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Dear distinguished friends and colleagues:


It is an honor and a pleasure to appear before you today.  I feel I am surrounded by good friends with kind and courageous hearts – and with a deep knowledge of addiction treatment.  As you well know, we are here because of the destructive trends that have developed in British addiction treatment in recent years.  


My Basic Position on this Matter

In summary, my position is as follows. Based upon three decades of close observation, including direct participation in three cases involving the disciplining of doctors by the GMC, it is my contention that the estimable and venerable British System of addiction treatment has been afflicted by a severe onslaught of schizophrenia.  On the one hand, in many cases, the system operates in a sane and rational fashion -- and thus grants doctors great trust in treatment choices, especially involving powerful narcotics for maintenance.  On the other hand, in too many cases in recent years, the GMC has cast selected doctors out of the profession on the basis of reasoning that seems, to put a fine point on the matter, just a bit mad.  If there is one point of consistency in these bizarre actions, however, it is that the doctors in the latter group tend to be either dissenters, or GMC critics, or private practitioners (who, quite legally, charge fees), or all three.

I would not dare to come to such conclusions and to offer such an opinion unless I also had extensive experience in the field of drug policy.  During my three decades in the field, I have spent many months in the United Kingdom studying and being involved in drug policy and treatment debates.   These debates took place because the field is so full of doubt and uncertainty, then and now, and perhaps forever.  The dominant wing of British medicine – which I refer to as the British-American School, or the London School -- has sought, in recent years, to make the practice of addiction treatment more organized and more in line with its own views of what is the proper method of treating addicts.  The well-meaning and highly educated leaders of this school would claim that they are basing their dictates – their “guidelines of good practice” -- on the best science.  In my view, while science plays a role in medical practice, it remains more art than science.  This is particularly true in the practice of addiction medicine.

There does not exist, nor has there ever existed, a clearly enunciated and universally accepted method by which all responsible physicians are supposed to treat drug addicts within the medical profession of any country I have studied.  If there is any one conclusion that stands out in my work in this field, it is that.  From time to time, one school of medicine or another becomes dominant in the profession of a particular country and the methods espoused by that school tend to be accepted as the best manner of handling addicts.  Such notions of “good practice” are not usually based on objective science but on the changing perceptions of clinical realities of the school of doctors that happens to be dominant at that time.  

I observed this phenomenon during my years of visiting and directing seminars in the UK starting in 1974.  When I first began studying British drugs clinics, I was told that there had been a good deal of prescribing of large doses of injectable drugs by the National Health Service (NHS) clinic doctors, many of whom favored diamorphine (a more formal name for heroin) in those prescriptions.  In effect, diamorphine by injection was an accepted clinical style at the time.  However, within a few years I observed that the dominant London School was taking the position that good practice required a move away from prescribing injectables, including diamorphine, except in very rare circumstances.  Some analysts believed that this concerted move by the London NHS clinic directors was based upon some newly discovered scientific information.  In fact, it was not.

During my research in the Seventies and during my visits to drug clinics and interviews with leading addiction treatment physicians at the time, I kept seeking an explanation of the scientific basis for the move away from injectables and from diamorphine.   I recall, in this connection, the words of the late, eminent Dr. Philip Connell, the one-time world-renowned director of the outpatient clinic at the Maudsley Hospital and of the inpatient drug ward at the Bethlem Royal Hospital, and one the main leaders of the London School.  In 1984, I was able to write about Connell in The Journal of Psychoactive Drugs: 

Connell bridles at the knowledge that some clinic directors claim that what they are doing is "absolutely correct -- or right." "I am doing it because that is all I can do with my staff: a practical compromise”....  It is almost a matter of religion for him to state and restate this threshold principle: "there is no specific treatment for drug abuse”.... In his view, there is no precisely defined treatment of drug addiction mainly because there is no clear definition of the malady as well as the fact that "there is no unitary condition."

.... At one point, during a visit to Maudsley, a foreign visitor was inclined to forcefully ask Dr. Connell for an explanation of "the scientific basis for the change in prescribing policy, for the move away from injectables and heroin [during the mid-1970's]." Connell (1977) replied directly  "there is no scientific basis." That reply indicated again that his actions were taken on the basis of professional hunches and clinical judgments, not preordained principles or measurable evaluation data."  Arnold S. Trebach, J.D., Ph.D., "The Trusted Physician in a Humane Drug Control System," Journal of Psychoactive Drugs, April-June 1984, 141, 147-148. 

It is worth mentioning here that I was that foreign visitor and that Dr. Connell reviewed the entire section of the article devoted to him before publication.  After nearly three decades of searching the world, moreover, I have yet to find a single drug-treatment method that has anything near universal acceptance by a majority of physicians.   The main premise of that entire article was that the medical system of the United Kingdom allowed great freedom to doctors, especially in drug treatment, because the system essentially trusted and respected their clinical judgments.  I showed how each of the doctors differed from one another in basic philosophy and clinical practices and often openly disagreed about these matters -- but that the system did not penalize any doctor because of those philosophical and clinical differences.  That of course was the core of the venerable British System – great trust in the clinical judgment of doctors when it came to treatment of addicts, especially in regard to prescribing drugs for them on a long-term maintenance basis.   The five leading addiction specialists were Drs. Martin Mitcheson, Philip Connell, John McClure, H. Dale Beckett, and Ann Dally.  As it happens I had to append a postscript explaining that since writing the main body of the original article, the first Ann Dally case before the GMC had occurred, which is described later.  This raised questions about my main thesis.

Not only is there no unitary system of acceptable drug treatment methods, but also the methods accepted by powerful medical leaders keep shifting.   For further proof of this proposition, one need look no further than the very significant changes that have taken place in the published document entitled Guidelines of Good Clinical Practice in the Treatment of Drug Misuse in the United Kingdom since 1984.  A distinguished medical working group appointed by the Department of Health and Social Security produced this document; it was endorsed by the GMC and other leading medical figures.    Each successive edition of the Guidelines has changed some of the basic ground rules as to what methods were considered good practice.  Each successive edition was the subject of intense debate among the committees that produced them.  Each was greeted with heated criticism and fervent support within various segments of the medical profession and in other interested communities.  These Guidelines were not based upon immutable scientific principles. 

It is important to note that no scientific test can determine whether or not any person is addicted to any substance, a salient fact first brought to my attention many years ago by Doctor Connell.  All the urine, blood, and hair tests can show is the presence, or apparent absence, of particular drugs in the body of a patient. Those tests cannot determine the presence or absence of the sometimes-ineffable condition known as addiction. 

Death for patients comes too often from drugs of all kinds that are prescribed even within published guidelines for all sorts of conditions, not only addiction.  This fact was brought home dramatically by a meta-study recently reported in the Journal of The American Medical Association. The medical researchers carefully analyzed 39 scientific studies of US hospitals and came to surprising conclusions.  Excluding cases of improper administration, they found that even when the drugs were properly prescribed in the controlled setting of an in-patient hospital, adverse drug reactions occurred in 6.7 percent of hospitalized patients; fatal ADRs occurred in .32 percent.  Thus the researchers estimated that approximately 106,000 patients died during 1994 in US hospitals from drugs that were administered within established published guidelines.  These data cover all drugs and are not confined to one class, such as narcotics.  Indeed, it appears that most of the medicines administered were not narcotics.  The study demonstrates the risks that are part of all forms of drug therapy including many that are often deemed quite safe.  Jason Lazarou, MSc; Bruce H. Pomeranz, MD, PhD; Paul N. Corey, PhD. “Incidence of Adverse Drug Reactions in Hospitalized Patients, A Meta-analysis of Prospective Studies,” JAMA, April 15, 1998 - Vol 279, No. 15, p. 1200.

The Lack of Clear Standards and the Appearance of Prejudice in Medical Disciplinary Proceedings 

It is impossible to discern a clear pattern of the standards that have been applied in medical disciplinary proceedings involving drug treatment within the United Kingdom.  This lack of clarity is found at every level of the disciplinary and control process.  In my experience in civil rights work in the United States, I observed that the absence of clear rules provided rich soil for the growth of discrimination and inequality.  The absence of clear rules meant that the status of the accused became more important than the status of the facts and the law.  Personal animus and political differences often became controlling factors.  Such has been the case in the United Kingdom in the past two decades regarding drug treatment.  In my opinion, the appearance of prejudice is very strong in this arena as it was in my civil rights work in America.

The existence of such prejudice first became obvious to me during my extensive involvement in the case of Dr. Ann Dally, which took place in the Eighties.  Dr. Dally is an outspoken London psychiatrist who, in the past, accepted addicts for treatment on a private basis.  That is, she charged fees for her services, which is quite legitimate, but it also is a practice that has raised great objections on the part of the leading addiction doctors who usually practice within the National Health Service. Such doctors receive the equivalent of a salary from the government and many of them view those who accept fees from addicted patients as pushers in white coats.   There is reliable evidence, in my view, that the enmity of leading doctors to Dr. Dally and her methods resulted in charges of irresponsible prescribing being brought against her before the Professional Conduct Committee of the General Medical Council on several occasions in the 1980s.  She suffered through several of these proceedings and eventually decided to withdraw from the addiction field, although she never lost her license to practice medicine.  I observed her first prosecution before the GMC and appeared as an expert witness on her behalf in a subsequent GMC prosecution.  I read virtually every piece of paper relating to her situation. To this day, I do not understand what she did wrong and why the leaders of British medicine sought to destroy her.  The fact that they did reveals, in my opinion, harmful patterns of bias within the medical disciplinary machinery of the country.  

At the time of these actions against Dr. Dally, I viewed them as temporary aberrations by the GMC and the medical elite of the country.  Subsequent events, including the remarkably similar assault on Dr. Patrick Hickey of Cornwall and many other doctors, have led to my forming the opinion, that in the drug arena, disciplinary decisions by the General Medical Council cannot be relied on to provide an unbiased, truthful evaluation of the actions of the doctors brought before it.  That opinion is based upon long study of the subject and also upon direct observation of the Professional Conduct Committee of the General Medical Council in action.  The same opinion applies to other official bodies and actions, such as coroner’s inquests.  This opinion is shared by a number of physicians in the United Kingdom, some of whom are participating in this conference today.

The Dally case illustrated another point crucial to the field of addiction medicine and treatment: the extensive conflict of expert opinion, at all levels, on what is and what is not responsible prescribing.  Two of the leading official drug addiction experts in the country appeared for Dr. Dally’s defense in the 1983 trial before the GMC, H.B. “Bing” Spear, the late, illustrious Chief Inspector of the Drugs Branch of the Home Office, and his chief deputy, Ian Heaton.  I was present and heard their entire testimony.  They made it clear that the Drugs Branch of the Home Office had concluded that the doctor had issued the prescriptions to Brian Sigsworth, the key addict-patient involved, in a responsible manner.  The GMC concluded that she had not.  (The GMC labeled her actions to be “serious professional misconduct.”)  This stark contrast in high-level expert opinion on the same set of facts demonstrates once again that there is no single standard by which one can judge professional medical behavior in the arena of drug prescribing for addicts.   More detail on the Dally case may be found in her wonderful book, A Doctors Story, Macmillan, 1990, and of course in her statements to the conference today. 
Patrick Hickey and Martin Scholes  

My knowledge of the schizophrenic workings of British medical disciplinary proceedings has been greatly increased by my work as an advisor and an expert witness in matters involving Dr. Patrick Hickey, who is appearing in this conference.  Much of the material in this paper comes from statements I prepared for his court cases and which were submitted to courts in legal matters pertaining to his situation.   The details of his case provide great and sad insights into the injustices now being perpetrated by leaders of British medicine and law.

Patrick Hickey came from a conventional medical background.  His father was a highly respected physician who practiced conventional medicine in Cornwall.   Dr. Hickey had extensive education and training in conventional or orthodox medicine. When he took over his father’s practice in 1977 in Newquay, Cornwall, he started out as a conventional physician but soon became attracted to holistic methods and in 1981 opened the Holistic Medical Centre in Newquay.  He became a dedicated practitioner of holistic medicine, which he combined with conventional practice.  In 1982 he opened the Cornwall Self-Help Cancer Centre, which featured holistic and natural health care.  He circulated literature about his work to all Cornish GPs.   He grew a beard and often wore sandals, but rarely a white coat.  For these and other ineffable reasons, he found himself often in a variety of conflict situations with his medical colleagues in Cornwall.  One of those with whom he was often in conflict was Dr. X, who was a member of several local medical committees, which are powerful entities within the NHS.   As it happened, Dr. X also served as the local coroner.  By September 1987, Dr. Hickey had approximately 1,000 patients on his rolls at the centre, of whom he figured perhaps four were drug addicts.  At the time, addicts were not seen very often in the area.   

 Martin Harry Scholes, aged 29, was one of those addicts. He had been a patient of Dr. Hickey’s in the past but had not been in the surgery for some time and thus had been dropped from his rolls, unbeknownst to the doctor.  When he appeared at his surgery on the afternoon of Thursday, September 10, 1987 Dr. Hickey treated him as one of his own patients in dire need of help and comfort. Martin Scholes identified himself as an ex-narcotic addict, who had been addicted to both heroin and Diconal.  He said he was then addicted to amphetamines, and in a terrible state of agitation about the downward spiral his life was taking, not least that he thought he was going to jail within five days.  Even though he was a busy GP, Patrick Hickey spent over an hour seeking to understand this patient, to calm him, and also to convince him to enter a comprehensive program of treatment.  This involved holistic therapy, attendance at religious services -- and several prescriptions, including one for vitamins, one for 100 tablets of diazepam, and one for 30 tablets of Diconal.   The latter drug, a morphine-like synthetic opiate, was prescribed to deal with the intense psychic pain that, according to Patrick’s diagnosis, his patient was suffering. 

The thirty 10 milligram Diconal tablets were meant to last 15 days, but Scholes came back on September15th, only five days later, saying he had used them all up and asked for more.  Dr. Hickey reluctantly gave him a prescription for 30 more, but then on the very next day, on the 16th, the patient was back with a story that, in his agitated state, he had washed his jeans in a launderette with his drugs in a pocket and thus had destroyed them.  Diana Truscott, Dr. Hickey’s receptionist, protested to him that he should not believe that “cock-and-bull story.”  Patrick Hickey replied, “You don’t know how I work,” and that he had to seek to keep the trust of the patient.  Even more reluctantly than before, Dr. Patrick Hickey wrote another prescription for 15 more Diconal tablets and told his agitated patient that this was a “one-off” and that he had better enter the proffered treatment program soon and that there would be no more prescriptions until he did. 


That prescription for those 15 tablets on the 16th of September 1987, a modest amount according to my analysis of prescribing practices in Cornwall and in the UK as a whole, had serious consequences.  On the night of the 17th, as far as is known, Mr. Martin Harry Scholes killed himself, very probably by grinding up and injecting some of the Diconal tablets that Patrick Hickey had prescribed for him.  It is likely that most of those tablets came from the final prescription, which was meant for oral, not injectable, use.   
In almost every case of which I am aware the death of an addict is treated as a sad but normal event.  Addicts in the United Kingdom and in other Western countries have death rates 15 to 20 times that of the general population.  It is very rare for a coroner to blame the death of an addict on the doctor who was treating that addict with drugs, especially when the death was due to an apparent suicide.  This was not the case here.  Patrick Hickey was devastated by the death of his patient but soon he was even more traumatized to find that he was being treated by the local authorities as the person who caused the death.

It is here at the local level that I find discrimination on the part of the authorities.  It is my opinion that Patrick Hickey was subjected to discriminatory treatment by these local authorities and that they communicated this discriminatory posture to national drug control and medical authorities that ultimately carried the discrimination to the extreme point of summarily casting him out of the medical profession.  The position of the local authorities became the position of the GMC.  That position was well expressed in the letter that the coroner, Dr. X, sent to the GMC on November 4, 1987, enclosing the file on the Scholes inquest.  The penultimate sentence was, “It would seem clear that had it not been for Dr. Hickey’s reckless disregard for the principles of treating addicts, and the contempt with which he treated the regulations, that Martin Harry Scholes would not have died.” The existence of this letter was not communicated to Dr. Hickey until years later, an omission which seriously affected his rights and his ability to mount an effective defense. 

In my opinion, had Dr. X not come to this erroneous conclusion or had he not communicated it to the GMC, it is highly likely Dr. Hickey would still be practicing medicine in Cornwall.  None of his patients had ever died under similar circumstances and none came forward to support any of the actions taken by local officials or by the GMC in this case.  Indeed, many patients wrote highly complimentary letters to the GMC about their doctor. Moreover, had Dr. X approached the case as he had others in Cornwall, he might well not have come to that fatal conclusion.  

The apparent suicide of Mr. Scholes was followed by an intense series of investigations and hearings.  In my view they appeared to be a reflection of the conflicts that had been taking place within the medical community of Cornwall.  The dominant group of doctors appeared to be continuing their campaign against an outcast.  A leading figure in the campaign appeared to be Dr. X, the coroner, who commenced preparations for a formal inquest.  Within a short time, the local police and the national Home Office Drugs Branch were involved.  At 10am on September 23, 1987, two men showed up at Dr. Hickey’s surgery without warning and conducted a formal interview about the death of Mr. Scholes.  The lead interviewer was Alan West, a regional Home Office Drugs Inspector from Bristol.  Detective Constable Davies of the Devon and Cornwall Constabulary, who took the notes of the interview, accompanied him.  It is my opinion that they gave the strong impression that they had already made up their minds that foul play had occurred and that they were there to get evidence of that foul play on the part of the doctor.  Inspector West said that he was seeking “an explanation from you concerning your prescribing to see if there is any evidence of irresponsibility.”  Of course, “irresponsible prescribing” can be the basis for severe sanctions from the GMC, including erasure from the medical register.  It was a one-sided interview, which Dr. Hickey recognized and complained about at the time.             

Dr. Hickey was not warned that the interview might take place, was not represented by counsel, and appeared impatient and defiant.  In fact, he was still emotionally distressed over the loss of his patient and about other problems in his personal and family life.  He was concerned that patients were waiting for him in the reception area.  He did not give a good account of himself and the interviewers seemed not at all sympathetic or understanding or helpful.  They did not attempt to understand his treatment methods.  When he presented them with an extensive set of papers that explained those treatment methods, Mr. West said that he would show those documents to his superiors.  The written notes (not actually a transcript) of the hurtful West interview kept reappearing in all of the subsequent proceedings in this matter, but the written explanation of Dr. Hickey’s treatment methods did not appear in the record until the second day of the hearing before the Professional Conduct Committee several years later.  In the West interview, a great deal of critical attention was paid to the fact that Dr. Hickey ignored the Guidelines of Good Clinical Practice in the Treatment of Drug Misuse of 1984.  It appears that his open disrespect for those guidelines was treated as concrete proof of his irresponsible prescribing.

Yet, Dr. Hickey’s open disrespect of those Guidelines was shared by many addiction experts in medicine and within the ranks of officialdom.  In my frequent contacts with leading participants in drug abuse control and treatment, I was able to observe the manner in which medical politics and not necessarily medical science dominated the creation of those Guidelines in 1984.  I was told about this in discussions with officials at the Drugs Branch of the Home Office and with physicians involved in the working group during the early Eighties.  Those Guidelines reflected the growing consensus among leaders of the British-American School that there was a need to tighten up prescribing practices, to build up the role of the specialist doctors and drug clinics, to discourage treatment by private doctors who charged fees, and to keep general practitioners in the drug treatment field, but in a subordinate role.  The Guidelines also exhibited growing impatience with and distrust of addicts, especially those on long-term injectable prescriptions.  Again this was a reflection of what I had observed in my many visits to the specialist clinics and in my discussions with the consultant psychiatrists and their staffs at those clinics -- as well as with general practitioners under NHS, with private doctors, and with addict-patients.  In other words, the 1984 Guidelines were an accurate reflection of the well-intentioned, clinical judgments of a small group of influential doctors and not the result of some newly discovered scientific principles based on recent rigorous research.  The 1984 Guidelines ignored much minority medical and expert official opinion.   The account of the formulation of the Guidelines given by Ann Dally in her book, A Doctor’s Story, squares with my view of the process.  Some of the medical dissidents, including Dr. Dally and Dr. Dale Beckett, actually served on the governmental committee that formulated the Guidelines.  At times they expressed their concerns over the direction that the deliberations were taking, especially since the interests and needs of long term addicts were being ignored.  The dissenting doctors claimed that their views were also generally ignored.

The status of the Guidelines in medical disciplinary proceedings is vague and uncertain.  They are not law but merely strong suggestions to the profession.  Yet, at times I have observed that they are given the respect worthy of a statutory instrument enacted by Parliament.  There is supposed to be ample flexibility in their application to allow any doctor to make individual clinical decisions without fear of sanctions flowing from the Guidelines.  Yet, at times I have also observed that they are applied as if they were rigid canonical doctrine.  In such a situation of uncertainty there is ample room for applying the Guidelines in a discriminatory fashion, based upon one’s views of the accused person and not on the actual facts. 

In my view, the Guidelines were applied in that discriminatory fashion to Dr. Hickey in the full inquest hearing conducted by Dr. X some weeks later on October 30, 1987.  That hearing had the same defects as the West interview in that it was one-sided and also bore the marks of an open attack on Dr. Hickey and on his rights to an impartial hearing before an impartial judge.  The judge in this case was Dr. X who would have been disqualified in any other forum of which I am aware.  It was a clear violation of Dr. Hickey’s rights to allow this hearing to be controlled by a known professional enemy who had previously been open about his disagreement with Dr. Hickey’s methods of practicing medicine.  It reminded me of trials I investigated in the American South, which saw civil rights protesters appearing before known segregationist judges.  While Dr. Hickey was represented by a lawyer provided by the Medical Defence Union, I am sorry to say that this young lawyer seemed overwhelmed by her task and was not effective in her role as his advocate.  Her questions of Mr. West seemed to help the prosecution, and when Dr. Hickey had finished responding to hostile questions posed by the lawyer for the Scholes family, she had the opportunity to lead Dr. Hickey into providing helpful information about his methods.  Instead, she decided for some reason to ask him no questions.  Dr. Hickey was thus denied the effective assistance of counsel, in addition to the denial of other rights.   

It is impossible to overstate the impact that these biased and unfair local proceedings had on the future course of events at the national level in London.  The West interview and the notes of the coroner’s inquest kept reappearing in subsequent proceedings, as I said.  And then there was that harsh letter of November 4, 1987 from the coroner to the GMC along with a similar one to the Home Office.  In this entire matter, local prejudices and animosities were codified, enshrined in official records, and had a profound impact on determining the final outcomes.  During my tenure as a national American civil rights official, I constantly had to be on guard against the pernicious national impact of such local prejudices.  In my case the official national mood opposed them.  In this case the local prejudices were reflected in similar attitudes at the national level, such as in the GMC and in the courts of justice.  

The Evidence of Unequal Justice: Other Cases, Other Theories 

While there are many instances of injustice that were visited upon Dr. Hickey, as well as other doctors in recent years, the most powerful overall indictment appears when his practices are compared to those of other UK doctors who have suffered no punishment and are still practicing medicine.  Many of these unpunished doctors are quite open about their treatment methods and usually the authorities exhibit no interest in disciplining them.  When, moreover, complaints are laid about them before the authorities, no punishment is imposed.  In my experience, that is the essence of unequal treatment before the law.  Such differential treatment violates every civilized standard of justice, including Magna Carta.  That is why it is necessary to look into the detailed facts regarding other cases somewhat similar to that of Martin Scholes and involving other doctors.          

Another young addict, Trevor Long, died on August 1, 1993.  At the inquest in January 1994, unlike in the Scholes inquest, there was clear evidence as to how he died, tricuspid valve endocarditis, a heart disease common to injecting drug users.  Several local doctors, including psychiatrist Dr. Ben Charnaud, a highly respected psychiatrist who specializes in addiction, and several pharmacists were involved in his treatment.  Mr. Long received prescriptions for large amounts of Diconal (8 to 12 and sometimes 19 tablets per day) over a period of 26 months.  Calculated at an average of only 10 tablets for 790 days, I estimate the total conservatively at 7,900 tablets.  During one three-day period shortly before he died, he received a total of 96 tablets or 960 milligrams.  He also received many syringes. It was known to some of the medical professionals that he was injecting Diconal, even though the medicine was prescribed in oral form.  In other words, the medical professionals knew he was violating their instructions and was abusing the drugs provided, but they kept providing both the drugs and the needles, in massive amounts. He was seen to be unwell on numerous occasions.  The medical professionals did not, the coroner found, consult adequately with one another.  Moreover, the doctors were ignorant of the basic medical fact that injecting drug users might contract this heart disease.  Dr. X observed in his summary report that “the endocarditis from which he died is a treatable condition, so different management might have produced different results.”  This would seem to say that gross incompetence of the doctors involved, fully documented by the evidence, had caused the death of Trevor Long, a clearly preventable death according to the record of the inquest.

Despite all this clearly damning evidence, the penultimate sentence of the inquest report by coroner Dr. X was: “I therefore return a verdict that death was due to dependent abuse of drugs.”  No letters were sent to the GMC asking for action against the doctors.  In my opinion, the actions of the doctors and other medical professionals in the Long case were clearly deficient by most of the standard medical measures.  There is no way in which the same coroner could find that the doctor was to blame in the Scholes case and that the patient was to blame in the Long case -- unless prejudice was involved on the part of the coroner.  Or unless the coroner was afflicted with the disease of medical-judicial schizophrenia which is afflicting and destroying the British system of addiction treatment.   This case clearly shows the unequal and unfair treatment to which Patrick Hickey was subjected.  It also illustrates how other doctors like Dr. Hickey were unfairly treated.  At the same time, I am not here arguing that Ben Charnaud was a bad doctor who should have been sued by survivors of the patient or punished by the medical authorities.  He was a fine doctor, in my opinion. 

The matter of comparative dosages is vital.  I have found that many doctors have prescribed what could only be termed massive doses of drugs to addicts as part of humane and respectable treatment.  These doctors were often open about their methods and reported them in prestigious medical journals, as was the case with the famous Canadian addicts who appear so often in the medical literature.  They sometimes prescribed the drugs in dosages similar to those provided to Mr. Long by Dr. Charnaud.   That is one of the reasons I was attracted to this case many years ago: I could not understand how anyone knowledgeable about drug treatment could find any fault in the action of a doctor in prescribing 75 10-milligram tablets of a narcotic to an addict over a period of six days.  Trevor Long was prescribed at least 7,900 tablets of the same drug over a period of 790 days, including 96 tablets in just three days.  No sanctions were imposed on any of the medical personnel in that case and yet Dr. Hickey has been professionally destroyed primarily over 75 tablets in six days.  In my view, this is solid, documented evidence of unequal treatment and violation of his rights.      

It is an extremely rare event in the United Kingdom to find that sanctions were imposed for irresponsible prescribing on a doctor who was a drug addiction specialist, was part of an elite institution, or was considered a leader of the Drug Abuse Establishment. This is the outcome no matter how large the dosages and their duration. In this case, Dr. Charnaud was the consultant drug abuse specialist for the county and was in a somewhat privileged position within the NHS.  Again, it is worth remembering that he appeared to be a competent, caring physician doing his best to provide health care in a difficult field. He was accorded the respect usually given to doctors in the United Kingdom.  At the same time, we must recognize that he was not treated in the same harsh fashion as was Dr. Hickey.

Jamie Dean Barnecutt was found dead in Cornwall on February 25, 1994.  The inquest was held in June, again under the direction of Dr. X.  The evidence showed that this young man was a long-time addict who had been taking injected amphetamines and tranquilizers for many years.  Most of these drugs had been prescribed in the months before his death by local doctors, including Dr. Charnaud.  The doctors had also prescribed Prozac as an antidepressant to help in the process of withdrawing him from all drugs.  He was a heavy binge drinker and also apparently was taking methadone bought on the black market.  The exact circumstances or motivation for his death were not clear although the Home Office pathologist performing the autopsy gave the cause of death as aspiration of stomach contents and a drug overdose augmented by alcohol.  The doctors involved in caring for this deceased patients had been prescribing large amounts of drugs over a period of many months, and one of the drugs mentioned in the cause of death finding by the pathologist was a prescribed tranquilizer.  It is significant that Dr. Hickey was disciplined in part because he had prescribed a tranquilizer to Scholes.  Based purely on the written record, the doctors were more directly involved with this patient’s treatment and had prescribed more drugs than had Dr. Hickey in the treatment of Scholes.  Dr. X returned a coroner’s verdict of “death by misadventure.”  No letters were sent by Dr. X to the GMC seeking further official action.  Both the Long and Barnecutt cases show how it was possible for other doctors, like the coroner Dr. X, to view the Scholes case as part of the normal practice of addiction medicine in which the most important variables may well have been the often unpredictable and chaotic actions of the patients themselves -- and in which there are sometimes tragic outcomes which no doctor can control.

The death of Steven Yarnall in Penryn, Cornwall resulted in yet another case which dramatically demonstrates the manner in which most such tragedies are dealt with by the entire system of investigation and discipline within the United Kingdom – in almost all cases the doctor is presumed to have practiced properly absent a clear showing of grossly unprofessional behavior.  In this matter, a different coroner was involved but there were many facts in common with the previous Cornwall cases, including the centrality of Dr. Charnaud.  Again, all of these facts provide a measure of both the way in which such tragedies are usually handled and also of how Dr. Hickey and other politically “outcast” doctors are not treated in the same fashion.   There was ample room here for harsh action against the doctors involved, but none was taken. 

Mr. Yarnall had a troubled history that included multi-drug abuse, among many other mental and physical problems.  The young man had come to Dr. Charnaud for help and that doctor had sent the patient to a residential treatment center some miles away in Bristol, known as Barley Wood.  While at Barley Wood he claimed that he was subjected to bullying and threats from other patients and said that he was in fear of his life.  The staff at Barley Wood disputed that such threats had been made and instead claimed that Steven himself had misbehaved to such an extent that he was being discharged from the institution.   Steven’s father, Michael, learned of the imminent discharge on the morning of April 6, 1998.  He called the medical director, Dr. Y, complaining of this action and pleading with the doctor to hold Steven at the institution until he, the father, could leave his place of employment and drive several hours to pick up his son, whom he viewed as quite upset and disturbed.  Dr. Y agreed, but there was a mix-up and institute staff brought the disturbed young man to a nearby train station, gave him a paid ticket, and told him to get home on his own.  He did so after a trip of some hours, which involved changing trains several times.  After he got to Penryn, Steven went back to Dr. Charnaud who kindly sought to help the young man by counseling him for about 45 minutes and also by prescribing various medicines.  These included some sleeping tablets and 50 milligrams of oral methadone.  The methadone bottle had instructions on it that the 50 milligrams were to be taken all at once, which Steven did between 4:30 and 5pm.  Within a few hours he was in an alarming condition and seemed to be hallucinating, according to his mother, who wanted to call a doctor.  Steven insisted he would be all right and went to bed around 10:30pm, calling out “Good night!” to both of his parents.  They found him dead in his bed the next morning.              

The coroner in this case was not Dr. X but a solicitor, Edward Trewbody Carlyon.   At the main inquest hearing on February 24, 1999, the parents of Steven Yarnall were represented by Mark Heywood, an assistant solicitor in the firm of Christopher Rose & Co, which has also represented Dr. Hickey in various matters involving addiction treatment.   Mr. Heywood sought to cross-examine Dr. Charnaud on his observance of the 1984 and the 1991 Guidelines in the same manner as such issues had been presented to Dr. Hickey during the West interview and during the inquest presided over by X.  Dr. Charnaud virtually admitted that he had not followed the Guidelines on such matters as taking a careful history and conducting a physical examination.  At one point Mr. Heywood was in the process of asking Dr. Charnaud if had not been negligent in failing to carry out a blood and urine test, as recommended by the Guidelines, to discover the tolerance of the patient for such a large initial dose of methadone.  Coroner Carlyon stopped him in mid-sentence.  He ruled that line of inquiry inadmissible explaining that the purpose of the inquest, by law, was to determine “what” caused Mr. Yarnall’s death, not “why.”  The coroner went on to say that the function of a coroner’s court was not to establish civil or criminal liability.  Eventually, the verdict of the coroner was that the cause of death was an accidental overdose of the methadone that had been prescribed by Dr. Charnaud.     


In this case, then, there is no doubt as to the chain of causation leading to the tragic death of this young drug addict.  He died of an accidental methadone overdose, which had been taken exactly as the doctor, Ben Charnaud, had directed.  It was clearly a fatal prescription written in a way that violated the recommendations in much of the medical literature on methadone dosages, especially for naïve or non-tolerant users. There is also no doubt, based upon his own admissions, that the doctor had not followed the Guidelines in many of the respects that Dr. Hickey had not.  Yet, the whole atmosphere of this Cornwall inquest, as reflected in Mr. Heywood’s extensive notes, was in remarkable contrast to the inquest dealing with the death of Martin Scholes before X.   In this case, the coroner sought to establish what caused the death, without leveling accusations at the doctor, and then issued his verdict in a calm, understated fashion.


There were no damning statements about the harmful behavior of the doctor, even though the doctor had indeed written the fatal prescription in this case.   There was no orchestrated campaign against the doctor.  There was no accusatory letter to the Home Office or to the GMC.  There was no visit by the police or by a Home Office drugs inspector.  Dr. Charnaud is still happily practicing medicine in Cornwall, which is exactly where he should be, in my opinion.      


As has happened in all but the rarest of cases in my experience, the fact that the accused doctor had not followed the Guidelines was treated by the coroner as being of no controlling significance.  By way of contrast, at every stage of the proceedings against Dr. Hickey and many other “outcast” doctors, alleged deviation from, and disrespect of, these same Guidelines was treated as almost conclusive proof of irresponsible conduct, which justified erasure from the medical register.


Unequal Justice Continued: The General Medical Council


The parents of Steven Yarnall complained about the death of their young son to local authorities and also to the GMC.  The situation they encountered at the GMC reflected the unclear situation at the local level in Cornwall, which saw coroner’s juries operating according to diametrically opposed rules and basic philosophies.  After many years of study and direct observation and participation in the GMC disciplinary process, I am unable to discern any clear pattern in terms of the mission of the GMC regarding the control on doctor’s practices or how it operates at any level.  Despite repeated and detailed complaints by Mr. and Mrs. Yarnall about the behavior of Dr. Y and Dr. Charnaud, the GMC refused to even look into the matter, for reasons the parents also found undecipherable.  This must be contrasted with the zeal with which the GMC took up Patrick Hickey’s case, during which that body applied the Guidelines with a profound impact on his professional status.  


In their complaining letters to the GMC, the parents of Steven Yarnall directed most of their fire at Dr. Y and the Barley Wood Clinic, whose irresponsible actions, the parents claimed, set in motion the entire fatal scenario.  At the same time they sent along the entire record about the fatal prescription that Dr. Charnaud had issued.  Thus, the GMC had before it ample basis to at least make further inquiries about the actions one or both doctors had taken in this case.  Here the Yarnalls were confronted by the enigma of the GMC machinery, which operates according to rules that seem to change from day to day and from case to case.  The GMC turned the case down during the initial screening process and thus refused to make even an initial inquiry into this tragic, preventable death. 

Even when they do look into deaths of patients, it is not clear why the GMC accepts a case or what rules govern the decisions of the committees that hear them.  This is true even where the objective evidence is overwhelming (which it was not in the Hickey case and in other cases I have studied or been involved as an expert witness) that the doctor’s mistakes were clearly the direct cause of death.  Even in such extreme cases, it is my opinion that the General Medical Council shows no consistency in its disciplinary decisions.  I cite only one recent example.  In April 1999, the Professional Conduct Committee of the GMC issued a decision regarding three South Yorkshire doctors charged with serious professional misconduct.  The circumstances were quite shocking and damning.  A junior doctor mistakenly calculated the amount of morphine needed for an injection to sedate a newborn baby girl, Louise Wood, at 100 times the proper amount; a senior registrar failed to take standard precautions to check on the amount of the dose and thus failed to spot the fatal error and twice injected the baby, who died within an hour of the overdose; the consultant pediatrician (that is, the lead doctor) instructed the senior registrar to draw up a “potentially misleading” death certificate attributing the cause of death to suffocation with no mention of the overdose.  The coroner was not informed of the true facts until two days later.  In the face of this proven evidence, which I believe involved several crimes, the Professional Conduct Committee found that “mistakes had been made,” but cleared all of the doctors of the charges of serious professional misconduct.  This is the same committee (although with different personnel) that found Patrick Hickey and other doctors guilty of serious professional misconduct and ordered their erasure from the medical register.   

Can the British System Be Saved?

My answer is yes, of course.  It is not a difficult matter of science or medicine or law.  It is a matter of political will on the part of the most powerful members of the medical elite.  If they fail to act, it will be a matter of the political will of key members of Parliament.

Guidance for future action is to be found in many sources.  None better can be found than the words of Bing Spear, who retired from the Drugs Branch for reasons of ill health in 1986. In one of his last papers during the early Nineties, he wrote: “How doctors respond to approaches by addicts is entirely a matter for them.  They may decline to accept the addict as a patient, they may offer counseling or they may feel that a regular prescription of narcotics would be justified.  If they do, the only limitations are that to prescribe heroin, cocaine or dipipanone, they would need to be licensed, and that their prescribing should be ‘responsible.’ Although in 1984 the Department of Health issued ‘Guidelines of Good Clinical Practice in the Treatment of Drug Misuse’ (a revised version appeared in 1992), doctors treating addicts are under no legal obligation to follow this advice and they cannot be compelled by any medical authority, however eminent, or even a Minister of the Crown, to follow a particular line of treatment.” Page 15 of a collection of essays labeled “International Perspectives on the Prescription of Heroin to Dependent Users.” (Emphasis added.)

Those words represent the essence of what has become known as the British System of addiction treatment.  That system is now applied to almost all medical doctors in the United Kingdom but not to those deemed unsuitable or unworthy by the politically powerful doctors who control the levers of the medical disciplinary machinery.  Those powerful doctors must be convinced to apply the rules of that system to all doctors who practice within the borders of the country.  The campaign to convince them can take many forms, including the conference being held today.

It will also almost certainly have to include action by Parliament to pass laws making clear that the existing law, based originally upon the Medical Act 1858, was never meant to allow one school of medical thought to destroy those doctors who adhered to another school.  In this fashion, the schizophrenic disease afflicting British addiction medicine will be cured -- and the health and welfare of British addicts and of society in general, vastly improved.

Thank you so much.

Arnold S. Trebach

International Antiprohibition League

Box 185

5505 Connecticut Avenue, N.W.

Washington, D.C. 20015-2601

arnold@trebach.com
Fax 301-986-7815

Postscript

Essential reading for those seeking to save the British System ought to be the new book edited by Joy Mott.  It is the book Bing Spear never completed in his lifetime but which we now have due to Joy’s heroic efforts.  H.B. Spear, Heroin Addiction Care and Control: The British System 1916-1984, London: Drugscope, 2002.  ISBN 1 90431 9041

Background material may also be found in Arnold S. Trebach, The Heroin Solution, New Haven and London: Yale University Press, 1982.  

The Canadian addicts appear in several sections of both books. 
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