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review of the week 

Labour pains

Birth and Power: A Savage 
Enquiry Revisited
Wendy Savage and 
contributors
Middlesex University 
Press, £25, pp 420
ISBN 978 1 904750 58 1
Rating: ****

Wendy Savage, champion of women’s rights in childbirth, is back with a polemical look at who controls birth and who 
controls doctors, writes Duncan Double 

Savage describes 
the damage that 
gossiping causes 
to the reputation 
of doctors who 
are wrongfully 
suspended

In 1985 Wendy Savage made medical headlines when 
she was suspended from practice over charges of incom-
petence in managing five obstetric cases. The charges 
centred on births where she was accused of having 
delayed performing caesarean sections.

After an inquiry conducted in the full blaze of 
publicity Savage was finally reinstated as senior lecturer 
in obstetrics and gynaecology at the London Hospital 
Medical College and honorary consultant at The 
London Hospital. A Savage Enquiry was her gripping 
account of these events. In it she wrote, “I and many of 
my supporters saw my suspension as part of the continu-
ing struggle about who controls childbirth.”

In this new book Savage describes for the first time 
what happened to her when she returned to work. The 
book focuses on the problems that arise when doctors 
disagree among themselves. Interpersonal difficulties 
in her department persisted, despite the recommen-
dations of various reports that working relationships 
should be improved. Ten years from the last day of her 
inquiry she was told of an anonymous complaint about 
her management of a further five cases. This time she 
resisted external assessment, and the matter fizzled out, 
though leaving her exhausted. She went on sabbati-
cal before retiring a few years later, having also earlier 
become honorary professor at Middlesex University.

This book, which includes contributions from other 
authors, also returns to the themes identified in the first 
book—for example, asking what services women want 
and who decides what they get—and considers what still 
needs to be done.

Savage describes the damage that gossiping causes to 
the reputation of doctors who are wrongfully suspended. 
Her experience leads her to conclude that such doctors 
are seen as “different” or “difficult,” often because they 
are more conscientious than others or act as whistle-
blowers. John Hendy, who was Savage’s barrister for 
the inquiry and who has continued to gain considerable 
experience in medical disciplinary cases at Old Square 
Chambers, which specialises in such cases, observes 
that personal malice or professional jealousy may in 
some cases play a role in trumping up charges, but these 
factors are almost inevitably impossible to prove. 

The book indicates how suspension from work 
can be devastating. One woman surgeon, not yet in 
a position to divulge the full details of her case, writes 

anonymously about her experience. She is not unusual 
in having felt suicidal about her situation.

The book also highlights the importance of academic 
freedom, so that unorthodox or new opinions can be 
furthered. This is essential if we are to train doctors to 
think. Medicine is not an exact science. Attitudes and 
approaches vary on a spectrum from doctor centred to 
patient centred. A doctor centred bias can be reinforced 
by an overemphasis on physical abnormalities at the 
expense of dealing with difficult personal issues. Inevita-
bly, with any one doctor there is an interaction between 
the degree of patient and doctor centredness. But Savage 
realises that most doctors achieve the right balance.

Of course, there are a few rogue doctors. Good clini-
cal governance depends, however, on supporting the 
vast majority of sound clinicians. It actually makes 
health organisations less safe for patients if this is not the 
case. Michael Goodyear, an academic oncologist from 
Canada, says in his chapter, “Cultures of excellence not 
only value their workforce but let them know they are 
valued.”

Savage was accused of being non-interventionist. 
This was primarily because she was prepared to give 
women choice about a trial of labour in circumstances 
in which other obstetricians might have moved more 
directly to caesarean section. It is still a requirement of 
the General Medical Council’s Good Medical Practice to 
respect colleagues and not allow personal views to affect 
professional relationships adversely. In particular, mali-
cious and unfounded criticisms should not be made that 
may undermine patients’ trust in the care or treatment 
they receive or in the judgment of those treating them.

One of the contributors, Marsden Wagner, writes 
from the international perspective of having been direc-
tor of women’s and child health at the World Health 
Organization. He suggests that the real function of tri-
bunals such as the Savage inquiry is to punish deviant 
professional behaviour that could threaten the income, 
style of practice, prestige, and power of mainstream 
doctors. Is medicine really in such a vulnerable state? 
Medicine is hardly a total cultural deceit—but those 
who point out the respects in which it is deficient may 
be perceived as being outside the acceptable range of 
medical practice.
Duncan Double is consultant psychiatrist, Norfolk Mental Health 
Care NHS Trust dbdouble@dbdouble.co.uk

George Eliot’s 
masterpiece: 
flawless in 
clinical detail,  
p 213
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T
o be chosen to deliver the keynote 
address at the Martin Luther 
King Jr Foundation’s award 
banquet took me completely by 
surprise—and to find that four 

bodyguards had been assigned me shook 
me rigid. Nobel laureates Linus Pauling and 
Max Perutz, along with Hermann Lehmann, 
Roland Scott, A C Allison, Graham Serjeant, 
and I, were among a select few invited 
to Philadelphia to receive an award “for 
outstanding research in sickle cell anaemia.” 
But why was I asked to deliver the keynote 
address, with Pauling and other abnormal 
haemoglobin heavyweights on the platform?

Was it, perhaps, because a foundation 
commemorating a black person wanted to 
“show off” the only black African among 
those receiving the award? Was it, perhaps, 
because I was then director of the largest 
sickle cell disease clinic in the world? Or 
was it because I was the only person to have 

traced hereditary disease in his forebears, 
with named patients, generation by 

generation back more than three 
centuries? Or was it the statement 
made a few weeks back in New York 
by Professor Helen Ranney of the 

Albert Einstein University College 
of Medicine: “There is no single 

clinical experience in the United States 
comparable to that of Dr Konotey-

Ahulu”? 

Four bodyguards and the perils  
of unmasking scientific truths 
PERSONAL VIEW Felix I D Konotey-Ahulu
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“Doctor, when can I have my operation?”
“Well, my dear, in a few weeks I 

suppose.” I was learning fast.
I walked into my first UK consultant 

job from a similar job in France 13 years 
ago. At first my patients were easy to 
please, because there was no waiting list 
in my orthopaedic firm. But I can take 
no credit for this, because mine was a 
newly created job, and at first I had to 
steal patients from colleagues to have 
something to do. Otherwise, however, 
waiting lists were omnipresent and, 
apparently, an unavoidable fact of life. 
Still, how unavoidable could they be? I 
had had no waiting list in France. In fact 
I had to translate from English to explain 
to my French wife what it meant: “Liste 
d’attente.” She knew you could get stuck 
on a liste d’attente while desperately trying 
to reach a representative of the French 
bureaucracy over the phone, but a surgical 
liste d’attente? She was horrified.

I was determined not to allow a waiting 
list to form. I thought, “I’ll show them 
how I can organise an efficient service 
and get operations done at the same rate 
as I see patients in clinic.” How naive I 
was. Within two years I was operating on 
people who had been on the list for a year. 
It was shocking and frustrating—it felt like 
being impotent. The operating sessions 

Liste d’attente? 
Pourquoi?
PERSONAL VIEW John Petri

where one person in five has the sickle cell 
trait, one in five sudden deaths in adults from 
whatever cause would be in people with 
sickle trait. Moreover, to make insurance 
recommendations for only “black” sickle 
cell trait, without mention of “white” sickle 
trait in people from Greece, Cyprus, Turkey, 
India, and Saudi Arabia—many of whom 
lived in the US—was not medical science.

The organisers advised me to leave 
names of the insurance companies out of 
my lecture. Even so, they could not run the 

Such “perhaps hypotheses” competed in 
my brain when I arrived in Philadelphia, that 
day in 1972. I walked out of the hotel to post 
a letter to my wife in Ghana. Just as I was 
about to cross a road, I heard a voice behind 
me: “Doctor! Doctor!! Do NOT cross that 
road. Where are you going?” The hugely 
built American (black) took the letter from 
me before dropping the bombshell: “I am 
one of your four bodyguards.” 

The award organisers, who came within 
minutes of my call, explained that the 
text of my lecture alerted them to several 
problems. I had distinguished between 
sickle cell trait and sickle cell disease (sickle 
cell anaemia) because the terms were being 
used interchangeably, with disastrous 
consequences, by people who should know 
better. People with the trait (one abnormal 
gene) cope better than people with two 
normal genes with falciparum malaria, which 
kills sickle cell disease patients (two abnormal 
genes) quicker than people with two normal 
genes. I had questioned published work 
which claimed that black Army recruits 
exercising at an altitude of 4000 ft collapsed 
and died because of sickle cell trait. I had 
asked: “How could black sickle cell traits run 
and beat the whole world at the Olympic 
Games at Mexico City, at an altitude of 
8000 ft (double the altitude at which people 
with sickle traits had been said to perish)?”

Why did I need four bodyguards? The 
organisers said I needed protection because I 

used data from an article by 
James Bowman, who had 
named seven US insurance 
companies that loaded the 

premium of black people 
with sickle cell trait, 
thus making lots of 
money on healthy 
people, who had to 

pay 150% for health 
insurance. I explained that 

in southern Ghana, 

How many bodyguards 
like this one does it take to 
protect a keynote speaker?
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risk that I would be bumped off before the 
lecture. I cannot remember being able to eat 
anything at the banquet, but I was glad to 
be able to shake hands later with  the great 
and good. I left Philadelphia immediately 
afterwards—no sight seeing for me.

How dangerous is it these days to stand 
firm for scientific truth—or rather, how 
risky is it to criticise scientific untruths? The 
Ghanaian herbalist Nana Drobo was found 
with bullet holes in his head, not long after 
successfully treating a dying French man 

with AIDS who was sent to him from the 
Ivory Coast. And how safe is it to point out 
that some of the prescribed protocols for 
global malaria control are not the best answer 
to the problem? How many bodyguards 
would be adequate protection, when huge 
amounts of money are at stake in  global 
health protocols? Money in itself is not 
sinful—rather, as it says in the Bible: “The love 
of money is the root of all evil.”  
Felix I D Konotey-Ahulu is a consultant physician, 
London felix@konotey-ahulu.com
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The organisers advised me to leave 
names of the insurance companies out 
of my lecture. Even so, they could not 
run the risk that I would be bumped off 
before the lecture

were short and few, only three and a half 
hours twice a week. Then half of that time 
was taken up with “sending for the patient,” 
anaesthetising, positioning, and cleaning 
the theatre between operations. Sometimes 
something would get in the way of even 
this slow routine, and the reasons to cancel 
operations were innumerable: unavailable 
instruments, unavailable porter, lack of beds, 
and unexpected medical problems. I spent 
more time in the coffee room than in theatre.

The most amazing aspect of all this was 
that nobody was talking about the causes 
of waiting lists. If I asked, people looked at 
me condescendingly as if I were deluded. 
If pressed, they would mention “lack of 
surgeons” as the cause. How could it be “lack 
of surgeons” if I was doing half as many 
operations as when I was in France?

Early on during my time in the NHS 

I met a more experienced orthopaedic 
consultant, who had come from Belgium. 
I asked how he could stand such slow and 
inefficient surgical activity. “I tried to change 
the system but I gave up,” he said. “I was 
just making enemies.” Well, I did not care 
about making enemies. Firstly I had to show 
that we did too few operations. I collected 
data to compare my hospital with one of 
similar size and activity that I knew well in 
France. I presented the results at an audit 
meeting. In the NHS we had twice as many 
surgeons, anaesthetists, and theatre staff as 
in France and were doing less than half as 

many operations. 
Then I wrote a 
short paper showing 
that, by introducing 
a few changes and adding another operating 
theatre to the two we were already using in 
orthopaedics, we could increase the number 
of operations by 73%. I was so excited that 
I sent my plan to all the surgeons in the 
hospital and to the then health secretary 
Frank Dobson. The reply came from his 
office after three months. It was long and 
sounded like a party political broadcast. 
It could be summarised by the sentence, 
“Thank you for your interest, we are already 
doing all that is necessary.”

My colleagues had not even replied, 
except one who was convinced that it would 
not work. Fortunately the management 
supported me, and we went through the 
many steps that it takes to build a new 
theatre. Just before that I was allowed to run 
a pilot scheme, hijacking a second theatre for 
my Thursday morning list. I would operate 
in one theatre while the next patient was 
being prepared in the second. In six months 
my waiting time fell from one year to a few 
weeks. It took another three years before I 
could finally run regular “dual lists.” Finally 
I was operating in the way I wanted to. Bliss! 
We measured the “surgeon’s utilisation” 
going up from 50% to 95%.

In 2005 I had no waiting list and I started 
operating on my colleagues’ patients. I won a 
Medical Futures award, and finally my story 
could become public. Television crews came 
to our theatres, which became temporarily 
known as “studio 1” and “studio 2.” I never 
had so many senior house officers assisting 
me. We were also visited by a television crew 

from TF1, a national 
French channel. 
When I asked why 

they were interested 
they said that they often reported on the 
NHS but that it was usually bad news; for 
once they wanted to report good news.

In January 2006 I was invited to meet 
the then prime minister, Tony Blair, who, 
asking, “Do they pay you more than other 
surgeons?” was surprised that I wasn’t.

The flocks of surgeons who were supposed 
to come and see how you can more than 
double the number of operations did not 
materialise. But my trust remained delighted 
with the results and, at the beginning of 2007, 
half of the patients in my operating sessions 
were drawn from other surgeons’ waiting 
lists. One thing did happen. I did not pay 
much attention to it because I expected it but 
later came to realise how important it was: 
my income from private practice was halved.

I do not blame my colleagues for not 
showing much interest in my work, although 
I could do without the reputation of being 
one who does “conveyor belt surgery.” Why 
should they work harder for less money? 
Perhaps the government should try to create 
incentives to get rid of the widespread 
inefficiency in the NHS. Any health system 
can work only if the health professionals want 
to make it work. It’s the job of politicians to 
make them want it.

As for me, all I wanted was to give the NHS 
good value for money and to prove a point. 
Next week I am moving to Switzerland. I shall 
certainly have a job explaining to the Swiss 
what surgical waiting lists are.
John Petri is orthopaedic specialist, John Paget NHS 
Foundation Trust john@johnpetri.com

I had to translate from English 
to explain to my French wife 
what “waiting list” meant. “Liste 
d’attente.” She was horrified
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My head nodded and then jolted in reflex. Bleary eyed, I 
glanced at my wife over my copy of the Lancet. The Lan-
cet was my “take me seriously” badge as an aspiring new 
principal in general practice. “What are you reading?” I 
asked my wife. “Harry Potter,” she replied. I snorted con-
temptuously and went back to my dry old parchment.

On Saturday Harry Potter and the Ghostly Hallows, the 
final volume of the adventures of J K Rowling’s boy 
wizard, thumped on to my doorstep. My subscription to 
the Lancet, however, has long lapsed.

Harry’s parents are murdered and he is dumped on 
unloving in-laws. There is no social work meeting, no 
counselling, no antidepressants—Harry is just locked in 
a cupboard, with a few hand-me-downs and domestic 
chores. There is no complaining, no whining. When 
Harry discovers that he is a wizard, does he go around 
bragging and shooting his mouth off? No. He is then sent 
to a boarding school, which unusually has no recreational 
drugs, no underage sex, and no skiing trips—just bullying, 
Quidditch, and “he who must not be named.” Harry 
might be a hard working, speccy-four-eyed-social-misfit-

geek (fertile medical school material), but he is honest, 
loyal, determined, and brave. Even though he is a fic-
tional character, his story tells us more about the psychol-
ogy of life than the Diagnostic and Statistical Manual can.

Narrative and fictional writing are more popular than 
ever. But scientific writing remains the preserve of the 
few. There is a vast array of specialist journals, but most 
lie unread in neat piles under the stairs. There is a percep-
tion that these journals are controlled by a small group 
of detached, conservative, academic oligarchs, more 
interested in protecting their own turf than in the day 
to day reality of their jobbing colleagues. There are few 
landmark papers, the conclusions in many papers are 
mere fiction, and the “science” is just simple observation 
of the real magic—nature. Specialist medical journals can 
learn from fiction. They need to broaden their appeal by 
exploring the narrative of medicine—the humour, ethics, 
pain, and politics of the specialty. This is not a question of 
dumbing down, for the only stupid thing is not realising 
that medicine is more about heart than brains.
Des Spence is a general practitioner, Glasgow destwo@yahoo.co.uk

Ever since Hippocrates supposedly 
urged “First do no harm,” doctors 
have been inextricably associated 
with squandering lives in the name 
of political and religious ideology. 
From the Alexandrian anatomists 
who dissected living convicts in 
the 4th century BC to the Nazi 
Physicians’ League, doctors have 
bent their talents to state-sponsored 
murder.

None, however, has contributed 
more to the cause of terror—albeit 
unintentionally—than the well 
meaning French physician Dr 
Joseph Ignace Guillotin. A respected 
doctor with a lucrative practice in 
pre-revolutionary Paris, Guillotin 
was a professor of the Paris Faculty 
of Medicine. A disciple of reason, he 
helped investigate and condemn the 
hypnotism craze brought to Paris by 
the charlatan Mesmer. In the same 
spirit of enlightenment, he called 
for sweeping reforms of the capital’s 
atrocious hospitals and asylums.

Espousing revolutionary idealism, 
the progressive doctor was elected a 
deputy to the National Assembly in 
1789. After persuading the assembly 

to establish a Health Committee, 
which he chaired, Guillotin set 
about modernising French medical 
education and practice. And it was 
with the same reforming zeal, in the 
rosy dawn of the new republic, that 
the good doctor turned his attentions 
to the iniquity of capital punishment.

Keen to extend the principle 
of equality to the republic’s 
criminals, Guillotin proposed 
that anyone executed should be 
beheaded; previously the nobility 
alone had enjoyed this privilege 
while commoners suffered a 
long, agonising death by hanging. 
In order to render this end as 
humanitarian as possible, he 
advocated a fast, foolproof, and 
painless decapitation machine. 
Eloquently arguing his case before 
the assembly, he enthused: “The 
device strikes like lightning, the 
head flies, blood spouts, the man has 
ceased to live.”

Contrary to popular belief, 
Guillotin did not invent, design, 
build, use, or die by his eponymous 
contraption, nor was it even the first 
machine devoted to beheading; 

there had been earlier devices in 
Scotland and elsewhere. The French 
model was designed by a Parisian 
surgeon, Antoine Louis, built by a 
German musical instrument maker, 
and tested on corpses and live sheep. 
Initially, its nicknames included the 
“Louisette” after its surgeon designer 
and the “Mirabelle” after its ardent 
supporter the comte de Mirabeau. 
But soon after its first use, to execute 
the murderer Nicholas Pellétier 
on 25 April 1792, “la guillotine” 
acquired its enduring soubriquet.

After his device had removed 
around 40 000 heads during 
the Reign of Terror, Guillotin 
undoubtedly came to regret his 
humanitarian mission, especially 
when he narrowly escaped 
death from a brush with his own 
creation. He made some amends 
by championing Jenner’s smallpox 
vaccine before dying, peacefully, 
in 1814. He may be less easily 
forgiven for bequeathing England its 
Department of Health, inspired by 
its French revolutionary predecessor.
Wendy Moore is a freelance writer and author, 
London wendymoore@ntlworld.com

FROM THE 
FRONTLINE
Des Spence

Speccy-four-eyed-social-misfit-geek

Heads you lose
Past caring
Wendy Moore 
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