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The changing face of women in medicine

ALSO IN THIS ISSUE...

By Cressie Moxey
The National Health Service 

(Amended Duties and Powers) Bill 
is a private member’s bill that would 
reverse elements of the coalition 
Government’s Health and Social 
Care Act 2012, devised by former 
Health secretary Andrew Lansley. 

The Bill, put forward by Eltham 
Labour MP Clive Efford at the start 
of November, seeks to return ulti-
mate responsibility for the NHS to 
the government and tackle fears of 
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By Imogen Sharp 
In 2003, the number of female 

students in UK medical schools 
peaked at an all-time high of 61%. 
More recently, we have seen the pro-
portion of female students slowly 
declining, down to 54% in 2013. 

However, despite this decrease 
in numbers, there is no doubt that 
the face of medicine is changing. In 
fact, by 2017 the number of women 
registered with the GMC is set to 
overtake the number of men for the 
first time, and it’s not only in force 
of numbers that female doctors are 
finally catching up with their male 
counterparts. Between 2010 and 
2013, the number of female special-
ists grew at double the rate of male 
specialists, with a growth of 42% 
in surgery for female doctors, com-
pared to only 12% for men. 

Although women are still typi-
cally underrepresented in many 
specialties (female doctors make up 
only 10% of surgeons and 30% of 
Emergency Medicine specialists), 
there is no doubt that huge progress 
is being seen in equalizing the spe-
cialties, something that will continue 
as today’s medical students become 

practising doctors. Looking at these 
figures, it would be easy to assume 
that issues of gender equality are no 
longer relevant in medicine. 

But if you look beneath the sur-
face statistics, a different image be-
gins to appear, highlighting areas in 
medicine where women are still in 
the minority. 

A survey conducted by the Medi-
cal Schools Council in July 2012 re-
vealed that only 19.8% of Professors 
in UK universities were female; this 
figure dropping to 15.9% when look-
ing solely at Medical Professors. Yet, 
women made up 42.5% of all lectur-
ers and senior lecturers. Such figures 
make a perfect display of a trend that 
we see happening throughout medi-
cine and the rest of the professional 
world: women reaching a certain 
level of seniority within their career 
then hitting the ‘glass ceiling’. And 
it’s not only in academic medicine 
that we see a lack of women reach-
ing senior positions. 

Despite the high profile careers 
of women such as Clare Marx (first 
female President of the RCS) and 
Baroness Finlay (President of the 
BMA), the majority of people taking 
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up positions on the boards and com-
mittees of Royal Colleges and medi-
cal councils are still mostly men. 

It’s important to note that the 
discrepancy in numbers is not down 
to discrimination against female ap-
plications. Rather, the problem lies 
in the fact that few women apply for 
such positions in the first place, and 
it is necessary to ask ourselves why. 
One line of reasoning suggests that 
women simply focus more on pro-
viding exceptional clinical care in 
their jobs, and place less emphasis 
on sitting on boards and committees. 
Another suggests that women don’t 
take part in as many career boosting 
activities outside of work as men do, 
and consequently feel they lack the 
credentials to take on such senior 
positions (or at least lack the connec-
tions). But if this is the case, why? 
Why are women less able to expand 
their careers then men? What exact-
ly is preventing them from taking on 
roles outside of the 9-5? 

Of course, the reasons for this 
are complex and varied, but unsur-
prisingly families and children are a 
key consideration.

CONTINUED ON PAGE 3

privatisation. Despite opposition 
from the medical profession and 
beyond, the Health and Social Care 
Act 2012 came into force fully on 1 
April 2013. 

The Coalition Government even-
tually pushed through a modified 
version of the act after dissent from 
the Liberal Democrats was quiet-
ened. The act, with implementation 
of changes estimated to cost in ex-
cess of £1.5bn, introduced a number 
of new structures and arrangements 

By Cressie Moxey
The Medical Research Council 

team, led by Dr Gwenaëlle Douaud 
at The University of Oxford, used 
magnetic resonance imaging (MRI) 
scans to study age-related changes in 
the brain structure of 484 healthy in-
dividuals from 8 to 85 years of age. 

The research, the largest study of 
its kind, identified one specific net-
work in the grey matter of the brain 
that develops later than the rest of 
the brain, as well as being the first 

to show signs of neurodegeneration 
in older age. When the research-
ers compared MRI data with brain 
scans of patients with both Alzhei-
mer’s disease and schizophrenia, 
they found the same brain regions 
were affected. The findings are con-
sistent with what other experts have 
suspected – although distinct condi-
tions, Alzheimer’s and schizophre-
nia are linked, despite manifesting 
clinically at very different times.

CONTINUED ON PAGE 5

Bill aims to remove some of ‘worst elements’  
of Health and Social Care Act 2012 

Vulnerable brain regions identified  
common to Alzheimer’s and schizophrenia

for the NHS. It is a complex and vast 
piece of legislation, reflecting the 
wide-ranging nature of Government 
reforms to the NHS in England. 

There are ongoing concerns that 
it has introduced serious operational 
challenges within the Health Ser-
vice. The BMA supports the pub-
lication of a Bill seeking to quash 
privatisation fears and to hand back 
ultimate responsibility for the NHS 
to the Health Secretary.

CONTINUED ON PAGE 5
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By Imogen Sharp
CONTINUED FROM COVER - Doc-

tors spend many years training, so 
women reaching a level of training 
where they can consider taking on 
extra roles are probably also at an 
age where many of them are consid-
ering starting a family. 

It’s important then, that deaneries 
continue to develop Less Than Full 
Time Training (LTFTT) schemes to 
help female doctors complete their 
training and evolve their careers 
whilst still being able to spend time 
with their children and fami-lies. 
However, increasing the accessibil-
ity of LTFTT for female doctors is 
not an option favored by everyone. 
An article published in the Daily 
Mail by Professor J Meirion Thomas 
outlined an argument stating that, 
“gen-der imbalance is already hav-

ing a negative effect on the NHS,” 
as part time working deprives pa-
tients of conti-nuity of care as well 
as generating huge costs in training 
replacement doctors. 

However, in suggesting that LT-
FTT encourages women to be less 
committed to their careers, Meirion 
fails to realise the benefits of part 
time working on retaining female 
doctors in practice. Women should 
always have the option to have chil-
dren; a ca-reer in medicine shouldn’t 
be a barrier to this. 

Yet, it would appear that many 
women are choosing to leave medi-
cine entirely in order to raise a fam-
ily. 

If women are making this deci-
sion because they feel they have 
no other option, then the NHS has 
a severe problem on its hands: it is 

losing a cohort of trained, qualified 
doctors for no good reason. 

A report published by the NHS 
entitled ‘Securing the Future Work-
force’ revealed that 40% of doctors 
leaving the GP workforce each year 
are women under 40, and no corre-
sponding influx of doctors is replac-
ing them. 

However, rather than accepting 
the idea of losing these doctors for 
good, the report suggests increasing 
funding for schemes such as the GP 
Retainer Scheme which helps part 
time doctors maintain their clinical 
skills until they are ready to take on 
a permanent post. Increasing the ac-
cessibility of LTFTT could be just 
what the NHS needs to keep its doc-
tors in practice. 

Alongside the need for more 
flexibility of work is the need for 

more female role-models and men-
tors. 

Organisations such as Women in 
Surgery and the Medical Women’s 
Federation help to provide this, as 
well as working to promote the in-
terests of women in medicine. But 
working to promote the interests of 
women does not mean endorsing 
the ‘over-feminisation of medicine’, 
something that is often greatly mis-
construed by the media. 

Medicine is a profession that 
works to improve the health of every 
member of society, regardless of 
sex, age and race, and as such doc-
tors need to represent this diversity. 
Yet as soon as the status quo changes 
and women become more prominent 
in a profession that has been domi-
nated by men throughout history, a 
backlash inevitably occurs.  

In the words of Professor Jane 
Dacre, president of the Royal Col-
lege of Physicians, “There are fe-
male medical leaders emerging—
however, I don’t think we have yet 
reached an era of overfeminisation. 
What we are doing is reaching 
equality.”

As medical students, we have 
perhaps not yet come face to face 
with any of these issues, but it is 
important to start thinking about the 
improvements in medicine we hope 
to see throughout our careers. 

The needs of medicine are al-
ways changing and the face of Brit-
ain’s doctors is now changing with 
it. 

With such increasing diversity 
we should hope to create a genera-
tion more empowered to practise 
medicine than ever before.

Healthy and Proactive Project for Youth
By Emily Granger

The ‘Healthy and Proactive Pro-
ject for Youth’ is a student led initia-
tive aimed at combating childhood 
obesity and promoting a healthy and 
happy lifestyle for children in the 
Greater Manchester Area.

Taught in inspiring ways, 
H.A.P.P.Y. empowers children to 
make small but positive changes in 
their lives whilst enabling univer-
sity students from all sorts of health 
disciplines to improve their skill of 
delivering health messages. 

Initially the scheme primarily 
recruited medical students to teach 
children how to lead a healthy and 
active life, covering elements within 
the PSHE curriculum. Since 2013, 
the scheme has expanded the volun-
teering opportunities to include stu-

dents from various healthcare pro-
fessions such as Nursing, Pharmacy, 
Dentistry and Midwifery.

We teach at schools and nurser-
ies in the local area, generally for 
one hour on a Wednesday afternoon. 
We also teach ‘Parent and child’ les-
sons on Saturday afternoons which 
last for 2-3 hours and are aimed at 
the whole family. 

We’re a very flexible society, 
so volunteers don’t have to attend 
every lesson throughout the term 
but can choose on a weekly basis – 
something that’s great for busy med-
ics with a changing schedule!

Being a volunteer with HAPPY 
scheme is really fun and rewarding. 
You gain lots of confidence in deliv-
ering health messages and broaching 
sensitive topics as well as improv-

ing communication skills with both 
children and adults. Volunteering is 
fantastic OSCE practice and great 
for the CV. 

We’re registered with the Man-
chester leadership Programme so 
if you’re taking part in the pro-
gramme, your time volunteering can 
go towards gaining an MLP award. 
There’s also the opportunity to get 
involved in research with us or be-
come a committee member.

In the New Year, once exams are 
over, we’ll be holding a session to 
train new volunteers. If you’re inter-
ested in joining the scheme or find-
ing out more about us, visit the web-
site at www.happyscheme.co.uk; 
find us on Facebook at H.A.P.P.Y 
Scheme page; or follow us on twitter 
at @happyscheme. 

By Amile Inusa
Run Wild is a social running 

community for students. 
What we offer to our members 

is more than just running. We en-
courage people to set goals, meet 
them and exceed them. Our runners 
explore the city by taking various 
routes across different terrains and 
hidden parts of Manchester. 

A great thing about the group is 
that we have fun and encourage one 
another. It also provides students a 
safe place to run, improve and meet 
like-minded people. 

We set up the group as an alter-
native to the traditional run club. 
However, building physical fitness 
and skills remains the core of our 
activities. We have introduced a va-
riety of work into our running pro-
gramme: From regular drills, track 
sessions, hillsprints, speedwork, 
interval training to yoga.  Our run-
ners feel equipped and confident 
in accessing these tools. As Bill 
Bowerman, co-founder of Nike, 
said ‘If you have a body, you are 
an athlete’. 

Some run slow, some run fast. 
Some are training for marathons, 
some want to finish a 5k without 
stopping. At all of our sessions, 
we cater for all speed and abil-

ity groups. We have confident run 
leaders available to run at whatever 
pace is comfortable for you. They 
are a source of knowledge and also 
very welcoming.

Our regular activities are open 
to all students and free to join. Eve-
ry week, we host a campus run on 
a Tuesday evening, meeting at the 
student union. We also host the late 
Sunday morning 2k and 5k Great 
Run Local at Birchfields Park.

Across the year, we enter rac-
es as a group. We have upcoming 
races including the Wilmslow Half, 
Manchester Marathon, Manchester 
10k, Liverpool Rock ’N’ Roll and 
Berlin Half Marathon. Many of our 
members join races individually 
and are able to find running bud-
dies to train with from Run Wild. 
Most recently, over 20 of our mem-
bers took part in the Run In The 
Dark 10k around Salford Quays. 
It was a fun night that started with 
face paint and ended with drinks 
and cake. Yes, we run to eat.

Find out more about us online 
and get involved! Anyone with a 
good attitude is welcome.

Facebook: www.facebook.com/

groups/runwildmcr 

Instagram: @runwildmcr
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Medicine from different perspectives: 
Should all medical students study Medical Humanities?

By Jemima Heap
This month I spoke to MMS’s Dr 

Sarah Collins, communications tutor 
and coordinator of the intercalated 
MSc in Medical Humanities (MH). 
Sarah’s own background is in lan-
guages, nursing, communication and 
creative writing.

What is MH and how does it 
intersect with healthcare?

People often ask what MH is be-
cause it’s an umbrella term for any 
elements of the arts, literature and 
social science subjects that can be 
applied in medical practice, or help 
inform how people practice as doc-
tors and how people understand pa-
tients’ perspectives. 

It also can be applied in terms of 
thinking outside the normal conven-
tional approach or model that one 
might think constitutes ‘medicine’. 
This could include different ways of 
consulting with patients, being able 
to think about the value of different 
forms of narrative or text in terms 
of exploring a patient’s diagnosis 
or reasons for being in the consulta-
tion, and also interpreting healthcare 
through different media or different 
forms of expression such as mu-
sic, literature or art.For example, if 
you’re involved in creating a new 
building for a GP surgery, it is im-
portant to not view how different 
spaces are used and can be occupied 
from a solely clinical perspective. 

Understanding how people use 
the geography of a building to com-
municate with each other or how a 
building can be therapeutic for peo-
ple and help them feel comfortable 
and safe is also highly valuable.

Medicine is often focused on 
outcomes or targets, does MH 
have an outcome as such?

There are two things there: one 
is that it’s more focused on process 
than on outcome, so an ongoing sus-
tainable good relationship between a 
person with a mental health problem 
and their doctor would probably be 
an outcome from an MH approach. 
The other is that it is primarily a 
qualitative field, so the outcomes are 
measurable in terms of an individu-
al’s expressions of a satisfactory ex-
perience from having been involved 
in an MH project.

What do you think students 
can learn from MH? And how can 
MH help us change healthcare?

It helps to navigate a path be-
tween the hospital and what you 
would ultimately like to achieve. 
The hospital is sometimes seen as a 
sort of institutional framework, or a 
place where people are a constrained 
in their view because they don’t ex-
pect to be able to change very much. 

So our MH MSc students now 
see lots of scope and possibility for 
change and have very creative ways 
of thinking. If I can give an exam-
ple, one of the students talks about 
what she calls the state of being in 
between, where you are both a medi-
cal student but also you are yourself: 
the year of MH helped her develop 
other forms of self expression which 
she now uses in her conversations 
with patients and with colleagues, 
which stretch the boundaries. For 
example, she wouldn’t necessarily 
take a traditional history now with 
all the compartmentalized areas, but 

she would take some of those areas 
and develop them in different ways. 

That’s actually not very different 
from what specialized senior clini-
cians at the top of their game do it’s 
just that it’s given her a route into 
that earlier. It gives you experimen-
tation.

I originally saw MH as quite an 
academic, research-based thing, 
but from what you’re saying there 
are quite a lot of non-academic, 
‘real world’ activities as well, can 
you tell me a bit about putting MH 
into practice?

MH crosses the boundaries of 
both fields so it’s both practical and 
applied and about doing things, but 
it’s also about researching those 
things too. One of the things that stu-
dents do as part of the MH masters 
here is produce portfolios of creative 
journal work which can be collage, 
photography, sound recordings, film, 
poetry, memoir; and they collect it 
into a book or a collection of pieces 
which together cohere to make a sort 
of commentary on medicine in eve-
ryday life through humanities per-
spectives. 

There was a dissertation about 
the unreliable narrator: in medicine 
people often talk about the poor his-
torian – the patient who somehow 
cannot be relied upon to provide an 
accurate history – this same concept 
of unreliable narrator is also used 
in English Literature, so one stu-
dent wrote a kind of thesis on the 
concept of the unreliable narrator 
in medicine and in English litera-
ture and how they interconnect. He 
talked about how English literature 

can help us understand narrative in 
medicine and wrote a short story 
to illustrate the unreliable narrator 
from a medical point of view. This is 
a great example of how MH brings 
new perspectives on medicine.

Do you think that all medical 
students should study MH?

I think that everyone is to some 
extent, but they often don’t real-
ise that or it’s not made conscious. 
I think that it’s important that it’s 
made somehow explicit within a 
course. The mental health histories 
session in year two is a particularly 
strong example. 

I think MH is key but perhaps 
a bit underused. Even so, it is still 
part of the course because every 
time we tell stories about our own 
personal experience or experience of 
healthcare we’re drawing on a MH 
perspective. Around 15 years ago, a 
lot of people in medicine didn’t take 
communications seriously. Howev-
er, if it’s taught as a part of the cur-
riculum and as a way of expressing 
and developing an understanding of 
science and knowledge, rather than 

as something separate and somehow 
artificial, it makes perfect sense. 

What would you say to stu-
dents thinking of intercalating 
with Medical Humanities?

We have students who use music 
to unwind from medicine, but also 
much of what they learn about the 
science of music also applies to the 
science of communication in a con-
sultation and to the physiology and 
diagnosis as well. So, these things 
are probably much more intercon-
nected than we realise. Although 
such a huge curriculum dictates that 
medicine is taught in categories, 
when you’re in clinical practice, 
medicine demands that you don’t 
think in such a linear way. In reality, 
medicine and the best medical prac-
tice on the ground involve a huge 
amount of creative, lateral thinking. 
It is necessary to learn how to look at 
something from outside, to consider 
both your own and the patient’s posi-
tion. This is why MH is fundamental 
to the curriculum; it’s a counterbal-
ance to the more proscriptive aspects 
that suggest things can be ticked off.

Source: Dartmouth Medical School

Book Review:  
“Patient or Pretender - Inside the 

 Strange World of Factitious Disorders”
By Bethany Butcher 

Seeking to obtain attention 
and love from those around you 
is a fairly integral part of being 
human. From family members, 
friends, colleagues or partners, we 
are generally much happier when 
we feel valued and important. But 
how far can people go to feel this 
way? This short book looks at 
Munchausen syndrome, a factious 
disorder where a patient feigns an 
illness hoodwinking friends, fam-
ily and healthcare professionals. 
Beyond simple “playing sick” or 
malingering for financial gain, the 
lives of Munchausen patients be-
come consumed with the need to 
be a patient, a “hospital hopper”, 
as it were. Some patients are cry-
ing out for attention and support. 
Others get an immense thrill from 
the act of forgery itself, outsmart-
ing and baffling physicians. 

In the book, interspersed be-

tween discussion of the biological, 
legal and ethical aspects of pretend-
ing patients, there are some mind-
boggling case studies. Take Jenny, 
a healthy, lonely young woman who 
told the world she had been diag-
nosed with terminal breast cancer. 
After watching a neighbour lose her 
battle with breast cancer, she knew 
the signs, symptoms and progres-
sion and cleverly copied them. She 
shaved her hair, subjected herself to 
extreme weight loss, joined a cancer 
support group and thrived off of the 
sympathy of co-workers, and even 
her own mother. This façade con-
tinued for two years before people 
wondered why she wasn’t getting 
any worse. Upon confrontation she 
admits “I just needed someone to 
care about me.”

In many cases, actual symp-
toms are induced. A lab technician 
presented in hospital with severe 
anaemia, described as almost incom-

patible with life. When numerous in-
vestigations offered no explanation, 
the patient admitted to daily blood-
letting. She would remove her blood 
with a syringe and squirt it down the 
toilet, ‘until she felt calm again’.

Other utterly gruesome methods 
patients have used include inject-
ing dirt, faeces or saliva into their 
veins creating fever. Common drugs 
are abused. Laxatives create diar-
rhoea whereas anticoagulants mimic 
clotting disorders. One young teen 
made himself dangerously hypo-
glycaemic by stealing and injecting 
himself with his grandmother’s in-
sulin. Another woman tried to trick 
her dentist into believing she had a 
carcinoma by repeatedly applying a 
lit cigarette to the same spot inside 
her mouth. Quite often, Munchausen 
patients are from health-related pro-
fessions with access to certain bac-
teria and useful equipment. Others 
have a fierce interest in medicine, 
displaying impressive knowledge of 
the disease they are trying to imitate. 
These patients are effectively play-
ing a game, and when the lie holds 
up it must feel like they are winning. 

However, one of the darker, 
more depressing chapters of the 
book is named ‘The Deadliest Game 
of All’. This looks at Munchausen 
by Proxy Syndrome, a heinous form 
of child abuse. The parent or carer of 
a child (98% of the time it will be the 
mother) induce symptoms in their 
child, subjecting them to unneces-
sary discomfort, invasive diagnostic 
techniques and often endanger their 
life and development. Warning signs 
include an alarming past history of 
hospital admissions for a child of 
their age. Typically, the mother in 
question will seem saintly, constant-
ly attending to the child. Nurses on 
the ward will comment on her mar-
tyrdom. Initially, she will seem like 
the perfect parent. But, if she leaves 
the child’s bedside or leaves them in 
another’s care, the child’s condition 
will suddenly improve. Munchausen 
by Proxy is a criminal offence, but 
tragically can be difficult to spot and 
often proves deadly. One patient un-
derwent surgery to treat strange ul-
cerations on his back. It eventually 
came out that his mother was rub-
bing oven cleaner on to his skin. 

Munchausen by Adult Proxy 
has also been noted. One case 
found a husband slipping sleep-
ing pills into his wife’s morning 
coffee and then injecting gasoline 
under her skin to create abscesses. 
His first wife perished, and it took 
until his next partner also suffered 
the same treatment before he was 
jailed for life. 

Ultimately, Munchausen syn-
drome should be viewed as a psy-
chiatric disorder and be treated as 
such. After confrontation, which 
can be difficult, the patient needs 
emotional help and psychotherapy. 
The syndrome is dangerous, dam-
aging and according to this book, 
more common than you might 
think.

This book is an engrossing 
break from the mainstream cur-
riculum. It gives you a disturbing 
insight into just how desperate 
and self-destructive people can be. 
Some time, in the distant future, 
we may be all be tricked by a cun-
ning deceiver. Should that be the 
case, then after reading this book 
you might feel less foolish.
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By Cressie Moxey
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such, it makes it clear that the Gov-
ernment must retain ultimate re-
sponsibility for the provision of a 
comprehensive Health Service. Ad-
ditionally, the BMA believes the Bill 
is a step in the right direction to ad-
dress ongoing concerns about over-
emphasis on market forces and use 
of competition within the NHS. 

The Bill plans to scrap the pro-
vision of contracts for NHS services 
going out to competitive tender, and 
would also exempt the NHS from 
the Transatlantic Trade Investment 
Partnership (the free trade agree-
ment being negotiated between the 
European Union and United States). 
The BMA states that integration of 
services must be given prominence 

Bill aims to remove some of ‘worst elements’  
of Health and Social Care Act 2012 

over competition. Competition in-
creases the number of health care 
providers and, hence, increases the 
risk of fragmentation to the service. 
The BMA explains that the NHS 
should always be the preferred pro-
vider of patient care.

BMA council chair Mark Porter 
comments: ‘This new bill is a posi-
tive step towards removing some of 
the worst elements of the Health and 
Social Care Act, and nowhere is this 
more important than in the over-em-
phasis on competition over integra-
tion, and its demonstrable failure to 
improve patient care’. 

However, the BMA has warned 
that the Bill must not result in more 
unnecessary top-down restructuring 
of the Health Service. 

Whilst the Bill gives potentially 

wide powers to the Secretary of 
State in a number of areas, care must 
be taken to ensure that legislation 
does not risk introducing even more 
political interference into the daily 
running of the NHS. NHS England 
and Clinical Commissioning Groups 
must have day-to-day operational 
independence. As yet, it remains 
unclear how the Bill relates to the 
operational autonomy granted to the 
NHS by the Health and Social Care 
Act 2012.

The National Health Service 
(Amended Duties and Powers) Bill 
has now passed its first hurdle in 
Parliament and moves to the Com-
mons committee stage. However, 
despite frontbench support, as a pri-
vate member’s bill, it is unlikely to 
become law. 

Vulnerable brain 

regions identified  
common to  

Alzheimer’s and 

schizophrenia

By Cressie Moxey
CONTINUED FROM COVER - 

Whilst it has been known for 
some time that grey matter de-
clines with age, this study high-
lights the vulnerability of one 
specific network responsible for 
‘higher-order’ functions involved 
in the coordination of incoming 
sensory information. 

This crossmodal brain region 
doesn’t develop until late adoles-
cence or early adulthood and is 
associated with both intellectual 
ability and long-term memory – 
factors that become impaired in 
those with both Alzheimer’s dis-
ease and schizophrenia.     

Professor Hugh Perry, chair-
man of the MRC’s Neurosciences 
and Mental Health Board ex-
plains: “Early doctors called 
schizophrenia ‘premature demen-
tia’ but until now we had no clear 
evidence that the same parts of 
the brain might be associated with 
two such different diseases. 

This large-scale and detailed 
study provides an important, and 
previously missing, link between 
development, ageing and disease 
processes in the brain.

It raises important issues 
about possible genetic and envi-
ronmental factors that may occur 
early in life and then have lifelong 
consequences.”

The scientists involved in the 
study emphasize that the study is 
currently in early stages, and that 
more research is required to bring 
these discoveries into the clinic. 

Photography by Sid Parashar.

MedSoc presents 

Winter Wonderland

Movember Success

‘Mo of the Week’ winners (L) Kate Hyde and (R) Sohail Nakhuda.

This year’s UoM students raised over £2400 for Movember! Visit the 
Pacemaker blog for a full round up of the success of Movember at UoM.
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By Tom Beaumont
Women and mental health 

have always had a contentious and 
fraught relationship that arose long 
before the birth of psychiatry and to-
day’s concepts of the mind and psy-
chopathology. The term ‘hysteria’ 
itself is literally derived from Latin 
for ‘of the womb’, and early theo-
ries of female psychosis were origi-
nally put down to the wandering of 
the womb moving around the body 
causing mischief and disrupting a 
woman’s behaviour. Up to as late as 
the 19th Century it was still common 
practice to give a full hysterectomy 
to women showing signs and symp-
toms of mental illness (which varied 
wildly from genuine psychosis to 
sexual transgression and infidelity), 
or else just consign her to an asy-
lum. In Victorian Britain, any form 
of societal misdeed, as deemed by a 
woman’s father or husband, was of-
ten attributed to her mental state and 
led to sectioning and other forms of 
barbaric “treatment”. 

And yet, how is it that even to-
day, in the most enlightened era of 
human history, that gender divides 
occur across mental health, and in 
particular in depression? Women 
globally, it has been found, are on 
average 2.2 times more likely to 
be diagnosed with depression than 
men, and this trend occurs across 
(nearly) all societies and cultures on 
the planet. 

What then, are the proposed 
reasons for this clear discrepancy 
in gendered depression? There are 
many theories; from biological and 
physiological arguments, to those 
based on women’s social roles and 
exposure to life events. Some theo-
ries suggest that the reason lies in 
feminine hormone cycles, with spe-
cific gonadal hormones having ma-
jor effects on thyroid function which 
has a clearly defined correlation with 
depression rates. Further the gender 
divide becomes most apparent dur-
ing mid-puberty and declines after 
65, implying that female fertility 
seems to play at least some part in 
the problem, but others argue that 
it is the major life events and social 
roles that women experience during 
this time that increases the gender 
discrepancy.

I was lucky enough during my 
first year PEP to work with Dr Gater 
on the question of the impact that 
female social roles play in their pre-
ponderance for depression, so that, 
I’m afraid, is the topic I’m going 
to have to focus on. It seems that, 
cross-culturally, women are led to 
roles of care provision, based around 
the arguably primal roles of mother, 
daughter and partner. Each of these 
roles has been exaggerated and ex-
trapolated sociologically, and so to-
day, specific factors such as the way 
children are brought up, the relation-

ship of both of the genders, marriage 
and mental health, and the role of 
childcare and social positioning are 
all fascinating avenues of explora-
tion to consider when discussing a 
social basis for women’s increased 
risk of depression.

Marriage is a particularly inter-
esting area to explore when look-
ing at the increased female risk of 
depression. Older studies, and those 
done in some more traditional cul-
tures show that marriage is a protec-
tive life event for men, but can be 
particularly harmful for women’s 
psychological wellbeing. In a study 
of Pakistani woman, it was found 
that married women were 30% 
more likely to become depressed, 
and that a major part of this came 
from unhappy marriages becoming 
a chronic stressor in a woman’s life. 
In this instance, marriage became 
depressogenic as the system takes 

autonomy from a woman’s life, and 
an unhappy marriage can raise dif-
ficult and unsettling questions about 
the wife’s future. 

However a recent study (2010) 
conducted in the UK, established 
that being married or living with a 
significant other offered a profound 
protective influence and buffer 
against depression and disorders 
of mental health, and that this was 
true of both men and women. It has 
been explored that changing gen-
der relationships and roles towards 
greater equality has begun to redress 
the inherent issues in gender differ-
ing risks of depression, and that as 
equality increases men and women 
become more able to handle events 
and crises that may have led to de-
pression and other psychiatric disor-
ders.

Socialisation and childhood de-
velopment seems to play an essential 

role in shaping people and particu-
larly gender roles and stereotypes. 
Studies show that parents treat chil-
dren of different sexes differently; 
nurturing specific traits and behav-
iours in boys and girls. It has been 
shown that through use of specific 
toys, games and rewards, in boys, 
physical activity, dominance and in-
dependence are particularly fostered 
characteristics, whereas for girls’, 
emotional maturity and empathy 
are the most rewarded and nurtured 
behaviours. It can then be explored 
that differences in the gender’s men-
tal attitudes begins at the ages of so-
cialisation, and is arguably the ma-
jor cause of the discrepancies in the 
sexes different major mental health 
issues. Men are far more likely to 
present with externalising disorders: 
alcohol and drug abuse, violence 
and anti-social behaviour, whereas 
for women it is far more common to 

Is depression a feminine issue?
present with internalising disorders 
such Generalised Anxiety Disorder, 
and depression. 

This is just a tiny window of 
what is clearly an expansive and still 
only incompletely understood inter-
play of factors that lead to the divide 
in gendered diagnoses of depression. 
Though other reasons will clearly 
play an important role in women’s 
increased likelihood of becoming 
depressed, the social roles are argu-
ably the area which we as a culture 
and movement can most influence to 
be more protective of women’s men-
tal health. 

Increased gender equality and 
movement away from societal 
norms, that take women’s autonomy 
away from them, with roles of wife 
and daughter being subservient to 
husbands, fathers and brothers, seem 
to be one way in which we can try to 
decrease female risks of depression.

MedSoc presents 

The Winter Formal

More photos available on the ManMedSoc Facebook page. Photography by Maisum Walji.
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Reflections and tips from 
Professor Kumar, CBE 

Professor Parveen Kumar, CBE

By Olivia George
Aside from co-editing a key 

medical textbook, Professor Parveen 
June Kumar has had a rich career as 
a gastroenterologist and has served 
as President of the British Medical 
Association and of the Royal Socie-
ty of Medicine, amongst many other 
notable achievements. She continues 
to practise medicine and teach today.  

If you are a fresher and have not 
yet had chance to become attached 
to Clinical Medicine, you soon will.

Why gastroenterology and 
why academia? 

It’s interesting what grabs you. I 
think often role models do. I think I 
was following a male role model as 
it happens. We had this very young, 
enthusiastic, very academically 
bright consultant coming to Bart’s 
and I thought that’s where I want 
to be, so I started gastroenterology. 
It was nice the way you trained in 
those days, you rotated. 

You did time in clinical work, 
time in outpatients, plus research, 
time on the wards. You learnt all 
about gastroeneterology clinically, 
endoscopically etc. and then got on 
and did a degree as well and wrote 
up the thesis. So when you say why 
academia – it came with it. All your 
clinical disease learning is going to 
be based on basic sciences, and I’ve 
always been keen that you should 
have a good knowledge of basic sci-
ences. 

The question nowadays is when 
you qualify, do you want to go up 
the academic stream or the clinical 
stream – and I don’t think it matters 
too much. It’s nice if you go up the 
academic stream because you then 
get the idea of doing research. On 
the other hand if you head up the 
clinical stream you can still transfer 
across to the academic side at some 
point. 

What is your view on intercala-
tion?

I think you should always do it. 
Some people may advise you differ-
ently but I think that one extra year 
away from medicine gives you time 
to think, to get to grips with statis-
tics, to become critically aware of 
how to appraise papers – it gives you 
a huge amount. 

It also gives you that facility to 
write your thesis later on. It’s only a 
year. If you’re a graduate and have 
a degree already then you already 
have something ‘outside of medi-
cine’ which is really so important, 
but then again, there is value in do-
ing something allied to medicine. 

Did you face any problems as 
a female doctor at a time when 
medicine was still fairly male-
dominated?

I was only one of twenty in my 
gastroenterology unit for twenty 
years. So all the jokes were on me 
and eventually I became immune 
and it didn’t really worry me. When 
people ask me if I had any problems 
as a woman the answer is probably 
not because I was well looked after, 
and it wasn’t a problem for me. The 
problems were there but I just ig-
nored them. 

What problems are faced by 
women in medicine today?

The question today, now that 
there are so many women in medi-
cine is, ‘how do we help women de-
velop in leadership posts and in their 
career?’ 

Although I was able to get on 
by ignoring certain problems, we 
need to be asking whether we should 
be ignoring the problems: perhaps 
nowadays actually we don’t want 
to ignore them, we want to see what 
the problems are specifically and see 
what we can do about them. 

A key issue today revolves 
around how women are developing 
their careers: 60-70% of women are 
going into medical school, yet if you 
look at the top, very few women are 
getting there. This is not just a co-
hort effect; you would have expect-
ed more women as a percentage to 
be getting there. So why is that not 
happening? 

One reason could be that women 
don’t want to do it – they have their 
families and they always have to 
step aside and then come back again. 
If you have a family, some women 
may want to stay home more which 
may mean they take the more ‘bor-
ing’ or part-time jobs, meaning they 
can’t really have a substantial career. 
Whereas the men of course, don’t 
have to take that break! 

I always think that if men had to 
have the babies life would be differ-
ent, but you can’t do that at the mo-
ment. 

The next question is when do 
you have your children? I’m sure I 
sometimes got it wrong but I think 
that your family must come first 
whatever you do. 

So, when should you have your 
children as a woman? 

It depends. Sometimes it just 
happens so you can’t do anything 
about it. Nowadays the system is 
such that if you happen to have a 
baby come along a bit too early you 
can have it, step aside and come 
back without too much of a problem 
because you’re on a set track. I had 
my first child when I was doing my 
research, and I could actually take 
six months off. 

This did mean that in those six 
months I didn’t earn any money and 

only had a pittance of a grant, so I 
did need the financial support of my 
partner. You could have a baby when 
you’re a registrar but you’d have to 
think carefully about when to take 
your time off. 

Ultimately, you’ve got to just 
work it out at the time. With a bit of 
planning and support you’ll be fine. 
And you also need the support when 
you go back to work. 

My colleagues were very help-
ful. For example, part of my job at 
that time was to perfrom a particu-
lar screening test that I couldn’t do 
when I was pregnant I couldn’t do 
that. My colleagues were very kind 
and took over that for me. They 
didn’t complain. I think you can’t 
be too offended when they make the 
odd joke. 

To sum up: the answer is plan if 
you can and if you can’t plan work 
it out. Deaneries will be very sup-
portive – they’re going to have to be 
with 60-70% of women coming into 
medicine!

What advice would you give to 
current medical students?

First of all, remember that you 
are there because you are academi-
cally able – but don’t forget that de-
spite that you have to make sure you 
work hard. Failing exams is such 
a waste of time as you just have to 
redo them. 

The thing which I didn’t do was 
to work regularly – I panicked at the 
end because I’d done nothing and 
then had three months of utter hor-
ror when I thought I was going to 
fail. I think students work more con-
sistently now because you’re given 

projects that you need to do on the 
way and we didn’t have all of that. 
You should also keep on top of extra 
reading – I think that the New Eng-
land Journal of Medicine is the best, 
as well as the BMJ and the Lancet, 
obviously. 

I would suggest that even as a 
raw medical student you read or 
at least glance at them; maybe just 
read the titles and the synopsis at the 
front. Although you may not under-
stand it, you know where medicine 
is going, you know about new inno-
vations and new drugs. 

Remember that patients are go-
ing to be your core of what you do; 
they are what it’s all about. You’re 
going to be stressed in hospital at 
some point. 

Never ever short change a pa-
tient. Always listen to them and if 
you can’t make a diagnosis or you’re 
not sure, go back and talk to the pa-
tient again. Never ever lose that em-
pathy and caring nature. If you do 
you’re better off not being a doctor 
– it’s the end. 

Don’t ever lose your temper 
is rule number one. If somebody 
shouts at you, don’t get angry be-
cause they’ve got a problem and you 
want to know what the problem is so 
that you can help them. 

I can’t say enough to always 
listen to the patient, because that’s 
where you’re going to get your an-
swers from. 

Outside of medicine, get in-
volved in all sorts of extracurricu-
lar activities. Join the clubs, play 
hard, join sports/music/drama clubs 
(whatever you’re into). Read a lot, 

again outside medicine, and join so-
cieties outside medicine. This takes 
you outside medical school. Con-
sider joining the Royal Society of 
Medicine. Have fun! That’s the bot-
tom line.

How did you have fun as a 
medical student and how you have 
fun now?

As a medical student I has fun 
by not working! Which is awful. 
I was a very good attender but I 
didn’t do any work in the evenings 
and minimal amounts at weekends. 
There were very few girls so I found 
myself running lots of clubs – ten-
nis, squash hockey netball, lacrosse 
– because there was nothing there. It 
was good fun. 

I started a fencing club which 
is why I have a gammy knee which 
makes it hard to ski as I can turn one 
way and not the other! So I had fun. 
I did a lot of charity work outside of 
medicine – fashion shows etc. What 
else did I do apart from wearing 
mini-skirts and white boots? I just 
had fun! Nowadays - I love opera 
and enjoy doing various things that 
people ask me to do.

If you were on a desert island 
what would be your one…

Book – The Complete Works of 
Jane Austen for her fantastic obser-
vations on society and interactions 
between people, and the psychol-
ogy/psychiatry of arrogance. I can’t 
stand arrogance! 

Piece of music – Complete ope-
ras of Verdi

Luxury item – Chocolate and 
Claret. Can’t I have two? They go so 
well together! 
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A Day in the Life of 

A Cardiologist.... in Romania
By Mátyás Jakab

For this month’s issue, we interviewed a 
cardiologist from the other end of the conti-
nent, namely Romania. Dr. Eva Deak has ex-
perienced communism first-hand, as well as 
the subsequent transition post-1989. 

She gives us an idea of how life was during 
the communist years as well providing a per-
spective on the practice of medicine in Eastern 
Europe.

Tell us a bit about yourself. You come 
from Romania, and have grown up during 
the communist years. Can you give us a bit 
of background on that period. 

I come from a Hungarian minority group 
in Transylvania. This means that I followed 
my studies in a language other than my mother 
tongue, which often meant I had to do more 
work than others to be on the same level. 
During the communist years, having connec-
tions meant a lot; it was common practice to 
achieve most things with the help of personal 
connections. 

However, coming from a modest back-
ground, I did not have any. I went to medi-
cal school during 1980s, the darkest years of 
Romanian communism, and lived in a poorly 
heated hall sharing a room with 11 other peo-
ple. We had to queue for hours to get the half 
a loaf of bread each person was entitled to 
daily, and feeling like Christmas had come 
early when, on rare occasions, oranges could 
be found at the corner shop. 

What training course did you follow to 
become a cardiologist?

When I was training, medical equipment 
was scarce and access to international litera-
ture was non-existent due to the political cir-
cumstances. However, the clinical aspect of 
medicine was very well taught, and we had 
a lot of hands-on practical work, so I feel we 
benefited from a very good medical education 
in spite of the obvious shortcomings. 

After my 6 years at university, I followed 
the equivalent of the UK Foundation Pro-
gramme for 3 years. The standard path at that 
time would have been to work as a GP in the 
countryside because cities were off limits to 
new graduates, and only the very lucky and 
well-connected could ever hope for a job in an 
urban centre. 

However, my last Foundation Year hap-
pened to be 1989, which saw a drastic change 
in the course of events in Eastern Europe. 

Right before Christmas of that year, the 
Ceaușescus, the presidential couple, were ex-
ecuted following a revolution, and the com-
munist regime fell. 

Shots were still being fired in the street 
when I started revising, as I knew that the 
end of communism meant that there would 
finally be a national exam for those wishing 
to choose a medical specialty. Sure enough, 
in the autumn of 1990 I took the exam along 
with several generations of doctors who were 
eager to specialize but had not been allowed to 
after their graduation. My results were good 
enough to pick the specialty I wanted, which 
was cardiology.

What made you choose cardiology as a 
specialty?

Cardiology was and still is a very popu-
lar specialty, and at the time there were only 
a couple of training places in the country, at 
specialty clinics. The reason I chose this spe-
cialty has to do with my teachers. I had had 
eminent teachers for cardiology, and I chose 
one of these charismatic mentors to be my 
professional role model.

What do you do over the course of an 
average week?

I work in two settings. First, a large cardi-
ology hospital that is funded by the state and is 
more or less free for all insured citizens (a sort 
of NHS hospital), and I also work in my own 
private practice. 

So, my normal routine is working at the 
state hospital daily from 7.30am until 1pm, 
alternating seeing out-patients for one month 
and then in-patients for the next. I usually per-
form stress tests, with or without scintigraphy 
(an imaging technique used to monitor cardiac 
perfusion). Every afternoon, I see patients in 
the private practice until 8pm. As a result, the 
average working day adds up to around 12 
hours, but it is a timetable I have created for 
myself and enjoy doing. 

How easy is it to find a good work-life 
balance whilst working in cardiology?

I think everything has its time, like study-
ing and taking the right exams for advance-
ment. Delaying these decisions is not a good 
idea. Of course, family is important as well, 
and often important career decisions will over-
lap with decisions for starting a family and 
having children. 

Neither should be ignored, and it is possi-
ble to find a middle ground. On the one hand, a 

good career will make you feel accomplished 
and give you financial independence. On the 
other, having a child changes your perspective 
on life and makes you appreciate what is truly 
important and what is not. As a mother, I feel 
that children make your life a lot richer. Find-
ing the right partner may also be tricky, as they 
have to accept your very busy schedule. 

There are no infallible strategies here, but 
always remember that you can lose anything 
and anyone, with the exception of what you 
have learnt and what you know.

What are the main challenges for the 
healthcare system in Romania?

The issues that we face in Romania are 
probably similar to those of other countries. 
The main problem is a chronic underfinanc-
ing of the system, compounded by unreason-
able spending. This means that remuneration 
within the medical system is so low that it is 
unattractive to new doctors, leading to staff 
shortages. Moreover, the last few years have 
seen many doctors leave westwards in search 
of better salaries and working conditions. 

Due to the lack of funding, medical equip-
ment is often out of date, and malfunctions 
take a long time to fix (increasing waiting 
times). Some units that are common in west-
ern countries, such as stroke units, have not 
yet been set up in Romania. 

Unfortunately this means that in the case 

of a stroke, very little medical intervention 
can be done and it is more a question of luck 
whether someone recovers adequately or not. 
However, it is not all that bleak. Myocardial 
infarction is targeted well, with emergency 
treatment units set up over the last couple of 
years, and the emergency services are well ad-
ministered too. 

Dr. Eva Deak
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INSPIRATIONAL
QUOTE OF THE 

MONTH
“That’s the true spirit of 
Christmas: people being 
helped by people other 

 than me.”
 

Jerry Seinfeld 

(1954 - Present)

Pyscho-ho-ho-logy Crossword

Create your own BSS Model!
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Medics Hockey Match 
Report of the Month

Manchester VS Leeds
11/09/2014

By Jordan Dennis
A 9 am coach to Leeds started 

the day. By the time the pond in 
the pitch had cleared, we were 
ready. 

We started strong, Kardo and 
Jamie had recovered well from 
warehouse, Sophie and Claudia 
were doing great running up the 
wings, and Sophie was unlucky 
not to score. 

Sally had not recovered as 
well. Leeds had very little to of-
fer upfront thanks to our defen-
sive solidness, any chances were 
excellently saved by Jordan. Of-
fensively we were causing their 
defence troubles, but dodgy um-
piring and their keeper stopped us 
from scoring.

At half time it was 0-0, an-
other inspirational team talk 
clearly got the team fired up for 
a great second half of hockey. 
Aerials from Jarocki and Kardo 
were giving their defence difficul-
ties, allowing Poxon and Sally to 
pounce. Early in the second half 
Jarocki hit a superb reverse stick 
shot which Poxon excellently de-
flected in off the post. 1-0. Leeds 
started crying and their ringers 
could not prevent Jamie’s wonder 
strike from doubling our advan-
tage soon after. 

Freya and Amelia were rocks 
at the back, hardly letting players 
through. 

Leeds won a short corner. 
The shot was deflected up in the 
air and a Leeds player brought 
it down with his stick above his 
shoulder and cushioned the ball 
with his face, the following strike 
beat our defence and keeper, the 
umpire dismissed our justified 
protests. 

With a minute to go we had 
to keep it tight. The last hit of 
the game was deflected into the 
D, Jordan came charging out and 
volleys the ball beautifully (and 
safely) out of the danger zone. 
The umpire decided to be a d*ck 
and give a short corner, but we 
kept the shot out and won the 
game 2-1. Then we got drunk with 
‘sh*t chat’ Leeds.

This game was the best we 
have played all season. Everyone 
was amazing and should be very 
proud. 

Thanks to Poxon, Kardo, El-
lis and Daldorph who came up us 
just for the game. Onto the quarter 
finals!

MOTM: Kardo
DOTM: Poxon  

(for his ridiculous top knot) 

Title: [Your Name]’s model 
PhD: In the post

Comic sans is used to convey the irritation of having 

 to learn such models. In no way does Pacemaker 

endorse the use of Comic sans.  

Good luck.
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Compiled by  
Connor McLaughlin and Will Tsang
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COUGH, COLD, ‘FLU AND SORE THROAT MEDICINES WITH

*Full prescribing information can be found on the electronic Medicines Compendium (eMC) at www.medicines.org.uk *IRI Adult Cough Liquid £-Sales 52 W/E 25/1/14. 

 Covonia now has an                    cough medicine. It packs all the 
 clout of Covonia, without the alcohol.  

 
 

 And we’ve also got a                             too, giving us the most 
 comprehensive ‘free from’ range on the market. 

 
 

 With a                            of TV, Press, Online and PR support, it’s no 
 surprise that Covonia drove 85% of the UK Cough Market’s growth 
 over the last 2 years!*  

  
 

www.feelitworking.comwww.feelitworking.com

Not a medicine.
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By Ryan Tunstall
At the end of the summer of 2011 

my life was shaping up very nicely; 
little did I know that my very exist-
ence would soon depend entirely on 
the incredible generosity of a stran-
ger from Germany. 

At the time I was a student at 
Imperial College London and had 
just finished the third year of my 
four-year Master’s in Aeronautical 
Engineering. I’d spent the summer 
working as an intern for Deutsche 
Bank, who offered me a full time job 
for when I finished my degree.  Af-
ter the internship I decided to travel 
from London to my hometown of 
Stoke-on-Trent to spend some time 
with my family. 

I’d been feeling tired but as-
sumed it was because I’d been work-
ing hard. When I got to my mum’s 
house I quickly got sicker. I was 
exhausted with cough and flu like 
symptoms. 

After a few days I went to the 
doctors, who diagnosed me as hav-
ing an infection and gave me some 
antibiotics. I remember the trip to 
the doctor’s well, I looked so rough 
that the doctor asked if I was home-
less and I almost fainted on the short 
walk back to the car.

Then about 5 days later on Fri-
day 16th September 2011 I went 
massively downhill. It started with 
me sneezing up congealed blood. I 
went to the emergency doctors, they 
were dismissive and also said I had 
an infection. 

They were ready to send me 
home with stronger antibiotics, but 
as the prescription was printing 
I fainted in my chair. After a few 
minutes I came around, was carried 
to my mum’s car and sent to A&E 
down the road. At the hospital I was 
quickly seen by a nurse who took a 
blood test. It was about one o’clock 
in the morning at this point.

8AM the next morning a consult-
ant arrived. Dr Neil Phillips is one 
of the most amazing doctors I have 
ever met. I am 100% sure that if it 
were not for him and the incredible 
Professor Charles Craddock I would 
be dead. They stood by me every 
step of the way; when other doctors 
thought I could not be helped they 
had the belief and courage to give 
me a chance.

I remember very clearly Dr Phil-
lips saying ‘I’m really sorry but you 
have acute lymphoblastic leukae-
mia, it’s very treatable, you’re a fit 
and otherwise healthy young man 

and you will beat this’. I didn’t even 
understand what leukaemia was; 
I just had a vague impression of it 
being a disease that affects young 
children.

I was immediately put into 
Stoke’s Cancer Center; this was to 
be my home for the next 4 months. 
Everything happened so quickly; 
over the next few days I had many 
blood tests, blood transfusions, a 
bone marrow biopsy and even sperm 
banking in preparation for the in-
evitable long-term consequences of 
chemotherapy. 

It was difficult enough to process 
all of the different individual things 
that doctors and nurses were doing 
to me, let alone take in my diagno-
ses. 

My lifelong phobia of needles 
was quickly cured but sadly the 
same could not be said of my cancer.

Initially I was treated using a 
standard chemotherapy protocol. 
This made me really sick: I lost all 
my hair, a load of weight and at one 
point my urine even turned bright 
pink. But it had absolutely no effect. 
I cannot emphasise enough how cru-
cial the positivity of Dr Philips was 
when I received the crushing news.

Dr Phillips consulted with Prof 
Craddock and his team at the QE 
hospital in Birmingham. They de-
cided on a treatment called FLAG-
IDA. 

I thought the first Chemo was 
bad but this was even worse. 

It damaged my leg muscles to the 
extent that I could not walk. I was 
exhausted but could not rest due to 
being continuously hooked up to 
various chemo drugs, painkillers, 
transfusions, anti-sickness meds and 
transfusions. 

Then there were the unsettling 
hallucinations, guaranteed to start 
just as I was about to catch some 
sleep. But to everyone’s relief it got 
me into a remission.

A few weeks later, just as my 
legs started to recover came another 
round of FLAG-IDA to keep me in 
remission. But by this point I was 
deemed to be at a high risk of a re-
lapse and my bone marrow was bad-
ly damaged. I needed a bone marrow 
transplant. My younger sister was 
tested but wasn’t a match.

The Anthony Nolan charity set 
to work, searching their own UK 
and other worldwide registers for a 
matching donor. 

The matching requirements are 
incredibly specific and I was terri-

fied a donor would not be found. 
The news that a stranger in Ger-

many was a match and was willing 
to donate was probably the biggest 
relief of my life. I was then sent to 
the QE hospital In Birmingham for 
my transplant.

Everyone thinks that bone mar-
row transplants are painful and I was 
initially terrified that someone was 
going to be drilling into my bones. 
But like 90% of other patients today, 
I had a newer procedure called pe-
ripheral blood stem cell transplanta-
tion (PBSC). 

I didn’t get a new bone marrow 
directly, instead I got some stem 
cells that magically formed a new 
bone marrow inside of me. 

This made the transplant itself 
an anticlimax and similar to a blood 
transfusion.  It also made the pro-
cess a lot simpler for my amazing 
donor. He had some GCSF drugs 
for a few days so he’d make more 
stem cells, before spending a day in 
hospital hooked up to a machine that 
takes blood from one arm, filters it 
to get the stem cells and then puts 
everything else back into the other 
arm.  Once donated, his stem cells 
got sent from Frankfurt to me in Bir-
mingham.

Before my transplant however, 
they needed to kill my existing bone 
marrow. First, I had radiotherapy 
to the head. Then, I had a week of 
total body irradiation followed by 
chemotherapy. I felt like I’d been in 
a nuclear accident, particularly when 
I woke up in the middle of one night 
with a face so swollen that I couldn’t 
see out of my eyes.

I had the transplant itself on Val-
entine’s Day 2012, and about six 
weeks later I went home. The re-
covery period involved many trips 
to hospital; my weak immune sys-
tem meant I was continually picking 
up infections and I had some issues 
with Graft-vs-Host disease along the 
way. 

But the transplant worked and 
thanks to my amazing anonymous 
donor in Germany I’m still here to-
day; I will never be able to thank that 
man enough.

Fortunately, I have now fully 
recovered, and I even managed to 
run the London Marathon this year. 
I finished my Master’s and am now 
doing my PhD here in Manchester. 

Back in the summer of 2011, 
I thought that I was invincible and 
took my health for granted. I was 
incredibly lucky to find a matching 

Surviving leukaemia and my mission to get more  
students to join the bone marrow register

donor, but sadly many people are 
not so fortunate. In the UK, people 
from black, Asian or ethnic minor-
ity backgrounds have only a 20.5% 
chance of finding a best possible 
match donor, should they need a 
transplant. 

In general, students are young, 
fit and healthy, and our university 
is incredibly diverse. There is huge 
potential for each and every student 
at this university to help change the 
shocking statistic I just quoted, sim-
ply by joining the Anthony Nolan 
register. 

All you need to do is fill in a 
form and give a spit sample at one 
of Manchester Marrow’s regular 
recruitment clinics (see Facebook 
page). 

The chances of you ever being 
asked to donate are incredibly low 
(~1/100). 

Most people think bone marrow 
donation is scary but 90% of patients 
now have the same type as transplant 
as me; meaning the vast majority of 
donors donate using PBSC, which is 
relatively painless and is like an ex-
tended version of giving blood.

Help make a CHANGE. Be a MATCH. Save a LIFE.
Find out more on https://www.facebook.com/ManchesterMarrow

Success completing the London marathon 

 and raising money for Anthony Nolan
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Women in Medicine:  

A Potted History for Post-Prandial 

Ponderers or, Men are Idiots 

By Matt Betts
If you take a minute to google 

‘women in medicine’ you will be 
granted by a plethora of sites, chari-
ties, articles and comment detailing 
the role of women in healthcare. The 
myriad sites includes one frankly, 
absurd article from a well-known 
tabloid rag (let’s call it the Maily 
Dail) claiming that having ‘so many’ 
women practitioners is ‘hurting’ the 
NHS rather than helping (preserve 
five minutes of your life for some-
thing else and don’t even bother 
looking for it). 

Tabloid hackery notwithstand-
ing, when it came to pondering the 
scribbling of this article, I was much 
more interested in finding out a little 
about what sort of role women have 
played in medicine throughout his-
tory. The further back I could go, I 
thought, the better. 

Honestly, I went about the 
task ready to be disappointed, 
and to find out that women hadn’t 
been allowed membership to the 
#lookatmearen’tIgoodeverybody 
gentleman’s club, which has so often 
been the case. Essentially, I wanted 
to see what kind of role women have 
played before the days of egalitarian 
values; we all know that men are the 
worst thing that has ever happened 
to women, but are we also the worst 
thing that has ever happened to 
women in medicine too?

I could dimly recall from my 
‘medicine through time’ GCSE His-
tory days that women had rather 
consistently played second fiddle to 
men in healthcare; professional no-
menclature is laced with sexism and 
represents a fuzzy hangover from 
the days of wholesale workplace in-
equality: there remains no male term 
for ‘midwife’, for example – unless 
you speak French (‘accoucheur’) - 
and a male nurse is oftentimes cat-

egorised as just that, a ‘male nurse’. 
However, gender politics aside, I 

was intrigued to discover that wom-
en have indeed played a role in med-
icine throughout medieval history, 
and a significant one at that. 

The list is extensive and poten-
tially exhaustive so, for the sake of 
a quick read over a coffee in Chro-
mozone, here are a few to whet your 
appetite:

Alongside the ancients of a more 
household name – we all remember 
Hippocrates, Galen and Asclepius 
– we had Merit Ptah, for instance, 
kicking around Egypt around five 
thousand years ago, who bears the 
honour of being the first named fe-
male physician in history, and Ag-
nodice, the first legally practising 
female physician, gynaecologist 
and midwife in Ancient Greece who 
touted her wares in the fourth cen-
tury BCE.

Beyond there, it appears that 
Western Europe has religion to thank 
to a large extent: convents through-
out the medieval continent were es-
tablished powerhouses of research 
and learning, and the twelfth century 
abbess Hildegard of Bingen is tradi-
tionally considered Germany’s first 
physician. 

Further South, Italy had a similar 
figure in one Trota of Salerno who 
is associated famously with one trea-
tise ‘De Curis Mulierum’ ‘On Treat-
ments for Women’, and could boast 
a number of recognised contributors 
to the art, including Dorotea Bucca, 
who held the chair of philosophy 
and medicine at the University of 
Bologna for nigh on half a century 
from around 1390.

So far, so good. Lots of reason 
to be the opposite of disappointed, 
whatever that might be, so much 
so that I knew something had to go 
wrong. 

And, so it did. A man famed for 
his malodorous treatment of the op-
posite sex was about to amble flab-
bily around the corner and burst my 
lovely bubble. Yep, you guessed it, 
Henry VIII, the Crap Banter Express 
himself, just rolled into the station. 
His crime? When he granted the 
charter for the Company of Barber 
Surgeons in 1540, he barred women. 
Terrific. Although, not is all quite so 
terrible for, it appears, women still 
continued to practise, but in the ab-
sence of any kind of formal training 
and qualification.

Britain still had some way to go, 
it seems, and it was left to other Eu-
ropean countries to fly the flag: Dor-
othea Erxleben was the first women 
to be granted medical qualification 
in eighteenth century Germany, for 
example, alongside most of Western 
Europe in officially training women 
well into the nineteenth century, 
when Britain just about caught up 
and Frances Hoggan became the 
first female Brit to earn a doctorate 
in medicine in 1870 (in Switzer-
land...). Well, I did say we had just 
about caught up.

Ultimately, I think I speak for us 
all when I say we’re probably still 
not there in terms of gender equal-
ity in the health service (a debate for 
another time, perhaps). 

Fundamentally, the ever-chang-
ing balance of roles and people fill-
ing said roles is one of the things 
that makes the prospect of working 
in healthcare so stimulating and vi-
brant. 

Regardless of what the Maily 
Dail would have us believe – that 
2017 will mark the first year in 
which there are more female doc-
tors in the NHS than male – it will 
be challenging for us all, whether 
you have a willy, girly bits, both, or 
neither.

Medics Rugby Match 
Report of the Month

Manchester VS Liverpool
26/11/2014

By Alex Pett
Manchester welcomed Liver-

pool for the third round of NAMS 
fixtures. Manchester, fielding one 
of their strongest teams of the 
season, started with some elec-
tric footwork and handling in the 
backs, creating space for Morris 
and Josh Thompson, with Davis 
scoring a well-worked try.

Liverpool worked hard in de-
fence, but it was only a matter 
of time before new 10-12 com-
bination Knight and Waldin set 
free James Williams to cross the 
whitewash.

Manchester’s pack were keen 
to front up this time round. The 
breakdown was fiercely contest-
ed, with Liverpool’s back row 
causing trouble. However when 
Manchester had a line-out and a 
strong driving maul saw Man-
chester push Liverpool over their 
own line, allowing Marcus Clarke 
to touch down.

Waldin’s reliable boot round-
ed up the half, with the score at 
24-0.

Liverpool were keen to try 
and inspire a comeback. How-
ever Manchester’s consistent line 
speed and intensity, constantly 

thwarted Liverpool’s attack. 
Smart kicking from the backs 
meant Liverpool were frequently 
frustrated, and having to play 
from deep.

Liverpool began to tire. Man-
chester took advantage with a 
flurry of tries to finish the game.

The highlight of these came 
when second row Luck scored the 
first of his brace of tries. 

He burst through the defence 
to be confronted by the full-back. 
A simple pass would result in a 
score. Yet he showed the full-back 
a sizeable dummy before shrug-
ging off the covering winger, to 
finish under the posts.

2 tries from Tom Thompson, 
Josh’s second try and one from 
Pettit followed, with smart foot-
work fooling defenders on both 
occasions. 

This included strong build up 
play from the forwards, includ-
ing a scrum won against the head. 
Waldin converted all 8.

A real statement laid down 
from the Manchester Medics to 
the rest of the conference, and 
they will be keen to keep up this 
level of performance in both 
league and NAMS action.


