
During the past few years the medical profession has
attracted more criticism than usual. Some has been
justified. A few doctors have behaved badly; some
have been incompetent or rude, libidinous, dis-
honourable, even dangerous. That it is a small
minority that behaves in this way tends to get over-
looked: the profession as a whole is discredited. As
Shaw wrote: ‘As to the honour and conscience of
doctors, they have as much as any other class of men,
no more and no less’. There are bad apples among
any group of people, professional or not.

The term ‘arrogant’ is commonly applied to
miscreant doctors, usually inappropriately. The
doctor who takes advantage of a female patient is
described as arrogant; so is the surgeon who consis-
tently gets bad results; or the doctor who invents
patients in order to defraud the NHS; and, much in
the news in recent months, the pathologist who
removes and stores body parts taken at autopsy. It
has become a blanket term to cover every medical
peccadillo. Why arrogant? Is it because doctors who
do these things are believed to regard themselves as
above the law, to feel that their possession of a
medical qualification bestows immunity against the
normal processes of prosecution? I doubt it. There
must be other explanations.

One is to do with poor doctor-patient relation-
ships: abrupt, unsympathetic, uncaring attitudes;
authoritarian instructions given to patients without
adequate discussion and explanation; overt resent-
ment by physicians at being questioned about the
illness or its management. These deficiencies may
reflect arrogance. To the extent that they still exist,
they are trivial compared to what existed 50 years ago
when I graduated. Doctors then rarely told patients
what was happening to them and discouraged
questions – ‘Leave it to me, I’m your doctor’. Many
hospital consultants did take themselves very
seriously. Junior staff were expected to wait at the
hospital entrance for his (almost always) car to
arrive, rush to open the door, step back and follow
the great man to the ward where a respectful sister
and her retinue were waiting for the ward round to
begin. This was conducted like a military parade.
Beds had to be lined up precisely, all patients ‘present
and correct’ – and silent. There was little discussion
between consultant and patient: a small group would
gather at the foot of each bed, talking softly and using
eponyms such as Koch’s or Hansen’s bacillus or

Neisserian infection, or terms like mitotic disease or
lues to make sure the patient did not know what was
going on. Somewhere within this elaborate panto-
mime there was concern for the patient: it was
thought better for them not to know the truth when
things were serious, it might retard recovery. I doubt
if any doctors today take themselves so seriously.
Many are well aware of the limitations of their
authority, their subordination to managerial control.
More than ever before, they recognise the need 
for proper communication with their patients.
Discussion with the patient and relatives is now an
integral part of the consultation process: patients are
likely to be told more precisely what is wrong, to a
considerable extent offered choices of treatments and
encouraged to ask questions. The sort of arrogance
that the medical profession might have displayed in
my youth has largely vanished. 

In the wake of the Alder Hey disclosures, doctors
who had removed and stored organs and tissues for
any purpose were often referred to as arrogant.
Leaving aside the aberrant behaviour of a particular
pathologist, I don’t regard the removal of tissues at
autopsy for later study as evil or shocking or grue-
some – despite the Minister’s over-the-top remark
that the revelations were the most shocking thing he
had ever read. (One wonders how he missed descrip-
tions of the Holocaust, atrocities in Ruanda, Bosnia,
Sharpeville, Bhopal, etc, etc, etc.) After completing
my house officer posts I spent a year in a pathology
department and carried out many autopsies. It didn’t
dawn on me that I was being arrogant when I
selected and removed various tissues for later study
or even for teaching purposes. Consent had been
received for the autopsy, and I regarded this as an
essential part of the examination. Now it seems this
is not enough. Doctors must, in the words of Dr
Liam Donaldson, routinely seek specific consent
from the bereaved relatives, including ‘details of the
tissue and organs to be retained, the uses to which
they might be put, and the agreed length of time for
organs to be retained’. Would the stricken relatives
really like to know that in the course of determining
the cause and nature of the disease that led to death
pieces of tissue are routinely taken for later micro-
scopic or other examination? That these are usually
kept indefinitely in case they might later prove
enlightening about this or other deaths? That some
tissues might actually be destroyed in the process of
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biochemical studies? That postmortem examination of the brain
cannot be carried out satisfactorily without its removal, special
preparatory treatment and retention for at least 2–3 weeks –
long after burial has taken place? Such explicit information is
likely to prove extremely upsetting and would almost certainly
lead to an even more drastic decline in the number of autopsies
performed. Yet, it seems, the charge of arrogance is levelled at
doctors who fail to seek specific and detailed consent for each
and every step in the autopsy process. Am I an old-fashioned
and arrogant despot because I believe it might be more humane
to spare relatives all the gory details? (At least one brave and
sensible columnist shares my view – Libby Purves, in an article
entitled Sentiment should not triumph over science, The Times 30
Jan 2001; may I commend her article to Alan Milburn and
others who jumped on the populist bandwagon?)

The media tend to describe doctors as arrogant when they
discuss their role in rationing medical care – ‘playing God’. Of
course, doctors ration services: they have no choice. It isn’t
possible to provide all patients with all possible benefits that
modern medicine has to offer, certainly not in our less than
generously funded and staffed NHS. Priorities have to be estab-
lished and, since no one else will make the choices, it is left to
doctors to do so. Every doctor I know hates having to make
decisions about allocating scarce resources. To call them
arrogant for doing so is adding insult to injury and shows poor
understanding of the limitations of medical care.

Finally, the term arrogant is frequently applied to medical
scientists who, it is claimed, venture into new fields of research
without reflection about the ethical consequences of their work.
A few months ago my friend, the distinguished scientist Lewis
Wolpert, was quoted as saying that science is ‘ethically neutral’,
that the only responsibility scientists have is to discover
knowledge: ethical decisions about what is done with it should
be left to society. ‘Up to a point, Lewis’, as the minions of Evelyn
Waugh’s Lord Copper might have said. In the process of
developing the atom bomb, many scientists had serious mis-
givings about the work they were doing and petitioned the US
President to reconsider the programme. The Human Genome
Organization set up its own ethics committee long before the
public or the media latched on to some of the less desirable
possible consequences. In my experience scientists take their
ethical responsibilities very seriously. Dr Strangeloves exist in
fiction rather than fact. 

We must admit that some doctors are arrogant. Arrogance
cannot be tolerated, but neither can exaggeration by the media.
Most doctors are, after all, dedicated to their patients and their
profession.
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