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Prologue


In January 2000, world-wide headlines announced that English general practitioner Dr Harold Shipman was found guilty of murdering fifteen of his patients. Before his trial, many had assumed that Shipman was an overzealous doctor doing no more than ‘easing the passing’ of dying patients. But the evidence showed otherwise; Shipman deliberately murdered not just fifteen, but several hundred patients in the most efficient mechanical and indifferent fashion, making him a hitherto unparalleled medical serial killer.


Shipman’s American epigone, aspiring neurosurgeon Dr Michael Swango, spread his net across the US, Zimbabwe and Zambia, leaving a trail of bodies in his wake. Sydney psychiatrist Dr Harry Bailey killed close to a hundred patients with Deep Sleep Therapy, a discredited and dangerous form of treatment. Dr Radovan Karadzic, the psychiatrist who led the Bosnian Genocide, shelled the hospital in Sarajevo where he had worked, killing colleagues and patients.


The phenomenon of medical killing has been largely ignored and there has been no attempt to understand the basis for such extreme behaviour. In this book, I explore clinicide—a new term—defined as the death of multiple patients in the course of treatment by a doctor. The study of clinicide raises powerful and disturbing questions: why do doctors deliberately kill their patients, ignore appalling death rates, or use their medical skills to participate in horrendous experiments, torture or genocidal murder in the service of the state?


Medical murders are appalling but unusual crimes. It is a paradox, considering the extraordinary effort, discipline and devotion that it takes to become a doctor when throughout history medicine has been regarded as a sacred calling. While the incidence of medical killing is very low, this is little consolation to the victims or their families.


I have examined clinicide in the context of the history of medicine, forensic psychiatry and sociology. The role of the healer, medicine man or doctor is universal and little, aside from advances in technology, will change this. The motives of doctors are as much an expression of the prevailing culture as scientific progress which, in many cases is suborned by its practitioners for all too-human motives.


I explore medical killers over time, focusing on Harold Shipman, Michael Swango, Harry Bailey, John Bodkin Adams and Radovan Karadzic.


That some doctors become killers says much about human nature, society and the practice of medicine. But it should be remembered that very, very few members of a great profession follow this path. The practice of medicine is an inherently good activity, and it is to the credit of the profession that there are so few killers. I hope this book will make a contribution to keeping it this way.


 


Dr Robert M. Kaplan


March, 2009
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The rise and fall of the medical calling


 


The most incisive words on medical murder were written in 1978 by forensic pathologist Keith Simpson:




Doctors are in a particularly good position to commit murder and escape detection. Their patients, sometimes their own fading wives, more often merely aging nuisances, are in their sole hands. ‘Dangerous drugs’ and powerful poisons lie in their professional bags or in their surgery. No one is watching or questioning them, and a change in symptoms, a sudden grave ‘turn for the worst’ or even death is for them alone to interpret.





Doctors, Simpson pointed out, authorise the removal of a dead patient by writing the death certificate. If they take the law into their own hands, it is only likely to emerge through chance, whisperings or rumour, or careless disposal of the body. That medical murder emerges so seldom, considering the number of practitioners, is either a testimony to their moral fibre or the ease with which they can conceal crime.


English psychiatrist Herbert Kinnell rates doctors as the greatest killers among all the professions. Doctors as a group are murderous: they kill family and friends; they kill their patients; and they kill strangers, chiefly for political reasons, by torture, mass murder or genocide.


Medicine has always had an attraction to those interested in power over life and death, status and the acquisition of wealth. The first factor in its appeal to potential killers was the institutionalisation of medicine. Legitimisation put the medical profession in a position of power, authority and status it has ever since been reluctant to cede, a built-in factor attracting a certain kind of psychopath.


As the nature of medical practice changed, the number of doctors being trained expanded in tandem with the population. Welcome as this development was—because it meant the medical population was more representative of the community—it increased the possibility of someone who was a completely unknown quantity graduating and going into practice. Before, say, World War II, a psychopathic individual intrigued by exploiting the power over life and death in this setting would have had to choose a low-status alternative career, or even fake their credentials. After institutionalisation there was no need for these machinations; with a little effort, medical schools became an open market. Dr Marcel Petiot, for example, who worked in the early part of the twentieth century, only had eight months’ training when he came out of military service. Linda Hazzard, who killed numerous people with starvation diets in the United States and New Zealand, had a dubious osteopathic qualification and was allowed to call herself a doctor by virtue of a grandfather clause in one of the states where she worked.


In a setting where medical practice is defensive and insecure, to say the least, there are any number of opportunities for the psychopathic doctor. And the reckless treatment killer, driven by mania, narcissism or hubris, can find any number of cracks in which to insert themselves in the medical edifice.


Clinicide means the death of numerous patients during treatment by a doctor. Like any crime, clinicide is a complex behaviour affected by social, cultural, psychological and forensic factors. Just as the classification of illness and the practice of doctors reflect the society in which they occur, so do the circumstances of clinicide.


Clinicide can be divided into several categories:



Medical serial killing


The image of a ‘serial killer’ is not a medical doctor in a white jacket. But when doctors turn on patients because they derive some perverse pleasure from the act of killing, they tend to be prolific murderers. While reckless, incompetent, inept, mad or just plain dangerous doctors have been around for as long as medicine has been practised, medical serial killing is a relatively new phenomenon. Serial killers are obviously not mentally balanced individuals. Nonetheless, there is a certain inner rationality to their actions—they know that they are engaged in murder, and they go to great lengths to plan out the continued fulfilment of their murderous fantasies.


French doctor Marcel Petiot left a trail of bodies wherever he practised. His period of destruction probably extends from 1926 (if not before) until 1944, and an estimate of 100–200 victims is reasonable, making him the worst serial killer in French history. Dr Harold Shipman, easily the worst serial killer in the United Kingdom, was killing patients from the time he went into practice in 1974, continuing with only a year’s break when he was receiving treatment for drug addiction, until his arrest in 1998. Dr Michael Swango killed 60 patients from the time of his internship in 1983 until he left Zambia in 1996 (with several years away when he was in jail and out of practice). Between them, Shipman and Swango are credited with at least 313 deaths. The worst Scandinavian serial killer is Dr Arnfinn Nesset,1 credited with 137 murders within half a decade. These figures are far in excess of what the average serial killer attains, and reveals just how dangerous a medical serial killer can be when unleashed.



Treatment killing


Treatment killing refers to multiple patient deaths in which it is not immediately obvious that the doctor intended the patients to die. A separate category is merited because the question of intentionality (motivation) and self-awareness of the harmful nature of the action is blurred in these cases. Treatment killers are either doctors who are mentally impaired, or those who do not have a mental illness as such but view their patients as mere accessories to their own grandiose role, no more than objects who ought to be grateful for any treatment they receive, regardless of the outcome.


Doctors with serious mental illness are a problem as old as medicine. When a prominent physician or surgeon is involved, it is described as an example of the ‘Great Man syndrome’. These doctors have such authority and charisma that underlings are always reluctant to challenge them to stand down—and they are even less likely to obey when told.


Treatment killer doctors only achieve recognition, and most reluctantly so, when the extent of the deaths associated with their treatment becomes exposed to the public. There is shock, horror and outrage, often leading to disciplinary inquiries or manslaughter charges. To the onlooker, investigator or general public, this is predicated on the idea that incompetence, wilful or witless, caused the patient deaths, and they were not deliberate or intended. As the courts put it, there is no apparent motive.


Such doctors develop a God complex, getting a vicarious thrill out of ending suffering and determining when a person dies. Peter Smerick, former FBI criminal profiler, describes two types of treatment killers:






	
The Hero Killer doctor would put a patient under great risk. If they save the patient, they are a hero. If the patient dies, the killer will say ‘So what?’


	The Mercy Killer doctor will rationalise that they are concerned about the suffering of their patients and put them out of their misery. They count on the fact that autopsies are usually not performed when a terminally ill patient dies.








Doctors, particularly specialists, are not only trained but expected to provide optimum care at all times, to seek help or second opinions regardless of vanity or fear of criticism. Their role is to take responsibility for the patient’s care as far as can be reasonably expected. When the death list progresses beyond two, or four or twenty patients, it is not possible for a doctor to continue treating patients without some awareness that they may cause death. At some level, these doctors realise what they are doing, but this is countered by an overweening refusal to acknowledge the reality or desist. Denial alone can’t explain why a surgeon or psychiatrist can ignore death after death after death of patients under their care. The cases of Dr Ferdinand Sauerbruch, Dr Hamilton Bailey and Dr Harry Bailey show how treatment killers operate.



Mass murderers


Mass or political murderers fall into another category. Their activities are so extreme and appalling that attempts to portray them as serial killers operating on a wider front are misleading. Doctors have frequently been accomplices in state-led repression, brutality and genocide, in direct contravention to their sanctioned role to relieve suffering and save lives. Doctors have performed inhumane experiments on victims, participated in torture and directed programs to exterminate the enemy. In addition, they have beaten, tortured and killed victims for no other reason than they had the power to do it at the time, and gave every indication of enjoying what they did. In doing so, they became mass murderers on an exponential scale, making any comparison with a doctor killing his own patients untenable.


In the last decade, there have been any number of reports of doctors participating in state abuse of human rights, usually in their treatment of detained enemy suspects. The most recent example of this is Dr Radovan Karadzic, a practising psychiatrist who led the Bosnian Genocide. Forces under Karadzic’s direct command were responsible for mass atrocities, leading to 250,000 deaths and up to one million homeless. What’s more, Karadzic’s motivation was not purely political as he used his psychological training to direct terror tactics.


While these three categories of clinicide differ greatly, they all share one element: although society places an enormous amount of trust in doctors to prevent harm and promote health, these perpetrators violate that trust in the most shocking and horrific manner.




A physician is obligated to consider more than a diseased organ, more even than the whole man—he must view the man in his world.


Harvey Cushing





In order to understand clinicide, it is important to understand the terrain in which doctors operate: the medical profession, its history and culture. Seeking treatment for an illness or injury is a specifically human activity. It requires a sense of being unwell, and desiring to alter this. Dr William Osler, the most famous physician of his time, went so far as to state that ‘The desire to take medicine is perhaps the greatest feature which distinguishes man from animals’. This produced homo therapeuticus, the medicine-taking animal: you and me.


While this pill-popping perspective may reflect the particularly skewed vision of a physician, Osler had a point. Medicine, in the form of healing, has been with us for as long as we have been sentient human beings. Rock painting and engraving, which goes back 30,000 years, arose from shamanic trance states during healing dances. The shamans communicated with spirits for the purposes of healing illness, breaking drought periods, finding animal herds and promoting group cohesion. Healing involved the shaman drawing out the evil spirit that had invaded a victim’s body and expelling it through their own. Shamans extended their range to use herbal cures and potions, magic tricks, divining, tooth pulling, bonesetting and the first psychosurgery—trepanning skulls— to release evil spirits. Trepanning, or drilling holes in skulls, was often done to relieve the fatal pressure from a subdural haematoma. These ancient tribes had excellent antiseptic procedures and the primitive surgeon proved adept at putting the hole in the right place on the skull.


The shaman not only warded off death, but participated in group activities such as hunting, ritualised killing and, later, warfare. These activities were conceived as sanctioned healing for a higher purpose. The life of the medicine man (or woman) was by no means easy; failing to get the prediction right could mean becoming the next sacrifice of the chief, headman or king.


Modern medicine has retained: the tendency to meet the needs of a hereditary or elite class before attending to the masses; receiving the hostility of patients or relatives to the failure to ward off disease and death; and, despite their elevated status, doctors are susceptible to being scapegoated at the perception of failure.


As humans moved from hunter–gatherer communities to agricultural settlements, a distinct shamanic class arose. This was often a skill that was passed down to male relatives, but it wasn’t exclusively male. Suitable candidates were selected at a young age and tutored in their craft. Religion and society developed increasingly complex role specialisation but the shaman, in one form or another, continued to flourish.


Any reading of the Bible or Homer will confirm the status of prophets, healers and medicine men. New Testament exorcists, for example, operated by speech and touch. Jesus himself was a wandering healer and exorcist in the Galilean countryside, commanding evil spirits to leave the body of the afflicted person. Many of his patients had epilepsy or hysteria and, ironically, as his fame spread, his appearance at Galilean villages led to mass hysteria! The Gospels tell us that Jesus was constantly asked to heal the ‘possessed’, even though this may have interfered with his mission as a prophet. In the episode of the Gadarene swine, Jesus commands the demonic spirits to leave the tormented victim and go into the swine, causing the 200-strong herd to rush off the cliff into the lake and drown, leaving the riparian farmer most unimpressed, if not causing mayhem among the spectators. Even Jesus experienced the lack of gratitude from patients that healers have had to deal with since time immemorial.


In their death-defying capacity, doctors are the modern heirs of the shaman, witchdoctor, medicine man or healer. The medical profession dates back over two thousand years, with the first ethical principles laid down by the ancient Greek School of Hippocrates, and medical and surgical skills developed during the Arab era. However, much of what doctors did for their patients consisted of reheated ancient ideas, remedies or witchcraft, doing little more than giving a sense that something was being done.


Initially, there was no distinction between body and soul, or in more modern parlance, between mind and brain. In the West, souls, accompanied however reluctantly by their attendant bodies, were the province of the Catholic Church. The Church used doctors to extend its own power, thereby maintaining their exclusivity. At the height of the Spanish witch persecutions in the fourteenth century, doctors were mandated by the Church to examine suspects and organise torture to get them to confess to heresy.


The Church’s vice-like grip started to weaken with Renaissance discoveries of the structure and function of the body. Vesalius’s work on anatomy and Harvey’s discovery of the flow of blood were crucial in wresting medicine from the Church, putting it on the path to becoming a clinical science. Descriptions by Spanish doctors of the first recorded episodes of syphilis in the late fifteenth century, for example, reveal good skills in observing disease.


Despite these developments, medicine remained a fiercely contested domain. The eighteenth century was the high time of the ‘quack’. Quacks mostly came from marginal groups, such as Jews and gypsies, who depended on their initiative to get established. They were assiduous self-promoters, made sure they got to where the clients were and, in many cases, were a lot cheaper than doctors. Widely derided by doctors, quacks often led their medical colleagues who would then steal the remedies for their own use.


The distance between doctor and patient reflected the times. Until 150 years ago, doctors did little more than talk and hold a pulse, doling out medicine that was patently ineffective. Rene Laennec, unusually for a Frenchman, objected to having to put his ear on the unwashed but perfumed breasts of his female patients, so he invented the stethoscope, providing an objective distance between doctor and patient.


Somewhere during the time of Queen Victoria, all this changed. As medicine became scientific, the distance between doctor and patient vanished. It was a revolutionary step when the suitably diffident Royal Obstetrician, his head turned away, tentatively inserted a hand under the Royal Gown to perform a vaginal examination during Her pregnancy. From that time, no orifice was safe from invasion, regardless of embarrassment, discomfort or distaste.


For all the posturing about ancient medical colleges, the official recognition of doctors is a nineteenth-century phenomenon. Although it now seems an accepted fact that medicine and surgery are amalgamated, this was by no means the case in the past. Three different medical groups existed, competed and variously claimed to be superior and professionally ethical: physicians, surgeons and apothecaries. Alongside these bodies competed a range of other groups: quacks, charlatans, healers, tooth pullers, manipulators and massagers, herbalists and soothsayers.


Technology, population surges and fear of change led to a need for control and regulation. This manifested with the institutionalisation of police work, border controls and internal regulation of professions and trades. By 1900, the registration of doctors was an established fact in most countries, including the United States. The legitimisation of professional status was followed by the formalisation of medical training and qualification rules. In the United States, this required the Flexner Report to revolutionise the profession and ensure that medical schools were not hole-in-the-wall operations issuing fake licences, a regular practice in many states in the past.


The development of specialisation facilitated the rise of medical status. This started in France after 1820, no surprise in view of the domination of French medicine in the age of Pinel. The French had greater numbers of doctors associated with hospitals and teaching centres with organised health care—not for nothing is the word bureaucrat derived from that period. The British preference for generalists rather than specialists and resistance from the medical establishment meant it took them far longer to make these changes. However, political pressure led to the institutionalisation of obstetrics and, after the 1880s, there was an inexorable path to specialisation.


Regulation of the medical profession tended to be erratic and inconsistent at first. There was a wide gap between promise and practice, allowing many exemptions to flourish or exploit the rules. Non-medical practitioners were never outlawed, for example. Departments of Health did not exist. Medical scandals led to public outcries and more government promises to regulate medical practice. Consequently, it was not until well into the 1920s in most countries that it could be said that a medical doctor was someone who had completed formal training, supervision and requirements.


The onset of the twentieth century coincided with growth in cities, population surges, movement of people, technological development and the clash between empires. The golden century of medicine promised no end of developments that could hold back the tyranny of disease and prolong life, seemingly endlessly.


Specialities were expanding their range, especially within surgery, and hospitals became diagnostic and surgical centres. Medical schools with their adjoining teaching hospital were great centres of research and treatment, creating an environment that was inspiring, dedicated, reifying or alternately dehumanising, alienating and mechanistic.


With medical power came technological changes. For the first time, the promise of curing human ailments with drugs appeared to be a reality. Chloral hydrate came into use as a sleeping agent in 1869, followed by sulphonal in 1888, only to be trumped by the first of the barbiturates, Veronal, in 1903. These drugs were highly potentiated, powerful in producing sedation, sleep and analgesia, and all highly addictive. Pharmacology provided effective drugs to treat the ancient scourges of syphilis and tuberculosis. By 1905, the syphilis organism had been identified, in 1910 Salvarsan 606 offered an alternative to mercury treatment, and Wagner Juarreg developed malarial fever treatment in 1917.


Drugs required a new means of administration: the syringe. First used two centuries earlier, improvements to the syringe in 1856 made the administration of potent drugs a reality. This coincided with the refinement of opium into morphine, a product of great potency that could not only provide rapid relief of pain but just as easily kill by respiratory arrest with a minute increase in dose. Anyone who doubts this need only walk through old cemeteries with their sad little tombstones announcing that this baby or child passed ‘into sleep’, inadvertently killed by the very nostrum intended to soothe or placate them. In 1898 morphine was trumped by the development of diacetylmorphine, also called diamorphine but known to the world as heroin, an even more refined opiate, and exquisitely narcotic. Demonstrating how technological advances in medicine invariably led to new problems, the rise in the use of potent narcotics administered by syringe caused an exponential increase in narcotic addiction.


As medical power was being institutionalised, the need for more technological development became insatiable, leading to the development of the great chemical and pharmaceutical companies. In the words of Roy Porter: ‘Medicine was good for business and business was good for medicine.’


After World War II, medicine was on the edge of an era of undreamed-of promise. The discovery of penicillin implied an end to infectious diseases, new ethical rules were introduced on human experimentation and burgeoning technology had the potential to make life, if not infinite, at least a lot longer and safer. Some, but not all, of this promise was realised. Developments in public health, nutrition, surgery, pharmacology and diagnosis converted many conditions from lethal to merely disruptive or, at worst, chronic ailments that could be lived with. Infectious diseases did indeed cease to kill the young, the old, the weak and the immunologically compromised. But antibiotics, it turned out, promoted bacterial resistance and began to lose their effectiveness. Furthermore, the wonders of First World antibiotics translated poorly to the Third World, where limited access to modern medical care was only one element in a Hobbesian scenario of poor nutrition, sanitation, hygiene and poverty.


As medical therapeutics and technology advanced, disease merely retreated, realigned and emerged in new forms, usually as chronic illness, environmental ailments and the resurgence of some infectious diseases. There had barely been time to declare smallpox extinct when AIDS emerged, apparently out of the jungles of Africa. With it returned ancient scourges like syphilis, tuberculosis and a host of other infections, now antibiotic resistant.


Disease became chronic, rather than acute. The focus of treatment became degenerative conditions, especially in an aging population that had never survived in such large numbers in the past. This brought a new flood of problems in its wake. Doctors are trained to treat acute conditions; after all, what did not kill you, made you stronger. Now they had to treat patients who remained in various stages of unwellness, creating hitherto unheard of states such as the ‘very old elderly’, an inconceivable concept in an earlier time when an influenza epidemic could kill with pneumonia in three days.


This situation is illustrated by the concept of clinical life: a life that only exists as a result of highly technical interventions such as coronary artery bypass grafts. The denizens of clinical life live in a state of virtual reality, haunted by a single immutable fact: no such intervention can ever succeed in providing what is hoped for. Clinical life can never meet the desire for an endless, painless, death-free existence. Imposing this expectation on a reality-based doctor can only result in dismay, disdain and dissolution.


The current view of illness, and how and who deals with it, is a reflection of our post-industrial scientifically focused and individual-orientated world. In the fourteenth century, if a woman behaved strangely she could be declared to be a witch by church authorities. In the nineteenth century (and, indeed, most of the first half of the twentieth century), masturbation was regarded as a cause of insanity, if not many other ailments. For the first half of the twentieth century, it was not accepted that a naughty child who kept making faces could have the complications of rheumatic fever. For decades, cigarettes were advertised in medical journals as health promoting. Now there are intense debates over the validity of newly defined conditions like fibromyalgia, allergy to the twentieth century, Munchausen syndrome by proxy and chronic fatigue syndrome, regarded by some as new manifestations of hysteria brought into the medical market place as a result of pressure by lobby groups, rather than scientific recognition of a clinical syndrome. Others see the refusal to accept these conditions as legitimate diseases as evidence of a conspiracy by medicine, representing the establishment, to deny them recognition as deserving patients.


At the same time, we see the phenomenon of disease-mongering by pharmaceutical companies and other lobby groups. Routine events of life, such as menopause, waning sexual potency, obesity and—worst of all—grieving over the loss of a loved one, have been converted into medical or psychiatric ‘disorders’, meaning they can seek approval for distribution or funding of expensive drugs developed for this purpose.


Pharmaceutical companies are by no means the only offenders. Consider the legitimisation of post-traumatic stress disorder (PTSD). War neurosis, under a guise of different labels, is as old as warfare, morphing into different manifestations over the ages, varying with circumstance and culture. The legitimisation of PTSD, however, resulted from political lobbying by the Viet Nam Veterans’ Association in the United States, hardly a scientific process.


The penalty paid for modern medicine is the fantastic complexity of health care systems, the majority of which struggle under budgetary constraints; the denizens within, workers and patients, lost in a giant Kafkaesque ant colony. Communism may have died in Eastern Europe, but Marx’s pointed comment about surplus value labour alienated from control of resources is most apposite. As medical technology developed, the gap widened further. Why would a doctor prod and poke around to make what was at best a subjective finding when it is easier and safer (from a malpractice point of view) to send a patient off for a scan, scope or test of some sort?


A good example of this are the CT and MRI scans, now routinely used for a wide range of conditions. Scanning involves sending the patient on a movable trolley into a small tunnel surrounded by the scanner machinery, resembling a giant cement mixer. This causes such distress on occasion that it is now routine to check whether patients are claustrophobic, anxious or agitated, in which case scanning is done under sedation.


Technology is dehumanising and the gap between doctor and patient has widened to a chasm in which the human element is reduced to a faint whisper barely heard above the whirl of scanners, the beeping of monitor screens and the buzzing of centrifuges. Users of medical services are told that they are no longer passive patients, blindly following the commands of a godlike doctor; they are instead consumers, with a Charter of Rights, expectations and entitlements, a situation which could only arise in the minds of ideologues who perceive illness as another commodity to be regulated in a capitalist society.


This created the greatest crisis in the history of medicine. Medicine had always been a calling to an elevated profession. This included the acquisition of a special knowledge, responsibilities and self-regulation. The modern doctor is expected to master a range of skills that impose intense pressures on the doctor, whether in general or specialist practice. This is aptly summed up by psychiatrist John Romano:




Is the clinician a biochemist, a biophysicist, a biologist, a pathologist, a psychologist, a psychiatrist, a social scientist, a statistician? In my view, he is none of these and at the same time he must be something of all of them.





In the process, the mystique, allure and aura of medicine suffered a fatal blow. Doctors are now mere ‘providers’ who can be regulated like any other group, their territory invaded by competitors like nurses, psychologists or, worst of all, ‘alternative practitioners’—the enemy truly is at the gates.


There are any number of self-interested agents, regulatory and legal, to urge patients to complain, sue and seek redress. We live in the culture of complaint. There is no finer terrain for indignation, loathing and strident sanctimony than the embattled field of health care, despite the fact that we are living longer, better and easier, constantly benefiting from phenomenal advances in surgical science. As all life, no matter how saintly, ends in death, physicians are held to an impossible ideal. Medical practice is always a matter of possibilities and probabilities, but in the age of the informed consumer, egged on by a tabloid culture ever poised to go into a feeding frenzy to highlight scandal, the medical profession has gone into a defensive crouch from which it has yet to emerge and it is clear that the ancient doctor–patient relationship has been distorted beyond recognition.
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Twentieth-century clinicide


Dr Marcel Petiot’s course of medical mayhem




The ‘highest’ states of mind held up before mankind by Christianity as of supreme value, are actually forms of convulsive epilepsy.


Friedrich Nietzsche





Occupied Paris: On 21 March 1944, police and fire authorities were called to the Paris home of Dr Marcel Petiot when neighbours were disturbed by a thick pall of smoke and revolting odour emanating from the residence. When they entered, the police found a charnel house of decomposing human body parts. The kitchen was designed as a mortuary with a dissecting table and pipe leading directly into the sewer to dispose of waste. Outside the house were lime pits filled with human remains. As they were wandering through the necropolis, their minds struggling to comprehend what they saw, Petiot arrived on his bicycle.


Unconcerned by the arrival of the authorities, Petiot told the police that he was in the Resistance and the bodies were those of Germans whom he had to kill to ensure the secrecy of his operation to smuggle refugees and Resistance agents out of the country. The oppressive rule of the Nazis was at its height, so the French police followed their patriotic sense and chose to believe this fantastic account. Petiot was advised to flee. Official investigations continued, revealing the remains of at least 86 cadavers, and the French police made sure they obstructed the investigating Germans as much as possible. Petiot went into hiding, only emerging after the liberation of Paris and joining the Free French Forces (as did most of the French population), claiming to be a Resistance hero who had killed 63 collaborators. He was soon arrested and went to trial on 18 March 1946.


Marcel André Félix Petiot was born on 17 January 1897 at Auxerre, France. He was raised by an aunt and grew up in comfortable surroundings. Highly intelligent, he was already showing alarming behaviour during childhood. Obsessed with books about murder, he had a penchant for torturing animals, and by the age of twelve he had been examined for problems due to bedwetting, epilepsy and sleepwalking. He made passes at male classmates and collected knives and guns.


When he was fifteen, Petiot’s mother died. His behaviour worsened, and he displayed signs of kleptomania. To no one’s surprise, he was expelled from school many times. In 1914, a psychiatrist determined that ‘personal and hereditary problems’ absolved him from responsibility for his actions, which resulted in allowing him to finish his education in a special academy in Paris in July 1915.


In January 1916, Petiot was drafted into the French infantry. He was wounded and gassed at Aisne and had a mental breakdown. He was sent to various asylums, was arrested for stealing army blankets and jailed in Orleans. In a psychiatric hospital at Fleury-les-Aubrais he was again diagnosed as being mentally ill but, in view of the military crisis, returned to the front in June 1918. He was transferred three weeks later after he shot himself in the foot, and was attached to a new regiment in September, but did not last long before ending up back in the psychiatric hospital. In 1919, Petiot was discharged from military service as unfit due to ‘neurasthenia, amnesia, mental unbalance, sleepwalking, severe depression, paranoia and suicidal tendencies’. This got him a 40 per cent disability pension, increased the following year to 100 per cent when a government psychiatrist confirmed that he could not do physical or intellectual work.


Undeterred by a chaotic history some may have perceived as an impediment to regular employment, let alone practising medicine, Petiot entered the accelerated program for war veterans, completing medical school in eight months and then completing an internship. He received his medical degree in December 1921, having trained in Evreux Mental Hospital where he had been previously confined with a diagnosis of dementia praecox (as schizophrenia was then known). After 1923, although still having seizures, his disability pension was halved.


Petiot set up a medical practice at Villeneuve-sur-Yonne, where he charged patients for services that were already paid for by government medical assistance funds. When he started at Villeneuve-sur-Yonne, Petiot seemed restrained and withdrawn; he was using narcotics heavily. His only interest was a sports car that he drove in a manic fashion, having many accidents. He was probably having fits while driving or was under the influence of drugs. Another oddity noticed by the townspeople was his kleptomania, with him continually stealing small, largely unwanted items.


Petiot’s first victim seems to have been Louise Delaveau, the daughter of a patient, with whom he had an affair in 1926. After she disappeared, neighbours said they had seen Petiot load a trunk into his car. Police investigated the case, but dismissed Delaveau as a runaway.


In 1927, Petiot married Georgette Lablais and their son, Gerhardt, was born the next year. Petiot then ran for mayor of the town, hiring an accomplice to disrupt his opponent’s campaign, and won the election. Although Petiot’s behaviour in office was characterised by blatant theft and corruption, he had a magical hold on the village electorate. After he was suspended as a mayor in August 1931, the council resigned in sympathy, and within five weeks he was elected as Yonne District Councillor. But it wasn’t long before he was accused of stealing electric power and he lost his seat the following year.


Deprived of his political base and sensing that past misdemeanours were likely to catch up with him, Petiot moved to Paris and set up a practice at 66 Rue Caumartin, making exaggerated claims of his qualifications and skills. In 1936 he was appointed Médecin D’état-Civil with the authority to write death certificates. He soon attracted patients, along with repeated rumours of performing illegal abortions and prescribing addictive medication. A woman he had operated on in his rooms later died at home. She was found to have a large amount of morphine in her body, but no action was taken.


In 1936, Petiot’s kleptomania got him into trouble when he was detained after he stole a book. He was legally committed to a psychiatric hospital in a disturbed and paranoid state, but managed to arrange a transfer to a private institution. There he easily convinced the director he was sane and was examined by three leading psychiatrists. Despite finding that Petiot was utterly immoral, without scruples and mentally unbalanced, they decided there were no legal grounds to hold him.


In 1941, Petiot bought a house at 21 Rue le Sueur. Adopting the codename of ‘Dr Eugène’, he developed a false escape route, known as Fly-Tox, claiming he could arrange safe passage through Portugal to Argentina for Jews, Resistance fighters or criminals. He accepted anyone who could pay 25,000 francs. His aides Raoul Fourrier, Edmond Pintard and René-Gustave Nézondet funnelled the victims to him. People who trusted him to deliver them to safety were never seen alive again. He injected victims with cyanide, took their valuables and disposed of the bodies in the Seine, submerged them in quicklime or incinerated them.


Petiot’s trial in 1946 was a sensation in post-war Paris, attracting journalists, the rich and the famous. It revealed how Petiot exploited every person or institution he dealt with, including the army, medical school, hospitals, doctors, pharmacists, and political, government and tax officials as well as police and military officers. While the outcome seemed inevitable, Petiot was not disconcerted in the slightest by the court, constantly over-ruling his lawyers and making sardonic outbursts in response to any statement critical of him. He conducted a vigorous defence, following his lifetime pattern of continuously fabricating stories to explain every allegation against him. He had no compunction about screaming abuse at witnesses or causing chaos in the court. At other times, he seemed bored and indifferent. The story of running a clandestine Resistance operation to eliminate Gestapo suspects was soon exposed. There was no evidence that Petiot had ever been in the Resistance.
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