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“C
ould you talk me through 
what you’re doing as you go?” 

“So, I’m inspecting for any 
loss of the nail bed angle 

and looking for splinter haemorrhages. Now 
I’m pressing on the nail bed to measure the 
capillary refill time and checking for Quincke’s 
sign. (Could you turn your hands over, 
please?) I’m looking for any Janeway lesions 
that might be present, palpating for Osler’s 
nodes, feeling for any tendon xanthoma.

“Now I’m checking the rate, rhythm, and 
character of the pulse. (Do you have any 
pain in your shoulder?) And checking for 
Watson’s water-hammer pulse. I’m comparing 
both wrists for any radio-radial delay and 
(Is it ok if I check a pulse in your groin?) any 
radio-femoral delay. Normally at this point I 
would measure the blood pressure. Now I’m 
inspecting the eyes more closely, looking for 
xanthelasma, corneal arcus, and (Could you 
pull your eyelid down for me? Like this?) any 
conjunctival pallor. (Could you say “aargh,” 
please?) I’m looking inside the mouth, looking 
at the mucous membranes and dentition 
(That’s fine, thank you) and making sure there 
isn’t any head bobbing—that’s de Musset’s 
sign. (Could you relax your head back for me 
and look to the left? I just want to look at a 
vein in your neck) . . .”

This exquisitely choreographed routine will 
be familiar to anyone 
who has recently sat 
their medical finals. 
Yet if you close your 
eyes while reciting 
this cornucopia of 
19th century medical 
curiosities it’s not too 
difficult to imagine 
that your examiner is 
not that young, trendy 

interventional cardiologist, pen hovering over 
her clipboard while she tries to recall whether 
you remembered to use the alcohol hand gel, 
but instead a wing collared, bewhiskered 
gentleman seated imposingly in his wood 
panelled consulting rooms, tapping sagely 
on his pipe and wondering whether you will 

correctly diagnose your patient’s luetic valve 
disease.

With evidence based medicine so 
unassailable in its ascendancy, it is rather 
incongruous that we still hang our clinical 
examination around the hagiographic 
veneration of our illustrious medical 
forebears (apart from de Musset: he was a 
poet). The Janeway lesion is so vanishingly 
rare that doctors who biopsy one will 
often write a case report about it. We share 
Hippocrates’ enthusiasm for examining 
for digital clubbing, but in 60% of cases 
no cause is identified. And while every 
foundation year 1 doctor in the country can 
tell you what Tinel’s sign is, a JAMA meta-
analysis makes it look rather sketchy: at 
95% significance the presence or absence 
of Tinel’s sign is of no value in diagnosing 
carpal tunnel syndrome. If Tinel’s sign was 
a drug it would do no better than placebo. In 
fact, as a test for carpal tunnel syndrome it is 
outperformed by the rather less well known 
square wrist sign, closed fist sign, and flick 
sign. (Phalen’s sign does marginally better 
than Tinel’s but is still a poor cousin of this 
under-rated trio.) Why, then, has history 

consigned this trinity of diagnostic excellence 
to obscurity? Unfortunately, as products of 
the 1980s and 1990s they are simply not old 
enough. Tinel was not only a 19th century 
French neurologist (always a good start 
for eponymous fame) but had managed to 
publish his famous sign before the first world 
war; Tinel’s sign wins simply because he got 
there first. 

And herein lies the crux of the issue. While 
we see investigation and treatment as part of 
the inexorable march of medical progress, the 
rules of clinical examination may as well have 
been carried down from a mountain in the 
Levant inscribed on stone tablets. They are an 
unchanging and unchecked part of medical 
folklore handed down from generation to 
generation as part of a glorious oral tradition: 
Macleod’s famous Clinical Examination must 
be the only definitive medical reference not 
to have any references. While ward rounds 
rebound with wise comments of the general 
form, “Well, of course, according to the XXXX 
trial we should try adding in drug Y,” how 
often do you hear someone say, “You really 
should perform the jolt accentuation test: 
it has recently been shown to have a 97% 
sensitivity for acute meningitis”?

When I was preparing for my most recent 
exams we were acutely aware that failure of 
finals was virtually synonymous with failure 
of the clinical examination components and 
consequently we practised little else. Now, 
I would never want to deny that good and 
thorough clinical examination is anything 
other than a cornerstone of good medical 
practice; but bearing in mind that I have 
just begun work unable to dose warfarin, 
barely competent at bag mask ventilation, 
and struggling to remember the anaphylaxis 
dose of epinephrine (is it 0.5 ml of 1:1000 or 
1:10 000?) I can’t help but wonder whether 
learning to spot Kayser-Fleischer rings was 
time well spent. Still, maybe one day it will 
come up in a pub quiz.
Will Muirhead is foundation year 1, medicine, Queen’s 
Medical Centre, Nottingham  
wmuirhead@gmail.com
Cite this as: BMJ 2010;341:c5205
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Putting madness on the stage was routine in  Shakespearian 
and Jacobean theatre. King Lear, Othello, Macbeth’s wife, 
Malvolio, and (possibly) Hamlet all went mad, and psy-
chiatrists through the ages have earnestly expounded their 
diagnostic theories. Later the use of a madhouse as part of 
the action of lurid dramas—the Jacobean The Changeling 
by  Thomas Middleton and William Rowley, for example—
became common, and Bedlam was the iconic brand name, 
deriving from the original Priory of St Mary of Bethlehem, 
founded in 1247, and evolving to its current existence, in 
Beckenham, south London, as the Bethlem Royal Hospital.

Now we have Bedlam, a play that in a Hogarthian way 
uses mental illness and its management as both comedy 
and social commentary. As ever there is a bad doctor who 
is trying to teach his silly son—“I come from a long line 
of mad doctors”—a reference to the Drs Monroe, who ran 
Bethlem for several generations. And there is a good doctor, 
who is trying to reform and who uses terms such as “recov-
ery” and “care.” There are lots of songs, badinage with the 
groundlings in the Globe’s standing area, and echoes of the 
author’s time spent picking up the vibes at an inpatient unit 
at  Bethlem (“voices in my head”).

Visually Bedlam looks very Bedlamite, with leeches, 
casual brutality, restraining straps, and a backdrop of iron 

barred cells. It resembles the scene in Hogarth’s series of 
paintings A Rake’s Progress in which the fallen antihero is 
depicted shaven headed and in manacles, while a pair of 
laughing and wealthy ladies inspect the mad inmates. But 
despite the romping and jokes about England today (“We are 
a nation of pale skinned fighting drunkards and always will 
be”) and the usual doubts about what it is to be mad (“It’s a 
miracle any one of us is deemed to be sane”), the play lacks 
narrative. People meet and cavort, and it is not quite clear 
who is who. It is very much a kind of Henry Fielding’s Tom 
Jones meets mad music hall, a piece of street theatre without 
the agitprop. It’s a pleasant enough way to pass an evening, 
but there’s no real bite.

As for the doctors and their diagnoses, the play’s setting 
of the mid-18th century is not an era when we are sure what 
doctors, let alone “mad doctors,” actually did. The notes 
of Alexander Morrison, a celebrated London practitioner, 
comprise relatively brief entries, perhaps a two or three line 
history, the odd delusional belief, and an incomprehensible 
prescription. In Bedlam the bad, gin drinking Dr Carew does 
examine, or rather he inspects, a new inmate, checking out 
teeth, eyes, hands, and so on, rather like a horse dealer at a 
country fair, but this may be just theatrical display to empha-
sise the physicality of his approach. Whether any doctor of 
the era ever deigned to touch a lunatic is highly unlikely, and 
it is the attendants who deliver the “treatments”: emetics, 
purges, bleedings, and handcuffing.

Likewise the doctors are carefully dressed in dark, sober 
suits, with wigs and stockings, in contrast to the colourful 
patchworks and mismatched gowns, blouses, and panta-
loons of their chaotic patients. And the author wisely avoids 
any attempt to introduce modern diagnoses, such as schizo-
phrenia, letting appearance and behaviour illustrate rather 
than try to force a modern analogy. The songs are lewd, 
with “oyster” an interesting term for a very private part, and 
sexual display is constant, reflecting the Bedlam songs that 
have come down to us in various collections.

Of course, any attempt to portray psychiatric disorder on 
stage or in film is to be welcomed. The curse of stigma and 
the constant negative reporting of “untoward incidents” 
have left us with a risk management legacy of institution-
alising attitudes. The notion of having mad Tom O’Bedlam 
beggars roaming around our traffic fumed streets fills our 
masters with horror. And the new private madhouses are 
flourishing, fuelled by Home Office money and prolonged 
regimens for patients, defined as medium secure or low 
secure. If there is a nice moral in this energetic play it is that 
the boundaries between mad and not mad, between “nor-
mal” and deviant, have always been less than clear cut.
Trevor Turner is general adult psychiatrist and clinical director, East 
London and City University Mental Health NHS Trust, London 
Cite this as: BMJ 2010;341:c5208
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Madness at the Globe
The first female playwright to write for the Globe in 400 years sets her play in the 18th century, 
when people commonly paid a penny to see lunatics. Trevor Turner saw her raucous show
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A play by Nell Leyshon; 
directed by Jessica Swale
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Rating: ****
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Doctor Johnson some-
times accused himself 
of idleness, though his 
collected works, even 
without his diction-
ary and his edition of 
Shakespeare, are sev-
eral thousand pages 
long.

He wrote extensively 
about matters medi-
cal—so extensively, in 
fact, that this medical 
writing far exceeds in 
extent the writing of the 
overwhelming majority 
of doctors in history. 
He wrote biographies 
of the Dutch physician 
Herman Boerhaave, for 
example, and  Thomas 
Sydenham; he reviewed 
many medical books. 
He believed that medi-
cine was of the second 
greatest benefit to 
humankind—after reli-
gion—and he kept abreast of developments 
in medicine.

Dr Johnson’s brief essay in the Idler for 
Saturday 5 August 1758, however, is the 
strongest attack on vivisection written in 
the 18th century, perhaps indeed in any 
century. One senses that Johnson was 
beside himself with fury and that he could 
hardly contain himself. He says: “The Idlers 
that sport only with inanimate nature may 
claim some indulgence; if they are useless, 
they are still innocent: but there are others, 
whom I know not how to mention without 
more emotion than my love of quiet will-
ingly admits. Among the inferior professors 
of medical knowledge is a race of wretches, 
whose lives are varied only by varieties of 
cruelty; whose favourite amusement is to 
nail dogs to tables and open them alive; to 
try how long life may be continued in various 
degrees of mutilation, or with the excision or 
laceration of vital parts to examine whether 
burning-irons are felt more acutely by the 
bone or tendon; and whether more lasting 
agonies are produced by poison forced into 
the mouth or injected into the veins.”

Who are these inferior professors against 
whom Johnson wrote this tirade with such 
unmistakable passion? It has long been 
thought that they were the Hunter broth-

ers, the secular patron 
saints of pathology and 
experimental physiol-
ogy. But perhaps it was 
directed as much, if not 
more, at Albrecht von 
Haller, whose experi-
ments of the sensitivity 
of tissues resembled (in 

outline) Dr Johnson’s 
description.

Johnson takes 
the pro-vivisection 

argument and sub-
jects it to his consider-
able power of invective: 
“What is alleged in 
defence of these hate-
ful practices, every one 
knows; but the truth 
is, that by knives, fire, 
and poison, knowledge 
is not always sought, 
and is very seldom 
obtained. He that 
burned an animal with 
irons yesterday will be 

willing to amuse himself by burning another 
tomorrow.”

Johnson, no mere obscurantist, does 
not deny that some knowledge has been 
obtained by all this, but: “If the knowledge 
of physiology has been somewhat increased, 
he sure buys knowledge dear, who learns 
the use of the lacteals at the expense of his 
humanity.” And the habit of cruelty, Johnson 
says, will brutalise the doctor to the detri-
ment of humanity. “These horrid operations, 
which tend to harden the heart, [will] make 
the physician more dreadful than the gout 
or stone.”

In the essay Johnson says, “I know not, 
that by living dissections any discovery 
has been made, by which a single malady 
is more easily cured.” At the time he wrote, 
Johnson was surely right; the benefits of vivi-
section did not accrue until at the very least 
a century later. This could not be known, 
perhaps, at the time; there was a basic faith 
that knowledge would lead in the end to 
practical amelioration. So it has proved; but 
not being a utilitarian, Dr Johnson would not 
excuse the Hunters and von Haller on those 
grounds. Present cruelty is for him more real 
than future benefit.
Theodore Dalrymple is a writer and retired doctor
Cite this as: BMJ 2010;341:c5209

Dr Johnson’s animal passions MEDICAL CLASSICS
Allemande l’Asthmatique, from the fourth 
book for viola da gamba By Marin Marais

Étude Asthmatique, from the second book of 
Péchés de Vieillesse By Gioacchino Rossini
Our relatively ready access to effective bronchodilators and 
diuretics can lead us to forget how challenging asthma (and 
cardiac asthma) must have been in earlier times, without 
hope of effective succour. Two of the most flexible, virtuosic, 
and humorous composers have left us unique musical 
insights into “asthma” in the 18th and 19th centuries. 
Marin Marais (1656-1728) clearly relished the challenge of 
programme music. His works for viola da gamba include The 
Labyrinth, a description of a man lost in a maze; The Scale, 
an operatic fantasy based on the scale; and a description of 
a lithotomy (BMJ 2010;341:c4156). In common with other 
baroque composers he often used the dance movement the 
allemande, generally considered to be calm and grave in 
nature. Marais clearly plays games with the art form, as his 
“Allemande l’Asthmatique” (“Asthmatic Allemande”) starts at 
a pace that genuinely can be called breathless and continues 
relentlessly to an exhausted conclusion. The plaintive tone 
of the viola da gamba adds to the experience, and skilled 
gamba players can enhance the “wheeziness” of the aural 
experience by modifying their technique. 

Rossini’s late chamber works from his final years in Paris, 
collected as his Péchés de Vieillesse (Sins of Old Age), are 
a treasure trove of late life creativity and a rebuttal to those 
who consider old age a time of conservatism and regression. 
With his works as exotically titled as those of Marais, Rossini 
pushes the limits of styles, convention, and genres of music: 

Respighi later orchestrated a 
selection of the pieces in the ballet 
music La Boutique Fantasque. 
Contemporaries often described 
Rossini as a hypochondriac, but 
perhaps with reason, given an 
impressive list of ailments that 
afflicted him. 

The titles of some of the Péchés 
de Vieillesse give some insight into 
what he might have experienced: 
“Prélude Convulsif,” “Mon 
Prélude Hygiénique du Matin,” 
“Valse Torturée,” and the “Étude 

Asthmatique.” This last piece is for piano solo, and with its 
repeated runs of fast semiquavers it immediately sparks 
a sense of respiratory discomfort, of the asthmatic person 
rushing out words before caught by the next breath. The 
underlying pulsation suggests a narrative of trying to maintain 
appearances against the odds, with an inherent tension 
leading to the inevitable collapse. 

Both pieces are beautiful and appealing works of art and 
can stand alone musically without prior knowledge of their 
underlying programme. They remind us that music is unique 
among the arts in its access to a wide range of cognitive and 
emotional networks. But they also work at other levels, giving 
a sensitised medical ear a shock of recognition, a sense of 
awe at the perceptiveness of great artists, and a renewed 
appreciation of the modern treatments that have allayed the 
course of such respiratory discomfort.
Desmond O’Neill, consultant in geriatric and stroke medicine, 
Dublin doneill@tcd.ie

Cite this as: BMJ 2010;341:c5042
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Medicine wants to take the credit for the steep decline in 
vascular disease through the management of “risk factors.” 
But the constant gradient of decline since 1950 cannot be 
explained away in these terms, because such medical inter-
vention began in earnest only in the early 1990s. Also, a 
litany of unexplainable paradoxes remains. For example, 
in France the death rate from vascular disease is a quarter 
of that in the United Kingdom, but France has higher rates 
of smoking and commensurate cholesterol and blood pres-
sure profiles. UK citizens of south Asian origin have twice the 
average risk of vascular disease, and people in the highest 
socioeconomic class have half the average rate, even after 
adjustment for the various risk factors. Furthermore, the 
recent mass screening and treatment of the population has 
not delivered the expected change in the rate of decline. And 
the epidemic of obesity and diabetes has not caused the pre-
dicted explosion in numbers of deaths from vascular disease.

There can be only one conclusion: other factors are at 
play. As an interested amateur epidemiologist, armed only 
with Google and an Athens password, I have an observation 
to make. At the turn of the 20th century infectious disease 
killed thousands of children and infected thousands more. 
The common infections, such as rheumatic fever, diphtheria, 
and tuberculosis, all have common and recognised cardiac 
complications. Infectious disease is linked to poverty and 

overcrowding. But the incidence of these diseases fell steadily 
from 1910 onwards, reaching nearly zero in 1960, as a result 
of better social conditions and vaccination. The trajectory of 
decline in vascular deaths from 1950 onwards mirrors the 
gradient of decline seen in infectious disease 40 years earlier 
(www.statistics.gov.uk/cci/nugget.asp?id=1337). Are these 
declines in infectious and vascular disease somehow linked? 
Is it possible that vascular disease in middle age is a late post-
infective complication in the survivors of cardiotoxic child-
hood infections? This is plausible but seems just too obvious. 
However, this hypothesis is supported by other observations.

These infections remain common in the developing world, 
and immigrants from the Indian subcontinent were exposed 
to these infections as children, explaining their increased 
risk. If you overlay the current world maps of prevalence of 
diphtheria, tuberculosis, and rheumatic fever, these match 
the prevalence map for vascular disease. The French paradox 
may reflect the fact that France was largely rural, in contrast 
with overcrowded, urban Britain. Finally, vascular disease is 
considered a modern disease, but in previous centuries few 
would have lived long enough to develop it. Have we got it 
wrong on vascular disease? Perhaps a professional epidemi-
ologist with a few more passwords could comment.
Des Spence is a general practitioner, Glasgow destwo@yahoo.co.uk
Cite this as: BMJ 2010;341:c5196

Ever since the first clustering of 
humans into tightly knit communities 
unleashed waves of infectious 
diseases, citizens have bemoaned 
their urban environment. Yet the idea 
of a healthy city is not just a utopian 
dream. Or so the physician and public 
health reformer Benjamin Ward 
Richardson (1828-96) insisted when 
he unveiled his vision of Hygeia, a City 
of Health in 1875.

Richardson qualified in 1854 and 
became an eminent anaesthetist 
who developed no fewer than 14 
new anaesthetics; was a dedicated 
supporter of the sanitary movement 
who founded the first public health 
journal; and was a prolific writer of 
poetry and drama, a keen cyclist, and 
an ardent temperance campaigner. 
Eager to bring his talents to designing 
a model city, Richardson was 
convinced that contemporary scientific 
knowledge could create “a working 
community in which death . . . is kept 
as nearly as possible in its proper or 

natural place in the scheme of life.”
Spacious, green, and clean, 

Richardson’s Hygeia would comprise 
a population of 100 000 living in 
20 000 houses arranged on a grid 
pattern of wide, quiet streets. Railways 
running under each of the three 
main thoroughfares keep traffic to 
a minimum. The roads are built of 
wood set in asphalt to render them 
“noiseless, clean, and durable” 
and bordered by broad pavements. 
Buildings are limited to four storeys 
to ensure maximum sunlight; and 
greenery abounds, with tree lined 
streets, public squares, and a garden 
behind every house.

Hygeia’s houses are roomy, well 
ventilated, properly heated, and 
easily cleaned and boast hot and cold 
running water with efficient sewerage 
systems. The happy Hygeians enjoy 
plentiful public laundries, libraries, 
schools, swimming pools, and centres 
for “instructive amusement.” Alcohol 
and smoking are effectively banned, 

and brothels and gambling dens 
are absent. Elderly and mentally ill 
residents are cared for in houses no 
different from the norm, and work is 
available for all able bodied citizens.

A model city naturally contains 
model hospitals for the sick. Each 
would serve a catchment area of 5000 
people and would have lofty, glassed 
entrance halls and single sex wards 
that lead on to verandas and gardens. 
The outpatient departments would run 
so efficiently, Richardson said, “that a 
sick person, who is punctual to time, 
has never to wait.”

Richardson was adamant that the 
knowledge and technology to make 
his dream a reality already existed. 
“Utopia itself is but another word 
for time,” he mused. Though more 
than a century after Richardson’s 
death, modern dictionaries prefer the 
definition “an imaginary place.”
Wendy Moore is a freelance writer and author, 
London wendymoore@ntlworld.com
Cite this as: BMJ 2010;341:c5198
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