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Last September’s move by the UK health 
secretary, Alan Johnson, to get rid of the long 
sleeved white coat raised many eyebrows. 
A few studies have shown the white coat to 
be a carrier of bacteria, although the quality 
of the evidence is low. Cultures grown from 
samples taken from students’ coats have 
shown bacteria such as meticillin resistant 
Staphylococcus aureus (MRSA), especially on 
the sleeves and in the pockets. But, as can be 
expected, similar cultures could be obtained 
from scrubs or even street clothes. 

Two assumptions lie behind the targeting 
of the white coat as a source of infection: that 
it is not washed as often as other clothing; 
and that the long sleeves act as barriers to 
effective hand washing. But it has never been 
conclusively shown that the traditional white 
coat increases the risk of infection to patients 
or spreads communicable diseases, as long as 
isolation precautions are maintained.

Cuffs and wristwatches have also been 
blamed as carriers of infections and barriers 
to adequate handwashing procedures. 
Recent UK guidelines have said that 
doctors and surgeons should, when in 
contact with patients, wear short sleeves or 
rolled-up sleeves. Although short sleeves 
make appropriate hand washing easier, 
their adoption cannot be a surrogate for 
good hand washing practices. Rings and 
nail polish have been banned from the 
operating theatre for several decades now, 
but a Cochrane database review found no 
evidence that removing them reduced the 
risk of infection in surgical sites, especially if 
routine scrubbing was carried out. A recent 
trial had the same result.

Neckties have long been associated 
with physicians, especially in North 
America, where every male medical 
student is expected to wear one. Cultures 
from ties have shown increased bacterial 
contamination, again in settings where 
isolation precautions are not maintained. A 
study involving 316 patients in emergency 
departments showed that whether physicians 
wore a tie had no effect on the patients’ 
impression of medical care. The other 

hallmark of the physician, the stethoscope, 
has been designated a public enemy, as it is 
seen as carrying infection from one patient 
to another unless it is sterilised or cleaned. 
Individualising stethoscopes to each patient 
is being promoted, and physicians are being 
discouraged from carrying stethoscopes 
around their necks.

Surgeons, of course, have their scrubs, the 
purpose of which seems to be to protect the 
surgeons’ clothes rather than the patients, 
as most surgeons continue to wear the 
scrubs outside the operating room area, 
where MRSA and Clostridium difficile may 
be rampant, and even outside the hospital. 
The US Association of Perioperative 
Registered Nurses recommends covering 
scrubs with a coat when surgeons leave the 
operating room area, although no study 
has conclusively proved that this measure 
decreases the risk of infections in surgical 
sites.  Similarly, the purpose of the ubiquitous 
surgical cap, shoe covers, and eye wear 
seems predominantly to be to protect the 
surgeon rather than the patient. 

Even face masks only minimally reduce 
the risk of transmission of infections 
to patients when the wearer has a 
communicable disease. It has been suggested 
that face masks also reduce the risk of 
infection to the surgeon. Nevertheless the 
evidence for any of these recommendations 
is not just deficient, it is absent.

If everything we wear is contaminated, 
should we be doing anything different, such 
as wearing space suits? The use of space 
suits, working out at a cost of $650 (£325; 
€410) per patient, has been advocated most 
often by orthopaedic surgeons involved 
in total joint reconstruction. Although this 
intervention has been in place for several 
years, no randomised controlled trials 
have been published of its effectiveness in 
reducing infection rates in surgical sites. 
Assessment of outcomes in case-control 
studies and by the New Zealand national 
joint registry do not show any decreased 
risk of infection from wearing a sterile 
surgical space suit rather than regular scrubs 

covered by a waterproof sterile gown. 
What do our patients think? Studies 

involving small groups of patients in which 
different types of physicians’ attire were 
compared showed that patients trusted 
doctors the most when they were dressed 
in formal clothing and a white coat. Scrubs 
were considered acceptable to 10% of the 
patients, this percentage being higher in 
emergency situations. Patients were less 
comfortable with business suits and even less 
so with casual clothes.

So what should we wear? Current doctors’ 
attire seems to be determined by people 
other than physicians and does not seem to 
be based on sound evidence. If fashion icons 
such as Louis Vuitton or Ralph Lauren were 
to dictate our attire, I am sure all physicians 
would gladly listen. But being creatures 
of science we should look for evidence 
behind such proposals; and although some 
of these changes are directed by “informed 
common sense,” the time has come for us 
to gather more evidence lest our attire be 
dictated more by dogma and opinion than 
by science.
Kiran K Turaga is a chief surgical resident, Department 
of Surgery, Creighton University Medical Center, Omaha, 
Nebraska kturaga@gmail.com,  Gargi Bhagavatula is a 
junior dentist, Oris Dental Clinic, Mumbai, India 
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Medical classics
Tea with Walter de la Mare By Russell Brain

First published 1957
When I was preparing for the membership examination, 
I had a passing contact with Russell Brain’s textbook 
Diseases of the Nervous System. I was ignorant of the 
man’s intellect and his varied interests. Brain followed 
a variety of intellectual pursuits in addition to medicine 
in all of its facets, including reading and writing poetry. 
He was curious about the relation between mind and 
body. He wrote that the receptive function of the brain 
is to provide us with a symbolic representation of the 
world outside it. He read widely and came across Walter 
de la Mare’s book Pleasures and Speculations, which 
included an essay on Rupert Brooke. In this essay de 
la Mare quoted an enigmatic phrase: “If Rupert Brooke 
was anywhere at ease it was in ‘the little nowhere of 
the brain.’ That all we experience lies within the brain. 
We see our own bodies through the activity of the 
brain itself. The brain is dissolved into one of its own 
creations, to become a ‘nowhere’ in which the whole of 
experience is somehow located.” Brain recognised a 
fellow spirit and searched through Brooke’s poetry for 
the quoted line, without success.

So he wrote to Walter de la Mare and found that the 
phrase was slightly misquoted from Brooke’s poem 
The Treasure. De la Mare was a poet of stature and also 
a writer of works for children. He was fascinated by 

imagination (especially the 
poetic imagination), the 
world of creation or vision, 
and the world of dreams. A 
friendship slowly developed 
between these two great 
men. After a few notes were 
exchanged they first met for 
tea in 1942 at de la Mare’s 
house in Twickenham. The 
range of discussion of poetry 
and the use of words was 
extraordinary. They spoke 
of the inter-relationships 

between brain, mind, and spirit, illuminated by dreams, 
imagination, and the poetic vision. They were fascinated 
by the process by which abstract thought and meanings 
were transferred into words where appearance and 
arrangement altered the meaning and by the power of 
alliteration and repetition in poetry. Sometimes others 
were present, but usually this was a highly idiosyncratic 
soliloquy. I rather suspect that Brain enjoyed being the 
junior partner. In 1954 de la Mare fell and sustained 
slight brain damage. Brain describes the symptoms 
attributable to damage to the posterior brain, yet with 
retention of overall intellect.

They last met the night before de la Mare died on 22 
June 1956.

After each visit Brain would record as much of 
the conversations as he could remember and then 
published them in this little book. The language of the 
book is deceptively simple, the pace slow and redolent 
of two friends gently exploring complex topics over tea. It 
is a privilege to eavesdrop on the private conversations 
of such men.
Martin eastwood, retired consultant gastroenterologist, 
North Queensferry, Fife majeastwood@btinternet.com 

Dr James Phillips 
Kay—or Dr James 
Phillips Kay-Shuttle-
worth, as he became 
after his marriage 
to an heiress—was 
one of the founding 
fathers of the British 
public health move-
ment. He is mainly 
remembered nowa-
days, if he is remem-
bered at all, for his 
pamphlet The Moral 
and Physical Condi-
tion of the Working 
Classes Employed in 
the Cotton Manufac-
ture in Manchester, 
which was cited by 
Engels in his much 
more famous book 
on the condition of 
the English working 
class 12 years later, 
in 1844.

He qualified in Edinburgh in 1827, 
at the age of 23, and had the opportu-
nity to put his skills into practice the 
next year when he was present at the 
capsizing of a boat on the River Irwell. 
Dr Kay used bellows inserted into the 
trachea to resuscitate the rescued and, 
it is said, transfused blood from a dog. 
Accounts seem to me rather coyly and 
unnecessarily agnostic as to the success 
of this second method. His last pub-
lished work, before his death in 1874, 
was a textbook on the physiology of 
asphyxiation, apparently a standard 
text for a number of years.

His pamphlet—now rare, even in 
facsimile edition—contains something 
for everyone, of whatever ideological 
stripe, from reader of the Guardian to 
that of the Daily Mail. Was Dr (later 
Sir) James Kay-Shuttleworth of the 
right or left? It says something about 
our impoverished imagination that we 
should demand to know where on a 
single dimension he should lie.

Readers of the Guardian will delight 
in his descriptions of the terrible con-
ditions to be found in the Manchester 
of which he writes and of the effects 
of the long hours of toil on the con-
duct of the labouring class. The con-

nection between the 
filth and poverty of 
the slums, on the 
one hand, and the 
prevalence of epi-
demic diseases, on 
the other (the sec-
ond edition of the 
pamphlet was pub-
lished just after the 
first visitation of 
cholera to Man-

chester), was evi-
dent to him and will 
endear him to all 
the bleeding hearts 
of Britain. They will 
punch the air with 
all the triumph of 
a footballer scor-
ing a winning goal 
(or murmur “Quite 
so” if they are of an 
older and more cul-
tivated generation) 
when they read that, 

thanks to his conditions of employ-
ment, “the artisan too seldom possesses 
sufficient moral dignity or intellectual 
or organic strength to resist the seduc-
tions of appetite.”

But hold! The reader of the Daily Mail 
has not yet had her turn. Dr Kay tells 
us that the indiscriminate public charity 
that apportions poor relief according 
to need and not according to desert 
“acts as a new burden on the industri-
ous poor, already suffering from an 
enormous pressure, and not only drags 
within the limits of pauperism unwilling 
victims, but paralyses with despair the 
efforts of those whose exertions might 
otherwise prolong their struggle with 
adversity.” As for Dr Kay’s animadver-
sions on the effects of Irish immigration 
to supply cheap labour during times of 
economic expansion, they are, I am 
afraid, unprintable in this journal. You 
will have to go elsewhere if you want to 
find the modern equivalent of Dr Kay’s 
view of the Irish immigrants and their 
social effects.

So was Dr Kay a hero or a villain? As 
the French say (and here I am translat-
ing), that depends.
Theodore Dalrymple, writer and retired doctor 
Cite this as: BMJ 2008;337:a1747
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Faced with today’s baffling profusion of self help advice, 
ranging from the daft to the downright dangerous, 
bewildered patients could do worse than return to the 
wholesome simplicity of Restoration England. Whether 
disfigured by scurvy, poxed by running sores, or simply 
a little bit under the weather, the afflicted in the 17th 
century could rely on eminently sensible advice from 
no less a reliable quarter than Charles II’s own doctor.

Although he possessed no university medical 
qualification and incurred the wrath of the College 
of Physicians for practising unlicensed, John Archer 
enjoyed the title of Chymical Physitian in Ordinary to 
the King and built up a thriving private practice from 
his chambers “over against the mewes gate next the 
Black Horse nigh Charing Cross” in London.

Impervious to the college’s outrage, Archer sold 
his own medicines and in 1671 published one of the 
earliest self help manuals under the title Every Man His 
Own Doctor, which rapidly became a best seller.

Offering commonsense advice in a straightforward 
style, Archer advocated fresh air, plentiful exercise, 
and, above all, good food as the true path to health, 
sagely observing that “many dig their Graves with 
their Teeth.” Summing up the chief goal of medicine 
as to “preserve Health when present, and to restore it 
if lost,” Archer advised his readers on preventing ill 
health, self diagnosis, and herbal treatments.

In keeping with the prevailing devotion to Galenic 
humoral medicine, Archer helpfully provided 

a mini-guide to recognising the key types of 
“Constitution.” Knowing their temperament would 
help readers avoid the accompanying medical pitfalls.

To maintain health Archer recommended a lifestyle 
of moderation, since “too much of any thing is an 
enemy to Nature.” As well as “pure” air and regular 
exercise, he counselled a “timely and lawful” sex life. 

None of these, however, were sufficient without 
healthy eating habits. The Archer diet began 
patriotically with English bred beef, but not too 
often, and recommended that pork “nourisheth very 
plentifully,” although thrushes, blackbirds, and larks 
were acceptable too. Fish was nutritious if fresh, bread 
“good nourishment,” and milk healthy, although 
cows’ milk was preferable to that from asses, goats, or 
women. Olive oil could be “very beneficial,” and leeks 
and garlic were therapeutic for colds and plague.

Archer warned against coffee as it “hinders sleep,” 
and, while acknowledging that some doctors promoted 
the health giving properties of tobacco, he suggested 
gradual withdrawal followed by total abstention.

The royal doctor’s remedies for pox, gout, dropsy, 
and consumption resorted to the typical purges, 
emetics, and herbal pills of the day. But, sadly, Archer 
took to the grave his recipe for Elixir Proprietatis—“the 
best Antidote against Diseases of all kind.”
Wendy Moore is a freelance writer and author, london 
wendymoore@ntlworld.com 
Cite this as: BMJ 2008;337:a1751

BBC Radio 4 was always crackling 
away in the background during my 
childhood. As a teenager I switched 
to Radio 1, not because I liked the 
sycophantic disc jockeys but because 
this was the only music station in 
remote Orkney. In my late 20s, how-
ever, I could stand Radio 1’s vacuous 
drivel no longer. As I have now been 
sucked down the inevitable vortex of 
becoming my father, my own chil-
dren complain about the constant 
chatter and discussion on Radio 4.

In these recent wealthy years we 
have seen a fall in “real” domestic 
news, and the gap seems to have been 
filled by a disproportionate number 
of introspective stories about individ-
ual patients’ tales of woe. The heads 
of NHS trusts regularly get crushed 
under the resulting public inquisi-
tion and are left proffering yet more 
unconditional apologies and commit-

ments to change. But problems are 
inevitable in medicine, where the 
elimination of all risk is neither pos-
sible nor appropriate. Regrettably, 
modern reporting favours emotion 
over facts. This has left professionals 
fearful of that snatched tabloid photo 
in the hospital car park and the dis-
tasteful personal scapegoating. As a 
result, organisations hastily imple-
ment ill conceived policy changes—
desperate to be seen to act. We might 
rightly complain of the politicisation 
of the NHS, but the role of media is 
just as distorting. The media have an 
honourable tradition of holding pub-
lic institutions accountable, but the 
current obsession with every detail 
of the NHS is out of step.

So, the money markets melt, 
inflation rises, house prices tumble, 
and the spectre of unemployment 
rises—times are changing. Soon the 

lag in tax  revenues will expose a gap-
ing chasm in the public purse. The 
decade long bubble in health spend-
ing will burst. Hopefully, then, our 
overbearing and unrealistic media 
and politicians, who have so micro-
managed our medical lives, will be 
distracted and loosen their grip. And 
we will see a long overdue correction 
in the news market, with a collapse in 
these toxic personal derivative stories: 
a resurgence of policy over personal-
ity, of macro over micro, and a return 
to a real domestic news agenda. The 
NHS is this nation’s decent dutiful 
child and should be free of constant 
meddling. We need to be allowed to 
consolidate after years of constant 
change. More crackle and less prat-
tle on the airways, please.
Des Spence is a general practitioner, Glasgow 
destwo@yahoo.co.uk 
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