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Editors’ Note
Hello!

So you’ve picked up the Summer 
2013 Edition of  the Queen’s Medical 
Magazine…. What made you decide 
to pick it up? Was it the picture on the 
cover? Or perhaps you know someone 
who has written an article? Or maybe 
you wanted to enter our spot diagnosis 
competition?

Medicine (and life in general!) is full 
of  decision making. Even as a student, 
there are so many decisions to make – 
should I intercalate? What shall I do 
on my elective? What career should I 
choose? How early do I need to decide 
what I want to do? 

With new changes being made to the 
MBChB curriculum, as well as National 
changes such as the SJT, we thought it 
would be appropriate to use the theme 
of  decision making for this issue. On 
the front cover, the stethoscope rep-
resents the medic, and the apple the 
patient, indicating that the doctor-pa-
tient relationship is the foundation for 

clinical decision making.

Our main article this issue is our 
‘When I grow up I want to specialise in 
… ?’ section. With so many specialties 
to choose from, it can be daunting to 
try and decide what you might like to 
do for the rest of  your life. We have 
compiled the tips of  the trade from 
doctors of  various specialties to try 
and give some insight into potential 
career options. For the first time, we 
interviewed the Dean of  Medicine, 
Professor Paul Stewart, on making 
decisions as the Dean and as a doc-
tor. We also have articles on choosing 
how to intercalate and how to plan your 
elective. 

We hope you enjoy reading this edi-
tion! If  you have any suggestions for 
improvement, or would like to get 
involved with the QMM, please email:

queensmedicalmagazine@hotmail.com 

Nuthana PB and Menka Chachlani  

QMM Editors 2012 – 2013
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Decisions by the Dean

Professor Stewart has spent 24 
years in Birmingham, and has 
served as the College’s Dean 
for the past three years. For the 
first time in QMM history, and 
before he leaves Birmingham, 
we wanted to interview him 
and find out about what being 
a Dean involves, his opinions 
on changes to medical educa-
tion, and of  course liquorice!

What does the role of  the Dean 
involve?

That varies between Deans in 
different medical schools. In 
my case, probably about 50% 
of  my work is spent running 
the medical school, including 
its wider interactions and impli-
cations. Largely due to my own 
interests, I still devote 25% of  
my time to my clinical practice 
and research. Then there are the 
external duties, such as the British 
Heart Foundation, and the MRC. 
I guess it’s 50% medical school, 
50% other things – but no two 
weeks are the same and that’s 
why I love it.

Let’s start at the beginning of  
the medical school…the new 
intake. We’ve just recently 
moved to the new mini med-
ical interviews (MMIs). What 
pushed Birmingham to do 
that, after having the ‘tradi-
tional’ interviews for so long?

It worried me, because there is 
no doubt that academic ability 
determines whether you can pass 
exams or not, but being a doctor 
is not just about being smart, 
it is about those crucial pro-
fessional core values that must 
stay with you for the rest of  your 
career. Empathy, resilience, com-
munication, teamwork and the 
realisation that you must always 
put the patient first are key attrib-
utes.  For example, if  you wake 
up feeling a bit under par, you 
can’t just take a day off  without 
thinking of  the impact this has 
on others. It is these deeper val-
ues that the MMIs assess. It is 
early days, but so far the feedback 
has been hugely positive. We can 
assess a student and look at how 
they behave across 4 or 5 stations 
over 10-15 minutes and I feel 
this gives a far better assessment 
of  the student as a professional. 
Together with the evidence-base, 
it’s a promising selection method.

On the other end of  the spec-
trum – is there a similar reason 
for the move to the Situational 
Judgement Test (SJT)?

exam is merely a formality that 
you will take in your stride. That 
aside, the ‘exam intensive’ issue is 
something I have been trying to 
look at and there are certainly too 
many of  them. I think we have 
been guilty of  coming up with an 
exam across most parts of  the 
curriculum simply to ensure that 
you have done what is required in 
Tomorrow’s Doctors. If  we can get 
the culture right above, then we 
can trust students to learn with-
out the need for constant and 
detailed assessment, but it is a 
two way process!  Remember we 
are also bound by the GMC, and 
they are very keen to see stand-
ards being met – indeed we do 
have a requirement for optimising 
our assessments in years 3 and 4. 

On the note of  inspiring stu-
dents to learn, many students 
are interested in research. 
What advice would you give to 
students interested in an aca-
demic career?

This is one of  the things that is 
close to my heart and something 
I highlighted as a priority when I 
took over as Dean. I was aware 
we had this large research-rich 
college, and almost apologeti-
cally housed a Medical School! 
The challenge was to align the 
two – to have our own world 
leading researchers passionate 
about teaching you all whilst also 
enabling you to see first-hand 
the Birmingham-based Medical 
discoveries. I think it is working – 
with our new Inspire programme, 

“Birmingham Does” series and 

this year 112 intercalating stu-
dents. That’s something we can all 
be very proud of! I keep remind-
ing you that you are the top 
1% of  the scientific graduates 
in the UK - medicine is a sci-
ence- and my job is to inspire 
some of  you to be tomorrow’s 
academic leaders, so some of  
you will be innovating the dis-
covery of  new syndromes, new 
therapies, new pathways of  care. 
I think intercalation is key and we 
have invested in this programme. 
Going forward, one issue will be 
funding – at present the NHS 
bursary funds intercalation, but 
that’s only promised until 2014. 
UK Deans will keep fighting for 
this, because if  you had to self-
fund this, for sure not all 112 
people will intercalate.

Let’s talk about the other 50% 
of  your career…what kind of  
things are you working on at 
the moment?

I am an endocrinologist by train-
ing, and I still do clinical work at 
the QE. I’ve helped take the ser-
vice to a new level; it’s probably 
alongside Cambridge with regards 
to being the best academic endo-
crine unit in the UK. I particularly 
enjoy my pituitary clinic that I do 
with a dedicated pituitary surgeon, 
caring for a large number of  
patients with a variety of  condi-
tions such as Cushing’s syndrome 
and acromegaly. Our analysis of  
patient outcomes have helped 
shape clinical guidelines inter-
nationally.  On the back of  that, 
my research continues, largely 

funded by a European Advanced 
Research Fellowship (about 3 mil-
lion euros), which helps fund my 
research in the ageing population. 
Cortisol and ageing is my main 
interest – looking at blocking cor-
tisol metabolising enzymes and 
improving the ‘healthy lifespan’. 
That means I am not trying to live 
until 130, but hopefully will mean 
we can all still play tennis into our 
80s.  I also take great satisfaction 
in placing the “next generation 
into research”. Many of  my 
own fellows are now colleagues 
who in their own right are prin-
cipal investigators taking forward 
related research projects and this 
nurturing approach has been one 
of  Birmingham’s strengths. 

Finally, some general questions 
about you…. We remember 
learning in CEP about your 
work on liquorice….  Where 
did this come from? And do 
you like liquorice? 

That was such an exciting time of  
my life. I was a junior doctor in 
Edinburgh, and had the good for-
tune to see a unique patient. Prior 
to this, I always wanted to be a 
cardiologist; I was fascinated by 
the heart and how it worked….. 
but this patient – a young male - 
had severe hypertension and life 
threatening hypokalaemia that 
was not Conn’s syndrome. After 
many months, we showed that 
he lacked an enzyme that inac-
tivated cortisol; the case was 
written up and presented but at 
the end of  the day it was still just 
n=1! I was aware that liquorice 

This is a bit different and imposed 
upon us by the UK Foundation 
Programme. In deciding your 
FY1 placement students get 50% 
of  their score from academic 
ability – determined largely by 
their decile score and the other 
50% from now on by the SJT. I 
think this has come for 2 reasons 
– firstly, the old ‘white space’ of  
completing 6 domains was just 
not working and was open to 
external influence! In some cases 
it was not assessing you, but your 
medical relatives. Secondly, the 
SJT is far more robust in terms 
of  rate-limiting questions.  A 
lot of  it is based around common 
sense, real life scenarios you will 
be faced with as an FY1, as well 
as questions that explore pro-
fessional values. Despite initial 
teething problems, it seems the 
way forward.

So as you said, 50% of  our 
FY1 placement is based on our 
academic achievement. Many 
students see Birmingham as 
the most ‘exam intensive’ med-
ical school. Why do you think 
this is?

Well,  you all know my opinion on 
exams, and the one thing I would 
like to change about the culture 
of  most medical students is the 
obsession of  solely passing exams! 
This should be a place where we 
are inspiring you to learn, and if  
you learn at the required level, the 

Professor Paul Stewart MB ChB, MD, FRCP, FMedSci, FSB
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had also been linked to miner-
alocorticoid hypertension and, 
bearing in mind this was many 
years prior to the Internet, I bur-
rowed through libraries reading 
volumes of  books and papers 
and decided there was enough 
evidence that liquorice was oper-
ating through this same enzyme 
system. The really fun bit was the 
trial - I went down to Bassett’s liq-
uorice factory in Yorkshire, got a 
large supply of  Liquorice Allsorts 
and managed to convince 8 vol-
unteers to eat a lot of  it. Sure 
enough, it reproduced exactly 
what I had seen in the index case 
report, thereby defining a com-
pletely new mechanism causing 
hypertension.  And there is now 
very good data from European 
countries that if  you do eat a lot 
of  liquorice, it has a detrimental 
impact on cardiovascular disease. 
But do I personally like liquo-
rice? No way, I can’t stand the 
stuff!

QMM would like to thank 
both Professor Stewart and the 
Office Staff  for this opportu-
nity. We wish Professor Stewart 
all the best in his upcoming 
role as Dean of  Faculty of  
Medicine at the University of  

Leeds.

Interviewed by Menka Chachlani and 
Nuthana PB (QMM Co-editors). 
Compiled by Menka Chachlani 

The Queen’s Medical magazine is the maga-
zine of the University of Birmingham College 
of Medical and Dental Sciences, and is run by 

students of the Medical School. 

The magazine has a wide distribution across 
all teaching Trusts associated with the Medical 

School. 

We’d love for you to get involved, through 
writing articles and reviews, or by joining our 

Committee. 

If you would like to contribute, or have any sug-
gestions, please email: 

queensmedicalmagazine@hotmail.com 

Submission can be by any students of the 
University of Birmingham, and we also wel-
come articles from physicians, surgeons and 

academic personnel. 

To keep up to date with QMM, like us on 
Facebook – you scan scan the barcode below 
with your mobile, or search ‘QMM Queen’s 
Medical Magazine’. Our editions are also avail-

able online at:

http://bhamqmm.wordpress.com/

Thank you for picking up the Summer 2013 edi-
tion of QMM. We hope you enjoy reading it. 

Commendation List
A massive congratulations to all students who received a commendation during the past 
academic year.

Name	  	   	  	   Year	   	   Name	  	   	  	   Year	  
Samantha	  Aldridge	  	   	   4	   	   Eimear	  Leyden	  	   	   4	  
Lucy	  Archer	   	   2	   	   Rahul	  Maheshwari	  	   	   3	  
Olivia	  Baker	   	   2	   	   Jairon	  Majdneya	  	   	   4	  
Rachel	  Barker	  	   	   3	   	   Jaskiran	  Mavi	  	   	   5	  
Janak	  Bechar	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  2	   5	   	   Tania	  McDermott	  	   	   4	  
Charlotte	  Bell	  	   	   3	   	   Majel	  McGranahan	  	   	   4	  
Christopher	  Berridge	  	   *	  2	   5	   	   Michaela	  Ming	   	   3	  
Alice	  Blackwell	  	   	   5	   	   Helen	  O'Beirne	  	   *	  2	   3	  
Hannah	  Bradshaw	  	   	   4	   	   Rosanna	  Page	  	   	   5	  
Stephanie	  Brooks	  	   	   4	   	   Priya	  Patel	  	   	   5	  
Richard	  Buka	  	   	   5	   	   Thomas	  Payne	  	   	   1	  
Emily	  Burns	  	   	   3	   	   Lucy	  Pilcher	   	   2	  
Hana	  Burns	  	   	   4	   	   Andrew	  Pinder	  	   	   5	  
Swetha	  Byravan	  	   	   2	   	   Gemma	  Plant	  	   	   5	  
Josie	  Colemeadow	   	   3	   	   Nuthana	  PB	   	   3	  
Bethan	  Davies	   	   5	   	   Philip	  Rankin	  	   *	  3	   3	  
Rachel	  Davies	  	   	   5	   	   Natalie	  Ring	  	   	   5	  
Joe	  Dawes	   	   2	   	   Gemma	  Roberts	  	   	   3	  
Polyviod	  Demetriades	  	   	   5	   	   Richard	  Robley	   	   5	  
Matthew	  Fenton	  	   	   3	   	   Clare	  Routledge	  	   	   5	  
Lydia	  Fletcher	  	   	   5	   	   Matthew	  Rowe	   	   5	  
Katie	  Flower	  	   	   5	   	   Neha	  Rudrashetty	  	   	   5	  
Jessica	  Frost	  	   *2	   5	   	   Jacob	  Schofield	  	   	   5	  
Alice	  Gage	  	   	   5	   	   Richard	  Screen	  	   	   5	  
Ruth	  Gertig	  	   	   3	   	   Abigail	  Sharp	   	   3	  
Samuel	  Glover	  	   	   4	   	   Sian	  Smith	  	   	   1	  
Emma	  Hadley	  	   	   5	   	   Lisa	  Stevens	  	   	   3	  
Olivia	  Hale	  	   	   3	   	   Owen	  Thomas	   	   5	  
Nadiya	  Hassan	   	   5	   	   Michael	  Thomas	   	   5	  
Rebecca	  Johnson	  	   	   5	   	   Christopher	  Thorne	  	   	   5	  
Christopher	  Jones	   	   5	   	   Philipa	  Wain	   	   4	  
Jane	  Kinsella	  	   	   5	   	   Rachel	  Wakefield	   	   4	  

Jack	  Lee	  	   	   3	   	   Victoria	  Watkins	  	   	   5	  
Erin	  Lester	  	   	   1	   	   Po	  Fung	  Wong	   	   5	  
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The most worrying patients are 
those who look ill but have no 
obvious apparent cause at the 
initial observation. It may be 
difficult to get much of  a history 
from some of  these patients and 
this is when a relative or a friend 
becomes vital. The less history 
that is available, the more thor-
ough the examination required! 
Do not overlook the skin, which 
may give valuable clues – think of  
the purpuric rash of  meningococ-
cemia; the markedly tanned skin 
in the hypotensive patient with 
Addison’s Disease, and work from 
there. Excluding hypoglycaemia 
at an early stage is very useful 

in patients who are unconscious, 
fitting, have focal neurology or 
are aggressive and/or confused. 
Always remember to check for 
neck stiffness in sudden col-
lapse, or in headache and pyrexia 
to rule out meningism, and this 
may be accompanied with pho-
tophobia. Remember to expose 
what is covered! I once missed 
a policemen’s helmet tumour of  
the scalp due to lymphoma in an 
Afro-Caribbean lady who wore 
a headscarf. Do not assume; I 
thought it was a cultural scarf, but 
it was in fact to hide the tumour! 
Be wary of  bandaged legs – these 
are often not removed at regular 
intervals and I have lost count of  
the infected ulcers I have found 
under these bandages!

What if  the patient looks fine, 
but is complaining of  loin pain? 
Do not disregard this group. 
Investigate their urine, and do not 
just jump to pyelonephritis. What 
if  that kidney is obstructed with a 
stone or a sloughed papilla? Such 
patients need immediate abdom-
inal ultrasound to exclude this 
ureteric obstruction. Ignore this, 
and a simple obstructed kidney 
will soon become a useless kidney.

Be careful about blood pressure. 
Young people can lose a lot of  
blood into the gut, and could 
lose a lot of  fluid, causing abrupt 
decompensation. Be wary of  the 

older patient with youthful blood 
pressure, and look for trends 
rather than one-off  readings. This 
type of  patient may have a sus-
tained silent myocardial infarction, 
not uncommon in the elderly and 
in 30% of  diabetics presenting 
with an MI.

Most importantly, be very, very 
careful about the patient pre-
senting to A&E multiple times. 
Believe that these patients have 
a significant problem unless 
proven otherwise, and make 
your own assessment and judg-
ment based on the facts that you 
elicit. I remember a 17-year-old 
Asian patient who did not speak 
English. Her relatives stated that 
she was not making any sense, 

and on admission, she threatened 
the nurses with a pair of  scissors. 
Her ESR came back at 88, and 
she turned out to have tubercu-
lous Meningo-encephalitis. Her 
condition rapidly returned to 
normality upon therapy. This is a 
prime example of  an acute psy-
chiatric history with a physical 
cause.

And what about group 4? Review 
their history very carefully. This 
may be an intermittent illness; 
such as cardiac dysrhythmias 
or epilepsy are prime examples. 
Then there are those that sponta-
neously recover from hypotension 
or hypoglycaemia.

The last question to ask your-
self  before sending any patient 
home is ‘will my patient be safe? 
What happens if  problems recur?’ 
Always try and think things 
through fully before taking 
important decisions, and it is 
this foresight that makes excellent 
clinicians.

“

Tough Decisions for Clinicians
K.G.Taylor MD, FRCP, Consultant Physician, City Hospital

One of  the most difficult deci-
sions that a clinician has to 
make is whether a patient needs 
admission to a hospital bed. This 
situation can occur anywhere – in 
the A&E department, the medical 
or surgical assessment unit, and 
even in outpatients. Sometimes, 
these decisions are straight for-
ward, but not always. If  the 
decision is difficult for the junior 
doctor, do not imagine it is nec-
essarily easy for the more senior 
doctor! A safe plan is: if  in doubt, 
always ask a senior colleague and 
benefit from their experience. 
Make your clinical assessment, 
decide on your differential diag-
nosis, your management plan and 
write it down. Run that past your 
more experienced colleague. With 
this approach from the start, you 
will learn from each and every 
situation, and the patient gets the 
best deal. 

A very real problem in 2013 is that 
hospital beds are becoming more 
difficult to access. Doctors are 
put under great pressure to make 
the right decisions, and patients 
may lose out. The best way to 
make these difficult decisions is 

to have a structured approach. 
Classify the patients into the fol-
lowing groups:

1. Looks ill with a clear diagno-
sis or differential

2. Looks ill with no clear diagno-
sis or no apparent differential

3. Does not look ill but with 
worrying signs

4. Does not look unwell and no 
worrying signs

Before we look at each of  these 
groups in detail, we need to con-
sider what the acute hospital 
bed offers the patient. First, the 
level of  nursing care should be 
appropriate to the patient. Do 
they need Intensive Care? High 
dependency? Or just an ordi-
nary ward bed? You need to be 
sure that there is the appropriate 
range of  investigative processes 
and medications available to the 
patient. Hospitals should be 
the place for people who are ill, 
and this is a key point that can be 
easily overlooked in observations! 
Some illnesses can be diagnosed 
within a short time frame, but 
others may reveal themselves over 
a longer period of  time, where the 
patient needs close observation. 
Patients may improve spontane-
ously, stay the same or get worse, 
sometimes rapidly. Always aim for 
continuity of  care – this gives the 
best change of  patient manage-
ment and the best opportunity to 
learn! Always find out what hap-
pened to your patient and learn 

from every experience.

Assessing whether a patient looks 
unwell or well is a key first step. 
This is best done from the end 
of  the bed. Is your patient in 
pain, short of  breath, cyanosed? 
Do they respond appropriately to 
your greeting? The initial impres-
sion is very important, and it may 
be possible to make your diag-
nosis at this stage or be well on 
the way. A patient with abdomi-
nal pain often lies still whereas a 
patient with renal colic writhes to 
find a more comfortable position. 
Patients with breathing problems 
and left heart failure like to sit up 
to ease up their breathing. 

If  you’ve established that the 
patient is ill, and your history and 
examination provide clues, we 
could have a patient in Group (1). 
A key question to ask yourself  
at this stage is what else could it 
be? Bronchial asthma is not the 
same as cardiac asthma! It is only 
by challenging what you think 
are certainties, by considering 
alternative explanations and dif-
ferentials that you can arrive at a 
correct diagnosis with confidence. 
Appropriate treatment can then 
commence and the patient can be 
admitted to the appropriate bed. 
Get the diagnosis right, select the 
correct treatment, and you’ll find 
bed management significantly 
easier.

“

Get the diagnosis right, select the correct 
treatment, and you’ll find bed management 

significantly easier.”

Doctors are put under 
gr eat pr essur e to 
make the right deci-
sions, and patients 

may lose out.”
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Evolution and Medicine
“Disease arises not from bro-
ken parts in a poorly designed 
machine, but from the inevita-
ble compromises of  an evolved 
body interacting with novel 
environments.”  - Randolph M. 
Nesse, University of  Michigan.

If  we played word association 
using the word evolution, no 
doubt words such as “monkeys” 
and “Darwin” would spring to 
mind. Very rarely will someone 
say “back-pain” or “diabetes”. 
Yet an increasingly large body of  
evidence is showing that evolu-
tionary theory may be as relevant 
to these malaises as any other.

There are many components to 
the theory of  evolution, such as 
genetics and Neutral theory, in 
addition to the well documented 
notion of  Natural Selection. 
These and other important but 
often overlooked, concepts 
within evolutionary theory can be 
applied to many other things aside 
from Darwin’s finches, and all 
are concepts that can be applied 
to research and medical science. 
For medicine in particular, entire 
books have been written on the 
importance of  evolutionary 
applications, and a new sub-spe-
cialty has emerged – evolutionary 
medicine.

The most frequently used exam-
ple of  evolution in relation to 
medicine is the phenomenon of  

drug-resistant pathogens. Bacteria 
have very short generation times, 
and so can evolve at a much 
faster rate than large multicellu-
lar mammals.  By this process we 
are able to watch natural selec-
tion in action. Bacteria that have 
a naturally occurring resistance to 
antibiotics are at a selective advan-
tage for survival, and so are able 
to reproduce and pass on these 
advantageous genes to the next 
generation of  bacteria. Without 
this evolutionary understanding, 
our knowledge and ability to uti-
lise antibiotics would diminish, 
and thousands of  lives would be 
lost worldwide due to drug resist-
ant pathogens. With this example 
alone one could argue for the rel-
evance of  evolution to medicine, 
but the scope spreads much fur-
ther than that.

Evolutionary medicine takes 
the view that many physical 
and psychological illnesses are 
a direct cause of  the incompati-
bility between the environment 
in which we evolved, and the 
environment in which we now 
live. When the first of  our spe-
cies, Homo sapiens, roamed the 
African plain 160,000 years ago, 
it was a very different world to 
the one we now inhabit, and the 
amount we have changed since 
that time is staggering. 

Our species is remarkable; in 
the space of  100,000 years 

we have colonized the globe, 
out-competed many rival spe-
cies, developed agriculture, and 
evolved new and complex cultural 
and social behaviours. Compared 
to every other known species this 
rate of  change is extremely rapid, 
but our bigger brains and cul-
tural habits have proven to be our 
nemesis.  Our social and techno-
logical advances have progressed 
on a scale that natural selection 
simply cannot keep up with. So, 
now our bodies face a dilemma. 
We are evolved for the plain, but 
live in an urban jungle. It is with 
this evolutionary viewpoint that 
propagators of  evolutionary med-
icine look at health and disease.

An interesting example of  a 
pathology that could be under-
stood in these terms is Polycystic 
Ovarian Syndrome (PCOS), a 
very common cause of  anovula-
tory infertility, and is associated 
with high androgen levels and 
insulin insensitivity. Although 
population differences in phe-
notypic expression suggest an 
environmental basis, there is also 
a likely genetic basis to the syn-
drome since it runs in families. 
The important role of  genetics 
in this syndrome, in addition to 
its high prevalence worldwide, 
is suggestive of  an evolutionary 
basis; the high levels of  this syn-
drome today suggest that at some 
point in our evolutionary history 
PCOS may have been a selectively 

Joanna Kirkham, Birmingham student intercalating at Hull-York Medical School

advantageous trait.

Women with PCOS have an 
increased chance of  being over-
weight and anovulatory in times 
of  normal or excess food avail-
ability. Yet, in times of  food 
scarcity, these women lose weight, 
and become fertile again. These 
women are argued to be carri-
ers of  a “thrifty gene”, one that 
allows them to easily store fat, 
and live off  these stores during 
times of  famine.  Having mem-
bers of  the population with this 
gene type will have ensured that 
in times of  difficulty there were 
women who could still reproduce. 
Elton and co-workers have argued 
that these women would have had 
a selective advantage, and would 
have passed on this advantageous 
“thrifty gene” into the next gen-
eration.1 Since the majority of  
human evolution occurred in 

highly seasonal environments, 
when such a genotype would have 
been advantageous, and it could 
well account for the high preva-
lence of  PCOS seen worldwide. 
This argument could also be used 
to account for the elevated inci-
dence of  other forms of  insulin 
resistance, such as type 2 diabe-
tes; in the modern industrialized 
world, these syndromes of  insulin 
resistance are no longer advanta-
geous, but are prevalent illnesses 
which have a serious effect on 
quality of  life of  thousands of  
individuals. 

It’s not just our changing envi-
ronment that has shaped our 
medical and evolutionary history, 
our changing anatomy has also 
had an influential role. A defining 
trait of  our evolutionary branch 
is our ability to walk upright on 
two legs. This trait, known as 

bipedalism, has no doubt been a 
major contributor to our success 
as a species, but has also resulted in 
a number of  anatomical oddities 
that have inevitability increased 
our susceptibility to certain health 
issues. These oddities include the 
angulation of  the femur to bring 
our feet underneath our body, our 
spine accommodating the typical 
“S” shape of  lumbar lordosis, 
and our pelvis becoming more 
basin-shaped.  As a result of  
bipedalism, we now have to con-
tend with orthopaedic disorders 
of  the back, hip, neck, and foot, 
complications of  pregnancy and 
childbirth, and even otitis media 
(OM).

The example of  otitis media not 
only demonstrates the applicabil-
ity of  evolutionary perspectives, 
but also the importance of  knowl-
edge of  human evolutionary 

If  we played word 
association using 
the word evolution, 
no doubt words such 
as ‘monkeys’ and 
‘Darwin’  would 
spring to mind.” 

“



14 15

anatomy to medical studies. It is 
argued that OM is predominantly 
a childhood disease since our 
crania adopt morphologies that 
favour bipedal locomotion dur-
ing our growth into adulthood. 
This particularly affects the mas-
toid process; the move towards 
habitual bipedalism encouraged 
development of  the sternocleid-
omastoid muscle, which in turn 
caused its attachment site – the 
mastoid process – to increase in 
size. As the mastoid enlarges, the 
middle ear cavity becomes better 
ventilated, and incidence of  OM 
falls. This example demonstrates 
how knowledge of  human evolu-
tionary anatomy can aid students’ 
understanding of  the patterns of  
certain diseases. 

The reasons why humans so com-
monly have difficulties giving birth 
can again find its origins in evo-
lution. I have already stated how 
bipedal locomotion has modified 
the morphology of  our pelvis and 
has resulted in a narrowed pelvic 
outlet, and this combined with 
our increased brain size relative to 
body mass, has made giving birth 
a risky business for our species. 
If  we were quadrupedal, regard-
less of  our brain size, humans 
would have a vastly reduced inci-
dence of  obstetric crisis, and the 
medical specialities of  midwifery 
and obstetrics may never have 
emerged. Understanding human 
evolutionary anatomy and the 
consequences of  it in this way 
certainly has a role in helping 
students, and clinicians, better 
understand the field of  obstetrics.

Recent findings have shown that 
the birth experience is improved 
markedly for both mother and 
baby if  the mother has a sup-
portive social group with her 
during the labour.1 The reasons 
behind this again can be found 
from looking in an evolutionary 
perspective. For almost all mam-
mals, birth is a solitary affair. 
Even chimpanzees – our closest 
living relatives and highly social 
creatures – will seek solitude to 
deliver their young.  Yet the nat-
ural human response to labour is 
to seek out company. This natural 
instinct reflects the bizarre situa-
tion natural selection has elected 
for our species – the risk we take 
for our increased encephalisation 
is a difficult childbirth, in which 
the mother requires assistance. 
Clinicians who are aware of  the 
integral needs of  the mother, laid 
down in her genome by her evo-
lutionary past, are better equipped 
at making sure the birth experi-
ence is a successful one for both 
mother and child.

These examples demonstrate that 
evolution is relevant to modern 
medicine. Having an evolutionary 
perspective can help us under-
stand disease patterns, origins, 
and epidemiology, and can give 
both students and clinicians alike 
a new and interesting view point 
with which to examine their pro-
fession. However, whether it’ll 
be welcomed with open arms to 
be a part of  the medical curric-
ulum is something else entirely. 
While evolutionary medicine 
can certainly complement other 

aspects of  medical science, due 
to its inapplicability to clinical 
care, I suspect it is unlikely that 
many medical students or clini-
cians will be eager to learn about 
it routinely. As stated by Nesse 
and Williams (1991) “Medicine is 
a practical enterprise, and it hasn’t 
been immediately obvious how 
evolutionary explanations might 
help us prevent or treat disease.”

However, evolution is a science, 
and as scientific learning is a 
foundation to medical learning – 
particularly in the first few years 
of  medical school – this author 
sees no reason why it shouldn’t 
be given the attention it deserves. 
An evolutionary understanding 
behind our anatomy can improve 
understanding ten-fold, and does 
wonders in terms of  integrating 
anatomical knowledge with med-
ical practice. It also allows us to 
view the body and disease in a 
more accurate light; if  medicine 
is a discipline of  the body, then 
surely we should all take the time 
to consider how our bodies came 
to be the way that they are.

As written by the famous evo-
lutionary biologist Theodosius 
Dobzhansky - “Nothing in 
Biology Makes Sense Except in 
the Light of  Evolution.”

A Patient’s Point of View
Phoebe Cliff, Third Year Medical Student

On the 18th December 2012, 
I was diagnosed with Type 1 
Diabetes, and life as I had known 
it was about to change signifi-
cantly. I had been experiencing 
all the textbook symptoms for a 
few weeks such as excessive thirst, 
tiredness, going to the toilet more 
often than usual and significant 
weight loss. In addition, I had 
been feeling unwell for a good 
month or so, but wanting to avoid 
the medical student hypochon-
driac stereotype, I had put off  
going to see the doctor, attrib-
uting my symptoms as being the 
result of  a long, busy term at uni-
versity. Third year is a big change 
to first and second year, requiring 
many more early starts and late 
finishes. Plus, you are no longer 
spending the day attending lec-
tures and tutorials, instead you’re 
up on your feet on the wards and 
in teaching. Everyone was feeling 
a bit rundown! However, it came 

to the point when I literally had 
to drink pint after pint of  water 
to try and quench my thirst and 
found that even climbing the 
stairs was a struggle. I had no 

energy. So I thought it was time 
to consult my GP. And with good 
reason!

The initial blood sugar reading 
was so high it didn’t even reg-
ister on the monitor and the 
dipstick of  my urine was positive 
for both glucose and ketones. I 
was admitted to hospital imme-
diately as an emergency with 
suspected Diabetic Ketoacidosis 
and hooked up to an insulin IV 
infusion to bring down my blood 
sugar level from 41.3 mmol/l 
(normal level of  4-7). The next 
morning, the diabetic nurse sat 
by my bedside and told me (and 
my parents) that I had Type 1 
Diabetes and was therefore insulin 
dependent.  I was started immedi-
ately on a regime of  4 injections 
of  insulin every day and shown 
how to continually self-monitor 
my blood glucose levels, adjust-
ing doses accordingly.  Amongst 
other things, she explained about 
recognizing hypo episodes and 
implications for driving, travelling 
and insurance. Hearing all of  this 
information at once was incredi-
bly overwhelming and frightening 
to say the least.

This diagnosis is life-changing 
and has had a profound impact 
on both me and my family. The 
mental impact of  such a diagnosis 
on every family member cannot 
be underestimated. It has all been 
a big shock, but I am determined 

to remain positive and carry on 
with life as normal. I think it is 
important to learn from expe-
riences like this, especially as a 
medical student. I now have an 
insight into what hospital is like 
and understand how it feels to be 
a patient. I’ve learnt how different 
people can be in their approach 
to patients and I’ve witnessed 
both excellent and poor bedside 
manners. Also, now that I have 
experience of  managing a chronic 
condition, I feel I will be able 
to relate to patients on a whole 
new level. I also understand how 
important it is to remain positive 
when life does not go your way. 
Life can throw a lot of  problems 
and upset you, but it is how you 
react and deal with these prob-
lems that define you as a person. 
For example, exercise is an inte-
gral part of  my life. Initially, I was 
worried that my diabetes would 
stop me from doing regular exer-
cise. Fortunately, as long as I 
check my blood sugar before and 
after and have a snack if  neces-
sary, I can carry on exercising. So 
now I am more motivated than 
ever to get fit, and I’ve signed up 
for the Great Manchester Run in 
May to raise money for Diabetes 
UK. All in all, I hope that this 
diagnosis will help me not only 
to become a better doctor in the 
future, but also a better person.

[1] Shaw LM, Elton S. Polycystic ovary syn-
drome, a transgenerational evolutionary 
adaptation. BGOJ 2008; 115: 144-8.    
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Beyond Birmingham

ARTE production ‘Beyond 
Therapy’ heads off  to the 
Edinburgh Fringe festival

Every year a group from the 
medic’s theatrical society (ARTE) 
get together and perform a high 
quality show in the ATH, and this 
year was no exception. In January, 
in the capable hands of  director 
Alex Newcome, a small cast of  
six performed ‘Beyond Therapy’, 
a farcical comedy by Christopher 
Durang. The show follows a 
lonely woman (Prudence) who 
replies to a personal ad and meets 
an eccentric bisexual man (Bruce). 
After a few short minutes, Bruce 
concludes that he wants Prudence 
to be the mother of  his children. 
If  it sounds like Bruce should be 
in therapy, he is. So is Prudence. 
However, both of  their therapists 
are even more mentally volatile 
than their emotionally conflicted 
patients. Let the chaos commence.

The cast, which included Niki 
Deacon, Will Maynard, Suzanne 
Raffles, Alex Aldren, Phil Rankin 
and yours truly, had just over 
three weeks to rehearse but some-
how managed to pull it out of  the 
bag, and the show was very well 
received by audience members 
(well the ones I spoke to anyway!). 
Mr Newcome enjoyed it so much 
that at the beginning of  August 
we will be taking it for a week’s 
run at this year’s Edinburgh 
Fringe Festival! It’s needless to say 
that we are beyond excited.

This is the first ARTE show to 
tread the boards of  the Fringe 
and we’re performing in a great 
venue situated on the Royal Mile 
itself  (see details below)! So if  
anyone happens to be close by 
this August, please come along, 
we’d very much appreciate your 
support. For more details please 
check out the Edinburgh Fringe 

website and programme (http://
www.edfringe.com/whats-on/
theatre/beyond-therapy). 

Dates: Friday 2nd – Saturday 10th 
August 2013 

Venue: ‘theSpace on the Mile’  (80 
High Street)

Time: 21:20 each night

Tom Purchase, Fourth Year Medical Student

So, you want to intercalate?
Compiled by Nuthana PB, QMM Co-editor
Each year, many medical students 
find themselves having to make 
a decision on whether or not to 
intercalate. Taking a year out of  
medicine can seem daunting, 
and there are plenty of  things to 
consider. Where should you inter-
calate? Which intercalation option 
should you choose? Which years 
of  Medicine is it best to inter-
calate between? There are also 
things like the cost of  an extra 
year, leaving behind your year, 
and worries about how much 
you’ll forget!  

At Birmingham, there are three 
different intercalation strands: 
Biological Sciences, Clinical 
S c i ence s,  and  Popu l a t i on 
Sciences and Humanities (PoSH) 
which encompasses History of  
Medicine, Healthcare Ethics 
and Law, International Health, 
Psychological Medicine and 
Public Health and Population 
Sciences. 

To try and make things a bit 
easier for students considering 
intercalating, we decided to ask 
intercalators from 2011-2012 to 
share their experiences of  what 
the year entailed.

Biological ScienceS

Students can intercalate in 
Biological Sciences following 
the 2nd year of  Medicine, and 
there are also a few places for 

students who have completed 
their 3rd year. This intercalation 
involves having two seminar and 
experiment based modules in the 
first semester, with the second 
semester being devoted to a 10 
week research project. One thing 
which differentiates this intercala-
tion from the other two options 
is that it forms the third year of  
the BMedSci course, so you’ll get 
to join their year – having a break 
from medics and seeing how 
the scientists see us can be quite 
eye-opening! 

Sandhya Santharam - Stem 
cells and Neurobiology mod-
ules, project in Neurobiology 

I intercalated between 2nd and 
3rd year, and am frequently 
asked about whether I enjoyed 
it and whether it was worth it….
My response has now become 
a uniform statement of, “Yeah 
it was good, really, really hard 
work though, but all worth it in 
the end…and only do it if  you’re 
really sure”. Which leaves the 
other person thinking, huh?!

So, was it really all worth it? The 
hours of  slogging in the lab, the 
endless nights reading research 
papers, the tears when things go 
wrong, the late evenings spent 
in the CC, the amounts of  com-
fort-chocolate consumed.... And 
above all, an extra year added on 
to an already-long and difficult 

course, and being left to watch 
my friends go ahead and become 
doctors before me? Well, when 
you put it that way.... 

My intercalation year was simul-
taneously the toughest and best 
year of  my university experience 
so far. But I have to say, I feel 
the downsides are far outweighed 
by the benefits. No matter what 
the outcome of  your degree, the 
experiences and memories you 
come away with are ones you will 
not regret. Sure, it is challenging 
(do not pay heed to those people 
who comment that intercalation 
is a “gap year” – it is the furthest 
thing possible!) but in fact it is 
those challenges that taught me 
how to cope with extreme stress. 
At the risk of  sounding cheesy, I 
feel my intercalation year changed 
me as a person, for the better!

The amount you learn during 
intercalation – not just theory, 
but rather, in terms of  the skills 
acquired – is immense. Learning 
how to decipher research papers, 
write up a practical report in the 
style of  a published journal, use 
statistical programs, write scien-
tific essays, and even the basic lab 
skills – these are the things I am 
really grateful for, from my year 
as a BMedSci. And ultimately, 
there is something quite won-
derful about gaining knowledge 
just for the sake of  pure interest 
– attending lectures on a subject 
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how research is carried out, and 
due to my first-hand experience, I 
feel more confident about getting 
involved in research later in life. 
Although there were days when 
working in the lab was tough, 
there was support available and 
the days were only tough because 
everyone becomes so involved in 
their project that you want it to 
go well.

So although you do fall back a 
year, your friends don’t disap-
pear, it is hard work but it’s worth 
it and why leave university any 
earlier than you need to? In the 
long run, a year isn’t that much. 
The best way to see the full pic-
ture is to ask anyone who’s done 
it. Obviously, with the increase in 
tuition fees choosing to interca-
late will be a bigger decision than 
it was previously. But even if  the 
thought has only briefly crossed 
your mind, it’s worth looking into!

clinical ScienceS

The intercalation in Clinical 
Science is offered to students 
who have completed their 3rd or 
4th year of  Medicine. It involves 
doing a 7 month lab project 
whilst studying 6 modules from 
a choice of  10. This intercalation 
programme offers students the 
longest research project, so they 
can gain a deeper understanding 
of  how clinical research is carried 
out. 

Amal Singh – Project on 
Hepatitis C and Hepatocellular 
carcinoma

It was only during my third year 
whilst on hospital placement, 
did thoughts of  intercalation in 
Clinical Sciences start circulat-
ing through my head. The wide 
variety of  laboratory projects 
on offer in areas of  interest to 
me alongside the fact that they 
were 7 months long particularly 
appealed. This was because I felt 
the more time spent on the lab 
work and subsequent disserta-
tion, the better. Thankfully I was 
offered my preferred choice of  
project working in the Hepatitis 
C virus research group headed by 
Prof  Jane McKeating in the IBR. 
The outline was to elucidate the 
mechanisms of  how HCV causes 
Hepatocellular carcinoma (HCC), 
in particular to focus on the role 
of  CXCR4, a chemokine recep-
tor. The study encompassed many 
of  the subject areas that we stud-
ied pre clinically such as Virology, 
Immunology and Cancer biology 
that I found fascinating. However 
the one aspect of  intercalation 
that I found incredibly appealing 
was the idea of  undertaking scien-
tific research that had never been 
done before. The idea of  being 
part of  something that could 
one day affect how medicine was 

carried out was daunting but at 
the same time awe inspiring. 

Alongside our projects, we were 
given a lecture course covering a 
variety of  medical specialities, that 
in my opinion perfectly combined 
clinical work and recent research 
advances. Altogether the research 
project and lecture course were 
ideal for medical students with 
a keen eye on how scientific 
research is translated into clinical 
medicine and particularly those 
who are interested in pursuing 
research in the future. Fortunately 
for me, my project yielded many 
positive results and a publica-
tion may be in the pipeline. More 
importantly though, intercalation 
provided me with new skills that 
will help me as a future clinician 
and has opened my eyes to under-
taking research in my career. 

Michael Cox – Project on 
potential anticancer treatments 

I chose the Clinical Sciences 
(CLS) intercalation as it provides 
the longest research projects and 
greatest exposure to translational 
medicine. Other reasons included 
the chance to add to the body 

you actually want to learn about 
is much more bearable and sat-
isfying than what you may have 
experienced in the first two years 
of  Medicine!

In the second semester, I found 
my time in the lab immensely chal-
lenging and ultimately endured 
much disappointment. But even 
in a “lab-project-gone-wrong” 
situation, there are still many pos-
itives. Being a part of  what goes 
on “behind the scenes” of  med-
icine is fascinating. Every one of  
the BMedSci research projects has 
some aspect of  trying to uncover 
the physiology of  little-under-
stood diseases (my own project 
was looking into the molecular 
pathophysiology of  prion dis-
eases such as “mad cow disease”) 
or else working towards finding 
new treatments. It was amazing 
to be involved in something like 
this; as medical students we may 
take the understanding of  dis-
eases and their cures for granted, 
but it takes a lot of  hard hours in 
the lab to get to that stage. 

Intercalation is not for everybody; 
you have to be passionate about 
the modules you undertake and 
be prepared for dedicated work. 
It will be what you make of  it, but 
in my experience, it’s worth it. I 
learned a huge amount, discov-
ered more about myself  and how 
to cope under extreme pressure, 
and made new friendships I will 
always cherish. 

Helen Finegan – Neuroscience 
and Cardiovascular Sciences 

m o d u l e s ,  p r o j e c t  i n 
Neuroscience 

I found the intercalation year 
challenging but really interesting 
and worthwhile. I found the first 
semester, which was mainly semi-
nar based, really interesting. It was 
good to spend more time look-
ing into the science and research 
behind some of  the physiology 
that we learnt about in the first 
two years of  medicine. During 
this time we applied what we were 
learning to several lab sessions. 

It was great to get some practi-
cal experience and although I 
felt a bit incompetent at first, 
the BMedSci students were really 
good at helping us catch up. It 
was also good during this time 
to become more experienced at 
reading journal articles. 

In the second semester, I did 
my project on a strategy to pro-
mote axon regeneration after 
spinal cord injury. This was the 
greatest challenge of  the year as 
it demanded a large amount of  
time and patience. However, it 
was really rewarding to be able 
to write up my findings and feel 
as though I was contributing in 
some way to such an exciting area 
of  research. 

I would recommend intercalating 
in biological sciences to anyone 
who wants to spend a bit more 
time focusing on the science 
behind an aspect of  medicine that 
they find interesting, or anyone 
who thinks they might want to do 

some lab work in the future.  

Tom Purchase – Stem cells and 
Reproduction modules, project 
on Stem cells 

Making the decision to interca-
late took me a long time. From 
an intercalation lecture we had 
in first year right up until two 
weeks before the deadline for 
applications (in third year), I 
wasn’t absolutely sure it was what 
I wanted to do. I’d heard all the 
things people say when they 
don’t really know how it works; 
‘but you’ll fall back a year and 
you’ll have no friends’, ‘it’s really 
hard work, being in a lab sounds 
awful’, ‘why spend another year 
in university and delay getting a 
paid job?’ and so on. But I applied 
anyway and ended up joining the 
third year of  the BMedSci course 
at Birmingham, and it was one of  
the best decisions I’ve made so 
far in university. 

One of  the main reasons that 
I decided to do it was that I’d 
started to find that learning a lit-
tle bit about everything without 
ever having the time to learn a lot 
about one particular subject frus-
trating. Whereas on the BMedSci 
course there was a whole term 
of  studying just two topics! I 
spent the second term in a lab 
researching stem cell adhesion, 
which might sound a bit niche 
(‘how will that make you a better 
doctor?’), but the specifics of  the 
project aren’t the main reason it 
was worthwhile. I now feel I have 
a much clearer understanding of  
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them, since there was worry that 
healthcare staff  were unaware of  
the evidence-based benefits these 
groups can offer patients with 
drug and alcohol addiction prob-
lems.  To assess this, I designed a 
questionnaire that I then travelled 
round the West Midlands deliv-
ering to healthcare professionals. 
I then analysed the data myself  
using a statistical package and 
drew conclusions. Interestingly, 
my findings showed 12-step 
groups are used a lot more than 
originally thought, which shows 
that this treatment is being used. 
It was great for me because I was 
able to travel to York to present 
my findings and am currently 
awaiting publication of  my paper 

in a European journal.

However, intercalating brought 
me many more benefits than just 
the extra points the degree and 
publications offer my founda-
tion application. The course has 
a big focus on learning research 
techniques which means I now 
have the confidence to conduct 
research more independently. I’m 
putting this to good use for my 
elective project as I’ve designed 
another questionnaire to do with 
surgical trainees.  I also have the 
confidence to read and, hopefully, 
write academic papers myself, 
which will only serve to bene-
fit my medical training. A lot of  
people think POSH intercalations 

are only helpful if  you want to 
be a psychiatrist or public health 
doctor. Whilst they’d have their 
benefits for this I’m sure, the 
things you learn during the year 
are so much more useful. I, in 
fact, hope to pursue a career in 
surgery, but have no doubt at all 
that the skills I learnt last year will 
help me along the way!

So... Should i intercalate?

If  you’d like to find out more 
about intercalation options, 
have a look at the University of  
Birmingham medical student 
Intercalation pages. 

of  knowledge which may alter 
patient treatment in the future.

The project I worked on was 
related to treatment resistance to 
a new anticancer therapy in solid 
neoplasms. This was conducted 
with a supervisor with whom I 
had previously done an SSA with 
and knew he was passionate about 
science and teaching. I was lucky 

enough to be given a large degree 
of  discretion on the project and 
so able to generate and test many 
of  my own hypothesis instead of  
just blindly following instructions. 

I enjoyed my intercalation and it 
has certainly given me an insight 
into the world of  academic med-
icine and translational research. 
There are a few salient points 
to pass on to anyone consider-
ing CLS in the future. First, talk 
to potential supervisors and the 
whole lab before applying for 
projects. This will give you an 
idea of  if  you fit in and who will 
be around on a day-to-day basis 
to help if  things don’t work as 
they should. Second, if  possible 
arrange some work experience in 

the lab before the start of  your 
project. This will provide a “crash 
course” on how things work and 
means you will not waste valuable 
time at the beginning of  the year.

I would recommend the CLS 
intercalation for anyone interested 
in an academic career pathway, 
interested translational research 
and running trials in the future 
or wanted to generate knowledge 
which may go on to improve 
patients’ treatment in the future.

PoPulation ScienceS and 
humanitieS

Rupali Patel – Public Health 

I intercalated in Public Health and 
Population Sciences after my sec-
ond year of  medicine. I was keen 
to learn more about how research 
is conducted, and decided that the 
best way to achieve this would be 
through personal experience. 

First term sessions focused on 
research methods, and the lec-
tures for my chosen modules 
(communicable diseases, ethics 
and law, and statistical methods) 
were thought-provoking. My 
research project, “Vitamin B12 
and Vitality” was a questionnaire 
study aiming to determine patient 
perceptions of  the effect of  B12 
on vitality. It involved gaining 
R&D approval, recruiting general 
practices within the South and 
Heart of  Birmingham Primary 
Care Trusts, formulating an online 
questionnaire, and analysing the 
responses received. The greatest 

challenges involved working with 
general practice staff  who were 
often hard-pressed for time, 
and waiting for questionnaire 
responses to be returned. When 
the responses did start to come 
through, it was a privilege to gain 
insight into patients’ perspectives 
of  their illness and its effect on 
their daily activities. 

I attribute the smooth running of  
the project to my fantastic super-
visor, Dr Lesley Roberts. She 
had great enthusiasm, and always 
made time to provide feedback, 
assess progress and address my 
queries. 

Although I had relatively more 
non-contact time, there was usu-
ally plenty of  work to be getting 
on with. Other than the research 
project, there are written assign-
ments during first term as well as 
exams in January, and my ability 
to manage time was definitely 
tested. 

All in all, intercalation was a chal-
lenging and exciting year that I 
look back on fondly. I would rec-
ommend it to anyone in whom 
public health and the workings of  
research inspire interest.

Rosie Wall – Psychological 
Medicine 

I did a project on the use of  
12-step groups (such as alcohol-
ics anonymous) among addiction 
treatment professionals, their 
opinions on these groups and 
whether they refer their patients to 

MedSoc’s technology was signif-
icantly updated in 2012/13. This 
included a brand new website, 
bringing in more online Freshers’ 
Week sales than ever before, an 
Apple iOS application that has 
been downloaded almost 1,000 
times, in addition to continued 
investment in the MedSoc Tech 
Team’s performance equipment.

The addition of  a MedSoc 
Sponsorship representative was 
a huge success this year, gener-
ated additional revenue allowing 
MedSoc to support our sports 
teams, societies and charities at 
Grants Weekend, and more grants 
were awarded to MedSoc sub-so-
cieties than ever before. More 
than 94% of  requested grant 

money was awarded (well over 
£20,000), showing how MedSoc’s 
money is entirely re-invested in 
our members. I am confident that 
the future success of  sponsor-
ship and Freshers’ Week sales will 
enable this high level of  society 
support to continue.

Next, a brief  mention of  some of  
our most successful events over 
the past year. The Hop was as 
great as ever, with tickets selling 
out in a record 16 minutes. Mock 
OSCE sessions were organised 
for 2nd to 5th year students with 
the support of  Birmingham 
Internal Medicine Society (BIMS), 
in addition to the MedSoc revi-
sion sessions running for 1st and 
2nd year students. MedSoc won 

the first block fixture against 
Southampton MedSoc in early 
March, an event that will hope-
fully become a new regular! 
Finally, MedBall was again at the 
ICC with a fantastic ‘All the Fun 
of  the Fair’ theme; a tough act to 
follow for the next Ball Reps!

I would finally like to thank the 
2012/13 MedSoc committee for 
their hard work over the last year. 
I am extremely proud of  all that 
has been achieved and wish the 
incoming committee luck in their 
tenure! MedSoc and its mem-
bers are going from strength to 
strength and I have no doubt that 
we will continue to remain the 
biggest and best Medical Society 
in the country!

MedSoc’s Year
Elliot Yates, MedSoc President 2012/2013
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REME Awards
‘Doctor’  - from the latin noun 
docere ‘to teach’.

It is often forgotten that teaching 
was the original role of  a doctor. 
It can therefore be refreshing to 
take a step back and appraise the 
teaching that our professors and 
clinicians here at Birmingham 
Medical School have delivered 
to us, the students, over the past 
year, and remind ourselves of  
their important impact on our 
education and inquisitive learning.  

‘Recognising Excel lence in 
Medical Education’ (REME) is 
an award scheme established by 
students of  the University of  
Birmingham Medical school as an 
initiative to appraise lecturers and 

clinicians who have made a signif-
icant impact on their education. 
Every year, all undergraduates 
studying medicine are invited to 
nominate staff  from the Medical 
School and our associated hospi-
tal trusts who they believe deserve 
to be recognised for their contri-
butions. This means that any staff  
from Foundation Year doctors to 
consultants, GPs, researchers and 
anatomists can be put forward 
and selected, and the winners 
decided based on both the num-
ber of  votes and the quality of  
comments received. 

Since its establishment, REME 
teaching awards are handed out at 
the annual prize giving ceremony, 
and have become a highly sought 

after accolade amongst staff. Last 
year’s winners are listed below, 
however a special mention and 
congratulations must be given to 
Professor Farndon and Professor 
Lote, who have won the Year 1 
and Year 2 pre-clinical teach-
ing awards respectively since the 
beginning of  the REME teaching 
awards, demonstrating their tal-
ent, commitment and enthusiasm 
towards medical education! To us 
of  the REME committee, these 
individuals exemplify the reason 
the society was established and 
would like to thank them for their 
contributions. 

Below are the winners of  the 
REME teaching awards, 2011-12:

Catrin Wigley, Second Year Medical Student, on Behalf of REME Committee

Pre-clinical
Year 1:     Professor Farndon 
Year 2:     Professor Lote  
Anatomy demonstrator:  Toby Jennison

Clinical
City Hospital:    Dr Abbas Tejani, FY2 
Good Hope Hospital:   Dr Ali, Consultant, Anaesthetics 
Heartlands Hospital:   Mr Jaganathan, Consultant, Urology
Hereford County Hospital:  Dr Tom Jenyon, Clinical Teaching Fellow, Medicine 
Queen Elizabeth Hospital:  Dr Z Wyrko, Consultant, Elderly Care 
Alexandra Hospital, Redditch:  Dr Lubna Bashir, Teaching Fellow, Surgery
Russells Hall Hospital:   Dr A Whallett, Consultant, Rheumatology 
Sandwell Hospital:   Dr N Trudgill, Consultant, Gastroenterology
Walsall Manor Hospital:  Dr Puttanna, CT1, Diabetes 
New Cross Hospital:   Dr T Priestman, Consultant, Oncology 
Worcester Royal Hospital:  Dr Darryl Menezes, FY2, Surgery

Missing Melanomas in 
Darker Skin Tones
Louise Dixon, Third Year Medical Student

Ringworm, Meningococcal rash, 
Melanoma – easy to spot if  you 
know what you’re looking for, 
right? Wrong! Imagine a patient 
with black or Asian skin and 
think again, would it look any-
thing like the distinctive photos 
of  Caucasian skin that you’ve 
seen in textbooks? Less than four 
per cent of  images  in dermatol-
ogy databases are of  patients with 
darker skin meaning that medical 
students and doctors are much 
less likely to recognise conditions 
in non-Caucasians. 

In the busy curriculum of  a typi-
cal medical student, Dermatology 
is often overlooked as a minor 
specialty and learning opportu-
nities are limited with experience 
more commonly being gained 
through textbooks. Difficulties 
in the recognition of  skin con-
ditions can result in a delayed or 
mistaken diagnosis – a missed 
malignant melanoma may have 
devastating results. Furthermore, 
Birmingham has one of  the most 
ethnically diverse populations, 
even more reason for its doctors 
to be able to spot pathology in 
darker skin tones. 

At the University of  Birmingham, 
Dr. June Jones, Senior Lecturer 
in Biomedical Ethics, and medi-
cal effects artist Julia Hyland of  

the History of  Medicine Unit, 
have teamed up with Channel 4’s 
“Embarrassing Bodies” to create 
a database of  darker skin tones 
with dermatological conditions, 
the first of  its kind. In a recent 
episode, students at Birmingham 
Medical School were put to the 
test - a variety of  skin tones each 
made up with the same skin con-
ditions in a demonstration of  the 
project. As expected, diagnosis 
was correct on Caucasian skin, 
but much more difficult on darker 
skin. 

The online campaign aims to 
create freely available learning 
materials for doctors and medical 
students aiding accurate diag-
nosis and advising on treatment 
plans. In order to compile such 

a database, viewers are asked to 
submit photos of  dermatological 
conditions, especially those on 
dark skin.

If  you have a skin condition 
that you would like to add to the 
online database, please follow this 
link: www.livefromtheclinic.
channel4.com/photo-upload/

I f  y o u ’ r e  i n t e r e s t e d  i n 
Dermatology join DermSoc 
at http://uobmedsoc.com/
social/societies/dermsoc/

[1] Value obtained  from statistical analysis of  
DermIS, www.DermIS.net and HardinMD, 
www.hardinmd.lib.uiowa.edu/ Dermatology 
databases.
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QMM Special

Palliative medicine involves the holistic care of  
patients with life limiting illnesses including cancer, 
heart failure, COPD and degenerative neurological 
conditions. My job allows me to review patients 
within home, hospice and outpatient settings, and 
I have previously been involved in the care of  
patients with palliative care needs within the hospi-
tal setting. The role is very varied, with time devoted 
to looking after physical, psychosocial and spiritual 
needs of  patients. Because the work is split across 
several settings, the chance to offer continuity of  
care is increased and this increases job satisfaction.

It can be challenging when symptoms are difficult to 
control. You need to be good at working with other 
teams, particularly when not in overall charge of  the 
patient’s care; some teams can be more supportive 

of  your input and suggestions than others. Patients 
can sometimes strike a cord with you, but in general, 
I find that the rewards of  improving quality of  life 
where time is short exceed any emotional demands 
of  the specialty. 

Palliative medicine training can be entered from 
medicine, general practice or anaesthetics and suits 
anyone who is able to care holistically for patients 
and wants to focus of  quality of  life where quan-
tity can not necessarily be improved. If  you are 
interested in palliative medicine as a specialty, it is 
important to try to gain experience of  it. You can 
do this by talking to your local palliative care team 
within hospitals in the region, or by arranging a 
placement in a hospice near you. This will help you 
to stand out from the crowd. 

Palliative 
Care
Dr Christina Radcliffe
Registrar in Palliative Care

This edition’s special on choosing a medical 
career that’s right for you

Compiled by NuthaNa pb, Qmm Co-editor

From when you start thinking about apply-
ing to medical school, one of  the questions 
you most commonly get asked is, “What do 

you want to specialise in?” Some people seem to 
decide at the age of  5 that they’d like to be cardiol-
ogists, whilst others are still undecided about what 
they want to specialise in when they are doing their 
foundation training.

With the increasing amount of  subspecialisation 
and worry about job competition, it seems to be 
becoming increasingly important to decide on a 
specialty sooner rather than later, in order to show 
commitment to a specialty and build up experience 
related to it. It seems especially difficult as we don’t 
get exposed to particular specialties until 5th year, 

by which time we might already have had to send 
off  our FY1 application forms.

So, with around 80 different specialties to choose 
from (yes, there really are that many!), how on earth 
are you supposed to pick one? We have contacted 
doctors from a range of  specialties to give some 
insight into what their work involves, what the best 
and worst parts of  their job are, and any tips they’d 
like to share with their potential future counterparts. 
Since the theme of  this issue is decision making, we 
hope that this article may help you in deciding on 
a future career path, undoubtedly one of  the most 
important decisions you’ll make during your med-
ical career! 

including advice from the Careers’ Network
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Public health has helped deliver clean water to the 
poorest parts of  the world, eradicate smallpox and 
greatly reduce deaths associated with tobacco. It’s 
a very broad specialty and has three main areas: (1) 
health improvement, which aims to improve popu-
lation health by tackling determinants of  disease; (2) 
health service improvement, aiming to assess and 
meet healthcare needs of  the population; (3) health 
protection, involving infectious diseases and emer-
gency incidents. 

Public health is a great specialty because it tack-
les the root causes of  poor health, affects health 
and wellbeing at a whole population level, and can 
help reduce inequalities in health across the social 
strata. It is a very broad specialty and almost anyone 
can find an area of  interest within its huge remit, 
from tackling an outbreak of  measles to dealing 
with international development. However, there is 
very little patient contact compared to clinical spe-
cialties, and the constant change in the healthcare 
landscape means doctors practicing public health 

have to be very adaptable and willing to work in 
a wide range of  organisations, many outside the 
NHS. This could include public health departments 
in local government, Public Health England, uni-
versities, Department of  Health, non-governmental 
organisations, and even the WHO! This variety of  
experience is certainly a strength of  the specialty! 

Public health is a small specialty and it can often 
be difficult to find much about it while in medical 
school. The best source of  information on train-
ing in public health in the UK is the Faculty of  
Public Health website (www.fph.org.uk). Training 
in another specialty before joining public health, 
(particularly general practice) can be an advantage 
and there may be opportunities to train in both 
specialties concurrently. Those who are interested 
in long-term health and healthcare improvement, 
communicable disease control, the wider determi-
nants of  health, and international health should 
definitely consider a career in public health!

Public Health
Dr Shamil Haroon, Research Fellow

My job involves a very diverse caseload, operating 
from cradle to grave. We essentially are the ‘hole 
filling’ surgeons. We ‘reconstruct’ holes produced 
by congenital abnormalities, operations or trauma. 
We use a variety of  techniques to achieve a healed 
wound using a number of  techniques including skin 
grafts, local flaps (importing a spare bit) or distant 
flaps (stealing a spare bit from another body area). 
We also embrace microsurgery to facilitate the com-
plete removal of  composite blocks of  tissue which 
we can plumb into the local vasculature. 

The exciting thing about plastic surgery is that no 
two days are the same and no two patients with a 
similar problem necessarily want the same recon-
struction. Each of  our operations is tailor-made to 
our patients. Our guiding principles are focused on 
the restoration of  both function and form. Often 
the plastic surgeon is the last one standing at the 
operating table after the cancer resection or trauma 
stabilisation has taken place. This can often mean 
starting 8-hour operations at 5pm when everyone 
else is going home.

At medical school, we heard very little about plas-
tic surgery, so I had developed a view that it was 

all about Botox and fillers for the wealthy. Nothing 
could be further from the truth (for starters we 
don’t do any cosmetic surgery on the NHS) with 
the specialty embracing hand surgery, breast surgery, 
burns, cleft lip and palate surgery, craniofacial sur-
gery, trauma surgery and skin cancer management.

This speciality would suit anyone with a genuine 
passion for reconstruction. The satisfaction of  see-
ing a patient reconstructed and rehabilitated back 
to their premorbid form is immensely satisfying. 
Regrettably, a lot of  people are very keen to enter 
plastic surgery and the selection competition is vig-
orous. The training is 6 years and will involve many 
long nights staring down a microscope. The spe-
ciality would suit those with tenacity and dogged 
determination to achieve what they want for their 
patients.

Sadly in the plastic surgery game, you need to get 
ahead early to make yourself  competitive.  Try and 
gain as much clinical experience in plastic surgery 
and related specialities (Orthopaedics, General 
Surgery, ENT, A & E, Dermatology, Paediatric 
Surgery). A healthy dose of  luck does also help! 

Plastic Surgery
Mr Thomas Bragg, Registrar 
in Plastic Reconstructive and 
Aesthetic Surgery
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Dr Mile Helme

Deciding on a career pathway in medicine is a dif-
ficult decision, and often one which many doctors 
feel comes too early in their training. While some 
of  my friends at medical school had already decided 
what speciality they wanted to pursue, I entered my 
foundation training with no idea, but fortunately 
in my fourth rotation I finally found my calling – 
Emergency Medicine (EM). 

What initially appealed to me about EM is the diver-
sity of  clinical scenarios which you encounter on a 
daily basis. This requires knowledge across a broad 
spectrum of  specialities from general surgery and 
medicine to trauma and dermatology; this is great 
if  you enjoy lots of  specialities and don’t want to 
focus on one! EM also requires an extensive set of  
practical skills, perfect if  you enjoy the challenge 
of  difficult cannulation and procedures like chest 
drains and suturing.

EM is an expanding speciality which now offers 
doctors the opportunity to sub-specialise, for exam-
ple pre-hospital care/helicopter retrieval, paediatrics, 
disaster medicine as well as working for sports 
teams and at events, e.g. festivals. EM training also 
lends itself  to a career in expedition medicine and is 
an ideal speciality for those who want to travel and 
work all around the world.

All careers in medicine have advantages and dis-
advantages – when choosing your career it is 
important to weigh these up so that in balance you 
enjoy your job. The main aspect which discourages 
people from a career in EM is the perceived “anti-
social” working hours (particularly as a SHO) but 
unfortunately shift work is a necessary requirement 
to provide a 24-hour service. However although 
seemingly not good for work-life balance, shift 
work allows for greater flexibility e.g. for the school 
run… and means you can enjoy sunny afternoons 
off  while your colleagues are working 9-5. And I 
almost always leave on time – compare this with 
ward work, where junior doctors frequently leave 
late.

EM is not for everyone. It suits people who work 
well under pressure, both in terms of  managing 
acutely unwell patients, and in regards to a high 
patient turnover coupled with waiting-time targets. 
Good communication skills are a must and the abil-
ity to work in a team is vital. If  you want a career 
where every day is different and you encounter new 
challenges each shift, then EM could be for you.

Regardless what speciality you want to pursue, try 
to gain greater experience through SSAs, medical 
school placements, and electives. This will help you 
decide if  this is the career for you. Specifically to 
EM, there are many courses you can attend when 

Emergency Medicine

you qualify, or as a student you can gain experi-
ence by helping out at as an actor. Look out for 
lectures and conferences, and some people attend 
BASICS events. For those in later years of  medi-
cal school, apply for a foundation job with an EM 
rotation to see what it’s really like as a trainee. None 
of  these aspects are essential for a successful appli-
cation for speciality training in EM, but may aid 
your career choice. For more information, see “A 
Career in Emergency Medicine” by The College of  
Emergency Medicine.

Dr Tim Nutbeam

I am a specialist registrar (trainee) in Emergency 
Medicine (EM). Most of  my clinical time is spent 
in the Emergency Department (ED) seeing 
patients. When my rota allows, I fulfill my interest 
in Pre-Hospital Emergency Medicine (PHEM) with 
Midlands Air Ambulance (MAA) and as a MERIT 
(Medical Emergency Response Incident Team) 
doctor. When in the ED, a lot of  my time is spent 
in the resuscitation area stabilising unwell patients 
with a variety of  pathology. There is opportunity 
for practical interventions as well as teaching and 
developing non-technical skills.

Variety is a huge attraction of  EM – I see the full 
age range with a wide variety of  interesting pathol-
ogy. I get to learn and retain a variety of  practical 
skills and apply them on a daily basis. I get to see 
real-time, the effects of  my clinical care, and this 
is incredibly rewarding. The shift-work may seem 
daunting but this means there is no over-hang of  
clinical work into family life, and once beyond jun-
ior ST years, there is a genuine opportunity for a 
decent work: life balance. 

Outside of  the clinical work, there are many oppor-
tunities to be involved in teaching and academia 
– you really can tailor your own career and make 
your own opportunities. EM is universal and in 
high demand: this provides useful opportunities to 
work abroad; I spent a year working in South Africa, 
which proved to be an incredible experience! 

EM is a rapidly developing specialty with huge 
opportunity to sub-specialize, this may be down 
a traditional route e.g. Paediatric Emergency 
Medicine (PEM) and Critical Care but also new 
emerging areas: Pre-Hospital Emergency Medicine, 
Ultra-sound, Toxicology, Observational Medicine, 
Remote Medicine etc etc. 

You need to be able to work hard, multi-task and 
make decisions with limited information. Dealing 
with critically ill people (some of  whom will not 
survive) is a huge privilege but can be emotionally 
trying. If  you find the above difficult, then a career 
in EM is probably not for you - you will find it hard! 

As an emerging specialty, EM is still finding its feet 
in some hospitals – not everyone understands what 
we are about and the skill set that we have – this 
can occasionally be frustrating! The rota as a junior 
trainee can be taxing: attempts are being made at a 
national level to both address and remunerate for 
this. The difficult rota quickly settles out at registrar 
level and some consultant level job plans are the 
most family friendly of  any specialty (it’s true!!!)! 

When at medical school, it is difficult to imagine life 
as a consultant – you will spend approximately 35 
years working as one so it is important to consider 
this carefully! I wish that I had known more about 
the variety of  EM and that the rumours of  terrible 
work-life balance were a myth! 

The stereotypes within specialties exist for a reason 
– this is the type of  person who not only is attracted 
to the specialty but also succeeds at it. If  you like to 
work hard, see the effects of  your work, can make 
decisions with limited information, and don’t mind 
carving out your own niche, then EM is for you. 

Enjoy your time at medical school and where pos-
sible get involved with EM activity. Consider your 
choice of  foundation jobs in relation to EM and if  
you can get involved in EM related audit / research 
then this is always a bonus. Don’t stress too much: 
any experience is good experience for EM!
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I am an acute care common stem CT2 in 
Anaesthesia. I started anaesthetics in August 2012 
as a novice, having done 6 months ED and 6 
months cardiology/acute medicine in my CT1 year.  
For the first 3 months as a ‘new starter’, you are 
with a consultant Monday to Friday 8-5pm learning 
basic anaesthetic skills on emergency and elective 
operating lists.  The learning curve is steep and fun. 
After 3 months, if  you are deemed competent, you 
begin on-call work. This means giving anaesthetics 
on your own without supervision, sometimes out 
of  hours. Anaesthesia is a safety-conscious specialty 
and junior trainees are not expected to take rup-
tured AAAs to theatre on their own but you are 
expected to do simple cases alone. Day to day, I 
assess patients for anaesthetics, discuss the options 
with a boss and then give the anaesthetics (mostly 
supervised as a CT1). The work is varied as you 
cover all specialities e.g. paediatrics, vascular, ortho-
paedics, ENT, Max Fax etc., and there is emergency 
and elective work. You could be doing an incision 
and drainage of  an abscess one day and then a liver 
transplant the next. 

The best thing for me about anaesthetics is the 
immediacy of  your work. If  there is a problem, 
you deal with it immediately and see the results 
immediately, through the use of  devices to alter 
physiology and drugs that take immediate effect. 
The other pleasing thing about anaesthetics is the 
fact that the care is one to one, so you can focus 
on giving high quality care to the patient in front 
of  you. A large proportion of  how a patient feels 

Anaesthetics
Dr Brendan Spooner, CT2 in Anaesthetics

after an operation is based upon the decisions you 
make as the anaesthetist (fluid, analgesia, regional 
blocks used and post-op analgesia). Other prag-
matic benefits of  anaesthesia are that the training 
is excellent, well-structured and varied. Also, the 
anaesthetic department is usually the biggest in a 
hospital, so there should be relatively good job pros-
pects compared with other specialities. Anaesthesia 
is also a speciality in which it is relatively easy to 
move around world with, as western standards are 
fairly universal. Another good thing is anaesthetists 
interact with many specialties (certainly all surgical 
ones). You even provide anaesthesia for psychiat-
ric patients and sedate patients in radiology. This 
makes it a sociable specialty as theatres have a large 
workforce and you get to know many recovery, the-
atre staff  and other doctors. There is also a lack of  
clinic and ward rounds!! Most anaesthetists have a 
good work-life balance, with on-calls being less fre-
quent than other specialties. 

The down sides to anaesthesia for me are the lack 
of  ownership of  patients (also a benefit); lack of  
diagnostics and some long cases are not that stim-
ulating (i.e 9 hour plastics cases). Some surgeons 
may see you as a service specialty to them but, that 
viewpoint is changing now. The exams are also very 
difficult.

Whilst at medical school, I wish I had known about 
the skills you can gain in ITU/anaesthetics as they 
are invaluable to the foundation doctor. Doing 
ITU/anaesthetics in the foundation programme 

will improve a doctor’s practical skills and their 
experience at assessing patients who are very unwell. 
With this knowledge, I would have tried to get an 
ITU job in my foundation programme as I think it 
would have been good fun and great learning.

Anaesthetic departments are genuinely made up of  
a wide variety of  types of  personality. Ambitious 
doctors that like excitement might chose to be a 
transplant anaesthetist, be an intensive care doc-
tor or to do pre-hospital care / retrieval medicine. 
Whereas more relaxed anaesthetists might chose 
elective orthopaedics, eye anaesthesia or plastic sur-
gery anaesthesia. In reality many anaesthetists have 
varied job plans with higher powered emergency or 
vascular work with some more low-key pain or day 
case work. As a rule, anaesthetists are easy going, 
unflappable, careful and considered. Anaesthesia is 
not a specialty for risk-takers or mavericks as it is a 
very safety-conscious specialty.

Go into the anaesthetic room and say ‘hello’ to the 
anaesthetists and ask to get involved – if  you ask 
to have a go at intubation or putting in the lines 
they can only say no!  Most anaesthetists would be 
happy to have a medical student with them. You’ll 
often get one to one attention and you can ask them 
about their job/life. You could consider an elective 
in anaesthesia or an acute speciality like A&E or 
acute medicine. Knowledge of  all specialties is 
useful in anaesthesia and prior experience in other 
specialities is welcomed. 
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Ophthalmology is a fantastically interesting, diverse 
and rewarding specialty. As ‘eye doctors’, we assess 
and treat the acute and chronic problems of  the 
eye and surrounding structures affecting all ages - 
from premature babies to the very elderly - using 
a wide array of  cutting-edge imaging, laser and 
microsurgical operating equipment. We work with a 
multi-disciplinary team of  specialists such as orthop-
tists, opticians and visual scientists, and collaborate 
extensively with other branches of  medicine includ-
ing Rheumatology, Neurology and Neurosurgery, 
Endocrinology, ENT and Maxillofacial teams. 
This is a “clean”, largely out-patient based spe-
cialty, although we also see emergency cases in 
specialised ‘eye casualty’. There is comparatively 
little out-of-hours commitment, meaning that we 
often undertake ‘on-call’ duties from home. This, 
combined with high-quality teaching and research 
sessions provides great job satisfaction and work-
life balance. 

Due to limited undergraduate exposure to 
Ophthalmology, the specialty can seem esoteric, 
complicated and intimidating. However, clini-
cal skills are acquired quickly and microsurgery 

is actually very accessible. We regularly provide 
fantastic and rapid benefits for patients, who are 
often very grateful! Ophthalmology has a number 
of  sub-specialities  – glaucoma, cornea, oculoplas-
tic and orbital, oncology, retina, inflammatory eye 
disease and paediatrics – meaning that it is possi-
ble to direct ones practice very widely. There is the 
possibility of  contributing to care in the develop-
ing world and being at the forefront of  research, 
with great ophthalmic advances taking place in such 
areas as gene therapies and stem cell treatments.

Disadvantages of  the specialty are few. Clinics are 
often very busy, with sometimes little time to inter-
act with patients in a meaningful way. There can 
also be repetitive elements, such as administering 
multiple intravitreal injections (treatments given 
directly into the eyeball) perhaps 8 to 10 times in a 
half-day session. Although this is a competitive spe-
cialty to enter, rotations can be geographically wide, 
sometimes meaning long commutes to peripheral 
units. Some may argue that there is also an ethos 
of  ‘publish or perish’, with undue emphasis on pro-
ducing case reports and research manuscripts. We 
are also consistently (and frustratingly) mistaken for 
opticians!

Medical students interested in the specialty should 
contact an enthusiastic senior ophthalmologist, sit 
in on a few clinics, get involved in a relevant audit 
or research project and think about undertaking an 
elective in Ophthalmology. 

In summary, Ophthalmology is a specialty that 
genuinely suits all sorts. It does require patience, 
enthusiasm, attention to detail, binocular vision 
and a degree of  manual dexterity. The rewards are 
a busy but largely 9-to-5 working life, combining 
the best of  medicine and surgery, using the most 
advanced technology and offering excellent oppor-
tunities for research.

Ophthalmology
Mr Matt Edmunds, Specialty 

Registrar in Ophthalmology 

An average working week in the life of  a radiol-
ogy registrar includes performing and reporting 
examinations from a variety of  imaging modalities 
including x-rays, ultrasound, fluoroscopy, CT, MRI, 
nuclear medicine and interventional procedures. 
There is a weekly afternoon session of  protected 
teaching organized on a regional basis which 
helps to prepare trainees for the Royal College of  
Radiologists (RCR) exams. On-call represents a sig-
nificant part of  the job, which trainees start in the 
second year following attainment of  Part I FRCR. 

Radiology is a speciality that allows the doctor to 
maintain a good balance between the academic and 
practical aspects of  patient-care. Diagnostic radiol-
ogy is at the centre of  a patient’s pathway through 
an illness, whether an acute episode or a life-long 
chronic disease. One can choose to focus on the 
interventional side with more extensive patient 
contact. Other modalities such as ultrasound 
and fluoroscopy also allow more patient access, 

Radiology
Dr Caron Parsons, Registrar in 

Radiology

particularly in paediatric radiology. Other impor-
tant aspects of  career choice include flexibility in 
creating a job plan, the ease of  training and working 
part-time, the ability to sub-specialise and the con-
tinuing change due to new technologies – I envisage 
learning new techniques as I progress through my 
future consultant career.

There is no argument about the challenging nature 
of  the RCR exams. To attain FRCR, trainees have 
to sit Part I covering physics and anatomy, Part IIa 
in single-best answer format covering the six body 
systems and finally Part IIb which comprises rapid 
reporting of  x-rays, analysis of  long cases and four 
vivas. This usually takes the average trainee three 
to four years to complete and requires dedication, 
investment of  time and money – books, courses 
and sitting the exams. Radiology is no longer as 
much of  a “lifestyle specialty” as has been reputed; 
many departments are moving towards expanded 
hours of  imaging coverage and there is a constant 
rise in the volume of  work.

Radiology is no longer about sitting in a darkened 
room; there is plenty of  opportunity for patient 
contact. The first year in radiology can be tough 
for the doctor used to a relative amount of  auton-
omy in their clinical work, as several months are 
spent learning the basics during which time the 
trainee is very closely supervised. I have never been 
convinced by stereotypes in medicine, however hav-
ing a natural inclination for reading and hard work 
is helpful. 

If  you are interested in radiology, it is absolutely 
essential to spend time (more than a week as you 
probably will not gain a true feeling for the job 
requirements) in a radiology department and talk 
to as many trainees and consultants as possible. I 
recommend this not just for CV purposes, but also 
to find out whether radiology is really for you. 
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What’s the best way to eat an 
elephant?

“What do you want to be when 
you’ve qualified?” can seem a 
scary question ...especially when 
you are trying to get to grips with 
all the challenges medical school 
is throwing at you! The important 
thing is not to decide too soon 
or to bury your head in the sand 
until you’ve qualified!

There is an Old Joke 

“What’s the best 
way to eat an ele-
phant?’’To which 
the  answer  i s , 

“one  mouth fu l 
at a time!” And I would like to 
suggest the same technique with 
making a career decision with the 
additional twist of  varying the 
bits of  the body you eat!

 To make a good decision about a 
career you need to know yourself  
well...your passions, your charac-
ter, your natural skills and what 
you don’t like. This I’m equat-
ing to the heart of  the elephant. 
Then you need to know what the 
different jobs available are and 
what they are like, which could 
be like eating the brain. Finally, 
you need to find out the process 
to get these jobs and take steps 
to maximise your chances to get 
where you want to be. This is eat-
ing the feet!

So, the Heart...

What do you really 
like doing? Do you 
like being more on 
your own or in a 
team? Do you like quiet and to do 
things slowly and thoroughly or 
do you live on an adrenaline high 
jumping from one thing to the 
next? What do others say about 
you? What are you good at? Get 
to know yourself  and what things 
matter the most. You may not get 
all of  this in your job but you need 
to work mainly in a style and in an 
environment that fits with your 
natural self  otherwise you will 
burn out trying to be what you’re 
not! As well as reflection through 
your time as a student you can try 
doing a Type Dynamics Indicator 
by going to www.profilingfor-
success.com/main  client code: 
tflhe, access code: bham pass-
word: bham060515. They will 
ask you questions and then send 
you a personality profile based 
on your answers (don’t use a hot-
mail address). Feel free to make 
an appointment with one of  the 
careers team (see below) to dis-
cuss it if  you wish.

Next, the Brain....     

Find out what 
the different jobs 

are and the facts about them. 
You can do this through your 
encounters at hospital..most 
doctors are more than happy to 
answer questions about them-
selves and their job, so don’t be 
embarrassed to ask them! Other 
good information can be found 
either on the undergraduate 
medical careers site on WebCT. 
There is advice on CVs, men-
torship programmes, talks from 
previous careers evenings etc. 
Also, a great website is visit is 
www.medicalcareers.nhs.uk. 
Here you can go through the 
steps of  making a career choice, 
finding out about yourself  and 
then looking at the different 
careers and the different aspects 
to think about. Competition 
rates and workforce planning 
figures give you a realistic view 
of  how many jobs there are 
in that speciality and whether 
that is likely to change. Careers 
evenings and our virtual web 
fair (each January) are also great 
chances to ask questions and 
hear personal views to bring the 
jobs alive.

Lastly, the 
Feet...     

You can pick up 
what you need to do to get the 
job you want from a lot of  the 

Dr Kath Hunt

The great things about urology are: working with 
great colleagues, staff  and patients, and the vast 
diversity in surgical approaches from major open 
and complex laparoscopic work to basic cys-
toscopic work. We also manage over a third of  all 
solid malignancies, and work with relatively straight-
forward anatomy. The training is also family friendly 
and has sensible on calls, and there are many oppor-
tunities outside the NHS. 

The negatives are minimal - the only thing I can 
think of  is that it is fairly competitive to get into.

I wish I had been more aware of  the speciality at 
medical school. I would have shaped my earlier 
training programme to position me better to get 
into urology.

Urology suits just about anyone, but is a more peo-
ple person type of  job. 

If  students want to explore the speciality, they 
should try to spend some time in a urology depart-
ment. If  they like what they see and feel that they 

will enjoy working with the kind of  people they find 
around them, then they need to get themselves an 
advantage that will help them to get into the spe-
cialty, for example, by attending some of  the local 
meetings to get themselves noticed. Urologists are 
largely an approachable species so talk to one and 
get tips straight from the horse’s mouth.

Urology
Mr Rick Viney, Consultant 

Urological Surgeon



36 37

Journal ArticleQMM Special

resources already mentioned, but 
then you want to make yourself  
the best candidate for the job. It’s 
always best to have a backup plan 
(or two) as your views may change 
as you start working or you might 
find you don’t get your first 
choice job and have to rethink. 
So improving your CV can be 
started right from the first year, 
thinking about getting involved 
in research projects, doing sum-
mer placements or intercalation. 
Make sure though that you chose 
things you want to do rather than 
just for the CV. There are plenty 
of  fun possibilities out there 
which can make a difference to 
you and others. The alumni lead-
ership mentoring programme is 
a scheme that gives you exciting 
opportunities to develop and 
learn from the wisdom and expe-
rience of  successful graduates 
(see www.intranet.birming-
ham.ac.uk/careers). Electives 

are also a good developing 
experience. Don’t worry about 
getting one in the area you wish 
to get a career in but rather go 
somewhere where you will see 
something different and where 
you will be taken you out of  your 
comfort zone, causing you to 
develop skills and confidence you 
never thought possible!

The medical school provides 
opportunities over your training 
to ‘eat all parts of  the elephant’, 
but you still have to chose to 
engage with what is offered and 
make time to eat the bits you per-
sonally need more than others. In 
the chart below, I’ve highlighted 
some things to consider over your 
5 years. If  at any time you are 
unsure about medicine, then you 
can discuss this with us one-to-
one or engage in an ‘alternatives 
to medicine’ web chat at the 
careers fair.

If  you wish to talk over any ideas 
with the careers team, you can 
book an appointment through 
the Careers Network http://
bham.targetconnect.net/stu-
dent/login.html  or e-mail Jenny 
with a query j.mullins-white@
bham.ac.uk  . Alternatively, you 
can e-mail me (Dr Kath Hunt) 
k.hunt@bham.ac.uk with a ques-
tion or arrange a meeting. Jenny 
is a qualified Careers Advisor, 
with over 19 years experience in 
careers work (8 years in HE) and 
a qualified MBTI Practitioner. I 
trained at Birmingham (1992-7) 
and worked as a GP until 3 years 
ago. Now I teach GEC1 students 
whilst training further in psychol-
ogy. So, we have a rich experience 
between us and hopefully we can 
help you eat your elephant well 
so you can make a wise decision 
with all the knowledge you have 
gained!

Fig. 1 Use the flow diagram as a way of choosing a medical speciality.

A Rare Case of Necrotising Fasciitis Following 
Hemi-Athroplasty of Shoulder
J Bechar, H Bella, J Hardwicke, A Lahiri

INTRODUCTION

Necrot i s ing  fasc i i t i s  (NF) 
describes a bacterial infection 
of  the soft tissues that leads to 
progressive tissue necrosis and 
thrombosis of  blood vessels.1,2 

The infection usually tracks along 
the fascial plane, allowing NF to 
spread. Infection typically begins 
after tissue and vascular dam-
age following trauma or surgery. 
The incidence of  NF post-ar-
throplasty is low (~1.1% in knee 
arthroplasty).2 The risk of  deep 
infection in patients with diabe-
tes is up to seven times greater.2 

Other risk factors include renal 
impairment, ischemic vascular 
disease, corticosteroids and cyto-
toxic agents.

NF commonly results from the 
synergistic infection of  two or 
more bacteria such as group 
A beta-haemolytic streptococcus 
and multi-resistant staphylococcus 
aureus (MRSA).3 Infections from 
these organisms are not caused 
by strain virulence alone, but 
by the unique conditions of  
the patient.4,5 Superficially, NF 
demonstrates the characteristics 
of  myonecrosis,2 typically start-
ing with local infection followed 
by rapid spread.6,7,8 Unlike myone-
crosis, the NF patient does not 
experience pain from the outset 
and doesn’t involve muscle. 

NF is associated with a high mor-
tality and morbidity,8 with overall 
mortality ranging from 25-73%.3 

An improved prognosis relies 
on rapid clinical diagnosis and 
aggressive surgical debridement 
with input from microbiology 
and the multi-disciplinary team. 
Improved mortality and mor-
bidity relies on good fluid and 
electrolyte resuscitation with 
antibiotics. Limb amputation and 
severe disfigurement are likely in 
patients that survive.2,8

In this case report, the authors 
describe a 72-year-old diabetic 
male with NF following a right 
shoulder hemi-arthroplasty.

CASE REPORT

A fit 72-year-old male with right 
shoulder osteoarthritis under-
went a hemi-arthroplasty at 
another institution. Past medical 
history included chronic renal 
failure (stage IV) and well con-
trolled type two diabetes using 
metformin. The patient was not 
overweight. The operation was 
conducted with gentamicin-in-
fused cement and a titanium alloy 
prosthesis. The surgical proce-
dure was uneventful, as was the 
initial postoperative care. Day 
4 post arthroplasty, the patient 
started to feel unwell. Physical 
examinat ion revealed mild 

erythema, with oedema and ten-
derness at the operative site. The 
patient was pyrexial: IV flucloxa-
cillin was started. The following 
day, the erythematous region had 
increased with blister formation. 
IV tazocin and fusidic acid were 
added. The wound site improved 
by day seven, with erythema 
decreasing in size.

A wound site culture revealed 
no organisms on day eight. 
Inf lammatory markers were 
raised (CRP >300mg/l, total leu-
kocyte count 33.410ul). Coupled 
with these findings, the patient 
demonstrated a spreading ery-
thema once more, with pyrexia 
of  39.1C. The erythema and skin 
defect was ~25cm in length and 
was circumferential around the 
arm (Figure 1). 

Figure 1 Right shoulder before 
debridement showing areas of  
erythema on Day 8.
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agent as being key prognostic ally; 
as well as the presence of  chronic 
diabetes and immunological defi-
cit. Roth et al. suggest that delayed 
pain is another important char-
acteristic of  NF.1 This may have 
been the only other symptom of  
NF, after finding the clinical fea-
tures of  a local haematoma and 
discrete erythema. 

Steckel et al. also described a case 
report of  NF following knee 
arthroplasty.3 Similar to our case, 
the authors failed to culture bac-
terium from wound debridement 
specimens, as well as observing a 
marked decrease of  inflammatory 
markers post prosthesis removal. 
Ling et al. also described a dia-
betic case of  NF following knee 
arthroplasty.9 

Chronic diseases such as diabetes 
and chronic renal failure suggest 
an increased risk following a rou-
tine procedure such as a shoulder 
hemi-arthroplasty. A quick diag-
nosis and surgical treatment is 
key to prevent mortality and limit 
morbidity.
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Surgical debridement and wash-
out ensued. Debrided tissue 
demonstrated necrosis of  the skin 
and subcutaneous fat and super-
ficial fascia. Following wound 
closure and antiseptic packing, 
intravenous metronidazole was 
added. Culture of  the wound site 
grew no bacteria.

Day nine post operatively, the 
patient was still pyrexial and 
required further debridement, 
including the removal of  the pros-
thesis and cement. Post-prosthetic 
removal, inflammatory mark-
ers fell markedly (CRP 204mg/l, 
total leukocyte count 26,000ul). 
Histopathology of  debrided tis-
sue demonstrated full thickness 
dermal necrotic tissue with areas 
of  purulence and ulceration. 
Extensive acute inflammation 
extended to subcutaneous fat 
with little viable tissue present. 
Intravenous antibiotics were 

changed to clindamycin, mer-
openem and vancomycin. The 
patient experienced alternate day 
debridement from day 10-15. The 
surgical site extended from the tip 
of  the shoulder to the elbow, two 
thirds circumferentially (Figure 2), 
at the end of  day 15. Day 29 post 
operatively, the patient received 
meshed split thickness skin grafts 
to the debrided site, using donor-
skin from the right thigh. Figure 
3 shows the shoulder site 6 days 
after grafting. 

DISCUSSION

Necrotising fasciitis (NF) is a 
life-threatening bacterial condi-
tion, which demonstrates a high 
morbidity and mortality, despite 
the advances in treatment con-
ducted by Meleney in 1924.10 NF 
following shoulder arthoplasty 
has not been described to date, 
though cases of  NF post knee 

and hip arthoplasty have been 
described in literature.1,2,3,9 

Lack of  initial superficial inflam-
mation during the incubation 
period resulted in increased time 
to diagnosis and start of  radi-
cal treatment. Time to diagnosis 
is thought to be an important 
prognostic indicator.2 El-Karef  
et al. failed to grow bacteria from 
histological specimens following 
wound debridement.2 One pos-
sible suggestion for improved 
prognosis suggested, is the con-
trol of  NSAID administration 
post operatively. This may have 
masked the initial inflammatory 
signs of  NF, leading to a delay 
in diagnosis.2 The poly-microbial 
nature of  this disease suggests 
that antibiotic treatment should 
be broad.  Broad-spectr um 
antibiotics are essential in the 
surgical definitive treatment of  
NF, despite negative culture. 
El-Karef  et al. also mention a pre-
disposition to NF in patients with 
diabetes and renal impairment.2 

Roth et al. described a case of  
methicillin resistant Staphylococcus 
aureus (MRSA) NF post knee 
ar throplasty.1 After several 
debridements, the patient suf-
fered an above knee amputation 
of  the affected limb 37 days post 
implant. No cause for infection 
was identified for the patient,1 
as well as a marked decrease in 
inflammatory markers post pros-
thesis removal: showing congruity 
with our patient. The authors 
highlight time to diagnosis and 
the identification of  the infective 

Figure 2 Right shoulder after debridement of  necrotising fasciitis on 
day 15.

Figure 3 Right shoulder 6 days after split thickness 
skin graft.
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Tutti: Music for Everyone

The Italian word ‘Tutti’ in a piece 
of  music signals that all instru-
ments or voices should sing 
together, and that is what we 
try to do. Originally combining 
UBMS Orchestra and MedChoir, 
Tutti now consists of  around 100 
members and of  eight groups: 
Orchestra, Choir, Big Band, Flute 
group, Clarinet group, Guitar 
group, Vocal Cords and Belcanto. 
Since its inception in 2006, Tutti 
has grown into one of  the strong-
est and most popular societies in 
MedSoc.

We showcase five concerts a year. 
The Tutti Gala concert, held in 
December, was a triumph - the 
church was full and performers 
had to sit on the floor surrounded 
by instruments (rendering my 
seating plan completely point-
less!). A particular highlight 
was the collaboration between 
MedChoir and Orchestra with 
their Les Misérables melody, 

which some say was better than 
the film. The annual carol concert 
was a more intimate affair, featur-
ing carols, reading and beautiful 
contributions from MedChoir 
and Belcanto in the atmospheric 
St Stephens’ Church in Selly Oak. 
The two events raised a combined 
£400 for Cancer Research UK 
and Acorn’s Children’s Hospice. 

Second term has presented more 
of  a challenge as all groups needed 
their time in the spotlight, and we 
were raising money for Children 
in Need and the Samaritans. We 
had a Big Band concert this term 
with the theme of  the Great 
American Songbook. This was 
the night everyone let their hair 
down and enjoyed performances 
from Big Band, Belcanto, Vocal 
Cords, Choir, as well as welcom-
ing special guests from Dance 
Squad. We also had an intimate 
choir concert, starring MedChoir, 
Belcanto and Vocal Cords as well 

Maneeka Ubhi
as Orchestra’s Last Night of  the 
Proms. 

We also saw the development of  
a new relationship with another 
medical music society. In March, 
over 20 members of  Orchestra 
spent the day with our colleagues 
at the University of  Bristol, 
rehearsing during the day and 
putting on a performance in the 
evening. Hopefully, this will be 
the first of  many tours and we 
look forward to inviting them 
back next year. 

Check out our website http://
tutti.uobmedsoc.com/ for 
information, photos and record-
ings from previous concerts, Like 
‘UBMS Tutti’ on Facebook for 
updates or email us at ubms_
tutti@hotmail.co.uk.

A Research Elective
Mohammed Kamil Quraishi, Fifth Year Medical Student

Why would you do a research 
elective?

A more apt question would be to 
inquire as to why you wouldn’t 
want to! Being part of  the med-
ical community, we are at the 
forefront of  science. As medical 
students, we often forget we are 
in a privileged situation to have 
access to both patient data and 
expert guidance.  To be able to 
use our knowledge of  medicine 
and medical science in order to 
solve an uncharted hypothesis is a 
riveting experience. This intrigue 
or motivation to see research to 
its completion is often dependent 
on many factors including signif-
icance, the originality of  work, 
clinical applications and your 
own personal contribution to 
the research. If  those boxes are 
checked, you may find yourselves 
up at night perfecting study meth-
ods or analysing data simply out 
of  sheer enthusiasm!  Additionally, 
the research eventually summates 
to the evidence base on the topic, 
ultimately improving patient man-
agement. Without intercalating or 
taking time off  the course, stu-
dents may find committing to a 
taster in research almost imprac-
tical. The elective period offers 
such an opportunity, particularly 
advisable for those sceptical 
about academia in medicine.

How would you go about 
organising a research elective?

First, you need to decide between 
laboratory based and clinical 
research. You would then need 
to choose your venue – UK or 
abroad. Securing laboratory based 
projects and research conducted 
locally are usually easier and often 
more feasible. These decisions 
will impact on your elective expe-
rience dramatically, so choose 
wisely!  In recent years, laboratory 
based studentships have been 
greatly advertised, often involving 
direct involvement. It is advisable 
to speak to senior academics and 
students who have conducted 
such summer projects for fur-
ther advice. Having indulged in 
laboratory research in the past, I 
chose to do clinical research on 
my elective.

In order to obtain a well-rounded 
experience of  a clinical research 
elective, try setting up your own 
small project with senior guidance. 
You may find this being more ful-
filling than ‘helping out’ on other 
academics’ projects. Setting up 
a project is probably the hardest 
part of  the organisation of  the 
elective. The necessary compo-
nents include the specialty of  
interest, the project topic, venue 
for project execution, interested 
senior(s) academic clinicians and 
funding for the project. This 
daunting process often means 

that you need to plan several 
months ahead and often have 
to compromise on components 
such as specialty, the project topic 
or venue of  elective. The research 
experience, however, remains 
fairly new and uniform if  you are 
leading the project right from the 
beginning. I learnt from experi-
ence that the best way to set up 
such a project is to contact aca-
demic institutions, both locally 
and abroad, expressing unfore-
seen enthusiasm and preparation.    

Funding

Depending on the project pro-
posed, you may require funding. 
This may include consultation 
fees and investigation requests for 
prospective studies. This may be 
provided by the host institution. It 
is advisable to tread with caution 
if  being funded by pharmaceu-
tical or similar companies. Your 
project may not need funding if  
it is retrospective. Funding appli-
cations for both project costs 
and elective expenses require a 
prerequisite of  a comprehensive 
research protocol. The more 
comprehensive your protocol, 
the more likely you are to receive 
funding. Protocols often need to 
highlight issues such as cost jus-
tification, clinical relevance of  
project and research governance. 
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‘Carpe diem’

Take every opportunity handed 
to you. Seek out to assist or con-
duct more studies during your 
elective if  you can.  In addition 
to my prospective study, I was 
able to conduct a few other ret-
rospective studies. Perhaps try 
documenting exotic case series 
which are prevalent in the region 
of  your host institution. If  the 
sense of  fulfilment is insufficient, 
the academic accolades from a 
well executed research elective 
may offer additional incentives.  
Research I conducted during my 
elective alone has given me at 

least eight presentations at distin-
guished international and national 
conferences.

Clinical research projects often 
don’t require you to be present all 
day. My projects offered me flexi-
ble hours and even remote access 
(I often worked weekends and 
nights). Working on my terms 
meant I was able to enjoy the lux-
ury cars and hotels in Dubai!

I would genuinely recommend a 
clinical research elective to those 
considering it; but be aware of  
what it entails!

Start as you mean to go on –
financially secure

Wesleyan Medical Sickness is a trading name of Wesleyan Financial Services Ltd, which is authorised and regulated by the Financial Services Authority. Wesleyan Financial Services Limited is wholly owned by
Wesleyan Assurance Society. Registered No. 1651212.  Head Office: Colmore Circus, Birmingham, B4 6AR. Fax: 0121 200 2971. Website: www.wesleyanmedicalsickness.co.uk 
Telephone calls may be recorded for monitoring and training purposes.

ST-AD-1-07/09

Wesleyan Medical Sickness understands that life as a medical student is
hard work and that planning your financial future is possibly the last thing 
on your mind.

Our team of Student Liaison Managers can provide information on free income
protection cover through your final year, and are on hand to point you in the
right direction with any financial queries.

They will be holding presentations in your school, helping with sponsorship for
school clubs, societies and events, such as your Graduation Ball. They will also
be co-ordinating your group photo, which we provide to all final year students as
a free gift when you qualify.

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

Your local Student Liaison Manager:

Darshna Parmar 
Tel: 0845 351 9378
Email: darshna.parmar@wesleyan.co.uk 

• Free Income 
protection cover
through your final year

• Educational events

• Free final year 
photograph

• Sponsorship

• National Medics’
Hockey Tournament

• Mortgages

• Savings

• Travel insurance

Ethical Approval

Be aware of  the regulations on 
research in the country you will 
be conducting research in. You do 
not want yourself  being guilty of  
criminal activity in a foreign coun-
try! Please seek advice from your 
supervisor on ethical approval 
protocols, which often require 
submitting very long applications. 
Some countries may not require 
ethical approval for retrospective 
studies, but it is best to do your 
own reading. If  you need to put 
in an application, do so early as 
they often take several months to 
get approved. I found those few 
months of  waiting for that result 
quite stressful, particularly after I 
had landed in Dubai, all geared 
up to implement the study. Do 
try and avoid such a situation if  
you can.

Back ups

Re s e a r ch ,  p a r t i c u l a r l y  i n 
developing countries, is very 
unpredictable. You may find sev-
eral barriers including political 
climate or language rendering 
your study unfeasible. Unforeseen 
circumstances can befall your 
project, particularly with an ambi-
tious project. I would strongly 
advise you to plan more than 
one project in order to salvage 
your research experience as a last 
resort. In fact, one of  my planned 
projects was shelved due to poor 
data recording by the host insti-
tution, which I discovered only 
during my elective period.

Spot Diagnosis

History:  21-year-old male presenting with 1.5 month history of  
night sweats and painless lymphadenopathy.  

Please send your answers to queensmedicalmagazine@hotmail.
com by midnight on October 31st 2013 for a chance to win a copy 
of  the Oxford Handbook of  Clinical Diagnosis, kindly donated by the 
Medical Protection Society, the world’s leading medical defence 

organisation (www.mps.org.uk). The first submission received that 
contains all the correct answers will win this competition. 

Spot the diagnosis! 

Questions: 

1. What is the name of  the cell in the histopathology report?
2. What condition is this cell associated with? 
3. Which gender is this condition more common in? 
4. How is this condition diagnosed? 
5. Name the staging system used for this condition 

Image provided courtesy of  Dr N Chachlani, Consultant 
Histopathologist.
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