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Also In thIs Issue...

By Cressie Moxey
Parties whose policy is wholly or 

predominantly concerned with the 
separate health systems in Scotland, 
Wales or Northern Ireland have not 
been included in this article.

The prime minister (David Cam-
eron) and health secretary (Jeremy 
Hunt) made a number of assurances 
at the Conservative Party conference 
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By Olivia Holtermann Entwistle
Unless you have been hiding 

under a rock or more likely a stack 
of anatomy books for the past few 
weeks (although by now it seems 
like years) it will have been impos-
sible to ignore that the election is 
looming. You may even be having 
nightmares of Ed eating a bacon 
sandwich, or David Cameron repeat-
ing, broken-record style phrases like 
‘balancing the books’ or ‘hard work-
ing people’. 

You may even awake in a cold 
sweat thinking of Natalie Bennett’s 
‘brain-fade’ on LBC or even worse 
of how tired Nick Clegg looks, after 
5 years of showing us that he has a 
spine of cottage cheese. Perhaps it 
is the thought of Scottish independ-
ence that has your heart racing, or 
even the terrifying possibility that 
Nigel Farage might actually snap 
himself a spot on the famous green 
benches. Or maybe, just maybe, you 
won’t have thought about any of 
this. If you haven’t then it seems you 
are in good company. 

In 2010, only 44% of 18-24 year 
olds voted, leaving an entire 66% 
that decided, for one reason or an-
other to stay at home. 

One can make all sorts of argu-
ments at to why voting doesn’t mat-
ter: what difference does one vote 
make? They don’t work for us any-
way? I don’t like any of the leaders, 
its boring, the list goes on. Well let 
me try and address those points one 
by one.  

To those who claim that an indi-
vidual vote counts for little I show 
the example of Fermanagh & South 
Tyrone, which went to Sinn Fein in 
2010 with a majority of only four 
votes. FOUR votes. You can fit that 
many people on one motorbike. So 
yes, in short, every vote does count. 
If you need an example closer to 
home and in fact a place that many 
of you probably do call home, just 
look at Withington. 

The seat is currently held by the 
Liberal Democrats with a slim ma-
jority of only 1, 850. But I hesitate 
to say that a vote in a marginal area 
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matters more than a vote in another. 
All votes count, and although the 
first-past-the-post system means it 
is harder to make a parliament that 
is truly representative, I believe we 
should all stand up and be counted. 
Even if you turn up to scribble all 
over you ballot paper, this act will be 
noted and you send a message that 
you feel no-one is working for you. 
If you turn up to vote green in an 
area so Tory you can see the Emma 
Bridgewater mugs from space, you 
are saying you believe in an alterna-
tive. 

Voting is not just about who will 
be Prime Minister but also about 
once every five years having the 
chance to state what you believe and 
where you hope this country will be 
going in the future. 

On the second point, I agree that 
it does somehow feel as if politicians 
don’t work for the public and cer-
tainly not the majority, but again the 
only way to try and influence them 
is to vote.

ContInued on pAge 2

in September 2014, should the party 
remain in office following the elec-
tion. These pledges include: 

- Continue to ring-fence the NHS 
budget; annual increases in health 
spending in real terms until 2020.

- 7-day access, from 8am to 8pm, 
for all patients to comprehensive 
care, including to a GP, by 2020. 

- A named GP for every patient 
under the NHS. 

- Committed to implementing 
the NHS Five Year Forward View. 

- 5,000 more GPs to be recruited 
and trained by 2020.

- Spend an extra £1.25 billion 
on mental health services in Eng-
land over 5 years, to treat more than 
100,000 young people by 2020.

Following recent reorganisation 
of the health service under current 
Conservative lead, overseeing the 
transfer of £80 billion from commis-
sioning budgets to Clinical Commis-
sioning Groups managed by GPs, 
George Osborne announced plans 

for further reform. This includes de-
centralisation of many NHS spend-
ing powers to Greater Manchester in 
a plan to create a Northern economy 
that rivals that of London. 

During key speeches made by 
Labour Party leader (Ed Miliband) 
and shadow health secretary (Andy 
Burnham), in January and March of 
this year, Labour set out the party’s 

PACEMAKER Guide to Party Policies for Health and Social Care

Your Country Needs You 
A plea for everyone to vote on May 7th

ten-year plan for health and care. 
Points raised include: 

- Introduce an annual 2.5 bil-
lion ‘Time to Care’ Fund to pay for 
20,000 more nurses, 8,000 more 
GPs, 5,000 more care workers and 
more 3,000 midwives. Funding for 
this proposed total investment of 
£12.5 billion by 2020 in the NHS 
is to come from tackling tax avoid-
ance, a new mansion tax and new 
levies on tobacco companies. 

ContInued on pAge 5
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Cover Story:
Your Country Needs You

By Olivia Holtermann Entwistle
ContInued froM Cover - Only 

by voting can you hold politicians 
and parties to account. Politicians 
are in a perpetual battle to be elected 
or to maintain power and to do this 
they try to woo voters.

 If only 44% of young people 
bother to show up, where is the in-
centive to make policies that help 
the young? 

Not voting gives politicians 
more fuel to demonise the young 
and make policies that dispropor-
tionately help the middle aged and 
better off. Why were the conserva-
tives able to raise tuition fees? I 
would guess its because they knew 
that it wouldn’t lose them any votes, 

as 66% of those likely to affected 
didn’t vote. 

Admittedly we wont be young 
forever and in ten years time most of 
you will probably be more worried 
about the cost of childcare than the 
cost of university. 

But, what many of you will be 
doing in 10 years is working in the 
NHS, and whichever way you cut it 
this institution has become a politi-
cal issue. 

So if you weren’t planning to go 
to a polling booth on Election Day 
let the thought of your future career 
be what changes your mind. 

Many pledges have been made 
about the NHS over the past few 
weeks, from 7-day GP appointments 

to ‘a midwife for every woman’ and 
you can bet that by the time we grad-
uate we will be affected by the deci-
sions made at this election. 

If that still hasn’t persuaded you 
lets move onto the next problem 
people seem to be citing as their rea-
son for not wanting to vote, that they 
don’t ‘like’ any of the party leaders. 

Well, simply put, we aren’t vot-
ing for the leaders, we are voting 
for our MPs who will make up our 
parliament who will then choose a 
Prime Minister. 

Yes, of course, it will be the 
leader of the biggest party and there-
fore it will be either David Cameron 
or Ed Miliband. But what it won’t 
mean is that they wield much real 

power as individuals. The Prime 
Minister is really only as strong as 
his party. 

A whole cabinet of ministers sits 
around him and are in charge of eve-
rything from housing to culture. 

So when you think about who 
to vote for, or whether to vote at all, 
don’t think of Ed’s goofy face or 
David’s Eton past, think about what 
they stand for, their ideologies and 
what that will mean for the popula-
tion. 

Somehow our media has fallen 
into the American beauty pageant 
style of presenting the election as a 
vote for an individual and have led 
us to believe that we should pick the 
person we would most like to go to 

the pub with. This kind of personali-
ty-based approach is no doubt where 
Nigel Farage draws a lot of his sup-
port from, presenting himself as a 
pint drinking, fag smoking man of 
the people. And he has been given 
the media platform to do it. 

But really if you vote for him 
you aren’t saying, ‘I like that guy’ 
you are saying ‘I agree with that 
guy’. So forget what you think of 
them as people and how funny their 
jokes are and think about what they 
are trying to achieve. 

And on the final point, the dread-
ed, ‘its boring’, well I haven’t got 
much to say on that front except that 
I think its ruddy exciting! (But what 
do I know?)

Continued: PACEMAKER Guide to Party Policies for Health and Social Care
By Cressie Moxey

- Repeal key aspects of the 
Health Social Care Act 2012 and 
make the NHS the preferred pro-
vider of services, with a statutory 
exemption for the NHS from EU 
procurement and competition law. 
The party have identified £100 mil-
lion of savings, which include scrap-
ping competition laws. Additionally, 
assets owned by the NHS, no longer 
used for health services, should be 
considered for disposal to release 
resources. 

- A national health and care ser-
vice based on ‘whole person care’, 
integrating physical health, mental 
health and social care, with health 
and wellbeing boards overseeing 
commissioning and Monitor given a 
new role to drive integrated care at a 
local level. 

Labour plans to replace the com-
petition framework with an NHS 
preferred provider framework, in 
which profits made by NHS con-
tracts will be capped to ensure re-
sources are spent on patient care; 
companies would have to reimburse 
the NHS for returns above the level 
of the cap. Monitor and the Compe-
tition and Markets Authority will be 
removed from their current roles as 
economic regulators. 

- End 15-minute care visits. 
- The party would develop a 

year-of-care tariff for those with 
complex needs, which will cover all 
of a person’s care costs over a year, 
providing an incentive for the ac-
countable provider to prevent prob-
lems, as deterioration may require 
more expensive hospital care. 

- A central role for health and 
wellbeing boards in commissioning 
for people with long-term condi-

tions, disability and frailty; clinical 
commissioning groups would func-
tion as executives and health and 
wellbeing boards as non-executives. 

- Ensure training of all NHS staff 
includes mental health and create a 
new right to talking therapies in the 
NHS Constitution. The proportion 
of the mental health budget spent on 
children will rise, which Labour call 
a ‘smart investment’ to prevent fu-
ture use of adult services. Over the 
longer-term the party plans to set 
out a strategy to deliver a waiting-
time standard of 28 days for access 
to talking therapies, both for adults 
and children. 

- Guaranteed appointments with 
a GP within 48 hours and a maxi-
mum one-week wait for cancer tests 
and results. 

- Set maximum limits on levels 
of fat, salt and sugar in food mar-
keted to children. 

- Set up a review of the National 
Institute for Health and Care Excel-
lence (NICE) to look at reforming 
the NICE technology appraisal pro-
cess and tougher rules on the imple-
mentation of NICE guidelines. 

The Liberal Democrats’ manifes-
to, published in February 2015 (and 
previous manifesto October 2014), 
establish Lib Dem plans and com-
mitments for health and care: 

- Increases NHS funding in real 
terms by £8 billion a year by 2020/21 
(as per the Five Year Forward View), 
in three stages, starting with an extra 
£1bn a year until 2018, paid for by 
capping pensions tax relief for the 
richest pensioners, aligning dividend 
tax and income tax for those earning 
more than £150,000 and scrapping 
the Conservative shares for right 
scheme. Lib Dem also guarantee 

that the NHS budget will rise by at 
least the rate of inflation on an an-
nual basis and that health spending 
will be increased in line with growth 
in economy once the deficit has been 
addressed in 2017/18. 

- Provide an extra £3.5 billion 
for mental health services over the 
next parliament (£500 million a 
year for better mental health care), 
to improve access and reduce wait-
ing times. This includes £1.25bn for 
children and teenagers and £250m 
for pregnant women and new mums 
with depression. 

- Act to improve mental health 
of children and young people by 
promoting wellbeing throughout 
schools and access to services to 
children as soon as the mental health 
problem develops. 

- Treat mental and physical 
health with greater equivalence, in-
cluding by improving access and 
waiting times, establishing world-
leading mental health research fund 
to improve understanding of mental 
illness and treatments. 

- Promote integrated care by 
pooling health and social care budg-
ets and giving a stronger role to 
health and wellbeing boards. Ad-
ditionally, better integration of hos-
pital care, community care services 
and preventative care for long term 
conditions by reforming the NHS 
payment system, including an in-
crease in the use of personal budgets 
for people who want them and bet-
ter access to technology and services 
to help people receive care closer to 
home. 

- Do more to tackle causes of 
ill health, including promotion of 
healthy lifestyle behaviours and 
promoting awareness of the dangers 
coupled with alcohol, smoking and 
drugs. 

- Commission a fundamental re-

view of NHS and social care financ-
es in 2015, before the next Spend-
ing Review, to assess pressures on 
NHS budgets and the scope for ef-
ficiencies. Consequently, enabling 
allocation of multi-year budgets to 
offer sufficient resources to maintain 
and improve the current standard of 
NHS services, including keeping 
waiting times down. 

- NHS mergers no longer to 
come under the jurisdiction of the 
Competition and Markets Authority 
and commissioners not to have to 
put all services out to tender. 

- Ensure access is based on need 
and not on ability to pay and that the 
NHS remains free at the point of de-
livery. 

- Encourage GPs to work togeth-
er to improve access and availability 
of appointments, including out of 
hours and incentivise work in more 
disadvantaged areas. 

- Invest in research and set am-
bitious goals to improve outcomes 
for the most serious life-threatening 
diseases like cancer and long-term 
conditions such as dementia. 

- Increase frontline NHS spend-
ing by £3 billion a year, with social 
care funding for older people in-
creased by £1 billion a year; paid for 
by leaving the EU, savings on health 
tourism and cutting middle manage-
ment. 

- Invest £130m a year in demen-
tia funding. 

- Make NHS-approved private 
medical insurance compulsory for 
all visitors to the UK and for mi-
grants who have been resident for 
less than five years, whilst keeping 
NHS free at the point of use for all 
UK residents. 

- Replace Monitor and the Care 

Quality Commission with ‘county 
health boards’ made up of locally 
elected health professionals. 

- Introduce a statutory ‘License 
to Manage’ for NHS managers, 
overseen by a professional regulator 
on the same footing as the General 
Medical Council. 

- Open GP surgeries at least one 
evening per week, where there is de-
mand. 

- End hospital car parking charg-
es in England, using £200m of the 
£2bm saved by making private 
health insurance a condition of entry 
to the UK. 

- Scrap tuition fees for medical 
students (on a means-tested basis).

- End privatisation of the NHS 
and repeal the Health and Social 
Care Act. Ensure ‘a public NHS’ 
free at the point of use.

- Introduce a ‘NHS tax’ as part of 
general income and other taxation to 
increase funding to the approximate 
EU average. Abolish prescription 
and other user charges, and expand 
free NHS dentistry. 

- Abolish foundation hospital 
status, reducing the amount of in-
come that these trusts can earn from 
treating private patients. 

- Divert funding away from cen-
tralised facilities towards communi-
ty healthcare and illness prevention/ 
health promotion: all promotion of 
tobacco and alcohol products, in-
cluding sponsorship, to be banned. 

- Introduce free social care for all 
people over 65 years of age. 

- Make mental health a greater 
priority. Encourage all local authori-
ties to appoint a mental health cham-
pion.  

- Protect the pay, conditions and 
status of professionals in healthcare. 
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By Niall Edwards
Interested in learning First Aid 

and gaining more clinical experi-
ence? St John Ambulance - Cen-
tral Manchester Unit is seeking 
to recruit new volunteers. We are 
looking to recruit volunteer First 
Aiders to be trained to provide 
First Aid to those who need it, 
when they need it. 

Some of the regular, local 
events we cover are:

• Manchester O2 Apollo
• Manchester City FC
• Manchester United FC
We also cover many regional 

and national large-scale events:
• Kendal Calling Music Fest.
• Manchester Pride
• V Festival
• London Marathon 
St John Ambulance provides 

many more opportunities than just 
First Aid cover at events:

• Advanced First Aider, Pa-
tient Transport Attendant and 
Emergency Transport Attendant 

are the current advanced clinical 
courses St John Ambulance offers 
to its members.

• Youth Work with Cadets (11-
17) and Badgers (5-10)

• Externally recognised Train-
er and St John Ambulance Asses-
sor qualifications.

• Management Training and 
the opportunity for progression

• Fundraising & PR events 
If you are a Student Healthcare 

Professional, we can accommo-
date this. When under supervision 
from a suitably qualified HCP, 
you can practice to your highest 
level of training. If you seek fur-
ther information or clarification, 
please contact the email address 
below and we can contact the 
Regional Clinical Team. St John 
Ambulance offers many opportu-
nities to its’ volunteers and we are 
a modern, friendly organisation. 

If interested, contact Niall - ni-
all.edwards@sja.org.uk - for more 
information and how to apply.

MUMPS
Manchester Paediatric Society

By MUMPS
Manchester University Medics 

Paediatrics Society is a small but 
mighty group of students committed 
to bringing you lectures and revision 
events about, you guessed it, paedi-
atrics! 

But the fun doesn’t stop there- 
our events cover topics as wide 
ranging as paediatric surgery and 
paediatric mental health. And we 
provide portfolio certificates! Could 
it get any better?

This year lecturers have ranged 
from celebrity BBC3 Junior Doc-
tors’ Keir Shields to former Child 
and Adolescent Mental Health Ser-
vices patients. 

In October of this year we will 

be hosting our national paediatrics 
conference, the only one like it in 
the North West. 

The conference will involve 
a morning of lectures from key-
note speaker Dr Lisa Kauffman of 
RCPCH fame, as well as doctors 
and surgeons from Great Ormond St 
Children’s Hospital, Alder Hey and 
our very own RMCH. 

We need your submissions for 
our oral presentation and poster 
competitions! 

In the afternoon there will be 
skills workshops to help you hone 
those all-important paediatric clini-
cal skills. 

Please like our Facebook page 
and follow us on Twitter for the 

Manchester 
Cardiovascular Society

By Dillon Horth
The Manchester Cardiovascular 

Society is a society focused around 
the various branches of cardiovascu-
lar medicine; from cardiology to car-
diothoracic surgery, we cover it all! 

We work hard to put on regular 
events that allow students to get ex-
posure to the various fields related to 
cardiovascular medicine. 

Aside from providing introduc-
tory talks, we also frequently put on 
specialty talks that focus on impor-
tant and interesting topics. Being in 
Manchester, we are lucky as we have 
access to a whole host of cardiovas-
cular experts, some of whom are 
world renowned in their respective 
specialties.

For those of you looking to expe-
rience what the society has to offer, 
annual and lifetime memberships 
can be purchased at any society 
event. Non-members are also more 
than welcome at our events.

Since the formation of the so-
ciety in 2013, we have undergone 

significant growth and development. 
However, we remain on the lookout 
for new ways to improve and expand 
the society. 

This year we are striving to offer 
regular talks across a wide range of 
subspecialties while incorporating 
more practical revision based ses-
sions, providing students with op-
portunities to improve their skills 
and knowledge. 

Listed below are the confirmed 
events for the remainder of the aca-
demic year.

Upcoming Events:
1. April 30th 19:00 ‘Why you 

should be a Vascular Anaesthetist’ 
– Dr. Paul Lancaster, Phase II Lec-
ture Theatre MRI

Dr. Lancaster is a consultant 
anaesthetist at the MRI and is highly 
experienced, not only in the field of 
vascular anaesthesia, but also in the 
field of emergency anaesthesia.

2. May 23rd 09:00-13:30 ‘HLB 
OSCE Revision Day’ - Phase II 
Lecture Theatre MRI

The day will be comprised of a 
series of short talks and demonstra-
tions surrounding high yield HLB 
topics. 

Teaching will be delivered by 
foundation doctors, who are best 

You can follow us for updates via 
the following links and subscribe to 
our mailing list:

https://www.facebook.com/ 
ManchesterCardiovascularSociety

https://twitter.com/UOMCVS

placed to provide insight into pass-
ing OSCEs. This day is certainly not 
one to miss for any year 3 students.

We hope everyone had a fantas-
tic Easter and we look forward to 
seeing you at our next event!

bants, but also to be kept updated on 
ticket sales for future events, which 
include:

• Fourth year OSCE revision 
day on Saturday 18th April at MRI 
Education North Phase II lecture 
theatre

• Mock OSCEs on 27th and 29th 
April in Stopford

• MUMPS National Paediat-
rics Conference on Saturday 3rd 
October 2015 at UoM.

Remember to submit your ab-
stracts to mumpsconference2015@
gmail.com 

https://www.facebook.com/
MUMPSmanchester 

https://twitter.com/mumps_uom

St John Ambulance
Recruiting Volunteers
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A Case for Plant-based Diets
By Matt Betts

Outside of completing her ST6 
training in Paediatrics and Child 
Health in Liverpool, Ellen Storm is 
a mother of twins, a Buddhist, a poet 
and low fat raw vegan.  I met Ellen 
over a year ago at a lecture she gave 
regarding plant-based diets and their 
benefits.  I stopped eating meat that 
same evening.

In case you were wondering, 
low fat raw vegans emphasise get-
ting a large proportion of their total 
calories from fruits, supplemented 
with generous quantities of vegeta-
bles (particularly green leafy ones) 
for vitamins, minerals and other 
phytonutrients, in order to ensure 
avoidance of an over-reliance on 
nuts. Some raw vegans also include 
sprouted grains and legumes, raw 
root vegetables such as carrots and 
beets, and fermented foods.

Ellen and I have stayed in touch 
ever since her lecture, as I have 
sought to move closer and closer to 
a raw vegan lifestyle.  Over Easter, 
she was kind enough to answer a few 
of my questions.

Why do you recommend a 
plant-based diet?

Because plant-based diets are as-
sociated with greater longevity, and 
have also been shown to reverse ath-
erosclerotic heart disease, the num-
ber one killer of a third of us in the 
Western world. 

But, what about the paleo diet?  
And, what about our teeth?  We’ve 
EVOLVED to eat animals, right?

You try catching and killing a 
small animal with your bare hands 
and eating it raw using only your 
teeth and nails. Fancy it? Then try 
walking up to an apple tree, picking 
the juiciest apple and eating it using 
only your highly evolved body and 
senses. We see colour, and desire 

sweetness, because these faculties 
help us to source the ripest fruit in 
the forest. 

The ability to procure and cook 
meat offered a survival advantage as 
human beings migrated further away 
from the equator. 

But survival to reproductive age, 
which is all nature is interested in, is 
not the same as survival into old age, 
and we pay a heavy price in terms 
of longevity for our over-reliance on 
animal products in more northerly 
latitudes. 

As for our teeth, they most close-
ly resemble those of our closest liv-
ing relatives, the chimpanzees and 
other great apes (although we do not 
have the long, pointed canines that 
chimpanzees and other carnivores 
do), all of whom consume mostly 
plants, with the majority of their 
calories coming from fruit. 

Most of the chimpanzee’s diet 
in the wild consists of fruit (mainly 
figs) and green leaves. They do con-
sume insects and some will occa-
sionally eat meat, but these consti-
tute a tiny proportion of their total 
calories. 

They get their vitamin B12 
mainly from bacteria present in 
the soil and on the surface of their 
foods, and captive apes have been 
shown to develop B12 deficiency 
when fed fruits and vegetables that 
have been washed in chlorine, like 
the ones sold in supermarkets today. 
If you exclude all animal products 
from your diet, and don’t eat insects 
or soil, then it is necessary to take a 
B12 supplement.

There is one point on which 
the paleo and vegan camps agree 
however, and that is that consum-
ing dairy products is a really bad 
idea. More than 65% of the world’s 
population does not consume dairy 
in any form after weaning and their 
bones are just fine, and we are the 

only species on the planet to con-
sume the milk of another species. 
Yet somehow the entire population 
of the Western world seems to be-
lieve without question that milk is 
essential for healthy bones and teeth. 
This is nothing but testament to the 
power of years of marketing by the 
dairy industry. 

In fact, countries that consume 
the highest amounts of calcium 
(mostly from dairy) also have the 
highest rates of hip fracture.

But where do you get your pro-
tein?

Broccoli. Seriously - this is re-
ally important…

It is easily possible to obtain 
8-10% of our total calories from the 
proteins found in whole plant foods. 
All plant foods contain protein: 20% 
of the calories in broccoli are de-
rived from protein, 31% in spinach, 
18% in chickpeas, 23% in peas, 15% 
in wild rice. 

You get the idea. Most fruits 
come in at less than 10%, so if you 
eat a varied whole-food, plant-based 
diet you will naturally take in pro-
tein in the optimal range and what is 
more, it will be healthy, non-tumour 
promoting protein.

Rates of cancer in populations 
traditionally consuming whole-food 
plant-based diets, such as breast can-
cer in traditional rural Chinese wom-
en for example, are much lower than 
they are in the West, while those mi-
grating from these areas to more af-
fluent cities or countries where meat 
and dairy consumption are prevalent 
see their risk of cancer rise signifi-
cantly within two generations. 

This suggests a primarily en-
vironmental cause for most of the 
cancers prevalent in the West today. 
There are also many, many anecdo-
tal stories of individuals improving 
their cancer outcomes by changing 

their diet in the direction of more 
whole plant foods and less animal-
based foods and refined and pro-
cessed products. 

Plant foods of course contain 
thousands of phytonutrients, anti-
oxidants, vitamins and minerals that 
all act together in symphony to bring 
about health and combat disease. 

We do not at the present time 
know what these all are, but few ex-
perts debate the importance of a diet 
high in fruits and vegetables to re-
duce cancer risk. 

My contention is that a diet con-
sisting entirely of fruits, vegetables 
and other whole plant foods such as 
nuts, seeds, whole grains and leg-
umes, without any harmful animal-
based foods at all, offers human be-
ings the best hope for good health 
and a long life free of cancer and 

other chronic diseases that are caus-
ing so much suffering in our society 
today.

Is it not really difficult at din-
ner parties?

Depends if you have nice friends 
or not. I have nice friends.

Why, then, are you a low fat 
raw vegan?

I want to live the most compas-
sionate life that I can, for as long as 
I can. Fortunately, the two come as 
a package.

If the above isn’t enough (believe 
me, it isn’t), you can find more, much 
more, where Ellen writes online - 
www.kidseatplants.com and www.
ellenstorm.com - and tweets @kid-
seatplants and @drellenstorm.  

Dr. Ellen Storm

By Avanti Pandit
On the 18 of March this year, 

the Manchester Medical Careers 
Society held the annual Medical 
Careers Fair in Stopford Building. 
Apart from a few minor glitches 
on the day, the entire fair went 
smoothly and hopefully was use-
ful to a lot of students. 

I am happy to announce that 
approximately 400 students at-
tended the event and we have 
been receiving positive feedback 
for the event so far. 

I have been involved with 
the MMCS since my first year at 
medical school. At the start of this 
year, I was elected to be President 
of the society. 

Our aim is to provide career-

orientated events for medical stu-
dents to help them find out more 
about the numerous career pathways 
and specialities out there. 

Modern medicine is a dynamic 
and evolving subject and it can be 
very difficult to even know about 
which fields exist! 

Doctors in the 21st century have 
numerous options available to them, 
from joining the military to being 
involved in cutting edge research. 
A medical degree is one of the most 
versatile and widely accepted, al-
lowing doctors to practice medicine 
anywhere in the world. 

Numerous doctors choose to 
stop practising clinical medicine and 
switch to teaching, medical manage-
ment, medical publishing, pharma-

Spotlight: Careers Fair 2015
ceuticals and more. 

Our main event of the year is the 
Medical Careers Fair, and our seven-
strong team this year worked very 
hard to make it happen. 

In addition to this, we organise 
evening lectures on individual spe-
cialities. 

If there are any fields in particu-
lar that you would like to know more 
about, please do get in touch and we 
will see what we can arrange! 

Send us your interests on man-
chestermedicalcareerssoc@gmail.
com or fill out a contact form on our 
website www.manchestermcs.com – 
please note that we are not organis-
ing any more events this academic 
year, any new talks will take place at 
the start of next academic year. 
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The Advertising Men
By Siyar Abdulrazaq

In this article I hope to discuss 
a fundamental aspect of medicine 
that we have moderately neglected.  
I hope to answer one question that 
has a vast relevance to our lives as 
medics right now, and will continue 
to do so even more in the future until 
we become corpses. Why are suicide 
rates so high? In other words, who 
is telling us to kill ourselves, who is 
shaping our future, our children and 
our children’s children? 

For a long time scientists thought 
they had almost discovered the an-
swer to the ultimate question, “why 
are we here’’. We know a lot about 
existence and creativity – at least 
we think so. Scientists know the 
anatomy of the animal kingdom in-
side out, including that of humans. 
They have mapped out every single 
nerve in the human body. However, 
what we cannot explain is why we 
are who we are. And we don’t know 
how we are able to think the way 
we think, how we are able to come 
up with the things that we come up 
with, how we are able to have ideas 
that nobody else has, why we are 
completely unique whilst at the same 
time we have so much resemblance 
to each other.  But most importantly 
scientists cannot explain why we are 
unable to think about things that are 
not in existence yet, when we under-
stand that there are things that are 
not in existence yet.

Some may disagree with the 
above, some still think we have suc-
ceeded and are on the path to suc-
cess, some say that we have done 
nothing but succeeded. And indeed, 
advances in science such as IVF are 
truly remarkable. But in my opinion, 
the success of all of this is limited 
when the number of people dying 
from suicide has reached a stag-
gering 1 million per year. Every 40 
seconds one person decides to take 
his or her own life. Suicide rates are 
particularly high in Alaska, Mon-
tana, and Wyoming because of the 
wide availability of guns; imagine 
what would happen when the sup-
ply meets the demand in other parts 
of the world. Would we all still be 

alive, or would some of us be locked 
up, so that we don’t kill ourselves?

What could be the reason for all 
this and where do we start? To tackle 
the problem we have to understand 
ourselves, but sometimes we find 
this extremely difficult; sometimes 
we even find it difficult to put things 
into words. Arguably, words don’t 
carry the same weight today as they 
used to. In many ways, language has 
been taken over by the world of mat-
ter, by “The Advertising Men”, by 
secular novelists and politicians… 
it has lost some of its power. I feel 
that modern language has in many 
ways been degraded. People often 
find it hard to describe something in 
their own words. Linguistic commu-

nication is often replaced by selfies, 
Snapchats, Facebook and Twitter. 
The modern world is characterised 
by the belief that there isn’t anything 
beyond the appearance of existence 
and presence. 

It has been said that suicide is 
a result of mental illness, a disease 
causing a change to the status of an 
individual and their way of think-
ing. But are all these labels solving 
the problem to anything? And could 
it be that the individual deciding to 
commit suicide is not at fault but 
rather that it is a consequence of 
our modern world? We are under 
constant pressure to be around oth-
ers; media, TV, and The Advertising 
Men constantly telling us that we 

should be constantly productive and 
having a great time all the time. We 
are rarely at peace. 

It seems that sometimes we are 
so busy growing that we forget we 
are growing old. Then all of a sud-
den there will be a moment when we 
realize that we have aged and that 
the time has gone so fast. Have you 
ever wondered why we are not con-
tent with what we have, and if we are 
forgetting to live life to the full?

How can we stop this destructive 
pattern? We have to be realistic: we 
cannot stop The Advertising Men: 
they will continue to do their mon-
ey-driven job. I suggest that we start 
by bringing language alive again, to 
start having a conversations longer 
than ‘Hi, how are you? I’m fine’. As 
medics we need to understand the 
value of being human. A human is 
not human because of their arms or 
their legs; we are human because of 
the way we interact with others; that 
is essentially what makes us human 
and humane.

Finally, if you take only one point 
from this article as you go into your 
2nd or 3rd year of medicine, let it be 
this: talk to your patients; ask them 
if they are angry, if they have a fam-
ily, what they are looking forward to. 
Your patients are also human; hold 
a real conversation with them. After 
all, that’s what our communication 
skills sessions have been teaching us 
all along. 

Inside Harley Street 

A Dastardly Underworld, according to the BBC
By Olivia Holtermann Entwistle

Harley Street, states the open-
ing lines of this documentary, 
is a ‘world famous brand’.  This 
phrase seems to sum up the prem-
ise of the entire program, that pri-
vate healthcare is about one thing: 
money money money. 

There seems to be a trend for 
documentaries detailing the ex-
cesses of the rich, from Jacques 
Peretti’s ‘The Super Rich and Us’ 
to ‘Millionaire Basement Wars’, 
and whilst I am all for laughing 
at the lunacy of the worlds super 
wealthy, I feel this film attempted 
to shoehorn itself into this cate-
gory, whilst ignoring the fact that 
paying for a private endoscopy is 
slightly different from owning a 
diamond encrusted Porsche. 

But no, it seems the Harley 
street of this documentary is a 
world where prostates are made 
of solid gold, with one special-
ist declaring, with a Machiavel-
lian laugh, ‘I’m in love with the 
prostate gland…it keeps me in 
business’. It seems they cherry 
picked the most blasé doctors in 
this ‘exclusive one stop shop’, 

unafraid to discuss how much they 
earn and their conviction in private 
healthcare. 

Although I myself have some 
ideological qualms about the idea 
of practicing as a private doctor, it 
is difficult to ignore the attraction of 
this type of work. 

Not only do the doctors inter-
viewed enjoy generous salaries and 
good working hours, they get the 
chance to spend as much time with 
their patients as they want. Not even 
the most hard-line NHS champion 
could argue with the benefits of this. 
But every time the program edged 
towards a balanced take on private 
healthcare they cut to the official 
Harley street florist, detailing the 
extravagant arrangements he was 
required to plant up and down this 
‘exclusive half mile’. 

There were moments when the 
show lifted its judging eyes to more 
heartening subject matters, like in-
terviewing a bicycle courier who 
seemed to show intense dedication 
and love of his job. 

But not before the interview had 
asked him if he considered that he 
might die doing his work, as though 

Harley street itself would swallow 
him up into its dark and money filled 
bowels. 

I am being harsh and must admit 
that the programme detailed some 
more nuanced stories, like that of a 
10 year old Russian boy attending 

for surgery after a plea for donations 
on Russian television. Or a young 
NHS doctor, diagnosed with breast 
cancer, seeking treatment on Harley 
Street. However, it seems to me that 
the programme sidestepped the most 
important issue: why, in a nation 

with an NHS, do people feel the 
need to go private at all? And the 
answer probably isn’t that they are 
all filthy rich and inherently self-
ish. 

Inside Harley Street is Avail-
able on BBC iPlayer 
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By Jemima Heap
Dr Ahmed Hankir graduated 

from Manchester Medical School in 
2011 and won the Royal College of 
Psychiatrists Foundation Doctor of 
the Year Award in 2013. He is cur-
rently taking a break from his Psy-
chiatry CT and NIHR ACF training 
to pursue academic psychiatry. He 
has delivered his case report The 
Wounded Healer (TWH), which dis-
cusses the mental health of health-
care professionals, to medical stu-
dents and doctors across the world. 
TWH has been incorporated into 
the curricula of four UK medical 
schools and Dr Hankir is currently 
filming a documentary film version. 

How did you get interested in 
Psychiatry?

As a medical student, I submit-
ted an abstract for a poster presen-
tation on the psychological effects 
of trauma and conflict to the 2009 
International Conference of Mental 
Health at Cambridge University and 
I received the first prize. The organ-
isers invited me to conduct an out of 
area SSC on the association between 
the artistic temperament and bipolar 
disorder. That exposure piqued my 
interest in academic psychiatry, but I 
didn’t really get much experience in 
clinical psychiatry. 

I enjoyed my psychiatry place-
ments as a medical student, but I 
didn’t do any as a foundation doc-
tor, because I wanted to be sure 
there weren’t any other specialties 
that I would prefer. I’m not your 
conventional psychiatry trainee in 
the sense that my interests are in the 
public understanding of psychiatry, 
and how mental health problems 
are portrayed in film. For exam-
ple, movies like One Flew over the 
Cuckoo’s Nest or The Silence of the 
Lambs- are they accurate portrayals 
of psychopathology? I have an inter-
est in how we can use drama and art 
as therapeutic and educational tools, 
which involves re-enacting scenes 
from films.

Your current research looks at 
traumatic injury during combat 
and suicidal behaviour- what ex-
actly are you looking at?

Whilst completing an Academic 
Clinical Fellowship in Psychiatry 
in Manchester, the president of the 
RCP approached me about con-
ducting research on military mental 
health among combat troops return-
ing from Afghanistan who have sus-
tained multiple traumatic injuries 
like severe burns, amputations, and 
the association that might have with 
suicidal behaviour.  

We know from data from trauma 
centres in Canada that there is an as-
sociation between non-fatal traumat-
ic injuries and suicidal behaviour. 
Your hypothesis would be that there 

is an association, but we want data 
to support or refute that and we have 
received funding from the charity 
Help for Heroes. 

Your interests are varied- can 
you talk me through a typical 
week for you?

As an academic clinical fellow, 
if not on call, I was based at MRI 
in Later Life Psychiatry. Monday 
to Friday usually involved domi-
ciliary visits after GP referral due to 
concerns that a patient might have 
cognitive impairment or memory 
loss. The public are really concerned 
about dementia- they have a low 
threshold and presume everyone 
who is getting older has it. It’s a lot 
of fun and I really enjoyed some of 
the narratives these people have, and 
I think dementia is a real threat to 
those precious memories. There is 
also a lot of admin as the provision 
of mental health services is multidis-
ciplinary and we have a lot of meet-
ings with psychologists. I would re-
ceive and deliver teaching. 

I would also do things of my own 
volition like lecture at Universities 
around the country. I like to stay fit 
so I exercise regularly, which also 
confers protection and resilience 
against mental health problems. I 
try to get six hours sleep, but I’ll be 
reticent about how many hours I ac-
tually get.

How would you advise stu-
dents who want to pursue an aca-
demic career?

It’s important to be honest with 
yourself and ask yourself why you 
want an academic career. It requires 
a certain personality and skill set. 
It’s exciting that your research could 
generate data that could have a posi-
tive effect on the wellbeing of peo-
ple on quite a large scale. It requires 
devotion and creativity. Like clinical 
medicine, exposure and experience 
is important. 

Don’t be disheartened as you 
will encounter hurdles, but get back 
up. Try to get as much experience 
as you can and learn what research 
requires.

Tell me about ‘The Wounded 
Healer’.

The essence of TWH is help-
seeking for your own mental health 
problems, because there is this per-
ception that doctors and medical 
students are invincible. The reality 
is that they are human beings and 
if anything they are more prone and 
more vulnerable to developing men-
tal health problems. 

We know that 400 doctors die 
every year from suicide in the US 
alone. Unfortunately public stigma 
and self-stigma are major barriers 
to accessing mental health services 
and so people suffer needlessly and 

unnecessarily. My quest is to take 
a firm stand against the stigma of 
mental health problems and to de-
bunk myths.

I developed ‘The Wounded Heal-
er’ with a lecturer from the depart-
ment of Psychiatry at the University 
of Cambridge. It has been described 
as an innovative method of peda-
gogy that blends the humanities with 
science. The aims of TWH are to 
engage, enthuse, enthral and to edu-
cate. The point we are trying to make 
is how can you educate people if you 
can’t engage them? I have delivered 
TWH to over five thousand medi-
cal students and doctors in fourteen 
institutions in the UK, Canada, the 
USA, Portugal, Italy, Lebanon and 
Slovenia. 

It started with a case report of the 
same name, which I presented at the 
2013 Conference on Mental Health 
at Cambridge University. I received 
the first prize for the trainee catego-
ry. I thought TWH had a lot of po-
tential and the feedback I’m getting 
is really humbling. 

Why do you think that doc-
tors’ mental health has tradition-
ally been ignored? TWH has been 
incorporated into the curriculum 
at four UK medical schools- why 
has it taken so long?

Yes, Kings College London, 
Cambridge university, UEA and 
Dundee University. Historically, a 
stigma was a scar on the skin of an-
cient Greek criminals- a sign to all 
that these people were unsafe, un-
clean and unwanted. Stigma persists 
today in the attitudes towards those 
who have mental health problems 
and nowhere is this more apparent 
than in the healthcare profession. 

The 2008 Stigma Shout survey 
of 4000 people using mental health 
services and carers revealed health-
care professionals (HCPs) to be a 
common source of stigma reported 
by people who have mental illness. 
There is a disparity of esteem be-
tween mental health problems and 
physical health problems.

The GMC said that one of the 
most challenging situations that 
medical schools face is when a stu-
dent is struggling because of mental 
health problems, and the solution 
was to create environments in which 
mental health can be openly spoken 
about to try to reduce the stigma. 
There is a precedent with homo-
sexuality: Coming Out Proud (COP) 
helped with reducing the stigma. 
There is also now data, randomized 
control trial published in the British 
Journal of Psychiatry, to support the 
efficacy of COP with mental health 
problems to reduce self-stigma.

Do you think that wounded 
healers can make better doctors?

Thank you for asking that. If you 

look at narratives of doctors who 
have these lived experiences of men-
tal health problems, they report that 
their experiences have made them 
more empathetic and more insight-
ful. The Prince of Wales published 
a paper calling for clinicians to de-
velop a healing empathy. So if these 
experiences can actually make you 
more empathetic, are we actually re-
sponding to his call? I’m not saying 
that you have to have had these ex-
periences as a prerequisite to being 
in the profession, but I’m trying to 
debunk the myth that these experi-
ences are entirely negative. There is 
also a myth that people who experi-
ence mental health problems are un-
derachievers. I have come out proud 
with my experiences- with the war 
in Lebanon in 2006, when I discov-
ered that thousands of civilians were 
killed overnight, I reacted. I won’t 
expand, but the point I’m making 
is that you can recover and you can 
achieve excellence. I received the 
RCP Foundation Doctor of the Year 
Award. There are others who have 
these experiences: celebrities, Abra-
ham Lincoln had bipolar disorder, so 
did Napoleon. So we need to debunk 
the myth that it is a weakness.

What would you say to MMS 
students who want to work in psy-
chiatry?

Be honest with yourself. We 
know that there is a chronic world-
wide shortage of psychiatrists ac-
cording to the WHO. 

I worked on a book chapter on 
recruitment with the president of 
the World Psychiatry Association: 
we did a review of the literature on 
factors that attract or deter graduates 
into psychiatry that revealed people 
are attracted to psychiatry by qual-
ity of placements and charismatic 
teachers, but also personality traits 
like a tolerance for ambiguity and 
an interest in the humanities. I think 
you need to get exposure and expe-

rience. You spend on average forty 
hours per week, forty weeks per year 
and forty years of your life on your 
career so make sure you make the 
right decision and you can do that by 
identifying what makes you happy. 
Psychiatry is challenging, it’s never 
dull, the remit is so wide-ranging- 
can you think of any other special-
ity that would pay you to re-enact 
scenes from films?

What would you say to MMS 
students who have written off 
psychiatry, but will still surely 
encounter patients or colleagues, 
or even themselves, with mental 
health problems during their ca-
reers?

A quarter of us will have a men-
tal health problem during our lives 
so if it’s not you, it’s someone you 
know. A lot of us are in denial, a lot 
of us don’t have insight, but mental 
health is something that concerns 
everyone. If you look at it from a 
population level, time off work be-
cause of mental health problems 
costs the economy millions.

Dr Daksha Emson was a brilliant 
doctor who tragically killed herself 
and her baby daughter during a psy-
chotic episode. An independent in-
quiry into her death concluded that 
she was the victim of stigma from 
the NHS. 

We might not have the insight 
that we have a problem, but we also 
might not have the insight that we 
are causing a problem. So be hon-
est with yourself and try to remove 
any negativity or prejudice that you 
might harbinger. Remind yourself 
that stigma is killing people and you 
might be a source. You might be on 
a placement in Emergency Medicine 
and somebody comes in with suicid-
al behaviour: remember that HCPs 
are a common source of stigma and 
ask yourself ‘am I going to be that 
source or am I going to be the agent 
of change’?

An Interview with the Wounded Healer

Dr Ahmed Hankir 2013 RCPsych Foundation  
Doctor of the Year and Dr Rashid Zaman FRCPsych, 2013 

RCPsych Awards Ceremony, Royal Society of Medicine, London.
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Epidemic of Fear
By Olivia Ford

One of the largest vaccination 
scandals in recent memory began in 
1998 when Andrew Wakefield and 
12 others published a study which 
suggested a link between the com-
bined MMR vaccine and autism. 
The study – published by the Lan-
cet – was ‘fatally flawed’ according 
to the journal that would later retract 
it. Nobody was able to replicate 
Wakefield’s results and after years 
of investigation, evidence began to 
emerge that Wakefield had changed 
details about patients’ medical histo-
ries, and had a significant conflict of 
interest. 

In 2010, the year the paper was 
officially retracted, Wakefield was 
struck off the UK medical register. 
Most of the scientific community 
agrees that Wakefield’s paper has no 
scientific merit, and the man him-
self is no longer allowed to practice 
medicine in the UK. 

So, no harm done, right? Well, 
not necessarily. 

The world of medical research 
doesn’t exist within a bubble sepa-
rate from the rest of society, and the 
public reaction caused by the study 
lead to a reduction in UK measles 
vaccination rates which only recov-
ered in late 2013. This sudden drop 
means that there is an entire genera-
tion of young people who may not 
have full immunity against measles, 
if any at all.

Also in 2013, it was announced 
that the Department of Health would 
be starting a measles ‘vaccination 
catch-up campaign’ in an attempt 
to ensure that any children without 
full immunity would receive their 
vaccinations. It’s both encouraging 
that this initiative is being taken, and 
baffling that such a campaign should 
even be necessary in the UK in the 
21st century. Yet it is necessary. 

At the time of the MMR/autism 
scare, measles had been eliminated 
in the UK – in 2008, the disease was 
declared endemic. 

The reason that measles was 
thought to be eliminated was due to 
high levels of immunity in the popu-
lation and not changes in the mea-
sles virus itself. Now, the level of 
immunity has reduced, so people are 
getting measles again.

Now is probably as good time as 
any to introduce the mainly internet 
based ‘anti-vaccination’ movement; 
a group of people who hold the be-
lief that all vaccines – not just the 
MMR – cause autism, as well as 
more virulent forms of measles, and 
basically everything bad that ever 
happens.

I’m going to go out on a limb 
here and say that none of the online 
anti-vaccine rhetoric is based on ac-

tual fact. A lot of it consists of find-
ing a scary word like MERCURY 
and claiming that vaccines contain 
DANGEROUS LEVELS of it. If 
that fails, they can just brashly make 
something up, like did you know 
that vaccines contain ABORTED 
HUMAN FOETAL TISSUE? Any-
thing to inspire fear, which can make 
people do some really stupid things, 
especially when it comes to their 
children.

Now I understand that the 
thought of your child getting sick 
is terrifying, but avoiding vacci-
nation for whatever reason is not 
only putting their lives at risk, but 
also the lives of children who can’t 
get vaccinated for medical reasons. 
That’s how herd immunity works – 
the healthy people get immunised 
and protect those who can’t protect 
themselves (the chronically im-

munosuppressed, people receiving 
chemotherapy, etc).

What does any of this have to do 
with Dr Wakefield? Well after being 
effectively shunned by the British 
medical community, he moved his 
research to the US. 

He then integrated into the Amer-
ican anti-vaccination movement and 
kindly took up the mantle of martyr 
for the cause. 

The man is even on twitter. An 
image that he recently retweeted 
proclaims that ‘California has had 
zero new measles cases in over two 
weeks!’ with an accompanying pic-
ture of grinning, measle-faced Mick-
ey Mouse. 

The image is, of course referring 
to an outbreak of measles in the US 
earlier this year. 

It is believed to have started 
when an unvaccinated California 

woman contracted the disease be-
fore visiting Disneyland last Decem-
ber. Stay classy, Dr Wakefield.

Now I’m not going to go into 
any depth criticising Wakefield’s re-
search. 

He’s a doctor, I’m a second year 
medical student. 

However I am going to criticise 
his apparent refusal to accept any 
responsibility for the hysteria caused 
by his paper, as well as 14 measles 
related deaths in England and Wales 
between 1999 and 2013. 

Whether or not you’re convinced 
that Wakefield is genuine in his 
distrust of vaccines – spoiler alert, 
I’m not – you would imagine that 
any reasonable person would take 
at least a tiny bit of responsibility 
for essentially bringing back a pre-
ventable disease, once thought to be 
eliminated in the UK. 

The measles resurgence isn’t 
confined to the UK either; there 
were 592 cases in the US in 2014 
and since last October, there have 
been 375 cases in Berlin alone. 
Around 90% of the people infected 
in Berlin had never been vaccinated 
against measles. 

One of those people was an 
18-month old toddler. He died in 
March. That’s what it all comes 
down to in the end. I can make as 
many glib EBM/PPD comments as I 
want but it won’t change the fact that 
the actions of Dr Wakefield and the 
wider anti-vaccination community 
have a body count.

The vast majority of people are 
reasonable – they understand how 
important immunisation is and their 
children will get vaccinated on time 
but sadly, it only takes a few scared 
parents to ruin a great thing. The 
horrific implication being that these 
parents would rather risk their child 
dying than being autistic.

How would you like global health to be taught  
at medical school and why do you think global health is important?

By Patrick Anyadi
As massive leaps in areas of 

technology and transport have oc-
curred, interconnection within the 
human race has increased. 

The march of globalisation 
means that nations are now more 
dependent upon one another than 
ever before. 

Globalisation applies to dis-
ease and ill health, which affects 
populations in all countries, re-
gardless of economic develop-
ment. 

Global health focuses on 
health issues that transcend na-
tional boundaries. They provide 
opportunities for collaboration 
between countries and a multidis-
ciplinary, international approach 

is the most effective way to deal 
with them. 

There are serious consequences 
when the international community 
fails to respond appropriately to 
global health issues. The best exam-
ple of this would be the Ebola crisis. 
The initial response or lack thereof 
by governments from around the 
world has accelerated the spread of 
the virus. 

The most powerful states failed 
to send millions of pounds in emer-
gency aid and other support to fight 
the disease, causing avoidable suf-
fering and death.

Global health is important be-
cause it allows countries to learn 
from one another, thereby improving 
the health of their citizens. Measures 

such as mortality rate, life expec-
tancy, access to primary care, etc. 
provide an indication of how well a 
healthcare system is working. Stud-
ying the factors that account for the 
differences between the best and the 
worst healthcare systems can help to 
construct a set of principles to im-
prove the health of all people around 
the world.

I believe that medical students 
often become too fixated with the 
details of biomedicine and clinical 
practice. 

The details are important but do 
not provide students with an aware-
ness of the complexities and wider 
context of health/healthcare in the 
‘real world’. 

I believe that it is imperative to 

make global health, or at least public 
health, a part of the medical school 
curriculum. A simple solution would 
be to integrate global health issues 
into our PBL cases and intended 
learning outcomes. However, I be-
lieve that this would allow student to 
overlook the subject. 

A better way to teach global 
health would be through the use of 
case studies. Each week the class 
could be assigned different areas 
within the field to study. For exam-
ple, one week the class could focus 
on communicable disease. A current 
topic within this area would then be 
decided on by the group. The class 
would then go away and read a va-
riety of books, news articles and pa-
pers on the topic.

At the end of the week the 
group could be tested by writing 
a two-page essay or giving a 10 
minute presentation. 

This would also give students 
the opportunity to improve vital 
skills not covered by the medical 
curriculum. Students could also 
meet to discuss and debate the 
week’s topic in sessions led by 
medical students intercalating in 
global health.

Through the university’s large 
network of contacts that work in 
the field of global health, seminars 
and lectures relevant to the week’s 
topic could be arranged with ex-
perts from around the world and 
those that work in the Manchester 
Academic Health Science Centre. 

Measle-faced Mickey Mouse as tweeted by Dr Wakefield
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A Day in the Life of Dr Peter Talbot
Honorary Consultant Psychiatrist and Senior Lecturer

By Mátyás Jakab
Second years and above prob-

ably know Dr. Peter Talbot from 
3rd semester lectures on depression 
and schizophrenia. His roles are 
quite varied, as he is Deputy Direc-
tor at the Wolfson Molecular Imag-
ing Centre, a lecturer in Molecular 
Neuroimaging at the University of 
Manchester, as well as an Honorary 
Consultant Psychiatrist in central 
Manchester. 

His path in life was winding: ge-
ographically from Northern Ireland 
to Bristol, to Scotland, through the 
US and back to Manchester, as well 
as professionally, from Anaesthesia 
and Intensive Care through GP train-
ing and up to Psychiatry. His vast 
life experience makes him an ideal 
person to learn from, and we’ve tried 
to get as much as we could of what 
he told us into the article. Enjoy.

Could you tell us how a regular 
week looks for you?

Sure. I am an academic psychia-
trist, so half my week is spent in my 
university job and the other half in 
the NHS. My NHS job is easier to 
describe. 

I’m trained in General Adult 
Psychiatry and then I chose to spe-
cialise in affective (that is, mood) 
disorders and now I’m the director 
of the regional specialist service for 
affective disorders. 

I run a tertiary-level clinic, I 
see patients mainly with treatment-
resistant depression or bipolar disor-
der, and I work in a small team with 
another consultant and a nurse. We 
take referrals from NHS consultants 
from the north-west region and we 
do a full assessment and provide 
back a detailed management plan for 
them to follow. 

The rest of the week is my uni-
versity job. Like any academic, my 
job is largely divided into research 
and teaching. 

I do quite a bit of undergraduate 
and postgraduate teaching, I develop 
research grants, I supervise PhD stu-
dents and post-docs in research, so 
I’m often to be found at the Wolfson 
Molecular Imaging Centre design-
ing or carrying out PET imaging re-
search in mental disorders, particu-
larly depression and schizophrenia 
at the moment.

What are the most common 
pathologies that walk through the 
door in general adult psychiatry?

The bread and butter really of 
general adult psychiatry is psychotic 
disorders, affective disorders, per-
sonality disorders, various forms of 
anxiety, and addictions. 

The classic example of psychotic 
illness is schizophrenia, but there is 

also a range of other psychotic disor-
ders that don’t fit neatly into schizo-
phrenia. 

The mood disorders we see are 
particularly bipolar disorder and ma-
jor depression, but again there are 
various minor versions of depres-
sion.  

Anxiety can be much more disa-
bling than many people would im-
agine, and treating mental illness in 
patients who are also misusing or 
addicted to substances is particularly 
problematic. 

The commonest personality dis-
orders we see are borderline, para-
noid and antisocial personality dis-
orders. 

And there are always other less 
common disorders like OCD and 
PTSD - you have to be broadly 
trained and prepared for anything. 
The buck stops with you as a con-
sultant, so you have to be able to rec-
ognise and manage a lot of things.

What are we able to find out 
from new imaging methods?

Well, for mental health in the 
adult population, neuroimaging 
doesn’t have a diagnostic capacity or 
ability at the moment. I can’t take a 
patient, send them for a scan and say 
“the scan will confirm your depres-
sion or schizophrenia or whatever”, 
that’s just not the way we diagnose 
mental disorders. 

But what it is showing us is im-
portant aspects of the underlying 
neurobiology in mental disorders. 
Although imaging research is active 
in a wide range of mental disorders, I 
think at the moment the best insights 
it has provided are in schizophrenia - 
PET and SPECT imaging have been 
instrumental in showing us that psy-
chotic symptoms, that is hallucina-
tion and delusions, in schizophrenia 
are associated with excessive release 
of dopamine in the associative stria-
tum. 

PET is now also able to show 
underlying dopamine abnormalities 
in the frontal cortex, which corre-
late with the cognitive difficulties 
that schizophrenic patients have. If 
you move from a working-age adult 
population into the older age popula-
tion in later-life psychiatry, that’s the 
only place where imaging can help 
with diagnosis. 

There are now PET imaging trac-
ers for beta-amyloid plaques which 
can help differentiate between Alz-
heimer’s and other dementias, in-
cluding a tracer called Amyvid 
which is approved now in the UK. 
So in later life psychiatry imaging 
can be clinically useful in demen-
tia and cognitive impairment, but in 
pretty much all other mental disor-
ders it remains a research tool.

It can be argued that psychia-
try combined biological and social 
science perspectives more than 
other medical fields. 

How do you feel the proportion 
of the two aspects has changed 
over the years?

That’s a difficult question and 
I’m not sure it is particularly chang-
ing. We in psychiatry work with 
a biopsychosocial model, so that 
biological, psychological and social 
factors are absolutely, inextricably 
intertwined in all aspects of mental 
disorders. 

You have some that are strongly 
biological and some that are strongly 
psychosocial, but there’s always a 
bit of biological, psychological and 
social aspect to it all. And I think 
psychiatry was the first to embrace 
that model with open arms. 

I can’t imagine doing psychiatry 
without my social work and clinical 
psychology colleagues. In general, 
the expertise of doctors is in diag-
nosis and medication management, 
but our training includes psychology  
and we all are trained to understand 
the underlying social causes and so-
cial treatments of mental disorders. 
Unfortunately there never seem to 
be enough clinical psychology or so-
cial care resources to meet the great 
need for these, so it’s easy to fall 
back on medications. 

But they’re not by any means 
the whole answer. In some disorders 
medications are extremely impor-
tant. So I would say antipsychotics 
are very important in psychosis, an-
tidepressants have moderate benefit 
in depression, mood stabilizers have 
a moderate-to-good benefit in bipo-
lar disorder, and serotonergic drugs 
can be very helpful in anxiety and 
OCD. 

However they’re not as effec-
tive as we would want and they have 
all the unwanted side-effects. But 
in the face of not being to get good 
psychological treatment quickly and 
good social treatment quickly, some 
patients just have to rely on medi-
cations until they can access other 
treatments. 

What do you find to be the 
most interesting field in psychiatry 
and why?

I guess there’s lots of different 
ways to answer that. Scientifically, 
I find the whole field of psychosis 
extremely interesting, mainly be-
cause it’s one of the few branches of 
medicine in which you see an illness 
manifesting as profoundly abnor-
mally altered beliefs. 

The definition of delusion is a 
fixed false belief that can’t be altered 
by rational argument, and is out of 
keeping with someone’s cultural 

background. And when you see peo-
ple with psychosis absolutely rigidly 
holding to beliefs that are manifestly 
untrue and even bizarre and impossi-
ble, I think you can’t help but be in-
terested in how that can happen and 
what its mechanism is… and won-
dering whether a similar mechanism 
might be involved in other strong 
beliefs that are not considered part 
of mental illness. 

So I can see a possible mechanis-
tic link between delusions in mental 
illness and some of the irrational or 
(some would say) impossible beliefs 
in various cultures that can tempo-
rarily sweep through large popula-
tions, or even gradually become cul-
turally acceptable. 

I’m thinking here of minority 
beliefs such as alien abductions and 
collusion between various govern-
ments and alien visitors. And I’m 
sure that every culture has some to 
which they are blind. 

Similarly, what is the mechanism 
whereby people hear voices which 
are just as real to them as you and 
me talking now, but which they have 
no insight into and they don’t realise 
that they’re symptoms of mental ill-
ness, and they respond to the voices 
and live their lives around what the 
voices dictate. 

And unfortunately not uncom-
monly kill themselves under the 
influence or direction of the voices. 
I also find bipolar disorder fascinat-
ing because people can very often 
alternate between manic states and 
depressed states and during manic 
states they are euphoric, they’re mo-
tivated, they have excessive energy 
and life is wonderful. 

The same person seen several 
months later in a depressive phase 
can be profoundly hopeless, get no 
pleasure from any activity, and wish 
to be dead. For many such patients – 
and for me – it raises the philosophi-
cal or existential question of what is 
the basis of their moods, emotions 
and motivations – their humanity. 

Do we have free will, or are 
we extremely complex robots at 
the mercy of our biological mecha-
nisms? Manic episodes need to be 
treated for the patient’s own health 
and safety. 

But when you meet someone in a 
mild manic (known as a hypomanic) 
episode, their functioning isn’t im-
paired and their happiness can be 
infectious. 

As a doctor, if you take those ep-
isodes away with mood stabilisers, 
I sometimes get the impression that 
I’m taking away probably the only 

Dr. Peter Talbot
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happy times that person has in his or 
her life, because bipolar depression, 
when it comes, is so devastating and 
leaves them so unhappy. 

So, many people don’t want to 
get rid of their hypomanias and they 
would just like to get rid of their de-
pressions, which is the worst part 
of bipolar disorder. Unfortunately 
mood stabilizer medications aren’t 
that selective.

What are your favourite as-
pects of your job?

My favourite aspects are team-
work, continuity of care, seeing pa-
tients for many years, bringing as 
much improvement as you can to 
patients, knowing a lot about medi-
cine, psychology and social work, 
and being able to bring all those to 
the treatment of your patient. 

For me the reward from of see-
ing people who are profoundly psy-
chotic or suicidal getting better and 
starting to enjoy life is profound. 

And keeping up to date, know-
ing your pharmacology, knowing 
your physiology, being part of the 
research into future treatments as an 
academic. 

I think it also helps if you’re 
open to other models of disorders 
other than purely the medical model. 
If the only model you can see is the 
disease model, and in everyone with 
mental illness you want to find only 
the biology, the drug that is going to 
cure them, then I think you would be 
very frustrated in psychiatry. 

But if you’re open to other mod-
els, particularly how a combination 
of our childhood experiences – par-
ticularly adverse or traumatic expe-
riences - and the genes we inherit 
from our parents make us vulner-
able to develop a range of mental 
and emotional disorders, and you’re 
prepared to accept that psycholo-
gists and social workers can have as 
much, or more, input into the care of 
your patients, then it is an extremely 
rewarding choice of speciality.

What should people who are 
thinking of psychiatry as a career 
choice know about the challenges 
of the job?

I think it would be important at 
a basic level to like people. And of 
course many medical students go 
into medicine because they want to 
help people. 

But I think in psychiatry you see 
people at their most vulnerable and 
sometimes with all their hope gone, 
sometimes their personality can be 
aggressive or rude, often they are 
from a poor socioeconomic back-
ground, often they misuse substanc-
es of various sorts, not uncommonly 
they have poor compliance with the 
medications or other treatments you 
recommend, and sometimes you will 
need to deprive them of their liberty 

against their will under the Mental 
Health Act for their own safety or 
the safety of others. So you need to 
like people and empathise with their 
plight – you’re very often going to 
be spending years with them. 

You’re going to need a fair 
amount of mental resilience yourself 
- you’ve got to have the energy to be 
hearing very sad and difficult stories 
for much of your working life and 
not to take that home, to be able to 
switch off at the end of the day, but 
also to be able to give a lot of your-
self in terms of the therapeutic rela-
tionship you have with your patient. 

So you’re giving a lot, it’s tiring, 
you can’t take it home, you’re going 
to see people for a long time, and 
very often you are going to have on 
your case-load people who are par-
tially better, but still symptomatic 
for many years, so you can end up a 
little bit frustrated. 

That’s why it’s important that 
you work in a team, and have other 
team members for professional sup-
port and to discuss patients in team 
meetings so that you’re sharing the 
responsibility and not taking on a 
disproportionate amount of the re-
sponsibility yourself.

Has there been a lot of change 
in the way we understand mental 
diseases since you’ve been in your 
career?

Not so much in my working life-
time, because by the time I joined 
psychiatry, the biopsychosocial 
model was firmly embedded and all 
trainees have grown up in that since 
before I started. 

But I’d say probably there’s been 
quite a change between my genera-
tion and the previous generation of 
psychiatrists. I started training in 
psychiatry in the mid-1990s, and I 
would say those who started train-
ing before the 1980s, say, were more 
strongly influenced by the medical 
model. 

So mental hospitals were very 
large and many patients were ad-
mitted there for many years. Less 
unwell patient visited you in an out-
patient department, you prescribed 
medication or, if you were a thera-
pist or referred the patient to a thera-
pist, they would have gotten largely 
psychodynamic psychotherapy. 

But they probably wouldn’t have 
had much clinical psychology input 
and they wouldn’t have been man-
aged in a multidisciplinary team, so 
it was very much the doctor-patient 
relationship - the consultant decid-
ing what was best and not having 
much support around him or her. 

Much less was understood of 
the biology of mental disorders, 
and cognitive-behavioural therapy 
hadn’t arrived, but psychiatrists 
were generally better clinical phar-
macologists than they are now. 

However, NICE didn’t exist and 
there was very little by way of truly 
evidence-based practice. 

For me and my generation of 
psychiatrists, I can’t conceptualise 
managing mental disorders properly 
without it being as part of a team, us-
ing a biopsychosocial approach and 
managing the illness from all those 
angles using evidence-based guide-
lines. 

So yes, moving towards CBT, 
moving towards a biopsychosocial 
approach, the development of evi-
dence-based treatment guidelines, 
using the expertise of all team mem-
bers, and moving away from treat-
ment in hospitals and big asylums, to 
management in the community have 
been the hallmarks of the improve-
ments in managing mental health 
problems that my generation has 
benefitted from.

In terms of disease burden, 
what would you say are the main 
issues in mental health in the UK 
at the moment?

Depression is the leading cause 
of disability worldwide in terms of 
total years lost due to disability, and 
the burden is even higher for females 
than males. 

So it’s a major problem every-
where, not just the UK. There is an 
awful lot of depression poorly rec-
ognised and poorly managed, and it 
contributes significantly to the sui-
cide rate. 

Mental health problems second-
ary to alcohol and drugs is a big 
problem for society, and many men-
tal disorders seen in the clinic can 
spontaneously improve if you man-
age to get people to stop drinking or 
stop taking some drugs. 

However, addictions aren’t just a 
problem for the addict – they have 
serious adverse emotional effects for 
the partners and children of alcohol-
ics and other dysfunctional families. 

What else? Psychosis is less 
common than depression, but it’s 
devastating at the personal level 
and it’s good that within my work-
ing lifetime early intervention teams 
have been set up to try and target 
psychosis at the earliest possible 
time so that you can intervene and 
improve outcomes. 

There is also great suffering 
caused by personality disorders. In-
deed the definition of a personality 
disorder is if your personality caus-
es suffering either to yourself or to 
other people and there’s a great deal 
of borderline personality disorder 
largely due to abusive upbringings, 
which is under-recognised and caus-
es a lot of distress both to patients 
and those who are in relationships 
with them. 

There aren’t adequate services 
for personality disorders and there 
aren’t adequate treatments for many 

personality disorders. These are big 
challenges.

Finally, what do you wish you 
knew about medicine when you 
started your studies? 

What advice would you give to 
a 20 year-old you?

That’s quite difficult, as my 20-
year old self probably wouldn’t lis-
ten to me! But I guess I would say 
three things. 

The first is that medicine is an 
extremely broad subject. Even if you 
can’t find immediately a specialty 
that really appeals to you, medicine 
is so broad that you probably will 
find something that you will end up 
liking. 

See and experience as much as 
you can as a student. If you really 
like people, then psychiatry, general 
practice, and a range of specialities 
from paediatrics to geriatric medi-
cine, might be good jobs. If you’re 
less keen on regular patient contact 
then don’t despair, there are spe-
cialties in which you can find your 
niche. 

The second thing I would say is 
that being a doctor means something 
– you’ll be joining a caring and heal-

ing profession that stretches back 
thousands of years and is the most 
trusted profession in society. 

So be proud of that, live up to it, 
accept the responsibilities and limi-
tations to your behaviour that that 
involves, put the care of your pa-
tient first, and enjoy the rewards that 
come with your qualification. 

The last thing I would say is, for 
me, perhaps the most important. One 
of my intellectual heroes, the Swiss 
psychiatrist Carl Jung, said “the 
greatest burden a child must bear is 
the unlived life of the parents”. 

As young adults we can find 
ourselves – often unconsciously – 
dealing with a parent’s unresolved 
issues. So who are you becoming 
a doctor for? If it’s for yourself – 
great! 

But if you’re doing this for 
someone else, and you would much 
rather be pursuing another career – 
then follow your heart. 

As I said, Medicine is broad 
enough that you’re likely to find a 
speciality that you love. 

But if you don’t, then don’t 
waste your life in a medical career 
that is unrewarding. 

Follow your heart elsewhere. 

Wolfson Molecular Imaging Centre,  
where Dr. Talbot is a Deputy Director

- Continued -



10 pACeMAker - AprIl / MAy 2015MMs life

In memory of
Kerewin Lee-Gorton

By Will Tsang
On Thursday 12th March, we 

received some very sad news of the 
passing of Kerewin Lee-Gorton. Our 
deepest sympathies and most imme-
diate thoughts are with Kerewin’s 
family.

To those of us who knew her in 
Manchester, Kerewin was an incred-
ibly talented, fun, and very fond 
friend. She could light up any situ-
ation with a well-timed comment, 
and was always keen to make sure 
that everyone around her was looked 
after. 

Here is what one of Kerewin’s 
classmates had to say.

“People’s lives are often meas-
ured on what they have achieved, 
and for someone so young, Kerewin 
had already accomplished so much. 
If everyone in the world was just 
half as thoughtful, energetic and 
valuable to society and friends alike, 
we would live in a far better, happier 
place. 

While I didn’t know Kerewin 
for very long, we ended up spend-
ing quite a lot of time together and 
it was immediately apparent how 
kind she was, and what a positive 
outlook on life she had. As she was 
then in my PBL group again in the 
second semester, the same pattern 
followed and I am almost shocked 
that she managed to tolerate me for 
that long! Caring for the less able 
was clearly another of her qualities. 

Kerewin, from handstands in 
bars to asking who was coming to 
Antwerp at 2am, you truly made all 
your friends laugh till it hurt and re-
minded us all not to take ourselves 
too seriously. Thank you for all the 
good times Kerewin, you will be 
sorely missed.”

 - Angus Hotchkies

We have been extremely lucky to 
have such a close PBL family: some-
thing that Kerewin was instrumental 
in forming. The way that the group 
has supported each other has been 
really indicative of each individual’s 
strength of character. It’s a rare thing 
for a group of strangers to become so 
close so quickly, and even rarer for 

that group to be tested so severely. 
Just as so many of us at Man-

chester are grateful and privileged 
to have known Kerewin, the whole 
PBL group will continue to look out 
for each other.

Lament what may have been, but 
also always be thankful for what we 
have seen.
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NAMS 2015: Kicking a ball around for the Teenage Cancer Trust
By Ciaran Clarke

Once a year, every year, medics foot-
ball teams from all over the UK gather for a 
one-off football tournament. As last season’s 
champions, this year Manchester Medics FC 
had the honour of hosting the tournament. 

MMFC has a proud and distinct history. 
Founded in 1982, MMFC has gone from 
strength to strength since the 80s. We are com-
posed of 5 men’s teams, 1 old boys team and 
1 ladies team. All men’s teams take part in the 
campus league, with 3 teams in the Premier-
ship! This years 1st XI were campus league 
champions for the 11th year running. No other 

team in the ISSL has such a packed trophy 
cabinet. We train every Monday on 3G at the 
Manchester academy. Off the pitch, MMFC 
has an unmatched social calendar, with nearly 
100 playing members at the club. Club bowl-
ing, the end of season dinner and the annual 
club BBQ are some of the traditional high-
lights.

With MMFC in charge, this years NAMS 
was bound to be unforgettable. We made 
NAMS bigger and better, with 48 men’s teams 
entering and 18 ladies teams - more than ever 
before. However, the main difference this year 
was our fantastic partnership with the Teenage 

Cancer Trust. They are an incredible charity, 
offering brilliant support during life-changing 
moments in young peoples lives. 

Our objective was to raise £10,000. Every 
member of the club was tasked with raising 
£100 individually to help achieve this goal - 
#challenge100. So far this has included a veg-
etarian month and some of our most injury 
prone players taking up long distance running. 
MMFC have also been very active in the com-
munity, taking part in a charity bag pack at 
Sainsbury’s in Fallowfield. One first year even 
took part in an ice bucket challenge for the 
Teenage Cancer Trust, on his first night with 

MMS welcomes acclaimed 
poet Rebecca Goss

By Olivia George
In March, MMS was fortunate enough to 

welcome acclaimed poet Rebecca Goss into 
the CSLC. Rebecca participated in a Year 2 
‘Significant Illness’ session, and spent the af-
ternoon giving a poetry reading and engaging 
in discussion with students and staff. It was a 
wonderful day and a fantastic opportunity for 
medical students to get involved with some-
thing artistic. Throughout the day I couldn’t 
help but reflect on many facets of medicine: 
what it means to be the relative of a sick pa-
tient (particularly a parent), the patient ex-
perience, breaking bad news, patient-doctor 
relationships…the list goes on. Whilst these 
may seem to be things we think of in one way 
or another on a daily basis whilst at medical 
school, it was truly refreshing to consider them 
through the eyes of another, and via literature, 
rather than a medical textbook. Sarah Collins 
did a wonderful job organizing the event, and 
I hope that more such events will take place in 
the future. If they do, be sure to get involved 
– you won’t be disappointed. In the meantime, 
I can strongly recommend taking your head 
out of a textbook for ten minutes and having a 
read of some of Rebecca’s work. 

“Rebecca Goss grew up in Suffolk. She 
returned to live in the county in 2013, after 
living in Liverpool for twenty years. Her first 
collection, The Anatomy of Structures, was 
published by Flambard Press in 2010. Her 
second collection, Her Birth (Carcanet/North-
ern House), was shortlisted for The 2013 For-
ward Prize for Best Collection and winner of 
the Poetry Category in The 2013 East Anglian 
Book Awards. In 2014 she was selected for 
The Poetry Book Society’s Next Generation 
Poets. ” - Sarah Collins

the club!
The NAMS day was topped off with a 

minion themed night out at the Manchester 
Student Union. An army of medics descend-
ed on the SU to listen to music from Church 
Party and The Green Hot Clovers. Once the 
music was finished, this year’s champions - 
Liverpool - were crowned. The challenge goes 
out to them to deliver a NAMS as good as this 
one!

Finally, a huge congratulations to Joshua 
Burke and Matt Hancock - our NAMS secre-
taries - for organising one of the best days in 
MMFC history.

NAMS football teams getting ready for the tournament Teenage Cancer Trust representative and NAMS secretary Joshua Burke

Rebecca Goss during her visit to MMS

By Siyar Abdulrazaq
Why cancer?

They kept asking me
Why cancer?

They wanted a confirmation
Why cancer?

They didn’t stop asking.
Why cancer, what does it mean? Why 

not a cough or a flu, why cancer?
Why me?

Why did the cancer choose me?
Why did that man choose me?
Why did the gene choose me?
What is so special about me?

Why me?
It was clear she wasn’t going to make it
But that doesn’t mean she wasn’t going 

to make it
She was weak she was fragile
She lost her hair, she was sick

But that doesn’t mean she is not going 
to make it

I have every hope for my mother; I’m 
going to be fighting for her

I am going to be doing anything I can
But what can I do,

I am powerless
Therefore I sit and I wait

And I know that it is not about living 
longer or the quantity,

It is not about having more or the superi-
ority or accountability,

It is not about popularity or peculiarity
But it is about the constitution and the 

quality
It is about having you by my side,
and saying I have you by my side.

Of course death is the enemy,
But it’s also the natural order of things.

Acceptance
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Manchester Global Health Soc Newsletter
What is  

Global Health?
Global health is an increasingly 

fashionable term. But what does it 
actually mean?

We asked Professor Mukesh 
Kapila and here is what he had to 
say: Global Health is the set of 
policies and practices that address 
the transnational health concerns 
flowing from globalisation.

Professor Kapila emphasises the 
importance of understanding that the 
state of health we enjoy is driven by 
several primary drivers that shape 
the life choices, life styles, and life 
chances of populations, at home and 
abroad. These include:

1. Demographic  shifts  that are 
the outcome of changing patterns of 
fertility and ageing.

2. Migration inc. both voluntary 
and forced movement of people.

3. Environmental changes gener-
ating climate change and disasters.

4. Political  economy  choices 
driven by our preferred values and 
choices, and consequent levels of 
peace and security.

5. International fairness in the set 
of rules that govern access and equi-
ty in the sharing global public goods.

The global, he explains, in 
global health refers to the scope of 
the problems and not their location 
and, although Manchester’s work in 
global health aims to help the poor 
and vulnerable in low and middle-
income countries, it also benefits the 
people of Manchester. 

This is because, as different 
populations move to tackle local 
health challenges, they become a 
fertile ground for the maturation of 
innovative technologies and good 
practices. These developments can 
be imported to our local health sys-
tem and also play a role in boosting 
motivation and providing leadership 
and skills development for Man-
chester health professionals at all 
levels. This transformational change 
is not just limited to the less devel-
oped countries. Indeed, innovation 
can be seeded from both ends of the 
economic development spectrum; 
whether it is tobacco control through 
plain packaging in Australia, or in-
fection control in Ebola-stricken Si-
erra Leone.

To summarise, global health co-
operation is a necessity in our inter-
connected world and can improve 
the health security of our own local 
population. Operationalising this 
framework for global health rests on 
three key action pillars:

• Developing and sharing global 
health related knowledge and skills.

• Fostering equity in global 
health through expanded interna-
tional cooperation.

• Promoting good global health 
governance for greater global health 
security.

The large, cosmopolitan Man-
chester region is itself a thriving 
product of globalisation and knows 
well the importance of looking out-
wards even as it contemplates what 
is happening amidst its environs. 
Manchester has many existing ca-
pacities relevant to global health.  
Apart from the hospital and commu-
nity services of the National Health 
Service and the medical and health 
faculty of the University, there are 
several University centres and in-
stitutes as well as local civil society 
groups that have strong international 
connections.

In these terms, global health is 
really a mindset and attitude that can 
think and act locally and globally at 
the same time.

Furthermore, better understand-
ing on how to operate overseas in 
resource poor environments where 
inequalities are so grossly evident 
creates a sympathetic awareness of 
the challenges of doing the same in 
Manchester. 

It is this part of Professor Kapi-
la’s blog I find particularly interest-
ing, and I feel that opening yourself 
up to this, allows us to reflect much 
more meaningfully on both how we 
care for our patients and what drives 
them to seek care in the first place.

The second part of this feature is 
based on Professor Tony Freemont’s 
blog for the Manchester Global 
Health Website - Prof Freemont 
needs no introduction, if you are 
unaware of who he is then perhaps 
you have been asleep for the past 
however many years you have been 
Manchester!

When we asked Prof Freemont 
to tell us what it means to educate 
the next generation of (global) doc-
tors, this is what he said:

“Global Health means different 
things to different people. To some 

it means practicing medicine in 
‘third world’ countries or war zones 
or dashing round the world bring-
ing emergency medicine to those 
stricken as a consequence of war or 
natural disaster. Of course Global 
Health incorporates both of those, 
but together they are only a tiny part 
of the whole.”

People argue, sometimes ve-
hemently, about the definition of 
global health, but the arguments are 
usually around the periphery of an 
accepted broad definition which is 
something like – “medicine that is 
practiced and researched with a view 
to achieving equity in access to and 
delivery of healthcare for all people 
worldwide”.

Prof Freemont went on to add 
that he isn’t even sure the primary 
objective of Global Health should be 
the delivery of medical care or that 
doctors are the best people to deliver 
“Health”. The overwhelming major-
ity of doctors are concerned with 
disease, not health. 

Health is a state of 
complete physical, men-
tal and social well-be-
ing and not merely the 
absence of disease or 

infirmity (World Health 
Organisation, 1948)

There are many countries across 
the globe where health is best im-
proved by a supply of clean water, 
removal of sewage, ensuring an 
adequate diet and inoculations to 
provide resistance to infection, all 
very much focused on maintaining 
health, not treating disease. 

Of course, if you then super-
impose basic outpatient disease 
management: treating infections; 
dressing wounds, managing pain; 
improving mobility, etc within the 
context of traditional “medicine” 
and “care pathways” you are more 
than 95% of the way towards estab-
lishing the level of “health” that we 
“enjoy” in the “West”.

So how does all this fit into train-
ing global doctors. Well buried in 
the deliberately challenging remarks 
above are some real truths. Global 
Health is:

 • About ensuring “health” rather 
than treating disease

• Concerned with doctors need-
ing to understand their role,  in par-
ticular recognising that they are parts 
of teams many members of which 
are more important to delivering 
healthcare objectives than they are.

• About working with patients in 
their own culture and understanding 
their needs, desires and aspirations, 
not imposing your views.

• 10% of the medicine we teach 
in medical schools being enough to 

manage >90% of disease.
• Recognising that communicat-

ing and understanding are more im-
portant than pontificating.

• Realising that 120% of what we 
teach (and 250% of what most other 
medical schools teach) around care, 
compassion, empathy with patients, 
and reflective learning and practice, 
is more important than knowing the 
Kreb’s cycle or the 201 branches of 
the femoral nerve.

• Global medicine includes what 
we do for patients in the NHS - this 
is one that is only obvious if you 
think about it!

Manchester Medical School pre-
pares you to become the next gener-
ation of global doctors even in being 
a global doctor means practicing in 
Abbey Hey, Gorton - where surpris-
ingly there is arguably the largest 
ethnic diversity of patients in the 
world!

How does Manchester do this? 
Some of the ways are total immer-
sion in the NHS; learning from 
patients; lots of travelling around 
to appreciate the needs of patients 
(and the doctors who manage their 
disease); focusing on the basics of 
healthcare and patient management; 
emphasis on communication; ex-
pecting you to become an independ-
ent and reflective learner (yes we are 
talking portfolio here); etc, etc.

To corrupt an old saying, Man-
chester can only provide the horse 
trough, but you have to be prepared 
to drink.

After reading the two blogs 
above I am sure you will want to 
know more about Global Health and 
what it means to you - this is where 
I hope the Manchester Global Health 
Society can play an active role.  

Our society firmly believes that 
global health will play a key role 
the future of medicine and health-
care. Shifting populations and de-
mographics, changing environments 
and lifestyles, and rapid technologi-
cal advances all present a future of 
increased globalisation, change and 
uncertainty. To navigate such murky 
waters, health systems must also un-
dergo a paradigm shift in their ap-
proach. 

Thus, it is essential that the doc-
tors and healthcare professionals of 
tomorrow must be prepared to meet 
these challenges, taking on a proac-
tive responsibility in preventing dis-
ease rather than just being reactive 
in dealing with the consequences. 
Furthermore, a good awareness of 
cultural differences in populations, 
how to deal with issues of mental 
health, social inequalities and home-

lessness, to public health and the 
role of health systems in delivering 
healthcare, are all essential for a vi-
sionary goal to improve the health 
and lives of many.

To accomplish this vision, the 
Manchester Global Health Society 
will regularly;

• Deliver   highly   interactive 
workshops;

• Organise lectures on topics of 
importance to healthcare students;

• Commission expert and student 
blogs, to stimulate debate and inter-
est;

• Engage with students locally 
and nationally through our themed 
competitions;

• Involve, students, staff and 
alumni of the University of Man-
chester, as well as healthcare staff 
and communities from Greater Man-
chester, through our unique “Ad-
ventures in Global Health” series 
in partnership with the Manchester 
Academic Health Sciences Centre.

You and I as the “customers” of 
Manchester Medical School and The 
University of Manchester are why 
these institutions exist. The society 
is actively pushing the agenda for 
Global Health Education at Man-
chester. 

We have an exceptionally pas-
sionate and talented team who are 
working hard to drive this vision for-
ward, and we hope that you can join 
us on this exciting journey. We look 
forward to sharing this with you at 
our events, for more information 
look for us on Facebook and Twitter 
and visit our website at www.mcr-
globalhealth.com. 

On our website you can read ma-
terial from a wide range of sources, 
from experts in their field, pioneers 
and entrepreneurs developing new 
frameworks and technologies along-
side students much like yourselves 
who have something to share. We 
hope that these insights will allow 
us to stimulate debate on hot top-
ics in global health as well as add-
ing a valuable “fourth” dimension to 
the daily rigours of medical school, 
nourishing a cohort of future profes-
sionals that think and act, globally 
and locally.

What can the 
Manchester Global 

Health Society 
do for you?

Authors
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mehfuz.patel@student. 

manchester.ac.uk
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Manchester Global Health Society
www.mcrglobalhealth.com

@mcrglobalhealth

Global Health  
Education for the 

Next Generation of 
Doctors

Prof Kapila, CBE, is the di-
rector of Manchester’s new Of-
fice for Global Health, under his 
leadership, with support from 
groups such as the Manchester 
Global Health Society. The Uni-
versity can play an active role 
advocating for the importance of 
Global Health in Medical Edu-
cation whilst also defining what 
Global Health actually means 
for us in practice, here in the 
developed world. As a student 
of Manchester Medical School 
this is something that excites me 
greatly - and though this launch 
feature we hope to pass on some 
of this excitement to you. 
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By Connor McLaughlin
The inaugural MedX conference 

was held at Manchester Science Park on 
Saturday 18th April. MedSoc – in part-
nership with Wesleyan and InHealth-
care – prepared an extensive schedule 
of high profile speakers and excellent 
workshops run by our very own student 
societies here in the university for all 
delegates to enjoy

Aside from the free breakfast, free 
Subway lunch, free goody bags, free 
lectures, and free workshops on offer at 
MedX (did we mention attendance was 
free?), there was ample opportunity to 
network with students passionate about 
innovation in healthcare, as well as pro-
fessionals at the forefront of this innova-
tion themselves.

James Gupta, CEO of 2 startups of his 
own creation, and currently intercalating 
in health informatics at the University 
of Leeds, delivered a talk on “Doctors 
as innovators and entrepreneurs”. With 
strong ties to both the medical and busi-
ness worlds despite still being in univer-
sity, he made it clear to delegates that it 
is imperative that aspiring doctors real-
ise the potential they have to further the 
entire field of medicine through simple 
innovations and driven thought.

Other fantastic speakers included 

Dr Max Little, previous TED speaker 
and MIT fellow, who discussed his re-
cent work on a technology that is able 
to diagnose Parkinson’s disease over the 
phone with a staggering sensitivity of 
99% and the acceleration of consumer 
technologies in healthcare. Dr Maeliosa 
McCrudden was flown in from Ireland 
to discuss the painless needles her team 
are developing. 

Kostas Kostarelos, chair of nano-
medicine at the National Graphene In-
stitute, delved into some of the hype 
surrounding the cutting-edge uses for 
graphene and the ethical dilemmas that 
accompanied healthcare advancements. 
And finally, Manchester’s own Dr Ian 
Hampson spoke on the potential that old 
drugs harbour for aiding in modern ill-
nesses. 

As well as a diverse range of lectur-
ers and talks, this was an opportunity 
to participate in the engaging work-
shops delivered by our student societies. 
SEMSoc (sports & exercise medicine), 
OGSOC (Obs & gyn), Medicine Sans 
Frontieres (MSF), and Global Health 
Society all ran their very own sessions, 
tailored to students and aimed at creat-
ing discussion and open thinking around 
a variety of topics important to modern 
healthcare.

One of the highlights of the day was 
the first ever MedXSolve event. Con-
ducted in partnership with our friends 
at InHealthcare and Vimla Appadoo of 
SpaceportX, delegates were divided into 
groups and presented with a problem 
that the NHS is struggling to address: 
medication adherence. 

They were then tasked with com-
ing up with real, pragmatic solutions. 
Answers ranged from the simple to the 
ridiculous, yet oddly workable. Simple 
smartphone alarm apps were popular 
choices, with more left-field sugges-
tions including combining the medical 
and culinary worlds, and another that 
involved drones delivering prescriptions 
to your door. The winner, however, was 
an elegantly designed drug container 
with a timer attached that could keep 
track of when it had been opened, pre-
venting over- or under-dosing in patients 
with memory issues especially.  The day 
was rounded off with presentations of 
student projects and posters, with prizes 
and trophies handed out for those voted 
the best.

Feedback for the event has been 
overwhelmingly positive, and with the 
lack of a price tag, demand will be high 
for next year’s conference, so be sure to 
buy early!

End of Phase 1 Party

On Thursday 23rd April, Year 2’s enjoyed an evening of nibbles, tipples, entertainment and cake to say “Farewell to Phase 1”...it got emotional! 
Hats off to the chefs: Sarah Collins, Amy Kitchen, Ceci Pow, Evie Hollingworth, Hana Najem, Jessica Wilkinson, and Kate Hyde.
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More photos available on the ManMedSoc Facebook page. Photography by Maisum Walji.
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Compiled by  
Connor McLaughlin

With the general election right 
around the corner, we at Pacemaker 
figured it would be good to profile 
a few of the candidates from the re-
cent, much more important MedSoc 
election.

Tariq Ramtoola  
– President –

Often affectionately referred to 
as ‘Ramfoola’ or ‘Rampoola’, our 
fearless leader for the past year has 
dragged MedSoc up by its boot-
straps, from a tawdry, scandal-laden 
past to a slightly less horrifying pre-
sent. Not much is known about this 
self-styled lothario. When asked for 
his thoughts on the recently televised 
leader’s debate, he quipped “The 
only 7-way I know anything about is 
what went down in the VIP room at 
the last PJ pub crawl.” He followed 
up with a wink and then repeatedly 
said, “You know what I’m talkin’ 
bout yeah, yeah. Mmm yeah.” 

We did not know.

Stephen Murray 
– President? –

Touting himself as an underdog 
for the highest office in MedSoc was 
perhaps the wisest move of Stephen 
Murray’s campaign. His unortho-
dox manifesto appears to consist 
solely of a crudely drawn picture of 
carbonara, with a hastily scribbled 
note attached. Our colleagues in the 
cryptology department had no luck 
in deciphering his primitive chick-
enscratch handwriting, but they did 
inform us it was written in faeces. 

Sadly, he was unsuccessful in his 
ambitions. But Stephen has already 
begun a hectic schedule of douchery 
and shenanigans in pursuit of the 
2016 presidency.

Connor McLaughlin 
– Vice President –

A well-groomed, silver-tongued 
beacon of modesty and virtue.

Nabeel Joghee 
– General Secretary –

Nabeel is a 2nd year medic who, 
in his own words, “is well on his 
way to becoming the Kim Jong-Nu-
mero Uno around here”. Citing his 
own sculpted jawline and exquisite 
facial hair as his inspirations might 
be considered narcissistic by some, 
but then again, he’s Nabeel Joghee, 
he doesn’t care. He doesn’t have to.

Alexandra Grey 
– Treasurer – 

The battle for treasurer was a 
hotly contested, three-way, no holds 
barred fracas between Alexandra 
Grey, Aiden Moore, and Sohail Na-
khuda. The ménage à trois was sepa-
rated by the thinnest of margins in 
the votes, but Alexandra Grey was 
finally crowned treasurer last Tues-
day. 

Will she be whip MedSoc financ-
es into shape in the same vein as she 
dominated the opposition? 

Will she be more 50 shades of 
Grey or 50 shades of beige? Only 
time will tell.

O’Baird Haider 
– Education Lead –

Renowned deviant O’Baird 
Haider will once again be running 
for education lead. Describing him-
self on Instagram as “a lady in the 
streets, but a phreak between the 
sheets”, he has been responsible for 
all MedSoc learning events of the 
past year. 

This includes classics such as 
“Good excuses for how exactly that 
shampoo bottle got up there”, “The 
transition to phase 2”, and “Things 
that arouse less suspicion than 
shampoo bottles if they get stuck up 
there”.

Haris Duvnjak  
– Phase 1 Social Lead – 

The phase 1 social lead was an-
other highly contested position in 
the MedSoc ranks.  

With 3 applicants for only one 

spot, it was time to ask the tough 
questions. After all, one of these 
people would be entirely responsible 
for all the fun you have in the com-
ing year.

Haris Duvnjak was elected in a 
flurry of socialism and empty prom-
ises. Will he finally be able to shake 
his high school nickname “Sexual 
Harisment Lawsuit Duvnjak”, and 
replace it with his own brand of 
‘Comrade Haris’? 

Critics have claimed he ‘couldn’t 
organise an orgy in a whore-house’, 
but hopefully he’s up to the task of 
social lead. 

Orgies are much easier to organ-
ise at the Ritz.

Sophie Fitzpatrick 
– Phase 2 Social Lead – 

We reached out to Sophie 
Fitzpatrick’s spokesperson for com-
ment on her decision to stand for 
phase 2 social lead, but a totally 
sloshed Sophie actually answered 
the phone to us instead. 

She promised us that the year 
ahead would be filled with “inter-
calatin’, integratin’, and above all, 
intercoursin’”. We could barely see 
through the clouds of bourbon va-
pour pouring out of the phone so we 
hung up.

Charles Rajakanthan,  
Areej Paracha 

– Ball Secretaries – 

Charles claimed to have applied 
for this position as part of an episode 
of Undercover Boss. As we probed 
further into this, we discovered that 
he actually employed a secretary for 
his balls on his extensive team of 
staff, and that this application was 
all a comical misunderstanding. 
Still, he can’t back out now. 

Areej Paracha’s Twitter account 
describes her as a fashionista to the 
stars. However, after making a string 
of poor business decisions that in-
cluded a line of knitwear condoms 
in an attempt to pander to the bur-
geoning hipster demographic, she 
has had to fall back on her medical 
career. She claims that organising 
the ball is her last chance to become 
fab-u-lous once more

Priya Logan 
– Phase 1 Secretary – 

Priya Logan and Asma Jebril 
fought it out for the new phase 1 
secretary position, with Team Logan 
eventually winning through.

The pair have been long-standing 
nemeses at numerous poetry slam 
jamborees throughout the years. 
Battle-scarred and weary from their 
lyrical skirmishes in the past, they 
brought their intense rivalry to a 
fresh, new, political arena. There’s 
no love lost between these two com-
petitors, especially since the unfor-
gettable ‘yo’ mama’ battle of 2012, 
in which Asma claimed that Priya’s 
mama needed cheat codes for Wii 
Fit, to which Priya responded “yeah, 
well, inside your mama is where wii 
could ALL fit”.
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THANK YOU
FOR READING!

Pacemaker is going on holiday (after revising for her exams) for the 
summer but will be back next semester. Thank you so much to all of 
our readers for your support! Despite the break we always love to hear 
from you...don’t hesitate to get in touch if you want to be involved or 
would like to write a piece. Email editormanmedsoc@gmail.com with 

your ideas or for more information.

Mindfulness 

or (The Unexpected Pleasure of Breathing)
By Matt Betts

In the recent Michael Keaton 
smash hit – Birdman or (The Unex-
pected Virtue of Ignorance) – we see 
the tired and retired hero navigate 
the perils of apparent schizophrenia 
with a grim-dark version of himself, 
the eponymous Birdman, by em-
ploying what seemed to me to be 
desperate, unfocused and haphazard 
techniques extremely reminiscent 
of ones I had recently learned in a 
mindfulness workshop in the CSLC. 

 Keaton, as Riggan Thomson 
the washed up actor desperate to 
rejuvenate his career and mean 
something, runs down Broadway in 
his underwear negotiating his way 
through jostling crowds and ogling 
fans counselling himself: ‘Now I’m 
breathing in… Now I’m breathing 
out… Now I’m breathing in…’  He 
virtually screams the words, eyes 
wide open, fiery and laden with 
anxiety.  Later, he reaches for the 
bottle.  Eventually, he reaches for a 
gun.  Don’t worry, these aren’t spoil-
ers, really.  But you’ll get what I’m 
on about if you go and see it, which 
you should. 

Instead, on balance, I came to 
think on the bus home that they serve 
to illuminate the fact that Thomson 
might just represent one of many 
who try any number of what are 
stereotypically seen as last resort-
cum-fad self-help wishy-washy talk 
therapy techniques that are all too 
untrustworthy and too, well, odd, to 
be true.  

I have heard it all before: You 
want me to do what?  You want me 
to let stressful thoughts in rather 
than blocking them out?  How will 
that fix anything?  You want me to 
let them in and accept that they’re 
there, not be judgemental and, in-
stead, accept that sad and mad are 
not always bad?  Well, how’s that 
going to work?! 

Herein lies the rub for Thomson 

in Birdman.  Sure, he knows the the-
ory and he’s shown up to the classes, 
perhaps he’s even bought a book or 
two from the self-help section of a 
well-known bookstore, but he’s not 
practising it.   He’s still trying to 
shut out the racing mind and not be 
accepting of it.  Does it work?  Go 
watch it, and decide for yourself.

Mention mindfulness over cof-
fee and you might be told by your 
friend/boyfriend/girlfriend/enemy/
imaginary friend/own, impatient, in-
ner monologue that it’s ‘something 
to do with breathing’.  I can attest 
to this, informed as I was by an old 
acquaintance from days gone by the 
very same thing when I told them I’d 
been thinking about getting into it, 
after having heard it was good.  

So, armed with these two gob-
bets of information – that mindful-
ness was something about breathing, 
and that it was good – naturally, I 
did nothing about it for two years 
and instead allowed a perfectly 
manageable two month long crisis 
of confidence, hairstyle, suspicious 
piercings and other ill-advised life 
choices to go on otherwise unman-
aged and untamed, resulting in one 
upset mother, one exasperated fa-
ther, some worried friends (maybe 
?) and one very tired Matt, plagued 
by all-encompassing Eeyore-like de-
spondency.  I’m being facetious, of 
course, by not mentioning the fact 
that, as always, hindsight enjoys 
visual depth of sniper scope quality.  
The sentiment remains, however.  
Mindfulness is something I should 
have tried a long time ago.  Who 
knows, maybe I’d have been happier 
earlier if I had.

It was with excitement, then, 
that I read of a short introduction to 
mindfulness that was to be hosted 
in the CSLC this semester.  Medical 
students were invited to try it in the 
shrewd understanding that medicine 
is difficult, and that it’s OK to admit 

as much.  Indeed, that was to be-
come a curiously apt sentiment – in 
my mind at least – as I was to find 
out: It’s OK.  It always is OK in the 
end.  If it isn’t, then it’s not the end, 
and if not, well, who cares - you’re 
not dead.  If you are, though, well, 
you’re dead, and you definitely don’t 
care. 

In short, ironically, mindfulness 
does have rather a lot to do with 
breathing.  More specifically, how-
ever, it’s to do with acceptance, pa-
tience, lack of judgement and calm.  
Sure, more nebulous ideas, I hear 
you say, what do they even mean?  
Well, they only came into meaning 
to me when I sought to apply them 
in light of what we were being told 
by Mary, our mindfulness tutor.  
Whether it was part of our prone 
body scans (lying comfortable, head 
under pillow, we guide our thoughts 
through the length and breadth of 
our bodies, and breathe), or part of 
our podcast listening after the ses-
sions, or just when we were walking 
in to university, or stood gormless in 
the shower, it was about focussing 
on each breath, in and out.  Focus on 
each breath, and stay in the moment.

Thoughts will come and go like 
a great big gameshow conveyor belt, 
only this time the cuddly toy is that 
thing you wish you hadn’t said, or 
that thing you wish you could say 
but can’t, or that person, or that 
night, or that thing you’ve been put-
ting off for weeks, or, I want pizza.  
We learned that these things are sup-
posed to come and go.  

It’s entirely natural, but we’re 
just not supposed to be angry that 
they do so.  If we’re compassionate 
about it, then our blood pressures 
drop and we feel better equipped 
to face the tasks ahead.  Numer-
ous studies associate high levels of 
stress with increase in incidence of 
disease, particularly cardiovascular, 
and mental disease such as depres-

sion.  Likewise, numerous studies 
detail the reduced incidence of such 
diseases and rates of depression in 
those who practice meditation tech-
niques.  

As future doctors, we know that 
hard work never killed anybody, but 
stress certainly did.  We need to act 
upon stress to make sure it won’t 
stop us practising safely.

Like Riggan Thomson, whether 
we are happy to admit it or not, we 
all want to mean something.  We all 
search for purpose, all feel jealous, 
all feel angry, all get dumped on a 
balmy summer’s day on Edinburgh’s 
Royal Mile, flier for gratuitously aw-

ful student theatre in hand and sud-
denly no place to stay, and so on.  We 
all live in a world of self-criticism, 
self-judgement, self-gratification, 
self-loathing, self-adoration, and all 
the other selves in between.  We’re 
competitive, anxious, stressful, and 
often tired.  We know that we can 
and probably should help ourselves 
to help ourselves but, all too often, 
unfortunately, we don’t.  Some-
times the results are tragic, some-
times they aren’t.  Maybe some of 
us should be more mindful and more 
compassionate of our own minds.  If 
we were, we might feel happier.  I 
try to be, and I do.


