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W              ell, look who it is.  It’s great to see you. Welcome 
to the splendid, stupendous, super, second issue 

of Pacemaker magazine.  There’s lots to enjoy in this, the 
FAMILY issue, which is spilling over with talent from all walks 
of medical life – I’m sure you’ll get the same warmly moist 
and moistly warm feelings I do when you perambulate your 
way through the magazine over a pumpkin spiced latte, if 
that’s your bag this festive season.  I personally prefer a single 
origin drip coffee, black (as nature intended) and preferably 
Ecudadorian –having no friends is really great, as it allows me 
to spend much of my time developing expensive and solitary 
coffee tastes.  It’s as riveting as it sounds.

We’ve been overwhelmed by another spate of terrific 
contributions from far and wide, this semester.  It’s certainly 
made for exciting times.  Naturally (and very subjectively) 
I’m most fond of any article that grabs the meat industry’s 
proverbial bull by the horns, so it’s simply great to see such 
issues gain more traction in the media.  Elsewhere, one 
simply hasn’t been able to set foot anywhere without being 
reminded of the bleaker side of medical practice with talk 
of contracts, pay, and the quality of healthcare we can look 
forward to in the not too distant future.  Look out for a lovely 
selection of pieces that highlight some of these issues, and 
shed light on a fascinating bunch of endeavours that have hit 
the headlines recently.  Otherwise, there is another glorious 
surge of photography to show off, as well fascinating insight 
into the life of a doctor-turned-stand up comedian.  Finally, if 
you’re in your third year, you might want to have a wee look 
at the official MMS Matters column which puts the changes 
occurring to the course that are most significant for your 
academic year under more intense scrutiny.

Well, seeing as it’s the Family issue and we’re fast 
approaching that time of year where tensions are running high, 
tanks are running on empty, and the coffers are running dry, I 
can’t go on any longer without reminding you to think of your 
own families, both genetic and metaphorical.   This semester 
has been a sobering one for me, and I have found many of my 
preconceptions about medicine, medical school and medical 
practice have been challenged.  It’d be great to hear some 
feedback about how you’re doing – what does medicine mean 
to you, what does being a medical student feel like to you, and 
what does family mean to you?  As always, we love hearing 
from you, and we especially love hearing new ideas for future 
issues.  Keep ‘em coming.  I can’t finish without thanking the 
man who makes the trains run on time, and the clocks strike 
in unison – Yousef, thank you.

So, sit back, put the pens and highlighters down for 
just a minute to think, breathe, read and consolidate.  Make 
somebody a cup of tea and ask them how they are – it could 
make a lot of difference.

Matthew Betts
pacemaker Editor 2015/16

Chemo in the Car Park
Nikita John

S ince October 2013, The 
Christie’s has been offering a 

unique chemotherapy service for their 
patients. So, what’s so unique about this 
service? 

In short, it’s a massive truck that 
parks at supermarkets and delivers 
treatment for up to 20 patients a day. 
So you can literally pick up some carrots 
for your casserole with your weekly 
chemotherapy.

wait... what? a truck that 
parks at supermarkets to delivers 
chemotherapy?

This is no ordinary truck. It is 50ft 
long,15ft high and costs £700,000. So 
far, it has travelled over 14,000 miles 
visiting the five sites which host weekly 
clinics. The unit detaches form the 
wheels of the truck and stations itself 
at Tesco Extra branches in Rochdale, 
Stretford and Hyde, at Asda Superstore 
in Chadderton and also at Royal Bolton 
Hospital. 

why? 
A survey done by the Christie’s 

showed that the patients wanted the 
same service they get at the main site 
but closer to home. The mobile unit gives 
patients choice, and is more convenient 
to boot. 

Supermarket locations are very 
accessible to everybody and have 
good parking (compare with parking 
in hospital). Not only does it bring 
chemotherapy conveniently closer to 
home for many patients, it can help to 
normalize patient treatments to have it 
done in such a setting. 

And why not, since around ¾ of 
the treatments delivered at the main 
Withington site are clinically suitable 
to be given closer to home. Last year, 
with the help of the chemotherapy unit, 
80% of non-complex treatments were 
treated within a 20 minute drive of the 
patient’s home. This meant that over 
7000 chemotherapy treatments were 
given in local hospitals, primary care 
centres and the mobile chemotherapy 
unit combined. which also helped to 
reduce pressure at the main site in 
Withington.

The Chief Executive at the 
Christie, Roger Spenser, said of the 
endeavour: “The mobile chemotherapy 
unit, which has been paid for by our 
charity, has proved a huge success. It 
can treat up to 100 patients a week who 
would otherwise have to travel long 

distances for treatment at our main 
site.”

is it really a first class treatment 
option?

Understandably, some might be 
concerned about the level of quality of 
the treatment received, in comparison 
to in-house hospital-based care.  In 
response to such queries, chemotherapy 
outreach manager at The Christie, Viki 
Burns, said “Our overriding concern 
is that chemotherapy treatments are 
delivered safely. Staffed by Christie 
nurses and healthcare assistants it 
offers the same high standards of 
treatment and care consistent with our 
main site. The mobile unit arrives on the 
same day of the week at each location 
so this is consistent for patients having 
standard weekly infusions. We have 
extremely positive feedback from all our 
patients that use it.”

Christopher Daly, a 68 year old 
patient from Hollingworth who is being 
treated for bowel cancer and visits the 
mobile chemotherapy unit in Hyde said 
“This is a wonderful facility for anyone 
in my position. I only live about a mile 
away and can tie the visit in with doing 
my weekly shop. You don’t waste time 
queuing as you go straight in. The nurses 
are so pleasant, professional and caring, 
they make you feel special. It also gives 
you the confidence that they could deal 
with any contingency.”

is it suitable for all cancer 
patients?

In very general terms the patients 
who are clinically suitable for treatment 
through the outreach service are 
receiving treatment that is reasonably 
short (maximum 4 hours) and have a 
low risk of reaction or complications 
whilst having treatment. The mobile 
unit is not suitable for patients having 
chemotherapy in combination with 
other treatments such as radiotherapy. 
Certain treatments are only offered for 
the patient’s treatment on the mobile 
unit after they have had two doses of 
treatment at het main site, to ensure 
that they manage well with it.

plans for the future – where do 
we go from here?

There is a new five year strategy to 
further expansion of outreach services 
and delivering chemotherapy closer to 
people’s homes. Currently, around 2000 
treatments are delivered on the mobile 
unit, but is estimated that around 2800 
treatments could potentially be provide 
on this mobile chemotherapy unit each 
year.

If you would like to find out more, 
do make time to have a gander over at 
the Christie website. 

Nikita John
News Lead

Image: The Christie
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C an swimming cause shark 
attacks? So, can Red meat 

cause cancer? Of course it can, as can 
apparently everything - from burnt 
toast to long haul flights. But the risk, 
as with shark attacks whilst swimming 
in the sea, is comparatively very low.

The evidence that red and 
processed meat influences colorectal 
carcinogenesis was judged convincing 
back in 2007 in the World Cancer 
Research Fund/American Institute of 
Cancer Research report. However, this 
news came into the spotlight recently 
when WHO (World Health Organization) 
released a report which classified the 
consumption of processed meat in the 
same category as tobacco smoking. 
Almost immediately, this lead to various 
media outlets pointing the finger at 
both the humble rasher of bacon and 
the sorry sausage.  Cue online keyboard 
outrage as Italians defended their 
Parma ham from also being criminalized 
as a processed food carcinogen.

The WHO’s report is based on 
conclusions from the International 
Agency for Research on Cancer 
(IARC), which say that based on the 
“limited evidence”, the consumption 
of unprocessed red meat is “probably” 
carcinogenic. Red meat is classified as 
a Group 2A carcinogen which presents 
as much of a carcinogenic risk as 
high temperature frying, hairdressing 
and even shift work.  On the other 

hand, processed meat was classified 
as carcinogenic based on sufficient 
evidence that it leads to colorectal 
cancer in humans. Processed meat is 
categorized as a Group 1 carcinogen 
amongst tobacco smoking, alcohol 
and Chinese style salted fish. Products 
are banded in Group 1 when there is 
sufficient evidence of carcinogenicity in 
humans, yet it must be clarified that all 
items in Group 1 aren’t necessary equal. 
For example, the risk of cancer with 
smoking is much higher than its risk 
with having processed meat.

Having said this, it wouldn’t 
hurt us to cut down on red meat. “For 
an individual, the risk of developing 
colorectal cancer because of their 
consumption of processed meat 
remains small, but this risk increases 
with the amount of meat consumed,” 
says Dr Kurt Straif, Head of the IARC 
Monographs Programme. “In view of the 
large number of people who consume 
processed meat, the global impact on 
cancer incidence is of public health 
importance.” Furthermore, associated 
health implications such as obesity, 
and also other negative effects, like the 
environmental implications of farming 
and processing the meats, should 
encourage us to pursue healthier diets. 
This includes a recommended meat 
consumption of no more than around 
70 grams per day- which is equivalent to 
about one small steak. 

However, despite all this 
attention, overall consumption doesn’t 
seem to be massively deterred. Some 
people continue to eat in moderation, 
and some continue to live being more 
carnivorous than the UK guidance 
recommends. 

There have only been two 
unprovoked shark attacks in England, 
since 1847, neither of which proved 
fatal.  Many more people are injured and 
killed each year by bee stings, snakes, 
crocodiles or tigers. Avoiding shark-
infested waters is advised and sensible. 
Likewise, many more people get cancer 
from tobacco smoking, alcohol and 
asbestos.  Avoiding over-indulgence in 
meat is certainly advised and just as 
sensible as avoiding sharks, but stopping 
processed or red meat altogether solely 
on the basis of “it will give me cancer” 
isn’t.

Nikita John
News Lead
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On a Sunday morning in May 
of 2009, Scott Roeder walked 

into a church in Witchita Kansas, lifted 
his gun and shot Dr. George Tiller at 
point blank range. Dr Tiller had been 
wearing body armour since 1998, he had 
been shot in both arms in 1993 and his 
clinic bombed in 1986. Tiller’s crime, in 
the eyes of those who victimised him 
for decades, was providing late-terms 
abortions for women in need. 

Although this episode is a 
particularly violent one in the long 
struggle between the pro-choice and 
pro-life factions across the United States, 
it is not hard to see, when examining the 
recent attacks on abortion rights, how 
the climate surrounding this issue had 
fostered the hatred of a violent man like 
Roeder. 

In the years since Dr. Tiller’s 
assassination there has been a 
sustained push to roll back the access 
to abortions for women, under the guise 
of protecting their health. In July of 2013 
the Republican senator of Texas, Rick 
Perry, signed into law the most draconian 
restrictions on family planning clinics 
since the landmark Roe v. Wade case of 
1973 enshrined in law a woman’s right 
to an abortion. The Texas legislation will 
ultimately bring the number of clinics 
able to provide the procedure from 41 
to approximately 8. This is in the second 
most populous state in the U.S., with a 
land area almost three times the size of 
the UK. Similar restrictions are taking 
hold in many states, with 282 new pieces 
of legislation, designed to reduce access 
to abortions, being passed since 2010. 

Now a challenge to the Texas law 
is being brought to the United States 
Supreme Court, which if successful could 
halt the dismantling of reproductive 
rights. However, if the challenge fails 
and the law is upheld, it could herald 
a nationwide crackdown on abortion 
access. 

Yet how has the question of a 
woman’s right to seek safe reproductive 
healthcare become such a divisive 
issue? Along with gun laws and taxation 
rates the abortion question has become 

America’s Pro-Life Lobby 
Are Threatening Women’s Health

Olivia Holtermann Entwistle

the line along which the two dominant 
political parties divide. It seems however, 
a strange paradox that the same group 
of people who plead a Libertarian 
view on the issue of guns and seek the 
drawing back of the remit of the state 
should wish to take such an intrusive 
stance on the most private sphere of 
life, namely a woman’s decision about 
whether to have a child. 

And it seems the intimidation 
tactics employed by powerful 
organisations in the United States 
are taking hold on these shores, with 
women attending clinics being targeted 
by campaigners. Groups like 40 Days For 
Life have set up camp outside abortion 
providers, displaying graphic images 
and attempting to intimidate women 
seeking help. More worryingly there 
have been thousands of attempts to 
hack into the British Pregnancy Advisory 
Service database to steal the details 
of women who have sought advice. 
It is however, the appearance of the 
abortion issue in mainstream political 
debate that is most worrying. The 
current Under Secretary for Health, Ben 
Gummer, has stated in an interview that 
he is ‘personally and principally opposed 
to abortion’. Yet he remains in a post 
in which he will have a direct hand in 
drawing up policy for women’s health. 
This follows Jeremy Hunt’s backing for 
a reduction in the time limit for seeking 
abortion to 12 weeks. 

But with one in three women 
expected to seek an abortion before the 
age of 45 it is a question of safety, not 
morality, which should be central. By 
making abortion taboo and restricting 
access to safe procedures, governments 
put women at risk. We must not be 
complacent, the right to abortion has 
been hard won, and we must not go the 
way of the United States and allow it to 
become an electoral issue.  

olivia holtermann Entwistle
Features Lead



Welcome, once again, to 
the official MMS Matters 

column.  In our previous issue, we 
introduced this column as a place 
where official plans to ensure delivery 
of medical education at Manchester 
Medical School maintains a firmly 
contemporary outlook can be hosted 
and elaborated upon.

Likewise, as we said before, 
you might already be aware of these 
changes, but we believe it is prudent 
to maintain an open dialogue with the 
medical school and to ensure that these 
channels of communication are clear 
and transparent, so that there might 
never be any surprises for you as you 
progress through your qualification.  In 
this issue, we’re going to focus on the 
changes that are being made to the 
delivery of the earliest part of the clinical 
phase – year three – which are due to 
take effect in academic year 2016.

Previously, the well-established 
modus operandi saw the clinical years 
split distinctly into two separate 
‘modules’.  These were broadly 
designated Heart Lungs and Blood, and 
Nutrition Metabolism and Excretion.  As 
of 2016, this will no longer be the case 
and will include a wider plethora of 
modules segregated into two blocks 
lasting six weeks in the first semester, 
followed by three blocks of four weeks 
in the second semester. 

In such a way, the medical 
school can guarantee that general 
medical placements are not quite so 
strictly designated as previous years, 
and can accurately reflect exposure 
to the more complex and variable 
clinical environment.  What is more, 
the changes seek to usher in greater 
breadth of introduction to general 
medical placements, including more 
acute settings and placement in surgical 
specialities.  

Dr Colin Lumsden, Year 3 Lead for 
the Revised MBChB, sought to emphasise 
that this shall make the most of the 
facilities and clinical settings available, 
whilst marrying this with Manchester’s 
unique brand of medical education.

Following on from these 
placements, as mentioned in our 
previous issue, students will be required 
to complete the rejigged Applied PEP 
module.  In this way, students can build 
on experiences from the broader range 
of clinical placements they will have 
enjoyed in the year running up to this 
point in the programme.  

Furthermore, the third year of 
the MBChB programme will end with a 
new placement called ‘Student Selected 
Clinical Placement’, thereby allowing 
students the agency of choice so that 
they might explore a clinical speciality 
of personal and/or professional interest.  
This might be a great opportunity 
to learn more about the subject you 
chose for your PEP project, or explore 
something new.

Finally, there will be a more nitty 
gritty change to the week-on-week 
running of the programme, outside of 
the grander changes discussed above.  
Namely, students will begin to cover the 
core curricular topics simultaneously, 
by way of timetabled sessions at their 
hospital base one day in the week.  In 
order to accommodate this, cases will 
be delivered electronically followed 
by tutor-facilitated sessions where 
students will work in groups.  This is 
to be allied with a greater emphasis 
on clinical reasoning, as Dr Lumsden 
qualifies, alongside an expansion of the 
‘Clinical Intelligence’ sessions – to be 
renamed ‘Clinical Debrief’.

Matthew Betts
Editor

Spotlight: Third Year

Matthew Betts
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So many of us talk about the injustices that are 
happening in the world all around us but only a very 

small number of people actually take action and do something 
to make a difference; now is your chance to do just that. Be it 
just smiling or talking to a stranger to brighten their day or 
doing something crazy to raise awareness and funds for your 
charity of choice, you could make a difference!

Manchester is such a vibrant city with an amazing 
variety of people within it. Every day we see people from all 
walks of life, all kinds of different backgrounds and sometimes 
these people appreciate a bit of a helping hand. Most of us, if 
not all, began our career in medicine to help others - we know 
that old clichéd interview line! It is all too easy however to 
forget that there is a world outside the ward, lecture theatre or 
library you may be living in.  Not everyone in need has medical 
problems; maybe they are just lonely or in need of a good meal 
and somewhere warm for the night.

As the charity representative for Manchester MedSoc, 
I am really keen to get as many of you involved in as possible 
in helping out around the city. I think the important thing to 
remember is that whoever you are and whatever situation you 
are in, you can always help someone else. Here’s just a few of 
the things that you can get involved with:

•	The	Homeless	Hub	-	join	one	of	our	monthly	handouts
•	Wood	 street	 mission	 -	 donate	 those	 clothes/shoes	

Charity: What can you do to help?
“the way to get started is to quit talking and begin doing.”

- Walt Disney

that you don’t wear anymore so they can be distributed to 
those families in need

•	Little	Princess	Trust	-	got	long	hair?	Why	not	donate	it	
to be made into a wig for a little girl or boy that has lost theirs?

•	Dementia	Friends	-	come	along	to	one	of	our	sessions	
and learn how to befriend or even just to better understand a 
person with dementia

•	The	Anthony	Nolan	Trust	-	be	brave	and	donate	your	
stem cells...

•	Or	simply	get	fundraising	for	one	of	our	many	medical	
charities such as The Little Things, CATS, Street Doctors, 
Maggie’s Cancer Support, etc.

There are a number of great events in the pipeline 
for the coming year but I am always keen to hear about any 
suggestions you have or even events that you have planned 
and just need an extra bit of support with. 

Drop me an email and keep us posted - why not send us 
some pictures of what you’ve been up to?

Kate hyde
charity officer

Kate is the MedSoc Charity Officer. If you have any suggestions for 
charity events/activities you’d like to see happening throughout the 
year, feel free to get in touch at charity@manmedsoc.com.
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L ive music interaction at the 
patient bedside provides 

an opportunity for patients not to 
feel alone, to feel cared for and to feel 
listened to. It can allow distraction from 
the immediate environment or from 
unwelcome procedures. Importantly 
it can readdress balances of power, 
identity and ownership.

 In a new initiative led by Dr. Julia 
Humphreys in partnership with award 
winning arts and health organisation 
LIME arts, students undertaking the PEP 
in narrative medicine in music, writing 
and art at The University of Manchester 
Medical School are invited to explore the 
paediatric hospital setting through the 
eyes of musicians who have developed 
their practice specifically for the clinical 
environment. 

This new module introduces 
many 3rd year students to the 
paediatric hospital setting for the first 
time, and brings together a collective 
interest from students and musicians in 
exploring clinical care within holistically 
designed practice - and places the 
children who find themselves in need of 
care at its heart. Musicians are part of 
larger family of staff - play specialists, 
teachers, teaching assistants and giggle 
doctors- who play their part in helping 
to humanise the hospital setting.

But what does hospital music 
practice specifically contribute to 
medical student training? Musicians 
Ros Hawley and Mark Fisher give their 
perspective:

“During the module medical 
students are invited to think about the 
auditory environment of the hospital, 
and how this may impact on patients, 
families and staff. They are also 
encouraged to take this exploration 
further in considering sound as a multi-
sensory experience. Through observation 
and practice of the techniques of 
interaction and communication used by 
the musicians in their daily sessions on 
the wards, the students experience for 
themselves how the approaches used 
in hospital music making can inform 
communication with patients. 

Our approach is largely nonverbal: 
music and sound-play invite children, 
families and staff to experience the 
effects of live music through non- 
pressured communication. Children can 

participate at their pace in activities that 
‘listen’ to them - following the intention 
and ‘voice’ of the child. Conducting 
the musicians to play fast or slow, 
leading music making with specially 
selected percussion instruments, or 
using vocalisation and gesture to direct 
the mood of the music are common 
activities in our sessions. 

Whilst our work may seem to 
be about playing, it is just as much 
about listening.  Observation of the 
tiniest of gestures is crucial in order 
for us to be responsive to a patient’s 
communication. These include changes 
in eye contact, head turning, facial 
expression and movement of hands, 
feet and legs. We watch closely to see if 
a child’s breathing relaxes upon hearing 
the music. 

We assess and observe signs of 
anxiety that can present in long term 
hospitalised patients who are fearful 
of approaches to their bedside. Oxygen 
saturation rates may increase, and a 
high heart rate may reduce as a patient 
relaxes. The music may aid in helping 
a child in being able to sleep and rest.  
We think carefully in our music making 
about tone of voice, dynamic level and 
use of silence, so that we can adjust 
to each patient as appropriate. Our 
physical communication, shown in the 
pacing of our movement towards and 
around the bedside and the flexibility 
of our bodies, is always an important 
element of our musical interaction with 
a patient. Every child is an individual, 
and we must be ‘tuned in’ to their 
situation, and their communication 
with us. “ 

Medical student Sophie McKenna, 
a participant in the PEP this year, shares 
her insights into the benefits of this 
experience: 

“Our time with the musicians 
based at Lime Arts was so valuable 
because it allowed us to ‘try on’ a 
different identity to that of ‘medical 
student’ or ‘health care professional’. 
Medical student training has been 
revolutionised in its approach to 
communication skills, but we are still 
relatively limited by the process of 
learning these skills via frameworks 
and steps that help us navigate certain 
situations, such as breaking bad news.  
Losing these frameworks and protocols 

was freeing, as it stripped down the 
interaction and enabled us to focus on 
the reactions and cues from the patients 
we were playing music with. 

The non-verbal aspect was key 
to this – with no language there was no 
pressure to follow a structure and say 
the right things, and we could focus on 
body language and interaction via the 
music. It also shifted the power balance 
back to the patient, who directed and 
shaped the music via his/her reactions. 
This back and forth collaboration in 
music making helped build a trusting 
relationship between musician and 
patient.

Music also transformed the 
atmosphere on the ward, blending 
and harmonising with machine beeps 
and other clinical sounds; a relief from 
the strange mix of stress and banality 
that might be felt on a paediatric 
inpatient ward. This was palpable in our 
observation of patients, their relatives 
and of the clinical staff.  

The use of music and the arts 
in general in healthcare is not a new 
concept. However it is not something 
that we see very often in practice. As well 
as benefiting patients, participating in 
projects such as this can help students 
to approach communication from a 
different angle, promoting a more 
nuanced and attentive approach to 
patient interaction.”

If you would like to find out more 
about Lime Music for Health please visit 
musicforhealth.wordpress.com

More information about Ros 
and Mark’s work can be found at  
www.rosfishmusic.com

ros hawley, Mark Fisher
and sophie McKenna
Lime arts

Letting music do the talking: 
Using a musical-medical partnership to 
develop techniques in communication
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The Little Things is a small charity that is passionate 
about improving healthcare in developing 

countries by targeting individual hospitals and improving 
them by providing healthcare services that were previously not 
available to the general public. Here’s an interview held with 
Rathaven Gunaratnarajah, second year medical student at 
Manchester Medical School and Chairman of The Little Things 
about the successes and future plans of the charity.

tell me about the Little things, and your inspiration 
for starting it up?

In the summer of 2013, I went to Tanzania to climb 
Mt. Kilimanjaro. After the trek, I spent a week volunteering 
in St. Elizabeth Hospital, Arusha. Arusha is a city with a 
population over 1.2 million, but access to adequate medical 
care is limited. There were countless patients turning up at 
St. Elizabeth Hospital every week, some having travelled huge 
distances. Eye diseases are extremely common in Arusha, and 
so I discussed available treatment options with the hospital 
staff. The staff told me that the hospital was planning on 
completing an eye clinic, but had insufficient funds. I returned 
to the UK determined to provide St Elizabeth Hospital with the 
funds they so desperately needed. I fantasised about travelling 
around the world, funding hospitals and improving peoples’ 
lives. As my dreams grew, I started to research how one would 
go about setting up their own charity. Within weeks, I had 

decided to name the charity, The Little Things. Some good 
friends helped design the logo and website, and I immediately 
got started on organising fundraising events and registering 
with the Charity Commission. 

it all sounds very exciting! so, have you completed 
your project in tanzania?

The eye clinic in Tanzania was completed in July, earlier 
this year. The Little Things provided much-needed medical 
equipment and furniture. The clinic is now offering treatment 
to patients that were previously suffering from easily treatable 
diseases. The hospital staff remain incredibly grateful and I 
often receive messages of gratitude from the staff. 

how did you raise the funds to complete your first 
project?

I have an incredible group of friends that helped me 
organise a number of fundraising events, which we then 
promoted at universities across the country. We led groups of 
students from the University of Kent and UCL on a trek of Mt. 
Snowdon. We have had over 100 students from a number of 
universities skydive on behalf of The Little Things. Skydiving 
has definitely been our largest (and craziest) fundraising event 
so far, and we will be repeating the event in coming years. We 
have also hosted an 18-hour football match in London and a 
5km sponsored run in Canterbury.  Bucket collections account 
for a large proportion of our income, and we have days where 

volunteers head into city centres and collect funds. Thanks to 
these events, The Little Things managed to raise over £35,000 
and complete its first project within its first two years. 

what projects have you got planned for the future?
After the completion of our Tanzanian project, a 

member of my team and I went to Sri Lanka to assess the 
healthcare system in the Northern Province of the island. 
It was startling to see hospitals over-run with patients. It 
was startling to see hospitals trying and failing to manage 
hundreds of patients with a handful of staff, all whilst having 
to use sub-standard equipment. It was startling to learn that 
patients have to traverse the island for MRI scans, and that 
countless premature babies were dying due to a lack of life-
saving equipment. 

The trip was emotional and reinforced my determination 
to expand The Little Things. I have chosen four projects to 
proceed with:

1) In Jaffna Teaching Hospital, we hope to install an 
MRI scanner. The hospital have been asking the government 
to fund an MRI scanner for the past two years, but their pleas 
are falling on deaf ears. The scanner we hope to install will be 
the first MRI scanner in the entire Northern region of Sri Lanka. 

2) In Kilinochchi, we will fund a premature baby clinic 
for the District General Hospital. Premature babies are dying, 
and the hospital desperately needs life-saving equipment, 

which we hope to provide!
3) Vishwamadu is an area on the periphery of 

Kilinochchi. We plan on installing equipment and furniture for 
a primary outpatient hospital that is currently being developed 
in Vishwamadu. 

4) Tharumapuram is another area on the periphery of 
Kilinochchi. In Tharumapuram Hospital, between two and 
three hundred patients are seen daily by two doctors and an 
ex-retired nurse. Although we cannot provide staff for the 
hospital, we can install equipment that will help them to 
better manage and treat the vast number of patients. 

how are you planning on raising funds for the projects 
in sri Lanka?

My team and I have organised our first international 
fundraising event –trekking Machu Picchu! We are taking 
students from nine universities to trek the beautiful mountain 
in August 2016. Alongside this event, we will be repeating 
our skydiving event! An 18-hour football match wasn’t tough 
enough for our amazing volunteers, and so work is also 
underway to organise a 24-hour football match! 

rathaven gunaratnarajah
chairman of the Little things
thelittlethings.org.uk
facebook.com/thelittlethingscharity
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S ince moving from middle class suburbia to an 
exciting city with endless opportunity for self 

exploration, I often find myself wondering why we all exist the 
way we do. When the concept of life, mysterious in its ways, 
was posed to me I knew it was due to my incessant pursuit of 
meaning in everything I do. Am I doing the right thing? Will 
this make me happy? What is all this for?

On a day of despair a friend turned to me and said 
“essentially we are all going to die so everything is pointless 
and we are all just entertaining each others lives in a conscious 
stream of emotions, thoughts and actions.”

Maybe he’s onto something; making the most out of 
life without taking it too seriously, perhaps we should follow 
suit and simply focus on what feels right. However, there are 
times when you can become stuck, maybe depressed, anxious 
or lonely. Then life becomes wasted and just maybe having a 
meaning could steer you back on the right path.

I am neither religious nor atheist. As a lover of science I 
am often blinded by everything religion has to offer but maybe 
they’re on to something; encompassed with love and support, 
a higher power could be the answer.

This appeals to me if it weren’t for the rules, the books, 
the praising - they just don’t tickle my fancy.  Maybe, parts 
of Buddhism could suit my views but I’m just too lazy to think 
about it, let alone commit to anything so soon after puberty. 
Perhaps my religion could be the morals that I stand by and 
God is whatever I feel it to be. Who decided these were our only 
choices? I call for a new religion - whatever you want.

What makes life great for me? In simple terms, the 
people I surround myself with, learning about what this world 
has to offer and the joy that comes hand in hand with both. 
This simplicity is comforting but it is never as easy as that. 
To experience these joys, years of work have to be put in to 
maintain it. This is what it all boils down to, do you work to 
live? Or do you live to work? Or both?

I feel fortunate enough to have developed an outlook 
on life, which has enabled me to know that if I am not living, 
learning, and loving all that I do - something is just not right. 
Now I am not saying that I am able to follow this day by day, I 
am only human. The happiness that we create only exists from 
sadness, sometimes that sadness is harder to get rid of than 
any words may suggest. So maybe it isn’t such a bad thing 
to be sad every once in a while. Back to my original thought, 
are you unhappy in all aspects of your life? That’s rubbish. Is 
work a bit dull but your life great? Maybe that’s bearable. Is 
everything great? Wouldn’t that be ideal?

Never mind what it means anymore, lets just make it as 
loving a place to live in as we can and help those who are stuck 
get on their merry way.

Katharine McBeath
Nurse

Of Life and Purpose
Katharine McBeath

Death is an extremely strange 
occurrence. If you think about it 

long enough, preferably in solitude, it presents 
to you a cold and unfeeling sense of morbidity. 
A feeling that is worrying to the unaware and 
humbling to the even more aware. It is quasi-
medical, manifesting as the convergence point 
for philosophy, metaphysics, spirituality and 
the disciplines that study the events of life. 
I find it perplexing to define what death is, 
and what it means. Do we consider it as an 
endpoint, a sense of completion or perhaps 
the epitome of life itself? Or, as Mr Robespierre 
did in 1794, perhaps would consider it as a tall 
hurdle for another beginning. As multifaceted 
as a common gem, it does indeed inspire great 
thinking and even greater humility. 

The UK is far from Malaysia. It takes 
many hours of travel to see my family. The 
longest trip I made took about 30 hours due 
to engine problems at Kuala Lumpur and a 
subsequent missed flight at Dubai. Travel is 
long, tiring and very expensive. Hence, trips 
home are an annual event. This is interesting 
because you notice the force that time exerts 
on life. Grandad couldn’t walk anymore, my 
godmother grew weary, the tree I planted grew 
taller, the roads changed to accommodate real 
estate development, friends from school looked 
worn down, the poor looked thinner, the rich 
lamented further and the air smelled less clean 
from the permeating miasma of existence. The 
constants were our bonds, the relationships 
we cherished, the duty of the eldest grandson 
to his fathers and forefathers, the duty of a 
young man to his mothers. In Tamil culture 
such familial ties are incredibly vital, and one 
is expected to fulfil responsibilities. This is as 
simple as gaining the blessings of your elders 
to complexities seen in funeral rites. Whilst 
residing in a leafy Victoria Park neighbourhood 
and studying at Manchester is a privilege, one 
admits worry. I find distance has brought me 
closer to many people. However, distance is a 
barrier against seeing family as frequent as I 
would like. 

I was last home in August. It felt different 
being home this time. In fact, I felt gutted when 
I left home again. I saw many people during 
this trip. It was a nice clichéd feeling of being 

Of Death and Mileage
A K Hari Narayanan

there and back again. I will deliver you from 
the account of my extended social circles, but 
importantly I visited my maternal grandfather 
and godmother - both individuals I would then 
see and speak to for the last time. She passed 
away mid-october after battling the emperor of 
all maladies. He passed away two weeks after, 
succumbing to a deteriorating physique and an 
impending rattle, both the result of extended 
age. I was not there to witness this, nor was I 
there to say goodbye. When the news came I 
urged myself to fly home. It was the wisdom of 
my grandmother that I should stay and continue 
work at university. It was the assurance of 
many, that I had their blessings regardless of 
whether I was there or not in physical form. The 
funerals were brief and solemn, befitting those 
who were humble, in a fashion as desired. At 
the end it was Agni, the primordial priest of the 
household, who ferried the flesh from the real 
to the ethereal. Cremation was norm. 

It was a tough four weeks. It was a month 
of thought, contemplation and comprehension. 
If ones thinking was audible, one would have 
been suspected of lunacy! What does all this 
mean? Why do we do what we do? What is life? 
What is the meaning of it? Are we merely all on 
a journey? Is there life after death? Why do we 
die? Why is it that we have only a finite period 
of existence? These are all difficult questions 
and I think they come to clarity as one ages. 
There is wisdom to be gained. Perhaps to some, 
they are easily answered and to others, not. To 
me it was a stint to understand loss. Grief came 
following the realisation of loss and I am glad 
it did. Without grief, one is left with an unfilled 
void. This would hurt me, the people around me 
and those that I care for. 

When pondering existence, as one 
does, our span is perhaps limited to our ability 
to ponder, to conceive, mature and deliver 
thought. Though one may find his thoughts in 
disarray, it is still a persevering insight to the 
definition of his presence. This is why I am fond 
of Descartes. René was indeed succinct - “I 
think, therefore I am”. To this I relate: “I am but 
none, I am that I am”.

a K hari Narayanan
Medical student
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Don’t skip it! I know you want 
to...but it’s not that bad, 

honest!  Come on, it’ll be useful.
Allergies, also known as 

hypersensitivity reactions, are the 
undesirable reactions of the immune 
system to benign antigens.  They were 
classified for our ease of learning by 
Coombs and Gell into four categories: 
type I to IV.  Allergic responses are 
classified based on the effector 
mechanisms - different immunological 
responses to the innocuous antigens. 

Allergic reactions occur in two 
stages.  There must first be sensitisation, 
where the patient is exposed in a 
‘priming’ event; then elicitation, where 
subsequent exposure to the same 
allergen elicits a clinical manifestation. 

type i
Type I hypersensitivities are also 

known as atopic allergies and include 
food allergies, asthma, allergic rhinitis, 
eczema and systemic anaphylaxis. 
Atopic allergy is an increasing health 
burden within developed countries, 
with asthma affecting between 5 – 15% 
of the general population1 – roughly 5 
million people in Britain alone. Peanut 
allergies are amongst the most common 
food allergy in the world, and are the 
most common cause of death from 
anaphylaxis. Atopic reactions occur 
when IgE is produced in response to 
innocuous antigens. These common 
innocuous antigens, such as pet dander 
and pollen enter mucosal sites at low 
doses. Patients with allergy or parasitic 
infections have high levels of IgE which 
can cause an increase in IgE receptors 
(FcϵR) on mast cells and basophils. This 
in turn leads to an enhanced sensitivity 
to low concentrations of innocuous 
antigens. Once IgE has been produced in 
response to an innocuous antigen, a re-
exposure event triggers an exacerbated 
allergic response.

IgE - unlike other immunoglobulins 
- is predominantly found in the 
tissues bound to the surface of mast 
cells, and in the circulation bound to 

basophils via the FcϵR receptor. Mast 
cells line mucosal surfaces, alerting 
the immune system to local infections. 
In an acute allergic reaction, binding 
of antigen to IgE cross-links these 
receptors, causing degranulation of 
mast cells and subsequently allergic 
disease. Mast cells contain histamine, 
which acts on H1 receptors on blood 
vessels and nerve endings, causing an 
immediate increase in local blood flow 
and vessel permeability. However, the 
effects of histamine are centred in the 
area where degranulation occurs. If 
allergen is introduced directly into the 
blood stream, either via the gut or from 
trauma such as a bee sting, connective 
tissue mast cells are activated, which 
causes widespread release of histamine, 
resulting in an increase in vascular 
permeability and catastrophic drop in 
blood pressure, as well as constricting 
of the airways causing difficulty in 
breathing, known as anaphylaxis. 

type ii
Type II allergies are mainly against 

drugs. Penicillin in the most commonly 
reported drug allergy, with a prevalence 
of 8 – 12% of the population2. Penicillin 
is a low molecular weight protein, and 
can bind to the surface of red blood 
cells and platelets. IgG antibodies are 
the most common antibody found in 
circulation and are directed against 
cell or matrix-associated antigens. IgG 
antibodies against penicillin are formed 
in a minority of the population, although 
the reason is unclear. Penicillin bound to 
cell surfaces is recognised by IgG, which 
bind, thereby resulting in activation 
of the classical complement system, 
going on to cause cell destruction via 
macrophages and haemolytic anaemia 
or thrombocytopenia. 

type iii
This hypersensitivity is directed 

against antigen:antibody aggregates 
known as immune complexes. The 
antigens that are the cause tend to be 
soluble, and not bound to cell surfaces. 

Immune complexes are formed when any 
antibody binds antigen. Large complexes 
cause compliment activation and can 
be cleared effectively from the blood by 
macrophages. Smaller complexes where 
antigen is in excess tend to be harder 
to clear and are deposited in vessels, 
causing a more serious and prolonged 
immune response. The most well-known 
form of type III hypersensitivity is serum 
sickness. For instance, anti-venom is 
synthesised by injecting small amounts 
of the toxin into an animal such as 
horses, goats, or rabbits. The antibodies 
produced are then used in humans to 
treat bites or stings. In a small amount 
of cases, the immune system reacts 
against the foreign proteins in the animal 
immunoglobulin, triggering an allergic 
response. IgG is produced, and binds to 
the animal Ig, forming small immune 
complexes which deposit in vessels. 
Discontinuation if the anti-venom and 
administration of antihistamines will 
usually treat the patient. 

type iV
Type IV hypersensitivity 

is also known as delayed type 
hypersensitivity. Unlike the other types 
of hypersensitivity, it is mediated by 
T-cells rather than antibodies. Examples 
include contact dermatitis, reactions 
to poison ivy, and graft rejection. This 
form of inflammatory allergy is used to 
defend against intracellular pathogens, 
and appears much later than other 
forms of hypersensitivity reactions. 
The mechanism of action is the same 
as the body’s response to an infectious 
pathogen. 

claire shutler
graduate in Biomedical sciences
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On October 3rd, 2015 the Manchester University 
Medics Paediatrics Society (MUMPS) hosted 

its inaugural national student paediatrics conference in 
Manchester.  The conference aimed to encourage students 
from Manchester and other medical schools to present their 
research and audit work, gain clinical and academic skills that 
will benefit their future careers, and to meet and share ideas 
with like-minded students from across the UK.  We were thrilled 
to sell out the conference, with 120 students attending from 
eight medical schools in England and Scotland.  Even more 
impressively, 29 students presented posters and four students 
delivered oral presentations to the congress.  The standard of 
the presentations given was excellent, highlighting the hard 
work and academic success medical students are capable of 
achieving from an early stage in their training.

Four guest speakers were invited to present at the 
conference, each speaking on aspects of their careers and 
research in an attempt to inspire the paediatricians of the 
future.  Our keynote speaker Dr. Lisa Kauffmann (community 
paediatrician, Manchester) talked on the rewarding aspects 
of her work in the community, focusing on palliative care and 
the role of the RCPCH.  Mr. Antonino Morabito (paediatric/
neonatal surgeon, RMCH) presented on the evolution of 
surgical management for children with short bowel syndrome 
and the role of translational research.  Dr. Caroline Jones 
(paediatric cardiologist, Alder Hey) presented on the changing 
face of sub-specialty work and innovations in cardiology/
cardiac surgery.  

Finally, Dr. Judith Kingston (paediatric oncologist, Great 
Ormond Street Hospital) presented on the role of genetic 
testing and influence of genetics in childhood malignancies.  
Paediatrics is one of the most diverse specialties in medicine, 
with an enormous variety of opportunities at each stage of 
training and in consultant practice.  Each speaker brought 
with them a unique set of experiences, giving students a 
flavour of the different pathways and opportunities available.

We also ran a series of practical and academic 
workshops to give students experience and help them develop 
skills they can apply as students and junior doctors.  Each 
workshop was led by local paediatric trainees, volunteering 
their time to help teach delegates.  The careers/CV workshop 
focused on equipping students with some of the tools and 
resources to improve their academic skills and success in 
paediatric specialty training applications.  

The simulation workshop challenged students to react 
and make clinical decisions in common paediatric emergency 
scenarios.  The global child health workshop discussed the 
benefits and opportunities available in global outreach and 
voluntary work as a paediatric trainee.  Finally, the practical 
workshop, run in affiliation with the University of Manchester 
Anaesthetics Society (UMAS), taught students the basics of 
intraosseous cannulation and airway management in children.

Thanks to the generous support of students and 
volunteer tutors, MUMPS was able to raise £1000 for charity 
from ticket sales at the conference and revision events 
over the past year.  This money was recently donated to 
the Child & Adolescent Mental Health Service (CAMHS) at 
Central Manchester Foundation Trust.  Thanks are due to all 
the students that attended and presented at our inaugural 
conference.  The success of the event would not have been 

possible without your support and effort.  And a huge thanks 
to our organising committee – particularly Hannah McKay 
(Conference Director) for her tireless work in preparation for 
the event.

We are currently accepting applications for the 2016 
MUMPS Committee. Please see our Facebook page for more 
details on how to apply (fb.com/MUMPSmanchester). 
Deadline: December 4th, 12:00.

cal robinson
MuMps president

MUMPS host their inaugural 
National Student Conference

Conference delegates in the airway management workshop.

Dr. Kauffmann during her talk on palliative care.
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I  have to be honest - this review 
isn’t going to be particularly 

unbiased, as my flat mates will tell you I 
spend an embarrassing amount of time 
singing the praises of this show.  Steven 
Soderbergh’s latest offering is a gritty, 
gruesome and dark account of surgery 
at the turn of the century - when 
operations were still performed in a real 
“theatre”, surgeons wore neither gowns 
nor gloves, and much of what they did 
was based on estimation, conjecture, 
and practicing on stray dogs. 

Set in The Knickerbocker Hospital 
in New York, Clive Owen plays the 
protagonist, William Thackery, a genius 
surgeon based loosely on William 
Halsted (one of the founding fathers of 
Johns Hopkins, credited by many as the 
father of modern surgery).  His portrayal 
of Thackery’s decline into madness as 
his regular supply of cocaine dwindles is 
nothing short of genius; the real Halsted 
spent most of his life grappling with 
cocaine and morphine addiction.  

Most shows rely on a single 
crazy, enigmatic character to engage 

viewers, but The Knick features a 
myriad of fascinating characters, 
including an abortion-dispensing nun, 
her unlikely friend the foul-mouthed 
Irish ambulance driver, a genius black 
surgeon hired to a white hospital, and 
his rival, a gifted surgeon whose wife 
descends into madness and is subjected 
to the horrors of psychiatry just as it was 
being born.  

All of these characters, and 
numerous others, follow their own 
complex storylines, each of which 
intertwine and cleverly involve 
true occurrences in New York and 
medicine at the time, including race 
riots, the invention of the X-Ray, the 
convenient development of cocaine as 
a local anaesthetic, and perhaps most 
entertainingly, Typhoid Mary. 

The production of the show is also 
brilliant.  All of the actors portraying 
surgeons were taught surgical 
techniques, including suturing, and the 
detailed prosthetics and special effects 
result in “surgeries” shot in a single take, 
which are gruesomely realistic.  There 

was so much blood in the first surgery 
they filmed that apparently the entire 
floor was covered, and much of the 
cast and crew were left feeling queasy 
(I certainly would not recommend this 
show to the faint hearted). 

In case you hadn’t guessed by 
now I love this show, so I’ll leave my 
rambling praise here. If you’re interested 
in surgery, medical history, or just good 
TV, watch The Knick.  Season 2 has just 
started and is even better than the first, 
and if start now you’ll catch up in no 
time - I’ve counted Grey’s Anatomy as 
“studying” for years, and this is so much 
better!

irina Earnshaw
photography Lead

You can watch The Knick exclusively on 
Sky Atlantic. Also available on demand - 
http://sky.com/tv/show/the-knick 

A  dam Kay founded musical comedy group 
‘Amateur Transplants’ whilst at medical 

school, and has since achieved four number one 
albums in the iTunes comedy charts,  their most 
famous hit perhaps being the sweary YouTube-
smash ‘London Underground’ song. Ahead of their 
show in Manchester this December, I spoke to 
Adam about macabre comedy and his past medical 
history.

tell us a little bit about ‘smutty christmas 
songs’, what can audiences expect?

It’s one of my favourite shows that I do, there 
are so many Christmas songs and so many horrible 
things you can do with them. Expect lots of popular 
Christmas songs you’ll know completely destroyed. 

Lots of your older work has a heavy 
medical theme, does this reflect in the audience 
you attract?

Initially when I started out all I did was 
medical student in jokes, I’m sure you have your end 
of year review. It started like that, and since then 
I’ve become, I guess more of a normal comedian. 
You don’t need a MBBS to get good jokes but I don’t 
forget my roots. I’m always aware that whenever 
I do a show there’s always medical students and 
doctors hanging around from the old days so I 
always chuck in a reasonable amount of medicine 
for that crowd. 

so you worked for many years in obs & 
gynae before leaving medicine for good. i can 
think of a number of examples of medics and 
healthcare professionals who turn their hand to 
comedy, Ken Jeong, Jo Brand and harry hill to 
name a few. why do you think this is a trend?

It’s an interesting phenomenon, isn’t it? 
There’s something peculiar about medicine that, 
as a science, it’s quite arty for a science, because 
there’s a detective work side to it. It’s not physics 
because you’re talking to people and using your 
imagination. 

It attracts people who like talking and 
communicating. The other thing I reckon, when 
applying to medical school, it’s very competitive. 
You always have to be something else. Of course 
you have to have x number of A’s but they like you 
to be captain of the rugby team, deputy head girl, 
part of the drama club and that kind of thing. 

There are a lot of people with lots of 
extramural activities. For example, I know a 
disproportionate number of Olympic rowers and 
people who played rugby for their country. I don’t 
think it’s just comedy. Something about the way 
medicine recruits people means you get lots of 
people with lots of different interests. The up side 
to this is you meet lots of interesting mix of people 

and make amazing friends at medical school. 
The down side is some people will say ‘well, 

fuck this’, I prefer my hobby. So that’s why people 
do disappear, different people from my cohort have 
gone off to do different things.

it feels at the moment when you’re 
constantly getting lectured about professionalism 
and probity and these kind of issues, it can be 
quite difficult to keep a sense of humour about 
the profession.  do you have any tips about how 
to keep a sense of humour during medical school?

It’s crucial, isn’t it? There’s a history of 
black humour in medicine. I think how this came 
about is not to belittle anyone with a disease or a 
disorder but as more of a defence mechanism. If 
you emotionally invest in a patient, you’ll go mad. 
You can’t go home and pray for every single person. 
We’re all human beings and it’s hard not to do that. 
So humour is a wonderful way of diverting these 
emotions, if you can make a joke about something 
that is objectively a bit horrid, it can help you get 
over it. 

That is important but there is a very, very 
big difference between having a sense of humour 
and a bit of darkness to yourself and making fun 
of anyone or upsetting anyone or making things 
personal. 

No one will ever criticise doctors for having 
a twinkle in their eye or a nice turn of phrase or 
the ability to talk humorously about objectively 
bleak things.  But if you’re making fun of anyone 
or belittling a tradition, maybe have a think about 
why you’re becoming a doctor. If you’re using it to 
help yourself and those around you then I don’t 
think there’s anything wrong with that. I’m sure 
there are very senior professors of medicine and 
surgery and pharmacology wandering your halls 
who were also doing similar jokes on similar stages 
many years ago. 

Amateur Transplants perform ‘Smutty 
Christmas Songs’ at Gorilla, Manchester on the 16th 
December. Tickets are £15 and on sale now. https://
www.wegottickets.com/event/322147.

Bethany Butcher
Features Lead
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I spent many days this 
summer sleeping beside my 

grandmother, underneath fans and 
dusty ceilings that shaded us from 
Calcutta’s tropical heat. I watched her 
peacefully sleep through what I could 
only describe as an exhaustion that 
had insidiously crept into the corners 
of her life. We spent silent hours in one 
another’s company, reading; bemused 
by the parallels in our postures, I found 
myself wondering where I had inherited 
my bookworm’s tendencies... the 
solution appeared to present itself.

I’ve clerked patients, but I 
wouldn’t know where to begin with 
my grandmother. She looked so much 
thinner than the robust woman I had 
once known. I watched her shuffling 
away to the bathroom frequently. 
She said she often felt an urge, but 
inability, to pass her stools. There 
was blood in her stool. Whilst piecing 
these signs together seems simple, we 
were decidedly interrupted by all that 
transpires in between - interrupted by 
quotidian life. She was reluctant to see a 
medical professional. She was perturbed 
by her symptoms, but had formed her 
own means of adjustment. 

My perception of her was 
coloured, and the alarm bells going off 
in my mind appeared to be in direct 
contradiction to her stoicism. She was 
my grandmother, firstly and foremost, 
and our relationship was not focused 
around a conversation about her health 
and her symptoms, and to discuss these 
in depth felt peculiar and unnatural. 
As it happens, she was later diagnosed 
with a low-grade parasitic gut infection 
by an Entamoeba coli, and a rectal mass 
was incidentally found on CT scanning. 
She phoned me later, anxious, unsure 
about whether to attend a colonoscopy, 
and was adamantly committed against 
pursuing therapeutic intervention. One 
of the tenets of wise doctors might be to 
treat their patients as they would their 
family, but I wonder how consistent 
this is with a culture preoccupied with 
intervention and measurement of 
outcome.

My grandmother was, at my 
age, interested in reading Economics 
at a postgraduate level. Her diversion 
toward the study of English Literature 
was a fateful stroke of luck that set 

a precedent for the central role that 
literature would come to play in her life. 
‘You subconsciously realise, that if you 
study with an alert mind, the differences 
between time periods as you go through 
literature,’ she once told me. 

The effects of her pursuits petered 
down the lineage; her educational 
attainment and sense of financial 
independence were certainly not the 
norms for women in India at the time, 
and I conjecture that her approach 
carved out a culture of feminism in our 
family life that means - decades, later 
- I attended school without second 
thought or reproach, and was presented 
with opportunities rather than causes 
for self- doubt. I recognise that 
contemporary privileges often share 
their history with the culture of family 
life.

‘Everything begins with the 
family,’ a friend once off-handedly 
remarked, and that forever echoed down 
and etched itself into the hallways of my 
mind, and prompted me to appraise the 
world through this lens.

On our last evening together, I 
hauled a hefty box of old photographs 
down from a long-forgotten cupboard. 
These pictures complement one another; 
on the left, the photograph captures 

the poignancy of my grandmother 
looking at a photograph of herself in her 
youth with curiosity. The photograph in 
question is on the right. 

That young woman betrays 
a certain steadiness, strength, and 
volition, in her eyes. That woman is a 
part of my grandmother I will never fully 
be able to access. During our last phone 
call, she lamented how difficult age 
could be - and certainly, it is, if age is 
defined in terms of colorectal pathology 
- but the depth of experience and 
tragedy embodied and encompassed by 
her living years tells me that age is much 
more than this.

anahita sharma
Medical student

Family. For some, it can mean a whole lot and have 
little or whatsoever meaning to others. For me, it 

has sometimes been the bane of my existence or a blessing 
in disguise. A very subjective word, which genetically links 
a group of people based on past ancestors and sometimes 
means you have to automatically share the same breathing 
space. A home, where some say is whatever place you long to 
be and where the heart is. 

But, in medicine a particularly relevant point is the 
shared consumption and exposure to environmental factors 
when in that space, which can be important in clinical histories 
when differentiating it in the context of genetic conditions. 
But for the majority, it is the living unit in the household and 
basic unit for raising children. It can also be seen as the mini 
pillars that exist within society and individual communities, 
from a more macrocosmic perspective.

Many cultures have different views and norms in the 
family unit.  We cannot escape the fact that cultural upbringing 
as well as religious shapes our everyday lives to also have an 
influence on our thoughts, emotions and beliefs. The infamous 
trio that influence health behaviours are also malleable under 
the home setting, especially since home is an environment 
children are raised in whilst their cognitive abilities and social 
capacities are developing – to further influence subsequent 
adult years to follow. Culture, spirituality and religion have 
an unprecedented impact on a person in every aspect, as well 
as bringing a new dimension to life and establishing a deeper 
understanding to existence.  However, it is only fair to mention 
that not every household operates in the same way or follows 
the same set of norms about their days. Ancestry (as huge and 
colourful as a Cherry Blossom tree) and your parents’ cultural 
heritage play a big part; where you are brought up fairly similar 
to the way your own parents were and dictate social behaviour 
by different beliefs. Furthermore, the most fascinating part of 
integrating in multicultural and ethnically assorted society is 
the journey of interactions and learning from the exposure of 
diversity.

As I am not one to appreciate this yet, I have considered 
the hardships of raising and maintaining a family. The typical 
family (called a ‘nuclear family’) includes a figure head father 
of the family and nurturing wife whom together raise a pack 
of children to become the civilised members of society. This is 
the reality for some, however weirdly put.  Ultimately, without 
guidance and teaching from adults who have experience of 
the world, children will essentially find it difficult to integrate 
into society and make something of themselves in their own 
life journey.

But, as with many processes there is also room for error 
and deviations from the norm. Families and the upbringing of 
the young are not exception to this principle. Dysfunctional 
families are a term many have heard of if not familiar with. 
Sadly, it is not a pleasant thought but they do exist in this society, 
although it might not be as obvious on observation. However, 
no family can be called perfect.  Similarly, we humans are not 
perfect in our actions (despite our composition – even then we 
still are susceptible to diseases). Surprisingly still, until recent 
decades the concept of a dysfunctional family was not taken 
seriously by professionals such as teachers and therapists; 
due to the idea that interfering with internal household 
issues was socially unacceptable as it violated the sanctity of 
marriage and would increase the probability of divorce. But, 
where families have distracting conflicts and neglect their 

parental roles, it is important to note how the child’s adapts 
to this domestic environment; some children compensate by 
becoming a overachiever to be able to escape or to please, 
whilst others become quiet, cause more problems or even use 
comedy to divert attention away from the situation. 

This, again, highlights how vulnerable children can be 
and that their experiences in early life might stay with them 
for the rest of it (affecting future physical and mental health; 
as well as functioning in society). As busy as our lives can 
get in a modern age like this, family or home is usually what 
starts and ends each day of the week for us in most cases. 
As easily as we can have a blissful time, our family lives can 
be crushed – but not due to lack of time. It is simple things 
like our presence (or lack of it), anxieties of other stresses 
(from work or multiple tasks) and guilt of our actions on 
others that can detrimentally flip the switch. We often find 
ourselves preoccupied with various aspects of commitments 
to focus and give ourselves to our spouses, children, parents 
and siblings. Knowing how to withstand pressures of society 
and creating a personal family culture around meaningful 
domestic rituals (such as doing family time activities) can 
help us all stay on the same wavelength. 

So, no matter where everyone has come from for the 
day and what they have done in their respective work or school, 
we can all find and follow a spiritual path together. Together, 
a family should aim to withstand conformity, rejection and 
conflict of the outside world. The path to personal growth 
and blissful experience of spirituality, not necessarily being 
religious, is the key for everyone to stay as healthily content 
as possible and strengthen the family pillar. With a whole 
speciality encompassing the health of a family, general 
practice in this country is all about marginalising danger 
by accepting the uncertainty in health and circumstances, 
and respecting patients’ thoughts to be alert for signs. It is 
fundamental in supporting the household by providing that 
holistic approach in allowing patients to be at their best.

asma Jebril
arts Lead

The Art of Family
Asma Jebril
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An Awkward Dilemma
Lukas Zeickner

On November 9th, 2005, a 
37 year old man named 

David Llewellyn walked into Heshworth 
General hospital in Vancouver Island 
and sawed off his left leg in the hospital 
waiting room. It was all over the 
news. I remember that the Huffington 
post labelled him as ‘deranged,’ and 
‘suffering from a psychotic episode,’ 
but the reality proved to be a lot more 
complex than that.

“Several eye witnesses reported 
that Llewellyn walked into the main 
waiting room of the hospital at 
approximately 9.05am and sat quietly 
amongst the other patients. Mr Greg 
Freying, who had been sitting across 
from Llewellyn at the time, reported 
that Llewellyn was quite ‘calm’ and 
‘unemotional’ as he casually rolled up the 
left leg of his trousers and began the self 
amputation using a wire saw. According 
to Freying, it took several minutes for 
hospital staff and surrounding patients 
to catch on to what was happening, an 
alarmed mother who had been sitting 
beside Llewellyn with her two children 
began to scream and the waiting room 
erupted in panic. Several members of 
hospital staff attempted to restrain 
Llewellyn while the police were called. 
He was eventually subdued but not 
before irreversible damage was done 
to the mutilated leg- which doctors 
confirmed had been completely healthy 
and functional before Llewellyn’s 
actions.” 

Llewellyn was healthy and active - 
the kind of man with no serious physical 
or mental health problems. He was 
married with two children and worked 
as a pharmacist in a clinic too far from 
the hospital itself. That morning, he had 
stolen several vials of Novocaine (a local 
anaesthetic) from his place of work and 
had injected himself before entering 
the hospital. Nothing could be done to 
repair the severe damage done to his left 
leg and despite the efforts of a skilled 
team of surgeons it had to be surgically 
amputated. According to his Llewellyn’s 
wife, he had never suffered any mobility 
problems and both his legs had been 
completely healthy before that day.  

After his surgery, Llewellyn 
apologized for the “scene he had 
caused” and declared that he would 
not have had to revert to such ‘drastic’ 
measures if the surgeons had agreed to 
perform the elective amputation he had 
requested 3 months earlier.

I lied. 
David Llewellyn never existed 

and neither does “Heshworth General 
Hospital.” However, before you roll 
your eyes, you should know that this 
particular tale is not as far from reality 
is you might think. In fact, it is simply 
a morbid retelling of cases which have 
indeed occurred in real life. For example, 
in 2009 when an Australian father, 
David Openshaw, submerged his leg in 
ice for 6 hours so that it would necrotize 
and have to be surgically amputated (as 
it indeed was). Or in 2001 when George 
Boyer blasted a hole in his left knee 
and forced doctors to amputate his leg, 
rather than repair it, by exercising his 
right to elect his own treatment.

Xenomelia (formerly known 
as BIID) is neurological disorder 
characterized by a severe and obsessive 
desire for the amputation of one’s own 
limbs. It comes from the Greek terms 
Xeno meaning “foreign” and Melos 
meaning “limb.” The term was coined by 
Dr Paul McGoech, a Scottish neurologist 
who studied the underlying neurology of 
Body Integrity Identity Disorder (BIID) 
and argued that it was not a psychiatric 
disorder but in fact a neurological illness. 
His notable functional brain imaging 
study showed that patients with this 
condition had little to no activity in the 
regions of their parietal lobe responsible 
for registering that their limb was an 
actual part of their body.

In January 2000, a surgeon made 
headlines in the UK after performing 
elective amputation of healthy legs 
for two separate patients that had 
contacted him directly. The surgeon, Mr 
Robert Smith defended his actions by 
stating: 

“The Hippocratic oath says first 
do your patients no harm. But maybe 
the real harm is to refuse to treat such 
a patient, leaving him in a state of 
permanent mental torment when all it 
would take for him to live a satisfied and 
happy life would be to amputate.”

He noted that there exists no 
current treatments (medications or 
psychotherapy) which has been effective 
in treating patients with Xenomelia. 
Sufferers are often “perfectly normal, 
intelligent and healthy people” who live 
normal lives and have never exhibited 
any mental health problems. Patients 
often openly admit to how “insane” 
they know others might perceive them, 
and as a result often suffer from severe 

feelings of isolation and fear due to the 
taboo-like nature of their feelings. For 
these patients, the sensation of having 
a “foreign limb” (most often the left 
leg) is persistent from birth, and some 
patients have likened it to “waking 
up and seeing that you have a tail or 
an extra finger- It feels wrong and 
unnatural, like something disgusting 
crawling on your skin.” 

These patients often experience 
extreme stress and depression due to 
their symptoms, and those who do 
manage to undergo amputation of 
their unwanted limb display startling 
instantaneous improvement in their 
overall well being afterwards, often 
expressing feelings of  “complete 
happiness”after the limb has been 
removed. 

The issue raises serious ethical 
implications concerning the line 
between patient autonomy and clinical 
practice. Though it is clear that “self 
selected amputation” is the light at the 
end of the tunnel for many sufferers 
of this condition, many question the 
ethics involved in such an idea.  Some 
argue that nothing could ever possibly 
justify an elective disability, while others 
have argued that the disability caused 
by the loss of their limb is a reasonable 
trade-off given the significant relief 
and increase to well being it provides 
to patients. Especially considering that 
with no alternative treatment or ability 
to find or afford a willing surgeon, many 
sufferers can be driven to desperate acts 
of self mutilation.

Well, what do you say? Can the 
elective amputation of healthy limbs 
ever truly be justified? 

What are we to do when “Do no 
harm” actually does more harm than 
good?

An awkward dilemma.

Lukas Zeickner
arts Lead

 Lukas Zeickner

Asma Jebril
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I spend a fair amount of time assuring myself that 
medical students are allowed to do things with 

their time other than just medicine.  In fact, I think I often 
find myself encouraging myself to believe that they should do 
things with their time other than just medicine. 

Problematically, due to the fact that medicine as an 
‘art’ and ‘vocation’ and medical school as a place of study are 
broadly mythologised by both the media and the public alike 
– not to mention our facilitators’ influence – medical students 
can often find themselves stuck in a boggy mire of stressful 
self-criticism: have I done enough work today?  Should I do 
more tomorrow?  Should I have an early night?  Should I have 
an even earlier morning?  Should I pack it all in and become 
a furniture maker?  The latter is only a very intimate personal 
ambition but the rest, I’m sure, you can relate to. 

It was a pleasure, then, to enjoy an evening of various 
talent displayed variously in the company of a variously 
charming variety of people.  On Monday, November 9th, 
a hearty bunch of students, staff and simulated patients 
gathered for a convivial glass of wine or seven (OK, again, just 
me) and to listen, see and take part in a spectacular showcase 
of only some of the talent that we are fortunate enough to 
share learning spaces with.  I was particularly humbled by 
the display of musical talent throughout the evening and, as 
always, vowed to take up an instrument in my spare time and 

become the next medical impresario.  The best laid plans…
Otherwise, the evening served as a wonderful 

opportunity for this humble little magazine to announce its 
presence in a more glamorous manner.  Earlier this semester, 
the team and I cheekily canvassed the support of Sarah Collins 
and her team down in the CSLC haven in the hope that the 
event could in some way represent an informal launch for 
Pacemaker Magazine.  Needless to say, they were stupendous 
in their unrivalled support of our endeavours, and we were 
allowed to take part in the event and show off some of our 
latest work including photography and glorious mounted 
spreads of some of our articles.  Effulgent thanks, as always, 
are due to Sarah and her team.  We’ve included a handful of 
photographs of the event so you can get a mere taste of what 
you missed out when you were away doing something ‘more 
important’ or, dare I say ‘cool’.  

Don’t forget to keep an eye out for the next music, 
literature, art and medicine evening, which will be coming 
in February of the New Year – any and all are encouraged to 
contribute.  Details will be announced on MedLea, and on the 
Pacemaker Facebook page in due course.  Do come along - it’d 
be great to see you there.

Matthew Betts
Editor

Siyar Abdulrazaq reading out his poetry to the audience at the International Anthony Burgess Foundation. Photography by Ege Okyar. Christian Moore playing an acoustic set.Ryan Hum performing on the piano.

June Lau singing a cover of the Sarah McLachlan ballad “Angel”.



Your family 
The people that surround you
Who have shaped your habits,
Insecurities, personality and mind
Should be the ones that you always have near
Should not be the last resort
But the first choice
And that foremost thought

Your family 
Are the people you want
Present for those 
Precious moments and highlights of celebration
To rejoice with you
And solidify those 
Important milestones that will need reminiscing

Your family
When there are those instances
That can be a nightmare
The hardened backbone of their legacy
And long difficult heritage sit heavy amongst your thoughts
Regardless of all the tears and words that go amiss
The quarrels and squabbles midst summer’s abyss
It is only a short shower storm
As all will settle
Before the everlasting rainbow

But it always does come back to them

Your family
The people who will be there
Whenever, whatever, however
For blood is thicker than water
As that water will always 
Find itself evaporating
And all you have left is those stains of blood
That remain with you through thick and thin
That also runs in the same vessels that keep you alive

For me
With all the little tears, there are bundles of joy
For every crack along the pavement 
There is a crystal clear destination
A home, so warm and secure
With those I trust and adore
So I will do all I can, my beautiful family
To love and cherish you 
And make sure I fight those hard
Battles alongside you
For my family and each their own
Is the most important in life
Let’s salute to all our families
And keep them close in our hearts
No matter the distance, far or apart.

FAMILY
Asma Jebril
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