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Welcome, indeed, to the newest issue of 
Manchester MedSoc’s Pacemaker Magazine.  

This issue’s theme is Mortality, and we have harvested an 
intriguing collection of contributions to explore a sobering 
and challenging realm.  We hope you enjoy reading it as 
much as we enjoyed writing it.

The news has been full to bursting with myriad 
medical issues that have really got the cogs whirring.  We’re 
lucky at Pacemaker to have a shrewd team of features and 
news editors who have written some really sharp responses 
to the challenging events that have been in the mainstream 
media of late.  I was particularly driven to discuss the recent 
televised Post Mortem, and was fascinated to see how that 
brought about conversation not just about death, but also 
fat-shaming, the body after life, ownership, censorship 
and cross-cultural values.  Don’t forget to check out the 
wonderful art and photography we’ve included, too -- some 
really talented people have made themselves known and got 
involved this year; how terrific!

In other news, and to borrow a Tolkien-esque turn of 
phrase ‘the board is set, and the pieces are moving’.  We have 
just been witness to a tumultuous Summer that rounded off 
yet another difficult twelve months for the NHS and for the  
medical professionals in its service.  Let’s hope that the recent 
intake of new, energetic and talented Junior Doctors this 
autumn has been as critical a juncture as Gandalf’s arrival 
at the Battle of Helm’s Deep at first light on the fifth day.  
And, if that went entirely over your head and you somehow 
managed to sail through the ‘00s without witnessing the 
cinematic event of a century well, that’s entirely fine, and 
the Lord of the Rings isn’t for everybody.  Who am I to tell you 
what to do?  The day will come when reading fantasy fiction 
is considered a prophylactic treatment for stress-relief, but 
it is not this day.

If you have thoughts about the issue or, indeed, other 
issues whether they be past, present and future, please don’t 
hesitate to get in touch.  We’d love to hear your ideas for 
themes for future issues, and we particularly enjoy hearing 
people discuss what we’ve written about.  In the meantime, 
enjoy the new academic year.

Effulgent thanks be to Bethany, for making sure I got 
a grip.

Matthew Betts and Bethany Butcher
Pacemaker Editors 2016/17

W   elcome to Pacemaker - Manchester Medical 
school’s student magazine, written for the 

students, by the students. I am very humbled to welcome 
you as the President of your medical society. We are now a 
few months into the academic year - the first years have 
hopefully got to grips with PBL, the second years still on 
semester three (it does have an end, I promise), the third 
years and fourth years will be settled into placements and 
the fifth years are doing whatever fifth years do (I have 
no idea). It gives me great pleasure to welcome you to 
Pacemaker - the oldest, best and only magazine written 
by students at Manchester Medical School. Building on 
the success over the previous two years, we are heading 
full steam ahead into our third year in print. Last year 
Pacemaker took on a brand new sexy look. With Matthew 
Betts, Yousef AlEbrahim and their hard working and 
committed editorial team behind the scenes, 3 amazingly 
written issues were published, themed around Life, Family 
and the Mind. Not only did these issues feature interviews 
with pioneering scientists and notable professors but 
also topical discussions related to current affairs, health 
and politics. Having printed over 400 copies distributed 
between the Stopford Building and the four other hospital 
bases, it was a resounding success.Aiming to build on the 
successes of last year, our new editors Bethany Butcher 
and Matthew Betts have worked relentlessly over the 
summer with the rest of the new editorial team to bring 
you a revamped magazine. This year the editorial team has 
nearly doubled in size with lead editors in features, the arts, 
healthcare and photography made up of students from all 
academic years. It’s never too late to get involved; we are 
constantly seeking new ideas and themes, contributors and 
pieces. If you feel inspired, get in touch with pacemaker@
manmedsoc.com about your concepts - they really do keep 
Pacemaker alive, and ticking. Many thanks go out to our 
key sponsors, namely the Medical School and Wesleyan, as 
well as everyone who contributed towards this fantastic 
piece of work.There isn’t much else left for me to say, apart 
from welcome to new the academic year and welcome to 
Pacemaker. Happy reading.

Nabeel Jogee
Manchester MedSoc President 2016/17

Welcome Back



A s the revisions to the MBChB programme progress the revised MBChB 
project team have released a FAQ document in response to queries 

from students about the revisions to Year 3. The document considers diff erent 
elements of the MBChB revisions such as the rationale, assessments, placements, 
programme content and timetabling.

In addition to the FAQs students have also had the opportunity to discuss 
the changes with Prof Corfi eld, Dr Lumsden and Dr Singh at a number of events 
that have included:

Prof Corfi eld, Programme Director, has provided a number of 
presentations. When refl ecting on these activities, Prof Corfi eld comments:

“Student engagement is very important and we have communicated 
regularly about the changes. I hope that the FAQs, that have been gathered in 
response to questions posed during our various events, will answer any remaining 
queries before we ‘go live’ in September with Year 3 and move forward with 
changes to Year 4 and Year 5 in the forthcoming years.”

For more information, please refer to the MBChB programme revisions FAQ 
document available online.

Helen Grew
Communications Offi  cer, Manchester Medical School

FAQs: Where to fi nd information about 
programme changes

• Q&A with Year 2 students 
• Discussion with current Year 3 mentors at both 

Manchester and Preston campuses 
• Video produced by Colin Lumsden considering the 

changes to Year 3   
• A stall and follow up video produced by Dr Mini Singh at 

the Intercalation Fair  
• Communication to European Studies students regarding 

Student Selected Clinical Placements
• Student reps have also provided feedback during 

Programme Committee and Assessment Committee
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Euthanasia in children: a landmark case

Euthanasia is always a contentious issue, even more so when the patient in question is a minor. Our new News 
Editor Imogen Makin explores the issue, as Belgium votes to extend its current euthanasia laws to terminally ill 
children.

The euthanasia of a 17 year old boy took place 
in Belgium last month. Legally classified as a minor, 
he was the first to die under the countries euthanasia 
law for terminally ill children. Few details were released 
but we know that in order for a doctor to have ended 
his life he must have fulfilled certain criteria. He must 
have suffered constant and unbearable pain, have 
been terminally ill and also requested his own death. 

Which children does this apply to?
Belgium is unique. It is the only country in the world to 
allow the euthanasia of children at any age. 
Euthanasia has been legal in Belgium since 2002 
and two years ago the law was amended to include 
children. On paper the process is well regulated. The 
child must be the one to request euthanasia. They 
are then assessed by doctors, their medical team and 
psychologist. The child’s parents must agree with the 
decision. The procedure is carried out with a fatal dose 
of barbiturates. 

How can a child decide to end their life? 
Euthanasia in itself raises moral questions, in particular 
the euthanasia of children raises the question of 
whether a child can have capacity for such a decision. 
In the UK a rule called Gillick competence is used to 
assess whether a child under the age of 16 has capacity 
to make a decision about their healthcare. However, 
in the UK the responsibility shits from the parent to 
the child once they are deemed Gillick competent. 
In Belgium however, the parents must also agree to 
euthanasia along with the medical team. There is 
therefore a greater deal of decision making which 
requires consensus, thus acting as a safeguarding 
strategy. 

How can we know that a child is making the 
right decision? 
Studies of adult euthanasia have demonstrated that 
the older the patient the less likely there is to be a 
specific reason for the euthanasia request. This could 
be due to more complex reasons for the request or it 
could be because physician’s perceive euthanasia of 
the elderly as more acceptable. Along with the fact 
that the family and the medical team have to agree 
with the decision Age is no guarantee of maturity. By 
allowing children to request euthanasia Belgium has 
empowered a sick child to exert a degree of control 
over their life and death. Children who are seriously 
ill are often involved in making challenging decisions 
that their peers may never have to grapple with.

Why do children want to die? 
As such as sensitive issue there is little research into 
the views of children who are dying and their 
wishes. The international society of paediatric 
oncology produced a report with quotes from 
children who were in the terminal stages of their 
disease. Pain was a common issue which affected 
them. A 13 year old girl described herself as ‘”scared” 
but said that “it is important to accept and 
embrace the moment of death.” The testimonies 
demonstrate that children often do not want to 
engage with conversations about death and those 
that do understandably “just want to be a normal 
10 year old”. No child in the document made an 
express wish to die so it’s hard to say who this law is 
most likely to affect. 

Will this adversely impact the care of 
terminally ill children? 
As mentioned above pain is a common complaint 
of terminally ill children. Since this is a criteria for 
the euthanasia there must be a continued drive for 
research and development in this area, to ensure 
truly all options are exhausted. We must welcome 
the fact that a child can request their own death 
rather than feeling uncomfortable, since it helps 
start an important conversation about their care. It 
is likely to help explore children’s concerns and give 
their medical team and family an opportunity to 
address their fears and alter their care accordingly. 
In the same way addressing suicide with somebody 
who is suicidal does not increase the risk of them 
killing themselves we shouldn’t worry that having a 
sensitive discussion with a child about why they 
would like to die increases the risk of them 
requesting euthanasia. 

Imogen Makin

1.  BBC News - Belgian Senate votes to extend euthanasia 
to children [Internet]. Available from: 
http://www.bbc.co.uk/news/world-europe-25364745
2.  De Cruz SP. Parents, Doctors and Children: The Gillick 
Case and Beyond. J Soc Welf Fam Law. 
1987 Mar 1;9(2):93–108. 
3.  Jankovic M, Spinetta JJ, Masera G, Barr RD, D’Angio GJ, 
Epelman C, et al. Communicating with 
the dying child: An invitation to listening-a report of the 
SIOP working committee on 
psychosocial issues in pediatric oncology. Pediatr Blood 
Cancer. Wiley Subscription Services, 
Inc., A Wiley Company; 2008 May;50(5):1087–8.
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Obesity: The Post-Mortem – a modern day 
freak show that helps no-one

Features Editor Olivia Holtermann-Entwistle pens a scathing review of a BBC Three documentary designed to 
warn the viewer of the effects of obesity by showing them the autopsy of a 17-stone woman.

The camera glides over the cool metal of the 
autopsy table and pointedly lingers over hillocks of 
dimpled flesh, rolls of fat, heaving breasts, with the briefest 
of cutaways to a cloth covered face, we have to respect this 
individual after all, this isn’t exploitation, its education! 
Welcome to ‘Obesity: The Post-Mortem’ a ‘unique TV first’ 
according to BBC three’s marketing department, or to my 
mind simply a unique take on the freak show, reimagined for 
the shock-inured 21st  Century viewer. This is a programme 
allegedly designed to reveal the true cost of obesity from 
the inside, the ravages fat wages on our organs and our life-
expectancy. The brutal dismantling of a body is interspersed 
with the talking heads of living obese people, explaining 
to us why they are fat, what it means to them, how it has 
made them unhappy. Back to the table, where the body is 
being unzipped with deftstrokes, allowing us to see the 
fat underneath, yellow tissue spilling out. The pathology 
assistant helpfully points out that there is a lot of it, a hint of 
annoyance is detected when she notes that in a ‘thin person’ 
the organs and nice and easy to get to, as though she herself 
had not volunteered to be part of this programme. She did 
volunteer. It is the donor on the other hand, the body on 
display, that seems to have been there unwillingly. 
There is a mention of the woman being so brutally exposed 
having donated her body to medical science, yet there is no 
suggestion that she explicitly consented to the making of 
this programme. Perhaps somewhere in the small print of her 
consent form there was a note concerning possible filming 
for educational purposes, I would proffer that this broadcast 
doesn’t strictly fall into the realm of the educational. The 
BBC is now, more than ever, concerned with ratings and as 
such is preoccupied with entertainment, not self-sacrificing 
educational broadcasting. This woman was transported from 
America, via a private company, to the mortuary-cum-studio 
in London. Again raising the question, if all of this was so 
above board why the need to source a cadaver from abroad? 
The suspicious among us might wonder if it is because 
America, the land of rampant Capitalism, is more open to 
making money from death and thus more willing to sell on 
the bodies of generous public spirited individuals for the 
making of TV shows. If you scroll slightly further down on the 
webpage dedicated to the show, a disclaimer states that the 
Human Tissue Authority (a UK body) can neither endorse nor 
oppose the making of this programme, yet it can advise the 
producers to prevent them contravening any consent given. 
In other words, what was done was not illegal, yet that says 
nothing to its morality. 
Perhaps it would be morally defensible if we take a utilitarian 
stance on the issue. So yes, we can defend the less than 
squeaky clean morals of slicing up anobese person naked on 
TV after their death (and therefore, after the time at which 
they could have declined), if it is going to help many others to 
avoid the devastating effects of obesity themselves.

Well a brief unpacking of the evidence leads to a total 
disintegration of this moral comfort blanket. The primary 
façade constructed by the 
show is that it was created to teach us just how bad fat 
is on the inside. Sorry BBC Three but every newspaper, 
news channel, GP, surgeon, politician and public health 
body has beaten you to it. This is NOT news. And I would 
challenge the commissioners of the show to find me a 
thousand obese people who are unaware that being fat is 
unhealthy. One statistic flashed up during the broadcast 
stating that fat people are considered to be less intelligent 
than thin people. At once the programme challenges that 
view-point and then goes on to entirely subscribe to it by 
assuming that obese  people need this piece of television 
to remind them that 1) they are fat and that 2) being fat 
is bad – as though they didn’t have this message rammed 
home to them every day.  To add a personal anecdote to 
this, I was recently sitting in on a clinic where a young 
woman came in to discuss possible hormonal contributors 
to her obesity. She was visibly distressed and went on to 
tell us that she was having panic attacks on a daily basis 
and was shutting herself away in her room. When it was 
suggested she seek some help through her GP she said she 
had been to several  doctors to ask for a referral to mental 
health services, however, before she could speak every GP 
had begun to talk about her weight and how she needed 
to lose it, as though this should have been a revelation 
to her. Far from helping, this attitude had compounded 
the problem and led her to seek solace in eating. Obesity: 
The Post-Mortem is the TV equivalent to this – telling 
people what they already know and laying down further 
layers of blame and shame. Taking a glance at statistics 
regarding long-term weight loss is sobering, with figures 
ranging from between  1-20% of dieters being able to 
maintain weight loss after 1 year. In other words losing 
weight is very very challenging and the majority of obese 
individuals will remain so. This is not to say that we should 
not encourage people to attempt to lose weight, but we 
should not kid ourselves into believing it is easy, nor that 
shock and awe TV programming is the solution. What the 
above statistic demonstrates instead is that we should 
try and prevent people becoming obese in the first place, 
a process that must begin in childhood. I somehow doubt 
that this particular piece of TV qualifies as child-friendly, 
educational viewing. So with all of the above in mind I can 
see only two real outcomes from the televised butchery: 
making fat people feel even more ashamed and making 
thin people feel even more smug, each of which helps no-
one. I would like to finish by apologising to the unnamed 
woman who’s dismantling I witnessed, and am as a result 
complicit in. Yes, she may have been fat and it may have 
negatively affected her health, but that makes her no less 
deserving of dignity, both in life and death.

Olivia Holtermann-Entwistle
Perhaps it would be morally defensible if we take a 
utilitarian stance on the issue. So yes, we can 
defend the less than squeaky clean morals of slicing up an 
obese person naked on TV after their 
death (and therefore, after the time at which they could 
have declined), if it is going to help many 



M edical student’s disease, or 
medicalstudentitis, is a described 

condition where students can start to 
experience symptoms of the disease they 
are studying; a transient hypochondrasis 
where what could be a normal sensation 
gets amplified and starts to emulate the 
symptom Mr *insert poor quality pun and 
weird stock photo here* was feeling when 
HE was told about a life-changing diagnosis 
in this week’s PBL case. When I suggested 
writing about this topic in the Pacemaker 
editorial meeting, most of the team had a 
story about a time when they were convinced 
they had everything from appendicitis to 
raised intracranial pressure. myself, have 
to show great self-restraint andpick up the 
phone to book an appointment to discuss 
problems with my GP whose onset has 
suspiciously coincided with me studying that 
troublesome body system. Hypochondriasis 
is called such because our predecessors 
believed that the hypochondrium (the upper 
left and right quadrants of the abdomen 
containing the liver, gall bladder and spleen) 
was the ‘seat of melancholy and sources of 
the vapour that caused morbid feelings’.
his phenomenon has been recognised 
throughout the development of medical 
training. George Lincoln Watson wrote in 
1908, ‘Medical instructors are continually 
consulted by students… The knowledge that 
pneumonia produces a pain in a certain spot 
leads to a concentration of attention upon 
that region which causes any sensation 
there to give alarm. The mere knowledge 
of the location of the appendix transforms 
the most harmless sensation in that region 
into symptoms of serious menace.’ Studying 
anatomy causes the abdomen, chest, pelvis 
and skull to go from being trivial areas 
of muscle and other stuff below your skin 
to troves of organs, vessels and nodes all 
ticking time bombs ready to cause your 
demise. A US study found that around 70% 
of medical students have groundless health 
fears during their studies; a very high figure 
in a young population with few risk factors. 
However, it must be pointed out that many 
studies dispute this. Other research gave out 
questionnaires to medical and control groups 
(such as law students and non-students) 
and failed to prove a difference between 

the two groups. However, perhaps rather 
cynically, one study showed that more 
medical students tended to believe that 
treatment for their anxiety-causing 
complaint would be ineffective. Some 
worry that the, possibly unfounded, 
assumption of hypochondriasis in 
medical students may have negative 
consequences including the breakdown 
of the doctor-patient relationship and 
dismissal of real symptoms. Another 
additional modern phenomenon is that 
of ‘cyberchondria’, the unfounded 
escalation of concerns about a symptom 
based on a review of search results and 
literature online. Our self-directed, 
modern, web-driven curriculum leads 
us to spend time every week browsing 
patient.co.uk or NHS choices where there 
is clickbait everywhere telling us to take 
a health questionnaire or to ‘read up on 
the causes of tiredness’. This can only 
compound students’ fears and direct 
their thought processes down certain 
gloomy paths.The year of study we are 
in seems to be important as well. Studies 
have found that there was higher anxiety 
in first-year students than third and 
fourth year. Clinical experience seems to 
be a remedy. We may be left vulnerable 
in early years of study, when we take 
on a huge amount of information about 
disease in a short amount of time, but our 
familiarity with real signs and symptoms 
is still immature. Researchers in Israel 
also saw ‘fear of illness and death’ 
decrease as their students edged closer to 
graduation. This could be explained by the 
development of the students as exposure 
multiplies and they are able to correctly 
identify pathology; that is being able to tell 
the difference between an ill person and 
a well person and being able to apply the 
same instinct to oneself. So, knowledge is 
both the irritant and the ointment and the 
authors suggest that exposure to detailed 
knowledge may cause the phenomenon 
but it can also provide a solution to it.

Bethany Butcher

Deputy Editor

Worried Sick?
Deputy Editor Bethany Butcher looks into health anxiety amongst medical students and whether knowing what 
could go wrong in our bodies aff ects our perception of health.



Whether this syndrome is a genuine phenomenon or an exaggerated coincidence, 
there’s no doubt that health anxiety can cause students distress. Dr Schaffer, 

the Academic Lead for SWAPS, has kindly offered his commentary on the issue.

            “Since time immemorial (well, at least when I was a medical student), the moment 
you learnt about a disease – the more unpleasant, malignant or fatal it was, the more 

likely was it that you had already developed it! That is until the next nasty disease turns up 
and you found you had the new symptoms all along. This is normal and healthy and at least 
suggests you are listening and learning! However, if you have a background of either poor 
health, poor self -esteem or a recent close family member or friend with the condition, you 
can become unwell yourself with worry and anxiety. If the anxiety severe, it can affect your 
studies and performance on the course. Last academic year, the central Student Welfare 
and Professionalism Support (SWAPS) team in the Medical School saw over 200 students in 
total and approximately 20% had anxiety as their main reason for the consultation. There 
are more students attending their sector SWAPS team and more still obtaining help from 
their friends, family, GP or other sources. We are not aware of many who have transferred 
their teaching acquired symptoms to themselves on a long term basis, but this does illustrate 
how common is anxiety in our student population. There is considerable help available. Once 
again, contrary to rumour, it is the student that comes forward with their issues that is 
usually able to overcome them with help whilst the students who do not tell the Medical 
School about their problems only come to attention when the condition progresses and 
starts having a significant impact on their progression. It’s no more than how you would 
want your patients to react if a condition –whatever it is – presents early will be easier to 
treat and cure than if your patient presents very late.”

-Dr Jon Shaffer, Academic Lead for Student Welfare and Professionalism Support

Contact SWAPS in theStopford building, at your base hospital or via email at: 

med.swaps@manchester.ac.uk

References

1. Waterman L, Weinman J; Medical Student Syndrome: fact or fiction? A cross-sectional study; JSRM, 2014  

2. Howes and Salkvosis; Health Anxiety in Medical Students; The Lancet, 1998  

3. Azuri J, Ackshota N, Vinker S; Reassuring the medical student’s disease – Health related anxiety among medical 

students; Medical Teacher 2010
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From The Sea I Was Born
Matt Jefferies

It starts with an idea,

A queer thought as another wave bites into the parchment-like 

sand.

“Mummy, what happens when all the land is gone?”

She looks at me. No reply.

Either the words are unknown, or they’re unsaid.

When the sea devours too much what becomes of us?

Hordes of resplendent strangers roam, unconcerned.

Dressed down families synchronise in dynamic chaos,

With smiles and ice cream.

The water unfurls its teeth,

Closer with its restless hunger.

Where will it be tomorrow? And the next day?

And the day after…
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O n the day my grandfather died I was a 
thousand miles away. My mother phoned 

me. I was the first person she had told. It had been 
the same when her mother died a couple of years 
previously, but that was at least anticipated. 
This was entirely unexpected. I could tell when 
my mother called that it was bad news. It seeped 
over the airwaves, the hesitation and quivering 
of raw emotion. This was the latest in a handful 
of these calls I’d received over the years, and the 
uncertainty of how to feel in that moment was a 
familiar motif. Someone whom I had known was 
no longer there. The connection we had shared was 
severed, and the signals between us were now one 
way traffic. Boxing up our history in my mind, I 
knew that any questions I could have asked him 
must now remain unanswered. It struck me that 
had I not taken time off from my studies due to 
issues of anxiety, then I would not have had the 
chance to visit him that winter, and for him to 
set me back on course to completing my degree. 
n Finnish I call my grandfather ‘Papa’. Owing to 
the soft consonant sounds of the language, it’s 
pronounced more like ‘Bup-ba’. My early memories 
of him were being driven in his tractor, bouncing 
around in the dry heat of the cabin as the machine 
swept across the pitted earth. The tractor’s sleek 
red paint used to reflect the scorching August 
sunlight, as it powered through the landscape 
with almost reckless disregard for the stillness 
all around. My last memory of him is being sat 
in his cosy little suburban apartment. The once 
wild forest cat, Pulla, was purring with profound 
appreciation at the merest hint of affection, as 
if to say she’d seen enough of the world to know 
there could be nothing better. After tea and 
pleasantries, I told him I wasn’t sure if I could go 
back to study medicine. I said I was scared, and I 
didn’t know if I could cope. We parted with words 
that have stayed with me: 

I   can’t actually be sure that’s what Papa 
told me, because of the unfamiliar words 

slurred into being by his thick Savo dialect. The 
sentiment was, as far as I can recall my mother 
saying in those moments of rectitude between us, 
“from adversity comes victory.” Of course, those 
weren’t really his last words to me. He would have 
almost certainly said ‘farewell’ at the door, and 
perhaps told me that he’d see me again in the 
summer. That makes for a less interesting story. 
So it was that I returned two months later to be 
with my family as we relinquished his body to the 
cold ground, to rest alongside our other departed 
relatives. As a veteran of the Second World War, 
military honours were given at his funeral. He was 
a man burdened by the grief of his experiences at 
the formative age, a time when he should have 
been enjoying the frivolities of youth like I had. 
Those years were spent firing a machine gun in 

frozen trenches, killing people he didn’t know 
for absurd and intangible reasons. He had faced 
unimaginable adversity. Who was I to complain 
about my circumstances? Perhaps the loss of his 
brother, missing in action, was the greatest horror 
that he never came to terms with. I don’t know, I 
hadn’t asked. I remember weeping as I stood over 
his coffin, an uncommon occurrence as anxiety 
tends to distance oneself from one’s emotions. 
However, the pressure of my own grief grew too 
overwhelming and the levee holding it back had 
broken. A feeling of deep regret encapsulated 
me. I should have known him better. I so wished I 
could have spoken to him in our mother tongue, 
heard his stories, and understood his pain. 
I would have told him I loved him, and that 
together we had nothing to fear. Sadly, these 
connections that should have been nurtured were 
left like unattended flowerbeds, stagnant in life, 
overgrown in appearance. The flowers beneath 
had been obscured, and I’d had neither the skill 
nor appreciation to properly tend to them. In all 
my sorrow, however, I felt that Papa had left me 
with a parting gift; a final bloom in which I could 
understand the beauty and sorrow attendant in 
the passing of his life. I must plant new flowers 
and learn to garden.

Matt Jefferies

Photography by Kristina Deakin

“Vastoinkäymisistä tulee voittoon.”

The Man Who Taught Me How to Garden
Matt Jefferies
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Matt Jeffries

Zainab Kamzi



Taken in New Orleans by Zainab Kamzi

Zainab Kamzi
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Zainab  Kamzi

Sketch in Pencil by Asma Jebril



M y Name is Helen Bradley, 
I am a Nurse and I lead 

Bereavement care and organ / tissue 
donation for Lancashire Teaching 
Hospitals Foundation NHS Trust. 
Working with my team of Specialist 
Nurses we have the responsibility 
for ensuring provision of bespoke 
bereavement care for our dying 
patients and their families. The 
care we help the multidisciplinary 
team to deliver includes exploring 
the potential for organ and tissue 
donation (Transplant & Research) 
after death and allowing the 
bereaved families and on occasion 
the dying patient the opportunity 
to consider this. My day starts 
around 07:30, catching up on 
emails and looking at the work plan 
for the day. For me this includes 
a series of planning meetings to 
develop the bereavement and 
donation service making sure 
we dovetails with other hospital 
departments, and continue our 
collaborative development work 
with the community district 
nursing teams, Lancashire 
Constabulary and local Hospices. 
As well as overseeing the smooth 
running of the bereavement centre. 
The bereavement centre is a one 
stop shop for facilitation of death 
certification. HM Coroners officers 
are based here, the Doctors attend 
to complete death certificates 
and cremations forms and families 
collect the certificates from us. 
We also see families and friends 
of the deceased in the centre for 
bereavement support. This service 
is also available to staff from our 
hospitals. At 09:00 the specialist 
nurses arrive and our day begins. 
We call the next of kin of patients 
who die in our care. The telephone 
call allows us to reach out to the 
families making sure they know 
the next steps to take and allowing 
them to talk through their 
experience if they so wish.  We also 
explore their support network and 
make sure they know we remain as 
point of contact for them should 
they have any questions or simply 
need a listening ear to support 
them in their grief.  During this 
conversation we explore the option 
of tissue donation and let them 
know if this is a possibility or 

not. If they feel this is something 
they would like to happen, we 
refer them onto the transplant 
community for consenting. On 
average this takes us up to lunch 
time, depending on how many 
families we have to call, this can 
range from 0 to on our busiest days 
over 15 families.After grabbing a 
bite to eat it’s off onto the wards 
supporting patients and families 
referred to us for pre-bereavement 
care as well as offering support 
and advice to staff so enabling 
bespoke bereavement care.  Amidst 
all this we may be called to the 
emergency department for sudden 
deaths or to a cardiac arrest on 
the ward. By 15:00 it’s back to the 
office to receive any consent for 
eye retrieval.  Eye retrieval is part 
of our specialist nurse role. This 
usually takes place in the mortuary.  
Both the sclera and cornea can be 
used in transplantation. Corneal 
transplantation gives the gift of 
sight, what a fabulous legacy to 
leave! Death is a one of life event; 
like a birth; do we plan for one 
more than the other?  Our busy 
days ends around 17: 00.

Helen Bradley
Bereavement and Donation 
Co-ordinator, Lancashire Teaching 
Hopsitals



It waded through waters spilled from the silk of my mother’s robe. 

Only it could be both the beauty and ugliness of life, hideously 

propelled from the ashen lips and conjoined ligaments of two souls 

made whole in ten minutes. Th ey slid, wet, and dripped like ice 

through serendipity, albeit too quickly to be anything but hunger. No 

vase to hold the arduous fl ux of rose beds, it resigned itself to a garden 

of bitter-leaves, ever solemn at the spontaneous and unplanned 

expulsion.

She miscarried.

“IT”
Lukas Shinjiro
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Review: Th e Pacifi st’s Guide to the War on 
Cancer 

A musical by Bryony Kimmings

T he lights are dark and a voice begins to talk. 
Why is death such a taboo? How do we start 

being more open about our fears about death? Writer 
Bryony Kimmings narrated this thought process as the 
curtain lifted. Her answer is an all-singing, all-dancing 
musical about one representation of death that many 
of us fear, cancer. And so The Pacifi st’s Guide to the 
War on Cancer was born. Talking about cancer is too 
hard for many of us, so why not sing about it instead? 
The production was incredible, with a stark hospital 
set design contrasting bright and colourful musical set 
pieces, beautifully imagined and sensitively delivered.  
It used the uplifting nature of music to address the 
characters’ feelings of isolation and fear, challenging 
the stigma of why death is so hard for society to deal 
with. The play told the story of 6 diff erent characters, 
all with various experiences of cancer and their own 
ideas of what death and their diagnosis means to 
them. The play addressed important issues and 
controversial ideas about cancer. One such idea was 
felt in the song ‘Even c**ts get cancer’, challenging the 
idea that it’s okay to have negative feelings towards 
someone suff ering a terminal or life threatening 
illness. It felt jarring that I found myself laughing 
about people who had cancer, as if my moral compass 
had been dragged to the opposite side, quivering in 
its attempts to swing back around; it was hard to 
resist the catchy tune and comical lyrics. We were 
also encouraged to explore the idea that it is okay to 
be angry with illness; that the ‘positivity police’ of 
fundraisers, bake sales and charity runs do not address 
the psychological impact experienced when people 
are faced with the possibility of dying. ‘And that 
would make a cracking musical.’ The fi nal statement 
resonates the incongruity of a musical all about cancer.  
Many people recoil at death and illness being the 
theme of diff erent creative mediums. However, after 
seeing my fi rst play about these issues, it only taught 
how important it is to talk about them. These issues 
aren’t depressing and morbid, they are comforting and 
positive and encouraging and affi  rmative. We need to 
laugh more about cancer; dance about death. If we 
don’t, life will always be ruled by the prospect of the 
impending inevitable. The message was clear; there is 
no answer or right way to deal with the prospect of 
death. But our constant need to hide our vulnerability 
from the outside world and ourselves makes dealing 
with it all the more diffi  cult. We are taught that we 
have to live each day to the fullest, but instead maybe 
we should be asking ourselves what you need to do in 
life in order for you to welcome death without fear. 
This is diff erent for us all. Perhaps by talking about 
death, we take away the power it has over us.

Nadia Abdulla
Features Editor

Source: herc.ac.uk

Source: homemcr.org
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Review: When Breath becomes Air
A memoir by Paul Kalanithi

I ’m going to preface this review with a 
disclaimer of sorts – don’t do what I did and read this 
book on the train away from your boyfriend, who you 
wont see for several weeks.  The combination of my 
already fragile state with one of the most emotional 
books I have ever read resulted in soaked pages and 
several queries of “are you alright?” and “do you need 
a tissue?” from my fellow passengers.  Despite this, I 
was completely hooked, and fi nished the whole thing 
on the train.  

Paul Kalanithi was a soon-to-be qualifi ed neurosurgeon 
with his pick of any job in the country when he found 
out he had metastatic lung cancer, and in a moment 
transitioned from doctor to patient. In contrast to 
many people who are faced with their own mortality 
and choose to put pen to paper, Kalanithi had felt 
the desire to write his entire life (he originally studied 
English literature before choosing to study medicine), 
and had always been drawn to philosophy, especially 
the philosophy surrounding mortality, he just didn’t 
realise he was going to have to write about it so soon.  
Reading his interpretation of the meaning behind 
life and death is incredibly thought provoking, and 
the courage with which he faced death is inspiring.  
It becomes clear that he believed life was not about 
avoiding suff ering, but rather making meaning.  A 
striking example of that comes when he and his wife 
discuss having a child – she fears that having to say 
goodbye to a child would make is death even more 
painful, and his response is “Well, wouldn’t it be great 
if it did?” 

The memoir eventually morphs into a letter to his 
daughter, who was 9 months old when he died.  It 
becomes clear that he wished for her to understand 
who he was as a person, teach her to live her life and 
face death with thoughtfulness, kindness, joy and 
integrity, and show her how she enabled him to do just 
that.  The fi nal paragraph (unfortunately he passed 
away before he could complete the book) illustrates 
this beautifully, and had I not already been sobbing 
certainly would have moved me to tears:

“When you come to one of the many moments in your 
life where you must give an account of yourself, provide 
a ledger of what you have been, and done, and meant 
to the world, do not, I pray, discount that you fi lled a 
dying man’s days with a sated joy, a joy unknown to 
me in all my prior years, a joy that does not hunger for 
more and more but rests, satisfi ed. In this time, right 
now, that is an enormous thing.”

I can’t recommend this book enough to any medical 
student, but not for the reason that we are so often 
recommended books about dying.  I don’t think we 
should necessarily reading it to better understand 
the lives of our dying patients, but rather to grasp 
that we too are mortal and will one day face the 
same situation we see people in every day.  This 
book can teach us all to face that moment with 
integrity, humility and grace, and to live every 
moment up until then with thoughtfulness, 
kindness and gratefulness for everything and 
everyone we have.
If you don’t have to opportunity to read Paul 
Kalanithi’s memoir, please consider taking 10 
minutes to read his beautiful pieces “How long have 
I got left?”, “My last day as a surgeon” and “Before 
I Go” on the New York Times, the New Yorker, and 
the Stanford Medicine websites, respectively.   I 
promise you will learn more about death in those 10 
minutes than you have in 5 years of medical school. 

Irina Earnshaw

Source: Gale Gettinger Photography



C lose my eyes
That feeling of falling from a high pedestal

Spinning around in chaos and confusion
Round, round
And round once more
Weirdly calming and fun
Feeling high and happy
But weirded out
As I know something is wrong
I guess I didn’t see it coming
The higher I climbed
The bigger the fall they say
Embracing the inevitable
I hold my head up high
And leap further
To perhaps accelerate the process
And reduce this agonising wait
Am I losing it?
Or is this what everyone else does too?
Who can know in these situations?
My mind feels all over the place
I try
To slow my breathing
Sense the fl ow of air
Tune into my senses
But all I see is darkness
And radio static
So I take in this erratic feeling
And let go of the eff ortful attempts
To switch it all off 
Embrace the weird and wonderful
Side of my subconscious
Where anything is possible
Until I’m snatched away again
Abruptly
Into the world of reality
Having had a brilliant time
I now fi nally realise
The thin line
Between the darkness and light
My own mind and the world
Life and death

THE THIN LINE
Asma Jebril
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For the heart, life is simple: it beats for as long as it can. Th en it stops. Sooner or later, one day, this 

pounding action will cease of its own accord, and the blood will begin to run towards the body’s lowest 

point, where it will collect in a small pool, visible from the outside as a dark, soft patch on even whiter 

skin, as the temperature sinks, the limbs stiff en and the intestines drain. Th ese changes in the fi rst hours 

occur so slowly and take place with such inexorability that there is something almost ritualistic about 

them, as though life capitulates according to specifi c rules, a kind of gentleman’s agreement to which the 

representatives of death also adhere, inasmuch as they wait until life has retreated before they launch their 

invasion of the new landscape. By which point, however, the invasion is irrevocable. Th e enormous hoards 

of bacteria that begin to infi ltrate the body’s innards cannot be halted. Had they tried but a few hours ear-

lier, they would have been met with immediate resistance; however, everything around them is quiet now, 

as they delve deeper and deeper into the moist darkness. Th ey advance on the Haversian canals, the crypts 

of Lieberkuhn, the islets of Langerhans. Th ey proceed to Bowman’s capsule in the kidneys, Clark’s column 

in the Spinalis, the black substance in the mesencephalon. And they arrive at the heart. As yet, it is intact, 

but deprived of the activity to which end its whole construction has been designed, there is something 

strangely desolate about it, like a production plant that workers have been forced to fl ee in haste, or so it 

appears, the stationary vehicles shining yellow against the darkness of the forest, the huts deserted, a line 

of fully loaded cable buckets stretching up a hillside. Th e moment life departs the body, it belongs to death.

- taken from ‘My Struggle’ by Karl Ove Knausgaard


