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Protecting your Practice
Frequently asked questions

start as you mean to go 
on – Financially secure

 } Free income protection cover through your final year

 } Educational events

 } Free final year photograph

 } Sponsorship

 } Mortgages

 } Savings1

 } Travel insurance

1  Available through Wesleyan Bank 

Advice is provided by Wesleyan Financial Services Ltd. ‘WESLEYAN’ is a trading name of the Wesleyan Group of companies. Wesleyan Financial Services Ltd (Registered in England and Wales No. 1651212) is authorised and regulated 
by the Financial Conduct Authority. Wesleyan Bank Ltd (Registered in England and Wales No. 2839202) is authorised by the Prudential Regulation Authority and regulated by the Financial Conduct Authority and the Prudential 
Regulation Authority (Financial Services Register No.165116). Wesleyan Financial Services Ltd and Wesleyan Bank Ltd are wholly owned by Wesleyan Assurance Society which is authorised by the Prudential Regulation Authority and 
regulated by the Financial Conduct Authority and the Prudential Regulation Authority. Incorporated in England and Wales by Private Act of Parliament (No. ZC145). Registered Office for all of the above Group companies is: Colmore 
Circus, Birmingham B4 6AR. Telephone calls may be recorded for monitoring and training purposes.

ST-AD-11-07/14

Your local Student Liaison Manager: Emma Halliburton   

 n 07769 640581  

 n emma.halliburton@wesleyan.co.uk

Follow us on Facebook & Twitter  

Wesleyan has a proud heritage in providing financial services to 
professionals. Formed in 1841, we are there to help with your 
finances from the very start of your career through to retirement.  

We understand that life as a medical student is hard work and 
that planning your financial future is possibly the last thing on 
your mind.

That’s why our team of Student Liaison Managers are on hand to 
point you in the right direction with any financial queries. They 
can tell you more about our free income protection cover that’s 
available through your final year.

They’ll also be holding presentations in your school, helping with 
sponsorship for school clubs, societies and events, such as your 
Graduation Ball. 

What’s more, they’ll be co-ordinating your group photo, which we 
provide to all final year students as a free gift when you qualify.

To find out how we can help you, please contact your local 
Student Liaison Manager.

551348 ST-AD-11 Emma Halliburton Medics A4 Ad 289x380 v1.indd   1 27/08/2014   10:24

T         his is Pacemaker. More than a year ago, whilst I was 
shamelessly campaigning for MedSoc Presidency, 

I spammed Facebook groups, overwhelmed people with 
notifications, and littered Stopford with cringe-worthy flyers 
containing promises as misleading as Nick Clegg’s, on why 
people should vote me into Number 10, Oxford Road.  Other 
than pledging to lower tuition fees for international students, 
banning portfolio and ensuring that psychosocial questions no 
longer feature in the end of semester exam, I thought it would 
be a pretty good idea to set up a medical school newspaper, 
written by students, for students. 

However, what followed next was simply incredible. Six 
issues, each of approximately fourteen pages, were printed 
in A3 broadsheet over the course of the year, with 400 copies 
distributed between Stopford building and all four other base 
hospitals. The issues covered a broad range of themes from 
public and sexual health, to oncology and women in medicine. 
They even featured interviews from personalities such as 
Professor Parveen Kumar and Sir Eldryd Parry. Then again, 
behind all this initial resounding success was an editing team 
working incredibly hard to write articles, carry out interviews 
and meet deadlines. This was spearheaded by Olivia George 
and Yousef AlEbrahim, our very first Editors for the magazine, 
and without whom Pacemaker would have never grown into 
the success it has now become. 

This year, Pacemaker has big ambitions. I hope this is 
evident from this very first issue you have in your hands. Our 
new Editor Matthew Betts, and Yousef, have worked relentlessly 
over the summer with the rest of the Editing team, to bring 
you a completely rebranded and revamped magazine. The 
idea is to extend our scope of articles beyond the medical and 
scientific world and allow students to submit works about any 
field that they are passionate about, whether it is music, arts 
or photography. To accommodate for such growth, Pacemaker 
underwent a robust recruitment process and we now have 
leads in over six sections. The team keeps growing; our list of 
external contributors and writers keeps increasing - it is never 
too late to get involved. If you feel inspired, get in touch with 
pacemaker@manmedsoc.com about your ideas- they keep 
Pacemaker alive, and ticking. 

My thanks go out to our key sponsors, namely the 
Medical School and Wesleyan, as well as everyone who 
contributed to produce this gorgeous piece of work. The theme 
is Life. Pacemaker is reborn. 

Happy reading.

tariq ramtoola
Medsoc president 2014-16

A               s Tariq has so eloquently put, the inaugural year of 
the Pacemaker magazine was always going to be 

a hard act to follow.  We were lucky to be members of the 
excited, passionate and ambitious team to go boldly into the 
unknown – Yousef as Deputy Editor, Matthew as Features Slave 
and Vegetarianism Correspondent (a self-designed title) – and 
we learned plenty about small scale printing, tight editorial 
deadlines, and which swear words are actually OK to allow to 
go to print (not many, it appears).  It was simply wonderful to 
be part of a team that worked so well together and produced, 
in our honest (read: biased) opinion, a brilliant magazine that 
showcased just some of the effulgent talent that happens to 
call Manchester Medical School its home from home. 

As we hope you can see, the Pacemaker is a different 
beast this year.  We came back to the team with a strong 
desire to streamline the design of the publication and to 
unify myriad features under a characterful and memorable 
ethic, whilst at the same time not be hamstrung by strict and 
slightly stuffy themes.  What you hold in your hands is the first 
issue of a new-look A4 format magazine that will appear four 
times in each academic year, both at the beginning and end of 
each semester.  Every issue will be published under a different 
overarching theme in order so that we might promote a broader 
range of contribution and not be held back worrying that 
something might be too ‘off-theme’.  Furthermore, we hasten 
to emphasise, these themes are less rules, more guidelines, as 
you will see throughout the body of this issue.  So, if you have 
an idea, run with it, and let us know; we welcome any and all 
contribution, the more interesting the better.  It’d be simply 
magical to have you on board.

Warm, bosomy and moist thanks are due, indeed, to 
an entire platoon of people who helped make this possible.  
We would also like to thank and praise, from the apex of our 
hearts, the work of the Pacemaker team who suffered endless 
emails and Facebook updates throughout the summer when 
they were all trying desperately to enjoy doing other things.  
You are all wicked.  (Ed.: I will also take this opportunity to slip 
seamlessly out of third person narrative to thank my partner in 
crime for his patience, good humour, and brilliant nouse with 
a mouse and a keyboard – Yousef, I literally couldn’t have done 
it without you).

The theme is Life.  Pacemaker is full of it.  Happy reading.

Matthew Betts
pacemaker Editor 2015/16
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The Man Who Can See 
with His Eyes Closed

Nikita John

Ray Flynn is an 80-year old retired factory supervisor 
from Manchester. He suffers from a dry form of Age 

Related Macular Degeneration (AMD), which affects around 
half a million people in the UK, and as the population is ageing 
it is getting more common.  It is a condition where central 
vision is gradually lost, whilst peripheral vision remains intact. 
He said: “I’m unable to put the numbers in for my card when 
paying in a shop or at the bank, and although I was a keen 
gardener, I can’t tell the weeds from the flowers anymore.” 

This June, Professor Paulo Stanga and his team led an 
operation at Manchester Royal Eye Hospital, where the Argus II 
device was implanted onto Ray’s eyes. The device was activated 
on July 1 and since then the results have been promising, “Mr 
Flynn’s progress is truly remarkable,” said Professor Stanga. “He 
is seeing the outline of people and objects very effectively”. At 
the moment the implant cannot provide highly detailed vision 
but Prof Stanga said that in time, Mr Flynn should learn how to 
interpret images from the implant more effectively.

The implant works by converting visual information from 
a mini camera on the patient’s glasses into electrical impulses, 
which are sent to the implant. The visual information is also 
transmitted wirelessly to an array of electrodes attached to 
the retina, which then stimulate the remaining cells in the 
retina so that information can be send to the brain. Therefore 
Mr Flynn is able to visualize simple shapes through the mini 
camera even when his eyes are closed! This device had 
previously been used to restore some vision to patients who 
are blind as a result of retinis pigmentosa (a relatively rare 
condition), however this is the first instance of it being tried 
on a patient with age-related macular degeneration (AMD). 

There are 2 forms of AMD, most AMD starts as the dry 
type and in 10-20% of individuals it progresses to the wet 
type. In dry age-related macular degeneration, drusen (small 
off-white deposits) form on the retina, beneath the macula, 
causing it to degenerate over time, whereas in wet AMD 
abnormal blood vessels under the retina begin to break, bleed 
and leak fluid which damages the macula. Currently there are 
some treatments available for those with wet AMD, but this is 
the first time a treatment has been offered to a patient with 
dry AMD. 

The implant may mark the start of a new era in the 
treatment of sight loss. A clinical trial is being held at the 
Manchester Clinical Research Facility with four more patients 
who have dry AMD. With further research and development 
into this piece of technology, it is hoped that it may help 
people, including children, with other forms of sight loss. 

Although it is still early days for the “bionic eye”, the 
first results of the trial are deemed a success and Professor 
Stango looks forward to treating more patients with dry AMD. 
Most might take the ability to see the weeds from the flowers 
for granted, but for AMD sufferers like Ray, such a simple 
improvement in vision could be life changing.

Nikita John
News Lead
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Cardiovascular disease: The price to 
pay for economic development

Countries like Brazil, India 
and China seem not only to 

be developing economically, but trends 
also suggest they are developing serious 
cardiovascular health problems.

Arguably, cardiovascular disease 
(CVD) is more likely to affect the older 
population, and by 2050 it is predicted 
that these developing countries are more 
likely to be “young”, whereas in contrast, 
the western world will have a greater 
number of older citizens. However, 
CVD is already making its presence a 
menacing one in the youngest workforce 
age groups (35- 39 year olds).

These emerging economies are 
getting more industrialized, urbanized 
and globalized as the countries increase 
their wealth. As this happens, more 
people move out of villages to work in 
the cities to feed the growing labour 
force. 

The side effect of this urban 
lifestyle in developing countries is often 
higher levels of increased saturated 
fat intake, which can lead to obesity, 
increased sugar intake which can lead 
to diabetes, and increased sodium 
intake which can lead to higher blood 
pressure, all of which contribute to CVD. 
Smoking is estimated to kill more than 
8 million people by 2030, by which time 
80% of the deaths would occur in low 
and middle income countries. 

CVD is often dismissed as a 
serious woman’s global health problem 
in the developing nations. The media 
and health experts more frequently 

concentrate on women’s maternal and 
reproductive functions. Yet, in Brazil, 
China and Russia higher numbers of 
women die as a result of CVD than 
communicable, maternal and perinatal 
problems combined. 

Therefore, it is important to note 
that the impact of CVD on women is 
both direct (where they experience 
the illness) and indirect (when their 
educational and economic opportunities 
are affected by the death or disability of 
a family member due to CVD). 

As urbanization grows, the loss of 
men will have heavy impacts on women; 
death of the breadwinner can affect 
the future of an entire household. A 
study in Bengal found that when there 
is an adult death in a household, a child 
younger than 2 years has twelvefold 
increased probability of death.  

CVD treatment is known to be 
costly. The majority of patients affected 
by CVD must bear out of pocket (OOP) 
health spending and sources suggest 
that Indian households allocate on 
average 5-6% of household income 
to health care costs. Mortality and 
morbidity expenses due to expensive 
diseases like CVD may push those 
allocations upwards. A quarter of those 
hospitalized in India are impoverished 
due to OOP health spending. The 
poor have higher risk as they tend to 
be less able to access timely medical 
care and develop rapidly progressive 
disease with early and sudden fatal 
outcomes. Impoverishment also results 

in grossly inadequate treatment, due 
to unaffordability, less access and 
knowledge, etc. 

During the past four decades the 
rates of stroke in southern India and 
rural South Africa have roughly doubled 
whereas the stroke rates in more 
economically developed nations have 
decreased.  

This may offer a glimmer of hope 
for the future to suggest that overtime, 
as experience in western countries 
suggests, the more affluent sections of 
society adjust their lifestyle in directions 
that favour heart health. The positive 
news from the developed world is that 
CVD mortality and risk factor levels 
can be significantly improved through 
effective public health and clinical 
measures

CVD is developing as a potent 
cause of death and disability in 
developing countries, including among 
people of working age as well as among 
the aging and growing population. It is 
important to effectively communicate 
to the urbanized people the importance 
of controlling those risk factors to 
continue working and living healthily. 

Nikita John
News Lead

References:
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The new junior doctor contract: 
What can you do to help?

Irina Earnshaw

B y now you will have heard 
about the new contract being 

imposed by the government on our 
junior doctors.  Only, that is, if you use 
social media.  For some bizarre reason 
this new development in Jeremy Hunt’s 
NHS “improvements” has gone largely 
unnoticed and undocumented by the 
media, with only the occasional article 
here or there, most of which are opinion 
pieces by junior doctors themselves.  
Whilst writing this article, I scrolled 
through the Health section of the BBC 
News app, finding an article describing 
how NHS service quality was “location 
dependent” (I’m sorry, have you been 
living under a rock for the last 30 years?), 
and another detailing how Tai Chi could 
soon be prescribed to patients, yet 
absolutely nothing mentioning the new 
contract changes.  Rather than write 
a ten-page rant, which, believe me, 
I could do, I thought it might be more 
useful to let you know exactly what 
these contract changes will mean, and 
what you can do about it.

Key points of the DDRB report:
• DDRB = Review Body on Doctors’ 

and Dentists’ Renumeration. Consisting 
of a geographer, a banker, 3 HR 
professionals, an accountant and 2 
economists, i.e. no one from the medical 
profession.

• They advise the government on 
rates of pay for doctors and dentists.

• They have advocated removal of 
the banding system, which could result 
in a 30% decrease in pay for junior 
doctors.

• “Social hours” will be changed 
from 0800 - 1900 Monday to Friday to 
0700 - 2200 Monday to Saturday, which 
means that working at 9pm on Saturday 
night will be equivalent to working a 
Tuesday afternoon.

• GP trainees will lose their 
premium and be paid the same as 
hospital trainees, contributing further to 
the recruitment issues in the specialty.

• It has been recommended that 
where trainees take a career break, such 
as to pursue an academic degree or for 
maternity leave, they will not receive 

a pay increment on their return. This 
will deter trainees from pursuing an 
academic career or starting families 
during training.

Many have been asking where 
the BMA is in the middle of all of this.  
They rejected the suggestions outright, 
however the government have accepted 
and plan to implement the report 
anyway.  You have likely seen numerous 
petitions circulating calling for strike 
action, and while the BMA has taken 
the calls seriously, it is important to 
understand that these petitions in 
themselves have no real effect.  In order 
for industrial actions to be taken there 
are certain legal processes that must 
be adhered to, and there must first 
be a ballot to determine whether the 
majority of union members want strike 
action to be taken.  

In the meantime, however, there 
are lots of things we students can do to 
show the government how strongly we 
feel about the situation:

• Keep signing petitions.  I know I 
said they don’t really make a difference, 
however they certainly can’t hurt.  

• I’m not going to be patronizing 
and say “remember the good old days 
before emails... pens, papers, stamps 
etc etc.”, BUT there is something to 
be said for letter writing, especially in 
politics.  Please consider writing a letter 
to your MP, or even Jeremy Hunt himself 
- it doesn’t have to say much and can 
even, if you really want, involve some 
expletives, but the act of doing it can 
show our government just how strongly 
we feel about this. 

Your MP can be found at www.
theyworkforyou.com. You can write to 
them at: House of Commons, London, 
SW1A 0AA

Jeremy Hunt is the current 
Secretary of State for Health. You might 
have heard of him and his unfortunately 
easily adaptable surname. You can 
write to him at: Department of Health, 
Richmond House, 79 Whitehall, London, 
SW1A 2NS

• NHS Employers are hosting a 
series of open meetings to discuss the 

proposed contract changes, and the 
Manchester meeting will take place on 
Tuesday September 29th. Further details 
can be found by searching for the event 
on Facebook. Free tickets are all sold 
out, but going along anyway can’t hurt 
- if enough of us are there (peacefully, 
we want people to respect us) we can’t 
help but make an impression.

• In the words of one of my 
friends, “Jezza Hunt ain’t checking your 
Facebook feed”, and this is very true.  By 
all means continue to share things on 
Facebook, because they help to show 
our plight to our non-medic friends, 
and can help encourage them to get 
involved, but please don’t let this be 
the only thing you do!  Tell your friends 
exactly what this will mean for their 
future as well as ours, and encourage 
them to get writing too.

At the end of the day, we are the 
future of medicine and these changes 
will have a huge impact on our careers.  
If they go through we can expect more 
hours, less pay, and will likely lose a 
large number of our colleagues to 
Australia and New Zealand (who can 
blame them, there are hobbits and 
elves there).  When something like this 
happens it’s very easy to think that we 
are helpless and have no influence on 
the government, but that just isn’t true.  

The Faculty of Medical and 
Human Sciences in the University of 
Manchester has 6000 undergraduates, 
3000 postgraduates and 2000 staff 
members.  Bearing in mind that there 
are around 6000 medical students 
accepted a year across the 32 medical 
schools in the UK, it’s fair to say we are 
a huge medical school and can carry a 
lot of clout if we choose to.  It may be 
naïve, but with those numbers I refuse 
to believe we are powerless in our own 
futures.

Irina Earnshaw
photography Lead

Opening an article with a movie quotation may 
be clichéd and lame, but in a Pacemaker edition 

entitled ‘Life’, it would be a crime not to use this one. From 
personal experience, life doesn’t move any faster than the first 
few weeks of a new academic year. 

Whether it’s just starting first year getting used to PBL, 
starting hospital teaching or beginning to prepare for finals, 
medical school has a special way of always asking more of us. 
But, as term moves along fatigue threatens if we don’t find a 
way to step off the hamster wheel and relax, recuperate and 
(dare I say it) reflect. With that in mind, here’s just a few ideas 
for little things that can make a big difference.

Explore Manchester - it’s sometimes easy to forget that 
there’s a whole city beyond Stopford, and a pretty spectacular 
one at that. Manchester Museum or Whitworth Gallery are 
both only minutes’ walk away from campus too! get involved 
in a society - Between the medical school and the SU there are 
hundreds of societies to join with interests to suit everyone. 

play some sport - the link between exercise and mental 
wellbeing is well documented.  Like with societies, there are 
both medic and university sports teams to suit all abilities.

try mindfulness - it might not appeal to all, but the 
practice of mindfulness can help to relieve stress and improve 
focus.  Mindful Medics based at Stopford run sessions in the 
CSLC. 

get to know your course mates - It can sometimes 
be difficult to fit social activities around study and nobody 
understands this like a fellow medic, but societies like MedSoc 
and the Mentor Coordinators are introducing more fun, 
inclusive socials to get to know people in all years.

Everyone gets tired and low sometimes, but it’s also 
really important to know that if you’re really struggling either 
academically or personally, help and support are available 
both from the medical school and the university. SWAPS teams 
are located centrally in Stopford and at base hospitals, and 
the university counselling service offer bookable appointments 
and also run a series of wellbeing workshops throughout term. 

helena sweeney
wellbeing officer

Helena is the MedSoc Wellbeing Officer. If you have any suggestions for 
wellbeing events/activities you’d like to see happening throughout the 
year, feel free to get in touch at wellbeing@manmedsoc.com.

useful Contacts:
SWAPS - med.swaps@manchester.ac.uk
The Counselling Service is available through MyManchester.

Wellbeing
“Life moves pretty fast. If you don’t stop and look 

around once in a while you could miss it.”
- Ferris Beuller’s Day Off



In August, Pacemaker sat down 
with Professor Doug Corfield, 

Deputy Head of School and discussed 
recently implemented plans that will 
ensure delivery of medical education at 
Manchester Medical School maintains 
a firmly contemporary outlook. We 
discussed how we must keep abreast of 
the way that government and politics 
will affect the potential structure of a 
medical degree, owing to its influence 
on the delivery of healthcare in a 
grander scale.  

You may or may not already 
be aware of these adaptations and, 
indeed, that they will not necessarily 
affect everybody here at MMS.  We - your 
friendly neighbourhood Pacemaker team 
- feel that it would be prudent to reserve 
space in each issue to outline changes 
that affect us as medical students, and 
try to outline the philosophy behind said 
decisions. So, without further ado, we 
give you the official MMS Pacemaker 
Column.

Throughout our discussion, 
Professor Corfield highlighted how the 
changes appear differently to different 
year groups.  For example, incoming first 
years will largely be unaffected as the 
education they receive will be the new 
‘matured’ course delivery; they, in short, 
won’t know any different.  

Likewise, for second years 
like myself, little will change as the 
changes to academic years 3-5 will 
be well-established by then. Watch 
this space for more on that and those 
changes. The focus of our discussion, 
then, was on current third years/last 
year’s second years, for whom there is 
potentially a more significant amount 
of organisational thought at work, the 
reasons for which, I hope, will become 
clear as I go on.

It has been well-publicised that 
the elective will now move to the end 
of fourth year from its customary 
place at the end of fifth year.  Whilst 
allowing for as equally an edifying 
elective experience far in foreign climes, 

it will also give people the opportunity 
to choose, potentially, a more career-
focussed elective programme.  This 
will also allow fifth years more FY1 
preparation time.

As a result of this change, the 
project option (customarily a fourth 
year endeavour) has been moved to 
third year.  Now, there will be a project 
structure that serves to develop from 
the group PEP projects (now a Year One 
adventure), through the dissertation-
style PEP project (now, Year Two) and 
Project Option in Year Three.  All this will 
serve to mature in Year Four with elective 
options, giving people the opportunity 
to explore topics in greater depth with 
each year, and for some, theme an 
elective around something they have 
already enjoyed researching.

It is clear, then, that current third 
years planning to intercalate are at an 
interesting juncture.  

As I’m sure you have already 
calculated, those who do not choose to 
remain on the, shall we say, ‘vintage’, 
programme will not enjoy the customary 
Year Four project option.  Indeed, for 
those who choose to intercalate after 
their third year, the playing field will 
be slightly different when they return. 
They will re-enter the into the new 
programme in fourth year, and their 
new compatriots will already have 
finished their project option, all as part 
of the new stream of delivery, and be 
expecting to enjoy their elective at the 
end of the academic year.

Professor Corfield has recently 
discussed the options for those 
intercalating at the Year 3 induction and 
encourages all of those interested to 
attend the intercalation fair where there 
will be stall providing more information.  

Matthew Betts
Editor

Changes to the Programme:
Intercalation, Project Option and Electives

Matthew Betts
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Review: Adventures in Human 
Being by Gavin Francis

Featured as Radio 4’s Book of the week, my dad, an avid 
listener, recommended this to me. Francis, who works as a GP 

in Edinburgh, has had a varied medical career from the Arctic to Africa 
and then back to Scotland where he studied. In this book he devotes 
each chapter to an area or organ of the body. Like a traditional anatomy 
textbook, he starts at the head and moves down methodically to the 
feet. Along the way, he retells interesting patient cases, touches upon 
history describing what ancient physicians used to believe true and often 
talks about literature, poems and fairytales which link to said body part. 
Tales about his student years and time spent in the anatomy lab are 
recognisable and familiar. 

Although accessible and easy to understand, the book is probably 
at about a perfect level for an early year medical student. Random 
unconnected snippets of interest are found in each chapter. For example, 
studies of the physiology of crucifixion mean that motif of Jesus with 
a nail through his palm is likely to be inaccurate; crucifixion was most 
likely achieved by putting the nail between the carpal bones of the wrist.
Otherwise, the interosseous muscles between the metacarpals would 
tear under the weight of the body. Or that sometimes an egg can fertilise 
outside of the fallopian tube, embed into the peritoneum, perish and 
calcify. The calcifications are then found as fetoliths, or ‘stone babies’, 
upon autopsy of elderly women forty or fifty years later. This novel is full 
of these weird and wonderful revelations and is an enjoyable read you 
can put down and come back to whenever suits. 

Bethany Butcher
Features Lead
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Intro

For the last 12 months your student 
reps have been working hard to gather your 
feedback, both positive and negative, about 
the course and then lobbying for change 
throughout the year. Bridging the gap 
between the Medical School and the students 
is a challenging but immensely rewarding 
one. We have attended key committees within 
the School and tried to raise issues that affect 
the students we represent. 

Communication is key, and we hope that 
through this blog we can provide an annual 
review of the successes, failures and future 
hopes regarding the work of student reps. 
As a group we would first like to thank Pip 
Fisher (MMS Director for Student Experience) 
and Helen Franklin (MMS) for their help 
throughout the year. They’ve worked tirelessly 
to support the student reps and we wouldn’t 
have been half as productive without them.

Changes we have 
achieved over 2014/15:

Stopford rooms available for booking out 
of hours - During 2014/15 there was a decision 
by Faculty to close the Stopford building out 
of hours. The rep team (supported by some 
influential members of the Medical School) 
successfully argued for this decision to be 
reversed, arguing that as medical students 
we all want to feel that we have a “home” 
within the University and the Stopford is that 
natural base. As a result students continue to 
be able to book rooms for society meetings 
or revision groups (by completing a form at 
reception).

Anatomy groups can appoint a scribe - 
Following student concerns that they are not 
able to retain all they learn in the anatomy 
sessions, Professor Gouldsborough has agreed 
that each group can appoint a scribe to take 
notes during the summary session. These 
notes should then be circulated to their group.

Transport from Preston for exams - 
Problems with the buses from Preston for 
student exams caused a lot of anxiety for 
those involved. This was raised with the 
assessments team who have promised us that 
they are looking at how such problems can be 
prevented in future. 

Delays in travel bursaries for community 
placements - Delays in paying travel bursaries 

can cause students significant financial 
problems, so we raised this issue with the 
department of Community Based Medical 
Education (CBME). Caroline Connolly, the 
CBME office manager, apologised for the 
delays and made changes to their systems 
to ensure that emails from students would 
receive more prompt replies.

Portfolio checklist in year four - The mid-
year portfolio reviews for year four caused 
a good deal of stress last year, particularly 
as the checklist was provided very close to 
the review period. A meeting with Professor 
Braidman was arranged and it was agreed 
that in 2015/16 the checklists will be released 
early in semester 1.

UPSA difficulties - Some students 
reported difficulties finding opportunities 
to carry out cannulation in year four, so the 
UPSA lead will be looking at how to ensure all 
UPSAs can be matched more closely to clinical 
activities during the programme.

Compliments we 
have passed on:

OSCE marking using iPads - You told 
us that the introduction of iPads for OSCE 
marking was a big improvement, having led 
to feedback being much more legible and 
available more rapidly after exams. 

International census - Programme reps 
received excellent feedback from international 
students about the ease of completing the 
census electronically. 

Year four specialty weeks - These have 
been very well received by students.

Conclusion

It’s safe to say we all enjoyed the 
opportunity to represent the student body 
last year. We hope that our work has helped 
to make changes that will benefit Manchester 
Medical students in the future. One point to 
take away is that yes, the Medical School will 
listen to our voice.

We wish good luck to all the reps elected 
to serve the student body in 2015/16, we are 
certain they will find their work as rewarding 
as we have. Thank you for taking the time 
to read this blog, hopefully it has given you 
a good sense of the work of your reps and 
perhaps even inspired you to consider a 
position in the future!

Manchester Medics’ Revue
at the Edinburgh Fringe Festival

Robert Potter and Vincent Simpson

Comedy is hard. Really hard. Medicine hard. So, who 
better than to take on the challenge of pretending 

to be funny in a room full of staff and students than those 
used to be pretending to be clever in a room full of staff and 
students.

And that’s just what the Manchester Medics’ Revue has 
been doing for the past four years running. After rising from 
the ashes in 2011, the yearly sketch comedy show has gone 
from strength to strength in its attempt to scrape humour 
from such comedy gold mines as Langerhans cells, designer 
deaths and Jeremy Kyle. 

However, whilst performing to a room of medical 
students is great fun (Martini references always go down a 
storm), the cast have yearned for something more. 

It’s long been a dream amongst the members of to 
take the show to bigger and better venues and, this year, that 
dream became a reality when we became ambassadors for 
all that is funny in the greater Stopford area at the Edinburgh 
Fringe Festival. 

The Edinburgh Fringe Festival is the largest arts festival 
in the world. It’s honestly intimidating to be surrounded by such 
a vast amount of talented creative performers be it grizzled 
comic veterans to feminist slam poets to upstart student 
theatre companies and the list goes on. The festival spans over 
25 days, over 3190 shows, over 50 countries represented in over 
300 venues. 

We performed an abridged best-of show of the past 
four years over the course of an hour to packed out audiences 
on some days and to around eight people on others. Our start 
in show business was in a venue that somewhat lacked for 
glitz and glamour – a basement of a Mexican chain restaurant 
(next to the toilets). 

However, despite humble origins we had amazingly 
positive feedback from people that came to see the show and 
managed to raise over £340 in voluntary donations for the 
society - apparently jokes about Langerhans cells are broad 
enough to be enjoyed by everyone. 

I want to send a massive thank you to all who attended 
the festival and who saw the show at any point – be it as a 
performer, a supporter or your average every day punter 
looking for entertainment. We couldn’t, and wouldn’t have 
wanted to do this without the support of Manchester students, 
medical or otherwise, who’ve come out year on year to see us 
say silly things on stage. 

To all those out there who have ever wanted to be 
involved with comedy, performance or just having a laugh then 

please get in contact. Part of being at the festival is getting to 
know students from around the country doing the same kinds 
of material as yourself so there has never been a better time 
to get involved and you never know, it could be you writing a 
shamelessly self-promoting article about the show next year. 

Enjoy the next semester.

robert potter and Vincent simpson
Medical students

Contact Information:
robert.potter@student.manchester.ac.uk
vincent.simpson@student.manchester.ac.uk



M y name is Dr Stephen 
Gulliford. I am a Consultant 

in Acute Medicine at Wrightington, 
Wigan and Leigh NHS Trust. My day 
started to day at 07:45. I walk onto the 
ward and am asked to see a patient 
straight away by the night team. The 
patient is a lady with sepsis, admitted 
overnight, with acute kidney injury, 
diabetes, COPD. The list of co-morbidity 
goes on. I review the patient, optimise 
her treatment and contact ITU.  Its now 
08:30 and I move on to start the post-
take ward round. 

The Medical Assessment Unit is 
full. There are no empty beds. This is a 
typical Monday morning. The case mix 
consists of falls, urinary tract infections, 
acute coronary syndromes, intentional 
overdoses, haematemesis and possible 
stroke. I see the patients one by one 
with the team, re-take pertinent 
history, examine, diagnose and treat 
accordingly. A number of patients are 
discharged, the others being admitted. 
I finish the ward round late morning, 
some 20 patients later.

Its now time to catch a quick bite 
to eat and a drink and then its either 
into A&E for the afternoon to work with 
the on-call junior doctors seeing today’s 
new patients as they present; or attend 
the ambulatory assessment clinic to see 
the patients referred for our medical 
opinion by their GP; or I go to the 
office to tackle the small mountainof 
administrative work that is the mainstay 
of any consultant’s life. 

Around 4pm, I hand over to my 
consultant colleague who is covering 
the evening shift (we all do one evening 
a week until 9pm) and then breathe a 
sigh of relief and head off home to ready 
myself for the new set of patients that 
I will see on tomorrow’s morning ward 
round. 

In a brief snapshot, this is the life 
of an Acute Physician. Is it stressful? Yes, 
at times. At other times it is not too bad at 
all. There is certainly a balance through 
the year of busier and “quieter” periods 
of work. It is certainly unpredictable 
work, and that is the absolute beauty of 
the specialty and why I enjoy it so much. 
Every day is so very different, every 
patient has a different story to tell. One 

thing I don’t believe Acute Medicine can 
be labelled as is monotonous. 

Acute Medicine was recognised 
initially as a subspecialty of General 
Internal Medicine, but became a 
recognised specialty by the Royal 
College of Physicians in its own right 
in 2009. Since then, Acute Physicians 
have become an ever expanding 
group of physicians who specialise 
in the initial assessment, diagnosis 
and management of acutely unwell 
adults, and run the unscheduled arm 
of medical care in acute Trusts across 
the country. As we move more towards 
increased consultant presence in the 
hospital, 7 days a week, the specialty 
of Acute Medicine is becoming more 
prominent and pivotal to the ways that 
we will provide care in the NHS over the 
coming years. It is an exciting specialty 
and these are exciting times and I 
would urge medical students and junior 
doctors to really seriously consider Acute 
Medicine as a career. I am certainly not 
disappointed by taking this career route 
and I don’t think you would be either. 

dr stephen gulliford
Consultant in acute Medicine at 
wrightington, wigan and Leigh Nhs 
Foundation trust

Being a medical student with a mental illness is 
difficult, being anyone with a mental illness is 

difficult, but I can only comment from my perspective. It’s 
difficult to get into medical school, and once you’re here your 
problems don’t disappear by any means – even if you are doing 
something with your life that you’ve dreamed of for so long.

I can’t stress how important it is to look after your 
health whilst at university. Medicine is a demanding course, 
and throwing in the stigma attached to a mental illness can 
create even more barriers to overcome. This being said, there 
is no reason for students with mental health problems to not 
be successful in medicine.

I recently read an article on the Student BMJ online 
(1), written by a doctor with a mental illness, which boosted 
my confidence and outlook for my future career: the main 
conclusion I drew from the article was that although the 
career path ahead of me may be trickier than some of my 
colleagues’, there are support systems in place to allow myself, 
and others in similar positions, to succeed. 

For those of you new to the university, I want to 
emphasise the benefits of having time in your routine for a 
de-stressing activity. 30 minutes set aside to clear your head 
of negative thoughts can be the most valued time in the day 
when things are getting tough. I also think that it’s important 
to be able to recognise when your mind is becoming overloaded 
with such negative thoughts. 

Even if this is in the middle of your planned study 
session, it’s best to take some time out and get some fresh air; 
you’re not going to be learning anything when your mind is 
processing hundreds of thoughts at once.

Remember, even though you may be miles from home, 
you are not alone. There is always someone to talk to; it’s 
important not to keep your feelings bottled up. Tutors at the 
medical school are very supportive and can point you in the 
right direction to get some help. If you’re feeling quite low, 
then make an appointment with your GP to discuss how things 
are going, and to assess whether your treatment plan may 
need altering. 

In signing up for a medical degree you signed up for 
life-long learning, so make sure that you look after yourself 
and are content, so that you can make the most of your time 
in medical school, and looking forward, your life. 

anonymous
Medical student

References:
1. I’m a doctor, and I have a mental illness. Student BMJ. 2015; 23: 
h2819.

I’m a medical student, and I have a mental illness.
“there is no reason for students with mental health 

problems to not be successful in medicine.”

Anonymous



16

Femme Fatale: 
Venereal Disease as 

Female Sin in the 
Early Modern Period

Thomas Froh

I t is easy to laugh at the misconceptions of early 
modern medicine. We chuckle and shake our heads 

at the popularity of using leeches, or the endless circular 
arguments over the classification of different foods under 
humoral theory. Yet this period contains a relevant warning 
about the relationship between medical knowledge and social 
regulation. Whether discussing disease, diets, or surgery, 
medical theory from sixteenth and seventeenth century 
England shows a clear reflection of European cultural bias. 

Nowhere is this more apparent than in the field of 
venereology, which reflected patriarchal cultural norms by 
locating the source of sexually transmitted diseases within the 
female body. 

Historian Kevin P. Siena provides an excellent overview 
of the ways in which early modern medical analysis of syphilis, 
introduced to Europe in 1490, was inextricably linked with 
criticism of female sexuality. “It is undeniable that early 
modern venereological literature showed an overwhelming 
tendency to present women as causal agents, to discuss 
contagion almost solely in terms of male victims, and to 
present images of women as deceptive and dangerous, female 
biology as pathological and dirty” (557). 

Individual case studies were a primary source of evidence 
in medical discussion of the time, and anecdotes frequently 
presented women as sinful corrupters of innocent men. A 
treatise by Thomas Needham from London in 1700 exemplifies 
the gendered language used by medical professionals when 
discussing venereal disease “[…] that the pocky steams of the 
diseased woman do often evidently imprint their malignity on 
the genitals of the healthy play-fellow” (6). This attitude was 
supported by pointing to the womb as a dangerous producer 
of diseases owing to its “heated” and “vaporous” nature 
during the sexual act.

Such dialogue came to be epitomized in what Siena 
labels the “putrefaction theory” established in France by 
Nicholas de Blegny in 1673, and imported to England shortly 
thereafter, which states that syphilis and other venereal 
diseases were generated within the wombs of women who 
had slept with multiple partners owing to the mixture and 
fermentation of different men’s sperm (562). 

This established any individual woman as having the 
potential to spontaneously produce a deadly disease should 
she be promiscuous, and this model remained the dominant 
understanding for the spread of syphilis for the next seventy 
years (570).

Putrefaction theory and the medical culture that 
spawned it remind us of the need to be self-critical of the 
ways in which illness is discussed and framed. The popularity 
of Blegny’s theory was a confirmation bias of the perceived 
danger inherent to female sexual expression, and medical 
practitioners who wrote about the diseased female body 
reflected the widespread repression of female sexuality in any 
sphere beyond that of a monogamous marriage. In England, 

these theories complimented puritanical religious aims to 
eliminate brothels and reinforce the sanctity of a domestic 
space in which woman is subservient to man.

We might seem impossibly far removed from seventeenth 
century medical practices, yet it was only thirty years ago that 
the introduction of HIV to the western hemisphere became 
inextricably linked to gay sexual practice and culture. The first 
year of the disease’s arrival in 1981 saw the American Centre 
for Disease Control propose the name GRID, short for “Gay-
Related Immune Deficiency”. 

This initial link between HIV and homosexuality remains 
prominent in the mind of the public today, and affirms the 
need to be mindful of our own cultural and societal biases 
when discussing illness. To pursue medical truth one must be 
aware of moral expectation, and never aim to justify it.

thomas Froh
English phd student

References:
Siena K. Pollution, Promiscuity, and the Pox: English Venereology and 
the Early Modern Medical Discourse on Social and Sexual Danger. 
Journal of the History of Sexuality. 1998; 8: 553-574.

I shall, I hope, never find out who has unfollowed 
me on Facebook.  To those who haven’t 

already - and are probably on the verge of doing so 
- I apologise for what appears on my newsfeed, but 
only half-heartedly.  I won’t apologise for the updates 
pertaining to my initiation into upcycling carpentry 
this Summer, I’m afraid I rather enjoy reviewing board 
games, and the miniature painting showcase is here 
to stay, too.  I will offer this half-apology, however, for 
any post that mentioned vegetables, meat, animal 
products and/or diet.  And, let me get this straight - 
I’m not half-apologising because I sound like a broken 
record, I’m half-apologising in the event that if you 
do eat animal products, you might be completely OK 
with it.  In which event, let’s just agree to disagree, but 
don’t unfollow me, OK?  I won’t if you don’t.  If that 
is not the case, however, and you’ve been thinking 
about reducing the amount of animal products that 
you do eat, great, let’s get a soya piccolo and have a 
chinwag.  Ultimately, I’m only sorry it took me an entire 
paragraph to shoehorn in ‘#sorrynotsorry’.

A number of articles caught my eye this 
Summer and were so interesting as to make it onto my 
newsfeed.  A couple in particular sought to blow off 
some steam that has clearly been gathering around 
one of the grittier fad diets of recent times.  For those 
of you who haven’t heard of it, the ‘Paleo’ diet seeks 
to replicate supposedly paleolithic diet configurations; 
the idea being, in short, that you should only eat it if 
it grew or had limbs.  Various streams of the diet also 
seek to emphasise raw over cooked foodstuffs, and 
place heavy emphasis on no-caffeine, unprocessed 
products, too.  Fair enough, I supposed at the time, 
that’s all fairly noble and if it manages nothing else, it 
might encourage people to consume fewer processed 
and more raw, untainted food products.  Fair enough, 
I thought, until I sat for a mere second to rehash the 
theory in my head.

The problem is, is that we have a bloated, 
androcentric, patriarchal idea of history.  Whichever 
scientist or anthropologist or biologist or all three, 
probably male, came up with the term ‘hunter-
gatherer’ should be locked in a cupboard, as he has a 
lot to answer for (the great temple of Google doesn’t 
quite seem to know who, at the time of writing.  But, 
as we’re all aware, women weren’t allowed to do, well, 
anything back when men invented things so I’ll take it 
as a safe presumption).  For fundamentally, we love the 
idea that we used to be muscle-bound hairy keen-eyed 

buggers in perfect communion with nature who could 
chase down a wild boar with ease and bring it home 
for our bosomy, almost permanently pregnant wives.  
A few scraps of boney material in an archeological site 
taught early (male) archeologists to presume that we 
continually feasted on hunted prey.  Hence, ‘hunter-
gatherer’.  Hence, in my mind, one of the greatest 
mistakes of word order in the history of mankind.

Fundamentally, as a number of these Summer 
articles proved rather effortlessly, the idea behind the 
Paleo diet, just like the hunter-gatherer theorem, is just 
the wrong way around.  Swap the word order, rename 
early man ‘gatherer-hunter’, include members of the 
opposite sex in the equation for once, and it all makes 
so much more sense.  

Ultimately, although meat might have been 
the dish of choice for early man and woman, it was 
far more difficult to get hold of than we think.  Take a 
second to consider the energy expenditure required to 
obtain meat in comparison to that required to pluck a 
fruit from a plant, and it should become clear.  Ergo, 
fancy that fry up?  Go running for two days holding a 
bow and arrow, nibble two days worth of scavenged 
berries that you picked up on the journey or were likely 
to have preserved for such an eventuality, and oh, don’t 
forget the knife you knapped from a stone.  Following 
that, butcher it, walk it home, turn its materials into 
tools and clothing and the like, and then you can go 
about milling the grains for the toast.

The hunter-gatherer mistake, clearly, was not 
a malicious one.  Such a mistake has, however, had 
amazing consequences that have trickled down into 
not only the realms of journalistic pseudo-science but 
also contemporary health discourse to such an extent 
that the role of meat and animal products as part of a 
‘healthy’ diet, has been over-emphasised.  ‘Protein’ has 
now become a discourse marker of health; if something 
‘contains protein’ it is deemed more healthy, for some 
reason unbeknownst to myself.  All I can say is I long for 
the day that packaging has ‘contains plants’ written on 
it.  Perhaps, in such an event, I will have been waiting 
so long  that you’ll all have unfollowed me and I’d have 
no one to tell, anyway.

Matthew Betts
Editor
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eureka
the ground-breaking new series of books for students 
on today’s medical degree courses
• all the core science and clinical information you need for each module, 
 in one book
• integrated approach helps you apply biomedical principles to everyday 
 practice across primary, acute and emergency care settings
• an authoritative reference during your course, 
 the ideal revision tool for exams 

medicine made clear eureka

NEW FROM THE PUBLISHERS OF THE AWARD-WINNING 
POCKET TUTOR SERIES

For more information on all the titles in the series or to 
place an order, visit www.eurekamedicine.co.uk quoting  
code MED15 for your 15% discount and free delivery.

Offer valid until 31.12.15.

15%
discount 

RRP £22.95
Special Price

£19.50
including free delivery 

 Insightful clinical 
 cases support your
 problem-based 
 learning by 
 teaching you to 
 work through a 
 clinical scenario 
 like an 
 experienced 
 clinician

>

 Innovative 
 graphic narratives 
 bring patients’ 
 stories to life and 
 highlight the skills
 you need to 
 communicate with 
 colleagues, 
 patients and their 
 relatives

>

 Challenging 
 starter questions 
 provide invaluable 
 context and widen 
 your knowledge

>

 Clinical SBAs 
 prepare you for 
 exams with current 
 format questions 
 and detailed 
 answer rationales 

>

Fresher’s Flu:
The Ultimate Survival Guide

Olivia Ford

W elcome, freshers one and 
all! I’m sure you’re all 

super excited for lectures to begin so 
that you can start working hard like a 
real responsible student… but not until 
Fresher’s week is over. 

However you decide to spend 
your first week, there are a few things 
that will most likely happen: You’ll make 
hundreds of ‘new friends’ but never 
speak to most of them again once 
lectures begin; fear of missing out will 
make you do some ridiculous things; oh, 
and you’ll most likely get really sick at 
some point.

Fresher’s flu is the troublesome 
illness that plagues around 90% of 
freshers in their first few weeks at 
University. In reality just a bad cold, 
symptoms include fever, sore throat, 
coughing, general discomfort, and 
severe headache. It might not sound so 
bad but if Fresher’s is going to be your 
first time coping without parents, it 
could really knock you sideways. 

What is it about Fresher’s Week 
that’s so lethal? Well… all of it, really. 
It’s believed that late nights, early 
starts, poor diet, excessive drinking, 
and meeting new people from lots of 
different places all predispose first years 
to falling ill. Combine that with the 
psychological stress of flying the nest 
and before you know it, you’ll be rocking 
up to your first anatomy session with a 
runny nose and a cough violent enough 
to make the entire Stopford Building 
quake. 

Honestly, you won’t be able to 
properly hear most of the introductory 
lectures over the noise of everyone’s 
coughing. If anything, it’s a way to test 
your new friendships. If they can sit next 
to you for an hour without so much as 
an eye-roll while you sit there coughing 
up your lungs, they’re proper friend 
material.

So how can you avoid fresher’s 
flu? Or at least build up your strength so 
that when it hits, you’ll still be able to 
function as a regular human? Obviously 
getting plenty of sleep, eating a 
balanced diet, and keeping the alcohol 
consumption to a sensible level are all 
off the cards for most of you. With that 

in mind, here’s some advice that you 
might take – disclaimer, I’m not a doctor 
yet! 

First off, water is your friend. 
Not only will it help to ease hangover 
suffering, but keeping hydrated could 
help you to get better sooner if you 
fall ill. It’s also a good idea to eat 
vaguely healthily. Some fruit? Maybe a 
vegetable? It will make all the difference. 

Also, though the jury’s still 
out on whether vitamin supplements 
actually do any good, I am a fan of a 
Berocca. Whether or not they actually 

do anything, you can’t deny that having 
one with your breakfast really wakes you 
up.

Thirdly, listen to what your body’s 
telling you! If you think you’re coming 
down with something, don’t feel like 
you have to go on this or that night out. 
Trust me, you won’t miss out on too 
much bonding. 

Lastly, whatever your plans are, 
have fun and stay safe!

olivia Ford
social Media Lead
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A s medical students we are 
taught to strive to provide 

the best possible care for all our patients.  
Amongst other things we learn to listen, 
empathise, provide patient choice and 
assess capacity. But how often do we 
think about adapting our approach for 
different patients?

For people with autism and their 
families, accessing healthcare can be a 
minefield of potential problems. Simple 
tasks such as waiting for an outpatient 
appointment in a busy waiting area 
can be too much for some patients, the 
sensory input and strange environment 
overwhelming and intolerable. If patients 
are able to endure this, they then face the 
appointment itself, being questioned and 
examined by a stranger who may have 
little appreciation of their needs. 

All this for a simple clinical 
interaction: waiting room, history, 
examination. Consider then what 
happens when there is a need for further 
investigations, invasive procedures, a 
hospital stay or surgery.

Clearly our medical school 
model for communication does not 
take into account all kinds of patients 
and interactions. To its credit, medical 
school does provide us with training in 
dealing with some challenging situations 
- the angry patient, the patient who 
is acutely psychotic or depressed. But 
no communication skills sessions are 
dedicated to the management of the 
patient with autism or learning disability, 
despite the fact that we will all come 
across this as doctors. We might learn 
about autism and learning disability 
within the medical curriculum, during 
a paediatric placement for example - 
but the training we receive in managing 
and interacting with these patients is 
minimal, and largely dependent on a 
student’s clinical lead for their placement 
(disclaimer: this is based on medical 
student experience in Manchester). 

Thankfully, there are brilliant staff 
out there flying the flag for awareness of 
autism and learning disability and working 

hard to improve patient experience. Play 
staff at Royal Manchester Children’s 
Hospital, led by Frances Binns - specialist 
advisor in complex needs, autism and 
learning disability - have developed a 
service to identify patients with autism 
and offer them a ‘Person-centred 
Assessment’ that provides clinicians with 
the information they need to manage 
each individual effectively. 

Knowing in advance what triggers 
difficult behaviour in a child, what 
helps to ease his or her distress, or what 
distractions work can minimise disruptions 
and barriers to care, and ultimately make 
life easier for everyone involved. 

The use of Hospital Passports 
has a similar role in the acute setting to 
provide clinicians with vital information 
about patients with autism and learning 
disability. Details include how the person 
communicates, how she or he experiences 
and communicates pain, and how to 
avoid distress. 

But, use of these tools depends on 
clinicians knowing they are available. The 
paediatrician with an interest in autism 
and learning disability will be well versed 
in the requirements of these patients, 
and the resources available for their 
management. But other clinicians who see 
a patient with autism once in while may 
be less likely to consider adapting their 
clinics or theatre lists to accommodate 
that patient’s needs. 

In the current political climate, cuts 
to social care services and benefits mean 
that people with any kind of disability are 
more vulnerable than ever. It is our duty 
as clinicians to ensure we do our part to 
support these patients, and the duty of 
those training us to ensure we understand 
how to effectively manage their care. 

sophie McKenna
healthcare Lead

A few days before our induction to third year, I 
returned from across the pond. Described by some 

as ‘America with gun control and healthcare’, I spent my 
summer in Canada working as a camp counsellor in Algonquin 
Provincial Park. The camp was a paradise for campers and 
staff alike. Days were spent sailing, swimming, windsurfing, 
dancing to Taylor Swift and sunbathing. Occasionally, cabin 
groups would set out in aluminium canoes to unpick the giant 
maze of lakes, rivers and creeks in the park, camping on the 
shores of vast bodies of unspoilt water.  The setting was close 
to perfect. The other staff I met there were great. The work of 
a counsellor, however, was hard. Really hard.

Counsellor is a non-specific role. You need brief 
experience working with children, enthusiasm and probably 
a bit of luck to get hired. But when you arrive duties include 
eating with kids, clearing their mess, accompanying them 
to activities, tackling tantrums, tears and tiffs, liaising with 
parents and making sure the campers are showering, getting 
enough sleep and are entertained throughout the day. The 
days were long and if it weren’t for the blessed few hours we 
got to ourselves around the campfire after the campers had 
gone to sleep, it may have all been too much and someone 
may or may not have been assaulted with a piece of Melmac 
kitchenware.

In the first month I stayed in a cabin with no fewer 
than eighteen eleven-year-old girls. That first night when they 
arrived, bags overflowing with candy, I’d never heard noise 
quite like it. A cacophony of cheerleader chants and chatter 
set the tone for the next eight weeks. Eleven is a transient age, 
a strange no man’s land where you’ve not quite moved on from 
childhood but are starting to feel the effects of what’s to come. 
My campers varied greatly, both in personality and maturity. 
Some were capable and strong while others were struggling 
with homesickness. Some wanted to take selfies and sneak 
over to the boys’ cabins. Others only want to beat the boys 
at sports. Some begged us to take them frog-catching in the 
swamp. I obliged and watched frog-catching turn into swamp 
jumping and swamp jumping turn into neck-deep swimming 
through the mud; a night I’m never likely to forget and a set of 

clothes I’m never likely to get clean.
Diversity in the ecosystem that was my cabin led to 

some fiery arguments between the girls. I tried to explain that 
living in close quarters with other people is difficult and is 
something that all students, siblings and couples find tricky 
at times. But unfortunately, some of the girls came to realise 
that as you get older, even your friends can be mean and 
thoughtless.

Children don’t seem to think logically. They live in the 
moment. A small problem can be a catastrophe causing 
extreme upset. But equally, a small distraction and they’ll 
forget the issue and start laughing again. They seem to bounce 
back faster than us and don’t hold grudges in the way we can 
and do. They can be fearless and aren’t burdened by the same 
level of self-consciousness as adults. Most campers would try 
any activity, especially at a camp as well-equipped as the one 
I was at. In this sense, I thought, I could learn a lot from these 
kids. 

They ask a lot of questions. Things you couldn’t know 
the answer to like ‘what’s for dinner in two days time?’. They 
take any answer given very literally. Sarcasm didn’t sit well 
and I quickly learnt to avoid around campers. The cabin was 
in a disgusting state some days and asking the girls to clean 
and clear up was like asking a favour of a brick wall. They get 
overtired and if they were sleep deprived, it was the counsellors 
who were on the receiving end of some pretty sassy behaviour. 
I felt like I needed to come home and apologise to my own 
parents, sorry for all the times I acted that way. They can also 
be hilarious. Weird and uninhibited, they were lot of fun to 
spend time with. 

Without getting too sentimental, camp slowly became 
a home away from home. The summer I spent on the lake 
will always be special to me. As well as giving me chance to 
explore a small patch of the world’s second biggest country, it 
gave me first-hand experience of the challenges but also the 
rewards involved in working with children.

Bethany Butcher
Features Lead
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Depictions of the Human Art Form
Asma Jebril

A rt, often in its various forms – from oil paintings 
to majestic statues – can also be found in ancient 

journals filled with drawings and studies of the human body.
Often overlooked as a source of creative skill and imaginative 
expression, they are not the star pieces in galleries - locked 
out of sight and rarely exhibited. An owner of such hidden 
artefacts was Leonardo Di Vinci, the Italian polymath with 
expertise extending across architecture, science and music 
to the more peculiar cartography, botany and anatomy. With 
the ‘unquenchable curiosity’ of a Renaissance man, he often 
took it upon himself to use his vast knowledge to solve specific 
problems. 

As an idea previously described by architect Vitruvius 
in his work, da Vinci sketched the ‘Vitruvian Man’ around 
1490 and illustrated the solution to an ancient architectural 
problem. This was that the human body with its proportions 
and symmetry was the perfect model of architecture. For 
instance, the circle and square with the same area in the 
diagram represent the basic principle patterns of the cosmos, 
and without sacrificing the perfect geometry, he was able to 
make the Vitruvian Man possible by shifting the square down. 
Each separate body part was a simple fraction of the whole: 
the head measured from the forehead to the chin was exactly 
one tenth of the total height, and the outstretched arms were 
always as wide as the body was tall. After being discovered 
300 years later, the solution of a diagram was applied to 
architecture, to create results that were stunning to admire, 
such as the Church of San Giorgio Maggiore in Italy.

But, it is only after digging deeper than the geometry 
and mathematics in the piece that the anatomy can be 
appreciated. 

With studies of body’s internal workings dating back to 
as early as 1600 BCE, it is undeniable that the human body is 
(arguably) the greatest work of art. Its study has underpinned 
the development of surgical techniques with a diagnostic 
evolution that has saved the lives of billion over time. And 
it was for this reason that da Vinci became intrigued to this 
area of science, coining a new term ‘philosophical anatomy’ 
– where the human body as a complete system mirrors that 
seen which is seen in nature itself and so every bit of it ought 
to work geometrically. But as well as being the first artist to 
carry out a full human autopsy, da Vinci also accomplished 
the great feat of being the first to depict the human fetus 
in its proper position within the womb precisely around 1510, 
alongside the anatomist Marcantonio della Torre. 

The spectrum of the human art form encompasses 
that which is seen in the grown adult to the smallest figure of 
the fetus. After all, medicine would simply not exist without 
the study of man in health and life and the restoration and 
preservation of good health is the ultimate aim for medical 
art. Leonardo da Vinci always considered art as a science; 
where the three elements of form, function and beauty must 
be united to create something perfectly beautiful and fit for 
purpose, with no inadequacy. If there are any lessons to be 
learnt from the ‘Vitruvian Man’, it is that there is depth and 
meaning in the art and world around us, and that life itself is 
something to be curious about.

asma Jebril
arts Lead
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Meet the Grandparents
Introducing the new Mentor Medic Coordinators

James is from the glorious city of 
Stoke-on-Trent. Despite the fact he says 
the words look, book and cook all wrong 
he was still allowed into medical school 
and is now based at Wythenshawe Hos-
pital. James is very interested in paedi-
atric and teenage cancers. 

Anyone who has even spoken to 
James will have been told about CATS 
society (Cancer Awareness in Teenag-
ers and young people Society) which 
he pretty much dedicates his life to. We 
think it’s a little sad but hey what can 
you do. As the boring one of the group 
James enjoys nights in with a film, 
cheese and crackers and a splash of 
white wine. 

He will rarely be caught social-
ising as it is a well-known fact that he 
hates people. Rumour has it that he 
calls himself a modern day Dr House.

Lizzie is from Scunthorpe, a place 
people have only heard of because Tinie 
Tempah put it into one of his songs. She’s 
based at MRI, so she will always be close 
(although we recommend not getting 
too close). Lizzie also studies Medical 
French, is a keen musician and member 
of MMOC (Manchester Medical Orches-
tra and Choir) and helps run Fastbleep 
Schools. Rumours have been circulating 
which suggests Lizzie can drink more 
alcohol than any other MMS student, 
however the other coordinators have 
evidence from many nights out that this 
is simply untrue. However unlike James 
and Qas, general consensus seems to be 
Lizzie is actually a nice person, so maybe 
she’s worth getting to know. 

We’re not quite sure where to 
start with Lauren… 

She’s from Ireland and calls her-
self a typical country gal. Whilst this ex-
plains the funny way she talks it doesn’t 
quite explain many of her strange ec-
centricities. 

Lauren is based in Wythenshawe 
this year and we’re told she’s very much 
looking forward to bumping into you on 
your hospital visits – don’t be afraid to 
come and say hi if you see her around. 
Many have speculated that despite be-
ing a vegetarian it was actually Lauren 
who invented the cheeky nando’s. 

This is Qas, he’s based at Salford 
and is also a graduate medic having 
previously done a degree in Pharmacy, 
which means he’s been at Manchester 
a very long time. Some say he’s actually 
already qualified as a doctor (see the 
steth round his neck) and is just doing 
medical school because 7 years of uni-
versity wasn’t enough. He is involved 
in Manchester Marrow Society, enjoys 
stand-up comedy and is a huge Man-
chester United fan.  Sources outside of 
the medical have also reported Qas runs 
for the university athletics team, how-
ever when cameras have attempted to 
catch this he has run so fast he looked 
like he was just standing still.

Becky claims to be from beauti-
ful English countryside, however, anyone 
who has been to Derbyshire will proba-
bly agree it’s overrated. She likes to think 
of herself as a bit of an adventurer as 
is involved in both the Wilderness Medi-
cine Society and Medics Netball. Unfor-
tunately due to censoring rules we can’t 
tell you what she gets up to with the rest 
of her spare time. She spent last summer 
providing medical aid in Africa (clearly 
she forgot her personal statement was 
already written) so even if she promises 
you she didn’t need to be quarantined 
we’d recommend you avoid her.

The Medics Coordinators (or 
Grandparents) are a group of third year 
medics whose job it is to look after the 
Mummies and Daddies scheme. We sup-
port all the second year parents and are 
the first point of contact for any PBL 
family issues. 

We’re really looking forward to 
get to know you all, if you have any 
questions or problems, get in touch: 

mentor.medics@manchester.ac.uk 

S treetDoctors is a national charity 
changing lives by giving young people 

the skills and confidence to deliver life saving first 
aid. We teach basic CPR and haemorrhage control 
to a range of young people in and around the 
Manchester area. 

Our ultimate goal is to teach young people 
most at risk of violent crime, with the hope of 
increasing skills and awareness amongst people 
least likely to receive first aid training. We hope 
to empower young people to protect themselves 
and others, as well as leading fun and engaging 
sessions. 

As we recruit new members every academic 
year, we need 10 medical students based in 
Manchester and 5 based in Preston to keep our 
work going strong. 

If you are a medical trainee and would like 
to know more about this opportunity, please come 
to our information evening on the 1st of  October 
in the Stopford Common Room. We will show a 
brief presentation at this event to explain what 
we do, and will be more than happy to answer any 

questions you might have in regards to our work/
the audition process. 

Recruitment involves doing a short audition, 
this can be anything – a joke, a story or some 
sort of talent like performance you may feel like 
dazzling us with! Beware, that there may be some 
heckling afterwards! Questions about this audition 
are also welcome by email: donna.helen@student.
manchester.ac.uk 

Teaching with us this year means attending 
a compulsory training conference in Leeds on the 
24th and 25th October. This is where members 
from all over the country meet to refresh their 
training, attend lectures and socialise - tis very 
fun and informative! However failure to attend 
this conference means you can’t teach with us so 
please make sure these dates are free! 

Keep an eye out for our recruitment page 
(Recruitment 2015 - Manchester StreetDoctors), 
soon to be active on a Facebook page near you! 

Hope to see lots of you there! 

Manchester streetdoctors

recruitment auditions to our Manchester branch will be on both: 
8th October 6pm – 9pm Stopford Common Room 
9th October 6pm – 9pm Stopford Common Room



L ife is heavenly. 
Life is a blessing. 
It is the thing that makes this world 
A wonderful place to be. 
It is the people around you 
That support you and love you no matter what. 
Without life, this world would be
Nothing.
As a person, who has grown up 
And seen changes to myself, people 
And the environment around me; 
I can’t help but 
Be grateful that I live so happily. 
It makes me always remember 
There is someone out there that is 
More than happy with less than what I have, 
And for that I feel 
Truly content. 
It is this feeling that drives some 
To help people and ease their suffering. 
Or it is the feeling that 
Motivates people to make this world 
A better place to be.
But as some may say, with a pinch of pessimism, 
‘and to all good things, there is an end’.
Although we may not like it, 
Let me tell you – 
It’s true. 
At least, I ought to warn you before 
You feel as though you are living a dream. 
Because all dreams and hopes 
Must soon come to an end.
And what takes over is
The harsh, cruel reality
That seems to spare 
None in its fiery storm.
For you must experience it
And let it flow naturally in whatever way it likes.
Like a ocean wave that needs surfing,
Just remember it is ‘ride or die’.

REALITy
Asma Jebril
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