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LETTER TO THE EDITOR

From an old fogey to a young 
fogey
Peter Harvey
Emeritus and Honorary Consultant 
 Neurologist, Royal Free Hospital
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Although a letter from Scotland might at fi rst 
seem rather less exciting than from the previous 
more exotic locations, the subject is one that I 
believe troubles neurologists worldwide – how 
should we best train doctors to become good, 
even excellent, neurologists? Most (although 
not all) of my own training took place in the UK, 
and I shall focus on the changes occurring here, 
along with a commentary on the advantages and 
disadvantages of the new system.

For many years in the UK, junior doctors in 
all specialities were ‘trained’ in an apprentice-
ship system. This meant long hours with often 
vicious on call rotas, and little organized teach-
ing. Junior doctors, mostly working in service 
orientated posts, became good (or bad) senior 
doctors. Once they had completed their general 
medical training (three years minimum after 
their fi rst year residency in medicine and sur-
gery), and obtained the relevant qualifi cation 
(Membership of the Royal College of Physicians 
– MRCP or the ‘membership’ – for neurologists 
and other physicians), they passed on to the reg-
istrar grade for 2 or 3 years (perhaps stopping 
off for a few years to obtain a higher research 
degree). As registrars they started their special-
ist training in neurology. They then moved on 
to senior registrar status and there they might 
stay for years on end, awaiting a consultant 
post, perhaps achieving this in their late thir-
ties or early forties. Some never got that far, and 
tumbled down the steep slope, opting to move 
into ‘softer’ career options such as radiology, 
clinical neurophysiology or general practice 
(in fact, none of these are softer options, there 
were just more positions available, hence less 
competition).

Neurological letter
Richard Davenport

University of Edinburgh, Western General Hospital, Edinburgh, UK; email: rjd@skull.dcn.ed.ac.uk
Practical Neurology, 2002, 2, 370–371

4 o’clock in the afternoon, coats hung up, and off go the junior doctors!
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missing the morning ward round with the educational feedback 
from consultants, has become commonplace, with the consult-
ants themselves wondering where (and in some cases who) their 
junior staff are. The departing doctor may be replaced by a fresh 
doctor (good), who has no knowledge of the patients (bad).

A further knock on effect of shift systems is that it has become 
unusual to have a full complement of junior staff during the day, 
when much of the work and training (particularly in neurology) 
takes place. Finally, such systems make it very diffi cult for junior 
doctors to attend the teaching sessions I referred to above – either 
because they are off duty, or they are too busy trying to cover 
two or more colleagues who are off duty. This is already a serious 
problem at the pre-SpR level in my own unit, and may well be-
come similarly problematic at SpR level as the European Working 
Time Directive starts to bite over the next 2 years. Ultimately, we 
will end up with relatively inexperienced young consultants, who 
may have become conditioned to working in rather short bursts.

So what is the answer? Simple – a return to common sense, and 
the original rota system, so that junior doctors work a normal 
week, plus on call. No one wishes to return to the one in three 
rotas of yesteryear, but surely a one in six and above is acceptable? 
Of course it’s not that simple, as the working time directive is 
European Union and UK law, but I believe we need to realize that 
we have travelled too quickly from one extreme to the other, and 
as ever, the middle ground is probably where we need to be.

DECLARATION OF INSIGHT
I acknowledge that this article sounds alarmingly similar to the 
sort of rants I had to listen to from my father (a surgeon) when 
I was training. And I know the pain of a prospective one in three 
rota (1987–91), and a one in two (1997, whilst in exile in Australia 
but where ‘men are men!).
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In the mid 1990s, it was recognized that this was a wasteful, inef-
fi cient and frankly inhumane system, and the specialist training 
programme was completely overhauled, with registrar and senior 
registrar grades being replaced by the specialist registrar (SpR) 
grade. Within this grade, trainees now participate in a time-capped 
training programme, usually lasting 4 or 5 years, with the ultimate 
goal of achieving listing on the Specialist Register via the Certifi cate 
of Completion of Specialist Training (CCST) (Calman et al. 1999; 
DOH 1993). Very recently, the Department of Health has published 
a consultative document on proposed changes at the general medical 
training level (house offi cer and senior house offi cer grades), before 
the SpR stage (DOH 2002). Add to all this the effects of the New Deal 
for Junior Doctors (DOH 1997) and the European Working Time Di-
rective (both dramatically reducing the hours that junior doctors are 
allowed to work), and it is clear that major changes in the way in which 
junior doctors train have and are being implemented in the UK.

Consider what is required to become a competent neurologist. I 
believe there are two essential ingredients – knowledge and experi-
ence (of course communication skills, empathy and all that sort of 
thing are important too, but I include those under experience, and 
no, I do not think they can be taught in the classroom or video lab, 
but one polemic at a time). How well do the proposed changes at 
the pre SpR level, and the already implemented changes at the SpR 
level, provide for these? Unquestionably, providing high quality, 
regular, organized teaching is a major improvement for today’s 
junior doctor, and theoretically the programme-based school of 
training can deliver this. There are a few uncertainties, such as who 
should provide all this high quality teaching, how do we monitor 
the quality and so forth, but the theory is sound. But things are less 
satisfactory when we turn to the aspect of experience.

The amount of clinical exposure for junior doctors has been 
dramatically reduced – the contact time with patients is much less. 
There is considerable regional variation, but the total number of 
hours that juniors may work is now strictly limited, and hospitals 
have become increasingly aggressive at enforcing these hours. As 
a result, many units have been forced to drop the previous on call 
rotas (i.e. on call every so many nights and weekends in addition 
to the normal working week) and have replaced them with shift 
and partial shift systems. This has torn junior doctors away from 
the coal face at exactly the crucial moment when so much learning 
previously took place. The ludicrous spectacle of a young doctor 
signing off immediately after an overnight stint on call, thereby 

r from Scotland

I read Richard Davenport’s ‘Neurological letter 
from Scotland’ (Practical Neurology, 2002, 2, 
370–371) with growing interest and a certain 
sense of smug satisfaction. If in the next few 
months he feels certain prickles of irritation 
between his shoulder blades at 3am it will be 
because young SPRs across the land are plung-
ing kitchen knives and other implements into 
the backs of Davenport R. After a complete 
break from the National Health Service I have 
recently returned to teach and attend meetings. 
My return confi rmed to me that there was in-
deed a basis for an increasing fear that I had been 
trying to deny, on the grounds of ‘old fogeyism’, 
that over the last few years I had been seeing an 
increasing number of claims alleging clinical 
negligence against young neurologists. Their 
causes are various but they all stem from lack of 
the clinical experience that can only come from 
exposure at the coalface. The younger genera-
tion don’t see the wood for the trees, they are 
dismissive of psychiatric symptoms as of no 
relevance to their particular expertise, and are 
too ready to take the escape route of the desti-
tute ‘I don’t know what it is, therefore it must be 
psychiatric’, which was once the sole prerogative 
of the orthopaedic surgeon; and above all else 
they fail to take a proper history and to com-
municate with the patient, leading directly to 
‘diagnosis by regurgitation of lists’, sometimes 
with a blindfold and a pin, sometimes with an 
attempt at prioritization.

These are all skills learned by exposure to 
patients, through old-fashioned apprentice-
ship. They are not learned from lectures, from 
slides, from videos, interactive CDs, PowerPoint 
presentations, subliminal messages while asleep, 
or reading endless lists of differential diagnoses. 
Our neurology trainees are, to a person, extreme-

ly bright, interested, have a sense of humour and 
are (mostly) highly articulate (all prerequisites 
for a good clinician) but I sense an over-depend-
ence on ‘learning by lists’ and, for their stage of 
training, inexperienced clinical skills.

The best job I ever did, before entering neu-
rology, was working for two cardiac surgeons in 
London. I shared a rota with a variety of bright-
eyed and bushy-tailed surgical trainees from all 
over the world who had come to learn at the 
fi ngertips of the two masters. As a mere physician 
I was expendable, so I did a one in two on call, 
and they did a one in however many there were 
of them at any one time. For over a year I was on 
a vertical learning curve – hearts, lungs, kidneys, 
livers, electrolytes, and even, let it be said, the 
nervous system, all in various states of disorder, 
failure and decay, all to be dealt with – the capacity 
of surgeons to create clinical material for physi-
cians to teach on has never ceased to amaze me.

I would arrive at 8.30 am on the intensive care 
unit (ITU), take over the postoperative care of 
yesterday’s successes and failures, and then hop 
between there and the wards, where I would clerk 
in the day’s admissions and minister to the com-
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and I would press the button. Thus I would re-
suscitate the patient.

The next morning, bleary but triumphant, 
roughly shaven at the nurses’ sink, refreshed 
by a cooked-to-order Great British Breakfast, I 
would repeat yesterday, except my enthusiasm 
for the ITU patients was all the greater for having 
resuscitated them the night before, until at 5 pm 
I would return to the residency, a posh house in 
a dilapidated state, would fi ll an enormous glass 
with blocks of ice, fi ll it to the top with Teach-
er’s whisky and sink into a bath nearly fi lled to 
the brim with barely bearable hot water. Here 
I would luxuriate, sipping whisky, and reading 
2 days of newspapers, and would wake up in a 
bath of cold papier maché. I had an old sieve 
that, turned upside-down over the plug-hole, 
allowed the water to drain, and having cleared 
the sodden Times and Evening Standards out, 
dressed and refreshed, my girlfriend (as they 
were called in those days – ‘partners’ were either 
in Law Firms or on the dance fl oor) and I would 
go to one of the many Good Food Guide restau-
rants that lay dotted around the environs. The 
sleep that night was the sleep of the dead.

Hard work, yes, but exposure to clinical mate-
rial the like of which was unique, and quite irre-
placeable. So what is the answer? I think Richard 
Davenport is absolutely right, but his sleep is 
going be very disturbed for the next few years.

plications of open-heart surgery on the other in-
habitants. In those days there was no such thing 
as coronary bypass grafting, this was the heyday 
of valvular surgery and the gallery of the operat-
ing theatre was packed with the assembled mul-
titude of worshippers (but not me – I went to bed 
in the residency for several hours). The fun start-
ed in the evening, when after supper, prepared to 
order on the spot, strictly booze-free, I went up 
to the ITU to look after the day’s triumphs and 
catastrophes. I slept in a small bunk room off 
the ITU, and regularly between midnight and 
5 am I would be awoken by extraordinary Staff 
Nurses, who covered the nights – extraordinary 
for their competence, their knowledge, their 
wisdom, their experience, and their innate sense 
that anticipated every blip of the ECG. ‘Wake up 
Peter’ in their shrill voices, ‘John’s going to arrest 
in a few minutes’. Bleary-eyed I would stagger 
out, have the paddles of the defi brillator put into 
my hands. I would be told, ‘He needs calcium’, 
I would say, ‘Give him calcium’ and they would 
give him calcium. They would say, ‘He needs 
lignocaine’ I would say, ‘Give him lignocaine’, 
and they would give him lignocaine. They would 
say, ‘He needs potassium’ and I would say, ‘Give 
him potassium’. They would say ‘ventricullar fi -
brillation, apply the paddles’, and I would apply 
the paddles. They would say, ‘Try × joules’ and I 
would say, ‘Try × joules’. I would say, ‘Stand clear’ 

A teenager who wanted to die

I was dismayed to read the account of active 
euthanasia carried out by the eminent neurologist 
Professor van Gijn in a recent issue of Practical 
Neurology (2002, 2, 362–363). At a glance, 
his actions seem reasonable enough. R had a 
terminal dominant hemisphere glioblastoma, 
failed previous surgery and radiotherapy, 
and refused adjuvant chemotherapy given 
his inability to realize his life’s aspirations 
and the knowledge that he had to live out his 
remaining days suffering with severe aphasia 
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‘But how is it actually done?’ It was one of those 
conversations about euthanasia that Dutch 
physicians are often drawn into when they travel 
abroad. Each time the struggle is to explain that 
some individuals – or even societies – set higher 
value on individual autonomy than on the sanc-
tity of life, and also that the issue has nothing to 
do with availability of palliative care or, worse, 
utilitarian notions. This time we were dining 
in the hall of an English college and my inter-
locutor was an internist from another European 
country. ‘Well’, I replied, though sensing that an 

explanation of technicalities 
was somehow going to widen 
rather than narrow the divide, 
‘in the same way the vet does 
it – fi rst an infusion of bar-
biturates and then of muscle 
relaxants.’ My colleague said 
nothing, but the disgust on his 
face was only too obvious. He 
seized the earliest opportunity 
to start a conversation with his 
other neighbour.

My personal experience 
with euthanasia was limited. 
As the head of a university 
department of neurology, I 
had occasionally sanctioned 
the procedure – four times 
in 18 years – but had never 
performed it myself. On each 
occasion the central issue had 
been loss of dignity, not pain. 
All the patients had been eld-
erly. Then I met R. It all started 
on a Saturday morning, when 
a fresh resident and I were tak-

ing over from the team that had been on call 
the previous night. The last reported item was 
a telephone call that had just come in from a 
family practitioner, about a 16-year-old boy 
with a glioblastoma who had tried to cut his 
wrist. About an hour later the resident phoned 
me from the Accident and Emergency depart-
ment. The wound was only superfi cial (infl icted 
on the right wrist with his nondominant but 
stronger left hand), but apparently the patient, 
as well as his family, were in great distress. 
The illness had begun 6 months before, when 
R had gone on a trip abroad with his school 
class, despite a recent, continuous headache. 
In Berlin he had been admitted to hospital 
because of vomiting and right-sided weakness. 
MR scanning showed a tumour and a biopsy 
– performed after his return home – confi rmed 
the diagnosis of malignant glioma. Radiation 
therapy and dexamethasone resulted in some 
improvement, which enabled him to return to 
school and to enjoy a journey to the USA with 
his parents and two older sisters. One month 
before admission the headache and right-sided 
weakness again worsened; the scan had shown 
tumour recurrence. Treatment with a new 
chemotherapeutic agent was then offered, and 
was eventually started 2 days before the present 
crisis. At that moment R refused all drugs and 
said that he only wanted to die. I agreed with the 
resident’s proposal to admit him because of the 
tense situation and promised that I would talk 
to him on the ward.

When I entered R’s room, with one of the 
nurses, I felt utterly confi dent that this suicide 
attempt resulted from temporary despair and 
that it would be relatively simple to persuade the 
patient and his family that life still had much to 

who want
A teenager

R, a few days after the diagnosis
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die
offer him. When I left the room, three quarters of 
an hour later, it was me who had been convinced 
– by a dysphasic patient and the united front of 
his parents and sisters. At fi rst it had been diffi cult 
to recognize R, with his Cushingoid shape and 
sparse hair, as the healthy young boy he must have 
been not so long ago. He was sitting on his bed, in 
tears, while the eldest sister continuously stroked 
his arm. It turned out that he had been her pet 
ever since he was a baby. Conversation with R 
was halting because he could understand and 
utter only simple sentences, but he was adamant 
in his responses once he had understood me; 
sometimes his family offered a correct interpreta-
tion of what he was trying to say. The picture that 
began to form itself was that of an easygoing but 
taciturn and determined boy, who loved soccer 
and other sports and who had planned to train as 
a policeman as soon as he had fi nished secondary 
school. In his present state he was not only unable 
to walk, but also, for the last few days, he had in-
creasing diffi culties with speaking, reading, writ-
ing and even with understanding video fi lms. All 
he could do was to think, especially about all the 
simple activities of life that were no longer open 
to him. In fact he had wanted to die ever since the 
tumour recurrence had been diagnosed, 3 weeks 
before. He had confessed this only that same 
morning. Yes, he did have headache, but no, he 
did not want higher doses of analgesics or seda-
tive drugs. His present state was the opposite of 
what he had always wanted to be. It had to stop, it 
had to stop immediately.

At the end of this fi rst conversation I told him 
I was now on his side, but that a single person 
could not take decisions of such importance 
and that the procedure usually takes several 
days. He made clear that this was unacceptable. 

   E T H I C A L  I S S U E S

J. van Gijn
University Department 
of Neurology, Utrecht, 
Heiderberglaan 100, 
NL-3584 CX Utrecht, 
the Netherlands; email: 
J.vanGijn@neuro.azu.nl
Practical Neurology, 2002, 
2, 362–363

I came back that evening and found him as de-
termined as before in his wish to die. I arranged 
consultations for the next day (Sunday) by the 
neurologist who had seen him as an outpatient, 
by the psychiatrist, and fi nally by an independ-
ent internist. R made sure he left no doubt in 
any of them about his wish, notwithstanding 
his language handicap. I met separately with all 
the nurses on duty; most could understand R’s
request, but few were prepared to act on it. Then 
followed another string of telephone calls, to the 
family physician, the director of the hospital, the 
coroner and, lastly, to the pharmacy.

That Sunday evening one of the nurses, whose 
shift had ended at 4 pm, came back at 8. Togeth-
er we went to collect and prepare the drugs. On 
entering R’s room for the last time I was briefl y 
unsettled to fi nd him lying down in full regalia, 
that is, in the shirt of his favourite soccer team. 
He was now quiet, and wore a contented smile. 
We sat down for a few minutes with him and 
his family to make sure that his wishes were 
unchanged and to explain how the end would 
come. Before I opened the valve on the intra-
venous line we made sure they were all as close 
together as they wished. When R’s eyelids fi nally 
closed he had a parent at each cheek and held a 
sister with each hand.

Would this story soften the critical colleague 
who probably decided that he would never again 
sit next to me at dinner? I doubt it. But I think I 
have done something for R. At least that is what 
his parents and sisters told me when we met once 
more, a few weeks later.

The picture was supplied by the patient’s par-
ents and sisters who also have given their full ap-
proval of text.

ted to

Erik K. St Louis
UI College of Medicine and Iowa Compre-
hensive Epilepsy Program, UI Hospitals and 
Clinics, Iowa City, USA
Practical Neurology, 2003, 3, 125–126
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and immobility. Professor van Gijn gave R the 
lethal injection the very next day, after their 
initial meeting. 

While respect for autonomy is a valid and 
honourable principle at the core of modern 
medical practice, several defi cits in moral logic 
occurred prior to the rash and overly expedi-
tious decision to terminate this young man’s 
life. Before honouring a patient’s expressed 
autonomous wish, the principle of respecting 
autonomy requires that the individual possess-
es clear decision-making capacity, has actively 
participated in a non-coercive discussion that 
enabled understanding to choose among vi-
able alternatives, and a lack of any confounding 
infl uences. 

R was 16 years old, probably old enough to 
be considered adult and autonomous without 
confounding infl uences, but already requir-
ing extreme ethical caution. But there are 
substantial doubts as to whether adequate 
counselling regarding therapeutic alternatives 
in palliative care was provided. While this pa-
tient and his family may have presented with 
a clear agenda in an extremely tense scenario 
fraught with drama, appropriate palliative 
care was suboptimal, including, most glar-
ingly, effectively recognizing and removing the 
infl uence of acute depression. Failing to fully 
acknowledge the confounding infl uence of R’s 
aphasia in voicing his wishes was another ethi-

RESPONSE
J. van Gijn
University Department of Neurology, Utrecht, 
the Netherlands; J.vanGijn@neuro.azu.nl

I agree with Dr St Louis that my actions leave room for discus-
sion; that was one of my reasons for writing this account. For 
the sake of brevity many events were implied rather than fully 
recorded. The physician who had a long-standing relationship 
with the patient was involved in the decision-making and the 
psychiatrist made an extensive assessment. Unanimity of all 
parties involved is an essential condition if a patient requests 
irreversible action to end suffering.

cal foul (the patients’ family had to provide the 
‘correct interpretation’ of R’s requests so how 
could van Gijn have known what those wishes 
may have been, in the absence of an advanced 
directive?). 

If any exists, the most ethically honour-
able scenario for considering physician-assisted 
suicide (or active euthanasia for that matter) is 
within the confi nes of a longitudinal physician-
patient relationship, to enable the construction 
of mutual trust and understanding and the crea-
tion of an unambiguous, unfettered statement 
of rational wishes for future end-of-life care. 
Fundamentally, this approach enables assembly 
of thorough medical knowledge about the accu-
racy of the diagnosis and prognosis. Critically, it 
also allows the best opportunity of excluding the 
potential confounding infl uence of an evolving 
treatable depression. 

Professor van Gijn’s case presentation is 
valuable in underscoring the importance for 
neurologists and primary care physicians alike 
to initiate discussion for completion of advance 
directives during initial visits. Admittedly, in 
our busy clinics and wards, this imperative may 
not even be on our pragmatic radar screens, 
but failure to encourage our patients and their 
families early-on toward consideration and 
recording of their wishes in these vital mat-
ters may lead to avoidable terminal angst and 
confusion. 
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