
4 Implicit Disputes
Mapping Systems of Implied Consent

Overview

Chapter 1 argued that the way in which bodies and body parts have been
obtained for medical research and teaching creates three core forms of dispute.
These have incrementally (and sometimes sharply, as for instance with the
NHS Alder Hey organ retention controversy) shaped public understandings of
the ethics and practices of medical science and thus the possibilities of, and
constraints on, medical research. This chapter analyses the first of our categor-
ies: the implicit dispute. An implicit dispute is what happens when a person
dies, their body enters a medical research and teaching culture, but informed
consent is implied, never documented in full for the bereaved. A lot is therefore
left unsaid, and deliberately so. It is normal for these sorts of bureaucratic
processes to be very light touch, and to have audit procedures that look robust,
but are the opposite. The aim being to make it a difficult logistical task to track
at the time, or retrace later, exactly what is happening, or has happened, to
human material once it enters a system of body supply. Even an insider might
not know who exactly had shared a body and body parts, and what scientific
studies these relate to. Those grieving thus never got an opportunity to make an
informed choice. They are given the impression at the time of a loved one’s
death that informed consent existed, when it did not. Instead, it was often
implied, particularly by those staffing large teaching hospitals. In modern
Britain, a proper system of consent was an aspiration, not a uniform working
practice. As we shall see, implicit disputes thus constituted what modern
research scientists would term ‘bio-commons’, and reconstructing their
human stories is the central focus of this fourth chapter.

There are many ways in which such disputes can be analysed, but in this
chapter we focus (detailing the 1950s and 1960s in particular) on disputes over
bodies that became available because of bad weather. A first section explores
the connection between foggy weather patterns, the deaths of the poorest
members of society and the consequent supply of bodies and body parts for
medical research and teaching.1 While everyone may have disliked fog, it was
a boon for a medical community needing more research material.2 The chapter
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then moves on to develop this theme across a number of sections, focussing on
the case study of a young boy who died in the ‘Great Fog’ of 1952 and was
dissected for teaching and research purposes. Remapping the material journey
of his brief life-story and body reveals the extra time of the dead created by the
actor network of hospital staff, anatomists, coroners, and scientists.
Subsequently, the chapter generalises this individual experience, reconstruct-
ing the body supply network for St Bartholomew’s Hospital in London from
1930 (when the New Poor Law ended) until 1965 (when a ‘mechanism of body
donation’ was put in place that other medical schools in the capital subse-
quently copied). The next step in this critical analysis is to expand upon the new
data, focussing on a number of representative stories of those taken for dissec-
tion and who did not consent to the ‘donation’ process. They ended up being
dissected by virtue of being alone, friendless, socially isolated, or they died
inside NHS premises where medical research was a priority. The penultimate
section compares St Bartholomew’s data to national statistics on ‘body dona-
tion’ figures for the whole of England during the 1990s, arguing amongst other
things that women come to be the mainstay of the body bequest process, and
that current practices for encouraging organ and body donation do not reflect
that material fact. The final section thus asks how the implicit disputes that arise
out of the covert (if at the time perfectly legal) supply of bodies and body parts
for medical research and teaching have shaped trust in medicine and the
development of professional boundaries, a theme taken up again at length in
Chapter 5. In this way, this fourth chapter builds on some of the core themes of
this book, as outlined in Chapter 1, including: notions of expertise, the ambi-
guities of consent, the rise of the information state, deferential power relations
and the particular authority of individual actors in the wider medical science
and research community. We begin our engagement with these themes by
exploring the medical hazard of fog; in a hidden history of disputed bodies,
few could escape the old English weather lore –

Whether the weather be fine
Whether the weather be not
Whether the weather be cold
Whether the weather be hot
We’ll weather the weather
Whatever the weather,
Whether we like it or not.

Fog – Weather Warning!

In December 1952, The Times newspaper featured a severe weather warning
about the harmful effects of a deepening winter fog across the capital:
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A ‘LONDON PARTICULAR’

Of all the afflictions which visit the inhabitants of this temperate climate, fog is the most
exasperating. There are some who think well of frost or snow, and rain is an undoubted
necessity. It refreshes the earth and the air, and at one time was the only decent
scavenging system London knew. But there is no decent use for fog. It cripples business
and brings even winter sports to a standstill. Fog is a dirty and stifling cloud without any
silver lining at all. We could do well without fog. . . . Fog is altogether too big a job for
Science to handle.3

By the 1950s, air-pollution trapped in fog attracted considerable column inches in
the British medical press.4 Smog from the constant burning of coal fires in houses,
shops and factories across the capital was blighting Britain’s major cityscapes.
Newspapers described the daily distress of commuting under a ‘green-yellow
miasma’ lingering on London’s streets.5 The toxic haze eventually led to
a concerted public health campaign around the time of this ‘Great Fog’, known
as the ‘pea-souper’, of 1952.6 Scientists could not, as The Times observed, disperse
fog, but it had boons for medical research and teaching.Weather crises such as that
in 1952 increased emergency admissions to hospitals and more people died of
heart and lung complaints, prompting a synchronicity of greater body supply on
the one hand and calls for better medical research on the other hand. Moreover,
there was also a deeper history.7 Trading dead bodies in fog, moving them under
the cover of darkness, buying and selling at the back of Poor Law infirmaries and
workhouses or on the streets of London had been commonplace for centuries.
After the NHS was created in 1948, the old welfare institutions of the New Poor
Law had become County Council care-homes, and they continued their supply-
lines. Still the anatomical sciences waited in wintertime for the Grim Reaper to
stalk British cities in the fog. Yet seldom did the scientific community speak
openly about this fact of life because of public sensitivities surrounding dissection.

There is no doubt that the dense smog that hung over London at the start of
December 1952 was an exceptional weather event, even for the damp British
climate. A low, dank cloud covered the capital. It sat stubbornly on top of
impenetrable smoke pollution. Out-of-doors everywhere was wet with a cold
miasma. Foggy rain dripped from trees and formed a drizzly haze under lamp-
posts. Along the packed streets, passers-by coughed, spluttered and wheezed,
to and from work. The Times ran a daily health feature on how to combat colds,
sneezes and asthma. They did so because of widespread concern about the high
number of extra emergency admissions to large teaching hospitals that had
stretched medical services to almost their breaking point. In North West
London, Times journalists reported on how Harrow public school pupils
experienced a cacophony of illness even though they lived on top of a steep
hill, 406 feet above the rest of the capital. Most had contracted sore throats,
chest cackles, and high temperatures. Cancelling sports in the foggy conditions
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meant that everyone stayed indoors in their boarding houses to manage the
spread of infection. Tragically, however, the Headmaster of Harrow,
Dr R. W. Moore, died aged just 46 during the foggy pall of 1952. His obituary
explained that ‘early in 1951 he had an attack of bronchial pneumonia’ and
despite being X-rayed and operated on to alleviate his condition, the symptoms
returned with renewed vigour in the winter fog of 1952.8 All the pupils at
Harrow ‘underwent X-ray examination’, but Moore died of the latest outbreak.
The Times health correspondent highlighted that many London residents were
experiencing the same severe symptoms of bronchial pneumonia. It was the
worst outbreak since ‘the influenza pandemic of 1918’. Civil servants at the
Ministry of Health meantime emphasised the virulence of the 1952 pneumonia
strain. They warned central government that the peak in mortality rates from
fatal lung diseases was akin to the sort of death statistics of ‘the last great
cholera epidemic of 1866’.9 A public health report was thus urgently prepared
for the London County Council. It revealed that some ‘2,484’ residents in the
capital died from a ‘tenfold increase in bronchitis’ in the reporting period from
5 November to 5 December 1952.10 Within days, however, the foggy condi-
tions worsened.Medical science was on hand to treat patients but also to benefit
from higher fatalities in its dissection spaces.

During early to mid-December 1952, all of the daily newspapers devoted
their front pages to the deepening winter fog that descended over London and
would not shift.11 A combination of high pressure, near-freezing temperatures,
light winds and thickening smog had intensified the hazardous public health
crisis. The Automobile Association told The Times on 8 December 1952 that ‘it
is the worst fog they had ever known’. The Daily Telegraph reported on how
the dense smog had ‘blacked out central London and a band 40miles across. . . .
All buses had stopped by 10 p.m. Hundreds of cars were abandoned. . . .
Thousands of people did not get milk.’12 Nightly there was a shutdown of all
the capital’s transport systems because bus and train drivers could not see more
than 100 yards ahead on the roads or railway networks. Only the underground
stayed open, but even underneath London the fog seeped into the drainage
system tunnels. Airport traffic-control staff took the unprecedented decision to
divert ‘500 planes’ from London Heathrow to Hurn aerodrome in
Bournemouth. Few planes could land safely in the capital because they did
not have the radar capabilities to guide them blind onto the ground. The
ambulance service faced a crisis it could not cope with as well: ‘It took five
or six times as long as usual to get cases to hospital’, according to the Daily
Telegraph; so bad was it that: ‘. . . women gave birth to babies in fog-bound
ambulances’. Yet, it was the rising daily death toll, disproportionate amongst
children and their grandparents, which caused the greatest public concern. In
two weeks, ‘some 4,000 died’. The death toll then rose to ‘10,000’ in total by
the close of the Christmas holidays of 1952.13 A single case-history from this
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tragic period – a young boy aged 7 living in the Harrow area and dying in
December 1952 – symbolises the central themes of this chapter because we can
trace what happened next to his human remains. Out of the medical miasma of
fog emerges the material journey, reconstructed from detailed record linkage
work on the mechanisms of body donation.

TAB – A Hidden History Remapped

TABwas born in North London at the end of theWWII to parents (MrWAB and
Mrs HAB) who had married in their twenties sometime in 1938.14 They spent
their savings on a small deposit to mortgage a three-bedroom house in Hendon.
Having rented a property during the first year of their marriage, they wanted
stability at home to start a family. Like many of their wartime generation, the
ABs did not want to waste time. Their philosophical attitude was that ifMrWAB
died at the front, then Mrs HAB would have the consolation of children. In
Hendon duringWWII, Mrs HAB gave birth to two boys – one in 1941, the other
in 1945. She conceived each sibling during Mr WAB’s leave of absences from
the armed forces. Detailed record linkagework reveals that whilst the eldest child
(RAB)was to survive the ‘Great Fog’ of 1952, his younger sibling (TAB) did not.
On 5 November 1952, TAB ‘died from pneumonia’ aged 7 in hospital. Under
normal circumstances, once the funeral had been staged at a local church, his
short life story would have ended but for the fact that he had died from prevalent
pneumonia and his small body was thus a very valuable research and teaching
tool for a medical profession facing a deepening epidemic of this deadly disease.
Remapping its material journey from emergency admission to dissection and
burial reveals the multilayered, hidden histories of a hospital coroner’s case. For
the first time, we can trace a series of discrete research steps that were never
officially recorded (Figure 4.1) but which go to the heart of attitudes towards
body ethics in the immediate post-WWII era.

On the night TAB died, an ambulance transported him from Hendon to
Harperbury Hospital near St Albans in Hertfordshire.15 Bonfire Night was
a busy time for the emergency services in North London. Yet, this does not
explain why a small boy breathing poorly went on a thirty-minute road journey
about fifteen miles from home to hospital. There were four logistical issues
shaping the local GPs decision-making. These helped to create research thresh-
old points, stage-managed by an actor network of hospital staff, anatomists,
a coroner and his pathologist. The first consideration was that out-of-doors
most local people walked to and from work with a handkerchief over their face,
often covered in a layer of coal dust from London’s dirty air. The ‘Great Fog’ of
1952 would culminate in politicians on all sides of the House of Commons
passing the Clean Air Act (4 & 5 Eliz. 2 c. 52: 1956) as a national priority.16 The
GP thus judged it prudent to move TAB out of the immediate area of the
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contagious pollution in Hendon. If air pollution was foul at the top of Harrow
hill, 406 feet above London, then it was self-evidently best to remove the
patient out of the capital altogether. Even so, a second practical factor shaped
the decision-making too.

During WWII, St Bartholomew’s Hospital developed very close links with
medical services at Hill End Hospital in St Albans.17 Once the site of an asylum
and then re-designated a mental hospital in 1913, Hill End was requisitioned by
the Ministry of Health during the Blitz to evacuate as many civilian casualties

TAB
pneumonia

ambulance & 
X-ray film 
shortages

Harperbury 
Hospital accident 
and emergency
Died 5/11/1952

Hospital Coroner 
and Pathologist 
Death officially 
registered as 

1/12/1952

St 
Bartholomew’s 

Hospital 
Dissection Room

body arrives 
11/11/1952

Body and Body 
parts used for 

teaching & 
further research 
over the next 14 
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study at St

Bartholomew’s 
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----------
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research into 
mental ill-health

Hogg the 
undertaker for 
Guy’s Hospital 

buries TAB on behalf of St
Bartholomew’s Hospital

Buried 
31/3/1954

Figure 4.1 Remapping the threshold points of the dissected body and body
parts of TAB, 5 November 1952–31 March 1954
Source: Reconstructed from St Bartholomew’s Hospital Dissection register
MS81/5–81/6 and associated detailed record linkage work in the archives.
Ethical note: case details de-identified and anonymised.
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as was feasible out of central London. Hill End staff and those of St
Bartholomew’s thus worked closely together. Medical personnel networked
likewise with nearby Harperbury Hospital. In the 1950s, NHS staff continued
to co-ordinate as they had done in wartime when the healthcare system was
struggling to cope in the capital, as it was during the severe winter fog. Even so,
a third logistical problem was a severe ambulance shortage in 1952.18 There
was little point ordering a transfer into central London. Its inevitable delay
meant TAB might never reach on time the critical medical help he needed at
either Great Ormond Street in Bloomsbury or St Bartholomew’s Hospital in the
City.19 He headed therefore for St Albans in the ambulance.

A fourth logistical factor was the fact that TAB’s family doctor faced
a technical problem. His young patient had a bad attack of pneumonia, but
there was a medical supply problem. The Chief Medical Officer (hereafter
CMO) for England andWales highlighted the key issue in the BMJ at the end of
1951:

There is a serious world shortage of x-ray films, due to increasing usage in all countries.
In this country, usage during the first six months of 1951 was 16% greater than in the
corresponding period of 1950 and was at a rate about 60% greater than in 1947.
Production has been expanded and manufacturers have greatly improved their product-
ivity. Nevertheless, it has not been possible recently to satisfy all hospital demands. New
plant is shortly to be installed by manufacturers and should afford some measure of
relief. Meanwhile, the present difficulties can be eased if all hospitals will exercise strict
economy in the use of films and eliminate waste, particularly in processing.20

The CMO stressed that: ‘Economy in film production should not take
precedence over the efficient examination of the patient’; nevertheless, it was
necessary to ration X-ray films. An NHS directive stated that ‘only experienced
clinicians’ were to be permitted to order X-rays in general hospitals. Nobody
beneath the rank of a registrar could apportion precious film. In an emergency,
the patient would be triaged and sent to hospital premises that had enough
X-ray film to manage the critical condition. TAB thus had to journey out of
central London to Harperbury Hospital at St Albans.

Once sent farther afield, another NHS stipulation complicated the accident
and emergency protocols on 5 November 1952. On the night TAB died, the
radiologist on duty was not authorised to X-ray a common condition like
bronchial pneumonia just because they suspected its presence in the lungs of
a young patient. A consultant on call was the only person who could make
TAB’s case a clinical resource priority. The hospital management committee’s
attitude was that there was little point in filming a fatal condition which medical
intervention could do nothing to heal in a pre-antibiotic era. The BMJ had been
critical of radiologists using what it called an ‘omnibus technique’: that is,
doing radiology on all suspected cases as a matter of course regardless of the

109Implicit Disputes

https://doi.org/10.1017/9781108633154.007 Published online by Cambridge University Press

https://doi.org/10.1017/9781108633154.007


clinical prognosis. NHS resources were scarce and the subject of intense
funding debates, straining central-local relations in 1952.21 In the case of
TAB, there was an ambulance available to take him to St Albans where
a supply of film was available. On arrival, there would be a specialist waiting
for him with the authority to order a priority X-ray at Harperbury Hospital.
Judged against these logistical criteria, moving TAB out of the Hendon area
seemed to offer his best chance of survival. Even so, it is evident that the GP of
the AB family had to work with a complex set of resource-allocation shortages
on 5 November 1952. They explain why TAB’s body became available for
dissection and medical research outside inner London.

On closer inspection of the case files, what cannot be determined from the
surviving medical notes is whether (or not) TAB had an underlying medical
condition from birth. This may have made him more vulnerable to pneumonia
and might provide a further explanation as to why he was sent specifically to
Harperbury Hospital rather than Hill End in St Albans with whom St
Bartholomew’s had very close working relationships. Harperbury had a long
history of treating those defined as suffering from mental incapacity in child-
hood according to the Mental Deficiency Act (3 & 4 Geo. 5 c. 28: 1913). The
categories were:

a) Idiots – Those so deeply defective as to be unable to guard themselves against
common physical dangers.

b) Imbeciles – Whose defectiveness does not amount to idiocy, but is so pronounced
that they are incapable of managing themselves or their affairs, or, in the case of
children, of being taught to do so.

c) Feeble-minded persons – Whose weakness does not amount to imbecility, yet who
require care, supervision, or control, for their protection or for the protection of
others, or, in the case of children, are incapable of receiving benefit from the
instruction in ordinary schools.

d) Moral imbeciles – Displaying mental weakness coupled with strong vicious or
criminal propensities, and on whom punishment has little or no deterrent
effect.22

The hospital’s typical patient profile also included disabled children born
with genetic conditions such Down’s syndrome or cystic fibrosis, impacting on
their health profiles, learning needs and schooling proficiency. As one of the
hospital’s first medical attendants, Dr H. E. Beasley, explained in Kelly’s
Directory of 1937, Harperbury Hospital first opened as the Hangers Certified
Institute in 1925. It was located on the site of an old WWI aircraft hangar,
and the land was recycled to create a ‘colony for mental defectives’ in the
1930s:

TheMiddlesex Colony, begun in 1929, was opened on 20th May, 1936, by the Rt. Hon.
Sir Kingsley Wood, M.P. Minister of Health. The Colony is intended for mental
defectives who are socially inadaptable in the community, or who are neglected or

110 Disputing Deadlines

https://doi.org/10.1017/9781108633154.007 Published online by Cambridge University Press

https://doi.org/10.1017/9781108633154.007


without visible means of support. Male defectives who are capable of being employed
are provided with suitable agricultural occupations on the land, or at various industrial
occupations in the Colony’s workshops. Female defectives are suitably employed in the
laundry, general kitchen or workrooms. Children who are capable of it are given various
simple occupations. The patients live in separate ‘homes’ of the villa or pavilion type.
The Administrative Centre, consisting of the main administrative offices, dental and
surgical clinics, dispensary, central kitchen, reception hall, workshops, laundries, &c.
has been built on an axial line running north and south, the Colony buildings for male
and female being placed east and west around and overlooking playing fields. An
isolated site on the south side is allocated for the children’s section.23

Nursing staff and a medical superintendent lived permanently on site. They
supervised the medical cases using a wide variety of diagnostic and therapeutic
interventions including art, drama, sport and daily farming activities for residents.
The aim was to promote the benefits of occupational therapy for mental well-
being. Under the NHS in 1948, the Middlesex Colony was renamed Harperbury
Hospital in 1949.24 There was, however, more continuity than discontinuity in its
healthcare provision. It often took in mental-health patients referred from the
North London area during the 1950s. TAB thus entered a well-known facility
for treating physical andmental disabilities in childhood on 5November 1952, and
one in St Alban’s with close wartime associations with St Bartholomew’s
Hospital: again circumstances that materially influenced what happened next.

When TAB died on 5 November 1952, official jurisdiction over his material
body started to change medico-legal hands. This was a child, the death was
unexpected and his body passed from the emergency team to the pathology
department but overseen by a hospital coroner. As there would need to be
a hospital post-mortem, the cadaver was preserved in formaldehyde from
5 November to 11 November. In these six days, TAB had no official legal
status in the public domain. No death certificate was issued. The body did not
technically belong to his parents. In property law, it was ‘Res Nullius –
Nobody’s Thing’, as we saw in Chapter 2. The coroner with the co-operation
of the pathologist now had to establish the cause of death. Ideally, they would
do so with the parent’s co-operation to reassure them that the hospital was not
guilty of medical neglect. Even so, this was not strictly speaking a legal
requirement, and such ambiguities could be misleading for the family involved.
Indeed, on closer inspection it is apparent that standard procedures involving
this seemingly routine post-mortem were not straightforward in 1952. As
Figure 4.2 suggests, step by step TAB’s body and body-parts moved into the
jurisdiction of medical science, creating an elongated and hidden afterlife of the
body which was not ended until TAB was buried some fourteen months later.25

In his hidden history of the body, there are three noteworthy time gaps from
detailed record linkage work. These provide important clues about the research
threshold points of medical science’s work on TAB.
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Extra Time of the Dead

In the early 1950s, GPs made a number of complaints to the British Medical
Association that the NHS seldom informed them officially about the death of one
their registered patients on a hospital ward. As a result, there was a lot of concern
and considerable confusion about who should issue a death certificate to bereaved
families and when exactly a family doctor should do it. In the interim,
a bureaucratic space opened up for the medical research community to obtain
jurisdiction over the dead for longer than it appeared. The General Medical
Committee Conference thus informed the BMJ on 17 April 1954 that to resolve
the confusion, fromnowon: ‘it has been agreed that a letterwill be sent . . . drawing
attention to the importance of ensuring that general practitioners are promptly
notified of the death or discharge of hospital patients’.26 TAB’s dead body entered
this extra time of the dead in its paperwork too, as Figure 4.2 illustrates.

5/11/1952

Pathologist’s
Preserved Body
5/11/1952–
11/11/1952

Coroner’s Body
Death Certified
5/11/1952–
1/12/1952

St Bartholomew’s
Hospital Body &
Body Parts 
11/11/1952–
31/3/1954

Figure 4.2 Time frame and time travels of TAB’s body: death, burial and
certification
Source: Reconstructed from St Bartholomew’s Hospital Dissection register
MS81/5–81/6 and associated detailed record linkage work in the archives.
Ethical note: case details de-identified and anonymised.
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Harperbury Hospital did not issue a death certificate for twenty-six days until
their coroner eventually registered it officially on 1 December 1952. This
happened at St Albans Registry Office, even though the child had resided
prior to death with its parents in Hendon. In the meantime, TAB’s body became
a site of negotiation and tension over the professional remit and standing of
different groups of actors in the post-death process. We see such tensions
clearly played out in early November 1952, just before TAB’s death.
A concerned correspondent to the BMJ noted:

Pathologists’ Fees for Coroners’ Necropsies

SIR,-The salaries of the coroners in the County of London have again been increased.
Everybody will approve, although the approval of the pathologists who serve them will
be mixed with envy. Since the Coroners (Amendment) Act of 1926, the fees payable to
pathologists for coroners’ necropsies have not been increased. Are not these patholo-
gists the only group of the community who have had no increase of pay for more than
a quarter of a century?
The Committee on Coroners, under the chairmanship of Mr. Justice Jones, has

reported to the Home Secretary, but, as a matter of equity, the fees payable by coroners
to pathologists should be increased without waiting for the report as a whole to be
carried into effect. Cannot the B.M.A. exert some pressure on behalf of the admittedly
small number of its members who carry out necropsies for H.M. coroners?27

A matter of days before TAB’s body entered Harperbury Hospital professional
disputes were holding up supply-lines of bodies for potential dissection.
Disagreements about fees and salaries created the context for generating
implicit disputes. Liminal spaces opened up because of the delay in the official
process of moving the dead whilst pathologists and coroners argued about the
economic basis of their status. In TAB’s case, we can explicitly observe the
timeline and time-travels. Slowed down, these created a twenty-six-day gap
between death and official registration. This did not mean that the body did not
physically move along the chain of command or supply; it did. The crucial point to
appreciate is that it had no official status in law and hence did not technically exist
for its relatives. If the parents hadwanted to object towhatwas happening toTAB’s
remains in the twenty-six-day gap, they would have had no official knowledge to
react to. There was no record-keeping for thismissing period of almost fourweeks.
This was commonplace and it created the potential for a series of discrete research
thresholds without the full knowledge of the bereaved. Remapping what happened
next brings these threshold circumstances into sharper focus.

On 11 November 1952, ‘further examination’ of TAB’s body began once
chemical preservation was completed. The hospital coroner deliberately used
this legal phrasing because it was permitted by AA1832 and the Coroners
Amendment Act (16 & 17 Geo. 5 c. 59: 1926), even though critics like Pearl
Craigie had objected to it (unsuccessfully) in 1906 (as we saw in Chapter 3).
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The same legal framework remained in force and therefore covered the removal
of TAB’s body on the morning of 12 November 1952 to the dissection room of
St Bartholomew’s Hospital in central London. Listing hospital transfers like
this as a ‘B’ (bequest) in the dissection register (generally marked in pencil),
was, however, misleading. There is no surviving evidence to suggest that this
young body was the result of a written bequest. Paperwork detailing informed
parental consent prior to dissection is missing, or it was never created in the first
place; alternatively, the anatomist on duty may have been lazy about form-
filling and did it verbally, or he was in a rush on the morning of TAB’s arrival
and did not do his filing properly at the end of the day. This ambiguity in the
bureaucracy is nonetheless informative since it reflects the common way that
many bodies were supplied at the time through an implied consent process (as
we shall see later in this chapter).

Whatever the paperwork discrepancies in TAB’s case, it is noteworthy that
St Bartholomew’s Hospital had been keen to improve its ‘mechanisms of body
donation’ after WWII. Records show conclusively that a new scheme of
bequests did not get officially under way until 1954 (Figure 4.4). This made
it very unlikely that TAB’s body supply involved a full bequest from
Harperbury Hospital involving the parents. TAB thus appears to have been
transported into central London to be dissected under an older system of supply
that did not require explicit immediate family involvement, similar to what
happened under the New Poor Law. There was, as we saw above, a close
working partnership already established between medical staff working in the
St Albans area. This made it feasible and normal for an existing network of
suppliers to play a pivotal role in the presentation of TAB’s body to St
Bartholomew’s anatomists, following long-established protocols stretching
back to AA1832. A commercial transaction in TAB’s case can, however, be
ruled out; supply-fees were not permitted by the 1950s. On 1 July 1947, James
Cave, Professor of Anatomy at St Bartholomew’s Hospital, ordered that:
‘Payments for injecting subjects was to be stopped.’ Henceforth all such
‘petty cash [was] to be handed to Miss [Dorothy] Woolaway’, Cave’s depart-
mental administrator.28 The old system of paying petty cash fees to Poor Law
officials for dead bodies, supplied from infirmaries and workhouses, was
phased out.29 At the same time, the wartime practice of compensating hospital
staff in St Albans doing chemical preservation work was revised (although
actual supply-lines from the same premises renamed under the NHS did
continue to the close of the 1990s: a theme we return to below). In the
transition, TAB’s body was not a crude commodity as it would have been
under the Victorian system of supply. Rather, it was now symbolic of the
changeover from the dead-end of the old business of anatomy to modern-day
‘mechanisms of body donation’ organised by hospital staff. The rest of this
chapter examines this process in more detail.
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Research Recycling

The fate of TAB’s body in terms of medical teaching and study highlights three
key threshold points for the ethics of the body. The first is that TAB’s human
remains were retained for 14 months in total before burial. That extended time
frame effectively meant that the small corpse of a 7-year-old boy was dissected
and dismembered extensively. In reality, there would not have been much
material remains to bury at the end: less than one third at best. Seldom did
doctors, coroners or pathologists explain this explicitly to grieving parents.
Few could face such news on the night of a child’s death in hospital. Even if the
family had been amenable to a body donation (and again, there is no evidence
to confirm this in the record-keeping for TAB), in their initial bereavement their
primary concern would have been for the dignity of their young offspring. This
would have been a life-changing moment even for the most philosophical of
family members. The very fact therefore of doing so much teaching and
research on TAB’s human material created the potential for an implicit dispute
to be generated. The process of consent was implied, not fully documented;
even if it was done in some respect, it was at best ambiguous about all the
research and teaching steps about to happen next. The extant evidence therefore
points to the material fact that TAB’s parents were not given an opportunity to
make informed decisions about their child’s potential to become bio-commons
at this threshold point. Today, this is no longer permissible in the dissection
rooms of medical schools, not simply because HTA2004 outlaws it but also
because teaching facilities have now adopted a voluntary code-of-practice,
which states that ‘no more than one third of a “human gift” to the medical
sciences will be dissected’ for reasons of human dignity.30 While we must
avoid judging past practice by standards which were not in force at the time,
these new standard practices help to identify the liminal spaces and research
threshold points that were routinely scheduled in case histories like TAB’s over
the course of the second half of the twentieth century.

A second threshold for body ethics in the TAB case is the utility of the
extensive dissection conducted as it became the focus of further work once
teaching sessions on it had concluded. Figure 4.3 traces, through detailed
record linkage work, the uses of body parts and tissue. The results are tangible.
A 1961 study authored by clinicians working in the wards, pathology depart-
ment and dissection room of St Bartholomew’s Hospital, and based upon
research over the period 1949 to 1958, provided a new analysis of pneumonia.
The research team reviewed the cases of ‘1,330 patients, 861 were males and
469 females; 303 were children under the age of 15’ who had all contracted
persistent pneumonia. They concluded that typically: ‘some 634 (63 per cent)
of the adults and 90 (30 per cent) of the children had a pre-existing disease.
Respiratory disorders, particularly chronic bronchitis and emphysema, and
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cardiovascular diseases were by far the commonest concomitants.’31 Further
clinical research led the research team to observe that: ‘In children, associated
diseases and pulmonary complications were less common than in adults, but
the mortality was high in infancy.’ Using deep X-ray equipment for which St
Bartholomew’s was renowned at the time, medical evidence was found that:
‘The bacteriology of the sputum and the radiological appearances were similar
to those seen in adults who did not have chronic respiratory diseases.’32 In other
words, TAB was one of a number of cases whose lungs had been weakened by
pneumonia straining his heart, making him ideal for further medical research
study. He had thus been chosen by the hospital pathologist for ‘further Special
Examination’ and in so doing he became a small but no less significant part of
a medical mosaic that would eventually result in the drive for better precision
medicine in the treatment of pneumonia. Yet against this benefit wemust set the
fact that the threshold points in Figure 4.3 were never mapped by medical
science for his parents. Rather, they were kept behind the closed doors of
private research facilities. This culture of secrecy was at the very least some-
thing that prevented the AB family from understanding the importance of their
son for medical research, helping them to make some medical sense of their
young son’s death.

A final threshold for body ethics is also highlighted by Figure 4.3. TAB’s
brain was a valuable teaching and research tool even before it left Harperbury
Hospital to travel to St Bartholomew’s on 12 November 1952. As we have seen,

Dissection and Dismemberment for Teaching Purposes in Anatomy over 14 
months

Extensive tissue culture work on the lungs

Pathology of the 
neurology of the brain 

(may have been shared 
with 

Harperbury/Shenley 
research facility)

Laboratory work 
culturing strain(s) 

of pneumonia

Clinical study of the 
major organs

Deep x-ray analysis of 
the lungs

Figure 4.3 The potential(s) of TAB’s threshold point(s) for the medical
sciences
Source: Reconstructed from St Bartholomew’s Hospital Dissection register
MS81/5–81/6 and associated detailed record linkage work in the archives.
Ethical note: case details de-identified and anonymised.

116 Disputing Deadlines

https://doi.org/10.1017/9781108633154.007 Published online by Cambridge University Press

https://doi.org/10.1017/9781108633154.007


the Harperbury Hospital was at the forefront of occupational therapies to
combat childhood learning disabilities and mental ill-health in the early
1950s. The hospital’s medical records are not sufficiently detailed to recon-
struct whether parts of TAB’s brain may have been sliced and retained for
research in-house, but nor can that possibility be ruled out either since it is
noteworthy that clinical studies of brain matter happened regularly on site. It is
conceivable in TAB’s case that his brain became a ‘control’, that is, retained but
not sliced extensively. Equally, it is well documented in the extant records that
childhood epilepsy was a feature of extensive brain research at Harperbury,
with a particular focus on ‘hemispherectomy’. This method involved the
removal of part of the brain, sometimes up to half in cases of severe epilepsy,
on the basis that neurons in the young retain a neuro-plasticity to repair
successfully after major invasive brain surgery.33 Known as ‘anatomical hemi-
spherectomy’, it was carried out on both the living and the dead on site at
Harperbury’s twin-research facility for brain studies called Shenley.34 It would
be uncharacteristic of the research culture on site at that time if TAB had not
been brought to the attention of the in-house team, either as a ‘control’ or
a potential discrete brain-retention. Whatever the neurological circumstances,
both at Harperbury and St Bartholomew’s, the actor networks existed since
wartime to share in each other’s research priorities. TAB was thus a potential
opportunity cost for the medical sciences. His cameo role in medical history
illustrates the material fate of many others that entered similar premises, and
highlights the process by which implicit body disputes might develop and the
complex counter-currents of medical ethics, familial knowledge, openness and
closed research processes that shaped the scale and meaning of body supply for
research and teaching purposes in the recent past. In turn, we can generalise the
lessons to be learned from the TAB case by switching our attention to material
contained in St Bartholomew’s Hospital archives. This is where Richard
Harrison (from Chapter 3) trained and, tellingly, what some medical students
dubbed the Ministry of Offal in the press because it was one of the busiest
teaching and research facilities in Britain. Here, we will hence bring to bear an
ethnographic approach to the ‘mechanisms of body donation’ employed by the
hospital and show how they operated both within the law and negotiated their
way through it during the 1950s and 1960s. New data illustrates material
afterlives, representative of the lost property of disputed bodies in modern
British research.

St Bartholomew’s Bodies

St Bartholomew’s Hospital was a religious foundation first established at West
Smithfield in 1123; thus, it is one of the oldest healthcare institutions in
Britain.35 For almost nine hundred years, it has occupied a pivotal place in
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the heart of the City of London. On its flank stands the City Livery Companies
near the Bank of England in Threadneedle Street along Lothbury, where many
of the world’s leading finance houses are still located today. For centuries the
hospital took in the dispossessed and sick poor, those often blighted by the
hurly-burly of financial markets, sometimes bordering on the criminal that
Punch exposed to ridicule in Victorian times. The courts of the Old Bailey
were thus symbolically located just a short jaunt across the road from the
hospital, which was within easy walking distance of St Paul’s Cathedral.
Standing opposite the hospital gate was Smithfield meat market, too. Few
missed the annual fair staged nearby. Strangers, passers-by and residents all
came to enjoy the entertainments at the hospital’s King Henry VIII gate, erected
in the Tudor period. After the dissolution of the monasteries, St Bartholomew’s
survived the turmoil of the Counter-Reformation to emerge by the eighteenth
century as a voluntary hospital with a long-term commitment to treat the sick
poor from its endowments. This entailed embracing science and promoting
a culture of teaching and research. That raison d’être spearheaded the expan-
sion of medical education in the nineteenth century, so much so that St
Bartholomew’s became the fourth-largest teaching facility in Britain by the
close of Queen Victoria’s reign in 1901. Yet, for every new medical student
recruited, there needed to be a constant supply of dead bodies to dissect.
London’s destitute supplied the dissection table and thus helped to bring
medical education at this famous hospital into the modern era.

The Medical Act (21 & 22 Vict. c. 90: 1858) stipulated that anatomical
education was mandatory for every doctor. By the time those legal processes
were extended in 1885, it was also a statutory requirement that each trainee
should dissect a minimum of two cadavers (either whole bodies or enough
body-parts to constitute two complete anatomies). This had to be done over
a two-year anatomical teaching cycle at a designated teaching hospital like St
Bartholomew’s, in order to qualify for general practice, surgery or midwifery.
There remained, however, tensions over whether bedside training on the wards
or research at the laboratory bench was the best way forward for a modern
medical education. This tension was not resolved until after WWI when
a redesigned curriculum tried to ensure that ‘medical education had a direct
impact on clinical care’.36 As Keir Waddington explains, the ‘gap between
science and the bedside had been bridged’ as a priority by WWII; nonetheless,
‘debate continued over the nature of academic medicine’. Waddington elabor-
ates that by the early 1950s: ‘If science had been accepted as an integral part of
a doctor’s training, old divisions between clinical and pre-clinical study were
challenged as uncertainty grew about the location and content of training.’37 In
many respects, dissection was at the centre of these ongoing debates because St
Bartholomew’s had been extensively bombed in the war and its teaching
facilities needed rebuilding to be world leading again. The NHS after 1948
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tended to be slow about repairing this wartime damage, but committed staff
pushed ahead to better integrate anatomical teaching with more specialised
research facilities into the curriculum once more. Looking back, despite the
problems of regeneration, many who worked on the premises in the 1950s
recalled ‘golden years, with a sense of ever-expanding horizons’.38

Studying the dead in detail in this period is feasible because of the remark-
able longevity of the accurate record-keeping at St Bartholomew’s Hospital. It
has one of the best-documented archives in Britain and remains committed to
sharing its past histories. Using such material, Figure 4.4 shows that 1,072
bodies were supplied for dissection from 1929, when the New Poor Law ended,
until 1965. This reflected an organised network of suppliers. Four observations
set in context the acquisition of these bodies and the implied system of consent
that kept it functioning. The first observation is that the end of the New Poor
Law had an immediate impact on the supply of the destitute for dissection from
asylums, infirmaries and workhouses. As this author has documented
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elsewhere, on average St Bartholomew’s Hospital had been able to acquire at
least 50 cadavers each teaching year from the time of the passing of the
AA1832 until 1929. Indeed, in the early years of the new legislation, supply
levels had peaked at 70 per year. A total of just over 6,000 bodies (from around
60,000 generated across the capital as a whole) were bought from the dead-
houses of Poor Law institutions to the hospital in the period 1832 to 1929.39 In
other words, St Bartholomew’s share was a minimum of 10 per cent of the
entire system of body trafficking in the capital. Since these figures represent
just whole bodies, another 10 per cent should be added for trades in body parts
too. The latter were always more profitable because more money was made
from the corpse broken up into piecemeal transactions. St Bartholomew’s
trading figures were thus never less than 20 per cent of the dead of London
until 1930. The system functioned because generous petty cash payments
persuaded people in the employ of body dealers to co-operate. It became a well-
organised business of anatomy and the dead were a commodity that medical
education expansion relied on.

This deep history matters, both for the interpretation in Figure 4.4 and the
subsequent issues around body ethics in the twentieth-century. St Bartholomew’s
had a lot of go-betweens in its employ tomake this trafficking in the dead operate
efficiently each night. It was commonplace for a so-called ‘undertaker’, really
a body dealer, to be employed by the dissection room. That disguise hid the fact
that they were buying and selling corpses on the London streets. Once the New
Poor Law ended, all of these trading arrangements had to be renegotiated, and
this took time. Consequently, St Bartholomew’s trading positionwent down from
70 bodies in 1929–30 to 52 bodies by 1934–5, a loss of nearly 20 per cent. The
dissection room staff then put a lot of effort in 1936–7 to try to improve supply-
lines again, but they could not prevent them dropping by another 10 per cent to
around 40 per year by 1937. By the start of WWII, these figures had stabilised to
about 45 bodies each teaching cycle, but it was more difficult to maintain supply-
lines in the Blitz once more people evacuated out of London. Putting this trading
activity into its broader perspective, the 1939–40 supply-rate was just 64 per cent
of the supply levels there had been in 1929–30. This was a crucial 36 per cent
reduction overall at a time when medical student numbers were expanding.
When Richard Harrison (see Chapter 3) signed up for a new medical career in
1939, hewas unaware of this supply problem. It never featured in the recruitment
literature sent out to prospective students. As the 1930s had been a very difficult
economic decade after the Wall Street Crash, everyone inside the medical
profession assumed that the dead of the destitute would be available in large
numbers due to startling poverty levels (as they had been in late Victorian times),
but this was not the case. Subscriptions to burial clubs run by trade unions and
small co-operative societies provided the means to bury the dead and hence
alleviated the stress of those subsisting on the threshold of relative to absolute
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poverty.40 This meant that St Bartholomew’s relied on a much narrower range of
former Poor Law institutions, many of which became County Council care-
homes for the aged, for its regular supply needs.

A second observation is that during WWII supply levels dropped sharply.
This supply patternmatched that ofWWI. Those medical students, like Richard
Harrison, evacuated out of London to study at Queens’ College, Cambridge,
together dissected no more than thirty bodies per year for the duration of
1939–45. It was thus much more common to dissect parts of bodies rather
than whole cadavers over a two-year training cycle. This sets in context
Harrison’s recollections of daily tensions in the dissection room about when
to turn a body over to make sure everyone got a chance to do an anatomical
procedure. In other words, dissection was piecemeal and this reflected the fact
that men recruited into the armed forces died abroad in greater numbers, rather
than at home in poorer parishes where they had traditionally been sold on in
death. The majority of dissections during the war were therefore on the aged.
Middle-aged women did not tend to feature in the dissection registers because
they had vital war work in munitions factories, took on more childcare respon-
sibilities and were generally nursed at home even when seriously ill because of
their value to the makeshift economies of the labouring poor. In terms then of
calculative reciprocity, women until their 60s continued to be cared for by their
kinship networks. Only those worn out by a life of hard work, aged, friendless
and lonely would eventually come into the purview of the ‘mechanisms of body
donation’ supply-lines of St Bartholomew’s.

This situation did not improve in 1945. Until 1954 and the introduction of
a new body bequest drive, supply-lines were under pressure, such that just
thirteen bodies were acquired in the teaching year of 1953, and this despite the
high death toll in the ‘Great Fog’ of 1952. At no time in the entire history of
dissection had supply-lines been as difficult to sustain. Even under the Murder
Act (25 Geo. 2 c. 37: 1752), supply-lines were relatively buoyant compared to
this.41 Anatomists indeed often complained that the murder rate did not keep up
with demand from medical students whose numbers increased sixfold; none-
theless, AA1832 resolved this situation. In the meantime, supply-lines nation-
ally tended to be on average fifteen a year from 1752 to 1832. In the capital,
however, by 1800 supply-lines were much worse than in provincial England:
they peaked at seventeen a year in 1815 in the provinces compared to just three
bodies per year in London. This meant that St Bartholomew’s in 1953 found
itself with a very old supply problem more akin to that of the early nineteenth
century than one normally associated with modern medical research in the
standard historical literature. It meant that bodies like TAB took on a symbolic
importance and a lot of use was made of them, as we have seen.

Finally, it is evident from Figure 4.4 that the introduction of a body bequest
scheme from 1954 had an important effect, bringing supply to about 30 per cent
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of its early twentieth-century peak. During the 1960s, students at the hospital
would have had access to around thirty corpses each teaching cycle. Yet, this is
only a partial picture because there were also important changes to the com-
position and character of the bodies supplied, as further detailed record linkage
on individual cases reveals. They illustrate epidemiological trends. In other
words, we need to compare TAB’s material journey (from pneumonia death to
dissection on into further research cultures) which was happening in parallel
with other medical research activities at the time. It is important to examine
these too because otherwise we will not gain a comprehensive enough histor-
ical picture about how a system of implied consent operated, the motivations
driven by underlying disease trends, and thus nosology factors potentially
shaping research priorities inside the actor network of anatomists, coroners
and pathologists working together.

When each new body entered the dissection room, there was an import-
ant opportunity for the staff on duty to check the death certificate, which
was often inaccurate. They stated the proximate cause of death, that is, the
last ill-health episode the person died of. These were not reliable in terms
of epidemiological trends in the general population because each GP would
not have necessarily known the outcome of a detailed post-mortem. The
poor were often signed off as ‘heart problems’, ‘diseased’ or ‘dying from
neglect’, for instance. And, thus, expensive post-mortem costs were saved.
Anatomists therefore as a matter of course always conducted their own
autopsy before commencing teaching. They re-checked the pathology of
death and arrived at a more accurate underlying morbidity result. This
having been done, that then raised the possibility of doing further medical
research on the body, its parts, organs and tissue in question. In Table 4.1
we thus see in the left-hand column the common certified causes of death
before they underwent autopsy in the dissection room. In the right-hand
column are listed the common ways that anatomists assessed the underlying
potential for further medical research once they had arrived at more accur-
ate morbidity results. In this way, staff on duty were able to identify a range
of complications and to follow an enhanced set of research and teaching
priorities. Thus, when the dead body of a male aged 70 named CD arrived
on 25 March 1950, what appeared to be death due to a combination of
mental and physical degeneration reflecting ‘decline in old age’, on closer
examination proved to be caused by ‘tubercular enteritis’.42 CD had lived
in abject poverty and died in the old St George’s Workhouse Infirmary on
Mint Street in South East London. The medical premises, even in the
1950s, were still in use. The NHS occupied them to treat some of the
most vulnerable residents of Southwark, a parish traditionally linked with
high levels of death in Victorian times. Today, this association with typical
disease patterns of endemic poverty continues, since ‘gastrointestinal and
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peritoneal tuberculosis remain common problems in impoverished areas’.43

Presentation of the disease TB in the abdomen has always been very
difficult to diagnose. Even so, it is often present in the urban, elderly
poor. Before the introduction of laparoscopy, it was hard for doctors to
see the bacterium growing in the GI tract (in the ileocecal area, the ileum
and the colon); in virulent cases, any area of the gut might be infected.
Generally, it is still connected to poor immune levels (notably in HIV
patients), but in the past tended to be a reflection of economic patterns of
deep social deprivation and diseases associated with consumption.

CD was, therefore, typical of the sorts of bodies still generated for dissection
at St Bartholomew’s from long-established links to the basic healthcare facil-
ities of the New Poor Law. The dissection register states CD’s retention for
teaching and research purposes lasted from 25 March 1950 until the start of
1951. In nine months, every opportunity was taken to culture the strain of
‘tubercular enteritis’ in the abdomen area, and to do further research on major
organs including the heart and lungs. As with TAB, medical students cut up CD
extensively. Eventually Robert Hogg (a so-called ‘undertaker’, really body
dealer) buried what little remained. Hogg, according to the dissection accounts,
also selected bodies from Guy’s Hospital too and took them to the Examination
Hall if he thought they would be useful specimens for students’ oral tests. CD
appears to have been one such case, and since the records confirm his destitu-
tion, this typical profile matches others in the sample size. It is likewise

Table 4.1 Epidemiology of dissection cases at St Bartholomew’s Hospital,
1945–1965

Death
certification
date(s) Disease classification(s) Potential for research

1930–65 Diarrhoea, Mental & Physical
Degeneration

Old Age, Dementia & Decline

1945–50 Myocardial Infarction
Myocardial Degeneration Hypertension

Heart Attack Prevention

1950–55 TB (broadly defined) &
Tuberculosis Enteritis
Pneumonia

Lung Complaints (bacterium
Mycobacterium tuberculosis) &
Gastrointestinal Tract Treatments

Deep X-Ray & Pathogenesis
1955–60 Carcinoma Colon

Carcinoma Stomach
Radiology &
Chemotherapy

1960–65 Cerebral Haemorrhage Intracranial Bleed
Stroke Prevention

Source: Reconstructed from St Bartholomew’s Hospital Dissection register MS81/5–81/6.
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informative that the taking of his body from St George’s Infirmary was part of
an implied process of consent from many other similar institutions because he
was friendless in death. There was nobody to dispute what was happening
except the infirmary staff, and it was not in their interests to upset a network that
by the 1950s was deeply embedded into a chain of body supply that stretched as
far back as 1834 when the New Poor Law was established. Nobody therefore
searched for CD’s far relatives to check on his last wishes; although ethical
standards at that time did not require this, the inaction does reveal a lot about
questions of loneliness and autonomy in death, and the potential for implicit
body disputes.

We often think that the current healthcare crisis in loneliness is a recent social
phenomenon, but it occurred often in the early 1950s. In fact, the social
anthropologist Geoffrey Gorer wrote in Exploring the English Character
(1955 edition) about how ‘most English people are shy and afraid of strangers,
and consequently very lonely . . . especially in old age’.44 Anatomists therefore
deployed that social situation without fear of official censure. Indeed, the
Lancet in one of its most forward-looking editorials in 1949 forewarned,
‘The plight of old people is one of the [sic] biggest and most embarrassing
problems facing the National Health Service.’45 That fact of life was a boon for
the medical sciences, as many similar entries to CD in the dissection books
confirm. Indeed, it is feasible not only to retrace the three discrete thresholds in
his case (teaching, heart-lung research, culturing tubercular enteritis) but also
to reconstruct other ‘undertakers’ that were used to bury what little remained at
the end of life because a tally of those who doubled up as body dealers was kept,
as Table 4.2 shows. Many worked for New Poor Law institutions. Most stayed
on the staff when premises were renamed, transferred to the NHS. The records
facilitate therefore the opening of the door marked ‘KEEP OUT – Private!’
highlighted in Chapter 3.

The system of supply therefore afforded dignity and respect in death, and did
so across religious denominations, but equally the network of body dealers
disguised as ‘undertakers’ that facilitated a system of implied consent stretched
across London, with some longevity. In the next section, we therefore explore
this hidden history of the dead in further archive detail, because the historiog-
raphy has tended to lose interest in the dead at burial – failing to appreciate that
to get to burial could involve a complex medical research culture of pathways
still to be mapped materially.

May-Die! Mayday! Mayday!

Disregarding such privacy notices personified by Table 4.2, it is notable how
many healthcare institutions listed in the St Bartholomew’s dissection registers
had close links with the New Poor Law. Often these premises were recycled
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under the NHS, continually hidden from public view. Some key examples stand
in for many at the time and illustrate the sorts of network suppliers generated
that made a complex system of implicit consent function over time inside the
modern system of supply. The Mayday Hospital situated at Thornton Heath in
Croydon did this on a regular basis.46 For appearance’s sake it was styled the
Croydon Union Infirmary and then renamed the Mayday Road Hospital in
1923. This was because in an era of widening democracy, voting rights had to
go hand in hand with better healthcare provision or else welfare facilities
looked like an empty political promise to ordinary people. By the time that
the Croydon Corporation took over the premises in 1930 and then the NHS
absorbed the local healthcare infrastructure in 1948, it seemed that the Mayday
Hospital had embraced the modern era of universal medical provision. Yet,
many local people did not see it this way. For despite the careful rebranding of
the hospital under the NHS, its popular name was the ‘May-Die Hospital!’ So
sensitive were the local NHS health committee to this slur of medical negli-
gence that eventually the premises were renamed the CroydonHospital to sever
all associations with social deprivation and poverty. Even so, this did not stop

Table 4.2 Undertakers that buried dissections from St Bartholomew’s
Hospital, 1930–1965 (including those in the employ of Guy’s Hospital)

Undertaker Trading premises Hospital supplier

Merett & Son 519 Hackney Road, NE London St Bartholomew’s

R. Hogg 30 St George’s Road, Southwark
London

St Bartholomew’s & Guy’s
• Burials at East London Cemetery
Plaistow

J. Gaulborn 61 Greyhound Road, Hammersmith
London

St Bartholomew’s

J. Field 183 Blackfriar’s Road, SE1 London St Bartholomew’s & Guy’s
• Burials at East London Cemetery
Plaistow

J. Kenyon 45 Edgware Road, Paddington
London W2

St Bartholomew’s
• Burials of Roman Catholics

Askton
Brothers

252 Clapham Road, SW9 London St Bartholomew’s & Guy’s
• Burials at East London Cemetery
Plaistow

E. Napier and
Sons

157 Lancaster Road, Notting Hill
W11 London

St Bartholomew’s

Source: Reconstructed from St Bartholomew’s Hospital Dissection register MS81/5–81/6.
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St Bartholomew’s lobbying for body supply there in the 1950s. Thus, when
a 76-year-old female died in Mayday Hospital on 3 October 1956, her body
went to St Bartholomew’s at 10 a.m. on Thursday 4 October 1956. The patient
had died from a ‘cerebral haemorrhage’ and the body was retained over 20
months for teaching and brain research until 7 July 1958. It was again buried by
Hogg, the ‘undertaker’ and body broker go-between.47

This case in many respects is intriguing because of its mundane conclusion,
despite a number of curious features. It resulted in a dreary death and disposal,
representative of many examples in the dissection registers. The female named
EF had a Jewish birth name.48 Yet, it was a cultural taboo in the Jewish
community to delay the burial or cremation of the dead for more than twenty-
four hours. Ideally, the interred body would be intact. The woman lived,
however, at the time of her death in a Church of England home for retired
deaconesses located at Staines near Heathrow airport. The balance of the
evidence suggests that this association with the Anglican faith made donation
feasible. Even so, the body was not marked with a ‘B’ to indicate a written
bequest in the dissection register. The female in question was respectable, but
poor. It was common for care-homes of the elderly to offset funeral fees by
agreeing to donate bodies in return for the medical school bearing the costs of
burial or cremation. There seems therefore to have been an implied assumption
in this case that handing over the body was conventional, given the deceased’s
relative poverty. Besides, if EF’s orthodox faith had been strong, it is unlikely
that she would have been retained for twenty months without her Jewish
family’s consent. Perhaps she gave such consent herself verbally and willingly,
with the paperwork not processed properly. Or her ‘donation’was implied from
her modest personal circumstances and carried out by the care-home to save
money. Whatever the motivation, Hogg buried EF at East London Cemetery in
Plaistow, which was some considerable distance across the capital from her last
place of residence in West London and far from the Jewish cemetery at Kensal
Green. There does not therefore seem to have been any further family involve-
ment by her Jewish kin. Here we glimpse someone connected to an Anglican
community, amendable perhaps to the ‘gift’ of the body, but for whom the end-
of-life experience was not so far removed from the friendless dead-end of
others less fortunate than herself such as CD. Death was not just a common
denominator; it could be a social leveller too. Determining who entered the
system of implied consent often involved something as simple as slipping
beneath everyone’s social radar out of reach in old age, a situation that the
Sutton and Croydon Guardian reported on even as recently as November 2013.
Today, Croydon University Hospital (CUH) still faces insufficient staffing
levels, substandard cleanliness and long waiting times in accident and emer-
gency, affecting the elderly; for, according to a newspaper investigative jour-
nalist: ‘CUH is not officially stated as the worst hospital in London but it is the
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most complained about earning the misnomer The May-Die, referring back to
its former name Mayday Hospital before it was renamed University College
Hospital in 2010.’49 In hidden histories of the dead, such repeated scenarios are
noteworthy. They suggest considerable longevity, little chance to dispute what
was happening with regards to implied consent, and a system that was all about
recovering a welfare debt in death. Others who equally were perceived as
a burden to taxpayers entered the same supply chain too.

Perhaps one of the most interesting features of the body supply to St
Bartholomew’s in this period is that many cases came from former asylums
and prisons. They thus encapsulate a central dilemma in modern medical
research – namely, the exploitation of the unfortunate for scientific gain. We
saw this criticism in Chapters 2 and 3 during the 1950s when articles and letters
published in the medical press expressed ethical concerns about how to protect
with legislation those suffering from anxiety, depression, and more serious
mental-health conditions like schizophrenia. Some patients consented to drugs
trials they could not comprehend fully, since informed consent was very
difficult to monitor in the mentally vulnerable. The standard approach in the
historical literature to this sensitive issue is to tally up all of the premises of
incarceration that were involved in body-supply schemes, mapping their geo-
graphical alignment to assess the business of anatomy on a regional basis. Yet
in the modern era, that geo-approach could bemisleading.What really mattered
to modern medical research was not just the physical location of potential
bodies, but the over-laying of hidden histories inside medical spaces of incar-
ceration. It was possible for a patient to enter a mental health establishment for
general treatment, for instance, and then get caught up in the dissection system
by virtue of how research pathways had accumulated inside the premises over
time. One representative case illustrates how this worked in detail.

Thus, IGH was a 68-year-old female who died on 12 September 1952.50 She
resided in a relatively affluent area of Notting Hill in London. Her home was
grade-II listed and faced a garden square of some architectural merit. She was
not therefore the sort of person that one would expect to end up on a dissection
table unless she had agreed to a body bequest in her will, which does not seem
to have been the case. So, how did she come into the medical purview of St
Bartholomew’s? IGH had taken a decision to enter Banstead Hospital in Sutton
towards the end of her life. She had contracted cancer and needed specialist
nursing care.51 This institution, however, had a complicated healthcare history
layered with meaning for the dissection system of supply. This IGH seems to
have been unaware of in its entirety, but it did nevertheless have a bearing on
her destination in death. Banstead Asylum first opened in 1877 with the
capacity for 1,700 patients (615 males and 1,075 females).52 It was one of
three asylums in Middlesex. The premises remained open to ‘mental defect-
ives’ (broadly defined) under the New Poor Law until WWI. However, from
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1889, Banstead came under the jurisdiction of London County Council. By
1912, it was a site covering 200 acres. On its 130-acre farm, patients did
occupational therapy and learned self-sufficiency. After the war, however,
with so many men returning from the trenches suffering from shell shock,
institutional rebranding was commonplace. The premises became Banstead
Mental Hospital. In 1937, it was restyled again as just Banstead Hospital, and it
transferred to the South West Metropolitan Hospital Board under the new NHS
by 1948. Various NHS reorganisation schemes from 1974 until the 1980s
preceded its eventual closure in 1986. Often described as a ‘lost hospital of
London’ its hidden history in the 1950s proved to be relevant for IGH’s body.

After being requisitioned during the war, by the start of 1950 the military had
packed up and left Banstead Hospital.53 It once more became a civilian facility
under the NHS. The bed capacity was now ‘2,599’, but in 1951 a decision was
taken to designate the premises as a Regional TB Unit too.54 Here men that had
contracted persistent TB, and were psychiatric patients, were treated. The
female wards on the Unit also contained ‘21 typhoid carriers whowere constant
excretors’. Often standard treatments had failed to stem their contagious
conditions. There were likewise a small number of ‘dysentery carriers’.55

A decision was taken to designate its 15 wards (each with a maximum of 60
patients) with special areas of clinical responsibility ranging from TB, epilepsy,
typhoid, dysentery, VD, senility to surgical and psychiatric care. There were
also ‘special rooms for disturbed patients’. An additional logistical issue was
a ‘chromic shortage of nursing staff’ in the early 1950s. It took time to refurbish
the wards to attract more specialist and general nurses, and, in the meantime,
the plan was to open a new Clinical Psychology Unit from 1953. Once opened,
art and social therapies were introduced. Treatments for persistent mental ill-
health included: ‘leucotomy, deep insulin coma and ECT’. In 1951 the TB Unit
for men was expanded to house 100 patients and surgical interventions were
introduced such as ‘pneumo-peritoneum, pneumothorax and phrenic crush – or
with chemotherapy, using a cocktail of streptomycin, PAS and INAH’. The
antibiotic era had arrived at Banstead.

When IGH entered Banstead Hospital in the late summer of 1952, therefore,
she came into premises deeply committed to the most modern research. Up to
fifteen research pathways existed inside the hospital wards run on clinical
research lines to facilitate better specialist medical work in-house. This also
connected to external research facilities like those of St Bartholomew’s. IGH
was not thus simply a lady suffering from terminal cancer; she had a patient
profile that matched research pathways of some longevity and reflecting clin-
ical priorities. Moreover, her cancer was clearly not ‘simple’. Even after
extensive dissection her cause of death was described as ‘secondaries [sic] of
carcinoma’. Evidently, the primary tumour was not found, and this, allied to the
fact that she was in late middle age, but not elderly, seems to have made her an
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interesting subject for further cancer study. Indeed, St Bartholomew’s had an
excellent reputation for cancer treatment in this period, and so she was an ideal
body supply.56 In practice, IGH’s time travels were not dissimilar to TAB’s
whenwemap her hidden history, as Figure 4.5 shows. In a period of low supply,
the hospital was thus taking what it could get, but equally when it did have an
opportunity to self-select the bodies chosen, these matched its research focus.

One final feature of the complex network of institutions that underpinned the
St Bartholomew’s dissection registers is that there were increasingly very close
links between this institution and the hospice movement in London. These
started around 1948. One representative example involves IJ, aged 66, who
died from ‘carcinoma of the stomack [sic] on 6 December 1948 in St Joseph’s
Hospice in Hackney’.57 Located on Mare Street, it still treats the terminally ill
today. It was established in 1905, and the Ministry of Health recognised the
dedicated work of the nuns by 1923, officially designating St Josephs ‘a home
for the reception of advanced cases of TB’. During wartime, the patients and
nursing staff evacuated to Bath, and on their return in 1945 extensive bomb
damage had to be repaired. Across Hackney, the nursing staff took in those
needing end-of-life care, and they soon expanded by developing close links and
clinical studies with Cicely Saunders, renowned for founding the St
Christopher Hospice from 1958. The ethos of St Joseph’s Hospice has always
been to help the poorest and dispossessed in society regardless of their religious
belief, and this very much reflected its location in Hackney, the third-most-
deprived area of London.58 Unsurprisingly perhaps it has always had close
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Figure 4.5 IGH material travels, 12 September 1952–22 December 1953
Source: Reconstructed from St Bartholomew’s Hospital Dissection register
MS81/5–81/6. Ethical note: case details de-identified and anonymised.
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links to St Bartholomew’s, the main hospital for the sick poor in central London
serving the East End. Thus, when IJ died on 6 December 1948, her body was
retained by the hospice for an initial post-mortem and then chemical preserva-
tion until 19 December 1948, a time gap of thirteen days, before being sent to St
Bartholomew’s for dissection. Once there, again teaching and cancer research
were the features of the discrete research steps taken, with ultimate body burial
some twelve months later. This was the same supply pattern occurring with KL,
aged 82, who died in a hospice in Bournemouth on 14 December 1952, arriving
at St Bartholomew’s to be dissected and diagnosed with ‘carcinoma of the
colon’ by the anatomist on duty, some three days later.59 On this occasion,
because KL had expressed a wish to the hospice to have a Roman Catholic
burial, J. Kenyon, the ‘undertaker’, took charge of the internment after a total of
some fifteen months of teaching and research on 7 July 1953.

Meanwhile, another major source of supply at this time was Salvation
Army hostels. Thus, when MN, a male aged 56, died of ‘hypertension’ in
a Salvation Army hostel on 20 May 1953, his last known address had
a direct impact on his body going to St Bartholomew’s, where he arrived
on 26 May 1953.60 It was studied until buried by Hogg in a multiple grave
on 29 December 1954. The case was not dissimilar to OP, a male aged 85,
‘whose last place of abode was Whitechapel Infirmary’ when he died at
Leavesdon Hospital on 1 December 1960.61 This was a deprived area of
London where the Salvation Army were very active in rescuing the home-
less found in dire straits on the streets and placing them in whatever former
Poor Law premises where available close to death. Thus, OP was moved
on to St Bartholomew’s within three days; his death from ‘myocardia
degeneration’ was common but his body and body parts were still worth
studying until 3 January 1962. Buried in a batch of six bodies in a common
grave, there was little to inter at the end. This more extensive use of the
human material reflected the much more detailed pathology from the 1960s
in the dissection registers. At that time in 1963/4 when the scribe who
wrote up the entries changed hands, the bodies became a surname in capital
letters and just their initials. The clinical discourse of the medical sciences
was being streamlined once more, and the ‘gift’ of the whole person
disappeared into discrete research steps whose human identities were
gradually downgraded to a summary in the record-keeping. The modern
era of clinical research was now looking towards a more sophisticated
biomedical future, and this extended the potential for an implied system of
consent to be generated and re-generated, especially amongst the homeless
of London. To engage with that context, it is essential now to track forward
in the record-keeping to the 1990s and examine in our penultimate section
the scale, scope and clinical reach of anatomical records on a national
basis.
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A National Picture – Remapping Donation and Dissection

The NHS public enquiries into organ retention that were the catalysts for
HTA2004 established three things that are important for understanding the
national scale of the implicit system of consent and its potential for body
disputes by the 1990s. The first was that hospital coroners were crucial to the
supply mechanisms of medical schools post-WWII. The second was that the
need for high-tech pathologies on organs, body parts and tissue cultures
complicated issues of consent by grieving relatives. The third was that even
those amenable to donation had little material sense of what actually happened
to each cadaver divided up in the name of medical science. One predominant
issue was that detailed record-keeping had effectively lapsed during the 1980s
because AA1984 did not reflect adequately the rapid pace of biotechnology. At
the same time, the transplant era had begun and the scientific parameters of
innovations, like drug-rejection therapies, were changing the course of research
agendas inside the scientific community. In subsequent chapters, we will be
engaging with this new biotech landscape in more detail, but before doing so, it
is essential to try to understand the nature of dissection work in the recent past.
The aim in this section is to examine the scale of the system of implied consent
across England, and thus reflect historically on how many people could have
been involved in disputing what was happening. Although some of the
bereaved may have been in agreement, others might not have been; in fact,
few got an opportunity to make that informed choice. Figure 4.6 thus provides
an overview of rates of body donation around the country in the 1990s from
figures made available by the Anatomy Office. This data is also displayed in
Figure 4.7, with locations and rates of donation itemised for individual institu-
tions in London. Then these figures are broken down again into annual rates of
donation for all medical schools, and summarised in terms of regional versus
metropolitan trends across Britain in Table 4.3.

Considered in the round, we can see that although London dominated the
dissection scene in terms of the economies of scale that an institutional
collaboration, like UMDS, could acquire (involving the United Medical &
Dental Schools of Guy’s & St Thomas’ hospitals, London including Royal
Dental Hospital of London – all merged again into King’s College Hospital
post-1998),62 the capital overall generated 1,468 bodies (42.4 per cent), but
provincial institutions generated more cadavers (2,505; 58.6 per cent). Training
in London was no longer the guarantee of a better-supplied anatomical educa-
tion that it had been in the previous 200 years. We also, however, need to
engage with the demography of this supply picture because younger bodies
have always been prized by anatomists over older ones. Figure 4.8 analyses the
age range of all ‘body donations’ in the 1990s and shows that the majority were
in the 50- to 100-year range. This narrows again on closer inspection. For in the
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age range(s) 70–79, 1,067 bodies were donated; at 80–89 years-old it was 1,802
bequests; and even in the 90–99 age category there were 702 cadavers acquired.
Perhaps the most surprising outcome is that 51 bodies were aged 100 or more,
roughly equivalent to the 49 for those in the 50–59 age range and proof positive
of the crisis of ageing affecting the modern NHS. Medical students today
dissect the elderly just as much as, if not more than, their Victorian
counterparts.

Delving deeper into the demography of dissection is informative. If we
break down the figures again by gender as well as age, as in Figure 4.9, there
is evidently not a normal distribution. What becomes apparent is that 2,113
bodies (53 per cent) were generated from females dying between the ages of
50 and 84 years of age. Fewer women were dissected in the 85+ category. If,
therefore, a medical student needed to dissect someone younger in the 1990s,
that would have been a woman who had died in or near the standard
retirement age in force in this decade. This was the exact reverse of historical
trends over the previous 200 years when men, not women, dominated the
dissection table.63 After age 84, men start to be dissected in much higher

72

120

275

246

219

186

263

197

124

282

113

249

159

1468

0 200 400 600 800
Number of Bodies

1000 1200 1400 1600

Birmingham

Bristol

Cambridge

Cardiff

Leeds

Leicester

Liverpool

Manchester

Newcastle

Nottingham

Oxford

Sheffield

Southampton

London

Figure 4.6 Bodies donated and dissected in England, c. 1992–1998 (where
N=3,973 [2,505 for the regions and 1,468 for London])
Source: National Archives, JA 3/1, Anatomy Office, Data-Set Returns for
England, c. 1992–98.

132 Disputing Deadlines

https://doi.org/10.1017/9781108633154.007 Published online by Cambridge University Press

https://doi.org/10.1017/9781108633154.007


numbers than women during the 1990s, when the former generated 1,860
bodies (47 per cent) in the data-set, with the majority being in the 84 to 94
age range. The interesting point about this trend is that the medical students
who recalled doing dissections from the 1940s up to the 1980s (see Chapter
3) remembered dissecting very old men, but not women. In the 1990s,
therefore, a key cultural transition occurred with females supplying dissec-
tion. There appears to have been enough bodies to devise a screening process
to select women over men, unless, that is, they were in the upper-age deciles.
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In other words, against the backdrop of general agreement at the various
public enquiries into organ scandals in the NHS, which generated implicit
disputes because so many of the general public were misinformed or unin-
formed about their Coronial remains, it is evident that it was a female voice
that was lost in medical ethics during the 1990s. Medical science, which has
been a male-dominated profession, relied on women for its teaching and
research culture at that time, but then denied them full knowledge of the ‘gift
relationship’ they had sustained.

Table 4.3 Bodies donated and dissected at medical schools in England,
1992–1998

Medical school 1992 1993 1994 1995 1996 1997 1998 Total(s)

REGIONS 100 465 435 352 343 471 339 2505

Birmingham 0 5 14 13 12 14 14 72
Bristol 3 17 22 22 17 20 19 120
Cambridge 7 65 33 50 36 45 39 275
Cardiff 11 47 55 20 29 46 38 246
Leeds 10 47 22 18 33 48 41 219
Leicester 6 35 35 25 22 42 21 186
Liverpool 20 52 44 42 45 41 19 263
Manchester 9 38 32 26 29 48 15 197
Newcastle 5 19 30 20 21 18 11 124
Nottingham 8 44 49 43 44 55 39 282
Oxford 4 24 31 18 13 21 2 113
Sheffield 8 40 47 26 26 50 52 249
Southampton 9 32 21 29 16 23 29 159

LONDON 77 212 208 225 210 311 225 1468

Charing Cross Hospital 10 19 21 16 40 46 29 181
King’s College 7 25 21 18 17 29 36 153
QMWC* 12 29 33 46 30 47 33 230
Royal Free Hospital 0 6 0 0 0 0 0 6
St George’s Hospital 13 37 35 33 13 33 23 187
St Mary’s Hospital 9 16 19 18 16 17 0 95
UCL** 9 27 27 24 22 41 33 183
UMDS*** 17 53 52 70 72 98 71 433

Totals overall 177 677 643 577 553 782 564 3973

Source: The National Archives, JA 3/1, AnatomyOffice Data-Set Returns for England, c. 1992–98.
* QMWC = Queen Mary and Westfield College London
** UCL = University College London
*** UMDS = United Medical & Dental Schools of Guy’s & St Thomas’ hospitals London
including Royal Dental Hospital of London (all merged again into King’s College post-1998)
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This trend has had other important consequences too, especially for
organ donation. Public health campaigns to increase organ donation have
tended to target the mass media in a manner akin to shooting arrows at
a target, the aim being to hit anywhere on the pool of public opinion
regardless of its cultural impact. Had it, however, been better understood
that women, rather than men, were more inclined to bequest by the 1990s,
then public money spent on speaking to a female constituency with the
most take-up rate in body-donations could have been more productively
spent. Indeed, the latest NHS2020 strategy to improve donation rates
admits that:

The problem is with family consent (or, in Scotland, ‘authorisation’) rates, which have
remained unchanged at about 57% for many years. This means that every year, about
4,099 organs are ‘lost’ because, when a person dies, their families refuse to allow their
organs to be removed. The target in the 2020 strategy is to increase family consent rates
to 80% by 2020.64

In other words, there is little point in encouraging people to join the Organ
Donation Register (ODR) alone. In death, what really matters at the point of
bequest is talking beforehand about the need to give in families: ‘In order to
achieve the 80% target it is necessary to also leverage the ODR so that new
joiners go on to have conversations with their family about their wishes in the
event of their death.’ As the ODR2020 strategy explains:

For the first time, NHSBTwill thus attempt to achieve behaviour change among donor
families as well donors themselves. This will require a major cultural shift throughout
the UK. NHSBT will need to tackle common myths and misunderstandings around
organ donation (particularly as it relates to burial or cremation). Moreover, it necessi-
tates that families appreciate that this is a decision that they will be asked to take, discuss
it in advance and come to view donation as a natural and positive step in the grieving
process.65

Yet, the rediscovered evidence is clear and robust. First, it is women, and not
men, who have been the chief source of communication about the need to be
active donors in families. Second, that important observation is based on
national dissection data, which confirms that from the 1990s females have
been the active givers. The ODR2020 strategy therefore currently maintains
(erroneously) that to target young people and get them to effect the most change
is the way forward in families. Instead, the social reality is that mothers and
grandmothers are key and this social policy finding arises out of the most recent
‘gift’ data available in modern Britain. ODR2020 is moreover concerned that:
‘Between April 2012 and March 2013, 2,918 families were asked for their
consent to recover organs from their loved ones. Of these, about 43%, or 1,242
families, refused.’ It goes on to comment that ‘this figure is high, particularly
when compared to other European countries, for example in Spain, fewer than
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20% of families withheld their consent’.66 That being the case, it is vital to get
women talking to shape family decisions, not men; and to do so in terms of
ethnicity because up to 68 per cent of families still refuse to donate in commu-
nities of higher net-migration.

When we therefore neglect hidden histories involving implicit disputes, it
can have very real consequences for a patient on a waiting-list for an organ
transplant. Dissection and its discrete research steps have remapped all our
medical futures in ways that we still need to engage with and talk about openly
to improve the NHS of tomorrow. Under Prime Minister David Cameron,
a Behavioural Insights Team was established and staffed by economists
based in the Cabinet Office. Their behavioural economics policy promoted an
agenda of: ‘If you want people to do something, make it easy.’ Easy that is,
from the policy makers’ point of view. Their modus operandi was to ignore
hidden histories of the body and instead create legal changes to ‘tax collection,
organ donation, and energy efficiency – and most notably pensions . . . where
participation . . . dramatically increases when people must explicitly opt out, if
they are not be automatically enrolled’.67 This ‘psychological realism’, how-
ever, talks at people notwith them; it lacks patience and creative imagination to
find robust data to establish the appropriate historical course of action based on
what we know, rather than on what we think we know. Political short-termism
has failed to engage with the wider cultural meaning of death and dissection for
everybody and, in particular, female voices in British society. If we do not
properly model what was happening inside modern medical research cultures,
then we can so easily define death in a way that is out of date – an issue that the
final section turns to.

Defining Death – Out of Date?

There is one last and important aspect of these national figures that merits
closer inspection, and it is disease classification. Before we begin that analysis,
however, it is important to appreciate that the entire data-set for the 1990s has
a number of curious features that are only discernible when tabulated. The first
of these is that the medical terms used to describe the pathologies of death are
rather old-fashioned and outdated. They resemble the sort of medical language
used in the 1890s. Why this still occurred regularly by the 1990s is difficult to
pinpoint with precision. It appears to reflect just how slow medical discourse is
to change. Most anatomists and their pathologists doing dissections and post-
mortem work in the 1990s trained just after WWII when an older nomenclature
was in vogue in medical education. AVictorian vocabulary seems, therefore, to
have survived much longer than one would expect in the record-keeping of
anatomy departments. This also means that the pathologies of death were in
themselves often a missed opportunity to learn more about the underlying
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causes of death from bequests in the 1990s, a theme we will be expanding on in
Chapter 5 when we look at the work of the Coronial Office in more depth.

A second curiosity is that because these descriptions of death in the heart/
lungs/brain are rather general when one analyses them from the vantage point
of those used in emergency room medicine today, the older terminology looks
confusing. Often one ‘mode of death’ seems to overlap with another. Hence,
these descriptions of death in the anatomy records do not reflect how a doctor in
general practice would certify death in the NHS. The system that they use is
very different (as was briefly explained above). Doctors are required to certify
‘the cause of death’ (its pathology, if known) but not the ‘mode of death’ (the
part of the body that actually failed). They do so by filling in a number of
official categories on the death certificate, as follows:

1 (a) what finished the patient off?
1 (b) what was (a) due to or as a consequence of?
1 (c) what was (b) due to or a consequence of?
2 what other signs of pathology may be associated with the cause of death?68

Thus by way of example if a patient dies of

1 (a) Acute Left Ventricular Failure – in the heart as it became strained
1 (b) It was caused by breast cancer (secondary cause)
1 (c) It was caused by bone cancer (primary cause)
2 The patient had type 2 diabetes complicating their pathology69

There is then a lot of potential disparity between doctors’ death certificates in
the NHS and those of anatomy departments dissecting inside the same system.
This common situation is further complicated by the fact that in London,
coroners (who liaise with GPs, the police and bequests) tend to be doubly
qualified – that is, medically and legally qualified – whereas in the regions,
coroners still tend to be solicitors who hold a Diploma of Medical
Jurisprudence. For this reason, the requirements of the Registrar in different
Coronial areas will have subtle differences. Historically, therefore, there has
been a tendency for descriptions on death certificates to be more lax in the
regions compared to metropolitan areas, a trend that continues in the NHS. In
other words, the system of death certification and disease classification ought to
be streamlined, but it is not, and this has contributed to a system of presumed
consent that was implied by insiders eager to get hold of bodies to know more
about their real death causes. There are, in other words, many gaps, and a lack
of uniformity in disease causation as determined in dissection spaces. So,
although a lot of research was significant, anatomists co-operating with scien-
tific studies, it could also have been much more streamlined if the system of
death certification had not been convoluted and complex. This is a core theme
we will be returning to throughout this book because there were lots of lost
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research opportunity costs caused by a system that functioned with so much
ambiguity, and deliberately so, to keep up its supply chains.

Thus, for reasons of statistical significance, the disease classifications from
the 1990s data-set have been grouped around the top ten big killers (as
described in the record-keeping). These are detailed in Table 4.4. Each of the
major categories comprises a mixture of proxy dates – that is, deaths in which
pneumonia, for instance, was the final killer or a heart attack, but causation was
actually a complex combination of underlying conditions and real causes of
death. According to that data, almost 20 per cent of people died of broncho-
pneumonia, which indicates clinically people who were dying from multiple
health complications. In other words, the various pathology categories if used
today would have a lot of clinical overlap. In a typical heart attack patient, by
way of further illustration, certified as dying of Ischemic Heart Disease (IHD),
the individual would have also had three ‘modes of death’ that overlapped with
IHD, including: Left Ventricular Failure (LVF), Congestive Heart failure
(CCF) and Acute Myocardial Infection (AMI). The main underlying causes
of the primary ‘mode of death’ and ‘secondary subset’ would have included
little physical exercise, lack of mobility due to a sedentary lifestyle, poor
nutrition, obesity, asthma and old age itself. Importantly, for the purposes of
this book’s focus, these are patients who will have lived longer (often in
extreme frailty) with a number of underlying health problems before death,
and therefore had longer to consider organ donation and a body bequest as an
option.

Table 4.4 The disease classifications of dissection bodies nationally, 1990s

Disease classification (biggest killers) Numbers dissected in the 1990s

Bronchopneumonia 773 cases out of 3973 in total (or 19.45%)
Acute Myocardial Infarction 671 cases out of 3973 in total (or 16.88%)
CVA [Cerebral Vascular Accident] 433 cases out of 3973 in total (or 10.89%)
CCF [Congestive Cardiac Failure] 197 cases out of 3973 in total (or 4.95%)
Dementia -Extreme Old Age – Debility 184 cases out of 3973 in total (or 4.63%)
COAD [Chronic Obstructive Pulmonary

Disease]
132 cases out of 3973 in total (or 3.32%)

IHD [Ischemic Heart Disease, known generally
as Coronary Heart Disease]

127 cases out of 3973 in total (or 3.19%)

Pneumonia – general 93 cases out of 3973 in total (or 2.34%)
LVF [Left Ventricular Failure] 89 cases out of 3973 in total (or 2.24%)
Cerebral Vascular Disease/Stroke 76 cases out of 3973 in total (or 1.91%)

Top 10 killers in total 2775 cases out of 3 973 in total (or 69.84%)

Source: TheNational Archives, JA 3/1, AnatomyOffice Data-Set Returns for England, c. 1992–98.
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Other major killers like cancer brought fewer into the ambit of dissection –
less than one might expect given how many cases feature today in the media –
212 cases in total (or 2.26% of the total) in Table 4.5. Cancer broadly defined as
carcinomatosis was the eleventh killer listed in the national sample as the
‘primary cause of death’. Again, it is noteworthy for this book’s focus that
these patients had much less time to consider bequests, and therefore featured
in fewer numbers in the data-set (even allowing for the fact that pneumonia
could have been disguising cancer in individual cases). Overall, this would
have mattered to teaching programmes and implied opportunities for further
research. Whilst anatomists therefore were self-selecting women up to the age
of 84, they could not control their disease classifications or background health

Table 4.5 Disease classifications of those with cancer nationally, 1990s

Cancer types Area(s) of the body Number(s) dissected

Carcinoma – general – carcinomatosis Whole body 72
Carcinoma – specific areas of the body Abdomen 1

Bladder 9
Blood 4
Bone 2
Brain 7
Breast 13
Bronchioles 17
Colon 12
Endometrial 2
Kidney 8
Large bowel 2
Larynx 1
Lower Hip 1
Liver 1
Lung(s) 65
Oesophagus 17
Pancreas 14
Prostrate 23
Rectum 2
Skin 7
Stomach 14
Thyroid 1
Tongue 1
Uterus 5

Exhaustion following carcinoma Whole body 3
Total cases of cancer 212

Source: The National Archives, JA 3/1, AnatomyOffice Data-Set Returns for England, c. 1992–98.

140 Disputing Deadlines

https://doi.org/10.1017/9781108633154.007 Published online by Cambridge University Press

https://doi.org/10.1017/9781108633154.007


conditions. This meant that it was difficult to predict bequests that matched
research/teaching priorities. Any they did therefore acquire and shared with
pathologists at the right time became exigent, a matter to which we return in
Chapter 6. Thus, TAB (young body), EF, IGH and IJ (middle-aged bodies) and
OP (elderly body) from St Bartholomew’s represent the spectrum of cases
nationally sought and harvested for extensive and valuable further work.

Another important feature of this epidemiology is that historical longevity is
a vital analytical tool when examining disease trends. So, for example, the
foundations of lung conditions such as COAD (Chronic Obstructive
Pulmonary Diseases) and heart conditions like IHD and LVF were in reality
laid in the 1950s, but came to fruition in the 1990s. This was in terms of
smoking, a general decline in exercise, the rise of blue-collar jobs, city pollu-
tion and the high salt content of diets, as well as brown fat in fast foodstuffs. In
other words, when we try to measure the health of the nation from dissection
cases, it is always a case of being Janus-like. St Bartholomew’s hence in the
1950s was really managing the remnants of New Poor Law health issues dating
from the 1920s. Likewise, when looking at 1990s cases, what we are really
seeing is a disease picture of the landscape of early NHS healthcare dating from
the 1950s. Thus, by way of example, pollution levels, as we saw in the opening
section of this chapter, were considerable in the 1950s for many people and the
Clean Air Act (4 & 5 Eliz. 2 ch.: 1956) did not resolve these for some time.
Consequently, lung complaints resurfaced in the 1990s. In fact, what compli-
cates this epidemiology is the advent of car pollution that replaced coal fire
smog, and has been a worse killer than, say, cigarette smoke or chimney
pollution because one cannot always see car pollution to walk away from
it.70 Most demographers faced with these sorts of everyday car pollutants
would therefore ask a key question of the underlying statistics, namely: Are
the rates and concentrations of the causes of death random in the population?

The answer is negative for both data-sets, either at St Bartholomew’s or in
the national sample-set. It is a case of thinking very carefully about what the
statistics are really saying, because they were the material basis of the system of
implied consent and its research thresholds that we have been mapping for the
first time. Examining the males in the sample base is instructive in this regard.
At first glance, it looks like the anatomists were selecting by gender – this
would explain why women up to the age of 84 appear so frequently in the
dissection records but not their male equivalent. After 85 years of age, the
number of men rises disproportionately (as we saw above). However, this was
not simply about an aged-related screening programme. It reflects another
social care explanation too. Men came from care-homes because they outnum-
bered women in social care provision during the 1990s. Historically, in fact,
women have always been able to care for themselves for longer at home than
have men. In poverty studies we see this continuity stretching back to the Old
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Poor Law of the eighteenth century.71 In other words, body bequests, donation
rates and their gender profiling continue to rely on a basic understanding of life-
cycle trends and their social care crisis points. Anatomists took what they could
get, but equally they worked with what they had always known over the past
200 years. And, as they did so, what they began to do was to elongate how long
they could keep hold of a body, a theme that we began to explore above and
which is developed at length in Chapter 5. In this process, many questions were
unasked or unanswered: Who decided what bodies and body-parts were worth
keeping and what should be discarded? What got missed in this filtering
process? Did access to certain research material shape medical breakthroughs
and exclude other options? How did professional boundaries play out in matters
of authority over the body and body-parts? And what role did financial budget
setting play in remapping the ‘Human Atlas’? We will be continuing to ask
these thought-provoking questions throughout the rest of this book, reflecting
more broadly on them in the conclusion in particular.

Conclusion

Science and technology diminish the body’s mystery, employing a discourse
of instrumentality and utility to which, from a practical standpoint, it is often
difficult to object. And yet there is something disturbing in this emerging
consequentialist strand in discourse about the body. Non-economic values are
unlikely to enjoy prominence or protection in the law’s haste to take the body
to market.72

One of the main scientific outcomes of the Enlightenment is that we have all
become bodies of information in a global biotech age. This is the logic of
medical proficiency and its flourishing research cultures around the world. Few
would want to go back to the threats of famine, plague and war that blighted so
much human endeavour for centuries.73 Even so, the medical threat of
a worldwide pandemic has become a lived experience as this book goes into
press, as things that people faced in the past are becoming very real in the
present. We know to follow the science, but equally we have to keep checking
on its working practices and ethical credentials as they evolve. When com-
modification is the primary mode of exchange in contemporary society, the law
cannot always protect our physical vulnerabilities in a Genome era, whether
alive or dead. There is a loophole in international law that fosters the breaking
of medical boundaries, but it has seldom been discussed in relation to body
disputes. In order to arrive at a consensus in, for example, the United Nations
Security Council, all member states agree to comply with the principle of qui
tacet consentire videtur [s/he who is silent, is taken to agree]. In diplomatic
parlance it is known as the silence procedure of international law – speak up,
and be heard; otherwise, it will be taken that silence means acquiescence and

142 Disputing Deadlines

https://doi.org/10.1017/9781108633154.007 Published online by Cambridge University Press

https://doi.org/10.1017/9781108633154.007


a tacit agreement.74 Although scholars have concentrated on the implications of
property law for body disputes in case law, in reality the equivalent and
precedence of a silence procedure of international law has been, often,
deployed inside the ‘mechanisms of body donation’. The public never said
anything about bodies being moved around and retained for up to thirty-six
months, and that silence was assumed to have created a consensus in Britain.
Added to which, we increasingly live in a social media world with a complex
sense of community and belonging.75 At a time, therefore, of increased loneli-
ness in modern society, there has been little detailed knowledge of just how
much the medical sciences relied on our cultural disaggregation (however
benignly) to foster a flourishing research culture from behind the dissection
room door. Few got the opportunity to see the editing done in the name of
medical progress, how the whole became piecemeal. As Halewood elaborates:

The conversion of the body into patentable information and the speed with which that
information is processed and transferred effect a postmodern, technological transform-
ation of the human body that undermines the stability of conventional, liberal legalist
assumptions about rights and persons, and about self-ownership and the autonomy it is
said to protect. Paul Rabinow . . . claims that the body is so fragmented by technology, so
analysed into a ‘discrete, exploitable reservoir of molecular and biochemical products’,
that really no conception of the person as a whole remains beneath.76

This is dangerous ethical territory, the equivalent of being back in the pea-
soup of a London fog about to be despatched for dissection in the 1950s. For
when we examine the potential for implicit body disputes in the post-WWII era
in Britain, what is notable is the law of unintended consequences that follows
on from the silence procedure of international law on the one hand and local
research and professional practice on the other hand. The medical sciences
effectively deployed their powers of acquisition to shape a clandestine culture
of research thresholds that had time-gaps (between death and official registra-
tion), time delays (for post-mortem and chemical preservation to happen), and
time stops (moved from one location to another), before doing morbid patholo-
gies for up to three years before interment. It was easy to lose sight of the whole
person divided up and hence bureaucracy literally left them behind, hidden
inside the medical research community. TAB, CD, EF, IGH, IJ, KL, MN and
OP – are now initials on the pages of this chapter, de-identified for ethical
reasons, but also socially revived for medical posterity. They have been put
back into research pathways that constituted their ‘gift’ to humanity – for,
medical time was a thief that took ‘who that “me is”, or the “you understand” it
to be, as the poet Marianne Boruch reminds us in her poem ‘Human Atlas’ that
opened Part II of this book.77

Scientists hold that individual contributions and their hidden histories do not
change the overall picture of medical progress. But how can we know this for
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certain about bio-commons, if we have never had the human information to
look at properly in the first place? And what happens to us as human beings
when we lose sight of each part of a whole story? Thus, Edward Thompson
reminded us how the value of social history to science is a renewed sense of our
‘collective conscience’. It ensures we do not lose historical sight of life stories
‘of as many people as possible and as many ways of being in the world’ that
represent ‘the complexity and content of human experiences in the past to the
readership of the present’, so that medical ethics are the ‘engine of our collect-
ive maturity’ (refer, also Chapter 7).78 This again echoes Kwame Anthony
Appiah’s recent lecture as part of the Reith Lecture series for the BBC in 2016:
‘Although our ancestors are powerful in shaping our attitudes to the past’ and
we need to always be mindful of this, we equally ‘should always be in active
dialogue with the past’ to stay engaged with what we have done and why.79 It is
still very difficult to be engaged in, for instance, systems biology or the cultural
impact of precision medicine in a meaningful way if its research processes are
a disaggregated series of discrete research steps never mapped to maintain
a sense of human connectedness.80 For when deadlines shift – as they do often
with biotechnology – the ‘gift’ recedes, farther and farther from public view.
Many insist bio-commons is the price we all pay for medical progress – but it
has become one with negative aspects too that require regular historical
scrutiny. In organ donation today, we can observe a convincing business case
for not acting as we once did in the recent past. Medical science is still
miscommunicating with donor families because in neglecting the female dem-
ography of dissection in the 1990s, we overlooked a gender bias in the
underlying data. Consequently, we have lost sight of misperceptions and
misunderstandings that HTA2004 tried to redress but did not necessarily
resolve. In Chapter 5, we thus move on to rediscover the pivotal role that the
Coronial Office has played in disputing deadlines.

Notes

1. Punch often featured satirical cartoons about the financial ruin of a London fog. In,
by way of example, ‘Various & lemon feature, Mark [Editor] facts for foreigners’,
Punch, or the London Charivari, XXXVIII (18 February 1860), p. 71, it mocked
stockbrokers in the city of London that would trade even the thin air of a winter fog if
they thought they could profit by it. Punch too condemned ‘foggy fortune-tellers’
that misled those who could afford it least. The queues at soup kitchens and the
number of pauper graves in the capital were, editorials pointed out, ‘a sad testament
to lives ruined by the stress and strife of swindlers’.

2. Charles Dickens highlighted the impact of London fog on graveyards. In Little
Dorrit (London: Bradbury and Evans Publisher, 1857), he spoke of foggy weather
hazards and in Household Words he criticised undertakers who exploited the poor
unable to afford their wares, forced to sell loved ones for dissection under the cover
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burial.

3. Letters, Daily Telegraph, Tuesday, 9 December 1952; see also ‘The fog-catcher’,
BBC News, 2 December 2016, https://www.bbc.co.uk/news/av/magazine-3817520
2/the-fog-catcher-who-brings-water-to-the-poor – featured an intriguing magazine
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vapour found in the humidity of fog to turn it into a freshwater supply for the poorest
in Lima. Modern science could yet learn from skilled engineers how to handle fog!
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C. Bernhardt and G. Massard-Guilbaud (eds.), The Modern Demon: Pollution in
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University Press, 2002), pp. 219–238.
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6. Theodore Edward Hook,Maxwell: A Novel (London: R. Betley & Co, 1834), p. 10,
coined the popular term a pea-souper for the medical hazards of a London fog.

7. See, by contrast, E. T. Hurren, Dissecting the Criminal Corpse: Staging Post-
Execution Punishment in Early Modern England (Basingstoke: Palgrave
Macmillan, 2016) covering the 1752 to 1832 period, and Hurren, Dying for
VictorianMedicine: English Anatomy and Its Trade in the Dead Poor, c. 1834–1929
(Basingstoke: Palgrave Macmillan, 2012). This Cambridge University Press book
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9. ‘Death rate in London fog’, Times, 31 January 1953, issue 52534, p. 3.
10. Ibid.
11. B. Luckin, ‘Pollution in the City’, in M. Daunton (ed.), The Cambridge Urban

History of Britain, volume III, 1840–1950 (Cambridge: Cambridge University
Press, 2000), pp. 207–228.

12. Daily Telegraph, 9 November 2016, covered these events in 1952 as part of its
celebration of the Netflix series The Crown detailing the year that Queen Elizabeth
II was becamemonarch. One part in the series is devoted to the ‘Great Fog’ of 1952.

13. Richard Stone, ‘Counting the cost of London’s killer smog’, Science, 298
(13 December 2002), 5601: 2106–2107.

14. All names are anonymised for ethical reasons, even though the parents died in 1984 and
1997, respectively. Extensive record linkagework reconstructs their family history at: St
Bartholomew’s Hospital Dissection register MS81/5–81/6 (1952) cross-matched to
health and coroner’s records of the Harperbury Hospital held at the London
Metropolitan Archives, Civil Registration Death Index, 1 December 1952 for St
Albans Hertfordshire, Electoral Registers for Harrow North West Ward 1945–1965,
and The National Archives Census for 1911. Further cross-checking was done on local
government archives of the London Borough of Harrow, Greater London Council and
Mayor’s Office.

15. The father was active for a time in local government and served his North London
community (name withheld) in a variety of roles (anonymised here).
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16. Refer, also, P. Brimblecombe, ‘The Clean Air Act after 50 years’, Weather, 61
(2006), 11: 311–314; Michelle L. Bell, Davis L. Devra and Tony Fletcher, ‘A
retrospective assessment of mortality from the London smog episode of 1952: the
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17. For an excellent appraisal of wartime arrangements see, K. Waddington, Medical
Education at St. Bartholomew’s Hospital 1123–1995 (Woodbridge, Suffolk:
Boydell Press, 2003), pp. 316–318.

18. This ‘Rising cost of the ambulance service’ and the severe ongoing shortages from
1952 to 1954 was reported extensively in the BMJ, 17 April 1954, p. 175. It
explained that: ‘The Ministry of Health has sent a circular (No. 7/54) to all local
health authorities in England and Wales notifying them of advisory surveys to be
made into all aspects of the ambulance service, because of the rising cost. A limited
series of local surveys, covering both the authorities’ organization of the ambulance
service and the demandsmade on it by the hospitals, will be carried out by one of the
Minister’s ambulance advisers and one of his medical officers. Any conclusions
reached, together with any recommendations, will be passed on to both the author-
ities and the hospitals concerned. The rules on the use of local ambulance services
are reprinted in an appendix to the circular.’

19. Great Ormond Street specialised in paediatrics, whereas St Bartholomew’s had the
clinical expertise to treat pneumonia with deep X-ray facilities: a theme we return to
below.

20. ‘Economy in the use of X-ray film’, British Medical Journal (8 December 1951):
255, column 1.

21. See, notably, on this trend, T. Cutler, ‘Dangerous yardstick? Early cost estimates
and the politics of financial management in the first decade of the National Health
Service’, Medical History, 47 (2003) II: 217–238.
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23. Kelly’s Directory for Hertfordshire and St. Albans (1937), entry on the
‘Middlesex Colony’; also referred to in, Kevin Brown, Harperbury Hospital
from Colony to Closure, 1928–2001 (Hertfordshire: Harper House Publications,
2001).

24. See, http://www.hertfordshire-genealogy.co.uk/data/topics/t070-long-stay-hos
pitals.htm, accessed 15/11/2016. Within the NHS there was a county reorganisation
in 1948 for budgets reasons, and those hospitals situated on the borders of
Middlesex were transferred to Hertfordshire Health Authority.

25. In TAB’s case, it has not been possible to trace either a death notice in the local
papers for a funeral or the advertisement of a protracted cremation ceremony, staged
fourteen months later. Usually, St Bartholomew’s offered to pay the costs of burial
for those in destitution, but the AB family were not in poverty. Robert Hogg, the
undertaker in the employ of St Bartholomew’s and Guy’s hospitals, did the inter-
ment once the dissection, teaching and further research were finished. By the 1950s,
grieving relatives often preferred a cremation, and this might explain the lack of
church or humanist funeral. It would also explain how two parents managed their
grief in their local community when they did not have the physical shell to bury but
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