of healing].”

Of course, Steinbeck was writing fic-
tion, but he wanted his characters to 
be plausible to his readers. Would it be 
plausible to depict a doctor in such a sit-
uation nowadays quoting Plato; and if it 
wouldn’t be plausible, does it matter? It 
wouldn’t be plausible, either, to depict a 
doctor carrying round instruments just 
in case he has to perform an operation 
on a kitchen table, and thank goodness 
for that.

Doctors have to know so much these 
days that there doesn’t seem room for 
anything else. I would rather that my 
orthopaedic surgeon knew anatomy than 
Shakespeare; and yet, in a recent book 
by doctors who unexpectedly became 
patients themselves, they said that they 
valued their own doctor’s broad human-
ism as much as their technical brio.

This doesn’t quite settle the question 
of the relevance of literature to medicine, 
however. Literary types, in my experi-
ence, are just as petty, shallow, vain, 
quarrelsome, and vindictive as anyone 
else, perhaps more so. Literature cer-
tainly hasn’t done them any good. Why 
should it do us good?
Theodore Dalrymple is a writer and retired doctor

No room for Plato
BETWEEN  
THE LINES

Theodore Dalrymple

Doctors have to know 
so much these days that 
there doesn’t seem room 

for anything else

MeDicAl clAssics
Doctor at Dien-Bien-Phu By Paul Grauwin

First published 1955
This medical Calvary begins in the small town of Dien-
Bien-Phu in northeast Vietnam in February 1954, 
towards the end of the first Indochina war between 
French Union forces and Vietnamese communist forces. 
Dr Paul Grauwin, waiting for a transport ship back to 
France, volunteers to spend two weeks with the garrison 
at Dien-Bien-Phu. He flies in and is then trapped, by the 
military situation and by the desperate moral situation 
of attending to the medical needs of the injured and 
dying. Viet Minh leader General Giap uses classic siege 
tactics to surround and overwhelm the French. As the 
outer defensive ring of Dien-Bien-Phu falls, the shelling 
of the town intensifies from all sides. The French artillery 
defences are gradually destroyed; Colonel Piroth, the 
one-armed artillery commander, commits suicide with a 
hand grenade.

The casualties mount; initially they can be evacuated 
by air, but soon the airfield is too dangerous. This is 
a terrible story of a battlefield with a hospital at the 
centre—a story of the doctors, the nurses, the terribly 
injured, the dying, and those who refuse to die. As 
the siege continues the field hospital becomes a sea 
of mud, blood, human parts, and excrement. Endless 
operations are performed in appalling conditions with 
dwindling supplies. The “angel of Dien-Bien-Phu,” 
Lieutenant Geneviève de Galard-Terraube, the only 
female nurse to hand, is decorated just before the fall 
with the Croix de Guerre and the Legion d’Honneur. 

During the siege, which lasted 
from 13 March to 7 May 1954, 
the hospital statistics show 6215 
admissions, 739 operations, 324 
evacuations, and 252 deaths; the 
figures speak for themselves and 
are a credit to all those who worked 
so hard to treat the wounded in 
such dreadful conditions. The 
death rate among the roughly 7000 

captured survivors, who were marched out at the hands 
of the Viet Minh, was later to be much worse on their 
death march to the prisoner of war camps.

Dr Grauwin’s book is a selfless, very honest story of 
the tragedy of Dien-Bien-Phu and the extraordinary 
medical skills of his staff. It is a literary monument to 
the courage of the doctors and surgeons, like himself, 
whose constant concern for the suffering of others was 
ever their prime and only motivation.

Unusually, the first edition of this book was an English 
translation in 1955, published by Hutchinson, London. 
The French edition was not published until 1974 by 
France-Empire as J’étais Médecin à Dien-Bien-Phu, two 
years after the US doctor John Parrish’s 1972 account of 
his experiences in Vietnam (BMJ 2007;335:1099), and 
the contrast between the two in the availability of drugs 
and materials and the rapidity of medical evacuations 
is striking.

This delay of nearly 20 years was probably for the 
obvious reason that this honest portrayal of a terminal 
defeat of the French forces in colonial Indochina would 
have been unlikely to sell well in his native country.
Robert M Bruce-Chwatt, Richmond, Surrey
robert@bruce-chwatt.fsnet.co.uk
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