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By Cressie Moxey
MPs have voted in favour of a 

reproductive technology using DNA 
from two women and one man. The 
proposed change to the law, notably 
an amendment to the Human Ferti-
lisation and Embryology Act, will 
now pass to the House of Lords, who 
have the power to delay the passage 
of the amendment into law. 

The UK is set to become the first 
country to license the technique, 
which has the potential to prevent 
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By Jemima Heap
The Herpes Viruses Association 

estimates the prevalence of genital 
herpes to be 10% (although facial 
herpes is much more prevalent and 
both types can be passed between 
mouth and genitals), of which 8/10 
people do not know they are in-
fected. Symptoms can range from 
no outbreak or mild itching and red-
ness, to painful blisters and systemic 
malaise. We spoke to a young wom-
an who was diagnosed with herpes 
last year.

What symptoms did you get 
and what did you think they were?

First of all it was flu-like symp-
toms and I felt a bit off. Then it was 
general soreness and red cracks and 
that’s when I went to the doctor, but 
she misdiagnosed it because there 
were no actual sores- the sores didn’t 
appear for a week. 

Then it was very painful and 
there was pus. Because the sores 
were near my genitals it was excru-
ciatingly painful to use the loo. I 
couldn’t even run water over it so I 
couldn’t shower or anything, which 

made it worse because you have to 
keep it clean.

How were you diagnosed?
It became so painful I could 

barely breathe, so my dad took me 
to A&E and the doctor just looked 
at it and instantly knew. I have nev-
er actually had a proper blood test, 
which I find really weird, because 
you would have thought they’d want 
some conclusive results, but all the 
doctors I’ve talked to since haven’t 
really mentioned it and apparently 
the symptoms are so obvious you 
don’t need that.

How did you feel when you 
were told you had herpes?

I guess I was shocked because I 
was told that I didn’t have it by the 
first doctor. And then I felt a sense 
of helplessness and disbelief and 
was thinking, ‘what do I do, what 
happens now’, because herpes had 
never really been mentioned to me, 
so I never knew about it. 

It didn’t really help that the doc-
tor said, ‘I’m so, so, so sorry’ as if it 
was a death sentence; I suppose that 
she wanted to be sympathetic, but it 
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just made it seem worse than it was.
What happens now when you 

get a breakout? How does herpes 
affect you?

I don’t get breakouts anymore, 
because I’m taking 400mg aciclo-
vir twice a day. I started that be-
cause I was constantly getting small 
breakouts and I couldn’t pass stool 

babies born with mitochondrial dis-
eases. 

A modelling study published last 
month estimated that 2,473 women 
in the UK could receive the new IVF 
technique, benefitting 150 births per 
year. 

The majority of genetic material 
in our bodies is contained within the 
23 pairs of homologous chromo-
somes; with one set being inherited 
maternally and the other paternally.

contInued on Page 4

By Cressie Moxey
36-year-old mother of six with 

an IQ of 70 and an autistic spectrum 
disorder, known as DD to protect the 
identity of her children, should be 
sterilised for her own safety, a Lon-
don High Court judge has ruled. 

The case arrived in The Court 
of Protection (which rules in cases 
when people lack the capacity to 
make decisions for themselves), fol-
lowing concerns for the life of the 
36-year-old and her baby should she 

undergo a further pregnancy. 
Doctors informed the Court that 

when her last baby was delivered by 
Caesarean section, DD was found 
to have a ‘tissue paper thin’ uterine 
wall. 

Her doctors warned that a fur-
ther pregnancy would likely result 
in uterine rupture: a ‘significantly 
life-threatening event’ for both child 
and DD, whose obstetric history was 
described to the Court as ‘extraordi-
nary, tragic and complex’.

UK Set To Become First Country to  
Legalise ‘Three-Parent’ IVF 

Mother With IQ of 70 Can be Sterilised For Her Own Safety 
“Not a case of ‘eugenics’”

Havin’ Herpes 
What’s it like to have an STI?

because it was painful and couldn’t 
have sex – my confidence was shot 
because I couldn’t really do any-
thing. When I did have breakouts 
I was givem 200mg aciclovir five 
times a day for five days. They start 
working after about two days and 
you can kind of guess when your 
symptoms are coming because you 

start to get flu-like symptoms and 
a bit sore, but the sores don’t affect 
daily life for about four days, so you 
can get the pills straight  away to 
stop it getting that bad. I use Epsom 
bath salts, Sudocrem and take a laxa-
tive. The sores take around a week 
to heal.

contInued on Page 2

DD has given birth to six chil-
dren, ranging in age between 6 
months and 12 years. All six of the 
children are in permanent care, and 
she has no contact with them. Four 
were born within the past five years, 
and two of the children born in con-
ditions described to the Court as 
‘unhygienic and overrun by pets’. 
Although denied, there is evidence 
that barbecue tongs were used as 
forceps.

contInued on Page 4
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Cover Story:
Havin’ Herpes

By Jemima Heap
contInued FroM cover - Physi-

cally, you can’t walk or sit down 
and you wince a lot so people no-
tice. Also, I didn’t want to use the 
toilet so I wouldn’t eat or drink very 
much, which would then make me 
more ill. Emotionally, I worried that 
people would notice so I wouldn’t 
go out and even when I don’t have 
an outbreak it comes back like a 
shadow and puts a dampener on 
whatever I’m doing – it makes you 
feel really down. It doesn’t affect my 
current relationship, but I do worry 
about future ones because it’s such a 
big pressure to put on something so 
early, so I have lower standards and 
lower confidence.

Were you offered counselling 
when you were diagnosed?

They said that once we got it 
sorted out I could get some coun-
selling, but when I went back for a 
check up they didn’t mention it so I 
didn’t chase it up. 

I am thinking of going to Uni to 
maybe talk to the counsellors there, 
but it’s a hard thing to say out loud. 
It’s more other peoples’ reactions 
that I worry about and my confi-

dence that’s been damaged rather 
than the actual thing – I don’t care 
that much but I worry that other peo-
ple will and so that makes me quite 
scared.

What do you think of the doc-
tors you’ve encountered?

The A&E doctor gave me exag-
gerated facts and told me I might not 
be able to have children. That made 
it even worse, because not only did 
I not know anything about what her-
pes is and what it meant, I was being 
told part of my life had been poten-
tially taken away when I didn’t even 
understand what I’d been told in the 
first place. I found out it wasn’t true 
when I looked online. 

Then I talked to a nurse on the 
phone who, when I started crying, 
told me to stop getting so upset be-
cause ‘everyone has it anyway’. 
That made me feel better, but look-
ing back it seems like a bad thing to 
say as it seems like she was encour-
aging me to go and spread it. My 
Uni GP was really friendly and re-
ally nice, but she had a go at me for 
not using condoms, which I guess 
was her doing her job, but she was 
quite unsympathetic considering I 

can’t change it now and I will use 
condoms.

What would you say to a medi-
cal student or junior doctor who 
is meeting a patient who has been 
diagnosed with an STI?

There are loads of charities and 
foundations online that have been 
more in depth and accurate than 
what doctors have told me. I think 
the doctor expected me to know 
what it was already, but if it’s not 
curable, you have to focus on the 
positive and be very information-
based with trustworthy statistics, not 

just random devastating facts. All 
the information, all the statistics, all 
the testaments of people who have 
it: they make it much more manage-
able. 

I read online that someone calls 
it glitter, because it gets everywhere, 
but it makes whatever it was spilt on 
more beautiful. When people say it’s 
okay to have it, it doesn’t make you 
feel less of a person.

Did you think about your sexu-
al health before?

Before I was regularly checked 
for chlamydia and gonorrhoea be-

cause there are postal kits and infor-
mation about them is everywhere, 
but as I said I had never heard of 
herpes. Syphilis and HIV are hardly 
ever mentioned either.

If you have any concerns or 
would like to know more about geni-
tal herpes, go to http://www.herpes.
org.uk for more information, or con-
tact your GP.

For an online sexual health self-
assessment, see http://www.nhs.uk/
conditions/Sexually-transmitted-
infections/Pages/Introduction.aspx  
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“We believe in empowering 
young people to make informed  
choices about their sexual and  

reproductive health.”

By Sexpression
Sexpression is a nationwide so-

ciety, which promotes sexual health 
and aims to empower young people 
to make decisions about their rela-
tionships and their bodies. The Man-
chester branch was set up in 2009 
and is involved in many activities on 
and off campus. 

Our society is made up of stu-
dents from many different back-
grounds and all of our work is 
voluntary. We aim to provide a non-
judgemental environment where 
young people can access reliable in-
formation on topics including STIs, 
contraception and sexuality.

One of our main activities is 
teaching Sex and Relationships Edu-
cation (SRE) in secondary schools in 
Manchester. 

We train students from the uni-
versity to teach a wide range of les-
sons; the focus of these ranges from 
puberty, to sexuality and relation-

ships. The schools we work in have 
children from many different back-
grounds, and we have worked with 
more vulnerable groups, like young 
children with disabilities. As SRE is 
not compulsory, in some schools we 
are the sole provider of sex educa-
tion. 

More recently Manchester Sex-

pression has extended its work to 
provide services for students on 
campus. 

For the past 2 years, with sup-
port from Manchester Students Un-
ion, we have been offering weekly 
Chlamydia and Gonorrhoea testing 
for students, run in their halls of 
residence. We are involved in edu-

cational evenings and health pro-
motion activities, like handing out 
condoms. 

We try to increase awareness 
and destigmatise sexual health by 
offering reliable information for stu-
dents in a way that is easily acces-
sible. Alongside other societies we 
have also campaigned around issues 

of consent, safe terminations and 
LGBT rights.

We are really excited to be in-
volved in bigger projects like ‘Sex 
Week’, where we can work with 
other societies to encourage young 
people to talk about sex and make 
informed choices within their sexual 
relationships.

Sexpression: Presenting ‘Sex Week’

Obstetrics and Gynaecology Society
By OGSOC

The Obstetrics and Gynaecol-
ogy Society (OGSOC) is a Medi-
cal society at the University of 
Manchester, which aims to pro-
vide an insight into this specialty. 

The society has achieved great 
success and continues to grow, 
with the committee regularly 
meeting to touch base and organ-
ise events. Obstetrics and Gynae-
cology is an exciting and continu-
ally evolving specialty, forming 
an integral part of the curriculum. 

Exposure to such a varied spe-
cialty allows medical students to 
develop an appreciation for medi-
cal and surgical disease manage-
ment, as well as enhance their 
skills in health promotion, ethics 
and counselling. As a commit-
tee, we are passionate about har-

bouring an interest in the specialty 
amongst all students, as well as fa-
cilitating those interested in pursu-
ing a career in Obstetrics and Gy-
naecology. 

Each year we organise two re-
vision weekends for fourth year 
Medical students, preparing for 
their Families and Children Module 
OSCE. Listening to student feed-
back has allowed us to develop an 
extremely successful weekend. 

Obstetrics and Gynaecology 
Specialist Registrars present the 
lectures and run small interactive 
workshops to ensure a high standard 
of teaching. In addition, we also host 
revision lectures for first year stu-
dents, in order to supplement their 
studies for the Semester 1 Exam and 
OSCE. 

Obstetrics and Gynaecology is 

a highly topical area, which pro-
vides interesting discussion points. 
To encourage such discussion, we 
have arranged two lectures so far 
this year; ‘Obesity in Pregnancy’ 
and ‘An Introduction to IVF’. 

The society continues to devel-
op and we are currently in the pro-
cess of organising our first student 
conference, which will provide 
students with the opportunity to 
present their work and meet some 
influential doctors from the field. 

We look forward to meeting 
some of you at future events and 
building on the committee’s suc-
cess. 

If you have any suggestions 
for future events please contact 
us via our Facebook page https://
www.facebook.com/Manchester-
OGSOC

From the 2nd – 8th March, 
Sexpression will be holding a ‘Sex 
Week’. From sexual pleasure work-
shops to STI testing, Sex Week is 
an attempt to get all students talk-
ing about sex and sexual health. We 
also have some talks aimed specifi-
cally at medics and nurses, such as 
LGBTQ issues in healthcare. Brook 

will be hosting an online chatroom 
throughout the week for any sex-
related questions you may have, de-
tails of which are to follow soon. We 
have a variety of events planned for 
the week (itinerary below) includ-
ing TINDER LIVE speed-dating to 
raise money for some great causes 
so please come along!

Monday 2nd 
Sexual Health and Guidance Stall, 

run by Palatine – 
10-4pm, SU Foyer.

Tuesday 3rd 
Stirred Poetry Workshop – 

2-4:00pm, Room 2, SU

Action for Trans Health and the 
LGF Discuss LGBTQ Issues in 

Healthcare – 
3-6:30pm, Room 4, SU.

Sex Themed Quiz – 
6- 7:30 pm, SU bar.

All About ‘Sex Week’

Wednesday 4th
Sexual Pleasure Workshop  

(please note this is for self-defining 
women only) - 

4-5:30 pm, Room 3, SU.

Positive Voices Speaker Discusses 
Living with HIV -

5-7:00 pm, Room 2, SU.

STI Testing –
2-5pm, SU Foyer.

Thursday 5th
Save our NHS and Sexual Repre-

sentation Network Discuss Consent 
TBA.

Craftivism, 
5-7pm, SU Foyer.
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UK Set To Become First Country to  
Legalise ‘Three-Parent’ IVF

By Cressie Moxey
contInued FroM cover - How-

ever, a small amount of genetic ma-
terial is contained within the mito-
chondria (mtDNA). 

Unlike the rest of our DNA, 
mtDNA is inherited only from the 
mother. Hence, women carrying 
mtDNA mutations pass these direct-
ly to their offspring, with no paternal 
influence. 

The IVF technique aims to pre-
vent these mitochondrial diseases by 
replacing the maternal mitochondria 
with donor mitochondria. Despite 
the nickname ‘three-parent-IVF’, 
only 1% of DNA would come from 
the ‘third parent’. 

There are currently two IVF mi-
tochondria replacement techniques 

at the research stage: pronuclear 
transfer and spindle transfer. 

Ethical concerns have been 
raised regarding the implications of 
creating an embryo with genetic ma-
terial from three parents. 

Such considerations include de-
bate over the anonymity of the donor 
parent, and the long-term psycholog-
ical effects of a child knowing it was 
born using donated tissue. Opponent 
views cite the ‘slippery slope’ argu-
ment with regards to setting a prec-
edent to altering genetic material of 
an embryo, and the uncertainty sur-
rounding how these techniques may 
be used in the future.  

The first attempt is expected this 
year, if there is also a ‘Yes’ vote in 
the House of Lords. 

Mother With IQ of 70 Can be 
Sterilised For Her Own Safety 

By Cressie Moxey
contInued FroM cover - In an-

other birth, DD contested that the 
pregnancy resulted from a tablet 
purchased at a health food shop.    

Mr Justice Cobb ruled that DD, 
who has an autistic spectrum disor-
der, lacked the capacity to decide for 
herself. He has authorised interven-
tion for the 36-year-old to be steri-
lised, rather than have an intrauter-
ine device (IUD) inserted. He said 
there was reason to believe that DD 

would not disclose to the medical 
professionals were the IUD expelled 
or removed, and that long-term ad-
ministration of repeat contraception 
would be intrusive and ‘utterly ob-
jectionable’.  

Giving judgement, Mr Justice 
Cobb stated, “This case is not about 
eugenics. This outcome has been 
driven by the bleak yet undisputed 
evidence that a further pregnancy 
would be a significantly life-threat-
ening event.”

By Niall Byrne
Many of you might be familiar 

with the Anthony Nolan bone mar-
row register, which helps patients 
with blood cancers and blood dis-
orders, such as leukaemia, to find 
a suitable match for a transplant. 
However, a new scheme is giving 
new mums a chance to save a life 
on the day they give birth. 

The blood from umbilical 
cords is rich in potentially life-
saving stem cells that can be used 
in a transplant, but all too often 
is discarded as there are only a 
small number of centres equipped 
to collect it.  St. Mary’s Hospital 
in Manchester has been chosen as 
one such centre due to the ethnic 
diversity and high birth rate at the 
hospital. Stem cells from cord 
blood are more adaptable and 
consequently do not need to be 
as closely matched as adult stem 
cells. This increases the chances 
of someone from an ethnic minor-

ity background (who tend to be un-
der-represented on the bone marrow 
register) or with an unusual tissue 
type finding a suitable match. 

After delivery, the placenta and 
the umbilical cord can be taken 
away by one of the Anthony Nolan 
team who then extract the remain-
ing blood. The blood sample is sent 
to specialist labs where the sample 
is then analysed. Dependent on the 
quantity and quality of the stem cells 
in the sample the cells can be used 
for a lifesaving transplant or, if un-
suitable for transplant, for medical 
research. If the stem cells are suit-
able for transplant, then the sample 
is tissue typed and can be kept cryo-
genically for up to 25 years. 

To agree to donate their umbili-
cal cord blood expectant mums are 
counselled about the process, to en-
sure informed consent and complete 
forms with some medical infor-
mation. The Anthony Nolan Team 
currently consist of a full time spe-

Saving Lives from Day One
cialist midwife and 9 dedicated 
cord blood collectors, however 
we are looking for volunteers to 
work with us to promote the col-
lection facility.  The role of the 
volunteer would be based in the 
antenatal services department of 
Saint Mary’s on the ground floor, 
giving out leaflets to women and 
their families, discussing the cord 
blood programme, answering 
questions and assisting in comple-
tion of forms.

Volunteering would be a great 
method of building up some use-
ful communication skills, would 
look great in your portfolio and 
would be an especially good op-
portunity for anyone interested in 
oncology, obstetrics or neonatol-
ogy. For further information or 
to apply to be a volunteer, email 
Manchester Marrow at mar-
rowmanchester@gmail.com or 
via Facebook at www.facebook.
com/ManchesterMarrow
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By Olivia Holtermann Entwistle 
Love, Oh love! From the puppy 

love of Valentine’s cards to the epic, 
life destroying agony of Romeo and 
Juliet, love is without doubt one of 
the most powerful human emotions. 
But might cupid’s famous arrow be 
nothing more than a chemical reac-
tion? 

What a disappointment it might 
be to think that Henry VIII beheaded 
and divorced more queens than you 
can fit in a people carrier just be-
cause his pheromones were out of 
whack. 

Or maybe it will have served 
as comfort to you, crying into your 
Quality Street last Saturday, that 
what you were feeling was really 
nothing more than a cascade of neu-
rotransmitters.

One seminal study, by psycholo-
gist Arthur Aron, has shown that the 
type of closeness we feel with a real 
romantic partner can be induced by 
several exercises. In his experiment 
Aron formulated 36 questions that 
accelerated the process of intimacy 
over 45 minutes. 

The main element generating 
closeness between the pairs was 
steadily accelerating, reciprocal 
self-disclosure. Meaning for each 
piece of personal information one 
person shared the other would share 
a similar piece of information about 
themselves. Which might be good 
news for all you over-sharers out 
there, who have already revealed all 
your hopes and dreams and favourite 
baby names before your starter plate 
has been taken away. 

The questions, for example, ‘Do 
you want to be famous’ are designed 
to lead to the right amount of per-
sonal disclosure to foster a sense of 
togetherness. 

Interestingly, the matching of 
partners based on a questionnaire, to 
attempt to ensure compatibility had 
no significant effect on the degree 
of closeness felt after the test. How-
ever, one sure passion killer, when 
compared to the 36 questions, was 
small talk. 

So maybe next time you meet 
someone for a drink, avoid any men-
tion of the weather and dive straight 
in with some closeness aiding mu-
tual exploration of your psyches. 
It clearly worked for two pairs in 
Aron’s original 1997 study, who al-
legedly got married following the 
experiment. (for suggestions down-
load the 36 questions app, designed 
with the help of Aron). 

These questions might help you 
to get a little closer to your next 
Tinder date, but how do we explain 
the sweating palms and racing heart 
of love at first sight, the kind that 
strikes you dumb, without any warn-
ing? 

Well it seems you may have your 

prefrontal cortex to blame for that. 
This area of your brain (that has 
no doubt plagued all you Year 2’s 
through Sem 3 – no I still don’t re-
ally know what it does) apparently 
determines, in a split second, who 
we find attractive. 

In a study conducted at Trin-
ity College Dublin, 73 heterosexual 
men and 78 heterosexual women (all 
single I hasten to add) were placed in 
MRI scanners and shown pictures of 
potential dates. 

They were then asked to rate 
their desire to date that person on a 
scale of 1 to 4. They also rated that 
person’s attractiveness and how lik-
able they thought the person would 
be. All the participants and potential 
dates then attended a speed-dating 
event together. 

It turns out that we are in fact 
very good at making snap judge-
ments, as 63% of participants agreed 
with their initial assessment based 
on the picture, after a five-minute 
speed date. 

The activity of the prefrontal 
cortex was highly predictive of who 
the participants chose to pursue ro-
mantically at the speed dating event. 
And it seems beauty really is in the 
eye of the beholder, as two elements 
appear to be at play when determin-
ing attraction to another person. 

General attractiveness is evalu-
ated by the paracingulate cortex, 
meaning if you showed most men 
a picture of Angelina Jolie, their 
paracingulate cortices would light 
up like Christmas trees. However, a 
second, modifying judgement takes 
place which assess the potential so-
cial compatibility between you and 
a partner. 

Should you believe yourself to 
be compatible with that person on a 
deeper level your rostromedial pre-
frontal cortex will go into overdrive. 
So just finding someone physically 
attractive doesn’t mean you see 
them as a potential mate. So all us 
less-than-Angelina’s can breath a 
sigh of relief. 

And when you do finally get that 
coveted date, you might be able to 
tell if they mean love or just want 
a quick roll in the hay by beadily 
watching where their eyes rest. A 
study by the University of Chicago 
has found that if your date sees you 
as a potential long-term romantic 
partner they will look you in the 
eyes. 

If they’ve got lust on the brain 
they are more likely to look at your 
body. If they don’t look at you at all, 
I would suggest skipping dessert and 
deleting their phone number! 

So suppose you do meet some-
one that makes your prefrontal cor-
tex glow, someone who asks you all 
those 36 closeness-generating ques-
tions and looks you dead in the eye 

over your aphrodisiac loaded oys-
ter plate, what then? Well it seems 
you enter a sort of neurotransmitter 
fuelled pseudo-lunatic state where 
you can think of little else. 

Dr. Donatella Marazitti, a re-
searcher into the neurobiology of 
love at the University of Pisa (those 
Italians know a little something 
about amore after all), has shown 
that love is associated with seroton-
ergic abnormalities also seen in con-
ditions like Obsessive Compulsive 
Disorder. 

As Marazitti puts it “the risk 
of becoming fully “obsessive” or 
“paranoid” about the partner might 
be the cost to pay, in evolutionary 
terms, in order to get a greater likeli-
hood of bonding and faithfulness in 
the relationship”. 

You might also experience some-
thing similar to the dopamine fuelled 
manic phase of bipolar disorder, be-
ing full of energy, unable to sleep 
with a mood so elated your friends 
will find you impossibly irritating 
to be around (does anyone recall 
watching Tom Cruise jump up and 
down on Oprah’s sofa proclaiming 
‘I’m in LOVE’? – I have one word 
for you Tom…divorce). 

So, if you do act a bit Cruise-
esque in the throes of love, blame 
your brain chemistry and rest easy 
in the knowledge that such dizzy-
ing attraction only lasts between 6 
months and 3 years, or more bluntly 
put, the time it takes a male to get a 
female pregnant and ensure the birth 
of some offspring. 

With that I can hear a thousand 
monogamy addled romantics roar, 
“But look at the penguins, they mate 
for LIFE!” Well, those stringently 
faithful penguins might owe some 
of their ever-lasting love to oxytocin 
and ADH. 

That post-coital cuddle isn’t just 
a sweet expression of affection but 
actually an oxytocin driven bond-
ing ritual designed to cause strong 
attachment between partners. Yes, 
that is the sound of a ball and chain 
being slowly locked around your an-
kles boys. 

But it won’t be enough to ban 
cuddling if you want to remain eter-
nally unattached, you will also have 
to knock out your own ADH produc-
tion. This hormone, usually used to 
stop you weeing, has been shown to 
help the prairie vole form long-term, 
human like romantic bonds with 
their partner. 

When the gene for ADH was 
knocked out in prairie voles, they 
failed to form such strong bonds and 
did not protect their partner from 
other suitors. 

So assuming humans resemble 
prairie voles in love (if not looks), 
next time you want to let someone 
down easy use the future classic, ‘its 

The Chemistry of Love

not you, its my ADH production’. 
So it seems love is not written in 
the stars (or whatever other poetic 
phrase you loved up prairie voles 
will use), but actually a rather pre-

dictable chain of events not dissimi-
lar to ingesting a lot of psychoactive 
substances… you better hope that 
oxytocin is there to save you from 
the come-down! 

‘You and me baby ain’t nothing but mammals’ – The Prairie Vole 

Tom Cruise out of his mind on Katie Holmes induced dopamine

The official app, “36 Questions to Fall in Love With Anyone”, by 
MAGNET1C LTD, is available from the Apple App Store for £0.79  
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Sex, Drugs and Dating Apps
A Day in the Life of a Sexual Health Doctor

By Mátyás Jakab
Sexual health is not always an easy subject 

to broach and that’s exactly why we wanted to 
get straight to the point – as such it was fan-
tastic to interview Dr Chris Ward, a Specialty 
Registrar (ST6) at our very own Manchester 
Centre for Sexual Health) about the practical 
and anatomical details of his work.  

Students will no doubt be curious to 
hear what it’s like to work as a Genito-Uri-
nary Medicine (GUM) doctor. For starters, 
could you tell us about a standard day or 
week for you here in the clinic?

A good thing about GUM is that you’ve 
got very different days depending on where 
you work. If you work in a busy centre like 
this, it is very different from a small District 
General Hospital clinic or a Family Planning 
Clinic. This is one of the largest GUM centres 
in the North West. 

So, a standard day would involve doing 
sexual health clinics, seeing patients with gen-
ito-urinary symptoms and investigating and 
treating them. We may then do HIV clinics, 
where new or complex HIV patients are seen, 
addressing their needs in an outpatient setting. 

Then there’s also ward work. We are one of 
the only services that provide HIV in-patient 
care in the NW. So we work with the MRI and 
could have anywhere between 3-13 in-patients 
at any one time. That involves us seeing HIV 
positive patients who are unwell in the hospi-
tal, who could be in with HIV unrelated prob-
lems, like a bowel surgery or an exacerbation 
of COPD, so the approach is quite holistic. 
And then we see people who are newly diag-
nosed with HIV who are on the wards or are 
in with unusual complications of their disease, 
which can be challenging. 

You probably have to deal with a lot of 
sensitive issues. Does that make your job 
more difficult and if so, in what way?

I think like with any job, there are chal-
lenges. Confidentiality is a big one in the field 
of GUM and it is something that we have to 
be particularly aware of, possibly more so 
than other medical specialties, because of the 
implications of confidentiality breaches. We 
also tend to see a very vulnerable subgroup 
of society, quite commonly through the GUM 
and HIV clinics. We see a lot of young peo-
ple and frequently face child sexual exploita-
tion, safeguarding issues as well as the issue 
of sex workers who have been trafficked into 
the country. We also see cases of sexual as-
sault, which can be very difficult and sensitive 
to deal with. A lot of our work is about com-
munication, reassurance and confidentiality.

With regards to talking about HIV, how 
do you approach this topic and how do you 
break bad news? 

It used to be compulsory to get pre-test 
counselling before checking your status, 
where patient would be told the risk of HIV 
before testing, but it is not recommended any-
more. We tend to not do it in a typical way, 
such as using the SPIKES model [for breaking 
bad news]; instead we keep it straightforward. 

Clarity is essential, especially since HIV 
results can be confusing, as patients may think 
that a “positive” result means that they do not 
have the disease. So the way I tend to do it is 
simply say “The test results came back. The 

test is reactive. The test shows that you have 
HIV.” And that is probably all that patients 
would listen to, because the news is over-
whelming and you would need to focus on re-
assurance. One of the main difficulties is that 
people think that HIV is still the way it used to 
be in the ‘80s and ‘90s, so many people think 
that they are going to die. 

How we try and combat that is by staying 
very positive and clarifying the benefits of 
testing and knowing your status, as well as the 
good life expectancy and good approaches to 
treatment in the future. It is very much about 
staying positive.

What are the most common pathologies 
that people come in with?

One of the interesting things about our job 
is that you actually don’t always see problems 
that are particularly common. 

With regards to opportunistic infections 
in HIV patients, you may see rare types, like 
cryptococcal meningitis, CMV colitis, which 
are relatively uncommon. Many acute physi-
cians in the trust will have only seen one toxo-
plasmosis, only one case of PML [progressive 
multifocal leukoencephalopathy], whereas 
we would see tens of them. So we do tend to 
see rare infections to the point that it becomes 
common. One of the advantages of GUM is 
that you can become specialised in these rare 
pathologies. However, in terms of most fre-
quently seen diseases, HIV would be the most 
common one, and in the sexual health clinics 
we see many of the common STIs, such as 
warts and herpes, which is very common, and 
gonorrhoea and chlamydia as well.

What would you say are the main chal-
lenges for the field of sexual health at the 
moment both in the country and the region?

There are quite a few of them, actually. 
We are having significant issues with the club 
drug scene and hepatitis C in gay men. There 
is a big hepatitis C outbreak in London, trans-
mitted via sex and drug use among men who 
have sex with men (MSM). This is fuelled by 
drug use, group sex and other risky behav-
iours. This is a significant issue in London and 
we are beginning to see it in Manchester as 
well. For example, over the last year we had 
20 cases of hepatitis C transmission among 
MSM. Along with that come problems with 
drug use, so we are in the process of setting 
up a club drugs clinic within the sexual health 
service, which involves a psychologist, an ad-
diction counsellor and drug workers. The aim 
is to focus on people addicted to club drugs 
such as mephedrone or crystal meth, and to try 
to get them to come off the drugs safely. 

We also have lots of issues with child 
sexual exploitation and grooming - I’m sure 
you’ve heard about the cases in Rotherham. 
Another trend that we’re seeing at the moment 
is the consequence of increased accessibility 
to sex. Whereas 10 years ago people would be 
meeting up and having sex after knowing each 
other through friends or a night out, now you 
have the internet at your fingertips, with apps 
like Grindr, Scruff and Tinder. Whilst some 
people use these apps to meet partners, many 
use them simply for sex. The increased avail-
ability of sex is creating its own challenges.

If you could give one piece of advice to 
current medical students, what would it be?

I’d say “Use a condom!” - I remember 
what I was like as a medical student, and what 
my friends were like in medical school, but if 
you would sit in one of our clinics and see all 
the things that can be contracted, you would 
be put off for life. So I would definitely play 
it safe!

More information about  
The Manchester Centre for Sexual Health 
can be found at www.manchestersexual-

health.org and is located at  
The Hathersage Centre, Royal Infirmary,  

280 Upper Brook Street, M13 0FH.  
Tel. 0161 276 5200

Dr. Chris Ward
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Male Contraceptive Pill
By Matt Betts

Controversy reigned supreme in 
the Chromozone over a cleansing 
peppermint tea last week as I ap-
proached a few chums to find out 
what they thought about the recent 
flurry of news articles that seemed 
to suggest imminent advances in 
male contraceptive technology: “I 
wouldn’t trust a man to take it” said 
one, “I’d be worried about STIs” 
said another, “why bother, we al-
ready have the pill and condoms, 
which work just fine” came the 
third response.  

Certainly a fertile area for de-
bate (pun intended), but one, I be-
gan to feel, that needed to have its 
terms qualified before debate could 
progress to a meaningful conclu-
sion.  In what form would a con-
traceptive medicine come; would 
it be a daily pill that in one way or 
another hampered a man’s ability to 
produce sperm, or would it rather 
produce sperm that could pay the 
bills, thus requiring organisation, 
trust, and a memory?  Or, would it 
be a prophylactic measure, taken 

with foreknowledge of imminent 
intimacy meaning that any games of 
‘where’s the thimble waiter’ or ‘hide 
the weasel’ won’t conclude nine 
months later with a screaming, ba-
by-shaped surprise?  What if it were 
to be an injection or implant that en-
sured a longer period of infertility?  
These are all potential methods, all 
vast in scope, and all laden with con-
troversy.

The potential ramifications of 
any method must also be considered: 
how would it affect patient’s attitude 
towards safe sex (pertaining to much 
more than just not getting pregnant), 
and yes, ultimately, can men be trust-
ed with that sort of power over their 
fertility and fecundity?  Of course, 
one tends to imagine a perfect world 
in which all men spontaneously de-
cide never to have children and in 
doing so bring a timely end to the 
human race, however unlikely that 
might be (Christopher Nolan dron-
ing epic 3 hour IMAX fans watch 
this space…), but it’s the thought 
that counts, right?

So, what was the news actually 

telling us?  Well, it appears that no 
one is really coming down on one 
side of the fence or the other; a quick 
google gives wildly varying results.  
Evidence seems to suggest that there 
are scientists in Mexico making 
headway with research into ways to 
affect change in spermy ionic chan-
nels, thereby hampering their ability 
to fertilize an ovum, whereas others 
in Indonesia are developing a pill to 
be taken an hour before sex which 
removes spermy motility and, per-
haps more drastically, there comes 
RISUG – reversible inhibition of 
sperm under guidance – from India, 
an intervention that by all accounts 
is gathering quite heady momen-
tum, wherein a doctor injects the vas 
deferens with a gel-like substance 
thereby blocking transmission of the 
sperm from the testes, and is read-
ily reversed by way of injection with 
another gel.  

Well, I say.  It does sound a little 
bit drastic, I must admit, especially 
when all that might be required 
comes in a conveniently wallet-
friendly packet and is free if you’re 

smart, go and get checked, and come 
away with a paper bag full of them.  
Never fear, however, for those not 
terribly excited by the idea of hav-
ing an injection into their goolies 
there is also hope, which comes in 
the form of an American hormone 
gel that is to be applied topically and 
gives blasts of hormones that coun-
termand sperm production.

Whatever the weather, it does ap-
pear that a number of journalists and 
commentators do agree on one thing: 
the whole idea is not necessarily one 
of absolutely paramount importance.  
Much like my friend in the Chromo-
zone, many seem to agree that as 
endeavours go, it is both a potential 
sinkhole for investment that could 
be better spent elsewhere, and one 
that muddles priorities.  Certainly, 
the contraceptive methods that do 
exist, whilst having their own inher-
ent controversies (weight gain on the 
pill, ‘the condom broke’, and so on, 
and so on ad infinitum) are inexpen-
sive and, broadly speaking, do the 
job just fine.  

So, it seems like a fair question 

indeed to ask whether we really do 
need to bother with these meas-
ures, varying from the casual pill-
popping and gel-rubbing to the in-
vasive needle sticking.  If you have 
truck with the idea of trusting men 
to do something every day beyond 
eat and sleep, or have a greater 
level of concern about transmis-
sion of STIs than is normal (a low 
level background white noise sort 
of worry, surely: get checked often 
and before every new sexual part-
ner seems to be a fair balance to 
me), then this is perhaps the wrong 
debate for you. At this point in time, 
space and science, it ultimately ap-
pears to me that this argument boils 
down to a question of necessity.  
What we have works well, in the 
main. If it ain’t broke, don’t fix it, 
right?  Now darlings, go forth and 
multiply (sensibly).

What do you think about the 
new proposed methods of male 
contraception?

 Let us know at editormanmed-
soc@gmail.com and join the de-
bate on our Facebook page.

Obituary:
Carl Djerassi and the history of ‘The Pill’

By Bethany Butcher
Carl Djerassi, so-called ‘father of 

the Pill’ and prolific chemist, passed 
away at the end of last month, aged 
91, following complications of can-
cer. Aged only 28, whilst searching 
for a cure for menstrual trouble and 
infertility in women in 1951, he in-
advertently synthesised the first syn-
thetic progesterone, norethidrone. 
This led to the creation and release 
of the world’s first combined oral 
contraceptive, Enovid in 1960.

The journey began in the 1930s, 
when steroid hormones were first 
isolated and their structures identi-
fied. Initial research using androgens 
and estrogens from animal extracts 
was extremely expensive, so the fo-
cus turned to botanic sources, first 
saspirilla and then the wild yams of 
New Mexico. 

Djerassi was the director of re-
search at drug company Syntex, 
when compound disogenin was ex-
tracted from the yams, forming a po-
tent progestrin. He worked closely 
with endocrinologist Gregory Pin-
cus, and Havard gynaecologist John 
Rock. 

The trio co-ordinated experi-
ments and clinical trials ahead of 
the licensing and release of the pro-
gesterone and oestrogen mixture 
in1960. Another key player and 
supporter of the work was Margaret 
Sanger. Coming from a large catho-
lic family, Sanger’s mother died aged 
50 after giving birth to an incredible 

18 children. She is reported to have 
said to her father over his wife’s cof-
fin, “You did this. Mother died after 
having too many children.” Later, 
she went on to open the first birth 
control clinic in the US and founded 
the Planned Parenthood Federation 
of America. 

The profits made off the back of 
Enovid were staggering. Djerassi 
himself played the system well, buy-
ing stakes in Syntex on the open 
market. He used the healthy return to 
buy art (Henry Moore’s and Picas-
so’s) and opened a colony for young 
artists on a giant 1200-acre plot in 
the mountains above San Fransisco.  

The Pill is a fantastic example 
of how science and society interact 
with one another. Djerassi himself 
was very aware of this interplay, 
producing plays and poems explor-
ing the moral and ethical dilemmas 
scientists face at work, calling it 
“science-in-fiction”. 

He reiterated this in his autobi-
ography commenting, ‘scientists are 
not necessarily narrow specialists 
communicating in an incomprehen-
sible language dealing with a clois-
tered ambience of their laboratories 
with subjects far removed from eve-
ryday concerns’.  

The release of the Pill coincided 
with the sexual revolution of the 
1960s, when there was international 
demand for population control and 
the socioeconomic role of women 
was changing. The social effects of 

this new, non-invasive, convenient, 
reliable contraceptive were being 
felt. A sharp increase in female col-
lege attendance and graduation rates 
were observed, and some say that the 
Pill redefined the nature of marriage, 
arguing that the institution could be-
come more focused on mutual satis-
faction, rather than children. 

The rate at which the Pill was 
distributed and integrated was rapid. 
Almost too fast, some would argue. 
Fears over carcinogens, deep vein 
thrombosis, stroke and other cardio-
vascular risks came in the following 
decades. 

Following the horrors of tha-
lidomide scandal, any new drug de-
signed for women of child-bearing 
age faces a more cautious regulatory 
environment today. 

Safety and efficacy has since 
improved; the combined oral con-
traceptives offered to women nowa-
days contain only a third of the oes-
trogen included in Enovid. Many 
also campaigned for the inclusion of 
lengthy package inserts, document-
ing risks, enforcing the principles of 
informed consent and allowing for 
better risk-benefit analysis. 

Outspoken opponents of the Pill 
ranged from those you might ex-
pect, the Roman Catholic Church 
and many conservative groups, hail-
ing it as unnatural and heralding the 
destruction of any moral standard, 
to those less obvious like Germaine 
Greer and other leading feminists. 

Greer and Djerassi are known to 
have had ‘bitter exchanges’ over the 
topic. 

Some argued that it placed addi-
tional stress and responsibility onto 
females. Others recognised it as a 
threat to abortion rights. 

Djerassi had a varied, creative 
career, filled with success, develop-

ing antihistamines, topical corticos-
teroids and methods of insect con-
trol. But, with two thirds of British 
women in the 20-24 age bracket tak-
ing the Pill in 2015, it would have to 
be Djerassi’s discovery of norethi-
drone that has had the greatest im-
pact on the lives and relationships of 
ordinary people.

Carl Djerassi
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Stepping Out
Final Year Medics on MMS and Moving On

“

“

How were finals? 
Finals were quite stressful, 

so I found it really helpful to 
revise with friends and to do 
some relaxing things every now 
and again like swimming.

What are you most excited 
for in the near future? 

I’m most excited for my Er-
asmus placement in Madrid as 
I am really hoping to improve 
my language skills and see how 
medicine is different in a differ-
ent culture.

Do you have any worries/con-
cerns? 

I’m a little concerned about 
SJT/FPAS results as I don’t 
want to relocate away from 
Manchester as I live with my 
non-medic boyfriend here and 
we can’t look for accommoda-
tion for next year until we find 
out my job! But I think it should 
be fine.

- Jemma Martin

“
“

How would you describe your 
time at MMS?

Year 5 has been tough yet 
enjoyable. You move around 
placements quickly but you 
gain lots of experience and 
preparation for finals and be-
coming a junior doctor. Revi-
sion is long but once finals are 
over it’s a relief. You definitely 
feel like you’re finally on the 
home straight! 

What are your elective plans?
For my elective I have 

planned 4 weeks in Vietnam 
doing 2 weeks A&E and 2 
weeks Tropical Medicine. Then 
a further 4 weeks in Borneo do-
ing Plastic Surgery. I’m blocks 
7&8 and I can’t wait to go and 
travel afterwards. 

What are you looking for-
ward to most once you start 
your foundation placement?

I’m looking forward to hav-
ing more responsibility as a 
junior doctor and getting stuck 
in. Also its exciting being able 
to delve more into a preferred 
specialty. 

I’m worried most about 
keeping my work-life balance 
normal, I’m going to try hard to 
keep up things outside of medi-
cine.

What advice would you give 
the lower years?

I would advise you to be 
proactive and to ask for oppor-
tunities such as examine pts/ 
take histories/ practice skills 
etc. I know it can be daunting 
but it pays off in the long run 
ps. Try and get UPSAs done 
early! 

 - Natasha Westbrook

“

“

How would you describe your 
time at MMS?

Progress test - it all starts to 
make a bit more sense the fur-
ther you go along. Blessed to 
have met so many good people 
during my 6 years here.

What are your elective plans?
Clerkship at the University 

of West Indies in Kingston, Ja-
maica.

What are you looking for-
ward to most once you start 
your foundation placement?

Feeling worthwhile on the 
wards- there is no doubt in 
clinical years you can feel like 
a wallflower at times. I’m sure i 
will regret saying this but hav-
ing a role with jobs on the ward 
will be welcomed. 

Anything in particular that 
worries you most about start-
ing work in August?

My first night on call - I 
think everybody worries they 
will forget something when it 
matters…

What advice would you give 
the lower years?

Break it down: make daily, 
weekly and monthly goals- 
both big & small. Take each 
task in hand and do it well. Ask 
for help.

 - James Phelan

“
“

How would you describe your 
time at MMS?

Hard work, loads of stress 
but definitely worth it - best 
years of my life!

What are your elective plans?
I’m heading to St Lucia to 

do A&E and then Johannesburg 
on an Academic General Sur-
gery Placement. 

What are you looking for-
ward to most once you start 
your foundation placement?

Getting stuck in and know-
ing that what I’m doing day to 
day is having a positive impact 
on people’s lives. 

And… let’s be honest, af-
ter making a Natwest overdraft 
stretch for 6 years -  a bit of 
money will be most welcome! 

Anything in particular that 
worries you most about start-
ing work in August?

Messing up. Although there 
is lots of support and seniors 
around, from the small amount 
I have seen, an F1 has a lot of 
responsibility. Also, the paper 
work!

What advice would you give 
the lower years?

In my opinion you have to 
decide what you want from 
your time at medical school and 
then squeeze every last bit of 
experience you can out of it. 

Whether that be it in your 
room with a book, with a beer 
in the pub with your mates or 
on the football pitch. If you 
have no idea what you want to 
do in medicine, aim for some-
thing. 

The skills you will learn 
preparing your CV will always 
be transferable if you change 
your mind. Whether you’re an-
swering questions on the ward 
round or trembling as you stab 
your first patient with a can-
nula; get used to the notion of 
being a ‘student doctor’ rather 
than ‘I’m just one of the medi-
cal students’. 

Finally, keep as many door 
open as you can, get involved, 
make the most of everything 
that comes your way, go that 
extra mile and above all enjoy 
it while you can. 

- Josh Burke

Advice from an FY1

“

“

How steep is the learning 
curve? 

The main thing is to not to 
get too hung up on knowledge 
gaps. Try to learn the practical 
stuff. Find an F2 on the ward 
and ask them how to hand over, 
how to do a TTO, how to do 
requests etc. The other thing is 
don’t worry about starting as an 
F1 – youll pick up the skills you 
need pretty quickly. The time 
you have between graduation 
and starting is the longest you’ll 
have off so enjoy it! 

- Dr Gurse Singh FY1
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The Little Things 
“We aim to improve healthcare in developing countries”

By Rathaven Gunaratnarajah
Founder & Chairman of 
The Little Things

In the summer of 2013, I went to 
Tanzania to climb Mount Kiliman-
jaro on behalf of the Meningitis Re-
search Foundation. 

Spending 6 days trying to con-
quer the tallest mountain in Africa 
seemed to me to be the perfect trip 
(I’m a little crazy). 

After the climb, I had one week 
to spare before returning to the UK. 
I chose to spend this time volunteer-
ing at St. Elizabeth Hospital in Aru-
sha, Tanzania. 

I have always been told of the 
differences in healthcare between 
developing and developed countries, 
but it was not until I had spent a 
week in St Elizabeth Hospital, that 
I began to truly appreciate how for-
tunate I am. 

St Elizabeth Hospital is the sec-
ond largest hospital in Arusha, a city 
with over 1.2 million people. The 
hospital consists of two two-story 
buildings, a fraction of the size of 
most hospitals in the UK. 

I didn’t expect much in terms of 
sophistication from a poorly funded 
hospital in Arusha, but I was truly 
taken aback by the dying need for 
proper equipment and facilities at 
the hospital.

During the week, I was taken on 
ward rounds and was allowed in to 
surgery to see several operations in-
cluding a cesarean, circumsion, and 
appendectomy. 

The doctor I was shadowing ex-
plained that the hospital received no 
funding from the state and relied on 
donations from foreign bodies. He 
explained that the hospital wanted 
to build an eye and dental clinic and 
had been receiving funding from the 
Lions Club of Tecklenburg, Ger-
many. 

However, after the dental clinic 
was built, the funding had been 
stopped and so there is actually no 
dedicated eye clinic in the entire city 
of Arusha. This means that patients 
with easily treatable ocular condi-
tions like cataracts and glaucoma 
struggle to find treatment, and even-
tually go blind. 

Patients would come into the 
hospital with TB, coughing vigor-
ously, but the hospital would have 
no form of isolation for them. The 
patients were not even given face-
masks! 

In the wards, patients with TB 
would be sat beside patients suffer-
ing from malaria and patients with 
HIV. 

It was truly devastating to see the 
lack of adequate facilities. Although 
all measures were taken to preserve 
a sterile and hygienic environment 
in the hospital, the lack of supplies, 

staff and, in some cases, education 
put this hospital at a great disadvan-
tage.

A lot of times it was hard to take 
in.  A lot of times I wished I could do 
something more than just observe.  A 
lot of times I wondered how the doc-
tors working their could do so every-
day. And this feeling stuck with me.

When it was time to leave the 
country, I had no idea how, but I was 
determined to help these people.  

Upon returning to the UK, I 
thought long and hard about what 
direction I wanted to take my life in. 
I was going to start medical school 
in a year but wanted to start helping 
people well before I would graduate 
as a doctor. 

The idea of starting my own 
charity popped into my head… and 
it was perfect. It would give me the 
opportunity to make a real differ-
ence to the lives of thousands around 
the world. 

I romanticised about the idea of 
travelling around the world, erecting 
clinics and improving lives. It was a 
beautiful dream but I knew that turn-
ing the idea from a fanciful one in 
my head, into reality, would require 
a lot of hard work and dedication. 

I started researching exactly 
what was involved in starting up a 
charity and also made a rough sche-
matic of the work I would have to 
put in over the following years. 

I resolved to do my best and 
make the charity a reality. The first 
project would be to build an eye 
clinic for St Elizabeth Hospital, at 
an estimated cost of £30,000.  

Before everything though, I 
needed a name. I hoped that the lit-
tle things that my charity would do 
in the future would add up in a big 
way and make a dramatic difference 
to the wellbeing of patients. I wrote 
down the name ‘The Little Things’, 
stared at it for a while, and decided 
that it was just right. 

I also wanted the charity’s logo 
to be minimalistic, friendly and 
meaningful. “All the flowers of to-
morrow are the seeds of today” is an 
Indian proverb that seemed to be fit-
ting with my ambitions for the char-
ity; with that quote in mind I decided 
upon a seed with 2 petals sprouting 
from it. 

The first few months were dif-
ficult, with a few obstacles every 
now and then, but before I knew 
it, The Little Things had its own 
website (www.thelittlethings.org.
uk), we were established as a small 
charity, and the first set of fundrais-
ing events were due to commence. 
These events included skydiving, a 
trek of Mount Snowdon (the highest 
mountain in Wales), a sponsored run 
and a football tournament. 

I got in touch with the Univer-

sity of Kent, where I was studying at 
the time, about my project and they 
were very supportive of me. 

They helped with promoting my 
events and all of them turned out to 
be a success. 

It has now been a year and a half 
since I founded The Little Things, 
and I couldn’t be more pleased. I 
have a dedicated team of volunteers 
that I can delegate tasks to, and with-
out them, The Little Things couldn’t 
have grown as large as it has so far. 
A perfect example of how “many 
hands make light work”! The volun-
teers range from medical and dental 
students to mechanical engineers 
and economics students. 

I am currently a medical student 
at the University of Manchester, and 
am relentless in my aim of raising 
awareness for The Little Things. 

Our most successful event last 
year was our skydiving event, and so 
we are repeating the event this year, 
both in Manchester and in Kent. 

We are also in the process of or-
ganising a Mount Everest base camp 
trek for our volunteers to take part 
in. 

We have raised several thou-
sands of pounds towards our first 
project, and can’t wait to build the 
first eye clinic in Arusha! 

As well as building this clinic, 
The Little Things plans on cover-
ing the hospital’s debt. St Elizabeth 
Hospital treats the poor, but many of 
the patients cannot afford treatment. 
The hospital bears the burden of this 
cost and the situation has resulted in 
debts amounting to 9,000,000 shil-
lings (£3,300). 

After this Tanzanian project is 
over, The Little Things will be fo-
cusing its attention on Sri Lanka, 
where we will again work tirelessly 
to improve healthcare for the general 
public. 

You can find out more about 
us by liking our page on Facebook 
where you can keep up-to-date with 
our projects: 

http://www.facebook.com/ 
thelittlethingscharity

Pacemaker couldn’t resist a 
quick Q & A with Rathaven!

Describe the aims of your 
charity in 10 words or less? 

Improve healthcare provided by 
hospitals in developing countries.

What do you hope to be doing 
with your charity in 1/3/5 years? 

In 1 year have raised enough to 
start work on the Ophthalmology 
Clinic. In 3 years be raising funds 
towards our second project in Sri 
Lanka. In 5 years have completed 

our second project and begun work-
ing towards our third. 

What tips do you have for stu-
dents wanting to undertake chari-
table work? 

There are so many charities out 
there that could use an extra hand. 
Spend the time to research which 
charities would benefit the most 
from your help. In my experience, 
work done for smaller charities is 
more engaging and satisfying. 

What other events do you hope 

to get MMS students involved in 
over the coming year? 

We have our skydiving event in 
June, as well as a Mt. Everest Base 
Camp trek in the works as well. 
Like our Facebook page to stay up-
to-date with out events! 

Do you see yourself volunteer-
ing abroad as a qualified doctor?

Definitely! In the future, I 
would love to give up some time 
each year to go and volunteer at 
the hospitals that my charity has 
helped. 

Rathaven Gunaratnarajah with some children at a Little Things project.



FEMALE 21  
Looking for a Stopford 

someone with dreamy eyes 
and an appreciation for or-
ganelles. Like endoplasmic 
reticulum I can be rough or 

smooth ;)
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Compiled by  
Connor McLaughlin and Will Tsang

TIME LORD 2822 
Looking for companion 

with a sense of adventure 
and an appreciation for 

things that are bigger on the 
inside than they are on the 

outside. Look young for my 
age, am intellectual, and 

know how to handle Oods. 

MALE 21  
GSOH, WLTM, 
OHOC, KNOB 

OLDER FEMALE  
Ex-channel 4 ‘holistic 

nutritionist’, looking for a 
larger partner that can teach 

me about medical statis-
tics and reputable degrees. 
Must be open to stool gaz-
ing. Must have clean colon.

MALE 24  
4th year medic, 6’0, mem-
ber of rugby team/brother-
hood, looking for a human 
equivalent of DNA heli-

case, osteoporosis isn’t my 
only serious bone  

condition. 

FEMALE 20  
Seeking a confidential 

relationship with a “clini-
cal partner” to improve my 
“consultation skills.” Enjoy 

long romantic strolls to 
Preston and Chorley. Must 
be exclusive, don’t want to 
have to keep my MRI on 

you.

STUDENT 22  
To the cardiologist at MRI, 
when we first crossed paths 

in the atrium you caused 
an upwards deflection of 

my P wave. Let me be your 
pacemaker, I hope my love 

for you isn’t in vein.

MALE 19  
Looking for that girl who 
made my world spin at 
Baywatch last year, or 

anyone who can help my 
benign paroxysmal 
positional vertigo.

FEMALE 18  
Looking for an electrifying 
hottie to be the axon to my 

myelin sheath. Don’t be 
nervous, I won’t charge.

Catchphrase

Answer
“I see you baby, shakin’ dat ass.”

To Rosie: 
Emphysema puffs pink,

Chronic bronchitis wheezes blue, 
But no COPD makes me as  

breathless as you. 
Anon.

To Nabeel: 
Roses are red, 

Cyanosis is blue,
I get tachycardic, 

When thinking of you. 
Anon.

To Alannah:
Roses are red,

Your eyes are blue,
Your hair is brown  

and I think I love you,
Will you be my boo?

From that guy…

To Tariq: 
Will you let me be your first lady? X

Anon.

To Matt Kean:
I have a very large P value for you. 

Please don’t make me 
feel insignificant…

Anon. 

To Doug Corfield:
I’d let you teach me how 

to dougie anytime.
An admirer… 

To Sally Choi:
Roses are red,

Violets are blue,
Rhyming is hard,
Like I am for you.

A. Medic
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MMRSSoc Newsletter

By Djamila Rojoa
For those who are not acquainted 

to MMRSSoc, we are a student re-
search society with the aim to foster 
a research culture amongst students 
and improve the research opportuni-
ties available to them. 

As a means to increase access 

to research to Manchester students, 
we have set up a newsletter, where 
we will publish articles as an insight 
into the dazzling world of medi-
cal research, and provide a tangible 
platform for those of you who want 
to know more about or get involved 
in academic medicine. 

Introducing the First Edition 
of the MMRSSoc Newsletter

Research, the whys and hows 
– by Professor Tony Freemont

The realisation that modern 
medicine is mostly about improv-
ing the lives of old people, allowing 
rubbish genes to infest and prolifer-
ate in the human gene pool, and de-
priving the lions of the Serengeti of 
a good meal of unwanted or dam-
aged humans, is a real mind opener. 

So what drives modern medi-
cine? Well, its research.

Does that mean research is bad?
Only if you regard extending 

useful life, relieving suffering, 
treating short sightedness, and put-
ting the welfare of people above 
that of other animals as bad (I score 
-2.5 out of 3 on that reckoning).

I spoke to one of our new F1s 
the other day. He said , nearly ver-
batim – I’ve intercalated, done my 
project option and only now I’m an 
F1 do I realise just how important 
research is to the NHS.

I am considered to be one of 
the “top” researchers in the Uni-
versity. I have received millions 
of pounds in research grants over 
the last 30 years, mostly  to con-
duct basic scientific research into 
the molecular pathology of joint 
and bone diseases, I’ve written in 
excess of 300 peer reviewed publi-
cations, 50 + chapters and 2 books, 
I’ve got an ISI h-index of 53 and a 
google scholar h-index of 64, I’ve 
introduced new diagnostic tests 
into pathology, which are now used 
around the world , and I’ve started 
a spin out company that has built on 
my research to design a completely 
new treatment for back pain. 

Not bad eh? 
But that isn’t the research that 

makes an impact in the NHS (un-
less the new treatment for back 
pain is a commercial success or 
my novel diagnostic tests make a 
difference to patient diagnosis and 
management). The really important 
research that the F1 was talking 
about is the research that under-
pins evidence-based medicine. The 
project option (and the PEPs) are 
designed to allow you to take the 
first steps (and maybe more) into 
research that makes an impact on 
patient management.

Whilst very few of you will 
become involved in the sort of re-
search I do (by the way I do recom-
mend it, it’s great fun and I’ve made 
some really good friend including: 
Petr the pathologist from Transyl-
vania; Mike Stein from New York, 
the greatest sarcoma pathologist of 
his age; Hiroshi Hashimoto, one of 
those Japanese with the gene for 
alcohol dehydrogenase; Adrienne 
Flanagan, who shares my love of 
Ferris wheel;, and Chas Mangham 
who was one of my students on 
the Pathology BSc when he stud-
ied medicine in Manchester and is 
now a close friend; and innumer-
able other people that I can meet in 
any country in the world and feel at 
home with) that is not the research 
that makes an impact on patient 
care. I am envious of people who 
write evidence based NICE guide-
lines, complete audits, and gener-
ally focus their research drive on 
making sure patients are properly 
diagnosed and managed. 

Since becoming Head of the 
Medical School, I have met re-
searchers who have showed me 
that some of my views on medical 
education were flawed (but mostly 
I was right, but didn’t know why).

Medical research is really di-
verse. Only by doing research can 
you see the verity and falsehoods 
in other people’s research, particu-
larly “big pharma” who want you 
to prescribe their new (and by defi-
nition expensive) drug. 

Research is really important in 
modern healthcare. If you want to 
sample my type of research do in-
tercalate: it will be the second best 
£9000 you ever invested (the best is 
the £9000 you invest every year for 
4/5 years towards your £250,000 
medical training, the 500% return 
on investment even makes a banker 
envious). If you don’t, then make 
the best of your PEPs and POs. 
Whatever you do, you have to join 
MMRSoc.

Finally, when you’re my age 
you will realise the value in doing 
research that makes life easier for 
old people!
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want to wrIte For
PaceMaker?

We are currently on the search for student contributors from all years. 
Pacemaker aims to focus on medicine and medical students, but 
whether you want to write about an experience you have had, an opin-
ion piece or poetry, we want to hear from you! Write two pieces over 
the year and you’ll get a great certificate for your portfolio! Email edi-
tormanmedsoc@gmail.com with your ideas or for more information.

MMRSSoc Newsletter
A day in the life of a cancer researcher  

– by Dr Robin Geiling
Tell us a bit about your profes-

sional life, being a researcher in 
“the use of tumour-associated hy-
poxia and carbonic anhydrases in 
anticancer therapy strategies”.

What does being a cancer re-
searcher entail? Any interesting 
project which you want to share? 

As a postdoctoral researcher 
in the cancer field you have to run 
your own research project. That is, 
performing experiments, co-super-
vising undergraduates and PhD stu-
dents, analysing data and presenting 
results in journals/posters/presenta-
tions. My cancer project is on using 
the low level of oxygen (hypoxia) 
in solid tumours to target tumour 
growth and aggressiveness. 

That is, using novel and existing 
bioreductive drugs or drugs that tar-
get enzymes which are highly spe-
cific for tumours. In particular, I’m 
studying small molecular inhibitors 
that target Carbonic Anhydrase IX, 
(involved in pH regulation in the 
tumour, and migration/invasion of 
tumour cells).

What is involved in a typical 
day’s work? 

My day normally starts with 
checking and responding to emails. 
The rest of the day I spend in my of-
fice (analysing data, writing on pa-
pers, preparing power point slides, 
or any other document I have to fill 
out) or in the lab, doing experiments. 
Part of my day-to-day tasks is also 
co-supervising PhD students and un-
dergraduates. 

I am also involved in a small 
amount of teaching in the Manches-
ter Pharmacy School.  

‘Life in the lab’: is it true? / Do 
you work mostly alone or collabo-
rate with others? / How rewarding 
is day-to-day research work? Do 

you have opportunities to teach 
as well? / How much writing and 
publishing does it involve? 

In particular, as a junior re-
searcher you need to spend a lot of 
time in the lab to get sufficient data 
for the PhD-thesis and publications.  
This need for dedication will mean 
that there is less time outside work 
(however, this will (in my experi-
ence) become less when you get 
more experienced and better in man-
aging time and better in the lab). 
You will mostly work on your own 
(research project) however; there is 
scope for collaborations inside and 
outside the group. 

Good collaborations will help 
you to progress through your career 
when applying for grants and in get-
ting high impact papers. Regarding 
teaching, my experience is that some 
PIs are more supportive of their re-
search staff contributing to teaching 
activities than others, however, if 
you can manage it alongside your 
research I would definitely discuss 
it. There are no set rules for the 
amount of publications; the impact 
of the publications (impact factor 
and/or number of citations) seems to 
be most important. 

What are the working hours 
like? 

Most workdays are 9 to 6. De-
pending on experiments or other 
deadlines you may have to come 
in over the weekend (however if 
you plan experiments well, you can 
mostly avoid this).

Can you list 3 things that you 
love about your job?

The freedom to plan most of 
the working day, discovering new 
things, presenting data in journals 
and at meetings.

What are the qualities and 

skills required to be a good re-
searcher? 

What will certainly help is when 
you are bright, a persistent go-getter 
and team worker, are eager for suc-
cess, but overall when you have a 
“driven” personality.

Can you tell us about your aca-
demic pathway and how your ca-
reer has evolved?

I worked in a couple of different 
countries before I came to the UK. 
I did my Master’s degree (Medical 
Biology) and my PhD degree in the 
Netherlands. 

After that, I moved to the USA 
for a postdoctoral job at the Univer-
sity of Southern California. In 2010, 
I started in the UK, first at the Uni-
versity of Newcastle and then at the 
University of Manchester (where 
I have been for the past 5 years), 
gradually becoming more senior as 
a postdoctoral researcher. 

What are the types of grants 
available for research work gen-
erally/in Manchester and do you 
mind telling us about the applica-
tion process?

There are many different grants 
depending on the level of your ex-
perience/seniority. The application 
process also varies depending on the 
funding body and the type of grant. 
It’s best to discuss this with the PI of 
the host institution.    

What are the opportunities 
out there for students who want 
to join the academic pathway and 
how competitive is it? Are they al-
lowed to participate in research 
works at an early stage? 

To join the academic pathway 
you will have to do a 3 or 4 years’ 
PhD research project after obtain-
ing a BSc or MSc degree. After 
your PhD you will do some year’s 

postdoctoral work and in most cases 
you will need to secure an external 
fellowship, which allows you to be-
come a more independent research-
er. Securing an external fellowship 
puts you in a strong position to se-
cure a lectureship at the end.  

There is a lot of competition to 
get into academic jobs as they are as-
sociated with a permanent contract 
whereas most research positions are 
fixed-term or open-ended style con-
tracts (depending on research grant 
funding). 

To improve your CV, look for 
good/excellent research groups to 
do the work placement as a project 
student. Try to obtain lab experience 
(especially with high-tech and mod-
ern techniques) and try to get your 
name on papers as a (co-)author 

early on. Show initiative by apply-
ing for small grants etc. (e.g. travel 
grants to go to meetings).   

To finish, do you have any 
advice for life sciences students 
about research and academia?

My advice would be to find an 
opportunity to work in a lab on a re-
search project. 

See how much you like the 
“bench work”, analysing data and 
writing about the results. If you are 
you fazed by experiments that don’t 
work or results that are negative or 
inconclusive, then research may not 
be your dream job. 

However, if you like to work in 
a competitive environment, and en-
joy solving small or larger research 
questions and presenting them, then 
it may be your dream job!

There are many events lined up 
this semester for you to have a taste 
of what academic medicine is like 
and even participate in, to make 
your CV all the more attractive! 

If you want to know more about 
specific topics, such as how to get 
published as a medical student, 
how to make the most out of an au-
dit work or if intercalation is really 
for you, then these topics will be 
covered in our lecture series so be 
sure to attend.

MMRSSoc Events to Look Out 
for this Semester

Like our Facebook page at htt-
ps://www.facebook.com/MMRSoc 
for updates about our events.

In addition to the lectures, this 
year we will also have the first Un-
dergraduate Research Conference 
with well-acclaimed speakers both 
nationally, and internationally, and 
workshops that will be useful in 
any field of medicine. It promises 
to be very enriching and offers a 
great opportunity for oral and post-
er presentations. 


