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Editors’ Letter
Dear Reader,
We’re sure you’ve noticed that the
College of Medical and Dental Sciences in Birmingham benefits from a diverse group of students and staff with
different backgrounds. As the official
magazine of one of the largest medical schools in the country, ‘Diversity’
was hence the clear fore-runner in the
shortlist of themes for this edition of
QMM.
Over the past decade, discussion about
sexuality and the passage of the Marriage (Same Sex Couples) Act 2013 has
brought the LGBT (Lesbian, Gay, Bisexual, Transgender) community into
the spotlight. Sexual orientation is an
important aspect of a patient’s social
history impacting more than just sexual health, as discussed on page 11 in
this edition’s special feature. Equally,
being an LGBT student can present
unique challenges, as discussed by a
recent graduate of our Medical School
on page 17.
Different faiths contribute hugely to
societal diversity, especially in cities as
diverse as Birmingham. The impact of

faith on end of life beliefs and practices
is discussed by our very own Dr June
Jones (Senior Lecturer in Biomedical
Ethics) on page 19. For those readers
thinking outside the box with regards
to their careers, Professor Alice Roberts, Professor of Public Engagement
in Science, offers some advice to students in an exclusive interview on page
15. We would like to thank the Dean,
Professor David Adams, for his contribution focusing on Birmingham’s important role in Translational Medicine
(page 4).
This edition also includes a student’s
reflection on the incredible work of the
Bon Samaritain hospital in Southern
Senegal (page 22) and an eye-opening
introduction to Obsessive Compulsive
Disorder (page 9).
By simply observing the flocks of first
year students in the Medical School reception in early September, wrestling
with the infamous bleeping barriers,
it is clear that we are making great
progress in breaking the ‘medical student stereotype’. Nevertheless there is
much ongoing debate which calls for
greater diversity amongst medical stu-

Join today!

dents (see page 18).
We hope you enjoy this edition and
thank you for your continuing readership.
Sebastian and Nuthana
Editors 2013-14
P.S. Enter our competitions on pages 23 and 24 for your chance to win
great books!
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Translational Medicine in Birmingham
Turning scientific discovery into benefits for patients

mechanisms.

Professor David Adams, Dean of
Medicine at University of Birmingham
Medical School
We are entering an exciting time for
translational medicine with the opportunity over the coming years to exploit scientific innovations to improve
healthcare. Remarkable progress in
the understanding of basic biological
processes has led to major advances in the treatment of human disease.
Examples include the development
of antimicrobial agents, successful
organ and bone marrow transplantation and a powerful range of new
therapies targeting specific biological
pathways. However, much remains
to be done; many cancers are still
incurable and we have few effective treatments for the increasing
burden of chronic inflammatory and
degenerative diseases that particularly
affect an ageing population. There is
thus a pressing need to develop, test
and adopt new and effective therapies
through translational medicine. Traditionally translational medicine is seen
as a linear process moving from scientific discovery through preclinical testing to clinical trials and adoption into
medical practice; the so-called bench
to bedside pathway. But translation
can go from bed to bench, in which
findings and studies in patients inform
the next set of laboratory experiments
and bedside to bedside where treatments developed in one disease are applied to a different disease on the basis
of shared or over-lapping pathogenic

Advances in genomic medicine and
in areas such as immunology are providing the tools to define diseases in
completely new ways. Genetic and
phenotypic information can be used
to develop biomarkers that classify
subpopulations of diseases defined by
their molecular pathology. Genetic
analysis of cancers, for instance, can
be used to reclassify them according
to specific mutations or dysregulated
pathways that can be targeted therapeutically. One example is a treatment
for non-small cell lung cancer called
gefitinib which inhibits signalling
though the epidermal growth factor
receptor. Patients with the same clinical diagnosis can be subdivided into
those whose cancer carries a mutation
in the EGF growth receptor, in which
case they respond to gefitinib. Whereas those without the mutation respond
better to conventional chemotherapy. Another example is treatment of
hepatitis C infection where patients
who produce more of a particular cytokine called IL-28B have a far higher
chance of being cured by the standard
treatment regimens than those who
do not. This allows treatment to be
stratified and targeted at those most
likely to respond thereby avoiding exposing patients who have little chance
of responding to costly treatment with
often unpleasant side-effects. This is
obviously good for patients but also
benefits the pharmaceutical industry
who can test the efficacy of new treatments in populations with high potential response rates thereby reducing costs and the time taken to show
whether a new treatment works.
Cell therapies including stem cells
represent a particular form of personalized medicine. Here a functional or
genetic defect in a particular cell type
from the patient is corrected in the
lab before re-infusing the cells back
into the patient. Such approaches are
not only being developed to treat genetic diseases but can also be used to
redirect the immune system against
specific targets for example cancer or
persistent viruses such as hepatitis B
or HIV.

These exciting advances require
us to rethink how we will practice medicine in the future. Traditionally doctors make diagnoses and
select treatments based on recognizing
relatively simple clinical patterns that
conform to traditional disease groups.
With modern technology we can use
genomics (the study of the structure
and function of genes) and phenomics (the study of phenotypes including
immunological, biochemical and metabolic pathways) to provide a detailed
analysis of the underlying processes
and a comprehensive molecular picture of disease. These developments
are considered by the recent “Shape
of Training Report” chaired by Prof
David Greenaway which looks at how
doctors should be trained in the future. It recommends the adoption of
broader medical training with a strong
emphasis on research to allow doctors
to escape from traditional specialties
and respond flexibly to future developments in healthcare.
All this is very encouraging but of
course there are problems that need to
be overcome if translational medicine
is to fulfill its potential. The development of stratified and personalized
medicine is costly requiring complex
biomarker analysis and treatment that
is tailored to the individual patient
rather than to large diagnostic groups.
In the case of cell therapy the treatment itself has to be individualized
and tailored made for each patient.
However costs will fall as the technology becomes cheaper and easier
to use and if the potentially profound
benefits work through into improved
health the economic case will become
compelling. There is a precedent for
this in the case of organ transplantation, which was once considered an expensive and experimental luxury but is
now seen to be a highly cost-effective
treatment for patients with end-stage
organ failure. However, because it
will take time for the new approaches
to show health economic benefits it is
important that funding bodies provide stable and secure investment into
both basic and translational research
to maintain the pipeline and continue
delivery into clinical practice. Health
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and medical research funding has been
relatively protected over recent years
and the establishment in 2006 of the
National Institute for Health Research
(NIHR) transformed the medical research landscape in the UK by freeing
money that was lost in the NHS and focusing it through peer review to centres
and programmes of excellence. This
supported the development of an infrastructure that has allowed us to make
huge strides in translational medicine
and applied health research. However,
it is crucial the impetus is maintained
and this needs commitment from government to continue funding in a challenging economic environment.
Then there is regulation. Careful regulation of research is crucial but patients and researchers must be able to
navigate through the regulations with a
minimum of duplication and unnecessary bureaucracy. Although new bodies such as the Heath Research Agency
(HRA) are working hard to streamline and simplify the regulatory landscape there is a long way to go before
the system works optimally. When
medical research is explained to them
most patients want to be involved and
we should involve them in promoting
the research agenda. Participating in
research also brings benefits to the
individual, not only through access to
new treatments, but also because patients in research cohorts or receiving
placebo in clinical trials do better than
comparable patients in standard clinics. We should thus aim for a situation
where all patients coming into the NHS
are offered the chance to enroll in research, whether observational studies
or clinical trials of new treatments. We
also need to think very carefully about
how we regulate new treatments such
as cell therapies. Most of our current
processes have been developed for the
safe testing of conventional drugs but
cell and biological therapies need to be
assessed differently, for instance conventional pharmacokinetics and dosing do not apply and in the case of stem
cell therapies there may be ethical
issues that need to be considered.
A third barrier is the current lack of
workers with expertise and competence in translational medicine. To deliver this vision we need to train a new
cadre of doctors, nurses, allied heath
practitioners and scientists. In particular we need mathematicians and computer experts who understand how to
handle and analyse the huge data sets
that are now being generated, not only

by the application of omics platforms
to medicine but also from clinical informatics that can deliver comprehensive clinical data about patients in real
time.

liver and skin cancer with funding obtained to carry out clinical trials using
anti-inflammatory mesenchymal stromal cells and regulatory T cells in the
next few years.

Our clinical trials expertise is
outstanding with three complementary trials units covering cancer and
non-cancer trials plus a primary care
trials unit that can deliver studies
through a linked network of general
practices. The units provide the expertise to design, run and deliver effective
clinical trials from early stages through
to large definitive phase III studies. To
be truly effective new technologies and
treatments must be adopted into practice and here our expertise in applied
health research, health economics and
evidence synthesis allows us to make
sure that research is taken up into clinical practice for the benefit of patients.
This is facilitated through the West
Midlands Academic Health Network,
which incorporates the regions universities, NHS trusts and industry with
the aim of improving patient and population health outcomes by translating
We are developing the infrastruc- research into practice and developing
ture needed to deliver translational integrated health care systems.
research and to exploit our access to
large and well defined cohorts of pa- Despite these achievements it became
tients. The latter is facilitated by state apparent that we could do more to
of the art electronic medical records exploit our access to patients. The esand digital systems developed at the tablishment of the Centre for Clinical
Queen Elizabeth Hospital that allow Haematology several years ago demonus to link laboratory and experimen- strated how the design, delivery and
tal data to detailed clinical informa- implementation of clinical trials can
tion. The Birmingham Wellcome Trust be greatly accelerated by bringing toClinical Research Facility (established gether patients, clinicians, trialists and
in 1999 and recently refunded by industry into a purpose built facility.
NIHR through to 2017) provides an The CCH focuses on blood cancers and
outstanding environment for the safe now coordinates national clinical trials
and efficient delivery of experimental from 13 other centres testing new treatmedicine and early phase clinical tri- ments, delivering insights into disease
als. Increased funding has allowed us processes and generating commercial
to extend it to include a satellite facility income and new jobs. This encouraged
at Birmingham Children’s Hospital, a us to develop an Institute for Transsecond site within the Centre for Trans- lational Medicine in Birmingham to
lational Inflammation Research in the provide the structure to bring togethQEH and a state of the art Advanced er clinical and scientific expertise to
Therapies Facility contiguous with the study the many well-defined cohorts of
original Clinical Research Facility. The patients collected through our clinical
Advanced Therapies Facility is a par- programmes. These cohorts include
ticularly exciting development funded both rare diseases that can provide
in part through local government and a unique insight into disease mechaBirmingham Health Partners. It is a nisms and common polygenic diseases
state of the art cell and gene therapy where they is a pressing need for better
facility where we can produce products therapies based on a more profound
that can be safely administered to pa- understanding of disease pathogenesis.
tients within the adjacent Clinical Research Facility. Current studies being We established Birmingham Health
delivered through the Facility include Partners to encompass the translaclinical trials of stem cells in liver dis- tional research vision shared by the
ease and cell-based vaccines to treat Queen Elizabeth Hospital, UniversiSo how are we contributing to this
translational agenda in Birmingham?
We are ideally situated to deliver translational medicine having
a large research active medical
school in the centre of a region, the
West Midlands, that includes 10% of
the country’s population and which is
more ethnically diverse than any outside London. We also have a superb
campus in Edgbaston which co-locates
the University with the new Queen
Elizabeth Hospital and which is easy
to access from our other NHS partner
hospitals. The University has aligned
its research programmes to map onto
our clinical research strengths allowing our basic scientists to work in an
environment where they can see the
clinical relevance of their work and
maximize the chance of translating it
into clinical practice.
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ty of Birmingham and Birmingham
Children’s Hospital and successfully
secured matched Government funding through the Birmingham City
Deal to build a £24 million Institute
of Translational Medicine. This was
made possible because the Government has recognized that the UK’s
clinical and scientific strengths make
the Life Sciences sector an important
engine of economic growth. This view
is echoed by Birmingham City Council
who see the potential for translational
medicine within a thriving local Life
Sciences sector to attract inward investment from the pharmaceutical and
biotechnology industries. The 6,000
m2 facility will open in June 2015 and
house 600 clinical researchers in refurbished space within the North block of
the old Queen Elizabeth Hospital. The

design of the ITM will capitalize on
the Art Deco features of the building
to provide an outstanding and unique
architectural environment. It will be
adjacent to the current NIHR Clinical
Research Facility and the Advanced
Therapies Facility together creating a
focus for the Life Sciences in Birmingham and the West Midlands that will
transform our ability to deliver
translational medicine.

and analysis of clinical trials together
with strong clinical and bioinformatics
platforms and stratified medicine capabilities. In addition we will provide
incubator space to host industry partners wanting to work with us on specific projects. We will design a single
portal of entry for clinical trials thereby
reducing bureaucracy and making the
facility highly attractive to the pharmaceutical companies. A comprehensive
training programme will deliver the
The work of the ITM will be based translational researchers of the future
around carefully phenotyped patient including doctors, nurses, AHPs and
cohorts allowing us to deliver a port- applied and basic scientists. Most imfolio of work ranging from observa- portantly, the ITM will dramatically extional studies, through experimental pand therapeutic options for patients
medicine to clinical trials with a strong by accelerating access to new diagnosemphasis on stratified medicine. It tics, drugs and medical devices putting
will contain an early phase clinical tri- patients at the heart of a uniquely inteals unit to support the design, delivery grated medical campus.

Commendation List
Congratulations to all students who have been awarded a commendation in 2013-2014
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Adesara
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Baker
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Gollins
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Year
2
2
5
5
5
5
5
4
5
4
1
5
3
3
4
5
1
3
2
5
5
3
5
2
3
3
3
5
5
1
5
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  Name
Daniel	
  
George
Steffan
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Isobel
Emily
Kate
Maryam
Conor
Unnat
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James
Chad
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Elizabeth
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Gowri
Lois
Elizabeth
Amy	
  
Connie
Helen	
  

Surname
Greaves
Greenlees
Griffin
Griffin
Harris
Harrison
Heron
Jawad
Kavanagh
Krishna
Lafferty
Lai
Lambert
Lewis
Lumley
MacDonald
Maclean
Mai
Malhotra
Maxwell
McDermott
McGarry
McGeorge
McGough
Morley
Mulla
Nair
Nunn
Olapade
Orme
Pidgeon
Poulter

Year
2
3
3
5
4
5
3
5
5
3
5
5
3
3
5
3
2
5
5
5
5
4
2
5
4
5
2
3
2
5
5
5

First	
  Name
Nuthana
Eleanor
Suzanne	
  
Aakash
Priyanka
Olivia
Tim
Katherine	
  
Penelope
Awais
Awais
Asim
Francesca	
  
Andrew
Maria	
  
Ananth
Joseph
Elin
Katie
Emma
Wilson
Sophie
Phillipa
Rebecca
Sarra
Esme
Hannah
India
Helen	
  
Elliot
Amy

Surname
Year
PB
4
Quicke
5
Raffles
5
Rai
3
Reddy
3
Robinson
4
Robinson
5
Russell
5
Sellers
4
Sheikh
2
Sheikh
3
Shoaib
2
Short
5
Song
5
Spears
5
Srinivasan
2
Sturman
3
Thomas
5
Thompson
5
Thornton
4
To
5
Von	
  Heimendahl
5
Wain
5
Walters
2
Wang
5
Ward
3
Ward
3
Wheeler
5
Wiles
5
Yates
3
Yeoman
3
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Cognitive Impairment in a Hospital Setting

Naomi Adelson, 5th year medical
student
Dr Daryl Leung, Consultant
Geriatrician, Royal Wolverhampton
NHS Trust
‘Not orientated to time or place’, ‘confused’, ‘known dementia’.
Seeing these phrases on a clerking
sheet may well make a hospital doctor
or nurse’s heart sink. They often signify a long list of upcoming difficulties in
taking a history; the patient may find
it difficult to describe their symptoms,
be unwilling to be examined, and
could be aggressive. Cognitive impairment is extremely common in a hospital setting,1 and can pose problems for
patients, relatives and hospital staff.
The unfamiliar and noisy environment
of a busy ward adds to the distress and
agitation of people with dementia or
delirium, increasing their risk of accidents such as falls. This in turn frequently leads to behaviours such as
wandering and shouting, which can
disturb other patients and upset patients’ relatives and friends.
Healthcare professionals are often unsure as to how to deal with patients
with cognitive impairment. Staff may
avoid communicating directly with
such patients, with the assumption
that the patient won’t be able to impart any clinically useful information.
Doctors may also resort to prescribing sedatives such as benzodiazepines,
neuroleptics and Z-drugs to keep patients quiet. These drugs can have numerous unpleasant side effects,2,3 and
may increase the risk of mortality.4
In reality, challenging behaviour can
be improved by simple measures
which address the underlying cause of
the patient’s agitation. As cognitively
impaired patients are frequently unable to communicate their symptoms,
they are less likely to receive simple
but important treatments such as pain
relief. There is also evidence that analgesia can be highly effective at reducing challenging behaviour, indicating
that much of the agitation exhibited by
confused patients arises from untreated pain.5 Thus, basic interventions

can vastly improve a patient’s quality
of life, for example, prescribing paracetamol (even if the patient has denied
any pain), ensuring regular nutrition
and hydration, and prescribing laxatives if the patient becomes constipated. The physical environment should
also be modified to reduce the risks of
falls.
Thinking carefully about how to approach patients is helpful – for example, if a patient needs to be woken from
sleep, they will probably be much less
intimidated by one doctor standing
at their side than by a whole surgical
team looming over them from the foot
of the bed. Liaising with families and
carers is paramount, as they know the
patient best and therefore may possess
crucial information about the patient’s
normal behaviour, their preferences and effective ways to engage with
them.6
There are various methods we can
implement to ensure that patients
with cognitive impairment are given
the optimum standard of treatment.
Hospitals in Nottingham and Wolverhampton have introduced specialised
wards for patients with delirium and
dementia.7,8 Features of these units include trained mental health staff, environmental modifications such as clear
signposting to the bathroom, a proactive attitude to the inclusion of carers
and relatives, and a higher nurse-topatient ratio than that of general medical wards. Other methods for improving the care of patients with cognitive
impairment include training days for
hospital staff and the use of a care
bundle - a set of interventions which
when used in combination improve
outcomes for patients with a particular
condition by guiding the management
of patients.9,10
Having specialised wards for patients
with a particular type of clinical problem is in line with evidence that stroke
patients have better long-term outcomes if they are treated in specialist
units.11,12 A randomised controlled trial comparing patients treated on the
specialist dementia and delirium unit
with cognitively impaired patients receiving standard care on general medical wards was recently carried out in

Nottingham to determine whether the
specialist unit had achieved comparable benefits.13 The study did not find
any significant differences between
the two groups in terms of mortality
or readmission rates, but the results
came down in favour of the specialist
ward in terms of patients’ moods, levels of engagement and family carer
satisfaction. The authors argue that
these factors are just as important as
conventional health indicators in the
study population, who are usually very
frail and often nearing the end of life.13
Management of these patients can be
fraught with difficult decisions. Input
from those who know the patients best
is crucial to help staff obtain as much
information as possible, ensuring that
those who will have to deal with the
outcomes of management are involved
in the decision-making. With this in
mind, the improved levels of family
satisfaction in specialist units compared to general medical wards are encouraging, and the patients’ improved
moods suggest they had a better quality of life on the specialist wards.
Specialist delirium and dementia
wards are still a new initiative however, and further research is required to
determine their effectiveness. Even
if every hospital establishes a specialist ward, it cannot be guaranteed that
every confused patient would be allocated a bed on the war, therefore this
is only part of the solution. In order to
reduce challenging behaviour and improve the hospital experiences of cognitively impaired patients and their
neighbours on the ward, all healthcare
professionals must be aware of the
most effective ways to manage patients
with delirium and dementia.

8 QMM | SUMMER 2014

Post-Mortem

Tamsin Ellis, 5th year medical student
I saw my first post mortem today. It
was brutal. It was gory in a way that
reminded me of human butchery; at
least, I imagine it would have, had I
ever seen an animal butchered. The
freshly laid, naked corpse was hacked
and sawed, the insides were ripped
and stripped away from their humble
home in which they’d resided for so
many years, and cut away with haphazard scissory. My head filled with visceral words as the viscera were pulled
in all manner of ways. All of this to
‘eviscerate’ (that’s what they called it)
– to remove it all. The internal organs
were collected into huge vats, sitting
limp and lifeless against the unfamiliar
chrome. When all the insides had been
chopped away and the exterior muscles and fat which once covered the
abdomen flopped open, all that was
left was a bone and muscle lined cavity. It struck me after the evisceration
was complete that all that was left was
a big gaping hole where a body once
was; whilst a big gaping hole expands
in the lives of those around this death.
The thing that has always struck me
about corpses is the extremities. The
hands, the feet, the face. So taut and
loose at the same time, like they’re almost sleeping…almost. You can still
see so much life in those familiar areas. There are the fingers with nails
cut so neatly, that fungal infection in
their toe they never quite got round to

sorting, their fading tan lines from flip
flop summers in the Algarve. Sherlock
Holmes, the infamous detective forever unveils his mastery using the power
of inspection, the wordless exchanges
in solving the unsolvable murder. The
first post mortem was famously done
on a a consultant physician, post mortem becomes a physician’s detective
story. It’s one of intrigue, excellence
and blood, so much blood, swirling
amongst it all. It’s fascinating to watch,
the anatomy textbook coming to life
through death. The dry learning of histology slides becoming palpable. The
process of decay starting to creep forward.
In vivo, under the surgeon’s knife, everything is skilfully prized away. The
surgeon carefully and painstakingly
dissects through the layers, supreme
caution with every slice, every cut. It
is methodical and slow, it is tirelessly
precise. Comparatively, when you aren’t worried about killing your patient,
they being dead already, there’s no
need for precious manoeuvring. The
stringy nerves meandering through
and small vessels hiding amongst the
flesh aren’t going to mean terrible consequences in the dead. Without the
pressure it becomes a process of brute
force: muscles are torn away, bones
are broken and sawed, and pieces of
flesh are pulled at like a dog ripping at
meat. However, although it may look
vicious and chaotic, it has a process,
an investigative protocol with method

and precision as any other speciality
would. The pathologist is an expert in
digging -for clues that is, not insides.
They form an assessment and check
each avenue to find the cause of death;
the coronary arteries, the lungs, the
bowel and beyond. To find closure and
reason. To discover the source.
As each cut was made I imagined the
life that once was, the bowel that had
seen his breakfast, the lungs that had
taken his last breaths, the tongue that
had spoken his last words. When was
it that this man had left his body? The
air of life seemed to seep out of the air,
as the stench of death filled it. I felt
unprepared; no communication skills
station or prosection can prepare you
for the fresh corpse appearance. It’s
just one of those things you’re expected to get used to.
The most bewildering of all the organs
to me was the heart. It had pumped
tirelessly for all those years, only to
stop, suddenly, ending its relentless
cycle. The heart, used copiously as a
metaphor for love, seemed almost incongruous there, a giant lump of ugly
muscle skewed across a board; the
intricacy of valves and linear tissues
concealed beneath its yellowed coat.
In there had once been something, the
constant in an unceasingly fluctuating
life; the “lub-dub” we tirelessly assess
in search for normality. It sat there
limp and lifeless, a big slab of meat. I
wondered why we draw so much attention to this particular organ, the love
hearts drawn on sixth form folders now
sat anatomically corrected as a jellied
mass in front of me, far removed from
romanticism and its original abode.
Yet, it spoke to me (not literally, I was
not going mad amongst the cleaning
fumes!), of the beat of life sat still. The
muscle left unmoved. I could hear the
drum in my own ears as the nausea set
in, yet its fellow sat nonplussed on the
table.
In Shakespeare’s Much Ado About
Nothing a character proclaims, “I love
you with so much of my heart that
none is left to protest.” Taken literally, a heart left unprotesting would be
a dead one. Life itself does not rely on
love but on circulation, with the muscle that pumps vast quantities of oxygenated red cells. And as I held my
own pulse and my flushed and warm
skin felt clammy beneath my surgical gloves, I felt the definition of alive
stood in that cold and clinical mortuary bay.

Autopsy (1890) by Enrique Simonet.
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Compulsive Reading

terror.

A brief introduction to one of the world’s most poorly understood illnesses

Tom Dalton, 3rd year medical student

There’s a certain phrase which always
bugs me. Really bugs me. Gives me
a twitch. Whenever I hear it in conversation I will instinctively pipe up
and correct whoever is speaking. You
might say that I’m a bit OCD about it…
and I would rudely interject, because
that is precisely the phrase I mean.
As the husband of someone who suffers from quite severe Obsessive-Compulsive Disorder, I have seen the havoc
and disability it can wreak in a person’s
life, the pain and suffering it causes,
and, most of all, just how totally different it is from the mild fastidiousness
people usually joke about when they
use the term OCD. Ranked in the top
10 most debilitating illnesses of any
kind by the World Health Organisation
in terms of loss of earnings and quality of life (Global Burden Of Disease,
2000), OCD is certainly no laughing
matter, and is altogether considerably
more complex and profoundly horrifying than simply “having a thing” about
switching off empty plug-sockets or arranging pens in colour order.
Most people tend to associate OCD
with curious, irrational and sometimes
amusing ritual actions such as excessive tidiness or hand-washing. In reality, these stereotypical behaviours are
only part of the much broader range of
actions which can comprise the compulsive element of the illness. This
itself is merely the result of what is actually going on in the mind of the sufferer – the terrifying world of obsessions which truly drives and sustains

the condition.
It is unclear exactly what causes someone’s mind to become trapped in obsessional patterns of thought, but they
can take any number of forms, and
frequently involve terrible but very unlikely or impossible events. Generally,
they are fears and concerns which anyone might experience transiently, and
think nothing of; however, the crux of
the illness is a pathological inability to
dismiss these concerns as very unlikely
and not worth worrying about, as most
people might. The miniscule likelihood of the feared event or situation
occurring (or even being at all possible) becomes inflated to a real concern,
a persistent fear, or an all-consuming
Some Useful Definitions
Obsessions – persistent and
uncontrollable thoughts, images,
impulses, worries, fears, doubts,
or a combination of these, which
are intrusive, unwanted, disturbing and significantly interfere
with normal life, making them
incredibly difficult to ignore.
Compulsions – repetitive behaviours or mental acts that the
person feels driven to perform, in
an attempt to relieve the anxiety caused by the obsessional
thoughts.
- OCDUK.org, NICE Guidelines CG31
(2005)

It is important to remember that the
content of these thoughts may well be
familiar to any healthy person, but in
OCD their frequency and persistence,
and the amount of suffering they cause,
is extreme and far removed from the
normal range of experience.
It is no surprise, then, that those
whose minds are constantly assaulted
by these intrusive thoughts are driven to some behaviours which may
seem peculiar. Sometimes the behaviours are directly relevant to the
obsession, for instance compulsively
checking the gas cooker for fear that
the house might burn down. In other
cases they may appear completely unrelated - someone’s obsessive fears of
their family dying driving them to say
a certain phrase every time they hear
particular words. A ubiquitous feature
is that the reassurance granted by enacting these compulsions, be it seeing
that the gas is off or feeling that one’s
family is kept safe by having obeyed an
imagined rule, is temporary. The obsessive fear is only assuaged for a short
time, until the possibility that they
didn’t look carefully enough or obey
the rule properly begins to intrude and
the behaviour must be repeated – in
serious cases hundreds or even thousands of times in one sitting, which
can of course be extremely disabling.
It should also be noted that people can
sometimes just suffer from the obsessive element without any compulsions.
A particularly curious and problematic
characteristic of OCD is that sufferers
are usually completely aware of how
irrational their obsessions are. Someone can know, on a cognitive level, that
the symmetry of the items on a shelf
has no influence on the occurrence
of some catastrophic disaster, or that
they are not the sort of person who
would ever commit violent or sexually
inappropriate acts, but the raw fear of
the miniscule possibility overpowers
this rational knowledge. Unfortunately
this means that explaining to someone
with OCD the logical flaws in their obsessions may be reassuring but is not
enough to convince them for good that
they need not worry about it.
Because it is comprised of such a
complex interplay of cognitive and
emotional patterns, tangled into an
intractable and self-sustaining knot,
OCD can be terribly difficult to treat.
Certain medications such as Clomipramine are specifically indicated, but
these do little more than reduce the
intensity of the intrusive thoughts: ac-
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A Selection of Common Obsessions
Troublemaker
Intrusive violent or horrifying images,
fear of accidentally harming yourself
or others (particularly loved ones),
fear of stealing or blurting out obscenities – regardless of how totally
out-of-character that may actually be
for that person.
Dirty Bit
Excessive concern over germs, dirt,
bodily waste, sticky substances, environmental toxins or chemicals; fear
of contamination and illness.
The Good, the Bad
Excessive scrupulous concern with
morality, fear of accidental or deliberate immoral actions, blasphemy
or sacrilege; extreme perfectionism
or fear of not doing or saying exactly
the “right” thing; fear of being punished by God.
The Ugly
Fears that a certain part of your body
is hideous, despite assurances to
the contrary (body dysmorphia); unwarranted fear of being or becoming
overweight.

Blurred Lines
Fear of committing sexually inappropriate behaviour or sexual abuse;
unwanted, intrusive sexual thoughts
or images, perhaps involving friends,
family or children.
Order, order
Extreme distress over untidiness or
things in disarray, excessive concern
with symmetry or exactness; may be
accompanied by “magical” thinking
e.g. belief that family will die if certain things are not in the right place,
superstitious ideas about lucky or
unlucky numbers.
Lost it
Worries about throwing away seemingly unimportant possessions, fear
of losing objects or forgetting things;
needing to pick up and collect useless items or remember irrelevant
pieces of information.
- information (minus irreverent subheadings)

tually unpicking them, and breaking
the profoundly ingrained habits of the
compulsions, is extremely difficult for
the sufferer to achieve. Years of therapy may be required, which of course
is not an option available to many, and
may be especially difficult if someone
is housebound or seriously disabled
in other ways by the severity of their
condition. However, although the recovery rate is not high, the condition is
treatable and restoration of a relatively
normal life is usually possible with appropriate intervention.
Importantly, whether or not you go on
to work in psychiatry, you will almost
certainly encounter people suffering
from OCD during your career, as it is
relatively common, affecting as many
as 12 in every 1000 people (www.ocduk.org). It is therefore important to
have a basic understanding of the condition in order to be able to respond
with compassion and patience. I hope
this article has given you some insight,
but more information is available at
www.mind.org.uk and www.ocduk.
org for anyone who is interested.

from the International OCD Foundation

Book Reviews
Nuthana PB, 5th year medical student, QMM Co-editor
Oxford Handbook of Clinical Medicine,
9th edition, 2014. Longmore M,
Wilkinson I, Baldwin A, Wallin E.
ISBN: 978-0-19-960962-8.
Since medicine is constantly evolving,
the book commonly referred to as the
‘bible’ of clinical medicine must also be
regularly updated to keep up with the
latest guidelines. The newest edition
of the ‘Cheese and Onion’ includes a
longer and more informative history
and examination section, and a greater
number of images than previous versions. This edition is more aesthetically pleasing than its predecessor, with a
motivating line on the front cover stating ‘become the doctor you want to be’.
However, the contents remain very
similar to the previous edition, making
the update desirable but not essential.

Oxford Handbook of Clinical
Specialties, 9th edition, 2013. Collier
J, Longmore M, Amarakone K. ISBN:
978-0-19-959118-3.

Oxford Handbook for the Foundation
Programme, 4th edition, 2011. Raine
T, McGinn K, Dawson J, Sanders S,
Eccles S. ISBN: 978-0-19-968381-9.

This textbook covers the range of specialties students are introduced to in
their fourth and fifth year of medicine,
including psychiatry, obstetrics, gynaecology and paediatrics, as well as
trauma and pre-hospital care. Each
chapter includes an introduction to
history and examination and then goes
on to cover important topics in more
depth. The chapter on primary care
also discusses a range of topics such
as audits, palliative care, and patient
satisfaction; topics which are relevant
and important for all clinical students
to understand. As with other Oxford
handbooks, this is a clear and succinct
guide, and although it does sometimes
require supplementation with other
textbooks, it is a useful source to quickly look up key points on a condition.

Designed as a guide to help junior doctors survive the change from medical
student to doctor, this handbook is
also useful for medical students as a
preparation for the first two years on
the job. The introductory section covers careers advice, important issues
such as breaking bad news, and guidance on pay and work-life balance. The
section on F1 application has been updated to include recent changes in the
SJT and competition ratios. Important
conditions from each system are covered in an ‘ABC’ approach of management, with suggestions of what the junior doctor should do and when to call
for senior help. There is a particularly
useful chapter on procedures and interpretation of results is also discussed,
making this book a very useful guide
for clinical students and junior doctors.
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LGBT (Lesbian, Gay, Bisexual,
Transgender) Special
Should sexual orientation be
a consideration in the medical
setting?
Compiled by Sebastian Zaidman,
third year medical student
QMM Co-Editor

I

first questioned whether sexual orientation should be
a consideration in a medical setting, excluding solely
those regarding sexual health, during my third year
Clinical Communication Teaching.

I consulted an 18 year old known young man, presenting
to an Emergency Department with complications triggered
by binge drinking. He seemed uncomfortable, avoiding eye
contact. It was presumed that he was simply embarrassed
by his previous drunk state.
After the mock consultation, the Clinical Communications
Scenario Facilitator told us that prior to admission the patient had visited a gay club for the first time. The anxiety of
being in this novel environment had led to excessive alcohol consumption. I thought I had taken a thorough social
history, but I had not considered raising the topic of the
patient’s sexuality.
On reflection, had I briefly questioned his sexuality in

a subtle and empathetic manner, he may have felt more
comfortable in disclosing the underlying cause of his anxiety and excessive drinking. I could have provided him with
contact details for organisations or groups such as Stonewall (youngstonewall.org.uk) to provide support and advice.
As a result of the scenario, I was faced with the following
questions:
•

Is it important to be aware of a patient’s sexuality in
any setting other than those concerning sexual health?

•

Should we treat sexuality as a routine ‘tick box’ element of the social history regardless of the presenting
complaint?

In this feature I have brought together a collection of views
on the matter, which highlight some of the health inequalities facing the LGBT community and the importance of
considering sexual orientation during consultations.
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Discussing Patient Sexuality
Polly Wright, teaching fellow in communication skills and humanities in
medicine comments:
It is important to include sexual orientation in medical communication skills
scenarios to reflect the fact that a significant per cent of the UK population
is LGBT. However, it is not enough to
include that information in a scenario without giving some thought as to
how that element of the patient’s life
may emerge, and how trainee doctors
should explore the patient experience.
Not only should we be encouraging
trainee doctors not to make as-sumptions that everyone is heterosexual,
but we also need to raise their awareness about the obstacles which exist to
LGBT patients being honest about their
experiences and con-cerns. Research
indicates that LGBT patients list fear
of judgment as being a key reason for
not disclosing their sexuality, which a
patient can sense through doctor body
language or vocal tone. Trainee doctors need to appreciate that patients
will be prevented from dis-closing key
information to their doctor about their
complaint if they pick up the slightest
ev-idence of negative attitudes. This
can apply to embarrassment about
sexual health issues but it can equally prevent them from confiding in the
doctor about other conditions, such
as mental ill health and addictive behaviours.
In medical training, it is often mistakenly thought that the more “liberal” way to present a “non mainstream”
case is to not attract attention to anything in the person’s life that might
mark him or her out as different. However, LGBT people do have different
experiences of life which can impact on
their health, and we as trainers need to
be aware of the current research about
the poor state of LGBT patient’s health,
in order to advise trainee doctors on
the best ways to elicit that detail. Doctoring Gay Men Sigma Research report
2003) As the day to day social detail
of LBGT patients’ lives is unlikely to
emerge in an ordinary medical consultation, trainee doctors need to be
helped in thinking about ways to elicit
a pictures of their LGBT patients’ lives
through open questioning and non
judgmental atti-tudes.
For example, most doctors are well
aware that an elderly patient who talks
incessantly about his or her neglected
hobbies and loss of a spouse, is giving

clues that s/he is lonely, and at risk of
depression or even suicide. However,
if they discover a patient is gay, research shows that doctors can remain
silent as they simply do not know what
to say- or how to explore further. This
may easily be caused by the clinician’s
concern to be political-ly correct, or
not to appear voyeuristic. However, we
need to let students know that it is OK
to ask questions and to find out about
LGBT patients’ lives, so they can gain a
full picture of all the factors which are
having a negative effect on their health,
not simply ones con-cerned with sexual health.

Headline statistics include;
•

32-45% of Gay and Bisexual men
smoke, 29-48% of Lesbian and Bisexual women smoke - compared
to 22% in the general population
(Meads et al 2009).

•

High rates of depression amongst
LGBT people, 28-40% (annual
and life time rate) this can be compared to an estimated annual rate
of depression of 6% and lifetime
rate of more than 15% in the general population (Meads et al 2009).

•

Gay and Bisexual men are three
times more likely to have attempted suicide, with Lesbian and Bisexual women 2-4 times more likely to have attempted (Meads et al
2009); just fewer than one half of
LGBT people surveyed answered
that they had contemplated suicide (47.6%%; 272/571, Woods et
al 2011).

•

30% were not ‘out’ to their GP,
50% were uncomfortable discussing sexual health with their GP
and 52% wanted LGBT-specific
services (Woods et al 2011).

•

Research found that Lesbian
and Bisexual women were up to
10 times less likely to have had a
cervical screening test in the past
three years. (See further research
here http://www.blgbt.org/downloads/research/)

Health Inequalities facing LGBT
people
David Viney, Health & Wellbeing
Manager, Birmingham LGBT, www.
blgbt.org
It’s all about sexual health right?....
Wrong. Until very recently, most
published health research on gay
and bisexual men has been around
HIV, AIDS and sexually transmitted
diseases and for transgender people
has been on the transitioning process
only. There has been little research
published on lesbian health. At the
same time, the LGB&T community has
known for many years that there are
a wide variety of other physical and
mental health issues that are having a
much larger impact on people’s lives.
While healthcare commissioners have
focused principally on HIV prevention,
they have placed less focus on the various other health inequalities faced by
the LGBT population. To compound
matters, because NHS services do
not monitor for sexual orientation or
Trans status, there is insufficient data
to build a true picture of LGB&T people’s health.
However, there is now a growing body
of published research that paints a
grim picture of LGB&T health disparities, in comparison with the general
population and a disconnect be-tween
the NHS services and LGBT people.
Life Course stress factors for LGBT
people in-clude presumed heterosexuality, homophobia, prejudice, the anxiety of coming out, negative reactions
from others when ‘coming out’ and the
stress of self-concealment.

Addressing these health disparities
requires a partnership approach, both
strategically and practically, between
the LGBT community and health
professionals and commissioners. It
also requires a paradigm shift in current thinking that enables the LGBT
community to utilise its community
resilience and proven skills base and
empowers the community to address
these issues.
As an example of strategic collaboration, Birmingham LGBT worked with
the Director of Public Health at Birmingham City Council to develop an
LGBT Health & Wellbeing Strategy.
The Strategy adopts a ‘life course’ approach, based on the Marmot Principles. We also informed the development of the Joint Strategic Needs
Assessment, with the aim of ensuring
that the needs of LGBT people were
included in any commissioning decisions in the city. We also sit on the
National LGBT Health & Well-being
Partnership, which works with the
Departments of Health, Public Health
England and NHS England to ensure
the needs of LGBT people are taken
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into account when setting and implementing policy.

When did you first come out to your
GP and why?

Practically, Birmingham LGBT is developing an ‘Integrated Model of LGBT
Wellbeing’, which addresses these
health disparities holistically. We have
opened the first LGBT Health & Wellbeing Centre in England & Wales. The
project focusses on community assets
and strengths and supports the development of community-led activity to
address health inequalities e.g. smoking support groups, carers’ groups and
domestic violence support groups.

I was in my 30s. I think I first probably
came out when I was worried about a
rash, and the doctor I was talking to
started to mention that it may have
been picked up sexually from a woman.
So it was in that context of him assuming that I had heterosexual sex.

We also develop complementary programmes to boost protective factors,
such as health and awareness raising
campaigns, arts and culture, community activity and inclusive sports.
In Birmingham, at least, we have
started to take steps to diminish the
health inequalities discussed previously. However, there is a still long way to
go nationally until LGBT people have
health outcomes comparable to their
heterosexual counterparts.

A Gay Man’s Experience of General
Practice
Are you out to your GP?
Yes… I hesitated then because each
time I go to a GP I see a different
doctor. I try to see the same one with
whom I’m most comfortable, for a
whole host of reasons, but I rarely can
get to see her. So yes, I am out, but I
would imagine that unless it was on
my notes, I could easily consult practitioners who aren’t aware.

Do you feel comfortable discussing
your sexuality with medical professionals? What makes you feel more
comfortable?
I think, of the doctors I have seen in
my practice, I have only needed to
mention the fact that I was gay to
three, and I have felt comfortable with
all three. The last and most recent
doctor, was a young woman and she
seemed fine with it. I hope that discussion about di-versity and issues facing
gay people forms a greater part of the
education of doctors than it did 20 or
30 years ago.
Do you think your sexuality has an
impact on our health?
I think in addition to sexual health,
sexuality has an emotional impact. I’m
now in my 60s, so when I started to be
sexual active I was actually breaking
the law. I could have gone to prison
for 7 years if I was caught having sex
with a man, so I think that this possibly caused an emotional impact. It affected my interaction with society and
with family in the earlier years of my
life - I was a criminal for all intents and
purposes! So yes, I think sexu-ality can
affect mental health as well as sexual

health.
Do you think that sexual orientation
should be routinely asked in healthcare set-tings?
If I was going into a doctor with a temperature and sore throat, I would be
quite surprised if that sexual orientation was the first question. If a GP
just jumped out with a that question,
it would not be appropriate. I think
it has to be more nuance than that.
Doctors need to be aware that not all
of the people they are talking to are
heterosexual, especially when deal-ing
psychological or stress related illness.
Obviously if a doctor feels its pertinent,
then ask.
Generally, however, with matters of
sexuality I think that patients should
be encouraged to discuss as much as
they want and no more. It is important
that patients feel comfortable to say as
much as they want to say.

Conclusion
At the end of the Clinical Communications teaching session, and throughout
much of the rest of the day, my firm discussed at length the impact of sexuality
on health. We questioned whether sexual orientation should become a routine part of a thorough social history.
Irrespective of my personal views, it is
worrying that many LGBT patients feel
uncomfortable in disclosing their sexual orientation to their doctor. This is
especially concerning as sexuality evidently plays a central role in biological,
psychological and social wellbeing.

Time to Scrub Up?
Tatiana Zhelezniakova, 1st year medical student, QMM Public Relations
Representative
For years we have seen images of
scrub-clad doctors in American TV
shows like “ER”, but the UK reality is
quite different. Instead of colour-coded uniforms (with Obstetricians and
Gynaecologists always ending up in
pink), British doctors go business formal. So should we follow the US in instating uniforms for doctors?
We asked our readers what they
thought, and 68% were in favour. A
large number of respondents highlighted the ease of identification of the
right healthcare professional for the
situation, such as in an emergency,

where knowing the specialty or the seniority of a doctor by their clothes can
save precious time. Infection control
was a dominant theme, as with scrubs
being changed and washed daily, contact with the outside environment and
risk of transmitting an infection is reduced. Then there is the convenience
of not having to struggle with choosing
an outfit each morning (time which
could be well spent sleeping), buying
suits (which can be quite expensive) or
constantly doing laundry (when a patient throws up on the aforementioned
suit).
The opposing 32% gave reasons such
as the impersonality that a uniform
brings, making a sterile hospital environment even more remote from the
patient. The scrubs may also appear

less professional, particularly for the
more senior doctors. Uniforms would
also entail additional costs to the hospitals with already limited funds.
Our results may have been affected by
the fact that 72% of our respondents
were medical students. Doctors are
usually the only healthcare professionals who do not wear a uniform in
hospital, so the students may not appreciate what it is like to have to wear
a uniform. The nursing students, who
are required to wear uniforms, may
have had a very different opinion on
the matter from personal experience.
While both sides of the debate have
valid arguments, I’ll let someone less
partial to George Clooney in scrubs be
the final judge!
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Examdoctor will help you to prepare for your medical finals, Royal College
and other professional examinations
Examdoctor is an interactive revision site for medical students and trainee
doctors, offering a comprehensive range of online revision courses to help
you get through your medical finals, Royal College and professional examinations.










Detailed testing on all aspects of the syllabus for each specifc examination
Over 35,000 questions written by key experts
Timed examinations to provide realistic practise
20 online revision courses available
Detailed answer explanations to monitor progress and work on improving
your answers
Target areas of weakness by selecting topic-specifc sets of questions
Ask an Expert feature - receive specialist explanations from our panel
of experts
Direction to additional and supportive subject material to help you
improve your learning
Free trial available for all courses at www.examdoctor.co.uk

Visit www.examdoctor.co.uk for a free trial and further details.
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Interview with Professor Alice Roberts
Anatomist, author and broadcaster
Why is public engagement in science so important?
Public engagement with science, and
indeed, with research more generally,
is really important for a number of reasons. Most research in the UK is publicly funded, and so the public have a
right to know what their money is being spent on, and to be engaged with
the future direction of research, as well.
From the point of view of society as a
whole, science and related subjects are
very important to our economy, so it’s
important that young people consider
careers in these areas. At the moment,
we’re not producing anywhere near
enough engineers every year, for example. From the point of view of individuals, it’s very sad if young people with
aptitude and potential don’t consider
careers in science. They’re losing out
too. And then I think there’s an even
wider argument: science of part of our
culture, and our culture is more vivid,
more vibrant, if scientists are open to
a dialogue with the wider community.
What does your role as Professor
of Public Engagement in Science
currently involve?
I think exactly what you’d expect of
any academic in a university: some
teaching, some research, some more
administrative responsibilities, and
some public engagement. For any academic, at any time in their career, one
or two of these responsibilities will
form the bulk of their job. For me, at
the moment, my focus is the administrative task of looking at how we can
support and promote public engagement across the university, as well as
getting involved personally with various engagement activities. That all
sounds a bit abstract, but I’m currently
helping with preparation for the British Science Festival and helping other
academics with ideas about public engagement; I’ve recently put together
an exhibition of anatomical art with
the Cadbury Research library in the
Muirhead Tower (do go and see it!),
which is linked with a public lecture
I’ll be giving in the Arts and Science
Festival; I’m giving a few undergraduate and postgraduate lectures this year,
and working on a couple of aca-demic
papers.
As healthcare students, how can
we get involved in this?

Here are some ideas:
Firstly - ask your lecturers about opportunities. Registering as a STEM
ambassador is a great start: http://
www.stemnet.org.uk/topboxes/
stem-ambassadors/. The British Science Association runs a conference
you might want to attend: http://
www.britishscienceassociation.org/
science-communication-conference/
science-communication-conference-2014. Do come along to Cheltenham Science Festival in June; you
can learn an enormous amount about
what works and what doesn’t work in
science communication as an interested ob-server, but there are also opportunities for dialogue at some events, or
for volunteering at the conference if
you want more involvement: http://
www.cheltenhamfestivals.com/science. University of Birmingham is
hosting the British Science Festival
in September - so keep an eye out for
opportunities to be involved. http://
www.britishscienceassociation.org/
british-science-festival. There’s also
some great advice and further info on
the National Coordinating Centre for
Public Engagement’s website: http://
www.publicengagement.ac.uk/howwe-help
Throughout medical school and
early years as a doctor, who was
your most inspiring teach-er/colleague? Which qualities did they
possess?
I spent time studying medicine with Dr
John Morris in Princess of Wales Hospital, Bridgend, as an undergraduate.
I applied to be a junior doctor (then a
House Officer - equivalent to F1 now)
on his team, and got the job. He was
utterly inspirational - medically brilliant, a great communicator, and very
compassionate. For me, he embodied
what being a doctor is all about. Even
though I’m not practising medicine
now, I learned an enormous amount
from working with Dr Morris that I
think is relevant in many professions.
Having worked as an anatomy
demonstrator in the past, what is
your main advice for medical and
dental students on this subject?
I was an anatomy demonstrator, lecturer, and now I’m Director of Anatomy for the Severn Deanery School of

Surgery, running a surgical anatomy
course for first year core trainees in
surgery (CT1). Firstly, anatomy is a
fundamental subject in medicine, and
you need a good grounding in it, whatev-er specialty you end up in. You’re
all going to be junior doctors before
you specialise, and you all need good
anatomical knowledge to perform basic clinical examination and interpret
radiographs. That’s the first tip - it’s
essential: take it seriously. Secondly
- don’t get lost in the minutiae. Make
you sure you understand the bigger picture, the broad concepts, first.
Some textbooks are so massive you’ll
feel overwhelmed. You can’t do better than Harold Ellis and Vishy Mahadevan’s Clinical Anatomy - no frills,
just what you need to know.
You have filmed a number of documentaries such as ‘Don’t Die
Young’, ‘The Incredible Human
Jour-ney’ and ‘Origins Of Us’.
Which was your favourite and
why?
The Incredible Human Journey (which
I spent 26 weeks during 2008 filming!)
was my first, really big series with the
BBC, and still my favourite. It gave me
the opportunity to visit the findspot of
the Omo Kibish fossils - the first fossil
evidence of modern humans; I camped
with reindeer herders in the high Artic,
and with Bushmen in the Kalahari. I
grasped the opportunity to write the
book of the series, and learned a huge
amount doing that. This is one of the
things, as an academic, that I find really exciting about working on media
projects like this - it becomes a personal journey of discovery as well as about
making a subject accessible to a wide
audience.
You have achieved so much in
your career to date. What are
your future work ambitions?
One of my main ambitions is to make
it easier for other academics to engage with the wider public, in all sorts
of ways. And, you know - I still miss
working as a clinician! I don’t regret
my move into academia and my media career, but I still believe that working as a doctor can be the most fulfilling career anyone can hope to have.
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Healthcare for Patients with Learning Disabilities

Jessica Lee Siew Hua, 4th Year
Medical Student
Recently, ESPN aired the story of
Heath White, a perfectionist, in his
own words, who learns that his daughter, Paisley, has Down’s Syndrome.1
The story goes on to describe the emotional turmoil he and his family went
through, his initial desire for his wife
to obtain an abortion, and his eventual complete acceptance of her and her
learning disability. He now runs marathons competitively, pushing Paisley
in a stroller.1 As I sat watching this
video about a father’s open letter to
his daughter with Down’s syndrome,
I couldn’t help but reflect on my own
personal experience with patients with
learning disabilities.
I am a 4th year medical student and as
part of research for an essay for my
Student Project 2, I attended a learning disability clinic with Dr Uppal Harderp at the Monyhull Hospital in Kings
Norton. Little did I know that some of
the patients I met that day would leave
a lasting impression on me.

Patient 1- Andy*
*names have been changed to protect
patient confidentiality
I met Andy at an outpatients’ clinic. Andy is a 21 year old male patient.
He visits the outpatients’ clinic with
his mother and the community health
nurse. He has a diagnosis of mild
learning disability, autism and dysmorphic features. Like many other
people with learning disabilities, he
presents with multiple co-morbidities.
He is overweight, suffers from enuresis (bedwetting) and has behavioural
problems. Andy is overweight because
he compulsively overeats. His autism
means that he has very rigid patterns
of behaviour, and his learning disability means that he cannot fully understand the importance of diet and losing weight. Ultimately, he managed
to lose two stone because his mother
utilized a few weight loss techniques,
such as swapping high fat foods to low
fat foods, and gradually increasing the
length of time between meals by five
minutes at a time as well as gradually
reducing the number of meals.

Andy’s battle with weight taught me
about the issue of high BMI among
people with learning disabilities,2 and
how early identification, good care and
simple techniques can help achieve
weight loss. Andy’s mother also left
a lasting impression on me, because
without her acting as an advocate for
Andy, his weight loss would not have
been possible.

Patient 2- Robert*

The crucial factor which impaired the
diagnosis of the dislocated hip in Robert’s case was a lack of an accurate history along with Robert’s lack of ability
to communicate. It was known that
he had resisted medical examination
in the past, on an occasion when he
refused to open his mouth in clinic to
be assessed in connection to halitosis;
this propensity to avoid examination
should have been more closely dealt
with. Furthermore, Robert’s only aides
were the residential home staff, who
may have had the answer to Robert’s
hip injury, but denied any knowledge
of trauma and neglect. As such, Robert’s physical health was jeopardised
as a direct result of his inadequacy to
communicate his symptoms and a lack
of appropriate consideration from his
care givers and medical staff.

The second patient that left a lasting
impression on me was Robert*. Robert
is a 60 year old male patient, who has
been under the care of mental health
services since 1991. He has diagnoses
of learning disability, epilepsy and bipolar affective disorder. He walks with
a Zimmer frame because of his mobility issues. In September 2012, staff at
the residential home he was living in Andy and Robert represent patients
reported aggressive behaviour which with learning disabilities who received
completely different qualities of care.
had increased progressively over the
previous 2 months. He was irritable, Andy’s high BMI was identified as a
shouting and was striking staff with risk factor for diseases such as type 2
his Zimmer frame. At this point, it diabetes and heart diseases, and he
received early intervention and subsewas noted that he did not appear to
be suffering from a psychotic disorder. quently achieved weight loss because
On his second clinical consultation, of it.3 Meanwhile Robert’s symptoms
of a dislocated hip was left unidentihe was noted to be unsettled. He was
prescribed Lorazepam for treatment fied for so many months, to the extent
of anxiety. By November 2012, he at- that he received psychiatric medication for a physical illness.
tended clinic with home staff and was
shouting and screaming loudly in the
clinic, he also continued to bang his Patients like Andy and Paisley are forwalking aid around. It was also not- tunate to have the support of loving
ed that he would not leave the house, families - people who act as advocates
for them; by helping with activities of
even though he usually goes out two
daily living and in receiving healthcare.
or three times a week. He continued to
However,
many patients with learning
be ‘unsettled’ and it was thought that
disabilities,
like Robert, are not so forLorazepam was ineffective. He was
tunate.
In
the
years 2010-2012, the
then prescribed Risperidone for the
Department
of
Health funded an intreatment of aggressive behaviours. By
vestigative
report,
the Confidential InFebruary 2013, the psychiatric team
quiry into Premature Deaths of People
was informed that the patient was
brought to hospital a few nights pre- with Learning Disabilities (CIPOLD),
viously and was diagnosed with a par- which investigated the cause of pretially dislocated hip. Robert was then mature deaths in people with learning
4
started on analgesia and his Loraze- disabilities. In the CIPOLD report,
pam was stopped. On follow up, Rob- three main interrelated factors which
ert was more settled and had not been amplified the vulnerability of people
screaming and shouting since treat- with learning disabilities in regards
to health care pathways were identiment of the hip dislocation. He was
4
cooperative and euthymic in mood. fied. There was ‘a lack of reasonable
adjustment
being made for them’, ‘a
He was eventually discharged from the
lack
of
coordination
of their care’ and
community nurse’s care because he
4
‘a
lack
of
effective
advocacy’.
The lesno longer suffered from behavioural
sons
learned
from
vulnerable
patients
issues.
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like Robert, emphasise the need for effective advocacy among patients with
learning disabilities.
I learnt an important lesson from that
one day in clinic; I learnt the importance of advocacy for patients who may
or may not be able to communicate
effectively for themselves, and how
easy it is for them to “slip through the
cracks”. As future doctors, whatever
branch of medicine we choose to specialise in, we are without a doubt going

to come across patients with learning
difficulties. We need to listen and involve family members of patients, like
Andy’s, in their care. We need to act
as the voice for the “Roberts” that we
meet, those patients that cannot speak
up for themselves.
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Being an LGBT Medic

Graham McIlroy, Former Medics LGBT
President
Most students arriving at medical
school have just left home for the first
time, are thrust into a new environment with hundreds of strangers, and
are expected to tackle the formidable
curriculum. Extra worries about being
lesbian, gay, bisexual or transgender
(LGBT) are not what you need. Will
people guess you’re LGBT? Should
you come out? And who to? Who else
is LGBT? Will it affect your career as a
doctor? With so much already to consider, it can seem easier just to bury
any inconvenient feelings and concerns. But don’t worry: you’re not the
first LGBT medical student, and you’re
certainly not alone.
Firstly, being LGBT is not a barrier
to having friends, enjoying and doing
well at medical school, or a successful
and fulfilling career as a doctor.
There are countless LGBT doctors in
all specialties. Some campaign tirelessly for a range of LGBT issues, but
for most it is just an incidental part of
their life. As difficult as it may be to accept at first, being LGBT really doesn’t’t
have to be a big deal. There are a number of groups and societies around that
can offer support, from providing a forum for like-minded people to meet for
a drink, to giving more direct welfare
support and counselling.

Birmingham Medical School is lucky to
have its own MedicsLGBT society. The
society is for students who are LGBT,
or who think they might be, and who
study at the medical school. Over the
years the group has grown substantially, and there are strong links with recently graduated junior doctors still in
the area. It is primarily a social group,
and there are a number of events held
throughout the year. The group facilitates LGBT medics from across the
years to catch up and give advice on
LGBT issues that may have arisen, as
well as the usual stories about lecturers, consultants and exams. Through
the group, students can raise specific
concerns if they encounter homophobia, and members can offer support to
students going through personal difficulties. The group runs in parallel to
the University LGBTQ, although the
MedicsLGBT tends to hold its events at
weekends, fitting more easily around
our hectic schedules. For more information, or to join the private Facebook group, email medics_lgb@yahoo.
co.uk
Beyond Birmingham, there is also the
national Gay and Lesbian Association
of Doctors and Dentists (GLADD).
This group holds a number of events
throughout the year, including conferences, dinners and informal drinks.
Through GLADD, you can get a real
appreciation of the diversity amongst
LGBT medics. It’s also a great way to
interact with qualified doctors from
around the country outside the clinical environment, talking as peers and
friends instead of teacher and student.
GLADD has a thriving student wing,
whose annual conference has gone
from strength to strength. These meetings, and the social events that accompany them, are an excellent opportunity to mix with LGBT students at other
medical schools. It’s a great way to
find out how different medical schools

work, what life is like in other cities
around the UK, and to build a wide
network of friends. More information
can be found at gladd.co.uk
LGBT doctors contribute to the important diversity within medicine. There is
nothing that being LGBT can stop you
doing. It’s important to accept your
sexuality and this can made easier by
joining the MedicsLGBT society. So
if you’re LGBT, get in touch, and we’ll
see you at the next social.
To join Medics LGBT, email us at
brum_medsoc_lgbtq@outlook.com,
and we’ll give you details about our
events and an invitation to our secret
Facebook group.
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Diversity Amongst Medical Students
What is being done to improve the situation?

Matthew Bell, 2nd year medical
student
Is diversity in medicine really such a
big problem? The simple answer is yes,
and there are many recent studies that
emphasise this often overlooked fact.1
Indeed, it is important that we have a
population of doctors in the future that
is not only diverse, but representative
of the population of the UK: Doctors
will know how to best care for their patients if they can understand and empathise with them. Patient trust is also
a key issue. If patients see the profession as elitist and unrepresentative,
then they are unlikely to trust those
within it. Moreover, it has been shown
that medical students that attend universities with a more diverse medical
student cohort demonstrate a greater
ability to understand the issues faced
by patients - particularly those from
socio-economic groups, normally underrepresented in medicine.1
For those who believe medical students are representative of the general
population - you are in for a shock. Research conducted in 2001 showed that
the socioeconomic makeup of medical
students has changed very little over
almost half a century (Figure 1).2 One
report conducted by the BMA using
data from UCAS found that in 2008
only 15.3% of medical students came
from the lower 5 socioeconomic classes.3 However these classes comprise
approximately 45% of the working UK
population.3 Even more shocking is
that for all other degree programmes,
the bottom five socioeconomic classes
comprised 24% of the student population, making medicine one of the least
diverse degree programmes.3 Another
study published in the BMJ found that
students from the top socioeconomic class were 100 times more likely to
be accepted into medical school than
those from the lowest or the second
lowest socioeconomic classes.4 Clearly,
the medical profession is still struggling to achieve diversity in terms of
socioeconomic class.
Fortunately, the picture appears to
be a little better for ethnicity. 28% of
all acceptances to medical school belonged to ethnic minorities, despite

only 7.9% of the UK population being
part of an ethnic minority.3 However,
a closer look at the data reveals that
problems still exist. For example, a
BMA report found that the acceptance
rates of Black-African applicants were
only 24% compared to 55% for white
applicants.3 It should be noted however, that there are a large number of
factors at play here, such as the ethnic
distribution of socioeconomic class. It
is therefore hard to say whether such a
difference is down to direct ethnic discrimination.
One of the easiest methods that medical schools could employ to encourage
student diversity, is to encourage applications from under-represented socioeconomic groups. It has long been
the case that there are fewer applications from the lower socioeconomic classes applying to medicine, with
studies highlighting that medicine is
often a field seen to be too ‘posh’, and
consequently discouraging individuals
of these classes from applying.5
Through outreach programmes and
societies (such as our BWAM society),
medical schools should be able to increase application rates from these
groups through portraying medicine
from a down-to-earth student perspective. However, these outreach
programmes do not necessarily have
an impact on lower educational attainment - which helps to explain the
low acceptance rates of disadvantaged
students. This has led some medical
schools to start to use contextual data
as part of their admissions process.
The reasoning behind this is that it is
generally harder for state educated pupils to attain the same level of educational attainment as privately educated students, largely due to the reduced
availability of teaching resources.

Therefore the grades that a student attains may not be an accurate measure
of their academic potential. Some have
spoken out against this, viewing it as
the ‘dumbing down’ of higher education. Yet this does not correlate well
with the evidence which suggests that
state-educated students out-perform
their privately educated counterparts
at university. This difference exists
even if the state educated pupils enter
the university with two grades lower at
A-level than private schooled pupils
(e.g. BBB vs AAB).
To a certain extent however, universities only have a limited amount of
control over the factors that define
the differences in educational attainment between socioeconomic classes.
However, we all can make a difference by encouraging and supporting
applications from individuals that are
from disadvantaged backgrounds, for
whom applying to medicine can be a
scary and daunting process.
If any of you are interested in getting
involved with the promotion of medicine as a career for schoolchildren
from underrepresented backgrounds,
I would thus recommend that you join
the Birmingham Widening Access to
Medicine Society (BWAMs), which is a
part of MedSoc.
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Diversity in End of Life Beliefs and Practices

Compiled by Dr June Jones, Senior
Lecturer in Biomedical Ethics at
University of Birmingham
You can’t spend long in the West Midlands without noticing that we live in
a diverse society. We hold different
beliefs and practices, and sometimes
this influences health care delivery; or
at least, it should do. One area where
professionals need to be conscious of
diversity is end of life care. Here we
illustrate how members of three different faiths might think about death
and how this might impact on their requirements for end of life care.

Islam
Sajjaad Khalil, third year medical
student
Muslims regard this life as a temporary test by means of which one’s final
destination is determined. Death, an
inevitable rite of passage, is therefore
merely a gateway to connect this life
with one’s immortal existence in the
afterlife;as mentioned in the Qur’an;
‘every soul shall taste death...’ (Holy
Qur’an, 3:185). Understanding the
Muslim belief towards death has an
important bearing on how end of life
care should be managed by health care
professionals. Respecting patient autonomy and accommodating individual spiritual needs in an efficient and
dignified manner is of the utmost importance.
Prior to a person breathing their last,
close family and friends encourage the
person to say the declaration of faith
(shahadah). In order to maintain consciousness to say the shahadah, patients may prefer to experience pain
rather than accept pain relief which
renders them unconscious and unable
to say the shahadah. Where non-sedative pain relief is an option, this should
be offered in preference to sedative
analgesia. Ideally, family are present
at this point and can take a lead in organising the post death rituals, which
help to provide stability at a distressing time. Immediately after the passing, relatives will wish to straighten
the arms and legs, close the mouth and
eyes and cover the body with a sheet.

Al-Masjid Al-Harām is in the city of Mecca, Saudi Arabia. It is the largest mosque in
the world and surrounds the Kaaba, one of Islam’s holiest places.
Having a swift burial is the desire of
every Muslim in order to hasten the
meeting with one’s Creator and also to
adhere to the tradition (sunnah) of the
Prophet Muhammad (pbuh). Prompt
signing of the death certificate and release of the body by medical services
allows for a swift handover to the community’s Muslim funeral services. The
body will then be washed (usually by
close members of the same gender)
and shrouded using white unsewn
pieces of cloth in readiness for the funeral prayer.
Word of mouth helps in alerting the
Muslim community with regards to
the funeral prayer which is usually
held in the mosque (masjid) but can
also be performed at the cemetery if
facilities are present. Muslims from all
over attend the funeral prayer which
is an essential component of closure.
Following this, male members of the
Muslim community perform the burial
in the cemetery, as opposed to cremation which is not part of Islamic teachings. The body should ideally face towards Makkah.
The mourning period continues for
the family for three days (except
for the widow) following someone’s
death, after which the family try to

return to normality. This time period is spent with people offering their
support, condolences, and praying for
the deceased to be accepted amongst
the people of the beautiful gardens of
heaven (jannah).

Christianity
Thomas Harrison, medical student
Christianity is a very wide and varied
religion, and so being definite about
beliefs and practice is difficult. Death
is most often viewed as the painful
result of a difficult and broken world,
and the natural and proper response
to death is grief. So Christians do
grieve, yet within the Church grief is
different, for mixed in with the pain of
loss is the certain hope that they will
see their loved one again. Death can
be described in medical terms, but the
Christian believes that this is not the
end. For at a date sometime in the future, everyone who has ever lived will
face God for judgement. At that time
the Christian will go to heaven, which
is described as a real place of true happiness. This hope is founded on the
fact that Jesus died, but that was not
the end; he overcame death and rose
again to a physical body, and so Christians trust that he will do the same for
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life is the most divine and provides
the chance for this to occur. Failure to
merge with God leads to our soul remaining in the cycle of birth and death.
Just as we shed our clothes, our soul
leaves this body. To Sikhs, heaven and
hell are not physical places we migrate
to after death. Hell is being stuck within the reincarnation cycle, whereas
heaven is the elated state of returning
and merging our souls with Waheguru.
So how can Sikhs merge with Waheguru? Believing in the one Almighty God
and remembering Waheguru are important first steps. Selfless service (kar
seva), working to earn an honest living,
respecting all human beings and sharing with others who are less fortunate
are essential core tenants. Inequality
and acting egotistically are prohibited.
Jesus depicted as the Good Shepherd in the stained glass at St John’s Ashfield in
Sydney, Australia.
them.
Most Christians are part of a church,
which is often described as a spiritual
family. This means the church family
has a massive role in providing support and encouragement throughout
life, including times of bereavement.
The leader of the church (be that a
pastor, vicar or priest) can help support the bereaved by listening, and
asking the difficult questions that others may be afraid to ask; those questions that bring out memories of the
deceased but at the same time are key
to the healing process. They can also
give practical advice and offer prayer,
which can be a real source of comfort
as the bereft talk to God.

Sikhism
Rajinder Singh Andev, 4th year medical student
Sikhs view death as an intimate time,
allowing the connection between an
individual’s atma (soul) and Waheguru (Wonderful Lord) to take place.
Waheguru is infused in all that exists,
including ourselves. Our atma is eternal and a divine spark that was originally part of Waheguru (Paramatma).
Since creation, our atma has been encased within many bodies, and death is
a time when we have the chance to free
our atma and join Waheguru. Human

Death should therefore be viewed in
a positive way by Sikhs– a celebration of the completion of life. Near to
a person’s death, the repetitive chanting of ‘Waheguru’ is encouraged. This
allows the Sikh to remember God and
provides a positive aura for loved ones
when the soul sheds the body. It is acceptable for either the patient or the
family to chant Waheguru. If the patient feels unwell or cannot chant due
to medication or intervention, it is acceptable for the family to do the chant
on their behalf.
Once deceased, cremation is undertaken to allow the body to return to the elements. Other methods are acceptable
(for instance, burial); however, cremation is the most acceptable and desirable. On the day of the funeral, the deceased’s body is washed by loved ones,

The Christian death, although possibly painful, is quite straightforward
for a doctor to manage. There are no
requirements for specialist analgesia
which preserves consciousness. In
some cases the patient may request
prayer or anointing when they are
close to death, but this can be done at
the request of the family if the person
is unconscious. The Christian funeral
service is very familiar as the Church
of England still does 80% of the funeral services in the UK. It provides the
opportunity for the family and friends
to express their grief, to give thanks for
the life of the person, and to commend
the soul of the departed into God’s
keeping. The words of a Christian man
on his deathbed will always stay with
me: “I am in a win-win situation, for to
live is good, but to die is better by far.”
Harmandir Sahib, known informally as the Golden Temple, is located in Amritsar,
Punjab, India. It is considered one of Sikhism’s holiest places.
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dressing them in white to symbolise
purity, and the 5Ks (kesh – uncut hair,
kangha – comb to keep hair tidy, kirpan – sword, kara – bangle and kacchera – undergarments) will be worn.
In the morning, the Psalm of Peace
(Sukhmani Sahib) is read. The family
usually take the deceased back home
one last time. Hymns and prayers are
recited throughout to remind people
of Waheguru and provide a holy atmosphere. Attendees are donned in white.
The journey takes the deceased next
to the funeral grounds, where a short
service commences before submission
to cremation occurs. The night-time
prayer (Kirtan Sohilla) is performed
before the congregation (sangat) visit
the Gurdwara where a 7-10 day reading of the holy scripture (Guru Granth
Sahib Ji) begins. This is calming and
reassuring for both the soul of the deceased and their loved ones. Support
for the family comes from the sangat,
religious leaders at the Gurdwara and
the continued remembrance of Waheguru.

ing Judaism, Hinduism, Buddhism,
Baha’i, etc) will have their own set of
beliefs and practices which need to be
identified and respected. Even within
a particular faith tradition, there could
be a variety of beliefs and practices
which are influenced by diverse regional and cultural practices. It is clear
that healthcare professionals cannot
be expected to know in advance what
their patients and families believe
and want from end of life care. Many
Trusts have created handbooks on end
of life care for their specific patient cohorts, which may be useful in outlining
general principles and requirements.
In practice, providing good clinical
care to any patient at the end of life
involves taking a spiritual history, and
there are a number of published spiritual history taking tools which can be
useful.
Some questions, derived from these
tools, which may be useful to include
as part of taking a spiritual history are:
•

Discussion
A brief overview of three faiths shows
the diversity of beliefs and practices
at the end of life. Other faiths (includ-

•

Are there any specific practices or
restrictions we should know about
in providing your medical care?
Are there particular aspects of
medical care that you wish to forgo
or have withheld because of your

religion/spirituality?
•

Are there religious or spiritual
practices that you wish to plan for
at the time of death, or following
death?

Asking these types of questions allows
specific beliefs and practices which
are important to the patient and their
family to be identified and respected
as far as possible. This will lead to optimum patient care and help to care for
family members as they grieve. It provides the level of care the NHS strives
to offer by respecting the diversity of
patients and their families.
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The Good Samaritan - outdated or underrated?

Sarah Evans, intercalating student
Ziguinchor, the capital of the Casamance, Southern Senegal; a bustling
city where time stands still and people matter. Full of colour, music and
life, it’s impossible not to feel a part of
this vibrant city where everyone seems
to know everyone else and each look
after their own. Separated from the
North of the country by the Gambia,
there’s a spirit of independence and
pride amongst those who come from
the ‘garden of Senegal’ whose rich, fertile land overflows with an abundance
of mangoes, papayas, cashews and
more...
Yet, not far from the surface of this
bright and welcoming city are darker
memories. Its remote location and inherent agricultural value mean that for
many years, the Cassamance has been
troubled by civil war. Although peaceful at present, warnings of landmines
and the patrolling military tell a tale
that many would prefer to forget. Yet
for those living in this region, years of
unrest and lack of investment have left
healthcare, education and infrastructure decades behind the rest of the
country.
Despite being home to two large hospitals, this city has scarce medical resources and good healthcare is only
available to a select few. As a result
patients have to travel many miles to
reach emergency departments for essential, life-saving care and even upon
arrival there is no oxygen, ECG, CT
scanner or even a cervical collar. Young
boys falling from mango trees during
the harvest are left to die in front of
their relatives because there is simply
nothing that can be done. For those
who can afford it and are fit enough for

the overnight boat, plane or a gruelling
day’s car journey, treatment is available in the capital city, Dakar; but for
most this is just not an option.
Outpatient appointments are expensive and difficult to come by, medication is too expensive for many and
follow up is frequently impossible. It
is unsurprising therefore that doctors
compete with traditional healers, and
patients often feel torn between the
two. Healthcare is the last resort and
the principle of looking after your own
becomes an instinctive and rational reaction to the issue.
However, in the midst of this, the Bon
Samaritain clinic offers an alternative.
Run by a senior nurse, the team consists of nurses, health care assistants,
a pharmacist and a midwife. Seeing
10,000 new patients each year, the
clinic treats men and women of all
ages, ethnicities and backgrounds
and the queue of patients ready and
waiting before the doors open each
morning is testimony to its success.
The principle behind the clinic comes
from the parable from which it takes
its name. The Christian Bible says
that Jesus used the story of the Good
Samaritan to show his followers that
they needed to show love and kindness to individuals from any nation,
culture or background as He Himself
had shown them. 2,000 years on, this
team of Christians continues to live
out his message. At a practical level
this means listening to patients and
treating them with respect and dignity
whilst supplying medication and consultations at the minimum or even no
cost.
However, the Bon Samaritain team is
not content to rest on its success. The

ever-increasing needs of patients both
in the local area and across the region
means the clinic is continually striving
to expand and find ways of improving
health care for as many people as possible. In the coming months a new maternity unit will allow mothers to receive the best possible ante-, peri- and
postnatal care and a new medical laboratory will not only provide valuable
funds for the clinic but will ensure that
biochemical tests are available cheaply
and quickly for patients across the region. However, perhaps the most important project of all is that of public
health education. With levels of diabetes and hypertension on the rise, primary prevention is becoming increasingly important in the area and those
at the clinic must be instrumental in
this.
So why is this so radical? Surely treating all patients equally, whatever their
background and with the best standard
of care is the norm? Perhaps it is because of the personal price paid by the
workers and their families. They have
chosen to take poor salaries, work long
hours and forego jobs that could provide greater financial security in order
to live out their faith and show love to
others, in a culture where looking after
family comes first and day-to-day life
is a struggle. Watching the team going
the extra mile for complete strangers
at such personal cost is both inspiring
and humbling; and evidence that, at
least in Senegal, the Good Samaritan
principle lives on.
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Died	
  31yrs,
(eclampsia)	
  	
  

43	
  at	
  onset,	
  
died	
  aged	
  57	
  

Died	
  75yrs	
  

68	
  

Anne,	
  29	
  
Robert,	
  37	
  
George,	
  10	
  

	
  
	
  
	
  

	
  

Jason	
  
39	
  at	
  onset,	
  
now	
  41	
  

42	
  

Sarah,	
  17	
  

3) How can you tell this from the family tree this this condition is autosomal
	
  
2 reasons)?
3)dominant
How	
  can	
  (please
you	
  tell	
  tgive
his	
  from	
  
the	
  family	
  tree	
  this	
  this	
  condition	
  is	
  autosomal	
  dominant	
  (please	
  give	
  
2	
  reasons)?	
  
4) Why	
  are	
  disorders	
  with	
  this	
  inheritance	
  seldom	
  lethal?	
  What	
  is	
  special	
  about	
  Jason’s	
  disease	
  
4) Why are disorders with this inheritance seldom lethal? What is special
that	
  maintains	
  this	
  dominant	
  and	
  lethal	
  disorder	
  in	
  the	
  population?	
  
about Jason’s disease that maintains this dominant and lethal disorder in
the population?
5) 	
  Jason	
  is	
  younger	
  than	
  his	
  mother	
  was	
  when	
  she	
  developed	
  the	
  disease,	
  and	
  she	
  was	
  younger	
  
than	
  her	
  father.	
  What	
  is	
  this	
  phenomenon	
  called	
  and	
  why	
  does	
  it	
  happen	
  in	
  this	
  disease?	
  
6)5) What	
  
he	
  chances	
  
of	
  each	
  
f	
  the	
  below	
  
disease...	
  the disease,
Jasonare	
  
is tyounger
than
his omother
wasdeveloping	
  
when shethe	
  
developed
a)
Sarah?	
  
and she was younger than her father. What is this phenomenon called and
b) does
Robert?	
  
why
it happen in this disease?
c) George?	
  
7) There	
  is	
  currently	
  no	
  therapy	
  to	
  halt	
  the	
  progress	
  of	
  this	
  disease.	
  Suggest	
  an	
  area	
  of	
  research	
  for	
  
6) finding	
  
What are
the chances of each of the below developing the disease...
a	
  treatment.	
  

a) Sarah?
b) Robert?
c) George?

7) There is currently no therapy to halt the progress of this disease. Suggest
an area of research for finding a treatment.
Please send your answers, name, course and year to queensmedicalmagazine@hotmail.com by midnight Satruday 31st January 2014. The first submission received that contains all the correct answers will win a copy of EMQs in
Surgery, kindly donated by Taylor and Francis. All students of the College of Medical and Dental Sciences are eligible to
enter. Good luck!
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Competition Whose Sign is that?
Whose	
  Sign	
  is	
  that?	
  
	
  

Complete	
  the	
  crossword.	
  Each	
  of	
  the	
  answers	
  is	
  the	
  name	
  of	
  an	
  eponymous	
  sign.	
  There	
  are	
  bonus	
  
points	
  for	
  stating	
  the	
  most	
  likely	
  pathology	
  (cause)	
  in	
  each	
  case!	
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3	
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2	
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EXAMPLE	
  	
  
5	
  Across:	
  	
  Catching	
  of	
  inspiration	
  when	
  the	
  examiner’s	
  hand	
  is	
  placed	
  below	
  the	
  right	
  costal	
  margin.	
  
(The	
  most	
  likely	
  pathology	
  is	
  cholecystitis).	
  
	
  
	
  
CLUES	
  
ACROSS	
  
DOWN	
  
1.

The	
  sensation	
  of	
  fine	
  objects	
  moving	
  or	
  crawling	
  
under	
  the	
  skin	
  
2. Cyanotic	
  discolouration	
  of	
  the	
  cervix,	
  vagina	
  and	
  
labia	
  (this	
  is	
  an	
  odd	
  one	
  out,	
  but	
  why?)	
  
3. Palpation	
  of	
  the	
  LLQ	
  of	
  the	
  abdomen	
  elicits	
  
increased	
  pain	
  in	
  the	
  RLQ	
  
4. Radiograph	
  lucency	
  distal	
  to	
  a	
  pulmonary	
  artery	
  
5. The	
  name	
  of	
  the	
  sign	
  in	
  which	
  a	
  patient	
  will	
  
experience	
  pain	
  due	
  to	
  palpation	
  over	
  an	
  
inflamed	
  gallbladder	
  
6. An	
  electrical	
  sensation	
  running	
  down	
  the	
  back	
  
and	
  into	
  the	
  limbs,	
  elicited	
  by	
  neck	
  flexion	
  	
  
7. Facial	
  muscle	
  contraction	
  elicited	
  by	
  tapping	
  over	
  
the	
  masseter	
  muscle	
  	
  
8. Bobbing	
  of	
  the	
  uvula	
  in	
  rhythm	
  with	
  systole	
  
9. An	
  inability	
  to	
  straighten	
  the	
  knee	
  when	
  the	
  hip	
  is	
  
o	
  
flexed	
  to	
  90 	
  
10. Bruising	
  over	
  the	
  mastoid	
  process	
  	
  

1.

Walking	
  the	
  hands	
  up	
  the	
  legs	
  from	
  a	
  prone	
  
position	
  in	
  order	
  to	
  stand	
  
2. Callus	
  formation	
  on	
  the	
  dorsum	
  of	
  one	
  hand	
  
3. Gentle	
  skin	
  rubbing	
  causes	
  the	
  epidermis	
  to	
  slip	
  
from	
  the	
  dermis,	
  forming	
  a	
  blister	
  or	
  raw	
  area	
  
4. Acute	
  pain	
  in	
  the	
  left	
  shoulder	
  tip	
  
5. The	
  finding	
  of	
  an	
  enlarged	
  lymph	
  node	
  in	
  the	
  left	
  
supraclavicular	
  fossa	
  
6. When	
  asked	
  to	
  describe	
  their	
  pain,	
  the	
  patient	
  
clenches	
  their	
  fist	
  over	
  their	
  chest	
  	
  
7. Lagging	
  of	
  the	
  upper	
  eyelid	
  on	
  downward	
  gaze	
  
8. Flexion	
  of	
  the	
  thumb	
  creating	
  a	
  pinch-‐like	
  grip	
  
when	
  lifting	
  a	
  sheet	
  of	
  paper	
  	
  
9. Visible	
  pulsation	
  of	
  the	
  nailbed	
  
10. The	
  appearance	
  of	
  a	
  “double	
  wall”	
  on	
  bowel	
  
radiography	
  	
  
	
  

	
  
Don’t	
  forget	
  to	
  state	
  the	
  likely	
  pathology	
  (cause)	
  for	
  each	
  answer	
  in	
  your	
  response.	
  

Please send your answers, name, course and year to queensmedicalmagazine@
hotmail.com by midnight Saturday 31st January 2015. The first submission
received that contains all the correct answers will win a copy of EMQs in Medicine,
kindly donated by Taylor and Francis. All students of the College of Medical and
Dental Sciences are eligible to enter. Good luck!

