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Professor Paul M Stewart, 

The Dean of College of Medical & Dental Sciences 

 

 

February 2012 

“We are prone to judge success 
by the size of our salaries or our 
automobiles, rather than by the 
quality of our service”.  Martin 
Luther King 
 
It needs a major event such as 

MedBall to remind us all of the 

scale of the undergraduate 

activity encompassed within the College of Medical 

& Dental Sciences.  Seeing 1850 of you enjoying 

yourselves within the International Convention Cen-

tre on Broad Street in February, brought a great 

deal of satisfaction to myself and colleagues from 

the Faculty.  As the Vice Chancellor keeps reminding 

me, the Medical School alone comprises 10% of the 

entire undergraduate teaching activity of the Uni-

versity, so he has a watchful eye on what we are up 

to!  However, it is not only the University that over-

sees your undergraduate education. We have a 

statutory right through an act of Parliament – The 

Medical Act in 1983 – to our professional body, The 

General Medical Council.  Indeed it is the General 

Medical Council that sets the numbers of medical 

students based on manpower calculations in col-

laboration with the Higher Education Funding Coun-

cil of England and ensures that we comply fully with 

training requirements as outlined in Tomorrow’s Doc-

tors1.  This dual process from both the University and 

the General Medical Council also applies to you as 

you graduate from 5th year.  The University confers 

upon you the MBChB degree but it is the General 

Medical Council that issues you with a licence to 

practise.  It is easy to see therefore how complex 

the role of “Dean of Medicine” becomes, having in 

effect two paymasters, the University and the Gen-

eral Medical Council.   

 

 

Unfortunately the complexities do no finish there.  

Most of you are quite rightly worried about existing 

and future debt burden through student fees, loans, 

accommodation and living costs, but you need to 

know that over and above your fees the govern-

ment invests a sizeable amount of money in sup-

porting your teaching within the NHS in years 3, 4 

and 5 of the curriculum.  The scale of this is signifi-

cant with our partner NHS Trusts sharing a total re-

source of some £40 million per year to support your 

education within the NHS and turn you into safe and 

competent doctors.  It is however the responsibility 

of the Medical School to oversee the quantum and 

quality of this educational resource that flows 

through the NHS Trusts. Add to this our commit-

ment to your student support and welfare and you 

can see why we are busy people! 

 

We have recently completed a full inspection of the 

Medical School from the General Medical Council 

(GMC), a process that has extended over the last 6 

months or so.  I know that many of you were involved 

in directly meeting the GMC team and I thank you for 

your participation.  Indeed one of the headline fea-

tures to come out of their report was how impressed 

the GMC were by our students, your level of engage-

ment, enthusiasm, positive attitudes and communica-

tion skills.  Other things that were commended 

across the School included our Student Support Unit 

led of course by Professor Kate Thomas, our innova-

tive commendations process, the quality of our 

School’s Prescribing teaching and assessment, our 

well organised Community Based Medicine place-

ments and the roles of our educational fellows and 

clinical tutors.   All in all, we seem to have impressed 

the GMC.   

 

There were a few requirements that we need to ad-

dress and most of these relate to quality assurance 

of what we do around all aspects of the Medical 

School, not just the quality of teaching.  One particu-

lar and important issue is the quality assurance of 

the quantum and quality of teaching across our NHS 

partners as I outlined above.   

Size is important but quality wins the day .... 
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We have collaborations in place through “Teaching 

Academies” based within 16 of our partner NHS 

Trusts and ensuring that the quality of the teaching 

experience is exactly the same be it in Worcester, 

Wolverhampton, Red 

ditch or the Queen Elizabeth Hospital in Birmingham 

is paramount.  Professor Michael Gammage will now 

lead the process of “taking the Medical School to 

the Teaching Academies” and will work on a far 

greater and more comprehensive partnership with 

our NHS colleagues.  In turn we hope that this will 

address some of the criticism you have raised with 

us over the years of  being somewhat dissociated 

from the Medical School during years 4 and 5 of 

your curriculum.   

 

In years 1 and 2 we will continue to ensure that the 

outstanding training in basic biomedical science 

which provides you with the key fundamental princi-

ples underpinning the “doctor as a scientist”, will 

also be endorsed with exposure to clinical scenarios.  

We will also take on board your views around Anat-

omy teaching; you are fortunate in having access to a 

world leading prosectorium within the Medical 

School where “live” dissection is still taught.  We will 

ensure that all of you are exposed to a greater level 

of high quality Anatomy teaching both through the 

prosectorium itself but also the anatomy demonstra-

tor laboratories and this will now be formally as-

sessed through an exit exam at the end of year 2.   

Finally, as the new 3rd, 4th and 5th year curriculum be-

comes fully implemented we will be boosting the 

OSCE assessments, particularly at the end of years 3 

and 4. 

 

A key challenge is to make sure that the advances 

that are occurring at pace across Medicine today are 

rapidly translated into your curriculum since many of 

these will influence your future clinical practice.  In 

addition to biomedical discoveries around disease 

pathogenesis, these also encompass diagnostics (e.g. 

imaging, genomics) and novel therapies. Rather than 

think of formal curriculum review processes every 5 

or 10 years, the challenge will be to constantly scruti 

 

nise and update the curriculum on an annual basis 

to ensure that you are getting the very best educa-

tion, hearing first hand the latest advances in Medi-

cine.  

 

Overlying all of this, I want you to have a fantastic 

time here in Birmingham and ensuring that the 

Medical School does its’ utmost to support all of 

you through your extra-curricular activities, includ-

ing those overseen by MedSoc, is a major priority 

for us.  

 

The annual MedBall is certainly a reminder of the 

sheer size of the task in overseeing one of largest 

Medical Schools in the UK, but I want to leave you 

fully reassured that in no way will this detract from 

our commitment to ensuring the quality of your 

education or student experience.  

http://www.gmc-uk.org/static/documents/content/

GMC_TD_09__1.11.11.pdf 
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Blue Commendations 

First Name Surname Year First Name Surname Year 

Opeyemi Adebayo 4 Dione Lother 5 

Joseph Alderman 3 Nicola Lowe 5 

Mateen Amin 5 Tara Maisel 5 

Mary  Awad 5 Jake Mann 5 

Stephanie Bailey 5 Jaskaran Mavi 4 

Amrit Bhatia 5 Caroline Morton 5 

Mark Brown 5 Jaidev Nath 5 

Thomas Butler 5 Ashley Poon King 5 

Yasmin Chaudhri 3 Ashley Poon King 5 

Emma Crowe 5 Rachel Pounds 4 

Philippa  Dann 4 Majd Protty 4 

Serena Deller 5 Majd Protty 4 

Luke Durant 5 Matthew Rowe 4 

Aruna Ekanayaka I James Rudge 5 

David Ellis 5 Sheliza Samnani 5 

Amera Elzubeir 4 Jane Seabourne 4 

Anthony Grubb 5 Sophie Smith 3 

Nadiya Hassan 4 Anna Smith 5 

Sarah Hayward 4 Hemali Tanna 4 

Gemma Humm 5 Tiffany Taylor 5 

Michaela Janks 5 Russell Taylor 4 

Jaspreet Kaur Saggu 5 Russell Taylor 4 

Mairead Keohane 3 Tim Van Hasselt 5 

Asim Khan 4 Daniel Ward 2 

Samantha  Kingdon 4 Matthew Webber 5 

Helen Leach 5 Cheng Xie 5 
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A year in the life of the MedSoc President:  
Power, Committees and a MedSoc Con-
ference 
 
Sophie Lumley 
 
If you asked the average Medical, Dental, BmedSci, 
Biomaterials, Nursing, Physiotherapy, Dental Hy-
giene and Therapy student, what it is that the Med-
Soc President actually does, I’m not sure they’d be 
able to tell you. Apart from perhaps that they stand 
on stage at the Fresher’s presentation, and wear a 
GIGANTIC medal at Medball (a prize kindly donated 
by Jamie Coleman four years ago, which he makes a 
personal challenge of ensuring is worn the entire 
evening by the receiver). I’ve had an awesome year 
and before I hand-over, I wanted to touch base and 
let you know a few of the things that MedSoc has 
been up to this year, in particular the National Con-

ference that we held in November. Finally, I aim to 
answer the question that after: ‘when is my hoodie 
going to arrive?’ and ‘Is that your real hair?’ is the 
most common question asked of me: ‘so what is it 
that you actually do as President?’  
Well perhaps the best place to start is with the consti-
tution (yes MedSoc has a constitution, found on the 
website under ‘committee’). Article 8.2 states that 
the ‘the MedSoc President shall be the official repre-
sentative of MedSoc at all times’. This year I’ve had 
the privilege of talking at three undergraduate open 
days. As ever an opportunity to talk to keen 17/18 year 
olds is exciting, even when they demand to know 
whether you have time to have fun and party as a 
medical student (obviously my answer is ‘yes some 

 
times I go out for a sociable 2 pints then come home 
again and do my anatomy homework’, Prof Stewart). 
However it’s also nice to know that the Medical 
School trusts the President to be representative of 
Birmingham and its course.  
 

The President is also expected to represent the stu-
dent body in many other circumstances, often to the 
staff through the SSCC (staff student consultative 
committee) and in meetings with various different 
staff members, including the one and only Professor 
Stewart. In the beginning having face-to-face meet-
ings with the Dean seemed like a big privilege in-
deed. Even though now it’s a less exclusive opportu-
nity, given that he’s so good at coming to our 
events, hosting BBQs and finding other ways to so-
cialise and getting to know the students. 
 

The day-to-day role of the President essentially con-
sists of meetings and emails. Through last term I av-
eraged 2 or 3 meetings per week either with staff, 
students, committee, external sponsors or compa-
nies.  Then in the evening I’d spend 2 + hours reply-
ing to emails. Communicating with the committee, 
staff and other students on different courses is a big 
part of the job. Being President is like being a Chief 
Executive. You have your fingers in every pie in the 
MedSoc kitchen, helping out with everyone’s job, 
offering advice and support where necessary, but 
taking ultimate responsibility for everything the 
kitchen produces.  
 

Something that was new to the role of the MedSoc 
President, for this year only, was the running of the 
National MedSoc Committee Conference. This was 
an event designed to bring together 5 committee 
members from each MedSoc in the country, as an 
opportunity for training and exchange of ideas be-
tween MedSocs. It took a team of fourteen, made 
up of current MedSoc committee, ex-committee and 
other talented students, to put together a fantastic 
weekend of keynote lectures and workshops given 
by eleven prestigious external speakers. One such 
speaker was Louise Wilson, Chief Executive of 
‘Signature Sponsorship,’ the woman responsible for 
most of the sponsorship deals for the 2012 London 
Olympics. Liz Nelson OBE, founder of the second 
largest market research company in the world, ran a 
workshop for us on advertising and promotion  of  

Medicine at Birmingham 
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presence of Claire Lemer and Emma Stanton both 
medical registrars who, in their short careers, have 
both already worked in the office of the Chief Medi-
cal Officer and have high power positions in medi-
cal management. 
 

The conference was a huge success, including a full 
on weekend of talks, catered food (kindly donated 
by the Dean himself), a huge social featuring the 
‘Heidi’ and developing useful collaborations with 
other committees. We held elections at the end of 
the conference and were delighted to hand over to 
Barts and the London for the MedSoc Conference 
2012.  
 

Rest assured we are the best MedSoc in the UK. 
Having met other MedSocs I can say for sure that 
our members get more for their money and more 
activities and events put on for them, than any 
other university. A huge committee of reps from 
Vice-Presidents to Year One Academic rep, give up 
a large amount of their time throughout the year to 
ensure that Birmingham MedSoc continues to be 
the best in the country. The MedSoc President is a 
key cog in the machine coordinating all the commit-
tees and subcommittees, but without the commit-
ment of all others involved, our activities and 
events would just not be possible. I’d like to thank 
the staff, who are so amenable to student needs, 
wants and suggestions and also the fantastic Med-
Soc committee of 2011-12 for all their hard work! 
Good luck to the new president and his/her team. 
 
 
 

An Outsider’s Perspective 

 
Simon Caldwell 
1st Year Engineering PhD Student 
 
“I’ve asked them so many times not to slam that 
door!”  This is a recurring thought I have at 7:30am 
most mornings.  I try to have sympathy, but it is 
difficult to muster when my lecture doesn’t start 
for another 2 hours.  As you might have guessed, I 
am not a medic but I do often wonder if I made a 
mistake in living with them for so many years. 
 
I come from that mystical place attached to the 
Medical School, which you may have heard of, 

known as the rest of the University.  My flat mates 
like having me around so they can say they’ve 
branched out and pretend they’re not fully indoctri-
nated into the cult that is the MedSchool.   
 

I assume there’s a reason why I keep renewing that 
housing contract, but I often can’t think of it. Perhaps 
it’s the free medical advice that keeps me putting pen 
to paper? But being told I could have cancer after de-
scribing the classic symptoms of a cold suggests 
maybe this isn’t the case. At least the conversation is 
always riveting; then another in depth discussion on a 
minor medical mistake in “Scrubs” makes me lose 
faith in this theory.  There’s one thing I do know, it 
certainly isn’t the complaining about having to travel 
to hospitals, or how much medics are expected to 
know. If “House” has taught me anything, it’s always 
Lupus! 
 

 

“I do often wonder if I made a mistake in 

living with them for so many years” 
 

 

I then think back to some of the MedSoc events I’ve 
attended and my faith starts to return.  Medics cer-
tainly know how to throw a party and on the whole 
become a lot less boring with a few drinks in them.  
MedBall is always good fun as long, as I block out the 
thought that this bunch of drunks dancing on the ta-
bles could one day be responsible for my life. 
 

Is this enough though?  Can I really tolerate all this 
lost sleep for a few good parties?  I suppose that de-
spite what MedSchool might say, medics aren’t really 
that different to regular students.  You could pass off 
a lot of the negatives for genuine interest in the sub-
ject, which can only be a good thing in future doctors.  
In the end, some of these people are my best friends 
and I’ll have to forgive them for studying medicine.   
Maybe one day I’ll even get over my new found crip-
pling fear of hospitals and in the meantime try and 
convince them to stop slamming that ruddy door! 
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A Tribute to Two Men 
 
Nuthana PB 
 Intercalating Medical Student 
 
Steve Jobs and Ralph Steinman were pioneers; 
bringing talent and inspiration to their respective 
fields. Sadly, both men died of pancreatic cancer in 
October so I thought I’d find out about their work 
and how they influenced medical research.  
 
Steve Jobs – the man be-
hind the ‘iStuff’  
 
Steve Jobs was one of the 
Co-founders of the multi-
national company Apple, 
forming Apple Inc at the 
age of 21. At the time, a 
‘computer’ was designed 
having no keyboard or dis-
play, and had to be assem-
bled by the buyer! Devel-
opments led to the first 
Macintosh computer in 1984, which was and still is, 
immensely popular. After a power struggle in the 
mid eighties, Jobs was forced to resign, only to be 
reinstated as chairman over a decade later when the 
company hit hard times. By 2001, the first iPod had 
been designed, and since then, there has been 
steady progress with the iPhone and iPad.  
So how does all this relate to medicine? Well the de-
sign of the first computers changed the way re-
searchers and clinicians conducted their research, 
and provided a new platform for presenting data 
and papers. The app store has a range of medically 
related revision apps, and a new BMJ app that en-
ables clinicians to type in symptoms and provides a 
differential diagnosis! In the future, the iTechnology 
is likely to modernise the way we learn and practice 
medicine.   
 
Ralph Steinman – the man who discovered den-
dritic cells  
 
Steinman became the first ever posthumous Nobel 
Laureate in October 2011, for his work on dendritic 
cells. He developed an understanding of how den- 
 

 
dritic cells are involved in im-
munity, their role in autoimmu-
nity and how they could be ma-
nipulated to produce vaccines. 
His most recent work involved 
trying to manipulate his own 
dendritic cells to attack his tu-
mour, so that they would then 
present to T and B cells which 
may be able to destroy the tu-
mour cells. Although this was 
sadly not a cure for him, it has led to the onset of 
clinical trials, and hopefully one day will lead to a 
cure.  
Without these two men, we may not have access to 
either the new technology or the knowledge of den-
dritic cells that we do today. So thank you, Steve and 
Ralph, though you are no longer with us, your discov-
eries will continue to aid medical advances.  
 

Medical students and the internet 
  
Sarah Ahmed 
2nd Year Medical Student 
 
The development of the internet has radically 
changed how we live our lives. You can now do your 
weekly grocery shop without leaving your bed, watch 
movies on your computer and have face to face con-
versations with family and friends who live on the 
opposite side of the world. It has also changed the 
way in which medicine is both taught and practised – 
students can access textbooks online and search for 
information to supplement notes; doctors can re-
search the best treatment for their patients without 
the need for print copies of the relevant journals. 
But the rise of the internet has been accompanied by 
the rise in social networking sites, a platform which 
has made the internet both a curse and a blessing for 
the student. 
 
Sites such as Twitter can provide forums for discuss-
ing elements of the curriculum you may not under-
stand. Given that people can follow members of the 
health care profession from every speciality and 
stage of the education system means that you can 
get both an expert and a student’s opinion on almost 
every topic relevant to medicine. Most journals have  
Twitter accounts making it easy to keep up to date  
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with the latest developments. Last year a Twitter 
Journal Club (@twitjournalclub) was established 
which has, on occasion, included the paper’s au-
thors in their discussions. I even successfully organ-
ised work experience over Twitter. 
 
On the flip side, our online presence can lead to 
difficulties in our working lives. Questions have 
been raised about the blurring of the lines between 
professional and personal, and when it is necessary, 
if it is ever necessary, for the GMC to concern them-
selves with what we post online. In May 2011 the 
BMA published ‘Using Social Media: Practical and 
Ethical Guidance for Doctors and Medical Students’, 
which explored some of these issues. Naturally the 
rules of confidentiality should extend to the inter-
net, but is it ever acceptable for a doctor to ‘friend’ 
a patient on Facebook? The BMA recommends any 
such requests should be refused, but also noted 
that doctors and medical students had befriended 
patients on social networking sites in the past. 
Given these new guidelines, if you have ‘friended’ a 
patient on Facebook, should you now go and 
‘unfriend’ them? These are the questions for a new 
generation of medics have to consider. 
 
Many doctors and students post anonymously on 
the web in order to avoid such problems. But that 
doesn’t stop the fact that most of us have Face-
book accounts, and most accounts may have the 
odd picture (normally involving a bottle of some 
kind) which we aren’t too proud of. To paraphrase 
the report, evidence of unprofessional behaviour 
can lead to disciplinary action – in 2009 a number of 
doctors and nurses were suspended after they 
posted pictures of themselves ‘planking’ on hospi-
tal property. But the report also suggests that, to 
quote the GMC’s Medical Students: professional val-
ues and fitness to practice, medical students have 
certain privileges and responsibilities different from 
those of other students...different standards of 
professional behaviour are expected of them’. This 
remains rather vague – would a picture of a student 
drinking on a night out face the same, if any, action 
as a picture of a student “planking” on a hospital 
bed? Again, another question the new generation 
have to consider.  
 
The ‘Social Media’ report can be read in full at  
 
 

 
h t t p : / / w w w . b m a . o r g . u k / i m a g e s /
socialmediaguidancemay2011_tcm41-206859.pdf 
The ‘Medical Students: Professional Values’ can be 
read at http://www.gmc-uk.org/static/documents/
content/GMC_Medical_Students.pdf 
 

Finger-Assisted Nephrectomy 

Sebastian Desando,  1st year medical student 

I recently attended a Surgical Society lecture by Pro-

fessor Nadey Hakim; the surgeon who has pioneered 

a new method of extracting the kidney from the do-

nor and was lucky enough to go and see this opera-

tion for myself at Hammersmith Hospital, London. 

The kidney was obtained via a nephrectomy, and 
takes both the advantages of a traditional 15-20cm 
incision nephrectomy and the laparoscopic technique 
which requires five holes. The finger-assisted single-
port technique involves making a very small incision 
about 4cm long and uses retractors designed by Pro-
fessor Hakim himself, to extend the small cut. 
The intricate control required by the surgeon was 
apparent, as he had to perform multiple clamping of 
the blood vessels and remove the fat surrounding the 
kidney using a diathermy instrument. I was as-
tounded at how little fat was left surrounding the 
kidney. He then used his fingers to pull the kidney 
out; hence finger-assisted. Looking at the size of the 
incision and the minimal scarring that will be left I 
could not believe the kidney fitted!  
The recovery is much quicker using this pioneering 
technique and research has shown that postopera-
tive complications are fewer. It is also hoped that this 
technique might bring more people to donate and 
save the NHS money. 
The kidney was then flushed and preserved ready to 
be transplanted into the iliac fossa of the recipient. 
This was also a highly complicated operation involv-
ing amongst other things reconnection of the ureter 
of the donor to the bladder of the recipient. 
This experience made me realise how transplantation 
brings together many of the key disciplines that 
epitomise medicine such as ethics, science and team-
work. I feel privileged to have been able to experi-
ence such a new and exciting operation so early in my 
medical career. 

http://www.bma.org.uk/images/socialmediaguidancemay2011_tcm41-206859.pdf
http://www.bma.org.uk/images/socialmediaguidancemay2011_tcm41-206859.pdf
http://www.gmc-uk.org/static/documents/content/GMC_Medical_Students.pdf
http://www.gmc-uk.org/static/documents/content/GMC_Medical_Students.pdf
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Maya Patel 
5th Year Medical Student  

 
Being one of those few people who actually en-
joyed their psychiatry block, I was thrilled to find 
out that my fifth year SSA was going to be in my 
favourite field.  I was somewhat less pleased when 
I found out I was going to Reaside; a medium-
secure male unit, and being female and slightly ter-
rified, my first morning induction did nothing to 
allay my fears. The security guard handed me a 
long list of contraband items, explaining in detail 
why I definitely wouldn’t want to bring each one 
in… 
‘They can lock themselves in their rooms and then 
block up the keyhole with it. Then they can do 
what they like cos you can’t get in…self-harm, 
start a fire…’   

 
Who would have realised chewing gum 
could be so dangerous? Did medschool 
realise they might have sent me to an un-
timely end?! 
 
 
These initial impressions of forensic psychiatry 
were in no way related to my actual experiences.  I 
guess the security guard was trying to prepare me 
for the worst, but it did nothing but fuel my inaccu-
rate preconceptions.  The overwhelming majority 
of patients were quite similar to those you would 
meet in a general adult psychiatric clinic and most 
had been suffering from psychotic episodes when 
they committed the crime. 

 
The staff at Reaside work incredibly hard to reinte-
grate these individuals back into the community and 
it is truly a team effort, which may take years.  There 
are, however, many brilliant resources available in 
the unit.  There is a kitchen where patients are 
taught about cooking and food hygiene, an art stu-
dio and even a carpentry workshop.  These activities 
helped to give the patients a sense of purpose and 
boost their self-esteem.  This is combined with 
weekly psychotherapy sessions which help patients 
to change their thinking and behaviour.  I also was 
lucky enough to accompany my consultant on 
weekly visits to Birmingham prison, which was a bril-

liant opportunity to understand how the prison 
healthcare system works and get a flavour of life 
inside. 
 
Far from the perception I had of scary violent men, 
the reality was a group of vulnerable and sometimes 
very isolated individuals, who needed a great deal of 
support.  I would highly recommend this SSA, as 
from a psychiatric point of view you will see patients 
at all stages of their illness; from the severely unwell 
to those almost completely recovered.  Aside from 
this, in terms of life-experience, this was a great op-
portunity to see a side to life that you wouldn’t nor-
mally be exposed to and I don’t think you will meet a 
more interesting group of patients anywhere else in 
medicine! 

 

 

Mad and bad? An SSA in Forensic Psychiatry 
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Maria Spears  
 
4th Year Medical Student 
 
During my ARICM block I came across a patient on 
ITU. Miss MG was a 28 year old female who had 
been admitted following an acute psychotic epi-
sode. She had given birth six weeks previously and 
unfortunately, soon after, had developed epileptic 
fits and loss of consciousness. This was clearly no 
ordinary psychiatric case and she was later diag-
nosed with Anti-NMDA receptor encephalitis.  
 
The condition was first described in 2005 as a para-
neoplastic disorder associated with ovarian tera-
toma. Two years later, in 2007, a specific antibody 
to NMDA was discovered, consequently leading to 
the name “Anti-NMDA receptor encephalitis.”  
 
There appears to be different stages to the illness 
with the most prominent presenting feature being 
psychiatric symptoms of agitation, anxiety, delu-
sions, hallucinations, altered behaviour and para-
noia. The Lancet published an article in 2008 sum-
marising the key features found in 100 patients. 77 
patients were first seen by a psychiatrist making it 
an important differential diagnosis in acute psy-
chotic episodes. Further symptomatology following 
the first three weeks of  presentation include, de-
creased levels of consciousness with seizures and a 
development of a catatonic state. Dyskinesias and 

autonomic instability with periods of hypoventila-
tion also occurred. 
 
In terms of investigations, patients suspected of this 
illness should have a serum and CSF sample taken for 
full anti-body screen and analysis. An MRI is also indi-
cated as several female patients have ovarian terato-
mas. An EEG should also be carried out as abnormali-
ties are often seen.   
 
The importance of early diagnosis and implementing 
treatments such as plasmaphoresis to remove anti-
bodies from the blood stream are all critical pointers 
in the prognosis of patients. In cases where a tera-
toma is found and subsequently surgically removed 
the prognosis for recovery is much improved. Overall 
recovery is thought to take months to years although 
a full recovery is permissible, with patients suffering 
from amnesia and some degree of brain damage/
disturbance after. 
 
In conclusion, this disorder is now becoming more 
widely known. In particular, anti-NMDA receptor en-
cephalitis seems to have a mainly young female pre-
dominance and is a very serious, dangerous condition 
which shouldn’t be overlooked in patients presenting 
with neuro-psychotic symptoms. Although much 
more is being discovered about the condition, con-
tinuing analysis of cases and further research is 
needed to expand on the current information avail-
able. 

Anti-NMDA Receptor Encephalitis 

Table Reference 

Dalmau J et al. Anti NMDA receptor encephalitis: a severe multi-stage treatable disorder presenting with psychosis. 

Journal of Neuroimmunology; 2011 (cited 2011 December 23). Vol 231: 1-2 pgs 86-91  
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Huay Shan Yuen 
4th Year Medical Student 
 
When you hear the term organ donation, what 
comes to mind? The first thing I thought when the 
term was brought up was how unlikely it was that I 
would ever need an organ to be donated to me. Be-
ing a healthy 22 year old with relatively healthy fam-
ily members, organ donation always seemed some-
thing that I would never be actively involved in. It 
just goes to show though, that life is unpredictable.  
A few weeks ago, while roaming around the renal 
ward in the QE hospital in search of a patient to use 
for my case presentation, I was referred to a kindly 
looking Mrs X by the ward FY1.  
 
The gist of her story was this: Mrs X was diagnosed 
with end stage renal failure about 10 years ago. She 
was on dialysis for the entire duration of her illness 
until her daughter, tired of waiting for a donor kid-
ney to turn up, decided to donate one of her own 
kidneys to her mother. Her story piqued my curios-
ity. I was eager to learn more about the subject, so 
instead of redirecting the topic of conversation with 
my usual ‘’Yes, Mrs X that sounds lovely but what 
about this pain you’ve been telling me about...?’’ I 
listened to the emotionally turbulent journey she 
had been going through ever since she was first di-
agnosed. 
Her story moved me. She told me about how she 
hated dialysis and how she hated knowing that, de-
spite all the trouble that she had to go through, dialy-
sis would never bring her kidney function back to nor-
mal. She went on to talk about how frustrating it was 
to rely on a machine to keep you alive; how in a way it 
made her feel less human. Her eyes welled up when 
she told me about a phone call she got a few years 
back telling her that there was a possibility of a trans-
plant and how her whole world came crashing down 
when she was then told that she was not a match 
after all. She then went on to talk about the trans-
plant she just had. I could see the triumphant look in 
her eyes- and the relief- when she told me about how 
her daughter had decided to donate one of her kid-
neys to her.  
 
It’s really difficult sometimes to be passionate about 
something that you may not ever understand but for 
some inexplicable reason my feelings about organ 
donation markedly changed after that conversation.  

 
It made me yearn to 
do something to in-
crease the pool of or-
gans available for do-
nation and to help the 
thousands of patients 
like Mrs X who may 
not have been as for-
tunate. Volunteering 
to be an altruistic do-
nor might be a tad ex-

treme, but as medical students, I think that the best 
that we can do is to join the organ register to try to 
clarify any misconceptions about organ donation that 
our family and friends may have.  
 
Since my meeting with Mrs X I am now a member of 
Organise, a medical school society that serves to pro-
mote organ and blood donation amongst students. 
We are a relatively new society and always looking to 
recruit new members. If anyone is interested in get-
ting involved, joining the organ register or wants to 
find out how to go about donating blood regularly 
we would love to hear from you at organisebirming-
ham@gmail.com.  
 
 

This year you could provide someone out 
there with the best gift a person could ever 

receive- a new lease of life. 
 

 

 

Organ and Blood Donation 

mailto:organisebirmingham@gmail.com
mailto:organisebirmingham@gmail.com
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Learning through fighting:  

How conflicts are changing medical practice 

 
Hammad Sadique 
4th Year Medical Student 
 
Throughout history, humans have developed greater 
methods of harming others and more devastating 
weapons to inflict damage on enemies. If not for any-
thing else, these conflicts have served as a catalyst in 
the development of medical practice and acquisition 
of knowledge. Medics are being forced to adapt and 
discover new techniques and equipment to help re-
duce morbidity and mortality from the battlefield. We 
can find evidence of this in just about every major con-
flict.  
Modern military medicine is believed to have origi-
nated from the Greeks, where Hippocrates was 
quoted saying “War is the only proper school for sur-
geons”. It was quickly adopted by the Roman armies 
who were one of the first civilisations to implement 
the tourniquet. The Arabs later added new techniques 
the like of cauterising bleeding sites to reduce blood 
loss. The Crimean War set the foundation for bringing 
about an infection control revolution led by Florence 
Nightingale. The Crimean War also enabled the intro-
duction of battlefield anaesthetics with the usage of 
chloroform. World War I and II heralded changes in 
trauma triage and introduced novel practices such as 
penicillin and blood transfusions. Despite the battle-
field evolving through the ages, haemorrhage still re-
mains the major cause of death. There have been sev-
eral new developments in this field, which have made 
their way into civilian medical practice. Apart from the 
use of tourniquets in the acute setting, frontline doc-
tors have been using new haemostatic agents. One of 
these is chitosan coated bandages, which form a com-
plete adhesive seal over an external wound on contact 
with blood. Chitosan is a polysaccharide found in many 
shellfish, like shrimp. When in contact with blood the 
chitosan becomes positively charged and attracts the 
negatively charged red blood cells to form a seal over 
the wound. This can effectively stop a massive bleed-
ing site and prevent infections with its additional anti-
bacterial properties. These have been distributed and 
used throughout coalition forces in combat. New 
blood transfusion protocols are also being trialled in 
the UK, based on retrospective studies undertaken by 
combat hospitals. They are looking into the use of dif-
ferent regimes of administrating plasma and red blood 
cells in trauma patients. Some studies showed benefit 
in a 1:1 ratio and others showed 1:2 (Plasma to RBC) 
benefits in reducing mortality. This is still a matter of 
debate and ongoing research, driven by the overseas 

conflicts.   The type and location of the battlefield has 
a direct effect on medical practice. Trench warfare 
gave birth to maxillofacial specialties as soldiers’ heads 
were often vulnerable to opportunistic enemy snipers 
and explosives. World War II introduced rehabilitation 
medicine and the art of salvaging and then improving 
function to allow return to the battlefield. However, 
the hallmark of the current overseas conflict is the Im-
provised Explosive Device (IED) injury. These blast inju-
ries cause a complex mix of differing injuries and com-
plications, requiring a high level of diverse skills. The 
high energy trauma soldiers experience can have a 
devastating effect on the exposed upper and lower 
limbs; leaving some with horrific burns injuries. We 
only have to look as far as the QE Hospital Birmingham 
to see how this is changing the approach to medical/
surgical treatment. New thermal cameras are being 
trialled on burns patients which compare the patient’s 
core temperature with “hot spots” of reduced or in-
creased temperature giving an accurate and rapid as-
sessment of burn injuries. Pioneering surgical tech-
niques are also being implemented and learnt such as 
those in the case of Private Neil McCallion who was 
injured in a bomb attack. Following debridement of his 
injured hand and removal of dead tissue and bone, the 
soldier had little to no function and an “empty” hand. 
The surgeons adopted a technique whereby parts of 
his ribs and serratus anterior muscle and its vessels 
were removed and reattached inside his hand. Follow-
ing this tendons taken from his leg were later inserted 
into his hand, and his hand was temporarily attached 
to his abdomen by skin to allow skin regeneration on 
the back of his hand. Following recovery he went on to 
pass his driving test and is able to carry out many ac-
tivities. The possibilities for the future are endless and 
cannot be condensed into this article, from technology 
such as portable ultrasound devices that can stop in-
ternal bleeding to dehydrated long life blood products, 
to prosthetic limbs that utilise brain input for locomo-
tion. Research is also being pushed forward by IED in-
juries such as studying to reduce heterotopic ossifica-
tion (Bone growth in non osseous tissue) that occurs 
as a later complication and can hamper recovery. 
 
Conflicts continue to be an inescapable aspect of our 
society and although they are a source of much loss, 
they can provide medics with a steep learning curve. 
Armed with medical knowledge, along with an ever 
growing arsenal of technology and a constantly chang-
ing evidence base, medics must sometimes venture into 
the unknown and reflect in order to learn from our 
wars.  
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Medicine Abroad 

An Elective Experience in North America  
 
 Farhaan Shabir 
5th Year Medical Student 
 
The elective experience is an opportunity for medi-

cal students to pursue an area of medicine or sur-

gery that interests them. A majority of students 

venture abroad to fulfil such desires and this was 

the case for me. Having applied for prospective 

placements during my third year I was fortunate to 

receive a response from the Texas Medical Centre 

to undertake an elective in Cardiac surgery.  

 

Location 

 

My five-week placement took place primarily at St 

Luke’s Episcopal Hospital, Houston, Texas Medical 

Centre, Texas. An induction programme took place 

at the nearby Baylor College of Medicine, which 

involved an intense scrubbing technique demon-

stration and subsequent MCQ exam. The Texas 

Medical Centre houses a number institutes ranging 

from neurophysiology through to cancer studies. 

Having delved into the history of the Texas Medical 

Centre prior to applying I became even more set 

on pursuing an elective there. In 1969, Dr Denton 

Cooley performed the first artificial heart trans-

plant there and I was fortunate to have been in-

volved in the modern-day equivalent carried out by 

Dr Frazier and Dr Cohn using their continuous 

pump device. 

 
A Typical Day  
 
Most days would start early in the morning at around 

7.00 with a ward round to see the patients on the list 

for that day. Operating lists would normally consist 

of three to five patients. At St Luke’s Hospital the 

operating schedule was never set in stone, Attend-

ings (consultants) would decide whether they could 

fit in additional patients and so operating occurred 

continuously during the day sometimes finishing at 

18.00.  

 

 

Most lists had patients requiring some form of by-

pass procedure, either for coronary artery bypass or 

valve replacement. However, occasionally non-

cardiac procedures would be transferred to the list 

and so you could end up assisting with, for example, 

renal transplants. 

Most medical students assisting in theatre were ex-

pected to fulfil a set of duties. Listed below are some 

of the expectations the cardiac surgeons had, obvi-

ously some were more achievable then others. Learn-

ing and enhancing surgical skills took place opportu-

nistically. 

 

 Helping in patient preparation for theatre – 

transfer of patient to theatre table and cardiac 

recovery. 

 Assisting in vein harvesting, with suture to leg 

after graft had been taken in cardiac bypass 

surgery. 

 Placing hand into chest to stabilise the left ven-

tricle to enable the Attending to suture the 

vein graft. 

 Applying pressure to sternal wires in order to 

close the chest. 

 Suturing closed the skin once the sternal wires 

were in situ. 

 

I was fortunate to meet pioneering surgeons Dr Fra-

zier and Dr Cohn who implanted their continuous-

flow total artificial heart into a 55 year-old patient 

suffering from amyloidosis, which had led to deposi-

tion of altered protein in his heart. A live donor was 

not available and to prolong life the pump was seen 

as the only viable option. After a twelve hour proce-

dure the pump was successfully implanted. The pa-

tient made a good recovery but still battled the ef-

fects of amyloidosis on a daily basis. The installation 

of this device has currently overcome the failures of 

old artificial hearts namely abrupt arrest, clot forma-

tion and infection. It is a significant step in total artifi-

cial heart implantation as an alternative when donor 

hearts may be scarce. 
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 Application Process 

 

Filling in the forms to the Texas Heart Institute was 

one of the best things I have ever done. Impor-

tantly, for those wishing to apply to America the 

USMLE is not a prerequisite. I would definitely rec-

ommend it for those with future surgical aspira-

tions. If you would like any further details please 

email me – fxs641@bham.ac.uk   

 
 
 
 
 
 
 

 
 
 
 

Medicine Abroad 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
  
  

  

  

  

  

  

Continuous-flow total artificial heart in situ  

Image Source: www.texasheart.org     

Texas Heart Institute 

mailto:fxs641@bham.ac.uk
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Medicine Abroad 

   

  Global Brigade 
  

Global Brigades is the largest student-led global 

health and sustainable development organization in 

the world. Beginning as a collaboration between an 

American medical student and one Honduran man, 

the charity now serves 124 communities in Central 

America; helping over 50,000 people in these rural 

communities. 

  

The charity runs nine different brigade programs, 

each having a joint vision to improve the quality of 

life worldwide. This is carried out by student volun-

teers, working within local communities to achieve 

sustainable improvements across the world. The 

sheer size of the charity has meant that the com-

munities it reaches can receive continual support all 

around the year. A strong emphasis is placed on the 

holistic impact, as the work carried out by Global 

Brigades targets a wide range of aspects that affect 

the health and well-being of the communities in 

need. 

  

The last couple of years have been an exciting time 

for Global Brigades. The success of the charity has 

led to an expansion; both in terms of the countries 

in which they work and of the countries the bri-

gades themselves come from. Worldwide, there are 

currently 480 universities involved, with 11 universi-

ties being in the UK. 

 

 

 

 

 

Last summer Global Brigades Birmingham sent 

out a team of medical students to both Ghana 

and Honduras to provide access to healthcare for 

people living in rural communities. We set up and 

ran mobile clinics and pharmacies, saw and cared 

for over 1000 patients and did health promotion 

work in the communities we were in. Many of us 

took the opportunity to travel after our brigades 

also.  

  

This summer we will be running medical brigades 

to Ghana and Honduras again, and are now in the 

process of recruiting volunteers. Currently, our 

medical brigade is the most established program 

in Birmingham and although we started out in the 

medical school, our next aim is to involve stu-

dents from other departments in the projects we 

are running.  

www.globalbrigades.org  

 

 

http://www.globalbrigades.org
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Our water brigade is new to Birmingham this sum-

mer and we are looking for volunteers from all 

departments in the University to travel with us on 

this project. We plan to go to Ghana and help pro-

vide communities with sufficient clean water in 

four main ways: water treatment facilities, com-

munity leader training, education, and infrastruc-

tural development. Water brigade volunteers will 

help to design and construct water systems to 

prevent water related illnesses occurring in areas 

with limited access to clean water. In addition, we 

are looking for people to assist in another new 

brigade set to run in Ghana this summer. The mi-

crofinance brigades are involved in setting up 

community banking systems, to providing access 

to loans, financial literacy programs, and educa-

tion in order to improve community production 

and develop a culture promoting financial sustain-

ability. Each of these brigade programs, medical, 

water and microfinance, will run 23rd June – 2nd 

July 2012. They all offer an amazing international 

volunteering experience and after the brigade 

there is the opportunity to travel. Any student 

from any discipline is welcome to take part in any 

of the brigades, and qualified doctors are needed 

also. 

  

 

 

 

 

 

 

 

 

 

 

Global Brigades Birmingham is a charity giving all Bir-

mingham students the opportunity to travel to some 

amazing countries, volunteer within local communi-

ties and make a real impact on the lives of the people 

living in those communities. If you are interested in  

 

 

coming on one of our three brigades, or if you would 

be interested in helping set up another Global Bri-

gades program, then we would love to hear from 

you. If you have any questions or would like any more 

information then please do not hesitate to contact 

the Global Brigades Birmingham Committee.  

 

 

We will be running information sessions for our bri-

gades soon, so if you are interested make sure you 

get in touch or join the Facebook group so we can 

give you the details. Looking forward to hearing from 

you! 

Email: globalbrigadesbirmingham@gmail.com 

Facebook: Global Brigades Birmingham 

Global Brigades website: www.globalbrigades.org  

  

“We set up and ran mobile clinics and 

pharmacies, saw and cared for over 

1000 patients and did health promo-

tion work in the community we were 

in.” 

Medicine Abroad 

mailto:globalbrigadesbirmingham@gmail.com
http://www.globalbrigades.org
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By David L 
Medical Student 
 

If at the next dinner party you fill a gap in conversa-
tion with a reference to an article you read in QMM 
about the discovery of a ‘friendly’ bacteria that has 
been found that aids digestion, those in your com-
pany are likely to respond with a judgmental look 
of boredom and distain. Tell them, on the other 
hand, about an article you read about bacteria 
which could 'make you feel happy,' and even the 
science-mad guy at the table will display genuine 
surprise.  
 
 
 

...bacteria in our gut alone outnumber 
our own cells in the entire body by 10:1... 

 
 
 
Friendly bacteria bored your acquaintances be-
cause they’ve heard it all before and whilst you can 
certainly question the ridiculous naming of the bac-
teria in their yoghurts, the claims made in these 
adverts are not entirely false. What is surprising 
however is that whilst, at least in some cases, the 
scientists responsible for the probiotic yoghurts 
can produce solid evidence showing that bacteria 
in the concoction can improve immune and diges-
tive function; they have little idea of how and why 
they do. As bacteria in our gut alone outnumber 
our own cells in the entire body by 10:1, it isn’t sur-
prising that they are contributing a lot behind the 
scenes, yet very little is known about how they 
contribute to human health and disease and, until 

recently, there had been little research attempting 
to change this. 
 
In 2008, the International Human Microbiome Con-
sortium was launched which aimed to oversee and 
organize an increase in the understanding of the role 
that the commensal bacteria in the body. One of the 
key developments since its launch was the realization 
that the bacteria of the gut play a key role the intesti-
nal end of the ‘gut brain axis’.  This term refers to the 
communication system which exists between the 
gastrointestinal tract and the central nervous system 

through which messages travel in both directions. 
In a recently published study, Professor John Cryan 
and his team demonstrated that mice fed with Lacto-
bacillus rhamnosus JB-1 showed significantly fewer 
stress, anxiety and depression-related behaviours 
than those fed with just broth. Additionally, ingestion 
of the bacteria resulted in significantly lower levels of 
the stress-induced hormone, corticosterone. The 
study opens up the intriguing possibility of the use of 
bacteria to treat stress related psychiatric disorders 
such as anxiety and depression in the future.  
 
Although the IHMC has led to an increase in the 
awareness and understanding of the microbiome, we 
are still some way away from bacterial based treat-
ments being used routinely to treat diseases. How-
ever, with continued interest and investment, a men-
tion of happy bacteria at a dinner party in 10 years 
time may result in the same stone faced response 
that mentioning friendly bacteria does today! 
 

Happy Bacteria 
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Replication in the Neural Endothelium –  

an explanation for neurological symptoms in Chronic HCV infection? 

By Nick McCarthy  

3rd Year BMedSci Student 

 

...a boost to research into the lifecycle of 

the hepatitis C virus... 

 

One of the greatest pitfalls of research into HCV 
treatment since its discovery in 1989 has been the 
lack of an in vitro culture system, yet in the last dec-
ade, two successful approaches to observing the 
HCV lifecycle have been developed. The first in-
volves the creation of a HCV “pseudo-
particle” (HCVpp) which possesses HCV surface pro-
teins which allows successful entry into hepato-
cytes. The second was a chance discovery of a strain 
that could successfully undergo full replication in 
human hepatoma cell cultures (HCVcc). 

 
 
This step forward provided a boost to research into 
the lifecycle of the hepatitis C virus, something des-
perately required in light of the poor selection of 
anti-virals available for the disease. The Jane 
McKeating HCV Research Group, based at the uni-
versity, currently plays a leading role in this field and 
in their latest work, a breakthrough may have been 

made into understanding the neurological symp-
toms which appear in many cases of HCV.  
 
HCV tropism is determined by the co-expression of 
viral receptors – host cell proteins utilised by the virus 
to enter and infect the cell. Previously, expression of 
these has only been observed in hepatocytes, hence 
the isolation of infection to the liver. However, hav-
ing detected the HCV RNA genome in brain tissue 
samples from 10 infected individuals, the question as 
to whether these receptors could also be expressed 
in neural tissue was posed. Staining of fixed slices of 
brain tissue with fluorescently tagged antibodies al-
lowed for the visualisation of these receptors in the 
tissue, wherein they were shown to be expressed. 
 
The next step was to attempt to culture HCV on cell 
lines derived from neural endothelium and two sepa-
rate lines were created. A key observation noted was 
the loss of tight junction integrity and the expression 
of apoptotic markers in the tissue during HCV infec-
tion, as these factors would seem a likely cause to the 
neurological symptoms experienced.  
 
A final important point, given the successful isolation 
of infectious HCV particles from the neuro-
endothelial cultures post-infection, is that infection of 
neural tissues in vivo may well provide a reservoir 
which maintains infection post transplantation. It can 
be speculated that this contributes to re-infection of 
the newly transplanted organ, with dire conse-
quences for patient survival. 
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Nuthana PB 
Intercalating Medical Student 
 
Atrial fibrillation (AF) is a common disorder that af-
fects over one million people in the UK (AF Associa-
tion). AF has been established as a cause of stroke 
for some time, but the exact process of how this 
can occur is not fully understood.  In a normal heart, 
action potentials are stimulated from the sino atrial 
node to cause depolarisation and hence contraction 
of the atria. In a patient with AF, this does not occur, 
and depolarisations are triggered from random ar-
eas of the atria. This alters atrial architecture, which 
increases the risk of clot formation. Clots formed in 
the atria could be transferred into the circulation, 
and if they reach and occlude a cerebral vessel, this 
could cause an ischaemic stroke.  
 
Current treatments 
 
Warfarin is the main treatment that has been used 
for stroke prevention in AF for the past fifty years. 
Although warfarin is effective, several problems are 
associated with its use. The main problem is the 
high risk of bleeding. Warfarin also has an unpredict-
able pharmacology and narrow therapeutic win-
dow, so patients require regular check-ups to make 
sure that they are given a dose that balances stroke 
prevention with the risk of bleeding.  
Due to these drawbacks, only 50-60% of AF patients 
end up being treated. As AF increases the risk of 
stroke by approximately 5 times, lack of treatment 
is a major problem. There is a great need for re-
placement therapies. Three new oral anticoagulants 
have been developed. They target two key players 
in the coagulation cascade (the process of clot for-
mation) – Thrombin and Factor X.   
 
Dabigatran  
 
Dabigatran is a direct thrombin inhibitor given as a 
pro drug. The RE-LY RCT compared two doses of 
dabigatran with one dose of warfarin. One dabiga-
tran dose significantly reduced the risk of stroke 
whilst the other was as effective as warfarin. Both 
dabigatran doses significantly reduced the risk of 
intracranial bleeding. However, GIT associated side 
effects, such as dyspepsia, were much more com-
mon with dabigatran. The FDA have approved its 
use in the US, and NICE are in the process of consid-
ering approval.  

 
Rivaroxaban  
 
Rivaroxaban is a direct factor X inhibitor. The ROCKET 
AF study found that rivaroxaban was as effective as 
warfarin for stroke prevention. Rates of fatal bleed-
ing were significantly reduced by rivaroxaban.  The 
new drug was approved by the FDA at the beginning 
of November for stroke prevention in AF. NICE are 
due to review its approval in spring 2012.  
 
Apixaban  
 
This is another factor X inhibitor which has shown 
great success in the recent ARISTOTLE phase 3 RCT. 
Not only was apixaban superior to warfarin for stroke 
prevention, the risk of bleeding and deaths was also 
significantly reduced. Apixaban is due to be reviewed 
by the FDA and NICE in the near future.  
 
Will the new treatments replace warfarin? 

 
 
 
 
 
The new anti-
c o a g u l a n t s 
are as good (if 
not better) as 
warfarin for 

stroke prevention. All three of the new treatments 
reduce the risk of bleeding, the main problem with 
warfarin.  
However, it is presently unclear whether the new 
treatments will remove the need for regular check-
ups.  Small studies suggest that there may be food or 
drug interactions which affect the pharmacology of 
the new anticoagulants. In addition, they are likely to 
be very costly - apixaban is estimated to cost four 
times as much as warfarin. In the current economic 
climate, this may be off putting for both clinicians and 
patients. If patients are able to take the new treat-
ments without having to be monitored regularly, 
these new anticoagulants are likely to be a successful 
replacement of warfarin. For now, however, it seems 
as though there is still some time left for warfarin as 
the main treatment for stroke prevention in AF.  
 

 
 
 

Stroke prevention in atrial fibrillation 

time to say goodbye to warfarin? 
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Sabrina Kayani 
2nd Year BMedSc 
 
Michael Jackson- The King of Pop. He is known world-
wide as one of the best pop artists in history having 
sold the most copies ever of a music record. From 
Thriller to Billie Jean to Invincible, this entertainer had 
been in the public eye for over 40 years and so his 
sudden death, just a few weeks before his London 
appearance at the O2 arena, caused universal shock 
and confusion. Many wanted to know: How exactly 
did the King of Pop die? 
 
On 25th June 2009, the pop legend was found dead, 
at the age of 50, at his home in Los Angeles as a re-
sult of acute propofol intoxication. His personal phy-
sician, Conrad Murray, has recently been found guilty 
of involuntary manslaughter and is believed to have 
injected Michael Jackson with propofol, which should 
only be used in a hospital setting, as well as other 
drugs such as lorazepam, midazolam, lidocaine, di-
azepam and nordiazepam which were found in the 

bloodstream following autopsy of Jacksons body. 
 
Propofol (brand name Diprivan) is often used as a 
general anaesthetic, intravenously, in a controlled 
environment by a trained anaesthesiologist. Due to 
its milky white appearance it is usually known as 
"milk of anaesthesia" and Jackson often asked for his 
"milk". Propofol, when used for surgery, induces un-
consciousness, however in the case of Michael Jack 

 
son it was inappropriately used by his cardiologist as 
a sleeping aid to help with Jacksons insomnia. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Propofol positively modulates the inhibitory function 
of GABA (gama-aminobutyric acid) on its GABAA re-
ceptors, thus bringing about its sedative-hypnotic 
effects. It is often used as a general anaesthetic  as it 
causes a patient to become unconscious within 40 
seconds of injection. As it depresses respiratory and 
cardiac function quite significantly, it has the poten-
tial to send a patient into respiratory or cardiac arrest 
and therefore, an anaesthesiologist must be close at 
hand. 
 
In addition to propofol, Michael Jackson was also ad-
ministered lorazepam which in combination with pro-
pofol reduces the patient’s ability to breathe and in-
creases the risk of heart failure, thus leading to his 
cardiac arrest. 
 
Due to this scare from the untimely and sudden death 

of the pop legend and the very publicised trial of his 

manslaughter, many people now doubt propofol  and 

its use as an anaesthetic despite it having a rapid on-

set and recovery time. Many patients have to be reas-

sured that Propofol is not dangerous if administered 

correctly. 

Propofol- a killer? 

Lorazepam A benzodiazepine; to treat insomnia and 

anxiety 

Midazolam A benzodiazepine; for insomnia and seda-

tion 

Lidocaine Local Anaesthetic; often used with propofol 

to reduce the pain caused by its injection 

Diazepam A benzodiazepine; to treat insomnia and 

anxiety 

Nordiaze-

pam 

A benzodiazepine-derived sedative; to treat 

anxiety 
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By Ali Ahmed 
Year 1 Medical Student 
 
The contemporary debate about smoking may go 
back as far as the 17th century when James I contro-
versially attacked it as ‘a custom loathsome to the 
eye, hateful to the nose, harmful to the brain, danger-
ous to the lungs and in the black, stinking fume 
thereof, nears resembling the horrible stygian smoke 
of the pit that is bottomless.’ James was a monarch 
many years ahead of his time but little did he know it 
would take several hundred years before the masses 
agreed and a ban imposed, even then with fiercely 
loyal opposition. A whole generation after the health 
risks from smoking were demonstrated beyond dis-
pute, 15 million Britons would still smoke and 13 peo-
ple would die every hour from it costing the National 
Health Service £1.5 billion per annum. The demo-
graphic would range from princes to paupers, the 
common man, underage schoolboys and even 
women! Smoking as a mass habit had truly become a 
phenomenon of the 20th century. 
 
We generally believe that people are entitled to live 
their lives in the way they want to and this is perhaps 
the central dogma of our liberal society. However, in 
the context of the smoking debate it illustrates the 
difficulty of defining the boundaries of freedom of 
action. It can be suggested that the smoking ban 
was a real challenge to our perception of the norm. 
It was seen as infringing on smokers’ rights, a social 
breakthrough that had the potential to be medically 
revolutionary in years to come. People have every 
right to choose to smoke but along this freedom 
surely comes the responsibility for the decisions they 
make. Has this freedom overpowered any sense of 
responsibility and does it ultimately make this ban 
futile? Surely for something to be considered a medi-
cal breakthrough it must come about at the right 
time - was this one decades too late?  
 
Hundreds die each year from lung cancer and heart 
disease brought about by passive smoking and in 
these circumstances the ban of 2007 can be consid-
ered as a medical breakthrough. Prohibiting smoking 
in enclosed public areas clearly results in the general 
population receiving less exposure to secondhand 
smoke, protecting the health of people and in turn 
saving lives. Moreover, as it becomes more difficult 
for people to smoke, it encourages more to quit. This 
is exemplified through figures for the first year of  

 
The ban whereby is was thought two billion fewer 
cigarettes were smoked, 400 000 people quit and at 
this rate it would prevent 40 000 deaths over a ten 
year period. These are all indicators of highly pro-
gressive development.  
 
On the contrary, it can be argued the smoking ban 
was nothing more than a set of draconian laws that 
have failed to control a habit so many are deeply reli-
ant on. People have smoked since the 16th century 
when tobacco was first introduced on the continent 
as a wonder cure for everything. The simple fact is 
they will continue to do so regardless of the health 
implications. Most who give up smoking do so be-
cause of the cost involved and health is often a sec-
ondary reason. In this context the ban is not only 
pointless but has serious flaws. Firstly, people can still 
smoke in public outdoors. Take the example of a busy 
high street where the ban has no impact whatsoever 
and exposure to secondhand smoke is still present. 
Moreover, 17 000 hospital admissions per year of chil-
dren under 5 are due to their parents smoking and a 
quarter of cot deaths are caused by mothers smok-
ing. In these circumstances the smoking ban again 
has had no impact. Adults are still able to smoke in 
cars which undoubtedly exposes anybody who sits in 
their car to high levels of cigarette smoke and those 
who live with smokers will see little change to their 
health either. As a result passive smoking is still sig-
nificant in causing illness and the ban has done little 
to protect a large proportion of the population.  
 
One can confidently conclude that the smoking ban 
has failed to prove it’s worth as a medical break-
through. It has failed to turn hardline, militant smok-
ers into the pariahs it was  supposed to have. Some 
even argue it has done the exact opposite with many 
of us ending up on smoking terraces in clubs and 
pubs breathing in fumes for fear of being the only 
one left inside. However, in the long run it still has the 
ability to encourage more smokers to quit and to pre-
vent smoking related illnesses. This will save our 
health service millions and will indirectly save lives. It 
is in this context that one can legitimately connote 
that the UK smoking ban of 2007 will be revolution-
ary in coming years and at the heart of it all lies the 
temerity of a 17th century Stuart King!  
 

Smoking Ban– a medical breakthrough 
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Manchester United-induced Addisonian Crisis 

 
Akbar Choudhry  
Foundation Year 2 Doctor 
Trafford General Hospital 
 
Original Case Report Published in the  BMJ 
BMJ 2011;343:d7732  
 

This article de-
scribes a clinical 
presentation of 
Addison’s disease 
in a 58-year old 
lady, with an 
added twist. It will 
outline how the 
condition lived up 
to its moniker as 

the ‘unforgiving master of non-specificity and dis-
guise’ and describe the role played by Manchester 
United in the final diagnosis.  
 
The patient, Mrs JN, first presented with deteriora-
tion in her exercise tolerance. Having previously 
been a regular attendee at her local gym, she no-
ticed that even leisurely walks led to fatigue and 
chest discomfort. Cardiological investigation dem-
onstrated reversible ischaemia in the left anterior 
descending artery. This was managed with medical 
therapy alone, but did not alleviate the patient’s 
symptoms. In fact a multitude of new problems 
emerged, including poor concentration and quality 
of sleep, visual blurring, and feelings of persistent 
fatigue.  
 
A persistent hyponatraemia of 120-125mmol/L 
(normal values 135-145mmol/L) was noted and fol-
lowing a referral to endocrinology, a diagnosis of 
Addison’s disease was postulated. This is a chronic 
condition where the adrenal cortex fails to secrete 
adequate levels of glucocorticoids and mineralocor-
ticoids (cortisol and aldosterone, respectively). In 
the UK, autoimmune dysfunction is the commonest 
cause. The most commonly described presenting 
symptoms are fatigue, weakness, lethargy and low 
mood; these feature in a number of other chronic 
conditions and demonstrate why this is a taxing 
diagnosis to make. A number of investigations were 
carried out. Basal serum cortisol was measured at 
246nmol/L (normal values 140-700nmol/L) but on 
administration of synthetic adrenocorticotrophic 

hormone (ACTH) in the  
 
form of a short synacthen test, this increased to only 
264nmol/L (normal value >700nmol/L). Elevated lev-
els of plasma ACTH (509ng/L, normal values 0-46ng/
L) indicated primary adrenal failure. Positive anti-
adrenal cortex antibodies pointed to autoimmune 
aetiology. Aldosterone levels were found to be low at 
less than 100pmol/l (normal values up to 630pmol/L). 
 
Established research details how the body responds 
to stress. At ‘rest’, there is pulsatile secretion of corti-
cotrophin-releasing hormone (CRH) from the hypo-
thalamus, peaking in the early morning. During stress-
ful situations, the amplitude of these secretions in-
creases, leading to ACTH release from the anterior 
pituitary. This in turn causes glucocorticoid (mainly 
cortisol) secretion from the adrenal cortex. Glucocor-
ticoids mediate the human stress response, and it 
therefore follows that patients exhibiting undetected 
or inadequately replaced adrenal insufficiency will 
experience an impaired response in these situations. 
These stressors may take the form of illness or infec-
tion, but are almost unlimited in number. 
 
The patient described unprecedented episodes of 
anxiety, palpitations, light-headedness, and a sense 
of impending doom towards the end of high-profile 
Manchester United matches at Old Trafford. This was 
particularly severe during the clashes against Man-
chester City and Chelsea in the early months of 2011, 
where the outcome of the match was in question un-
til the very last minute. Before any treatment for Ad-
dison’s has been commenced, she even considered 
leaving the stadium on more than once occasion! 
Given the unquestionable diagnosis of autoimmune 
adrenal failure, and the impaired stress response the 
patient exhibited, it left us in no doubt that this was a 
case of Manchester United-induced addisonian crisis, 
a phenomenon not previously reported. The fact that 
she was symptom-free during one-sided matches 
against poorer opposition cemented this idea. 
 
Replacement therapy has now been initiated, in the 
form of daily hydrocortisone and fludrocortisone. 
This coincided with the start of the 2011/12 season and 
much to the patient’s relief she was able to attend 
the tense matches against Sunderland and FC Basel 
without suffering with any of the ill effects noted last 
season. We will of course monitor her closely as the 
season develops. 
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QMM Crossword 

Across 
7. Lateral Rectus is innervated by which cranial nerve? 
9. Charcot’s Triad consist of RUQ pain, RIGORS and what 
else? 
13. Staging system for Prostate Cancer. 
15. Is a type of sacular aneurysm? 
17. What is the medical term for Frozen Shoulder? 
18. What colour Venflon can be used for blood transfusion? 
20. The product of Type II Pnuemocytes? 
21. Common skin infection affecting the deep dermis. 
22. What name is given to the syndrome in which patients 
have a decreased ability to acquire new memories due to 
thiamine deficiency? 
25. What set of symptoms are often see in Rheumatological 
patients? 
28. The pathogen which is the commonest cause of a UTI? 
30. A potassium sparing diuretic. 

Down 
1. What type of tumour compresses the sympathetic chain, causing 
Horner’s Syndrome? 
2. People who suffer from Coeliac Disease are sensitive to what? 
3. The Femoral Nerve supplies which group of muscles? 
4. Naloxone is an antagonist at which receptor? 
5. “Vampires” are thought to suffer from which Porphyria? 
6. A Reed-Sternberg cell is observed in what disease? 
8. The bandaging described in 14 Across is used to treat what? 
10. The Triad described in 9 Across is seen in which condition? 
11. In the management of Chronic Asthma, which medication forms 
step one of the treatment ladder? 
12. Shifting Dullness tests for what? 
14. Four layer compression bandaging shares its name with which 
train station? 
16. An Overriding Aorta, Pulmonary Stenosis, VSD and RV Hypertrophy 
are all features of what? 
19. The female Anopheles mosquito transmits what disease? 
23. What can be given IM to treat anaphylaxis? 
24. What structure is to be found at the Mid-Inguinal Point? 
26. In Carpal Tunnel Syndrome which nerve is compressed? 
27. Thalassaemia causes what type of anaemia? 
29. A drug given to treat patients with Thyrotoxicosis. 

Email the answers of the crossword to queensmedicalmagazine@hotmail.com by 

October 31st 2012, to win a Silver Edition of the Oxford Handbook of Clinical 

Medicine 
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The long awaited QMM is finally back, with some great features.  From the irreplaceable Dean’s Col-
umn to the sensational controversies faced by medical students on the internet; we seem to have man-
aged to fit it all into a well rounded edition. This edition on ‘Medical Breakthroughs’, included several 
feature articles covering the weird and the wonderful ,with the likes of the Anti-NMDA receptor en-
cephalitis and Man Utd induced addisonian crisis. A writer has also given us a fascinating take of war 
and its toll on medical advancement.  
We hope you have thoroughly enjoyed this edition and consider getting involved with us. The QMM 
always needs budding youthful creative minds. 

Disclaimer 
The opinions expressed are those of the authors and do not necessarily reflect the views of the QMM 
Editorial Board or the University Of Birmingham 
 
Image Sources 
The QMM thanks all its sources for assisting in the development of the magazine 
Page 12 Image 1 Taken from http://www.trentholmbergmd.com/forensic-services.html 

Page 12 Image 2 Taken from http://www.boiseforensicpsychiatry.com/ 

Page 14 Image 1 Taken from http://www.zazzle.com/check_the_box_be_an_organ_donor_6_postcard-239730212127669389 

Page 14 Image 2 Taken from http://www.wales.nhs.uk/sitesplus/861/page/52411 

Page 20 Image 1 Taken from http://nursing-resource.com/gut-flora-genes-dwarf-human-genome/ 

Page 20 Image 2 Taken from http://www.customprobiotics.com/about_probiotics.htm 

Page 21 Image Taken from http://srxa.wordpress.com/2011/06/24/mysterious-hep-a-immune-response-has-implications-for-hep-

c-research/ 

Page 22 Image Taken from http://www.bristol-labs.co.uk/pages/pharmaceutical-product-details.aspx?BL=1&n=Warfarin 

Page 23 Image Taken from http://doctorsgates.blogspot.com/2010/10/propofol-infusion-syndrome-simple-name.html 

Page 25 Image Taken from  http://confessionsofamanunitedfan.com/ 

Spot Diagnosis Competition Image has been kindly donated by Mr. Aneel Bhangu, a medical graduate of the 
University of Birmingham and the author of The Flesh and Bones of Surgery - a surgical textbook for stu-
dents. 

To be involved in the next issue of QMM or to apply to be on the sub-committee, 
email: queensmedicalmagazine@hotmail.com  

Editorial Note 
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Spot Diagnosis Competition 

Answer these questions to win a copy of  a Silver Edition of  the Oxford Handbook of  

Clinical Medicine. Email the answers to queensmedicalmagazine@hotmail.com by Octo-

ber 31st 2012. 

 

A. What is this imaging modality 

B. What gender is the patient 

C. What structures do the arrows point to  


