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Editorial 
 
Welcome to another high quality issue of the QMM. 
We hope you are having a great summer whether you 
have been on holiday on the other side of the world or 
on clinical placements here in Birmingham! 
 

In this issue we explore the contentious ideas of organ 
donation and whether or not at the end of 5 years we 
are able to deal with dying patients. Alongside our ever 
popular crossword, you will also meet an extraordinary 
student who became a mother in her 2nd year! 
 

We hope you enjoy reading this Summer issue of the 
QMM and that it inspires you to take to your pen (or 
keyboard) to contribute for next time. 

Do you have ideas for great future QMM articles? 
 
Do you have that creative writing flair?  
 
Are you a budding artist or photographer? 

Then email queensmedicalmagazine@hotmail.com 
for more info 
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  By Professor Paul M Stewart, Dean of Medicine  
 
  As I write this congratulations are in order for 
all of you on passing your end of year exams 
and moving on through the MBChB curriculum.   
June is certainly a high pressure month for all of 
us, be it yourselves anxiously waiting for results 
or Medical School staff compiling the Exam 
Boards, making sure all the results are accurate 
and disseminating these to you.   

 
Inevitably there are always a few students who 
fail and this is true across all of the UK medical 
schools. Our remit is to ensure that standards 
are set and complied with so that we are train-
ing competent doctors. 

 
 

 
 
 
 
    
 
 

 
 
 

   
As I reflect on the recent months, I am once 
again astounded by all of your achievements 
both in and out of the medical programme.  
Many of your extra-curricular activities are of 
course coordinated through MedSoc and it was 
no surprise at all to me that MedSoc won the 
award for the best MedSoc across the United 
Kingdom at a recent annual conference.  The 
Dean’s team are committed to support all of 
the composite societies of MedSoc and I person-
ally hope to help out by hosting the UK Med-
Soc annual conference next year. 

 
  You will all know of my vision to make sure 
Birmingham trains the very best doctors whilst 
also instilling a greater research/scientific men-
tality in your professional training.  Remember 
my dogma that “Medicine is the ultimate sci-
ence”, and what greater gift can we have than 
to apply our excellence in scientific knowledge 
to improve the health and wellbeing of our 
patients. 

  
 

   
In moving forward on this agenda we have be-
gun to make some changes. The “Birmingham 
Stamp” in Years 1 and 2 will see new develop-
ments in Medicine/ Biomedical Science being de-
livered by our world leading researchers.      
 
We are well underway with an evaluation of our 
intercalation programme with the aim of intro-
ducing new modules that will appeal to more of 
you, at a time when the student graduate tax will 
place increasing pressure on this programme.   
 
My predecessor Ian Booth, recently completed a 
review of anatomy teaching and already I am 
acting on this by introducing an assessment of 
anatomy across Years 1 and 2, looking at how we 
might increase your time in the prosectorium and 
a greater integration of anatomy into some of 
your clinical teaching.  I saw first-hand the huge 
enthusiasm within SurgSoc and how this body 
looks to anatomy as a key stepping stone in dif-
ferentiating some of you to take up a surgical ca-
reer. 
 
We have also made headway with our Fitness to 
Practise and misconduct procedures, so that we 
are more compliant with General Medical Coun-
cil guidelines.  It is important for all of you to re-
member that whilst we can give you an MBChB 

The Dean’s Column 

The Dean with his 2 personal assistants, Karen 
McNaughton (left) and Keeley Dudley (right), 

taken at MedBall, Saturday 5th Feb 2011  

...what greater gift than to apply our 
excellence in scientific knowledge to 
improve the health and wellbeing of 

our patients 
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degree, we can’t give you a licence to prac-
tise Medicine; this is a parallel piece of work 
that must be done at the time of your finals 
examinations.   The GMC need to know any 
information that might call into question 
your conduct or professional behaviour.   
 
Internally, I believe we have done a lot of 
work to answer your criticisms that we were, 
on the one hand too threatening over minor 
misdemeanours, whilst at the same time not 
acting firmly enough with students who you 
yourselves had concerns about.  Kate Thomas 
has led on this work with Sue Grant, and 
hopefully you have all read the Dean’s blog, 
which summarises the major changes.  
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
I do hope that some of you will have the op-
portunity for a much needed vacation before 
the next year begins, and I look forward to 
seeing all of your happy and cheery faces on 
your return to Birmingham!! 
 
I am delighted to list the names of Students 
who have received commendation letters 
from the Dean’s Office for outstanding aca-
demic and/or clinical performance in ele-
ments of the MBChB curriculum.  I am sure 
you will join me in congratulating them on 
their achievements – something of course that 
will carry forward with them on their curricu-
lum vitae for years to come.   

 

 

 

 

 

Commendation letters (blue forms) 

 The Dean’s Column 

Name Year  
Missba Ahmed 5 
Claire Baker 5 
Kulminder Banwait 5 
Matthew Barns 5 
Heather Beastall 5 
Sophie Beaumont 5 
Neha Bhagi 5 
Dhruva Bhavsar 5 
Debra Blank 5 
Greg Brown 4i 
Richard Buka 4 
Amy Burlingham 4 
Tom Butler 5 
Kate Campbell 5 
Paul Carter 2 
Linda Chan 3 
Amrish Chandegra 3 
Jonathan Chester 5 
Alexander Churton 1 
Samantha Cockayne 4 
David Cottrell 5 
Philippa Davies * 2 5 
Rachel Davies 4 
Laura Davis 1 
Frances Edwards 3 
Beth Fitzmaurice 5 
Laura Gilbert 3 
Michael Gomez GEC1 
Anna Gray 4 
Natalie Green 4 
Jessica Groucutt 5 
Adam Hancox 5 
James Harrison 3 
Nadiya Hassan 3i 
Ming-Li Hodder 5 
Sophie Ironside 5 
Saad Ismail 5 
Edward Jenner * 2 5 
Sita Jindal 4 
Tauseef Kapadi 4i 
Abirami Karthigeyan 4 

Name Year  
Sophie Lambert * 2 5 
Christopher Lewis 1 
Sarah Lort 4 
Hannah Lunn 5 
Nicholas Lyons 4 
Hannah MacDonald 5 
Harriet Mace 2 
Aparna Mark 4i 
Jonathan Matthews 5 
Sam Mazumdar 4 
Neil McCulloch 5 
Blair Merrick 3i 
Alice Metcalf 2 
Rowena Mills 5 
Caroline Morton 4 
James Moss 5 
Manuella Mount 5 
Max Osborne 5 
Nicola Oswald 5 
Rinesh Parmar 5 
Mehul Patel 4 
Meha Patel 2 
Rebecca Place 4 
Athalia Pyzer 5 
Sophie Ramsden 5 
Julia Richardson 5 
Claire Rockett 5 
Adrian Sale 2 
Matthew Saunders 3i 
Chloë Skinner 5 
Alexander Small  3i 
Sophie Smith 2 
Nicholas Stewart 5 
Shirleen Sutherland 4 
Rose Tiller 1 
Roochi Trikha 5 
Anna Tulloch 5 
Desha Wasala 5 
Matthew Webber 4 
Julie Wing 4i 
Kathryn Doyle 4 
Tracy Wong 5 

...whilst we can give you an 
MBChB degree, we can’t give 

you a licence to practise        
Medicine. 

 
The GMC need to know any 
information that might call 
into question your conduct 
or professional behaviour.   
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By Ellie Crossley, 3rd year medical student 
 
The facts: 
 Approximately 140 million users globally 

(2% of the world’s population) 
 Class B drug, since January 2009 
 Detectable in the urine for 48-72 hours in a 

one-off user, up to 6 weeks in a heavy user 
 Cannabis use can be traced back as far as 

10,000 BC 
 Queen Victoria was prescribed cannabis to 

relieve her period pains 
 

Cannabis, the most popular illegal drug, has re-
ceived significant media attention over recent 
years. Its critics say it is addictive and unsocia-
ble, whereas users argue it is just a bit of fun 
and innocuous – it is less harmful than alcohol 
and tobacco. However, the medical profession 
has caused perhaps the greatest controversy, 
with some doctors prescribing cannabis to alle-
viate symptoms of chronic pain, particularly in 
multiple sclerosis (MS) and rheumatoid arthritis. 

 
 
 
 
 
 

 

Although the relaxing effects and increased ap-
preciation of colour, music and humour tempt 
many people, my recent trip to Amsterdam 
highlighted the many problems surrounding its 
use. The coffee shops selling such drugs were a 
nasty reminder of the smoke-filled pubs that 
our law eventually eliminated, to the delight of 
the majority of the public. In addition, the 
beauty of Amsterdam was lost somewhat by 
the image of individuals wandering the streets – 
completely spaced out, eyes glazed over and 
incapable of social interaction. Surely this is not 
the look we want our cities portraying.  
  
However, it is the damage it is doing inside the 
body which is most worrying. With the NHS 
budget melting away faster than the ice-caps, we 
cannot ignore the extra demands of more wide-
spread cannabis use. For example, it has been  

 
found that smoking cannabis before the age of 
15 makes one four times more likely to develop 
a psychotic disorder. Plus, in comparison with 
tobacco, cannabis smoke contains far greater car-
cinogen concentrations and it causes a four-fold 
greater deposition of tar onto the lungs. Scot-
land already has the worst lung cancer rates in 
the world – are we prepared to risk further dete-
rioration in our public’s health? 
  
June 2010, however, saw the legalisation of can-
nabis use in the form of an oral spray, Satifex, to 
treat the muscle stiffness associated with MS. It is 
only permitted when other treatments have 
been ineffective, demonstrating the hesitancy 
and uncertainty of the medical body. Recent ex-
periments have shown promising results for its 
use in the prevention of Alzheimer’s Disease and 
in the treatment of many other conditions, such 
as AIDS related wasting and weight loss, glau-
coma and osteoporosis. The ‘medical marijuana 
movement’ is widely supported, with 15 US 
states and President Obama publically defending 
the medical use of cannabis. However, far more 
research is needed and, under current laws, such 
research on cannabis is illegal in the UK. 
 
The legalisation of cannabis has had varied and 
therefore inconclusive effects on the number of 
users in different countries.  It seems that the po-
tential medical benefits is the most likely factor 
to drive a change in the UK law. 

Should cannabis be legalised? 

Recent experiments have shown 
promising results for its use in the 
prevention of Alzheimer’s Disease 
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What on earth could be bad about 
giving a country in need of money, 

money? 

 
By Emily Burton, 2nd year medical student  
 
It’s been a few months now since Comic Relief 
was back on our screens when we were bom-
barded with heart-felt images and encouraged 
to donate in droves. The Great British public 
never fails to deliver. Why should we not? But 
have we ever stopped to think; has it ever even 
crossed our minds that we may not be helping? 
 
It will not have, I imagine; it didn’t cross my 
mind anyway. However, a lecture organised by 
the Birmingham branch of MedSin-UK, a regis-
tered global health charity, caught my eye. It 
was entitled 'The Trouble with Aid: Why less is 
more for Africa?’ and was given by Jonathan 
Glennie who’s also written a book on the sub-
ject. 
 
 
 
 
 
 
Jonathan has worked for many international 
charities and was involved in ‘Make Poverty 
History’. He makes one thing very clear 
though; that he is not opposed to the giving of 
aid that is beneficial. Where he makes the dis-
tinction is at the point where the country con-
cerned does not benefit. A very simple concept 
that is easily overlooked. 
 
If this is indeed the case, should we still con-
tinue to give it? What on earth could be bad 
about giving a country in need of money, 
money? 
 
There are successes in what can be viewed as 
quick, direct solutions; such as vaccination pro-
grammes and malaria nets. These are lifesavers!  
But if some of the aid is not used to invest and 
develop a health care and education system, 
how is the country ever going to benefit in the 
long term? Will it then become dependent on 
aid if it isn’t so already? Will the country ever 
be able to progress if 50% of its GDP is aid de-
pendent? 

 
If a country and its government become de-
pendent they may be unable to implement their 
own policies. The voice of the people becoming 
lost, as governments begin to view the aid-
giving countries as the ones who will keep them 
in power. 
 
Policy conditions are stipulated by the aid-giving 
countries. These relate to ways in which aid 
should be used and how development and in-
frastructure is planned. They are put in place to 
ensure aid is used with the correct intent. For 
example, privatising a certain percentage of 
their infrastructure may in fact stifle benefits. 
This could be detrimental and outweigh the 
benefits of the money itself. Therefore, policy 
conditions should be assessed and implemented 
appropriately. 
 
These issues are extremely intricate and by no 
means straight forward. No one as yet has the 
answer, but these ideas are not new. It will not 
be solved by stopping donations or by throwing 
more money at charities. However short term 
financial support may be a necessity in circum-
stances such as the current drought in Somalia. 
The ideas regarding the negative effects of aid 
are quite poignant and important, and should 
be taken into account. It can often be very easy 
to assume that if something is beneficial, there 
must be nothing negative about it.  

 

Aid bad for Africa! Surely not? 
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Patient safety and quality improvement:  
Students as agents for change 

By Duncan Shrewsbury, 5th year medical student 
 
“Because Quality and Safety Aren’t Electives”... 
this is the tag-line used by the Institute for 
Healthcare Improvement (IHI), an American 
organisation set up to address the healthcare 
issues surrounding the care delivered and re-
ceived across the country. The IHI coordinated 
projects that set out to enable healthcare work-
ers to identify, evaluate and solve these chal-
lenges. 
 
The UK National Patient Safety Agency con-
stantly monitors and audits performance and 
indicators of ‘events’. Key principles centre 
around concepts of Human Factors and were 
used to develop ‘Systems Thinking’, a means of 
route cause analysis. The gist of this is that a 
‘system’ is intrinsically flawed, but there are 
safety mechanisms in place that act as a safety 
net. An error occurs when something slips 
through the safety net, but this is usually caught 
and prevented from progressing by the next 
layer of safety-netting.  
 
Harm to a patient can happen when all the 
‘holes’ in the various layers of netting line up 
and the error slips through resulting in a ‘loss’. 
This analogy was dubbed the “Swiss Cheese 
Model” by Prof. James Reason (of the Univer-
sity of Manchester) and goes on to explain how 
finding fault at an individual level is not as pro-
ductive as finding ways to change a system. 

 

Last year, the NHS Institute for Innovation and 
Improvement set out to pilot the Open Schools 
project, initially started by the IHI to engage un-
dergraduate students in patient safety and qual-
ity improvement. The pilot started here at Bir-
mingham, with the aim to provide background 
information and resources to enable medical stu-
dents to act as Agents for Change. This would 
take audit projects beyond a ‘tick-box exercise’ 
to a Plan-Do-Study-Act (PDSA) cycle feeding into 
a model of improvement. The students involved 
in the pilot have continued to work with the 
staff in the medical school to take this project 
forward, beyond the idea of mini projects.  

 
 
 
 
 
 
 
 

During our time at Medical School, we study in 
and experience a huge variety of trusts, wards 
and departments. We students are a workforce 
with an untapped potential to recognise aspects 
of everyday practice which affect patient safety, 
both positive and negative. Birmingham’s vision 
for Open Schools and Quality Improvement is to 
incorporate more information and training early 
on, so that students are empowered to identify 
hazards and do something about them.  
 
Furthermore, and this is our strength (we be-
lieve), by focusing on teaching about Patient 
Safety and Quality Improvement, we can slightly 
alter the way we already work to make what we 
do count for more. In earlier years we have 
started to achieve this by designing Integrated 
Problems cases and supportive lectures. To those 
students in clinical years, this means taking your 
audit projects to the next level. The advantages 
of this are many, but include being safer, better 
doctors and as well as improving your chances 
of getting work you have to do published and 
‘aired’ in a wider arena. For more information 
or advice contact d.shrewsbury@doctors.org.uk. 

The Swiss Cheese Model 

Students are a workforce with an    
untapped potential to recognise       

aspects of everyday practice which  
affect patient safety 
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By Yasmeen Mulla, 1st year medical student 

Prize winning essay written for Birmingham 
SurgSoc at 6th Form 

“The future of surgery is. . .” 

My work experience began with a dry chuckle 
and the consultant asked, “So you want to be-
come a surgeon?” 

Also situated at the entrance of the reception 
was a tall, cylindrical machine. I watched each 
member of the surgical team insert their ID 
card, step into the machine and close the door. 
I followed suit. Within a minute I was wearing 
what could only be described as a silver wet-
suit. I stepped out the other end to discover the 
rest of the team looking perfectly comfortable 
in these wet-suits, which prevented infection. 

The surgeon’s day began with a young boy 
who had been diagnosed with diabetes mellitus 
type 1. The surgeon gestured to the patient’s 
iHealth, “Care is a partnership – patients have 
responsibilities too.” 

 

 

 

 
 

The surgeon talked through the operation with 
the family and offered them reassurance. The 
mother placed her son’s iHealth into the dock 
and the patient pressed his finger onto the 
iHealth to access his records. The registrar con-
nected various attachments to the iHealth 
dock, accessing iHealth applications such as BP, 
ECG, FBC and HbA1c. The registrar carried out 
various tests and inputted the notes into the 
iHealth. The patient’s family consented to hav-
ing their son’s records downloaded onto the 
hospital’s system for research purposes. 

 

The surgeon prepared his robot for theatre, by 
testing everything was in working order, 
“Surgeons are expected to care for their patient 
and their robots.” 

The surgical team brought in the anesthetised 
patient and transferred him to the operating ta-
ble. The registrar, anaesthetist and nurse stood 
near the patient, whilst the surgeon sat in the 
controller’s seat at the computer workstation 
away from the patient. The surgeon used the 
controls to encase part of the patient with the 
robot. A 3-D image of the patient’s body was 
transmitted across the room in real time to the 
surgeon’s computer screen. The surgeon looked 
at the screen and pressed various buttons on the 
console to zoom in closer, studying the patient’s 
tissues and even individual cells.  

The registrar inserted a capsule containing the 
patient’s replacement beta cells into the robot. 
The surgeon used different joysticks to direct the 
robot’s metal arms which had advanced, articu-
lating surgical instruments. A very small incision 
was carefully made. Each of the patient’s beta 
cells were removed from the islets of Langer-
hans and replaced. 

The rest of the day consisted of fetal surgery, 
but the patients did not want to be observed. 
Stem cells could be used to treat birth defects, 
but I would have to wait for my clinical rota-
tion to see that. 

I put my ID card into the machine and stepped 
into it again. Within a minute, it had disposed 
of my silver wet-suit. To my relief, my original 
clothes were returned. I walked out of the ma-
chine and into the lift. I looked back at the hos-
pital and I could not suppress my sense of awe. 
One day, regardless of gender, I will be a sur-
geon. 

The future of surgery 

The mother placed her son’s iHealth 
into the dock and the patient 

pressed his finger onto the iHealth 
to access his records 
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Inspiring Hope in the Poor of South India: Elective 
Report from Bethany Medical Centre, Tamil Nadu 

By Tom Baldwin, GEC 4 medical student 
 
Few degrees offer such fantastic opportunities to 
travel as medicine; indeed this is exemplified in 
the tradition of the medical elective. I was sure I 
wanted to experience a different culture and 
equally sure that I wanted to use this time to 
work with underprivileged people. I went to 
Bethany Medical Centre in South India on the 
border of Kerala and Tamil Nadu.  
 
This small mission hospital, founded by Dr. Mu-
ralider, an Indian cardiologist, is dedicated to 
serving the local population. However, it is the 
tribal people amongst whom there is widespread 
poverty, social deprivation and poor health that 
Dr. Muralider feels particularly called to serve in 
order to bring about equality for the underprivi-
leged in this community. One of the over-riding 
themes from the elective was the attitude and 
demeanour of the staff. I found the people I in-
teracted with warm, gracious and gentle in spirit. 
This was accompanied by an unwavering and 
tenacious commitment to the cause. This was 
demonstrated aptly by Dr. Muralidar. His outpa-
tient clinics were invariably busy and his case 
load was varied.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
We therefore got to see an interesting range of 
tropical diseases including gastrointestinal, lym-

phatic and pulmonary tuberculosis, leptospirosis, 
and sickle cell disease. Nutritional iron deficiency 
anaemia is also a common occurrence; in fact it 
was not unusual to see patients with an Hb of 
4g/dL! 
 
Poverty is a daily reality for many people in India 
and the despair can cause people to feel hopeless. 
Suicide is not uncommon and unfortunately we 
witnessed such a case. We travelled to the gov-
ernment hospital ITU with a young farmer who 
had deliberately drunk the locally used organo-
phosphate fertiliser, the anti-cholinergic effects of 
which are fatal if not treated. 

 
 
 
 
 
 
 

India’s tropical climate makes for a diverse ecosys-
tem; indeed we witnessed first hand wild ele-
phants, scorpions, snakes, spiders and wild boar. It 
was refreshing to see these creatures untamed and 
in their natural habitat. One quickly realises that 
they are far from safe though! This reality  
was borne out as during our stay we saw people 
brought to casualty with snake bites, scorpion 
stings and a particularly nasty laceration of the 
leg courtesy of a wild boar tusk. This lady sus-
tained an injury to the common peroneal nerve 
causing a foot-drop.  
 
I was delegated the task of wound care, so every 
morning following the ward round I had to 
clean and dress her wounds. One patient we saw 
was a young man who on being charged by a 
wild elephant sought refuge in a nearby roadside 
ditch, only to be bitten by a snake! Thankfully he 
survived. However, the snake fared less well as 
they killed it to enable identification and to di-
rect anti-venom therapy. The elephant continues 
to wreak havoc in the Western Ghats.  
 
One of the ways that Bethany Medical Centre 
tackles health inequalities among the tribal  

 

Poverty isn’t just the physical circum-
stances...but a mindset to which peo-

ple can become institutionalised 

The waiting room of the clinic 
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people is by providing free nutrition camps in 
the local villages. What was surprising about 
these camps was that despite most of the chil-
dren being malnourished, they were incredibly 
happy and full of energy and life. It was really 
quite refreshing to see children so happy and 
free in their expression of themselves and I had 
a great time playing with them. I did not expect 
the children to be so happy and care-free de-
spite being poor, and was surprised by how lit-
tle of us they demanded. There didn’t appear to 
be an expectation of receiving food or other 
resources. I really did find this quite humbling; 
especially given that in the UK people tend to 
be fairly litigious of their rights to receive treat-
ment and social support. 

 
 
 
 
 
 

 

Poverty in India is immediate and apparent and 
further evidenced when interacting with the pa-
tients at the hospital. I was saddened to see pa-
tients gaunt from the effects of TB and angry at 
the injustice that would ultimately cause a 
young farmer to want to take his life. But in Dr. 
Muralider and the many wonderful members of 
the medical team I worked with, I found a 
source of hope and inspiration, the memories of 
which will long out live those of poverty and 
suffering. 
 
One of the attractions of travelling to Asia was 
getting to experience a different culture and 
worldview. The health beliefs of the tribal peo-
ple stemmed from their roots in animism i.e. the 
belief that spirits dwell in animals and geographi-
cal phenomena e.g. thunder, the sun etc. Disease 
is sometimes thought to be the result of punish-
ment from old spirits who must be appeased 
with a crop or money offering.  
 
We even saw some people self-discharge from 
hospital, rejecting conventional medical treat-
ment to go and practise these rituals. Spirituality 

is an integral part of these peoples’ lives and 
forms a large part of their worldview. Indeed, 
we witnessed the passion with which it evokes 
first hand through the outright hostility expressed 
towards the missionary focus of Bethany Medical 
Centre. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
I found it eye-opening to witness such poverty 
first hand and discovered that poverty isn’t sim-
ply just the physical circumstances one is in but a 
mindset to which people can become institu-
tionalised. I found that children are born into 
poverty i.e. the social and parental situation is 
such that poverty is inevitable in the next gen-
eration. Effectively tackling poverty therefore 
requires equipping people and populations to 
be able to consistently reproduce behaviours 
and thought patterns consistent with producing 
money.  

 
 Bethany medical centre is a great example of 
such an initiative that is looking to do this by 
treating illness and educating people to prevent 
further illness. Tribal Mission, the organisation 
affiliated with the hospital, also works to chal-
lenge the mentality that poverty is inevitable 
and gives people the belief that they can live 
better lives.  

Inspiring Hope in the Poor of South India: Elective 
Report from Bethany Medical Centre, Tamil Nadu 

I did not expect the children to be so 
happy and care-free despite being 

poor.. 
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Dealing with death and dying – has the Medical 
School prepared us? 

By Maya Patel, intercalating medical student 
 
Dealing with death and dying is an important 
part of the doctor’s role, and is a skill required 
throughout the medical career. The GMC has 
outlined this requirement in ‘Tomorrow’s Doc-
tors’, specifying that medical students should 
have guidance about how to cope in difficult 
circumstances, including breaking bad news. But 
how prepared do you actually feel for dealing 
with these issues? 

 
 
 
 
 
 
 
 

Previous studies illustrate a deficiency of teach-
ing in this area, and in a recent interview with a 
fifth-year student, I found that she felt the same 
way. When we discussed her explaining Do Not 
Resuscitate (DNR) forms and breaking bad 
news as an FY1, the student felt she wouldn’t 
really know how to go about having those 
sorts of conversations. Still this begs the ques-
tion, is this an area that can really be taught? 
And if so, how would a medical school go 
about doing so?   
 
The student felt that the preclinical years had 
left her ill-prepared for talking about this topic 
with patients. She also felt that encountering 
death and dying in a clinical setting was by its 
very nature opportunistic, leaving the onus 
with the student to find learning opportunities. 
In my experience this is not easy.  
 
One of the main difficulties is whether or not it 
is appropriate to ask to sit-in on conversations 
regarding this topic, which are obviously very 
personal and private. At such a stressful time, 
the last thing a patient is likely to want is three 
medical students hovering uncomfortably in the 
background.  
 

Yet, without this crucial exposure it would be 
difficult to gain any understanding of how to 
broach such a challenging topic. It’s important 
that as students, we realise our right to be pre-
sent at such conversations, and not to feel that 
we cannot ask or that it is inappropriate to do 
so. Equally, it is important that doctors are 
made aware of the necessity for students to 
view such conversations, in order to maximise 
the learning potential of these situations. 
 
However difficult it is to talk about death and 
dying with patients and their families, it is vital 
that we do not shy away from it. Although it 
may be uncomfortable at first and perhaps up-
setting, it is only through actually encountering it 
that we can develop our own personal method 
of dealing with this topic.  
 
Billings and Block who researched extensively on 
this subject felt that “The best learning grows out 
of direct experience with patients and families.” 
With this in mind, next time you encounter a 
dying patient on the ward, take the time to talk 
to them about it. It may not help you pass your 
exams, but in the long-term is likely to be of 
much more value.  
 
 

At such a stressful time, the last 
thing a patient is likely to want is 

three medical students hovering un-
comfortably in the background 



 

13  QMM Summer 2011 

Why wait five years to save a life? 
 
By Catherine Davies, 3rd year medical student 
 
Registering for organ donation takes seconds. 
 
As medical students, we are all too aware of 
medicine’s ability to provide new beginnings. 
Medicine allows a person to wake up after a 
procedure which, in a matter of hours has 
added decades to their life. It allows the immo-
bile to get moving again, eradicates pain and 
brings babies safely into the world.  
 
From surgery through to blood transfusions 
and fluid regimes, right to the baseline of anal-
gesics and antihypertensives; medicine can 
change lives. Healthcare professionals specialise 
in new beginnings. 

 
 
 
 
 
 

Organ transplantation has a special potential 
for giving someone a new start. Queen Eliza-
beth Hospital Birmingham (QEHB) is the largest 
liver transplant centre in the UK. In fact, it has 
the largest solid organ transplantation pro-
gramme in Europe. As a matter of fact, it is 
only a few paces away from the University of 
Birmingham Medical School. 
 
Last year a staggering 156 QEHB patients as 
stated by www.uktransplant.org.uk, who had a 
predicted life span of less than one year, re-
ceived new livers and the potential for a bright 
new future. Plagued by recurrent infections, 
intractable itching, severe fatigue and poten-
tially profound confusion, these patients have 
been given a second chance. 
 
Transplant recipients describe transplantation as 
a ‘revelation’ and feel that they have ‘a new 
lease of life’, yet not all people requiring trans-
plants will receive one. An estimated 10,000 
people currently require a transplant in the UK. 
One thousand of these will die waiting for a 
compatible organ. A potential recipient will  

 
spend an average of 149 days on the waiting list 
for a liver, a wait described by screenwriter, 
Frank Deasy, as ‘Britain’s invisible Death Row’. 
After a long wait, Frank died on the operating 
table. He never experienced life with a new 
liver. 
 
The sad fact is, that although 90% of the popu-
lation are willing to receive an organ, only 28% 
of us are registered donors. With only 2021 peo-
ple donating organs last year, supply simply isn’t 
meeting demand.  
 
As medical students, we have a unique insight 
into the brutal effects of ill health and chronic 
organ failure, in particular. We know the differ-
ence that procedures like transplantations can 
make; yet how many of us have signed the regis-
ter? We know that signing up for medically re-
lated courses will give us the chance to make a 
difference. By signing the organ donation regis-
ter you can give someone a new beginning with-
out any qualifications at all. 

 
Register as a donor – 

www.organdonation.nhs.uk 

90% of the population are willing to 
receive an organ, only 28% of us are 

registered donors 
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Interviewed by Varun Anand, 5th year medical 
student 

Can you tell me a little about your family life? 
  
I am 22 years old and have been married for 6 
years. My husband works in security and we 
have one daughter called Khadijah who is 2 ½ 
years old. We live in Coventry but my family 
lives in Reading which is about 2 hours away. 
My parents are always ready to help and I also 
have 2 brothers and 2 sisters so we have plenty 
of family support. 
 
And your typical day? 
 
My day starts with me waking up before sun-
rise for the first prayer of the day and then hav-
ing a quick nap again before waking up prop-
erly for hospitals at about 6:30am. My hus-
band and daughter drop me off at the train sta-
tion with a 'Have a great day mama, work 
hard mama' from my daughter! I try to finish 
hospital placements by 4:30pm to be home by 
6. We have dinner together before my husband 
leaves at 7pm for his work or his studies in 
Leicester depending what day of the week it is. 
 
As far as cooking is concerned, I try to cook at 
the weekends and freeze it or rustle up some-

thing if I get home early. If not, my husband 
who claims he cannot cook, often surprises me 
with a lovely dinner from time to time. And 
yes, although I have been married for some 
time, my mum still cooks me food and stocks 
up my freezer with goodies now and then! In 
the evening Khadijah and I play for a while or I 
teach her letters or numbers. I try to get her in 
bed for 9pm and then try to study till about 
11.30pm.  
 
What’s it like being a mother and a medical stu-
dent at the same time? 
 
Great fun! It’s hard at times especially when 
Khadijah was younger but the age she is now, I 
really cannot live without her. Of course I love 
my husband but I think when you become a 
mother it’s strange how you suddenly have so 
much love for such a small person who can be 
really annoying. I can’t wait to get home to see 
her smile and I love cuddling her in the eve-
nings or during our weekend lie-ins.  
 
As she grows I watch her learn new things eve-
ryday and it’s just amazing - she loves to look at 
the pictures in the Oxford Handbook and has 
her own toy stethoscope! She puts my life into 
perspective; they always say you need a life 
outside medicine to keep you sane!  

 
 
 
 
 
 
 

I'm glad I'm having children at an early age so 
that they can grow with me and I can be a 
'cool' mum, although I doubt Khadijah will ever 
think that when she’s older! Furthermore, get-
ting married young and becoming a mother has 
actually made me stay young at heart instead of 
having to grow up fast. I think I act like more of 
an older sister to Khadijah half the time, it’s my 
husband who is the disciplinarian!  
 
 

Meet a student 

Ayisha Khan-Kheil, 5th year medical student, with 
her daughter Khadijah 

I had no idea how to look after a 
baby, feed it and revise for January 

exams; but I managed 
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How do you balance your time? 
 
With great organisation. I normally have 101 
things running through my head. If it’s not 
medicine, it’s Khadijah, or bills, or things that 
need doing in the house. I don’t really waste 
time; I know what I have to do and when to 
do it.  

 
 
 
 
 
 
 
 

My husband is also brilliant and helps out a lot 
and tends to calm me down as he is totally laid 
back about everything! If I have deadlines then I 
often do the work early or ask my parents to 
babysit for a week so that I can get the work 
done, but our day-to-day tasks are balanced 
quite well.  
 
How much did med school support you? Did 
you get maternity leave? 
 
I think initially med school were slightly taken 
aback that I didn’t want to take a year out in 
2nd year. I had no idea what motherhood 
would be like and I was only inspired by my 
own mother who has always juggled her busy 
life as a solicitor with 5 children. So I believed I 
could continue my studies with the 3 weeks that 
med school allowed me for maternity leave. I 
went into labour 3 weeks before the end of the 
1st term of 2nd year so I got 4 weeks Christmas 
holiday straight after my maternity leave. I am 
quite a religious person and God has always 
planned things better than we ever could.  
 
Although this was great in terms of physical re-
covery, mentally I was quite stressed. I had no 
idea how to look after a baby, feed it and revise 
for January exams; but I managed. My parents 
helped and for the rest of 2nd year they kept 
Khadijah in Reading and we would visit her on 

weekends. It sounds harsh but I think I enjoyed 
the best of both worlds; I could be a student 
during the week and a mother at the weekends. 
It was only for 6 months and my parents and 
siblings loved to look after her. Once 2nd year 
exams were done she came back to live with us 
permanently. 
 
What are the obstacles you face as a mother do-
ing a medicine degree and how do you over-
come them?  
 
As a mother doing medicine there is always the 
guilt you feel when you are away from your 
child. I can never stay at hospital past 4.30pm 
unless I have arranged childcare in advance so 
it’s difficult to do on-calls etc spontaneously or if 
clinics are running late. When I have exams I 
send my daughter to my parents for a month or 
so. It’s harder now she’s a bit older though as 
she has become my best friend and companion. 
 
Whilst it’s enjoyable to have a few weeks break 
after a while you sometimes think what’s the 
point? I'm not a good mother, I have so many 
things to juggle! Surely it’s better to be a house-
wife? Then again when I have long holidays and 
nothing to do except be a wife and mother, af-
ter about 3 days I think, I need to use my brain, 
how can women live like this? So I think it’s 
definitely about finding the right balance.  
 
By nature we always think the grass is greener 
on the other side when in fact we have so much 
to be grateful for in our own lives. For me, it’s 
without doubt my beautiful daughter Khadijah. 
 
Thank you so much for telling your story. 
I understand you now have a second daughter? 
 
Yes, my second daughter was born on 
25/7/2011, she is called Hafsa Maryam Khan-
Kheil and is a cutie! Even though medicine is 
tough, it is possible to be passionate about your 
career and still have a successful family life and I 
hope my story inspires others. 

Meet a student 

...although I have been married for 
some time, my mum still cooks me 
food and stocks up my freezer with 

goodies now and then! 
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By Lucy Foss, 2nd Year PhD student 
 
I first considered doing a PhD when I started 3rd 
year BMedSc here in Birmingham. I knew I 
wanted to follow a Neuroscience/
Pharmacology direction so I started applying 
for some interesting projects across the country 
to see what sort of response I got. I was sur-
prised to get a few interviews; these were 
pretty scary but a really good experience.  
 
When applying, I didn’t have much lab experi-
ence other than BMedSc practicals, but my 3rd 
year project gave me plenty to talk about dur-
ing the interviews. It can be quite hard to 
gauge the atmosphere and dynamics of a differ-
ent lab from a one day trip, so the best advice 
would be to ask loads of questions on the day 
of the interview and try to meet as many peo-
ple in the lab as possible. Speak to the PhD stu-
dents that are there and get their impressions of 
the supervisor and what it is really like to work 
in their lab.  

 
 
 
 
 
 
 

I eventually decided to stay and do my PhD 
here in Birmingham, working within the Neu-
ronal Networks Group, looking at Temporal 
Lobe Epilepsy. I already had a good rapport 
with the members of the lab and they are some 
of the top researchers in their field. The 3rd year 
BMedSc project gives you a small insight into 
what it is like to undertake full time research 
but a PhD makes you much more independent 
as you become the driving force behind your 
project and you are responsible for managing 
your time. Your supervisor is there to help you 
but they will not be checking up on you all the 
time.  
 
Being a PhD student offers you lots of opportu-
nities, from being a demonstrator in under-
graduate practical sessions to presenting posters  

 
 at conferences around the world. One of my 
aims is to be able to go to Washington later this 
year to present a poster of my research at an 
international conference where over 30,000 
neuroscientists from around the world attend. 
Not many jobs offer that sort of networking 
opportunity!  

For 1st or 2nd years who are thinking about pos-
sibly pursuing a career in research, consider do-
ing a summer project to get a taste of life in the 
lab. I’d also recommend choosing a 3rd year 
project in a different lab or on a different area 
of research so you get a broader range of tech-
niques and experiences. 
 
Overall, every PhD is different, with the 
amount of time spent in the lab varying from 
person to person and from day to day. There 
are ups and downs constantly and sometimes, 
on really bad days, I question why I am putting 
myself through this. In general though, when 
things are going well, you realise how lucky 
you are to be funded to do research that will 
eventually make you the expert in your field. A 
PhD not only gives you a fantastic qualification, 
but also plenty of skills that will stand you in 
good stead for whatever career you choose to 
pursue. 
 

BMedSc to PhD 

...a PhD makes you more  
independent as you become the driv-

ing force behind your project...  
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An intercalation in Medical Journalism 
 
By Jodie Dixon, external intercalating student 
 
If reporting the world of astounding new re-
search, horrific malpractice and remarkable 
new drugs sounds appealing, then Medical 
Journalism is the intercalation for you. It 
sounded interesting to me so I packed my bags 
and left for the bright lights of London to see 
what it was all about. 
 
What influences the public’s opinion is what 
they read and see in the media. The public are 
our patients so it is important they are in-
formed correctly on medical matters. Science is 
notoriously badly reported. Headlines blast 
across newspapers detailing ludicrous claims, 
stemming from inaccurate studies that serve 
little purpose other that to make eye-catching 
news. Accuracy is not an objective as long as 
newspapers are sold. Medical journalism aims 
to combat this by teaching those with knowl-
edge of science to write effectively. 

The course takes place at The University of 
Westminster, in London. It is run alongside the 
masters programme in Print and Online Jour-
nalism suggesting that at times in can be quite 
a challenge with long hours and a lot of 
coursework. It is, however, incredibly interest-
ing and I thoroughly enjoyed the opportunity 
the course gave me to work independently 
and apply my own creative licence. 

 
The modules teach writing from various media 
angles including online, news, features and pro-
files. The course is also run in London meaning 
you are never far from a good medical story 
and opportunities are abundant. 

 
 
 
 
 
 
 
 
 
 
 

So far I have attended interesting medical lec-
tures held by the Medical Journalists Association 
and British Medical Association. I’ve met some 
fascinating people from the world of medical 
media including celebrity doctors, authors and 
high profile researchers. I’ve been to the GMC 
headquarters and sat in on disciplinary hearings 
brought against doctors for malpractice. I have 
also done a journalism placement at the GP 
newspaper, an exciting feature of the course 
that gives you the chance to work as a real 
medical journalist. 

 
Medical journalism is a totally different learning 
experience to that of medicine. It is a lot more 
creative than medicine and you have to think 
up ideas for stories for yourself rather than 
learning facts. 
 
But if you want to give your creative side a 
chance to thrive, whilst potentially building a 
career in medical journalism, an important as-
pect of promoting public health, then I would 
thoroughly recommend applying to intercalate 
in Medical Journalism. 
 
 

 

What influences the public’s opinion 
is what they read and see in the me-

dia. The public are our patients so it is 
important they are informed cor-

rectly on medical matters 

Some examples of medical journalism publications 
Emily Blurton ©  
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The 13th Day: A Review 
 
By Anonymous 
 
During the holidays I had the pleasure of watch-
ing an unusual film titled The 13th Day. Released 
in 2009, it is ‘based on a true story’ of a miracle 
reported to have occurred in Fatima (Portugal) 
in 1917. In this ‘miracle’, the Virgin Mary is said 
to have appeared to three children: Lucia, Fran-
cisco and Jacinta on the 13th day of six consecu-
tive months. 
 
Naturally, the first thing that rational people 
such as brilliantly-minded Birmingham students 
would do, is come up with a logical explanation 
for this ‘miracle’. So I quickly concluded that 
either these three children were lying, or they 
were having visual hallucinations. As a medic, 
my mind immediately started to think of the 
differential diagnosis for visual hallucinations. 
Or at least, I wanted to think of a differential 
diagnosis. My psychiatry being a bit rusty and 
having deeply slumped into the holiday mode 
by then, I came to a stumbling block after de-
mentia and possibly schizophrenia (in which 
auditory hallucinations are far more common 
anyway). My psychiatry consultant, who had 
looked after me well during my 6 week psychia-
try block, would probably be in tears if he read 
this but after doing some research, I discovered 
more information about hallucinations. 
 
For those who haven’t done psychiatry or, like 
myself, remember only the patient with bipolar 
disorder singing in the clinic waiting room or 
the patient dressed everyday as Michael Jackson 
who would occasionally break out into ‘Billie 
Jean’, hallucinations are defined as the 
“perception of an object or event (in any of the 
five senses) in the absence of an external stimu-
lus” and “are experienced by patients with con-
ditions that span several fields (e.g. psychiatry, 
neurology and ophthalmology)”. 
 
But returning to our story of the three children, 
none of them were severely sight impaired, nor 
were there reports of cases of ‘Mad Cow Dis-
ease’ at the time. Furthermore, the chances of 
them all suffering from the same visual halluci-
nation at the same time is remote. So the most 
likely explanation is that it was all make-believe. 

 
Differential diagnosis for visual hallucinations 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

As the film unfolds, however, the story be-
comes even more puzzling. Word had spread in 
Portugal about the visions that the children 
were having and soon thousands were heading 
to Fatima to witness these visions for them-
selves. Furthermore, the children had reported 
that the Virgin Mary promised a miracle to be 
witnessed by thousands. Such a daring claim 
would surely expose the children as dishonest 
troublemakers. Thus, on 13th October,  a crowd 
of 70,000 gathered at Fatima to witness the 
promised miracle. 
 
Many people in the crowd claimed to have 
seen the Sun changing colour and moving, an 
event later known as the ‘Miracle of the Sun’. 
As one doctor in the crowd described, “The 
sun, at one moment surrounded with scarlet  

Psychosis 
 

Dementia 
 

Delirium 
 

Charles Bonnet Syndrome: in which visual 
hallucinations occur in those with severe 
visual impairment 
 

Anton’s Syndrome: in which patients suffer 
from cortical blindness 
 

Seizures 
 

Migraine: though a classic aura is usually 
restricted to flashing lights as opposed to a 
more complex hallucination 
 

Peduncular hallucinosis: hallucinations fol-
lowing midbrain infarction 
 

Hypnagogic or hypnapompic phenomena 
 

Drugs: E.g. lysergic acid diethylamide (LSD) 
 

Tumours 
 

Inborn errors of metabolism: such as 
Neimann-Pick disease type C 
 

Creutzfeldt-Jakob disease  
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The 13th Day: A Review 
 
flame and at another aureoled in yellow and 
deep purple, seemed to be in an exceedingly fast 
and whirling movement, at times appearing to 
be loosened from the sky and to be approaching 
the earth, strongly radiating heat.” Newspapers 
reported that this spectacle was seen in surround-
ing towns. 

But how can this be? Events such as these must 
have a scientific explanation, even if the believer 
chooses to accept supernatural explanation in-
stead. If religion relies both on reason and faith, 
then surely a miracle would be a danger to relig-
ion, as a miracle would ‘prove’ to the person 
who witnessed it that God (or another super-
natural force) exists. Thus, from a theological 
point of view, miracles should not convert some-
one from not believing to believing, but would 
aid faith for those who already believe. So the 
next question would be ‘how do those who do 
not wish to believe explain the miracle?’ 

 
 
 
 
 
 

 
 

 
 

From the perspective of physicists, there were no 
significant cosmological events occurring, on 13th 
of October 1917, which would explain the re-
portings. One meteorologist postulated that a 
cloud of stratospheric dust may have been pre-
sent on the day, changing the appearance of the 
sun.  

 
However, it seems that the most prominent 
scientific explanations lie in the hands of physi-
ologists, psychologists and medics. One expla-
nation is that of ‘mass hallucination/ hysteria’, 
possibly due to the emotional intensity and ex-
pectations of the crowd. Another, proposed by 
Professor Auguste Meessen, is that because the 
crowds had been looking at the sun for an ex-
tended period of time, retinal after-images and 
bleaching are responsible for the “dancing ef-
fect” of the sun that was reported. 
 
In case you don’t want me to spoil the end of 
the film, I won’t mention what became of Lu-
cia, Francisco and Jacinta. And in trying to re-
main neutral, I will not make any bold claims 
as to my own opinion of the events at Fatima 
either. As Professor Meessen writes, “It is im-
possible to provide any direct evidence for or 
against the supernatural origin of apparitions", 
and so it is best to leave the case open to per-
sonal opinion and faith. The story itself is quite 
a moving one however, so when you next find 
yourself on holiday and fancy a thought-
provoking film that might just tug at your 
heartstrings, The 13th Day may be a film for 
you. 
 
 

“Miracle of the Sun” A poster for the movie (taken 
from  http://www.the13thday.com) 

“Solitude” A poster for the movie (taken from  
http://www.the13thday.com) 

The story itself is quite a moving one…
that might just tug at your heart-

strings. 
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 By Qi Huang and Cheng Xie, 5th year medical students and Jason Sangha, GEC 3 medical student  
 
The Birmingham Academic Medicine Society (BAMS) is a newly founded student-led organisation, 
aiming to promote clinical academic careers and to facilitate research opportunities amongst medical 
students. The delights of academic medicine are varied and there are dedicated integrated academic 
training pathways in all specialities. You can choose to focus your endeavours on research (lab-based 
or clinical), medical education or leadership/management, or indeed a combination thereof, along-
side clinical activities. In addition to the satisfaction associated with advancing patient care, clinical 
academics also enjoy considerable autonomy and there are many opportunities for travel. 
 
Getting involved in research is a great way to improve your credentials for foundation training and 
beyond. Indeed, application forms score candidates on criteria such as publications and presenta-
tions, both for the regular and academic posts. So research is vital for making sure you get that 
dream job, be it academic or otherwise, in the specialty and location of your choice.   
 
This may seem rather daunting but fear not, BAMS will help you! We will be holding a variety of 
events in the upcoming academic year including talks from established and trainee clinical academics, 
an intercalation evening for prospective intercalators and a journal club. We will also provide you 
with a platform to present your research and clinical cases to members of staff and fellow students.        
To help you get involved in research, we will be organising a Mentoring and Research Collabora-
tion Scheme wherein you can work with members of staff and other motivated students on an ex-
tracurricular research project. 
 
Interested in joining the BAMS Committee? Please look out for adverts for applications soon! 
For further information please email: qxh658@bham.ac.uk. 

Birmingham Academic Medicine Society 
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By Elizabeth Wall, Farhaan Shabir, Kapil Savjani and Shakeel Hussain, 5th year medical students 
 
Objective To compare prescription rates in pregnant versus non-pregnant women who are admit-
ted to a hospital over a two-year period. 
 

Design A retrospective, matched, case-control study based on hospital prescription records of preg-
nant and non-pregnant women between 01/01/2007 - 31/12/2009. 
 

Setting The study was performed with data from the In-Patient Daily and Pharmacy Information 
and Communication System prescription databases of the University Hospitals Birmingham Trust. 
 
Population 309 case-control matches were deemed suitable for inclusion. 
   
Methods Drugs were subdivided into (1) Regular drugs prescribed during the episode (2) ‘Pro re 
nata’ (PRN) drugs prescribed during the episode (3) Regular drugs prescribed in the ‘To take 
out’ (TTO) discharge form (4) PRN drugs prescribed in the TTO. The total number of drugs was 
established by combining the numbers of drugs that fell into these subtypes. A t-test was performed 
to test the significance of the mean differences between cases and controls. 

 
Results Pregnant women have a greater prescrip-
tion burden than their non-pregnant controls, with 
on average 1.366 more prescriptions in total (95% 
CI=0.322-2.403; p=0.010). Subsequent to admis-
sion, pregnant women have a mean regular medi-
cation burden of 0.696 drugs more than non-
pregnant women (95% CI 0.088-1.304; 
p=0.025). Pregnant women are also more likely 
to have more PRN medications throughout their 
admission; on average the difference is 0.340 
(95% CI=0.612-0.067; p=0.015).  

 
TTO PRN medication prescribed showed a similar 
picture with pregnant women receiving 0.068 
more drugs (95% CI=0.008-0.128; p=0.026). 
The mean difference of regular drug prescription 
rate in the TTO was not significant (p=0.061) but 
rate was higher in pregnancy and thus consistent 
with the other categories. 

 
Conclusions There is an increase in prescription 
burden during pregnancy. Overall, this study has 
highlighted a difference in prescription burden but 
is currently unable to establish the cause for this. 
There is a call for research into the types of drugs 
contributing to the difference to shed light on the 
possible cause for the increased prescription bur-
den in pregnancy. 

 
Full article peer reviewed by an external panel. 

Does pregnancy affect prescription burden in       
secondary care? A retrospective case-control study 
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By Sarah Ahmed, 2nd year medical student 

 
On my UCAS personal statement I wrote that 
“medicine is an art and a science”.  I thoroughly 
believe this to be true – there are the biological 
and clinical sciences you have to learn in order 
to be a competent doctor; conversely, there’s 
the art of communication and the art of putting 
a patient at ease and forming a relationship with 
them based on mutual trust. Some would argue 
that the art side of the medical coin is the most 
important. It doesn’t matter if you can name 
every artery in the body, or can recite the BNF 
word for word; if you can’t communicate with 
your patients in a way they understand then you 
won’t be a good doctor. 
  
But the art of medicine is so much more than just 
communication skills. There’s a place in medicine 
for literature, history, philosophy, drama and 
creativity. The humanities can play such a vital 
role in patient care, whether they are studied to 
help you to empathise more with your patients, 
or if they are used as a form of treatment. Be-
cause of this (and because I missed my A-level 
English Literature teaching) I chose to do 
“Literature in Medicine” for my SP1.  

 
 
 
 
 
 
 

Some people have laughed when I’ve told them 
this. I seem to be spending a lot of time justifying 
my decision.  
 
During the SP1 we discussed the portrayal of 
both doctors and illness in literature. We studied 
a variety of texts ranging from The Death of 
Ivan Illyich by Tolstoy to the more modern 
genre of “SickLit” which includes books such as 
C: Because Cowards get Cancer Too by John 
Diamond.  

We also looked at the ways in which the arts 
can be used in the treatment of patients. The 
Hearth Centre, set up and run by Lit in Med Tu-
tor Polly Wright, works with the Birmingham 
and Solihull Mental Health Foundation Trust to 
provide Reading for Wellbeing Groups for both 
patients and staff.  
 
These groups use poems and short stories to dis-
cuss themes and issues surrounding the illness, 
and any other concerns the patients may have. 
As the Hearth website says it’s a “support group 
– with a difference!” These groups have been 
rolled out across the trust and seem to be par-
ticularly useful with patients suffering from men-
tal health illnesses, eating disorders and cancer. 
Many of these groups also use creative writing 
to increase personal reflection and engagement 
in the activity. The Hearth Centre also uses 
drama to raise awareness about health issues, 
ranging from mental health to social issues and 
the NHS as a whole.  
 
Sometimes, especially during the pre-clinical 
years, it can feel like we’re studying for a BSc or 
a BMedSc. It’s important to remember that 
medicine is more than just science, and drugs 
aren’t the only therapies we should be consider-
ing.  
 
For more information on the Hearth Centre visit 
www.thehearthcentre.org.uk. 

“Medicine is my lawful wife and Literature my mis-
tress”: Literature in Medicine?  

If you can’t communicate with your 
patients in a way they understand 
then you won’t be a good doctor 
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By  Harriet Greenstone, 4th year medical student  
 
As one of the Medical School’s newest and most 
exciting societies, Psych Soc has had a busy and 
successful 1st year, with a great mixture of educa-
tion and entertainment...So what have we been 
up to?! 
 
Well the year kicked off with a fascinating talk 
on Literature and Psychiatry delivered by poet 
and consultant psychiatrist Femi Oyebode. Sev-
eral  nights followed, each complete with lash-
ings of popcorn. Featured films have included 
Lolita and Girl Interrupted, both of which are 
great films with interesting themes from a psychi-
atric perspective.  
 
A talk by Dr. Rickards provided a fascinating in-
sight into Gilles de la Tourette syndrome, dispel-
ling several common myths in the process. 
 
Attending Psych Soc events is a great way for 
preclinical students to get a taste of psychiatry 
before they do their clinical attachment in the 4th 
year, and for Freshers, attending society events is 
a brilliant way to meet people and develop new 
interests.  
 
We’ve also been fundraising for excellent mental 
health causes. Our most recent cake sale, 
crammed with homemade cookies, cakes and 
truffles, raised almost £60 which we donated to 
the mental health charity MIND. The stall was 
also used to spread the word about the volun-
teer scheme we are starting up here in Birming-
ham, Reading for Wellbeing.  

 
 
 
 
 
 
 
 
 
 
 
 

 
The Reading for Wellbeing scheme originated 
in Liverpool and is run by ‘Psychiatrist of the 
Year’ Dr. Fearnley. It is based on running read-
ing groups for patients in secure psychiatric 
units. Psych Soc where lucky enough to have 
Dr. Fearnley come to speak to an enthusiastic 
crowd of potential volunteers and provide 
more information about the scheme and the 
benefits of getting involved. Following on from 
the great turnout, and the enthusiasm from Bir-
mingham medical students, Psych Soc are hop-
ing to develop a successful scheme which would 
allow direct student involvement with inpatient 
reading groups at the Barberry and Oleaster 
centres near campus.  

 
 
 
 
 
 
 
 

We’ve got lots more plans for the next few 
months, including a practice psychiatry OSCE 
evening, aiming to help students prepare for 
their 5th year psychiatry OSCE. Opportunities 
for psychiatry career bite tasters with Dr. 
Greening are also just around the corner, allow-
ing students to get first-hand experience of the 
areas of psychiatry that they are interested in 
during a short ‘taster’ clinical placement. We 
are also currently working on developing our 
website so watch this space...  
 
So after a busy and successful year filled with a 
great variety of events, the current committee 
are happy to hand over to a brand new and  
fabulous committee, who will be bringing you 
some great new events over the next year. If 
you are interested in getting more involved 
with Psych Soc, or want any more info about 
any of our events, then please email us at 
psychsoc@hotmail.com or visit our Facebook 
page.  
 
See you soon! 

 

A Year of Psych Soc 

Attending Psych Soc events is a great 
way for pre-clinical students to get a 

taste of psychiatry before they do 
their attachment in 4th year 
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Dear Agony Aunt,  
 

I am a fourth year medical student 
but am not sure whether I want 
to be a doctor anymore. I don’t 
want my parents to think that I’ve 
wasted the last four years of my life, but don’t 
want to be a doctor just to please them either.  
 
Is there anyone at the University I can talk to 
about my career options – I don’t know what I 
can do with my MBChB degree after graduat-
ing? Thanks for your help… 
 

Worried in Harborne 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
 
Dear Worried in Harborne,  
 

 You have certainly not 
wasted the past four years 
as a Medical degree is a 
great pathway into the 
working world. I would 
advise you to speak to 
your Personal Mentor or 
the Student Development 
and Support Office (SDSO) 
about this, as they can of-
fer you a mature and pro-
fessional opinion.  

 
Also, you should visit the Careers Advisory ser-
vice in University Centre; this is an excellent 
resource as they will tailor their advice to your 
particular degree. They also offer CV writing 
and interview workshops and provide one on 
one consultation. But moreover it is very im-
portant for you to think carefully about what 
you want out of life and thus make a decision 
accordingly. 
 
 
 
 
 
 
 
 

Dear Agony Aunt,  
 
I am an overseas student in my first year of 
Medicine and am writing to you as I am finding 
it very hard to cope with being away from 
home. Sometimes I feel so low about it that I 
miss lectures and am worried that my academic 
performance might start to slip.  
 
Although I have made some great friends here, 
I miss my family, friends and good weather so 
much. Please help me Agony Aunt as I don’t 
think I can go on like this much longer…. 
 
Sad in Shackleton 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
 
Dear Sad in Shackleton, 
 
I am very sorry to hear that you are feeling 
homesick and know that there are many freshers 
in your shoes. I would like to tell you that these 
feelings will go away over time but this is not 
always true. It is best that you try to immerse 
yourself in University life as much as possible 
and keep busy so that you don’t have time to be 
homesick.  
 
Why don’t you get involved in societies with 
other international students and soon you might 
create a little ‘home away from home’. The In-
ternational Students Advisory Service (ISAS) on 
the main University campus is also a great re-
source and I would advise you to check it out! 
Don’t forget to keep in contact with your 
friends and family back home via telephone, 
email and Skype. Finally, mark off on your cal-
endar when you’re next going home and you’ll 
see that with all your studies, societies and Skyp-
ing, the term will pass in no time! 

Agony Aunt 
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Sport Updates 

Netball  
By Emily Blurton, 2nd year medical student 
 
Every Tuesday night something strange descends 
upon the King Edwards Girls’ School. A massive 
group of girls who only “Have 3 Seconds to 
Score”. We are UBMS netball. Comprising of 4 
teams as well as students who enjoy the netball 
so much, we simply can’t keep them away! 
 
We’re a busy bunch! The 4ths and 3rds play in the 
Uni Intra-Mural league, who on a hazy Sunday 
afternoon (following FAB), make their way to 
the Munrow. The 4ths have made a huge im-
provement, winning half of their matches and 
having a really great time in the process. The 3rds’ 
rivalry with Geography and Law continues. They 
beat Law in a heated match and overall came 
2nd in the league. 
 
The 2nds impressively venture out to Worcester 
every Wednesday and have a brilliant record; 
they’re set to move up a division after achieving 
2nd place.  

This spring UBMS hosted the National Associa-
tion of Medical Schools (NAMS) tournament 
and with a 1st team that has grown and gelled 
over the years (with the addition of some in-
creasingly talented freshers), have retained the 
NAMS trophy. But they’re not content with 
only playing in one league; they also play in 
Worcester too and very quickly made it to the 
top division. A very busy and successful year all 
round. We’ve even managed to find the time 
for many an incredible social. Roll on 2011-12!  
 
 

Women’s Cricket  
By Nakia Hassanali, 5th year medical student  
 
UBMS Women's Cricket is looking to spread its 
wings and evolve! 5 years ago we were started 
up by an ambitious group of medics with a keen 
interest to popularising and developing the club 
each year. Currently, we are privileged to learn 
the many cricket skills from batting to fielding to 
bowling techniques from the Men’s team. 
  
The indoor sessions are fairly relaxed and allow 
the practice of skills. One of the greatest aspects 
of the club is its unified and close nature. Al-
though currently small with about ten regular 
attendees, we pride ourselves in maintaining a 
cohesive group. Irrespective of the level of previ-
ous cricket experience, we welcome and support 
all members so that they can develop their skills  
throughout the year . 
  
This year we have amalgamated with the Men’s 
team for social events, which have been a great  

success and will undoubtedly continue. We are 
hoping to attract more members and just to 
entice you further, future matches with the Uni-
versity Women’s team and mixed match with 
the Men’s team are planned to put your talents 
to the test! However, participation is optional! 
 
Our sessions will be running every Sunday at 
King Edwards School from 12:30pm along Bris-
tol Road. All students from healthcare courses 
are welcome and we hope to see you soon. 

UBMS Netball 1sts, NAMS Champions 
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Book 
to win... 

Crossword 

 
DOWN 
 
1. Stacey Slater from Eastenders was diagnosed with this disorder 

2. Clostridium perfringens causes this 

4. Major constituent of the plasma cell membrane 

6. Clinical feature of Niacin deficiency 

7. C3,4 nerve root supplies this muscle 

9. Psychiatric condition where symptoms are created (not malingering) 

12. Common side-effect of opioids 

13. UK notifiable disease (begins with A) 

14. City where Grey's Anatomy (TV Show) is based 

16. This plexus supplies the stomach with sympathetic fibres 

ACROSS 
 
3. Competent adults have right  

to this (ethics and law) 

5. Dr House's (House M.D, TV 

show) first name 

8. Eponymous syndrome char-

acterised by restless legs 

10. Commonly used ant i -

epilepsy drug 

11. Dr ? is the main character on 

Scrubs (TV show) 

15. Muscle for lateral rotation 

at the foot joint 

17. Example of a structural car-

bohydrate found in the skin 

18. Medical word for labour 

(child birth) 

19. Most common type of thy-

roid neoplasia 

20. Conducting fibres in the 

heart 

Send answers to 
 queensmedicalmagazine@hotmail.com 
Closing date 15/10/11 
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 Book Reviews 
 

 

 
Reviewed by Sally Richardson, 2nd year medical student 
 
Oxford Handbook of Medical Sciences 
Edited by Robert Wilkins, Simon Cross, Ian Megson and David Meredith 
Oxford University Press 
£27.95 
IBSN 978-0-19-852829-6 
 
This small but detailed handbook provides a systems based approach to 
all of the topics covered in the pre-clinical years of the Birmingham 
MBChB programme, making it an essential text for all year one and two 
students. Furthermore it is cross-referenced throughout with its compan-
ion handbook (and another must have), the Oxford Handbook of Clini-
cal Medicine, meaning that clinical correlations are always mentioned.  
 
It begins by introducing the basic biological concepts such as cellular 
structure and function, before progressing to study the physiology of the 
major body systems. There are also useful diagrams and photographs 
within the text which help illustrate the concepts described. In all, this 
textbook provides an easily understandable introduction to medical sci-
ences and would thus be useful to all junior and senior medical students, 
as well as those studying biomedical sciences. 
 
 
 
 
Oxford Handbook of Key Clinical Evidence 
Edited by James Harrison, Kunal Kulkarni, Mohamed Baguneid and Bernard Prendergast 
Oxford University Press 
£27.95 
IBSN 978-0-19-923407-3 
 
This handbook is a compact but extremely valuable quick-reference guide 
to the evidence influencing medical and surgical practice. It begins by de-
scribing the history of evidence based medicine (EBM) before moving on 
to an introduction to EBM, with mention of statistical methods and 
analysis.  
 
The remainder of the text is concerned with the main medical and surgi-
cal specialities (for example diabetes and cardiac surgery), and here evi-
dence from the most important modern trials are summarised in a two 
page format. Thus, this handbook allows readers to quickly access high 
quality evidence based research and would be a worthwhile guide to ad-
vanced medical students through to clinicians.  
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QMM Spot Diagnosis Competition 

To win a copy of Crash Course OSCEs in Medicine and Surgery, send in the answers to 
these questions at queensmedicalmagazine@hotmail.com. Closing date 15/10/11. 
 
1. What is the investigation? 
2. What is shown in the image? 
3. What is the treatment? 
4. What are the potential complications of the investigation/treatment?  


