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The continuing debacle concerning MTAS
is well known, but this has overshadowed
an appalling ruling that has left in limbo
1000 international medical students, and
up to 10,000 doctors, who have gained the
right to practise in the UK under the PLAB
(Professional and Linguistic Assessment
Board) scheme.

From April, Trusts have been required to
fill posts with doctors from the European
Economic Area, a UK graduate, or a
refugee, before they can employ a non-EU
work permit holding doctor. This ruling
affects every rung of the training ladder;
not only will junior overseas doctors be
limited in posts they are eligible for, they
will also require permits to complete their
training, and current students are unable
to progress beyond FY1 & 2 without a
work permit. As a result of the changes,
future non-EU F2 doctors will have to
apply for a place on the Highly Skilled
Migrant Programme (HSMP), which they
can only do when they have completed
their F2 year, with qualifications to
achieve HSMP status also to be made
more difficult. Whilst they are applying
they will either have to return home, or
find locum work in the UK.

The Department of Health (DoH) justifies
the changes with the claim that the numbers
of doctors have increased in the UK by
27,000 since 1997 and that record numbers
of people entering medical school has
increased competition for posts to
unprecedented levels. This issue has
certainly been of concern to the Royal
College of Physicians, which has previously
drawn attention, to no avail, to the number

of international medical graduates who
have taken the PLAB and subsequently
had difficulty gaining a post. Tony McNulty
(the Minister of State for Immigration,
Citizenship and Nationality) said that there
would be no imminent review of these
changes. There has been widespread
opposition to these new rulings, from the
BMA to the Royal Colleges, and attempts
have been made to find a compromise.
Since the announcement was made in
April, discussion to include a series of
temporary training schemes (for example
the Medical Training Schemes) and
scholarships has been made; the
details though have not been finalised,
with funding for these posts likely to be
a significant hurdle. Another suggestion
has been to designate a “grace period” in
which those who are currently in the system
will be allowed to stay.

To many, the issue of reform has been
handled with an astounding lack of
compassion. It leaves many non-EU
doctors already in Britain with a bleak
future, after heavy personal investment.
It has not been taken into account that
a doctor from overseas wishing to take
the PLAB before they can practise in
the UK has to pay at least £7,500; as
many are from developing countries,
such a sum is not inconsiderable, and
such short sighted and short term
changes may reverse the goodwill built
up over 50 years with these countries.
These foreign doctors and students are
the first casualties of the farcical planning
of the work force and junior doctors
appear to be the next.
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Dear Readers,

Welcome to Volume 57 of the
Oxford Medical School Gazette
and the Commemoration Issue
of the Radcliffe Infirmary.
Inside you'll find articles on this
hospital's great past, recent
clinical advancements, the
debate surrounding its closure
and, maybe most importantly
now, its future. To mark the
Radcliffe Infirmary's closure, the
Gazette, in association with
Oxford Medical Alumni, held the
very first Frith Photography
Prize (page 49), with many of the
entries celebrating the hospital's
stunning architecture. Winners of
the event were announced at the
Awards Ceremony held in early
March and the top photographs
feature on this edition's cover.

We also have a wide range of
commentary pieces, travel features
and a new section about ORH
life, as well as the usual medical
humanities, education and book
reviews. As ever, we're always
looking out for new writers and
ideas so please do be in touch if
you would like to make any
contributions.

Hope you enjoy the issue,

Justin Loke
Georgina Osborne

OMSG Editors
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It is not only those who are trained abroad
who will be affected; those trained by the
UKmedical schools will be equally affected,
as they will now require a work permit after
completing their second foundation
year. They will not be able to access
automatically the postgraduate training
which enables them to acquire specialist
skills to take back to their home country.
Furthermore, there is little evidence that
international students currently applying
are sufficiently aware about the policy
change that could result in a career cul-
de-sac further down the line. In November of
last year, Bala Karunakaran, a represen-
tative of the BMA Medical School
Committee, and Jo Hilborne, chair of the
BMA Junior Doctors Committee, presented
the Health and Home Office Minister with
a petition of 2,300 signatures against
these reforms. Bala Karunakaran said
“students who chose to study medicine in
the UK did so in good faith, expecting to
see their training through. Instead, they
are facing a real struggle to complete their
training. Not only is this situation bad news
for current students, it is likely to deter

potential students from coming to the UK,
which in turn could have serious ramifica-
tions for medical education as a whole.”

The decline in the number of international
students entering UK medical schools will
certainly reduce diversity in the working
environment. These changes will also
have serious implications on medical
school funding as international students
pay more than four times the fee paid by
UK and EEA students, with fees as high
as £23,000 during the clinical years.

The complete lack of consultation from the
DoH before the imposition of this immigration
policy is clearly the root of the problems; it is
also reflected in the recent usage of quartiles
to help determine candidate ranking in
the F1/F2 application system (page 55),
with students from London medical schools
appearing to out-manoeuvre Oxbridge
medical students. Similarly, the views of
some of the doctors involved with the move
to the West Wing appear to show that their
opinions about the planning of the transfer
have been entirely disregarded (page 18).

Currently, doctors are not engaged in
consultation before reforms are introduced;
after they are handed down they have to
battle to even to engage the government
in tackling the problems. We must not
ignore these changes that will affect our
hospitals and medical school, and the best
road to reaching a satisfactory solution
lies in students and doctors voicing their
concerns, and engaging in debate
through the BMA, GMC and even at a
parliamentary level. However, having
written to John Reid, (Home Secretary)
and Joan Ryan (Parliamentary Under-
Secretary of State) their “replies” were
identical word for word, except for their
signatures. It is easy to be cynical when
faced with such a response, but as doctors
and medical students we are more than just
technicians on the hospital “work-floor”, and
we must not settle for the role of political
pawns because the prize in these political
games is nothing less than the healthcare
of the nation.

Justin Loke
Please email any comments you have to
gazette@medschool.ox.ac.uk
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The Beginning
Most readers of theGazettewill be familiar
with the eternal surgeon’s question. The
medical student, having produced the
correct answer in the form of an eponymous
syndrome, or anatomical landmark, or
incision, discovers that the warm feeling
of self-congratulation rapidly dissipates
when the surgeon replies, “Ah yes — and
who was Kocher?” It is surprising how
little most of us know about the men and
women whose names surround us in the
anatomy of our lives, in buildings and in
textbooks. One such name that demands
our closest attention is John Radcliffe.

Born in Yorkshire in 1652, the son of an
attorney, John Radcliffe was educated at
University College, Oxford, where he
graduated with a BA in 1669, receiving
his BM from Lincoln six years later. As a
physician local to Oxford he first gained
notice due to his success in controlling
a smallpox outbreak in 1675, which he
achieved by avoiding excessive bleeding

and attending closely to the patients’ fever.
His career accelerated with a move to
London in 1684; there he became physician
by royal appointment to PrincessAnne, and
was also elected a fellow of the Royal
College of Physicians. Radcliffe treated
the monarchs and their families for two
decades, eventually declining a baronetcy.
He was also elected a Member of
Parliament, for Branber in 1690 and
Buckinghamshire in 1714. He was a Dark
Blue alumnus through and through, and
gave with great generosity to University,
Lincoln, Christ Church, and All Saint’s
Church. John Radcliffe died of apoplexy
on the first day of November 1714, and left
a will containing £140,000, much left in
the control of his trustees, who applied
the majority of this money to the estab-
lishment of the Infirmary and the
Observatory, now at Green College.
Radcliffe is buried in the University
Church of St. Mary, where the chairman
of the Radcliffe Trustees unveiled a
memorial tablet to the physician in 1953.

When it opened on the 18th October,
1770, the Radcliffe Infirmary had a
charter of 118 rules. They ranged from
administration to regulations for the
patients. There was a maximum of six
physicians and four surgeons on staff.
Patients well enough to get out of bed
had to do so at 7am, and would be
discharged if they returned drunk.

Attendance at prayers was compulsory if
their health permitted; they were forbidden
to swear, curse, play cards or dice —
rules putting the modern-day NHS
zero-tolerance policy to shame! Beer
was also brewed between the Infirmary
and what is now Walton Street. Small
beer was given to the patients, ale for
the staff, and strong beer was used for
poultices. A 1776 advertisement
declared that “Any Strong Beer not fit
for drinking will be an agreeable present
for the use of the surgeons.” The meaning
of the word “use” is not clear in this
context!

The Historic Infirmary
“If you would understand anything, observe its

beginning and its development”
Aristotle

Michael Canty
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Founders
There were five founding physicians of
the Infirmary — Drs Foulkes, Lewis,
Kelly, Vivian, and Smith. Dr. William
Vivian was a fellow at Corpus Christi,
and succeeded John Kelly as Regius
Professor in 1772. He was physician to
the principle of Brasenose, Dr. Ralph
Cawley, who suffered from heart failure.
Dr. Vivian successfully tried foxglove
root after hearing of its success in curing
dropsy. This story influenced William
Withering in his study of digitalis. There
were four founding surgeons at the
Infirmary, Messrs Hacker, Towsey,
Grosvenor, and Nourse. Of these, Mr.
Grosvenor was one of the first professionals
to massage stiff joints and injured limbs.
Also dated to this era is one of the first
reports of cranial surgery carried out in
the Infirmary, which was subsequently to
become a major neurosurgical centre.
Jackson’s Oxford Journal reports an
accident admitted to the Infirmary in
1783, in which a Mr. John Darby fell
from his horse and suffered a skull
fracture. “He was taken to our Infirmary
and immediately trepanned and is now in
a fair way to recovery.”

The Early Nineteenth Century
Three physicians were elected in 1787 in
replacement of those retired and
deceased, but not exceeding the limit of
six. One of the three was Dr. Robert
Bourne, a fellow at Worcester, who
became a staff member at the Radcliffe at
the tender age of 26. Alumni and current
students alike owe a debt to Dr. Bourne,
as it was he who paved the way for the
purchase of the Royal Oak, opposite the
Infirmary, from St. John’s in 1814. The
Royal Oak became a social centre for junior
staff, and despite its sale in 1853, there
are plenty in the medical school who can
confirm it has remained so since – at one
time it even had an internal Infirmary
telephone extension!

The Late Nineteenth Century
Born in 1815 and son of a Conservative
MP for Devon, Henry Acland, later Sir
Henry, joined the Radcliffe Infirmary
feeling it was his destiny to introduce
scientific practice to the University. Sir
Henry was a unique character who felt
uncomfortable in his training at St George’s
Hospital due to its unruly atmosphere— he

had to leave Oxford for a number of years
due to emotional instability — and was
happiest when studying microscopy at
Edinburgh. He was the only candidate
presenting for the BM in 1846; he passed
his membership examinations for the
Royal College of Physicians a week later,
and was elected FRS six months after his
MRCP. Today’s students can only dream of
such a meteoric rise

Sir Henry’s practice flourished to the extent
that it was said no-one of consequence in
Oxford would consider dying without first
being seen by him. His early days were
notable for a superlative report on
Oxford’s cholera epidemic — he was a
pioneer in Oxford medicine, both in
practice and in education, changing the
BM degree so that candidates were
trained in both non-professional and
professional aspects of medicine. By
this he meant they should receive tuition
in the basic sciences of chemistry,
physiology, and anatomy, as well as
clinical training. This philosophy formed
the foundation of preclinical and clinical
teaching, now an established bedrock
of medical degrees.

7
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This was a fertile period of academic and
clinical development in the Infirmary. Dr.
Robert Walter Doyne, a local general
practitioner with an interest in eye disease,
founded the Eye Hospital in 1886, while
in matters of academia, Sir John Scott
Burdon-Sanderson took over fromAcland
as Regius Professor, and proposed that the
medical school teach pharmacology
and pathology, as the London hospitals
did – “If they can teach well, we can teach
better.” He also assumed responsibility for
post-mortem examinations at the hospital.
However as time went on, Sir John
became eager to retire, and the question
of who should take over the Professorship
arose. This golden period of medicine in
Oxford was in full flow.

The Twentieth Century — Osler and
Beyond
In 1904, Burdon-Sanderson wrote to a
former pupil of his, one William Osler,
sounding him out as a potential successor.
Professor Osler’s wife Grace was in no
doubt as to what her husband should do.
Concerned about the toll his work in
Baltimore was taking on him, she instructed
him via telegram, “Do not procrastinate.
Accept at once.” Osler accepted the offer
soon afterward, becoming the 21st Regius
Professor of Medicine, and took up resi-
dence at 13 Norham Gardens, where his
library has been beautifully preserved by
Green College.

Sir William Osler was a remarkable man
whose life has been detailed expertly and
eloquently elsewhere — many books
written by and about him can be found in
the Norham Gardens library. However Dr.
Alastair Robb-Smith recounts a moving
anecdote from 1917, which bears retelling.
Osler’s son Revere had been wounded at
Ypres in August, and by coincidence, was
treated at the US Casualty Clearing
Station no. 47 at Dosinghem — just miles
from where Harvey Cushing was stationed.
In two hours Revere was being operated
on by four of the most talented American
surgeons of that era — Cushing, Crile,
Darroch and Brewer. Sadly Revere died
at 7am the next morning, and it fell to
Cushing to telegram the Oslers. He would
later tell his wife it was his worst experience
since his own son’s death. Mr. Anglin
Whitelocke, a surgeon at the Infirmary at
the time of Osler’s appointment, recalled

meeting Osler the day after Revere’s
death. Osler enquired as to how “my dear
boy is getting on”, referring to
Whitelocke’s son, Hugh. Whitelocke
informed Sir William that Hugh was in
Egypt. Osler replied, “Be sure and let me
know if I can do anything for him. You’ll
be glad to know that poor Revere fell into
the hands of some of our American
friends. Such a comfort. Do keep me
posted about Hugh. Goodbye old chap.”
Many at the time noted Osler’s incredible
ability to keep his grief hidden in public,
as well as his constant attention to others
at a time of personal catastrophe.
However, in his visit to Oxford in March
1918, Cushing mournfully described his
old friend as a “shadow of his former
self”, unable to talk about his son — by
sad contrast, Lady Osler could talk of little
else.

1919 ended on a mournful note when Sir
William Osler succumbed after a long
battle with pneumonia. In his final weeks
he was attended to by his great friend Dr.
Alexander Gibson, a pathologist, and he
passed away on the 29th December at his
home in Norham Gardens. The Times paid
tribute to his “great power of inspiring
others, of getting the best out of his pupils,
and his high personal idealism, combined
to make his influence altogether
extraordinary.” This truly remarkable man
had certainly inspired Oxford medicine,
embodied in the Radcliffe, to new and
greater heights. His obituary described him
as working “more like a public institution
than a man.” Perhaps the final word
should be left to The Times’ medical
correspondent of the day, who in an effusive
column called him “The Grand Old Man
of Anglo-Saxon Medicine.”

The appointment in 1920 of a young
Balliol Rhodes Scholar named Hugh
Cairns as house surgeon proved significant.
Cairns was at Oxford when Osler died,
and upon reading Harvey Cushing’s
account of the former Regius Professor’s
life, decided he wanted to work with the
biographer. He won a Rockefeller travelling
fellowship to the Brigham Hospital in
Boston, where he trained as the famous
neurosurgeon’s resident. Cairns was
inspired byCushing’s obsessive dedication,
and he determined to devote himself to the
burgeoning subspecialty of surgical neu-
rology. As well as this, through discussions

8
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with Sir Farquhar Buzzard and subse-
quently Lord Nuffield, the foundation
stones of the new departments and services
as we know them today were being laid.
The Nuffield Trust was announced by Lord
Nuffield in October 1936, who foresaw the
opportunities afforded by multidisciplinary
care long before that term became an NHS
sound-bite; “I welcome the increasing
tendency to regard all health services,
preservative, preventative, and curative not
as separate entities but as constituent parts
of a combined effort to promote and
maintain the good health of the community.”
Cairns was elected Professor of Surgery in
1937, followed shortly after by the historic
appointment of Dr. Robert Macintosh as
Britain’s first Professor of Anaesthetics.

On 12th February 1941 the world’s first
clinical trial of penicillin was carried out
when it was administered IM and IV to a
policeman on Briscoe ward systemically
unwell with a staphylococcal infection.
Following a dramatic clinical improvement
in his condition, supplies of the drug were
exhausted, and he deteriorated terminally.
However the drug’s revolutionary potential
had been unveiled, and the era of antibiotic
chemotherapy had begun. 1944 saw
another milestone with the appointment
of the first Professor of Plastic Surgery in
the UK, Pomfret Kilner. A Fellow at St
John’s, Kilner was to transform his unit
into a world centre of plastic surgery, and
he became acting chief of the surgery
service upon Sir Hugh Cairns’ death. He
was also an enthusiastic supporter of the
groundbreaking work of Sir Peter
Medawar in immunology, with particular
interest in Medawar’s work on homografts.

Today
From the post-war era to today, a period
that many of the Gazette’s readers will
have personal experience of far beyond
my own, the Radcliffe Infirmary has
continued to develop, an intellectual and
clinical behemoth befitting of the enormous
history contained within its walls.
Cutting-edge research and clinical activity
have been almost taken for granted right
up to the sad moment of the Infirmary’s
closure, in all of the disciplines founded by
such luminaries as Cairns, Kilner, Medawar,
and Moir. The familiar and much-loved
weathered walls onWoodstock Road have
presided over two and a half centuries of
medical advancement; they have been as

welcoming to bright-eyed and wet-eared
young clinical students as they have been
to legends such as Cushing and Osler. As
medical students, we are lucky enough to
train in Oxford, but almost unspeakably
lucky to have been taught at the Radcliffe
Infirmary.As time goes on, our appreciation
of the great opportunity we had to walk in
the footsteps of Cairns in the Infirmary’s
corridors, and skulk in the shadows of
Osler on the Infirmary’s wards, will only
grow. I hope, and expect, that many of us
will look back in the years to come and
say we were glad and honoured to be
victims of a famous curse — we lived
indeed in interesting times.

The author would like to express his
gratitude to Professor Terence Ryan for
his help in researching this article, and
for allowing access to the wonderful
library in Sir William Osler’s old study at
13 Norham Gardens. He would also like
to emphasise his great debt to Dr. Robb-
Smith’s marvellous book A Short History
of the Radcliffe Infirmary, which he was
deeply reliant on, and which was a truly
rewarding and fascinating read.

Michael Canty is a 5th Year Medical
Student at Worcester College.
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I went up to Oxford to read Natural
Sciences in 1944 direct from school but
after three seemingly idyllic years, I had
to move on for the clinical component of
my training. Most of my contemporaries
went to famous London hospitals and,
indeed, I put my name down for the
Middlesex and UCH. However, when I
went up for interview in mid-1947, it
struck me that much of the city consisted
of piles of rubble and it might not be a
very convenient place in which to live. I
therefore applied to the new clinical
school at the Radcliffe Infirmary and have
never regretted it. There were just twelve
of us in my year (half ex-service, no
ladies); now the entry touches about 150.
The teaching was good with plenty of
clinical material (as we referred to the
patients, or “clients” as I expect they are
now called) and I did not even have to
change my digs!

Osler House And The Hospital
Building

My entry, in August 1947, was the first set
to be accommodated in Osler house. This

was originally the Observer’s House for
the Tower of the Winds Observatory.
There was a large common room, dining
room and bar with a well stocked library
on the first floor and several bedrooms on
the second floor for use by students when
they were on call; all a great improvement
on the little room that students had pre-
viously used above the Department of
MorbidAnatomy. The Osler House of then
is now, of course, part of Green College.

The layout of the hospital was not so very
different from the recent situation.
Outpatients remained in the same place as
did the narrow lane from Woodstock
Road which leads down to the Eye
Hospital and Walton Street; this used to
be used for ambulance access. A&E
became the Department of Radiology and
the Minor Operations theatre turned into
a gents lavatory! The A&E consultants
were Jim Scott and Bob Taylor who also
had orthopaedic beds at the Wingfield-
Morris hospital in Headington, now the
Nuffield Orthopaedic Centre. Casualty
was presided over by the stalwart Sister
Owen-Evans and all injured or seriously

ill patients were then accommodated in
just three curtained cubicles. I did the
Accident Service house job after qualifi-
cation and it would be fair to say that
Sister O-E taught me most of what I
learnt on the subject.

The hospital's layout had been mod-
ernised in the late 1930s. The buildings at
the main entrance from the Woodstock
Road were mainly administrative and
residential although it did house the
Briscoe Ward for infectious conditions
and venereal disease. A long corridor then
led, via 'Piccadilly', to wards on the left
and right all the way down to the
Maternity Department situated on Walton
Street. Beyond this lay four WW1 single-
storey huts, two used as nurses rooms and
two as wards (Huts C&D, later Litchfield
and Bevers wards). It was as a student
working in Hut C that I first encountered
a spritely charge nurse who has now been
my wife for 54 years!

On the left of that long corridor leading
from Piccadilly, were wards of the old
Nightingale type: Alexandra, Victoria,
Rowney and Marlborough, although
Professor Witts' Department and the
Collier ward had been added. On the
right were the newer wards, built in the
late 1930s, including Cronshaw (male
accident service in-patients), Nuffield I
(Professor. Hugh Cairns —
Neurosurgery) & II (Professor. Chassar
Moir — Gynaecology), Leopold Medical
and Surgical (Paediatric), Morris and
Symonds, and finally a private block at
the far end of the corridor. There were
only four operating theatres then, used
for general surgery, orthopaedics and
neurosurgery.

10

Alumni
Dr. Mike Bull

Tales from Medical Training, 1947–1950

Gazette gerry 21May.qxd:Gazette1  20/6/07  10:15  Page 10



Memorable Clinicians

Apart from the professorial departments,
there were only three consultant physi-
cians: Dr. Fred Hobson (my chief after
qualification), Dr. Alec Cooke (no
whistling in the corridor, only run for fire
or haemorrhage) and Dr. Pat Mallam. The
latter was the hospital venereologist and
insisted that all his admitted patients had
their Wassermann Reactions done (the
then specific test for syphilis), irrespective
of age or status. He also liked his tipple
and on more than one occasion did his
ward round supported by his registrar on
one side and the houseman on the other.

The surgeons then consisted of Douglas
Abernethy (Abers), Sam Corry, Arthur
Elliot-Smith, Ted Molony and Tim Till.
Abers was one of the traditional general
surgeons. He was reputedly able to do a
total hysterectomy followed by a frontal
leucotomy on consecutive cases, in his
day no doubt, both appropriate procedures
for hysterical neuroses! After Abers, Sam
Corry, a rather dour character, was the
senior surgeon for many years. Arthur
Elliot-Smith was a charming ex-army
surgeon and did a cholecystectomy for
my wife in her 27th year! Ted Moloney
was another famous character. He was the
man you went to when the others regarded
your condition as being beyond surgery.
Two other surgeons, Gavin Livingstone
and Ronald Macbeth controlled the ENT
Department and Hugh Cairns and Joe
Pennybacker (“watch ma fingers!”) were
the famous neurosurgeons. Walpole
Lewin was in charge of head injuries on the
Accident Service and refused to operate
without Ben Allibone, the neurosurgery
attendant, who was also in charge of
escorting midwives when called to cases
'on the district'. The senior surgical registrar
then was Neill Ward-McQuaid, who was a
good teacher but rather lacking a sense of
humour. He possessed a small Morris 8.
While three stalwarts lifted up the rear, the
rest of us left two piles of bricks under the
back axle. When he tried to drive off that
evening he was much perplexed that the
vehicle was immobile until informed by
our laughter.

As students, I recollect we had to do two
medical and two surgical firms of three
months each, then six months of
Obstetrics and Gynaecology (O&G). The

Nuffield Professor
of Obstetrics was
Chassar Moir (the
Chaser), an earnest
Scot, assisted by
Mostyn P. Embrey.
They had recently
u n d e r t a k e n
research which
culminated in the
introduction of
ergometrine and
its routine use at
the third stage 
of labour. The 
so-called Area
Department of O&G was staffed by John
Stallworthy and Bill Hawksworth, both
Kiwis. The former was an eminent and
innovative gynaecological surgeon who,
at that time, was introducing the novel
technique of vaginal hysterectomy. Bill
Hawksworth was the kindest obstetrician
you could find and looked after my wife
Ida through four pregnancies.

Obstetrics & Gynaecology

In obstetrics, as students, we were supposed
to do 20 normal deliveries. I hated it! I had
spent too many tedious hours in the
Nuffield Maternity Home sluicing down
labour wards and bathing babies (as we
were then obliged to do after a delivery) or
cycling frantically down to St. Ebbe's only
to be told by the district midwife that I was
just too late. Pupil midwives were given
the day time deliveries; those occurring at

night were for the medical students! I think
I managed to get away with just 13 in all.
How my views changed later! After quali-
fication and two six month house jobs at
the Radcliffe, National Service called and I
joined the medical branch of the RAF. I
was posted to RAF Tangmere in West
Sussex, then an operational station with
two Meteor fighter squadrons. There were
also many service families and a high birth
rate so it was my first real experience of
general practice. I enjoyed the life so much
that I extended my national service to a
three year short service commission and,

11

Clinical Students – New Entry – October 1950. Back row L-R: FI Caird; JI McFeeters; JW Pearson; DH Crill; CAS Wink; BC Davies.
Centre Row L-R: BJ Drake; JH Davies; RK Waterhouse; IE Hughes; RE Gillson; S Solomons. Front Row L-R: CE Elliott; Miss PA
Clark-Maxwell; SC Truelove, Director of Clinical Studies; AD Gardner, Regius Professor of Medicine; RT Hewitt Secretary of the
Medical School; Miss J Bradford; MP Carter.

Gazette gerry 21May.qxd:Gazette1  20/6/07  10:15  Page 11



with the help of a local GP, developed an
interest in maternity care which lasted all
my professional career. At that time, almost
50% of births still occurred in the home
and I realised that I needed further training
before entering a career in general practice.
After leaving the RAF in April 1955, I
returned to Oxford to see if I could get a
house job with the Chaser. At the end of my
interview he said “Heh! Heh! Yees, I think
we could fit you in in about two years
time”. Somewhat dispirited, I was walking
up the long corridor when I met Bill
Hawksworth. I told him what I was about
and he said “Splendid, Mike. Could you
start at the Churchill on August 1st?” And
so I did and thus began a long term and
very happy relationship. Whilst there, I was
offered a partnership with Drs. Watson
Russell and Ian Neill at Iffley Road that
remained until my retirement in 1992.

A Varied Course

After O&G, we fitted in with the other
specialist branches. ENT, Ophthalmology,
Anaesthetics, Skins, Infectious Diseases,
Venereology, Paediatrics, Neurology, etc.
Chests were then the province of William
Stobie and once a week we had to visit
the Osler Pavilion, a single storey TB
hospital in the middle of a field on the
Manor House estate in Headington. This
was before the days of streptomycin and
patients there were treated in the traditional
manner by exposure to the elements.
Some of them survived! Sir William
McArthur introduced us to the mysteries
of tropical medicine. Sir Robert
MacIntosh was the Nuffield Professor of
Anaesthetics then, the first chair in that
subject in the whole country, I believe.
Together with “Ep” Epstein and his talented
technician, Dickie Salt, he had developed
the Oxford Vapouriser, a small and easily
portable anaesthetic machine which could
be used with ether, trilene or halothane
and had been widely used by medical
services in World War II. 

Out of Hours and Tynchewyke

I recall that life as a student was not all
work. Apart from the bar in Osler House,
the Royal Oak (opposite the main
entrance) provided a favourite haven
when off-call or, even if on-call when
not particularly busy, as a porter would
come and get you if required. Some of the

ex-service students were already married
and had wives to go home to, others
engaged in sporting activities of various
sorts. The big event of the year was the
Christmas pantomime, a rag review of
hospital life mainly for the entertainment
of the nurses. It was put on by the so-called
Tynchewyke (never with the same
spelling twice over the years) Society and
involved the entire body of male students
and junior doctors in the hospital. All
female parts were played by males in
drag and most of the consultants were
caricatured. In 1947, I played the part of
one of the thieves in Ali Baba but, not
having any great Thespian pretensions,
for the next two years became the stage
electrician. The show was put on in the
nurses recreation room and ran for three
nights to enable the entire hospital staff to
see it. The lighting was controlled from
the small servery at the rear of the hall
and cables ran around the outside of the
building to culminate on the stage which
was at the other end. One of the required
special effects for every performance was
a loud explosion and this was achieved by
the electrical detonation of a theatre
maroon under the stage. Of course, one
had to acquire a sufficient supply of these
devices and some of them found off-stage
applications during the Christmas partying.
We did not greatly like the night sister at
that time so, one night, we planted a
maroon in the metal waste bin in her
office. After returning from her round,
she switched on her desk light prompting
an explosion. After about five minutes,
she emerged from the office drawing
heavily on a cigarette and looking very
shaken. “It was worse than that in
Palestine” was all she said. 

Two and three quarter years passed all too
quickly; I qualified at the end of 1950 and
went on to have a career in General
Practice for forty-two years. I married Ida
in 1952 at my old college, University,
where we returned to in 2002 to celebrate
our Golden Wedding. As the son of an
Oxfordshire yeoman farmer, opportunity
and good fortune played a large part in
my medical career. Apart from my
absence in the RAF and a practice
exchange in New Zealand in 1984, my
whole life has been spent in Oxford, City
of Dreaming Spires; I doubt I could have
been more fortunate elsewhere.

12

To many people the closure of the
Radcliffe Infirmary as a hospital, and
relocation of its departments to the
John Radcliffe and Churchill hospital
sites in Headington, seems like an
abrupt end of an era.

The end of medical practice in a building
that was established for that purpose
in 1770 certainly merits this opinion,
particularly given the RI’s great standing
in Oxford’s medical history. Built with
funds from the estate of John Radcliffe,
physician to Queen Anne, the RI has
admitted students for medical training
since 1786, was the site of the first
intravenous antibiotic injection into a
human and housed the first accident
service in Great Britain, amongst other
claims to prestige. However, relocation
of hospital departments from the RI
site in the city centre to Headington is
anything but a break with tradition.
Rather, it is the final stage of a contin-
uous trend beginning after the RI was
opened, and has been actively promoted
by all Oxford Regius Professors of
Medicine since Sir Richard Doll to
John Bell today. 

Headington

Catherine Hildyard
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Headington

First, the RI was never intended to be in
the city centre. When it was built, on the
road that leads to Woodstock, it was well
outside the city boundaries. When the RI
expanded and increased the range of
patients under its care (it originally excluded
anyone with an infectious disease, epilepsy,
ulcers, inoperable cancers, pregnant
women and children under seven), it did
so into Headington. The Warneford
Hospital, originally known as the Radcliffe
Asylum, was set up as a sister hospital to
the RI, for the care of the mentally ill. The
original intention was for it to be adjacent
to the Radcliffe Infirmary, but difficulties
in finding a suitable site resulted in it
being built in the countryside off the Old
Road in Headington, where the land was
cheaper and there was more space. 

What is today the Nuffield Orthopaedic
Centre was another expansion of the RI that
ended up in Headington. Its precursor, the
Wingfield Convalescent Home, was set up
in 1872 by a donation from Mrs. Hannah
Wingfield and was intended to be in Jericho.
However, the Oxford University Press had
moved to Walton Street in 1830 and many
tightly packed houses had grown up around

Catherine Hildyard

it; the air down by the Radcliffe Infirmary
was therefore deemed too dirty for con-
valescing patients and the Home was built
in Headington, on an area of land between
the corner of Old Road and Windmill Road.
The Wingfield Convalescent Home went on
to become a specialist orthopaedic hospital
after the First World War and was renamed
the Nuffield Orthopaedic hospital in 1950
after a donation from Sir William Morris
(later Lord Nuffield).

By this stage the trend towards
Headington had been set and in 1919
the Radcliffe Infirmary Committee
bought the seventy five acre Manor
House estate, now the site of the John
Radcliffe hospital, with a view to building
a tuberculosis sanatorium there. The
sanatorium was finally opened in 1927
and named the Osler Pavilion after Sir
William Osler, Regius Professor of
Medicine from 1904–1919. In the mid
1940s, the Radcliffe Infirmary
Committee also took over the Churchill
hospital, again in Headington, which
had been built by the Ministry of Health
in 1940 as an emergency centre for the
treatment of local air raid casualties.

Expansion into Headington turned into
translocation when in 1972 the maternity
unit was moved from the RI to the site of
the John Radcliffe, closely followed by
acute phase hospital facilities in 1979.
Transfer of the remaining departments
based in the RI to Headington at the end of
this year is the final stage of this exodus. 

Reasons for the historical relocation of
Oxford’s hospital facilities to Headington
still underpin the enthusiasm for its final
stage today. In the words of current Regius
Professor of Medicine, John Bell: “Close
proximity to the Centre is very constraining
in terms of available space. Besides we
[the clinical school] need to be near
patients for teaching and research; while
the split with the preclinical departments is
not perfect, it is not that far.” So although
the RI’s closure is sadly the end of one era,
it is also the completion of a project that
started 100 years ago and with the
development of the West Wing on the
John Radcliffe site, marks an epoch in
Oxford’s medical history.

Catherine Hildyard is a 4th year 
Medical Student at Green College

The End of an Exodus?
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They are both diseases causing
extreme debilitation, they are both due
to abnormally functioning brain, and
they may both be treated by a functional
neurosurgeon, such as Oxford’s
Professor Tipu Aziz.

I meet Professor. Aziz at his office in
the Oxford Movement Disorders Group,
tucked away at the side of the Radcliffe
Infirmary. I begin by finding out a little
more about the operations he performs.
“The stuff that interests me most is
what we call functional neurosurgery,
trying to alter abnormal brain function
by implanting electrodes deep into the
brain.”

These implanted electrodes are then
connected to a battery-powered stimulator
which is used to stimulate specific
areas of the brain at high frequency.
The technique is known as deep brain
stimulation (DBS). How does it work?
“What is increasingly thought is that in
pain and movement disorders there are
abnormal brain oscillations, and you have
to try and get a frequency of stimulation
that actually disrupts that abnormal
oscillation.” 

Professor Aziz played a significant role in
the development of DBS as a treatment
for Parkinson’s disease and its use is
now widespread. However using the

technique as a treatment for pain is a
more novel idea. “At the moment, we’re the
only group in the UK putting electrodes
deep in the brain for intractable pain.”
He treats conditions including phantom
limb pain, post-stroke pain, and post-
herpetic neuralgia, which are often
resistant to conventional therapies.

I see for myself the remarkable results
that can be achieved with DBS on a
recording of a recent operation. The
patient, a middle aged man, is awake
throughout the procedure. Professor
Aziz tells me that 25 years ago, following
an accident, the patient’s leg was

amputated below the knee. “For 25 years
he’s had this terrible hypersensitivity of
the stump. If you just breathe on it, it
sends waves of agony through him…
you can’t touch it.” This sensitivity is
demonstrated in the operating theatre
as the patient’s leg rapidly recoils in
pain when it is gently touched. When
the stimulating electrode is turned on,
the effect is almost immediate. Within
moments the patient’s leg can be
touched and squeezed without pain. 

The success of DBS relies on where
the electrodes are positioned in the
brain. Professor Aziz has experimented
with two areas for the treatment of pain.
“In the beginning we [used] electrodes
at the same time in the sensory thala-
mus and periaqueductal grey to see
which was better. The periaqueductal
grey seems like a phenomenally powerful
area to control pain, so we carried on
studying it.” The periaqueductal grey is
an area of grey matter surrounding the
cerebral aqueduct in the midbrain, and
is known to have a physiological role in
the modulation of pain. 

Selection
Professor Aziz is not the first to try DBS
for the treatment of intractable pain, but
in the past, he tells me, the procedure
was considered ineffective. So what
has changed? “With better techniques

Professor 
Tipu Aziz
Interviewed by Judy Martin

What do Parkinson’s disease and intractable
pain have in common? 
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“At the moment,
we’re the only
group in the UK 

putting 
electrodes deep in

the brain for
intractable pain.” 
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“Alleviation
of all these 
abnormal 
disorders
fascinates

me.”
It’s exciting
to imagine
where that
fascination
may lead.

15

of imaging, better targeting and better
instrumentation our results are far better
than what was reported 10-15 years
ago.” However, the difference is not just
a matter of technology. Careful selection of
patients for the operation is crucial. In the
past, “Patient selection wasn’t good.
Anyone in pain got it stuck in, so on
average the overall results weren’t
good.” 

To date, 58 patients with intractable
pain have been treated by Professor
Aziz. While for some, like the man I
saw, the result is fantastic, it doesn’t
work for everyone. “In 70% of patients
that we take on …it works, so [in] about

1 in 3 it doesn’t and there are certain
conditions where it doesn’t work more
often, like post-stroke pain, because we
still don’t understand that very well.” 

To try and tease out the reasons why
DBS fails in some post-stroke patients
Professor Aziz studies exactly where in
the brain damage has been sustained.
The aim is to determine whether damage
to a particular area of the brain has an
association with failure of the technique.
Understanding this should improve the
ability to select patients who will benefit
from DBS. “I would like to gather evidence
from a larger number of patients to
establish who the best patients for this

procedure are and then if the government
does fund other centres to do it … we’d
have the experience to tell them who to
take on.”

As for the future, the therapeutic powers
of DBS are not confined to Parkinson’s
disease and pain. Professor Aziz’s next
plan is to experiment with it as a treatment
for severe orthostatic hypotension.
“Alleviation of all these abnormal disorders
fascinates me.” It’s exciting to imagine
where that fascination may lead. 

Judy Martin is a 4th year Medical
Student at Magdalen College
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Although the last patient has now left the
Radcliffe Infirmary, the site will not stay
redundant for long; since the 1960s the
University has incorporated it into their
strategic planning. A Working Party
(producing the Lucas Report) a decade
ago recommended that “the University
continues to accord the highest priority to
the acquisition of the whole Radcliffe
Infirmary site” and proceeded to do so,
with the assumption that “it was invited to
do so by its terms of reference”.

Why is this site so important?
In his 1995 oration the then Vice
Chancellor declared we had become
“victims of our success” resulting in
increased pressure on space. The stark
reality of this was later supported by the
Turnberry Report, which concluded that
this represented the biggest threat to the
University’s eminence. The Council's
long-standing belief that university
growth should remain central for ease of
transport links, heightened the focus on
the RI: “[it is] the only large scale site in
the central area that is likely to be
available during the Plan period (for
2001-2016)”.

As the “Headington strategy” for relocating
the RI's clinical activity gained momentum,
talks in 1994 between the University and
Local Health Authority took place, who
were reportedly amenable to the idea of a
purchase dependent on funds. A redevel-
opment plan was therefore endorsed by
Council policy: planning permission
would be awarded for the development of
the University’s research, teaching and

administration, including student
accommodation on the site. 

Sufficient funds were raised for the £45
million site and additional redevelopment,
including a one-off £62 million capital
sum from the OUP. In 2003 under the Vice
Chancellorship of Lucas, the freehold
purchase of the 10.5 acre RI site was
proudly announced.  

So, what are the plans?
The land the University has acquired is
home to a plethora of purpose-built hospital
infrastructures sprawling from 1770
onwards.  This includes several protected
buildings: the Grade II old Infirmary
Building, Grade II St Luke’s Chapel, 1913
Out Patients Department, Woodstock
Road gates/walls and reassuringly for
many, the 1858 Fountain of Triton.
Additionally, the Council makes clear
their own caveats: “other structures should
be conserved when the site is redeveloped.
The siting, massing and design of new
development should create an appropriate
visual relationship with the retained listed
buildings and their setting.” A footpath
between the roads must be retained, with
sympathy to the Conservation Area
wrapping the site and compliance with the
City of Oxford building height restriction
to preserve the integrity of those dreaming
spires from strategic “view cone” points
outside of the city. 

Having contemplated a range of potential
uses over the years, the University now
faces the task of redevelopment for pre-
determined purposes. Much destruction

and rebuilding is needed to fulfil the
ambitious scope of the University's plans but
the need for conservation and for preserving
expansion space for the future has to be
considered.

Who's redesigning the site? 
In Autumn 2004 a competition was
announced in conjunction with the Royal
Institute of British Architects to choose a
masterplan team. This had the demanding
brief of incorporating academic depart-
ments, administration, central teaching
space, library provision and research
facilities. Additionally they hoped that
“aesthetically… the winning design will
be of such outstanding quality that it
enhances and contributes to the overall
context of the area, becoming part of the
“must see” list in Oxford for many years to
come.” 

Rafael Vinoly Architects, who pride
themselves on being a “thinking firm”
were appointed in April 2005. They
have an established record of work
with academic institutions, including the
award winning design of the Institute for
Integrative Genomics at Princeton.
Subsequently, the University held an
Exhibition in October 2005 to display the
plans to staff and students; endorsement
by the council would be decided following
a public consultation throughout 2006.

Who exactly is moving into the RI?
Acquisition of the site occurred too late to
satisfy the Said Business School, for whom
it was the preferred site for expansion. The
Lucas Report suggested that the space

What is it good for?RI
Rachael Hawes
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housing only “a few buildings worthy of
retention” could be developed for Science
use, although subsequently much building
work has and continues to take place
within the South Parks Road Science
Area. Those likely to have their “covetous
eyes” satisfied first are Mathematics (the
first building to be erected according to
the Masterplan brief) and Humanities.

 – A New Mathematical Institute
With the ongoing expansion in student
intake, a whole year group has been unable
to be accommodated in the (somewhat
depressing) basement lecture theatres of
the Institute since the 1960s. The emerging
branches of Industrial and Applied
Mathematics and Mathematical Biology
have been forced elsewhere. The new
Institute is hoped to be a new and very
much needed “public face for mathematics
in the city”.

 – A New Humanities Divisional
Centre
The Corporate Plan acknowledges a
“historic under-investment in the
Humanities infrastructure”. Plans for a
consolidated Humanities Library, as has
been successfully done with Social
Sciences, were submitted to the RI Vision
group in December 2000; encompassing
Theology, History, Philosophy, Modern
Languages, English, Music, Slavic and
Oriental Studies, Film Studies and
Linguistics, this is hoped to reduce existing
problems of cramped spaces, inadequate
seating and difficulties of access with dis-
persed facilities.

With both proposals, there is a balance to
be struck between increasing library and
teaching space provision for undergraduate
students and research activities. Reports
from the University suggest a future phase
of development could include a “Research
Hotel”.  Elements of Central Administration
are also likely to be based on site, especially
in the renovated buildings. Other potential
collaborative uses suggested by the Lucas
Report involve selling unneeded land to
Somerville and Green colleges or leasing
space to OUP for a limited period if
required.

Is this the end for healthcare at
the RI?
Oxford City PCT retained a three year
option to purchase 2.8 acres of the site in the

initial transaction. In early 2006, following
public consultation, this was declared the
favoured site for a central city ‘Health
Complex’ to relocate GP practices and
improve access to community services
such as district nursing, podiatry and
physiotherapy. However, these plans were
rejected by the Council in the summer of
2006, so the future of healthcare on the
site is uncertain.

What does the future hold for the
RI's architecture?
The University Masterplans are radical.
Rather than attempt to convert existing
warrens of buildings, those not protected
are to be demolished.  Starting the layout
near afresh allows the attractive prospect
of returning to a more original garden
setting of the Infirmary with the architects
aiming to remove the sense of suffocation
by later additions.

When visiting in years to come, the
fountain and pond will comfortingly still
be there – but the cluttered buildings
cleared, opening a visual corridor to the
Radcliffe Observatory of Green College.
This landmark formed the radial centre of
the preferred ‘Crescent’ layout which it
was felt allowed flexibility for phased
development to occur. The new
Mathematics and Humanities buildings will
incorporate the subterranean (maximising
space whilst complying with height
regulations) for libraries and teaching

spaces, acting as podiums for the buildings
above. Yet these will be far from basement
rooms, with courtyards and sunken garden
views and the architect’s trademark use of
laminated glass enabling natural atria
lighting. 

We may be sad to leave but the long-
awaited opportunity for University
growth is immense and has been intensely
pursued. The new developments also
reassuringly aim for careful redesign and
architectural accentuation, of which the
Radcliffe Infirmary's listed buildings
cannot be more deserving.

Rachael Hawes is a 4th year Medical 
Student at Magdalen College
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Mr. Martin Burton, Consultant
Otolaryngologist, ENT Department

"Very shortly after moving to the West
Wing a consultant colleague told me about
a patient whose life was saved because all
patients with acute problems are now dealt
with on one site. This is what it is all about,
isn't it?  The West Wing, Children's
Hospital, JR complex is better for patients.
I miss the Radcliffe Infirmary, but in the
21st Century we needed a modern hospital
to deliver the high quality care for which
Oxford is justly renowned. And now we
have one."

Dr. Anne Edwards, Head of the
Genitourinary Service, explains some of
the convoluted bureaucratic planning
behind the move of the GUM service to
their new home in the Churchill site. 

‘Genitourinary Medicine (GUM) is often
seen as a Cinderella service’ said Dr.
Anne Edwards. This has been brought
home to her, in the 15 year story of their
move to its current location in the
Churchill hospital, where they have been
tossed from one proposed site to another.
The initial plan had been to put the
department on the Churchill site but after

negotiations the Trust accepted the clinical
arguments for basing the service at the JR
in the basement of the new West Wing
block. This was GUM’s preferred option.
They were then trumped there by the
Geriatrics Day Assessment Unit and
Manor House was proposed as an alter-
native option. Although this was quite
agreeable to many in the service, this was
rejected by the Medical Director who
considered the building unsuitable for a
clinical service.

At this point GUM was required to consider
transfer to the Primary Care Trust (PCT)
as part of a deal struck by the Chief
Executives of the ORH and the PCT. A
purpose-built site on the back of the
Radcliffe Infirmary was proposed as the
long term solution. After three years of
negotiating the transfer, 18 months ago
the PCT dramatically shelved the plans.
At this stage they found out that the site
proposed by the PCT didn’t even have
planning permission. 

At this late stage, only limited options
were available. GUM could move into the
Carillion portacabins opposite the West
Wing, to Raglan House in Temple
Cowley or the Linden Unit (Geriatric
Ward) on the Churchill site. The Linden
Unit had been closed down and con-
demned as too expensive to refurbish.
However, the arguments came down to
finances and practicality, with the Linden
Unit winning out. This wasn’t GUM’s
preferred option as the service favoured
proximity to Gynaecology — with 50%
of GUM users women whilst only 2% of

Moving House — 
Views from the Different
Departments

The departments from the Radcliffe Infirmary (RI) have had to find new homes following
the closure of the RI. Here, some of the Consultants from the different departments talk
candidly to Justin Loke about their views on the move.

18
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The West Wing and Children’s Hospital developments bring with them 1200
additional NHS staff. In response to the expansion of the site, only 150 new staff car
parking spaces have been built on the Camels Head, adding to the existing 1480
spaces. 200 parking spaces, dedicated for patient use, have been built underneath
the new developments. The trust aims to increase the number of people who come
by alternative transport. For cyclists there are 200 new spaces on cycle stands
placed under the new buildings combined with access to showers and changing
facilities. Bus users can now get to the site more swiftly because of the recently
opened link roads from Osler Road and Saxon Way. These routes allow buses to
bypass busy Headley Way and provide a more direct route into the hospital. 

Matt Sims

the workload related to HIV (the main
connection with the now adjacent
Infectious Diseases department). 

But perhaps there is a fairy tale ending, fit
for a “Cinderella service”; the renovated
department is housed around a quadrangle
garden, with more rooms and a much better
layout. And as for the future? It appears
that condemned nature of the Linden site
has been conveniently forgotten….

Mr Tim Goodacre, Consultant Plastic
Surgeon

“I have no doubt that the move from the
RI was needed”, said Mr. Tim Goodacre,
as he prepared to operate to correct a
child with a cleft palate, but he has his
reservations about the new building, starting
with the atrium. “Most atriums are used
by architects to bring light into inner
areas of buildings, by being faced with
glass sides throughout and yet most of the
West Wing atrium is entirely blank wall –
completely defeating the objective of this
architectural feature.” 

“Our Plastic Surgery outpatient department
is a dreadfully small pokey armpit of a
design fault”, he reflects sadly, “with all
efforts to improve space thwarted by the
original footprint imposed in design several
years ago. People are also taking time to
come to terms with the new way of running
the building; although the inordinate
number of swipe card entry and exit
points presumably makes the building
remarkably secure (although theft is not
eradicated!) it has the isolating effect of
making it impossible for the visitor to
make a casual visit past an office. If you
look at the best hospitals in the world, this

isn’t how they are set up.” He believes
that this design of the West Wing arose
from the constraints imposed by the
Public Financing Initiative (PFI) financing
of the redevelopment. He went on to say,
“The original unanimous preference of the
RI consultant body to transfer to the
Churchill site would probably have given
more scope for better building.”  For a
surgeon who believes that organisations
function primarily through the good
effect of relationships fostered between
individuals at all levels, the impact of lost
contact in this fashion (especially with the
absence of communal meeting areas for
departments) means that there is much
to be worked on to create a sense of
community worthy of that which was left
behind at the RI. 

"On the positive side, the Children's
Hospital has been a massive step forward
in service provision and improvement in
safety, and will continue to reap rewards
for many years hence. The light airy wards,
and superb day facilities are already greatly

appreciated by the patients who travel
from a great distance for the regional service
offered. We also have, thanks to Dr. Derek
Roskell, an additional teaching area on
the top floor, which is much needed for
new training demands. We now need
some carefully chosen art to bring
warmth and a human touch to the rest of
the hospital — especially some of those
inner corridors."

The plastic surgeon was very careful about
what he said because of its controversial
nature but believes that as the dust settles
after the move some of the failings of the
design will become apparent. “Ultimately,
it is what goes on in a building that matters,
but the design can be very influential on
how a sense of community is created for
those who work within it. I have no doubts
however, that our superb teams are already
recreating the first class service that they
are noted for.” 

Justin Loke is a 5th Year Medical
Student at Green College.
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“Dear Doctor”

The recent increase in generic GP referrals, which are not addressed to a specific named consultant, is a
symptom of the currently prevailing climate in the NHS: that is, promoting short-term fixes over long-
term solutions.

Once upon a time, if Mrs Jones came to her GP’s surgery complaining of a “dicky ticker”, the GP could pen a
referral letter to a consultant in the cardiology department of the local
hospital, whom he thought would best suit her needs or with whom he
had an established working relationship. In the last few years, however,
Oxfordshire GPs have been phasing out letters to named consultants
under advice from the Primary Care Trusts (PCTs) and many now start
their letters “Dear Doctor”, as do many GPs working in other PCTs
across the country. Why the move to these generic referrals?

Well, you guessed it, it’s that T-word. Targets. It has been decreed that
patients should wait no longer than thirteen weeks for an outpatient
appointment after being referred by their GP. In contrast to New
Labour’s egalitarian dream, it has to be recognised that some hospital
consultants are more popular or well known than others. Thus, if the
majority of GPs refer to this ‘popular’ consultant in preference to their
colleagues, then this skews waiting lists and there is increased likeli-
hood that a patient has to wait for longer than the magic thirteen week period. Generic referrals supposedly
overcome this problem; with letters addressed to departments being allocated in-house to the consultant with
the shortest waiting time.

Shifting responsibilities for greater efficiency
In large tertiary centres such as the John Radcliffe Hospital, the number of consultants in any major speciality,
for example cardiology, often reaches double figures and each one will have his or her own specific area of
interest. More and more GPs are opting to work part-time or do locum work and therefore they are less likely
to be familiar with the exact sub-specialisations of all the consultants in a particular centre or to have formed
a close working relationship with any of them. Generic referrals shift responsibility for allocation from GP to
the relevant hospital department. 

Patient choice
In January 2006, patients were given the right to choose the hospital in
which they would like to receive treatment. At the moment, they should
always be offered the choice of at least four centres, but it is anticipated
that in the future they will have the right to go to any hospital in the
country. In light of this change, GPs could soon be referring to a cohort
including any UK consultant, i.e. approximately 35,000 nationwide.
Obviously this is an impossible number of consultants for any GP to keep
abreast of, never mind know personally! 

Quality of care at risk?
Given these reasons, removing the name of any particular consultant
from a referral letter might seem like quite a good idea. After all, it’s only

a small change — what harm can the deletion of one word really do? However, I strongly believe that
this practice does and will continue to have negative ramifications for patient care. My reasons for this
belief are as follows:

What harm can the

deletion of one

word really do?

The majority of

patients want good

quality care from

doctors who they

know and trust.
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Firstly, the allocation of patients within hospital departments by non-
clinical staff means that patients can end up seeing a consultant whose
special interests do not match the patient as closely as the interests of
one of their colleagues. In addition, consultants are now unable to refer
out-patients to other hospital consultants without going back to their
GP: this means that patients sent to the wrong consultant in the first
instance will waste both time and resources. Furthermore, due to the
central focus placed on waiting list times, patients can be referred to an
unfamiliar consultant despite having received care in the past from one
of their colleagues in the same department, and since outpatient
appointments normally last no longer than ten minutes, this gives the
new consultant or their registrar very little time to familiarise them-
selves with and establish rapport with the patient. 

Provision of care by a multitude of consultants in the same speciality dilutes the chance that any specific
clinician will be able to speak authoritatively and completely about a patient on the phone to their GP. It also
makes it more difficult for the GP to ascertain the best person to contact if in need of advice about an aspect
of the patient’s condition or management. For these reasons, generic referrals have the potential to jeopardise
good continuity of care for patients; the importance of this risk should not be neglected in secondary or tertiary
centres, especially in the management of chronic conditions.

What do patients really want?
The bulk of patients receiving treatment from the NHS are elderly, many have reduced mobility and it seems
largely intuitive that the majority of these patients don’t want to travel 200 miles across the country for a
consultation. What they do want is good quality care from doctors nearby who they know and trust.

I believe that a blinkered focus on waiting times and patient choice is
misguided, and it promotes the use of short-term solutions rather than
attempting to tackle the root cause of delays; this is the case with generic
referrals. That is not to say though, that they are always inappropriate:
in certain circumstances they make sense, for example, a locum GP
making a referral to a hospital cardiology department of a patient
presenting with palpitations and no previous medical history. However,
dogmatic use of generic referrals to cut waiting-list times is a quick fix
that benefits nobody. In contrast, the NHS should be tackling long waits
for outpatient appointments through schemes that, for instance, reduce
the number of patients not attending clinic or by increasing the number
of consultant posts, as opposed to bureaucratic corner-cutting which
may well compromise a patient’s quality of care.

Matt Sims
4th Year Medical Student at St Catherine’s College.

Acknowledgements: The author would like to thank Dr. Colin Forfar, Consultant Cardiologist at the John Radcliffe Hospital and Dr. Andy Chivers, GP at
Jericho Health Centre for their comments which assisted in the writing of this article. 

Note: Mrs Jones is purely fictional and does not represent a real-life person. 
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From the Bed and Not its Side:
A Patient’s Perspective

Mehrunisha Suleman

22

It was a crisp autumn day, with a clear
blue sky and the wind rustling amidst the
trees. A perfect morning for a long walk in
Oxford’s many beautiful parks or a drive
into London. Saturday 18th November
seemed like any other day of the season. 

The journey to London is one I make
frequently, and expecting delays along
the M40 we left in good time. The horrific
events, however, began to unfold only
thirty minutes after commencing our
journey. My passengers were Tanya and
Zeina, both also students at Oxford
University. I had only known them briefly
and the journey began with friendly banter
and sharing the usual information unfamiliar
students do.

It was during a pause in conversation that I
heard a thundering sound coming from
behind me and felt the steering wheel
shudder between my hands. I suddenly
realised that the back tyre on the driver’s
side had burst. I can remember little of what
was going through my mind at this point.
What remains vivid was urgency within me
to get to the hard shoulder and to somehow
stop the car. Catastrophically the car began
to spin out of control and all three of us
began to pray, anticipating these few
moments as our last. The horrors continued
as we then began to spin in the air what
witnesses said to be at least twice. We
landed roof first, somehow miraculously on
the hard shoulder and without having
collided with any other traffic. This alone
would have seemed impossible on any
other Saturday afternoon on the M40.

I managed to undo my seat belt as my head
throbbed with severe pain and confusion.
Zeina was also able to climb out of the
passenger side and we both shouted out
to Tanya who incredibly could clamber out
of the back window of a three door

Vauxhall Corsa. What immediately
alarmed me was the blood pouring out
from the right side of Tanya’s face and
neck. Zeina understandably shaken and
hysterical began crying out of worry;  luckily
a few bystanders were able to calm and
reassure her. Meanwhile, I quickly rushed
back to the wreck where I saw a green
box and recognized it as my first aid kit. I
handed it to a man who had rather kindly
offered to help attend to Tanya’s wounds. It
was in those few moments that I cherished
the medical training I was receiving and
particularly the first aid drills that had
become automated. Luckily, we were able
to minimize the bleeding and by raising
her legs prevent circulatory collapse and
shock. By then the paramedics arrived
who swiftly took over Tanya’s care.

After seeing them both sitting on the road
side and the rather contorted remains of
my car, the dreadfulness of what had just
passed began to sink in. The bystander
noticing my realisation forced me to sit
down and explained what had just
occurred, reassuring me that there was
nothing I could have done to prevent it.
Yet still I could not stop feeling an
immense guilt for having put my friends in
such jeopardy. I then remembered that I had
only serviced the car two days previously
and realised that indeed there was very
little I could have done to prevent the
accident. 

Retrospectively, I cannot express enough
thanks to those onlookers who stopped to
help and to the paramedics who arrived
almost instantly at the site. Tanya was still
bleeding profusely and I was extremely
worried she would pass out. I refused
medical attention in the hope that this
would mean she would be attended to
more rapidly. My efforts were futile and
the paramedics insisted on assessing the

integrity of my cervical spine and repeatedly
asked me if I was in any pain. On impulse
I replied in the negative.

In amidst all the confusion a sudden anxiety
rose within me that the engine of the car
may still be running, with the obvious
possibility of the engine setting alight.
Panic stricken I quickly informed an AA
serviceman, who happened to be attending
to another incident nearby. He rather
courageously approached the wreckage
and was able switch off the engine. The
firemen then arrived and thankfully
pushed the wreckage away. A sense of
great relief overcame me as I began to
appreciate the courtesy, courage and pro-
fessionalism with which the emergency
services dealt with the situation.

In the hands of the NHS
The police then arrived and very briefly
took details from me. He reassured me
that they would deal with the wreckage.
As I sat down in the ambulance and we
drove away towards Wexham Park
Hospital an immense fatigue overcame
me. I began shaking profusely despite the
warmth in the ambulance. The sheer
magnitude of the accident was now taking
its toll on my fragile body.

Rather surprisingly I recognized the driver of
the ambulance, having worked for a day
with the Two Shires Ambulance service the
year before. His familiar face and reassuring
voice helped to calm me. I listened to
Zeina and Tanya’s voices in the back of
the ambulance, and hearing that they
were safe helped relieve my agitation and
anxiety.

Unfortunately, this is where the efficiency
and compassion stopped short. Tanya’s
deep lacerations on her face, neck and ear
were only considered worthy of steristrips.
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Her neck injury meant she needed a spinal
X-Ray. Although the investigation only took
five minutes, she was left in a cold and dark
room for half an hour as the radiologist forgot
she was still in there. She screamed out for
help and shivered helplessly with Zeina
and I waiting outside oblivious to our
friend’s need; the X-Ray rooms did their
part in muffling out her anxious cries.

Tanya was advised by the attending SHO
that her steristrips should be sufficient to
allow the wounds to heal. Steristrips have
been known to reduce scarring. However,
the extent of the wound was such that the
edges were barely remaining apposed. I
was rather sceptical about the nature of the
dressing, however, I did not feel it was my
position to question a doctor at least four
years my senior. Not surprisingly her

wounds continued to bleed on our return
that night to Oxford. The next day she
attended the A&E department at the John
Radcliffe (JR) hospital, where a horrified
nurse looked at her wounds and advised
that they should be seen to. Eventually she
was given thirty stitches. Tanya was dis-
couraged from a making a complaint
regarding her management at the Wexham
Park Hospital. I wonder whether the
attending SHO will ever be given feedback
about the mismanagement of her case.

Safe in Oxford
The day after the event I rather naively
began to busy myself with normal activities.
Friends and family visited and shared their
amazement in how lucky we had been to
have survived such an ordeal. I tried to
attend a class on Sunday but my body was

weak with exhaustion. The events of the
previous day took their toll that evening
when I first began experiencing symptoms
of photophobia, weakness and numbness
on my right side. The most alarming
symptom was periods of uncontrollable
shaking and cold followed by profuse
sweating. It was almost midnight and my
instant reaction was to call a fellow medical
student and dear friend, Helen, who came
immediately to my aid. She instantly
assessed that I would have to be taken to
casualty. She bravely drove to the hospital,
a journey which she described as being the
longest trip to the JR.

The accident and emergency department
seemed unexpectedly busy for a Sunday
night. Waiting to be seen seems almost
surreal now. At the time I was extremely

From the Bed and Not its Side:
A Patient’s Perspective

Mehrunisha Suleman
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exhausted and becoming increasingly
agitated about the need to wait. I appreciate
why so many patients feel disappointed
with the unexpected delay to then be
greeted by an inexperienced medical
student. I was, however, initially seen to
by a nurse who took a surprisingly brief
history and despite my vulnerable state
attempted to use his rather brazen manner
to remove my friends from the room.
Luckily Helen anticipated my anxiety and
asked whether I would have liked her to
stay, to which I replied in the affirmative.
The nurse swiftly applied a hard collar to
stabilise my neck. 

Up until that point I had never quite
appreciated the extent of discomfort felt
when having your neck placed in a hard
collar and your head between two soft
blocks, being taped at the chin and fore-
head. Apart from the itching that began to
develop under the tape, after thirty minutes
I began to experience a severe burning
pain on the posterior surface of my head.
It was explained that this was only due to
the immobilisation and therefore should
not be a cause for alarm. I wondered
whether the nurse had ever tried on the
collar for comfort. This frustration is one
which is not often anticipated but often
dismissed. Empathy is a feature students
usually scoff at in communication skills
sessions. However, after having had my
own fears so promptly dismissed I suddenly
began to value the subtleties of patient care.

The attending Registrar eventually came
to see me and took a very brief history
and merely attempted an examination.
Helen and I giggled whilst reminiscing our
time in the admissions unit where we were
told to spend at least thirty minutes doing
what he rather pathetically attempted in
only three! My severity in assessing his
approach is not because as medical
students we are patronized into obtaining
the most insignificant detail of a patients
history such as having pets or their recent
holiday destination, it is because I felt he
instantly dismissed that I would have a past
medical history, making that assumption
from my age. The blunder of missing a
thorough history and examination was that
he entirely missed a congenital deformity
in my cervical spine. I went to X-Ray
where the radiographer laboured for over
thirty minutes trying to obtain suitable X-
Rays. He then had to wake the radiology

Registrar who was also surprised by the
nature of the X-Rays. Eventually they
deemed it necessary to inform me of the
“strange” images they had developed. I
then informed the radiology registrar of
my condition and he began smiling,
relieved for the logical explanation for the
abnormal images.

I was promptly sent to have a CT done of
my spine. Considering the photophobia
and the generalized nature of my trembling
Helen suggested a CT head should be
done alongside a CT spine. Her suggestion
was rather sheepishly dismissed by the
Registrar. Following my CT neck I was
wheeled back to the bay and the A&E
Registrar still had not been informed of my
congenital abnormality. We rather painfully
observed him quizzically staring at the
computer screen for almost an hour trying
to decipher the images of my spine.

Eventually, a friendly SHO came and
stood at my bedside and was the first of
the countless number of people I had
seen that night who deemed it important

to take a thorough history. I had already
been rather distressed at having to
repeatedly relay the events of the day
before, flashes of the wreck still passing
before my eyes. Yet, his courteous manner
meant that I did not mind repeating it once
more and his gentle approach helped
ease my distress. He examined me and
concluded that a CT head was indeed
necessary. 

The investigations revealed slight swelling
in my upper spine and I was admitted in
the trauma unit where my symptoms
resolved with anti inflammatory medication
and regular IV fluids. The day after I
developed nausea and vomiting and was
grateful to the SHO for having requested
the CT head and it having shown no
pathology.

Such an experience is thankfully unusual
for medical students. Yet, it is shocking to
observe events from the bed and not its
side. The events of the past few days
have highlighted the importance of the
simple principles in medicine: ABC, history
and examination — these gems are
indeed the essential strands on which we
rely to attain optimal patient care. What
has been most valuable for me however is
appreciating the moments of empathy and
compassion expressed by a few involved
in my care. What we often forget on the
side of the bed is that not only is a patient
in need of medical treatment, but is also
longing for human understanding and
consideration.

Mehrunisha Suleman is a 5th Year 
Medical Student at Green College.

24

I had already been
rather distressed at
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relay the events of
the day before, 
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mind repeating it
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gentle approach
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COPD
— An inherent prejudice?
Andy Chadwick

Chronic obstructive pulmonary disease
(COPD) is defined as a chronic, slowly
progressive disorder, characterised by
airflow obstruction that does not change
markedly over several months. In reality, it
is a disease with a spectrum of severity
where emphysematous change and
chronic airway obstruction produce a
gradually progressive breathlessness. But
to describe it simply in these terms would
be to ignore the fear and distress it
causes. It creates people who perpetually
cannot catch their breath; to get a feeling
similar to it, try putting a biro pen lid
between your lips and breathe through it
for just five minutes, and try to stop
yourself panicking.

But more than just a devastating condition,
COPD is also a common one; the WHO
estimates that 80 million people worldwide
suffer from moderate to severe COPD1.
More locally, I suspect that not one medical
firm in the JR would be without its token
breathless sufferer. And at its current
growth COPD is estimated to become the
fourth biggest cause of mortality world
wide by 20302. The cause for all this
distress and anguish is smoking. Almost
without exception, COPD sufferers are
lifelong smokers with a history of upwards
of 20 pack years.

This fact that the major aetiological factor
of COPD is smoking means that there is
an inherent bias against it. Surely not, I

hear the reader cry but I wonder if maybe
there is. For instance, one text book has
the line “Smoking is the main cause of
COPD such that many doctors favour the
use of a simple direct term such as
‘smoker’s lung’3. It is a name implying
blame and fault. Furthermore, this sub-
versive prejudice is more clearly seen by
looking at the current research culture.
Using Pubmed to perform a standard
search comparing COPD and asthma,
COPD shows five times fewer articles.
The difference is even more striking when
looking at the Wellcome Trust — it has
funded seven works into COPD and 109
into asthma. This is only shocking when
we realise that death rates due to asthma
are about 250,0004 worldwide compared
with three million for COPD2. Part of this
discrepancy will be because asthma
causes childhood fatalities, and therefore
should be looked into seriously, however
it certainly implies that COPD is being
over-looked. The final piece of evidence
is more subjective, in that when interviewing
medical students for this article one
simply reported “of course it is their own
fault”.

But before we conclude, we must think
through how much the sufferer should be
held to blame. Only 15% of chronic smokers
will develop COPD; it is clearly a disease
born from a heavy genetic weakness to a
noxious environmental stimulus. Also, the
US Surgeon-General rates nicotine as a

class one addictive drug; suggesting it is
as addictive as heroin or cocaine. And
moreover this is a legal drug5 which
everyone can purchase at age 16.
So when we see patients who are struggling
away attempting to breathe on our ward
rounds, I wonder what is going through
our minds? Do we, even if only very
secretly, just think “it’s their own fault”, our
views allied to those of the honest medical
student cited earlier. Or will we look at
them in the realisation that these are
addicted patients suffering a horrible
condition who need our care, empathy
and help?

Andrew Chadwick is a 5th year Medical
Student at Keble College.

1. http://www.who.int/mediacentre/
factsheets/fs315/en/index.html

2. http://www.who.int/respiratory/
copd/en/

3. Lecture Notes on Respiratory Medicine,
Bourke, Blackwell Publishing, 2003, pg114

4. Review article The global burden of asth-
ma: executive summary of the GINA
Dissemination Committee Report, Matthew
Masoli, Denise Fabian, Shaun Holt,
Richard Beasley for the Global Initiative for
Asthma (GINA) Program, Allergy, Volume
59 Issue 5 Page 469 — May 2004

5. http://www.cdc.gov/tobacco/sgr/
sgr_1988/index.htm
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This was my first visit to Africa, and the
experience was eye-opening. Scenes I
previously associated with television and
media articles were brought sharply into
the focus of real life as I descended over
remote villages into Blantyre airport, in
Malawi. My perspective on the 'HIV crisis'
changed similarly over the subsequent
three weeks. What previously had been a
discussion of medical, political and financial
issues became a reality of life through the
people I met on a day to day basis. 

The project I joined, optimistically called
DREAM (Drug Resource Enhancement
against AIDS and Malnutrition), is dedicated
to the prevention and treatment of
HIV/AIDS in Africa. Their first clinic
opened in 2002 in Mozambique, a country
decimated by sixteen years of civil war. It
is a bitter irony that the coming of peace
heralded the arrival of a new enemy, no
less crippling — AIDS. AIDS was estimated
in 2000 to be responsible for an 11 year
reduction in the average life expectancy,
to age 39, and for orphaning 300,000
children in Mozambique.

I visited the newly opened DREAM clinic
in Blantyre on my first day in Malawi. Prior
reading of first-hand accounts of AIDS
wards, such as that by the economist
Jeffrey Sacks, in his 2003 book
Pandemic; Facing AIDS had prepared me
for harrowing scenes.

“The sight was shocking. Beyond our
imagination. Peering into the medical ward
of Queen Elizabeth Hospital in Blantyre,
Malawi, was like peering into a corner of
hell. AIDS has overtaken the hospital.
70% of the medical ward admissions are

AIDS related, but as throughout Africa, the
hospital lacks the proper medications to
treat the sick.” (Sacks J, 2003)

However, the DREAM clinic was the
antithesis of this description, being orderly,
immaculately clean, and equipped with a
molecular biology lab for blood analysis
(remarkably all DREAM clinics have
access to viral load technology).

I spoke to Dr. Massimo Magnamo, an
Italian public health consultant and one
of the members of Sant'Egidio who
established the DREAM clinic in Malawi.
He outlined the challenges the clinic faced,
including finding adequate long-term
funding, achieving compliance to complex
drug regimes, and operating despite the
absence of a healthcare infrastructure in
rural regions. He also recounted their
original concerns that a focus on treat-
ment could compromise the commitment
of individuals and governments to infection
prevention.

Fortunately, results from the original
DREAM cohort have refuted such fears
and propelled the expansion of the project
into Malawi. A 90% adherence to Anti-
retroviral (ARV) protocols, and a reduction
in mother to child viral transmission to
3% was reported. It is now generally
recognised that treatment and prevention
policies are not mutually exclusive. In
fact, the DREAM programme posits that
the two are complementary, as in the
absence of treatment, when HIV/AIDS
equates with certain death, people intensely
fear voluntary counselling and testing
(VCT). As a result, people remain ignorant
of their HIV status and continue to take risk
taking behaviour, increasing viral trans-
mission. Whereas a targeted, well
resourced and managed ARV programme,
supported by qualified and committed
medical staff, makes people more likely to
volunteer for testing. 

At the start of the programme in Blantyre I
attended a course of lectures — with views
of the beautiful surrounding mountains
being a constant distraction! Thankfully
the lectures themselves, and the debates
that followed, were fascinating. There
were over one hundred delegates from all
over English speaking Africa — doctors,
Malawian clinical officers, and HIV positive
'activists' who work in their local communities
to educate people about HIV and support
adherence to the ARV programs.

After the lecture programme I travelled north,
for a clinical placement in the DREAM clinic
in Lilongwe. I learned about all aspects of
caring for HIV patients: when to initiate
treatment, how to manage common
reactions to ARVs, and care of pregnant

Treating AIDS in resource limited settings
A DREAM for Africa

In July Eleanor Barrett was invited by the Italian NGO, the “Community of
Sant'Egidio”, to join an educational conference proposing a model of care for people
living with HIV/AIDS in resource limited settings. This is an urgent concern, given
that the UN program for HIV/AIDS estimated in 2005 that 24.5 million people in
Sub-Saharan Africa were infected with HIV. 
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children of HIV
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adequate supply
of paediatric
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mothers testing positive. I also came to
appreciate the reality of working in
resource limited settings. Patients had
often travelled hours on foot for an
appointment. Having to tell them that the
viral load machine had broken down, and
that they would have to return the next
day for their result, was heart breaking.

I realised that supplying ARVs was only a
part of the clinicians' role; questions were
constant and the consulting room an ethical
minefield. Should we treat a woman who
insists she cannot tell her partner she is
positive, when he openly has sexual
contacts outside of the relationship? Is it
right to test children of HIV positive parents
without an adequate supply of paediatric
syrups to treat them?

My time in the clinic was short, but meeting
the DREAM patients brought the 'HIV crisis'
in Africa for me personally down to a human
perspective. The crisis of the continent, or of
a country within it, is most significantly the
crisis of many individuals. Within the con-
fines of the DREAM clinic there was the
freedom to speak openly with patients about
how they live with the virus. Overwhelmingly
the patients I met were young women;
AIDS affects more than four times as many
women than men amongst the 15-19
age-group in Malawi, and about a third
more women than men amongst the 20-25
age-group. At first hand I appreciated
how ARVs and professional medical care,
at the cost of $600 per year, can give
African AIDS victims the opportunity to
live positively…. rather than die HIV positive.

Eleanor Barrett is a 6th year Medical
Student at Hertford College

Treating AIDS in resource limited settings
A DREAM for Africa
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At the end of 2006, the WHO made an
important change in its approach to 
controlling the HIV/AIDS epidemic in
developing countries; the new guidelines
recommend a shift from “client initiated”
(voluntary) HIV testing to “provider initiated
testing”. Simply, testing will be offered
each time an individual visits a healthcare
professional, for any reason. Public comment
on this proposal has however, raised some
interesting issues.
Dr. Kevin De Cock, the new director of

the WHO’s HIV/AIDS department, is
adamant that provider initiated testing will
be more effective in getting anti-retroviral
therapy to those who need it. A recent surge
in financial and political support for the cause
has dramatically increased the availability of
treatment (by ten fold since December 2003
in Sub-Saharan Africa). At the G8 conference
in June 2005, finance ministers set a target
of universal access to anti-retroviral therapy
by 2011. If this aid is to yield successful
results in controlling the HIV/AIDS epidemic
then the viral transmission cycle must be
interrupted. For this to happen, the maximum
number of people requiring anti-retroviral
therapy must be identified; provider initiated
testing will help pick up the HIV positive
individuals who do not go out to get tested
of their own accord. The fact that some sub-
groups of society are under-represented in
the provision of treatment suggests that
client initiated testing has been ineffective in
matching supply to demand (e.g. children
make up 14% of HIV/AIDS deaths in Africa
but only 6% of anti-retroviral recipients).
The death rate in HIV patients one year after

starting on anti-retroviral therapy is 3.5 times
higher in developing countries than in North
American and European countries (6.4%
versus 1.8%). One important factor suggested
to contribute to this discrepancy is that HIV
positive status is diagnosed later in developing
countries. Provider initiated testing should
therefore increase the therapeutic benefit of
anti-retrovirals towards the levels achieved in
developed countries by facilitating earlier
detection.
A more cynical argument in favour of the

WHO’s now proactive approach is that fast
results are imperative for aid providers not
to lose patience and withdraw valuable
support. 

However, these arguments rest on the
premise that anti-retroviral therapy will be
provided for those who test HIV positive. At
least in the short term, while provision of
anti-retroviral therapy lags behind HIV testing,
this will not necessarily be the case. The
WHO argues that this does not contradict its
own specified criterion for screening (that
acceptable treatment should be available for
the disease in question) because a minimum
package of care will still be given in the
form of testing and treatment of coexistent
tuberculosis and antibiotic prophylaxis
against AIDS type infections. 

There is a concern though that provider
initiated testing might infringe patients’
rights to autonomy. The WHO has answered
this by emphasising that testing will not be
implemented without comprehensive
counselling, an opportunity to decline and
safe-guarding of patient confidentiality.
However, caveats arise when one considers
whether this counselling will in all instances
be of a standard that enables a patient to give
informed consent. Also, might not the
patient be pressurised into being tested by
their awe for the healthcare professional? If
the patient is not properly prepared for the
impact of a positive HIV test result, then the
predicament of being diagnosed with a fatal
disease without access to effective treat-
ment, coupled with the prospect of social
stigmatisation, would be a horrific one. If
this were taken up as a political grievance,
than national antagonism towards Western
aid could also do much damage to the
HIV/AIDS agenda. 
Furthermore, HIV testing without follow-up

therapy might prolong life on an individual

patient basis, by streamlining treatment of
AIDS symptoms, but it is unlikely to sub-
stantially reduce HIV transmission; the
viral load in patients' blood transmitted
during sexual intercourse will not be
reduced and most patients are unlikely to
suddenly start using barrier methods of
contraception for fear of raising suspicion as
to their HIV status. In fact, because HIV-
infected individuals who are treated for
AIDS symptoms live longer, the pool of
individuals who spread the infection may
actually increase.   
Given these possible outcomes, the slower

but less controversial policy of client initiated
HIV testing begins to look more attractive,
at least until diagnosis can be followed up
with access to anti-retroviral therapy.
Uptake of voluntary testing is certainly
increasing in many settings, for example in
Lesotho after a nationwide “Know Your
Status” campaign. Moreover, because the
patient takes responsibility for their own
health in client initiated testing they may be
more likely to comply with treatment once it
becomes available.
On the other hand, these theoretical

concerns associated with provider initiated
HIV testing have not manifested in
Botswana where this screening has been
routine, unless patients explicitly refuse,
since 2004. In a study of 1200 adults tested for
HIV, 98% reported to not regret it. Of course,
the validity of this might be questioned on the
basis that the same people who agree to an
HIV test out of awe for the healthcare
provider are more likely to express approval
because they think that this is what is
required of them. It might also be argued
that there are large cultural disparities in the
extent of the stigma attached to HIV/AIDS
diagnosis so that a study in Botswana does not
necessarily reflect views in other countries
where the policy is to be implemented.
Careful monitoring of popular reaction
towards HIV/AIDS provider initiated testing
will therefore be required, as well as of its long
term efficacy. Only then will we be able to
glean whether the theoretical advantages of
WHO’s new screening approach are to be
realised.

Catherine Hildyard is a 4th year Medical
Student at Green College

The fact that some 
sub-groups of society
are under-represented
in the provision of 

treatment suggests that
client initiated testing
has been ineffective in
matching supply to

demand.
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Drug Daily Dosage (mg, total) Principal Uses

COX-2 SELECTIVE

Celecoxib 200-400 Symptomatic relief of rheumatoid arthritis
and osteoarthritis

Etoricoxib 90 As for celecoxib. Also used to treat acute
gout

‘NON-SELECTIVE’

Diclofenac 75 – 150 Rheumatic disease, musculoskeletal 
disorders, post-operative pain

Ibuprofen 1200 – 1800 As for diclofenac plus migraine and period
pain

Naproxen 500 Rheumatic disease, acute gout, period pain

Meloxicam 7.5 Symptomatic relief of rheumatoid arthritis
and ankylosing spondylitis

Cyclo-oxygenase-2 (COX-2) selective
inhibitors (coxibs) were developed to
reduce the incidence of gastrointestinal
complications associated with NSAIDs
such as ibuprofen. However since 2001
there has been mounting evidence showing
that coxibs are associated with an
increased risk of vascular events, including
stroke1. This came to widespread media
attention in 2004, in response to the
alarming early results from the
“Adenomatous Polyp Prevention on
Vioxx” (APPROVe) trial in which Merck
were testing a novel use of the selective
COX-2 inhibitor rofecoxib (Vioxx™). The
trial was halted after 18 months, following
concerns that the drug conferred an
excess risk of myocardial infarction and
cerebrovascular events compared with
placebo2. Subsequently Merck withdrew

rofecoxib from the market. 

Such evidence has filtered through to the
prescribing advice given to UK doctors. In
the September 2006 edition of the British
National Formulary (BNF) it states that
COX-2 inhibitors “should be used in
preference to non-selective NSAIDs only
when specifically indicated…and after an
assessment of cardiovascular risk3.”
However, in the last two years, the safety
of all NSAIDs has been questioned4-7. A
memorandum produced by the Food and
Drugs Authority (FDA) of the United States
in 2005 concluded that clinical trials had
“not clearly demonstrate[d] that the COX-2
selective agents conferred a greater risk
of adverse [cardiovascular] events than
non-selective NSAIDs8.” Subsequent to this
report, all NSAIDs now sold in the US

contain a boxed warning that highlights the
“potential increased risk of serious adverse
CV events8.” So, should we go the same
way in the UK? 

NSAID usage in the UK

In 2003, 24 million prescriptions were written
by GPs for drugs used to relieve the pain of
rheumatic disease and gout. Drugs in this
category include corticosteroids, disease-
modifying drugs such as methotrexate
and, of course, NSAIDs. As table 1 shows,
one of the most common uses of NSAIDs is
for the relief of joint and muscular pain. Of
patients who are prescribed an NSAID for
the first time, recent findings suggest that
only 16% now receive a coxib9. This
means that the large majority are taking
a non-selective NSAID. 

NSAIDs:
A cardiovascular time bomb?

Table 1. The commonly used NSAIDs in the UK3

Matt Sims reviews the important actions of the oft-prescribed non-steroidal
anti-inflammatory drugs (NSAIDs), focusing on the recent concerns about their
cardiovascular risks. 
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NSAIDs: anti-inflammatory action

The anti-inflammatory activity of NSAIDs is
mediated at a molecular level through the
inhibition of cyclo-oxygenase (COX)
enzymes, of which there are three known
isoforms. Molecular dogma still holds that
COX-1 is constitutively expressed, i.e. as
part of normal physiological functioning,
whereas expression of COX-2 is switched
on as required, for instance as part of the
inflammatory response of a tissue. During
this process, the expression of COX-2 is
induced in cells by cytokines. By interfering
with this pathway, NSAIDs reduce the
accumulation of prostaglandins, particularly
PGE2 and PGI2, and so provide sympto-
matic relief.

Gastric complications: the reason for
developing Coxibs

One of the many ‘housekeeping’ functions
of COX-1 is its regulation of bicarbonate
production by the gastric mucosa, which
has a protective effect by buffering the low
pH of gastric acid. NSAIDs such as
ibuprofen have relatively high potency for
blocking the action of COX-1, resulting in
unbuffered gastric acid that leaves the
gastric mucosa vulnerable to erosion.
Hence many patients taking ibuprofen,
ketoprofen and others have a propensity
for developing peptic ulcers. It was there-
fore postulated, during the 1990s, that
drugs with low COX-1 and high COX-2
selectivity would have reduced gastric
side effect profile, yet would retain their
anti-inflammatory action.

Cardiovascular consequences: the
heart of the problem 

Another important role of COX-1 is haemo-
stasis where it catalyses the formation
of thromboxane (TXA2) in platelets. In
contrast, COX-2 is absent from platelets
but is expressed by vascular endothelium,
apparently due to laminar stress forces10.
Therefore in humans it is reasonable to
suggest that haemodynamic stress to the
vessel wall could induce COX-2 expression,
resulting in production of PGI2 and effects
antagonistic to thromboxane.

Put simply, COX-1 promotes platelet
aggregation and constriction; COX-2
promotes vasodilatation and inhibits

aggregation. Therefore coxibs are thought to
suppress the COX-2 dependent formation
of PGI2 but leave TXA2 production relatively
unaffected, increasing the vascular TXA2:
PGI2 ratio. This effectively puts the patient in
a prothrombotic state, increasing risk of
myocardial infarction and stroke. 

This is the mechanism most often used to
explain the results such as those which
came out of the “APPROVe” trial2. However,
it fails to explain the recent concerns that
traditional ‘non-selective’ NSAIDs are also
associated with increased cardiovascular
risk. So what is going on? 

Selectivity? What selectivity? 

The medical literature commonly refers to
‘COX-2 selective’ and ‘non-selective’
NSAIDs, falsely impressing on the reader
the notion that all the ‘non-selective’ NSAIDs
inhibit both isoforms of cyclo-oxygenase
to the same extent. This is simply not true.
For example, the ex vivo study of Cryer
and Feldman (1998) subjected 25 anti-
inflammatory and analgesic drugs to
COX-1 and -2 assays using a media of
human blood. Drugs that are widely used
today, including diclofenac, ibuprofen and
naproxen were included. The concentrations
of the drugs used corresponded to those
achieved in a patient’s serum at therapeutic
doses recommended by the BNF. The
authors found diclofenac to be 20-fold
more selective for COX-2 than COX-1,
with ibuprofen less than 2-fold more COX-2
selective, and naproxen essentially non-
selective12. Furthermore, Warner and
Mitchell (2004) presented a continuum of
NSAID selectivity with the coxibs at the
COX-2 end of the spectrum13. 

A class effect? The latest evidence

A large retrospective case-control study
by Helin-Salmivaara et al. (2006) reviewed
nationwide population data entered in the
Finnish hospital discharge register from
2000 to 2003. In this study, 30,000 cases
(patients taking NSAIDs) were pitted against
130,000 age and sex matched controls. The
authors defined cardiovascular risk in terms
of myocardial infarction (MI) that warranted
hospital admission. They reported that
use of all NSAIDs was associated with a
modest (less than two-fold) risk of MI,
regardless of the length of prior use.

Interestingly they also looked at previous
users of NSAIDs: the longer the duration
of time since discontinuation of the drugs,
the weaker the association4. 

While many of the epidemiological studies
investigating this effect have used different
definitions to those of the Finnish study, at
least three large meta-analyses were
published in 2006 that pooled data from
numerous studies. Each study set different
a priori conditions for the type of study
design they included. 

The study by Maxwell et al. (2006) asked
a more specific question than that of
McGettigan and Henry (2006)5: “is there a
direct relationship between the extent of
NSAID selectivity for the COX-2 isoform
and adverse cardiovascular outcomes?”
They pooled data from 90 randomised
control, cohort and case control studies,
and as such their data encompassed a
highly heterogenous group of observations.
The authors grouped studies into those
looking at NSAID use versus no use and
those that compared two different NSAID
medications. In the former but not the latter
they found a significant association
between COX-2 selectivity and cardiovas-
cular risk6.

Kearney et al. (2006) hit the British Medical
Journal in June with a comprehensive meta-
analysis that included only prospective
data. This was collected from 138 
randomised control trials that involved
over 145,000 participants. This not only
included published work but also data
released by the drug manufacturers
Novartis, Pfizer and Merck. The index of
cardiovascular risk in this study was a
“serious vascular event” defined as one
of: stroke, MI or death from vascular causes.
The two main comparisons were: COX-2
vs placebo (as in the APPROVe trial) and
COX-2 versus a ‘non-selective’ NSAID.
Most of the trials included in the study fell
within the first camp. The authors only
included trials where NSAID medication
had been taken for at least four weeks.
However, only nine out of the 121 placebo-
controlled trials lasted for longer than one
year. Of the remaining trials the mean
duration was a mere 11 weeks. Examining
the placebo-controlled data, the authors
report a 1.4 fold risk of serious vascular
events associated with the COX-2
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inhibitors, most of which is attributable to
increased risk of MI. The authors suggest
that more risk is associated with long-term
than short-term use and that data from
short-term trials may mask the extent of
the effect displayed by the nine trials that
exceeded one year.

Only 17 trials of COX-2 versus ‘non-
selective’ NSAIDs were analysed: there was
no significant difference in cardiovascular
outcomes between patients allocated to
either group. Finally, Kearney et al. made
an estimated comparison of ‘non-selective’
NSAIDs and placebo using information from
the other two analyses. This showed that
“high doses” of ibuprofen and diclofenac
(at the upper end of the recommended

range) are associated with moderate
cardiovascular risk, but the same was
not true of naproxen7. 

Analyses of both prospective and retro-
spective studies indicate that all
NSAIDs appear to be associated to
varying degrees with increased cardio-
vascular risk, particularly myocardial
infarction. Current or long term NSAID
use appears to carry more risk than
short term or previous use. It should be
noted however that many of the studies
contain flaws or assumptions. For
instance, many of the studies did not
control for aspirin consumption, partly
because of the difficulty in regulating
intake of this over-the-counter drug. 
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Key Messages

The publishers of prescribing advice in the UK should move away
from the misleading sub-classification of NSAIDs into ‘COX-2
selective’ or ‘non-selective’, to properly acknowledge the well-
recognised fact that “NSAIDs vary in their selectivity for inhibiting
different types of cyclo-oxygenase3.” This change is particularly
pertinent given that the distinction can no longer be justified on the
grounds of cardiovascular safety: all NSAIDs — not simply coxibs
— are associated with a modest (less than two fold) increased risk
of adverse cardiovascular events. 

Given that cardiovascular risk appears to be a class-effect of
NSAIDs, it is more difficult to justify a mechanism that solely
involves the haemostatic TXA2: PGI2 ratio. COX-selectivity alone
does not appear to be driving the effect. More studies need to be
carried out to tease out the finer details of the cardiovascular risk
posed by NSAIDs. At an epidemiological level, well designed
case-control studies — accounting for both lifestyle factors and
aspirin use — should be carried out to see if the results of the
recent Finnish study can be replicated. 

Matt Sims is a 4th Year Medical Student at St Catherine’s College.

STOP PRESS

In the time which has elapsed between the writing of this article
and its publication, BNF 53 has been published with revised
advice recognising the "variation in thrombotic risk between
different NSAIDs". However, the dichotomisation of NSAIDS into
'COX-2 selective' and 'non-selective' still persists. For the latest
information, go to http://www.bnf.org.
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Earlier this year the government
announced its plans to expand the choices
on offer for women during childbirth: for
more midwife-led units to be created and
for more women to be able to opt for
homebirths. Whether right or wrong, here
in the UK a woman is given control over
where and, with the rise in elective
Caesarean sections, how and when she
gives birth. For women in developing
countries the so-called choices on offer
are rather more limited.

We were lucky enough to be able to go
abroad and spend the first two weeks of

our Obstetrics & Gynaecology attachment
in Cairo, Egypt. Egypt has one of the
highest birth rates in the world, with
22.94 births per 1000 of the population.
This contrasts with 11.34 for the UK. The
population, which currently stands at 74.8
million, is increasing at a rate of about
2% per year, leading to the chronic urban
problems of overcrowding, poverty and
pollution. But hey — forget the harm this
is doing to the Egyptian economy; we
were going to have all our deliveries
signed off in the first couple of days!

The majority of our time was spent at

Kasr Al Ainy, the main teaching hospital
for the University of Cairo Medical
School, which is located in downtown
Cairo. We also spent a day at the Egyptian
IVF Centre in the Maadi district of Cairo.
The contrast could not have been starker.
Kasr Al Ainy offers free healthcare to
Egypt’s mostly poor population, while
rich Arabs and Muslims from all over the
world pay for the privilege of seeing the
region’s most eminent reproductive medi-
cine experts at the IVF centre. But perhaps
the most striking and shocking aspect was
the treatment of the poor women during
labour and also in gynaecology clinics.

32

BIRTH ON THE NILE
Zahida Adams & Sarah Morcos

And the pains of childbirth drove her to the trunk of a palm tree: She cried (in her anguish):
“Ah! would that I had died before this! would that I had been a thing forgotten and out
of sight!”

The Koran — Surah 19, Verse 23
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Conveyor-belt Clinics

On entering your average outpatients
department in the UK, one is likely to be
presented with ample seating, an array of
last year’s celebrity gossip magazines
and, if you’re lucky, a friendly tea bar run
by ageing volunteers. The clamour and
jostling we faced as we ascended the
stairs to the gynaecology outpatient clinic
at Kasr Al Ainy however, was a far cry
from the atmosphere of calm anticipation
that we were used to. We were ushered
through the crowd of anxious women into
the single consulting room, where we
joined a panel of doctors and medical
students, seated around a table.
Simultaneous consultations seemed to be
the norm at the teaching hospital; two
women would give their histories, side by
side, while two other women would be
examined behind screens at the end of the
same room. 

When embarking on our Obstetrics &
Gynaecology attachment in the UK, the
point was continually laboured (excuse
the pun) that any examination or procedure
we carried out must only be done so with
the woman’s full and informed consent.
By contrast, in Egypt no one stopped to
ask the women if they minded having
another patient present in the room, never
mind if they were happy with the twelve
medical students!

We were left with the impression that the
‘teaching’ part of the hospital was taken
quite literally in Cairo. Live anatomy
demonstrations of the female genitalia
were offered, in English, and the students
were encouraged to insert specula, conduct
bimanual examinations, remove IUDs and
take swabs at every opportunity. There
were no introductions or explanations of
the procedure to the patient; no one was
consented nor were they asked if they were
comfortable. It appeared that a mutual
expectation for a purely paternalistic
encounter existed between doctor and
patient, and neither questioned this
arrangement. It could be argued that the
provision of this free service, in a healthcare
system that is burdened by overpopulation
(Cairo has 20 million inhabitants), is in
fact impressive. 

In response to the rapidly growing pop-
ulation, family planning has been widely

preached and is gaining in popularity,
with around 46% of women now using
modern contraceptive methods such as
the oral contraceptive pill and intrauterine
devices. The Islamic state approves of
natural and other methods of contracep-
tion, as long they constitute only “temporary
sterility”i and we saw many women seeking
contraceptive advice at the gynaecology
clinic. Despite the impersonal, conveyor-
belt regime of the clinic, it was refreshing
to see these dependent, often illiterate,
women becoming empowered by taking
control of their fertility.

The Experience of Women in Labour

Giving birth in Egypt still carries a signif-
icant risk of death. In 1995 the Egyptian
Ministry of Health conducted the first
national study into maternal mortalityii,
which found a ratio of 174 per 100,000 live
births; this compares to 24 per 100,000 in
Europe. The main causes identified were
obstetric haemorrhage, pre-eclampsia,
puerperal sepsis and illegal abortion, with
47% of deaths due to substandard hospital
care. The introduction of family planning
education has gone some way to reducing
the number of unwanted pregnancies,
and the traditional birth attendants,
known as dayahs, have been trained to
identify at-risk pregnancies. Hospitals
are, in general, adequately equipped with
drugs and it is now common practice for
patients and their relatives to be asked to
donate blood before leaving hospital.
Through the combined efforts of NGOs
and the government, Egypt’s maternal
mortality ratio has since been halved to
84 per 100,000, as reported by UNICEF
in 2000iii.

Although there have been improvements
in the standard of obstetric care in Egypt,
one aspect that has long been neglected is
the experience of women during labour.
During our time at Kasr Al Ainy it was
clear that once admitted to hospital, the
women had very little control over how
or where they gave birth. Women were
initially admitted to a pre-delivery room,
consisting of ten unscreened beds. When
it was deemed suitable by the supervising
doctors, the women were then moved into
the delivery suite, a far cry from the all-
inclusive, home comforts of the birthing
rooms available in many hospitals in
Britain. The delivery rooms resembled

operating theatres, cold and crowded with
doctors, nurses, students and cleaners.
The doors were left open, and on many
occasions we were able to move freely
between rooms, following the cries of
pain, witnessing delivery after delivery.
During labour, attention was purely
focussed on delivering the baby and the
women were not offered any pain relief or
comforting hands to hold. Nervous partners
were non-existent and the women were
all unaccompanied, with not even sisters,
friends or mothers allowed onto the ward.
Most women were egged on with “push”,
“further” and “more”, and it was not
uncommon for a woman to be scolded for
crying out too loudly or “childishly.” In
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July 2005 an ethnographic study
observed and interviewed 21 women
during and after labour in a Cairo teaching
hospitaliv. Our observations mirror the
experiences of the participants in this
study, with many of them describing the
lack of emotional connection, loneliness
and disempowerment felt during labour.
It would appear that the Egyptian model
is an extreme example of the technocratic
hospital obstetrics that we are moving
away from in the UK. When asked what
she would have liked to have had during
her labour, one woman put it simply,
“someone that would help me from the
heart”.

Obstetrics in Egypt: Evidence-based
Practice?

Not only is a focus on patient experience
lacking, but the non-specific, blanket
approach to obstetric care is in many cases
contrary to evidence-based practice.
While waiting in the pre-delivery room,
the women were examined at regular
intervals and a high proportion of the
women were given oxytocin to induce
and enhance contractions. A recent study
which looked at labour augmentation
patterns in 176 births in a Cairo hospital,
noted that oxytocin was considered an
almost routine intervention, with 91% of
women receiving it, often inappropriately
and in unmonitored, unlabelled infusionsv.
We also witnessed a large number of
episiotomies in Cairo, with one being
performed at nearly every delivery we
observed; in the UK the episiotomy rate
is only around 15%. 

An interesting study carried out in
December 2005 compared common
hospital practises to the WHO recom-
mendations for normal birth. The
Technical Working Group on Normal
Birth at the WHO classified 59 practises
based on their usefulness, effectiveness and
harmfulness in uncomplicated deliveriesvi.
The study found that Egyptian hospitals
were largely not in accordance with
WHO guidelines, with practices that have
been deemed harmful being very common,
such as using the lithotomy position
routinely, inserting prophylactic cannulae
and conducting bimanual exploration of
the uterus after deliveryvii.

An obvious obstacle to evidence-based
practice is a high turnover of cases in the
face of limited resources, a combination
commonly found in developing countries.
What is interesting however, is the
observation that the fee-charging maternity
services in Egypt, which have fewer
patients, also adopt identical practices.
This suggests that such practice is largely
governed by training and habits picked up
at the teaching hospitals, and is not the
product of time and resource limitation.
This culture is not only prevalent
amongst the medical profession; it is
ingrained within Egyptian society as a
whole.

Conclusions

In this country it is front-page news if a
woman is denied the basic luxury of a
birthing pool during labour. For women in
developing countries, such as Egypt,
access to any kind of healthcare is a luxury
and expectations regarding the experience
of labour are more modest. Many of these
women are denied the emotional support
that we take for granted. As medical students
we often complain about the emphasis on
communication skills during our training
but witnessing the lack of it during our time
in Cairo highlighted to us how valuable
good communication is in obstetric care. 

Overall we had a fantastic time and would
highly recommend gaining experience of
healthcare in different cultures.
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At the end of my final year I spent the first half of
my elective in Burma, and then moved onto East
Timor, to the north of Australia. East Timor is
notorious for the events which took place at the end
of the last century when one third of the population
was killed by Indonesian and Timorese militia. The
Timorese have not recovered from the violation of
their human rights and destruction of their spirit.

I landed in Dili (the capital of East Timor, though
smaller than Oxford) on 13th May 2006 to join
another medical student. My placement was at the
Bairo Pite Clinic (BPC), a popular destination for
elective students, which generally relies on medical
students to co-ordinate, organise and run mobile
clinics in the mountains, in addition to providing
day-to-day care of inpatients. There were violent
riots in Dili the week before I arrived and three-
quarters of the population had evacuated to the
mountains. Rumours were rife; we heard daily tales
of shootings and attacks. 

EAST
TIMOR 
May 2006

Dr. Sylvia Garry

36

Gazette gerry 21May.qxd:Gazette1  20/6/07  10:17  Page 36



37

Gazette gerry 21May.qxd:Gazette1  20/6/07  10:17  Page 37



The riots

Then, on Thursday 25th May, the situation
spiralled. The UN had tried to negotiate a
peace deal between the police and the
army, after which the policemen gave
up their weapons. As they left the
building, soldiers opened fire on them.
This led to a gunfight on the streets of
Dili which lasted 48 hours. UN workers
were trapped in the Obrigada Barracks
(OB), where the peace talks had taken
place, with three people shot dead. We
heard reports of the streets outside being
littered with bodies. Over a hundred
were injured from the random shootings,
with priests and children amongst them.
I had had lunch there a couple of days
previously.

After this, matters remained unsettled and
rumours abounded throughout the city.
The situation escalated into a conflict
between East and West due to the
resentment bubbling under the surface
since the events of 1999-2000.
Opportunistic arson attacks and mass
lootings by gangs all over the city became
rife. The city had shut down and tens of
thousands were displaced from their
homes, prompting a huge humanitarian
crisis. There was no money, as the banks
had closed. Thousands of people waited
in the boiling sunshine all day outside the
government buildings to get sacks of rice,
but there were daily reports of World
Food Programme depots being looted and
ransacked. When Australian troops
arrived, there weren’t enough to secure

the depots. The Timorese kept asking
when more Australian soldiers would
arrive — though according to Sky News,
they had controlled the situation several
days before we even saw them. 

Everything was difficult because events
were not only unstable but completely
unpredictable. People had lost their
rationale. The Timorese themselves did
not understand why events were unfolding
as they were. We felt that being Malai
(foreigners) might help to protect those we
worked with, so one of us would sit in the
front of the ambulance as we drove through
riots. However, Malai were also being
attacked (with 2 injured in the chaotic shoot-
ings at the OB) and even targeted, as locals
blamed the UN for the escalating events.  

38

Gazette gerry 21May.qxd:Gazette1  20/6/07  10:17  Page 38



39

We couldn’t walk outside because of the
continuous gunfire. The streets were
constantly threatening, flanked by burning
shells of buildings. Huge pillars of smoke
rose all around us from different areas of
the city. Piled tyres and roadblocks were
everywhere. Abandoned derelict cars
were trashed. Men sat guard at the front
of their property with baseball bats,
shotguns and sticks.

The Bairo Pite Clinic

People’s reactions were polarised. Most
of the foreign health workers evacuated
when the problems started. Of those
who stayed, some seemed to thrive on
the excitement of the situation and were
disappointed on hearing of something

more dangerous than they had seen.
Others stayed but refused to help even
when they would have been useful.
Many of the Timorese health workers
took ridiculous risks, driving through
burning buildings to get injured people
or arguing with rioters.

The hospitals and our clinic were not
safe. Some days I would look out of the
A&E room to see men walking across the
courtyard with machetes wrapped in
newspaper under their shirts. People
heard we were looking after the wounded
policemen, so armed men would try to
get into the clinic to finish off what they
had started. Several men from East Dili
locked themselves in our pharmacy
room for a few days and blacked out the
windows. 

The refugee camps

Many fled from their homes, driven away
by the terrifying environment and
vengeance killings; two streets from where
I lived, a mother and her four children
were locked in their house as it was burnt
to the ground, because her husband was a
policeman. These were not the actions of
organised mobs, but of angry young men
with nothing better to do. 

Of those who had not run off to the
mountains, forty thousand set up refugee
camps to sleep wherever they felt safe.
Thousands went to the airport, and outside
churches, and six hundred came to the
BPC. There were over 40 refugee camps.
There was no organisation, and certainly
no sanitation facilities. It took many days
to set up food resources and water, and for
the Ministry of Health to get organised.
The majority of the health workers in Dili
left, and it would have been too dangerous
to bring the crisis team into an area with
which they were not familiar. During this
time, the other medical student and I
coordinated supplies and set up clinics at
the refugee camps. People ran out of their
TB medications. Children were not eating
or drinking. Diarrhoea and dehydration
were on the increase. By now we were
used to running clinics — all you needed
was a driver, a vehicle, a translator and a
box of medications. 

Our driver and translators always got
nervous if we stayed too long, because

Malai might be attacked for having food
and clothes. We could never go too far
from the ambulance, and left despite there
still being people to see. On one of the
days I ran a mobile clinic in Hera, on the
outskirts of Dili. There were just three of
us — myself, an interpreter and the driver.
It took us hours to get there with repeated
police roadblocks making us turn back
and take alternative routes. The interpreter
was petrified because if the police spotted
him, he would have been shot. I hadn’t
known beforehand but most of his family
were killed by the Indonesians in 1998-
2000, as is the case for many of the
Timorese. After hiding his ID card
though, the interpreter wanted to continue
and fortunately no harm came to us.

It was often the journeys rather than the
camps themselves that were unsafe. We
drove through several riots, through
hoards of young men with faces hidden
by bandanas, dark paint or ski masks as
they ransacked with machetes, sticks or
rocks. The ambulance would weave its
way around the cars, tyres and motor-
bikes burning in their streets. It felt like
the set of a Mad Max movie. In one of the
riot zones I saw a reporter walking
amongst the men, putting his camera right
up to their faces. They were shouting and
waving their weapons at him. As we
drove on, a long series of tanks set in to
create a roadblock, with rows of the
infantrymen aiming fire at the rioters.
Further down, people unpredictably
greeted our ambulance either by waving
or throwing rocks. Roads were covered
with graffiti and boundaries demarcating
East or West areas. 

To stay or not to stay

The situation was made even more surreal
by the people I shared my house with.
They all worked for the UN or the Red
Cross. Karen was part of the UN and was
amongst those trapped at the OB for two
days. Robert, who worked for the Red
Cross and had told me several stories
about working in Kosovo, was evacuated.
The last words he said to me were: “Keep
your head down”. How very clichéd but I
could not have felt more out of my depth.
So with all of this happening, why did we
stay? We were offered evacuation flights
every day to Darwin on military planes,
until even they suddenly stopped. The
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embassies like to grade these situations
according to severity. Level 4 is emergency
evacuation of all civilians and we were at
level 3. We carried evacuation bags with us
at all times — passport, toothbrush, water
— and had daily updates by text message
from the British Embassy so we could
constantly reassess our situation. We
decided that the minute we weren’t being
useful anymore, we would leave. We
reached this point many times but with
roads either being too unstable to get to the
airport or refugee camps being made more
accessible again, we ended up staying.

When confined to our house by gunfire, I
would sit on our balcony listening to
music that could barely drown out the

fighter planes and dozens of helicopters
overhead. These days were the hardest. In
the evenings, we tried to regain a feeling of
normality. We went to a Malai restaurant
nearby called Castaways to watch the
BBC news. As days passed, the soldiers
outnumbered civilians and all that was
left were G&Ts and pepperoni pizza. At
least it made a change from the dried
noodles we were having twice a day.
Some of the chairs on the edge of the bar
had bullet holes; when you shoot at random
into the air, bullets have to come down
somewhere. One night, gangs burned
down the house next to Castaways and I
was awoken. The billows of smoke were
huge; the smell was overwhelming. Dogs
were howling all around. As the soldiers

patrolled the streets, gang members hit
the rails to let each other know how close
the army was. They were doing that on
the rails of our house. I had never realised
what that noise was before.

The British Embassy

Those at the UK embassy were remarkably
British in their attitudes; it was almost
ridiculous at times. There were about 25
Brits left by that time, most of whom
were stereotypical expats; “Did we know
that one of the supermarkets had run out
of gin, and where can we stock up on
limes?” was one question offered at an
Embassy meeting.
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Leaving & Coming home

On the day we left we met some senior
doctors from MSF who had been sent in to
assess the situation before they called for
their team. We informed them of the
refugee camps situation, the sanitation
facilities and the statistics we had gathered
on infectious disease and diarrhoea.
Another surreal event. 

I was completely unprepared for this type
of situation. I never realised how exhausting
hearing constant gunfire would be, not
even being able to walk through the
streets, being on constant alert, waiting
for the all-clear. Wanting to stay and be
helpful, but not knowing whether it was

really safe enough to be useful.
Wondering how foolish we were for not
just leaving when others did.

I found people’s reactions back in the
UK difficult to deal with. Someone
once told me that the hardest thing
about working abroad is coming home.
One of the questions people always
seem to ask is “but you were never in
any real danger, right? It must have been
fun”. It was an incredible experience,
but there were many times when I was
scared. When the UN and the Red Cross
evacuated my housemates. When we
had rocks thrown at us whilst crossing a
riot. When a man holding a machete,
standing not half a metre away from

me, held my gaze for half a minute
without speaking.

Things are still crazy in Dili, but it’s old
news so you don’t hear about it here. The
experience I had in East Timor was the
biggest dose of perspective that I never
wanted to have. I find it difficult to be
proud of being British having visited
Burma and East Timor; having gone from
a political dictatorship that we effectively
created to the UN poster child-state that
we failed to protect. 

Dr. Sylvia Garry is an F1 at Banbury
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Someone once told me that the
hardest thing about working
abroad is coming home.
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SPACE
MEDICINE
Ali Murad
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The Kennedy Space Center (KSC),
where I spent four weeks as a medical
intern in October 2006, is one of only
two places in the world from where
humans have been launched into
space. It employs almost 20,000 people
and houses NASA’s space shuttle
fleet and the International Space
Station processing facility. 

It’s not rocket science…
I very quickly learned about the medical
problems associated with prolonged
space flight from the Bionetics team, a
group of doctors, nurses and research
scientists who all provide medical
support for space shuttle missions.
Space, with its lack of atmosphere,
microgravity and cosmic radiation, is
an extremely hostile environment,
predisposing astronauts to a wide range
of conditions, including osteoporosis,
motion sickness and decompression
illness. Preventing these diseases is
the focus of much of the current
research being performed at the KSC
and the Johnson Space Centre in
Houston. NASA’s aim of undertaking
a manned trip to Mars in the near
future makes such work particularly
important.

I also attended a four day course that
aimed to introduce army physicians to
aerospace medicine. Whilst opportu-
nities for patient contact were
somewhat limited, the KSC does
run an occupational health facility
and it was possible to attend ward
rounds and clinics. Interns can also go
to grand rounds, a vast archive of
which is accessible from the KSC’s
computers.

Outside of the medicine-directed part of
the placement, I was able to tour KSC
facilities, many of which are not open to
tourists. Particular highlights included
going aboard the Space Shuttle
Atlantis, which had recently returned
from the International Space Station,
and witnessing the launch of the two
Stereo satellites that will allow scientists
to obtain three-dimensional videos of
the sun.

Sun, sand and surf
The KSC is located in Cape
Canaveral in Florida and most interns

stay in the local area. With its beautiful
weather, wonderful beaches and
numerous tourist attractions, Florida
is a great place to spend a month.
The KSC itself is surrounded by a
nature reserve, which is home to many
alligators, manatees and dolphins. The
area is also famous for its surfing and
is home to the world’s largest (and
probably only) 24 hour surf shop.
Other shops, restaurants and bars
are plentiful. Disneyworld and
Universal Studios are only a one-hour
drive away. 

Applying to the KSC
The KSC has offered internships for
medical students for many years.
Most students selected for the pro-
gramme are US citizens, but two UK
medical students are accepted each
year. Applications must be made
through the Centre for Aviation, Space
and Extreme environment medicine
(CASE) at UCL approximately 12
months before the intended date of
visit. Rotations are four weeks in
duration and may be taken in October
or February, making the KSC an
ideal elective destination for Oxford
medical students.

Whilst the KSC does not charge any
fees to students selected by CASE, it
cannot provide any financial assistance.

Students are therefore responsible for
their own travel, accommodation and
living expenses. Flights to Orlando
International Airport cost approximately
£300, whilst living expenses and
accommodation are slightly cheaper
than in the UK. Interested students
should also budget to rent a car since
this is essential. There is no public
transport to the KSC and very little in
the surrounding area.

Ali Murad is a 6th Year Medical Student at
Green College.

Further information
CASE:
http://www.case.ucl.ac.uk/elective2/index.htm
KSC medical elective programme:
http://medical.ksc.nasa.gov
NASA: http://www.nasa.gov
European Space Agency: 
http://www.esa.int/esaCP/index.html
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If you’re contemplating a medical career
in the US, it helps to do your research.
Aside from the practical hurdles such as
applications, exams and immigration,
the personal and social aspects of
undertaking such a commitment
require due consideration. The medical
internship is an unenviable year-long
program, notorious for its soul destroying
hours and repetitive menial tasks; The
Intern Blues by paediatrician Robert
Marion, is a not-so-gentle introduction.

Originally published 20 years ago, Dr.
Marion, attending the Albert Schweitzer
School of Medicine, collated audio-diaries
produced by his three interns over the
course of a year, in which they describe
their work, personal lives (or lack thereof),
exhaustion and frustrations. Divided into
months, we see the interns’ progression
from fresh, eager learners to more experi-
enced, jaded members of what seems to
be a torturous and archaic workforce.
Along this journey the interns are faced
with a myriad of issues common to all
members of the medical profession, such
as dealing with death and conflict with
both patients and colleagues. We also see

issues relating specifically to paediatric
medicine, most notably the age of viability
for premature babies.

What makes the interns’ stories so
compelling is the different ways in which
each of them is affected by the same
situation. Their responses are exquisitely
influenced by their personal situations:
Andy is away from home for the first time
and deeply missing his fiancée, Amy is a
first time mother desperate to spend as
much time with her newborn baby as
possible and Mark is independent and
ambitious but horrendously disorganised.
Thus each of the interns are faced with
an internal conflict, wanting to advance
their careers without their personal lives
suffering.

Based in New York’s Bronx, the interns saw
the accelerating emergence of AIDS and so
its constant presence is unsurprising. In its
first decade, 20% of AIDS cases were
reported from New York. At a time when the
disease was poorly understood and heavily
stigmatised, we see the interns respond
with sensitivity and professionalism despite
their own extensive fears surrounding this
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‘The Intern 
Blues’
Louise Wing

Not only do the
interns battle 
with patients’

issues commonly
involving abuse,
self-harm, poverty

and drug 
dependence, they

must do this
whilst suffering
from severe

fatigue, working
36 hour shifts

every three days.
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relatively unknown illness. Not only do
the interns battle with patients’ issues
commonly involving abuse, self-harm,
poverty and drug dependence, they must
do this whilst suffering from severe
fatigue, working 36 hour shifts every
three days. Fortunately for us, one of the
major differences between the American
and British training of young doctors is that
we have moved away from the hardship of
100 hour weeks and on-call every third
night. The Americans today, however, are
still labouring under these conditions,
which the interns believe is to the detriment
of their patients. Throughout the year they
repeatedly describe their lack of social
skills and judgement, huge conflicts with
colleagues driven by sleep deprivation and
living in fear of making lethal mistakes. 

Seeing the doctors struggle with these
problems as well as those of their many
patients adds to the sense of desperation
and powerlessness that pervades the book,
and relief when the internship ends. 

After each month of audio-diary,
Marion interjects with his own personal
experiences, criticisms and advice. This

gives us another perspective on internship,
one in which the perennial conflicts in
practising medicine still exist, but the
response is a wiser, more accepting attitude.
Moreover, the replacement of the old
interns by a new, naïve set at the end of
the year conveys not only the continuity
of the unpleasant internship experience
but the marked progression they have
made over the year.

Finally, Marion asks the question often
asked by disillusioned medics:

“Is it all worth it?”

The question is answered by the interns
immediately after and 20 years later, as
Marion follows them up. Their career paths
and personal lives are discussed, with
reflections on their internships. However
it is more than obvious that the answer is
not simple, and we, as medics, will probably
endure the entirety of our own careers
before being qualified to answer this
question. We can only be thankful in the
meantime that we are not subjected to the
intense and protracted pressures of the
American medical internship.

Although it may not be the same reality
experienced by most of today’s F1 doctors,
I found The Intern Blues an interesting
introduction to the American medical
profession (an environment that is not
dissimilar to our own) and also picked up
some general medical knowledge that
would not necessarily be as obvious in a
textbook, suitable for medics and
novices. 

The book benefits from its frankness,
providing an honest and unglamorous
insight into the medical world. Most
poignantly it echoes Britain’s increasing
patient expectations for round-the-clock
medical services. With financial and
political constraints on Britain’s health-
care system, the intense pressures on
today’s young doctors is compounded,
which the Interns warn puts quality of
care at risk. Enough to give anyone the
Blues...

Louise Wing is a 4th Year Medical
Student at Brasenose College.
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Imagine you are a psychiatrist treating a
19 year old female inpatient. Under pressure
from her parents she is hospitalised but
resists voluntary feeding. As her weight
plummets to dangerous levels, you are
faced with the decision whether to force-
feed her via a naso-gastric tube. The
patient clearly objects to the procedure, and
says although she does not want to die,
she has considered the matter and would
rather die than put on weight.

“It defines who you are as opposed to just
an illness that you have… You are acting
under anorexia... It’s impossible to tell
whether it’s them or the illness

1
.”

Does a patient suffering from anorexia
nervosa have the mental capacity to refuse
life-saving treatment? The traditional
treatment of anorexic patients under the
Mental Health Act raises some uncom-
fortable ethical dilemmas. The new
Mental Capacity Act could provide an
alternative legal justification for treating
anorexic patients, without resorting to
sectioning them.

The Mental Health Act, 1983 (MHA)
makes provision for the compulsory
detention and treatment of those with a
mental disorder who are resisting
admission. However the insufficiencies

of the act were highlighted by the
Bournewood case in 1997. The carers of
an autistic adult strongly objected to their
client’s informal admission to a psychiatric
hospital, pointing out he lacked the
capacity to consent to his admission, even
if he did not object. 

This case exposed the vast ethical and
legal gap between treating patients under
the MHA and dealing with patients who
lacked capacity. In 1997 a BMJ2 editorial
examined the “indefensible gap in mental
health law”, predicting that capacity
“was set to become a major clinico-legal
issue”.

Weighing
Up the
Facts?
An Exploration of Anorexia 
and the Mental Capacity Act

Alice Beverly
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The Mental Capacity Act (MCA) published
in 2005 aims to fill this gap, providing a
statutory framework to empower and
protect vulnerable patients who are not
able to make their own decisions. It
enables people to plan ahead for a time
when they may lose capacity and appoint
lasting powers of attorney to act on their
behalf. Whilst the mainstay of the Act
caters for those with dementia and learning
difficulties, its application to anorexia
nervosa could be particularly constructive.

Capacity
The MCA confirms in legislation what
case law has already demonstrated: the
assumption that adults have full legal
capacity to make their own decisions,
unless it is shown that they do not. It
seeks to make an assessment of a person’s
capacity, the ability “to understand the
information relevant to the decision, to
retain that information, and to use or
weigh that information as part of the
process of making the decision”.

“Use and weigh” is a recent addition to
the MCA. Earlier definitions of capacity
focused on “understanding and retaining”
information, but cases such as Mr. C have
indicated that there was more to capacity3

than previous definitions allowed. Mr. C
was an inpatient in a psychiatric hospital
diagnosed with chronic paranoid schizo-
phrenia. Whilst in hospital he developed

gangrene in his right foot but refused to
consent to amputation. He took the matter
to the courts. Justice Thorpe granted an
injunction, as he believed Mr. C sufficiently
understood the nature, purpose and
effects of the proposed amputation and
therefore retained capacity to refuse medical
treatment.

Justice Thorpe stated that Mr. C believed
the information “in his own fashion”, and
dismissed any link between Mr. C’s

grandiose delusions and his belief that he
did not need amputation. This reasoning is
questionable given that Mr. C had delusions
of being a great doctor that obviously
compromised his ability to make medical
decisions.

Similarities can be drawn between this case
and that of the hypothetical anorexic patient.
She appears to have intact reasoning
abilities, some understanding of the nature
of her disorder, and the risks involved,
namely dying from malnutrition. So,
intellectually, her competence is strong and
this would be indicated by a structured
competence test, known as the MacCAT-
test. But can we really accept our patient
has capacity when her appreciation of the
situation is fundamentally influenced by
psychiatric factors, over which she has no
control?

The MCA’s draft code of practice4

acknowledged these difficulties: “there
are cases where the person concerned can
understand the information” but the effects
of their mental disturbance “prevent
them using this information” causing
the person to make “decisions which are
inevitable, regardless of the information
and his/her understanding of it”. The draft
code refers to anorexic patients as prime
examples of people who are able to
“understand rationally” the consequences
of not eating but “lack the capacity to

Does a patient
suffering from
anorexia nervosa

have the 
mental capacity

to refuse 
life-saving 
treatment?
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weigh those consequences” against the
compulsive desire to lose weight.

The new MCA’s inclusion of “use and
weigh” in its definition of capacity is a
progressive step in tackling this tricky
problem of impaired capacity in mental
illness. Thus the Act aims to provide an
appropriate balance between an individual’s
right to self-determination with the right
to safeguards and protection from harm
where that person lacks capacity to make
decisions to protect them.

Moreover the MCA is helpful in
emphasising what has already been
described in case law; that capacity is
“decision-specific” and must be assessed
accordingly5. Research illustrates that the
labelling of anorexic patients as globally
incompetent, and sectioning them under
the MHA, makes them feel “dismissed
[and] belittled1”. In a disease where it is
vital to establish a good rapport with a
patient, this is deeply unhelpful to the
recovery process.

Acting in a patient’s “best interests” 
Previously, treating a patient in their “best
interests” could be criticised for being both
vague, and resonating with old-fashioned
paternalism. Anorexia is associated with a
triad of obsessionality, perfectionism and
compulsion. It is therefore easy to see how
a justification of compulsory treatment
would sit uncomfortably with a patient
who values control highly.

The new MCA urges us to examine the
patient’s “past and present wishes and
feelings” thus promoting the autonomy
of the patient. Anorexia can be modelled
as a disease in which autonomy is com-
promised by the mental disturbance
which changes our patient’s values from a
stable pre-anorexic state (call this A) to a
set of values representing the mental
disorder (call this B). 

Do we have a duty to adhere to the
long-term stable values in state A? The
values our patient holds in B (values that
cause her to refuse treatment and will
possibly result in her death) are connected
with the mental disorder, and therefore
could be argued to not represent the
authentic self.

Thus the new MCA provides a refreshing
perspective on “best interests” because it
presses us to examine “the beliefs and
values that would be likely to influence
[the patient’s] decision if they had
capacity”. The MCA therefore provides
an ethically sound way of determining
best interests, which helps to promote the
autonomy of our hypothetical anorexic
patient.

Fluctuating insight
The MCA is insightful in acknowledging
that capacity may be intermittently
regained. This could be due to the natural
history of a “condition which causes
capacity to fluctuate”, such as bipolar
affective disorder, or because “the cause
of the lack of capacity” can be tackled
“by some form of treatment or therapy”.
Therefore the MCA recommends that
capacity should be assessed at the time of
a particular decision. 

Anorexics similarly have fluctuating insight
into their condition. In lucid moments, they
express a desire to be better and want
treatment and would happily take a tablet

if it “cured them” of their anorexia. Such
lucid episodes are punctuated by periods
where they refuse treatment.

This is analogous to drug addiction, as
laid out in Frankfurt’s theory of first and
second order desires. Here the addict’s
first order desire is to have the drug, but
their second order desire is to be free of
their addiction. Whilst these desires are
incompatible with each other, by treating
the addiction we may help overcome the
first order desire. Similarly, with our
hypothetical anorexic patient, we should
capitalise on these lucid moments. This
way we can help surmount the intrusive
obsessive thought patterns of her first
order desire.

Conclusions
Providing guidance for those problematic
ethical and legal quagmires, where doctors
must balance an individual’s right to
autonomy against the right to protection
from harm, is no easy matter. I believe
examining the Mental Capacity Act’s
application to anorexia demonstrates the
Act contains ethically sound legislation to
deal with the dilemma of diminished
capacity.

Alice Beverly is a 5th year Medical
Student at Green College

Thanks to Professor Tony Hope and Dr.
Jacinta Tan at the Ethox centre for their
help and encouragement with this article.
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The Frith Photography Awards
Ceremony
Matt Sims

“And the winner is….” – Dr. Peggy Frith, reading out the top three entries at the very
first inaugural Frith Photography Prize Event. The idea for the competition came up in
October 2006 at a Gazette committee meeting with the editors wanting a front cover
image reinforcing the theme of their next issue: a commemoration of the Radcliffe
Infirmary. Dr. Frith was approached by the team to help find someone interested in
sponsoring a prize that would encourage people to take such a shot. However, after
much deliberation, Dr. Frith decided to take on the role herself; given her interest in
the visual arts and her close affiliation with the hospital, both as a medical student
and clinician, she was the perfect sponsor! So, with the name of the award established,
medical students, clinicians and staff of the ORH, alumni and all University members
were invited to submit entries under the topic, “Life at the Radcliffe Infirmary”. Oxford
Medical Alumni were also very enthusiastic and readily became involved. Plans
snowballed and soon the competition was to culminate in an extensively publicised
exhibition, judging and Awards Ceremony, all to be held on 2nd March 2007 in the modern
foyer of the Medical Sciences Teaching Centre.

The evening was marked by a constant downpour but this did not deter the 180 guests
coming to see over thirty exceptional entries. An intermingling mix of students, staff
and alumni attended and enjoyed the French wine and canapes as they perused the
exhibition, book stalls and displays. One of these included a table dedicated to Sir
William Osler, exhibiting samples from the extensive collection of manuscripts,
books and biographies of this champion of medicine that is currently kept at his once
residence, 13 Norham Gardens.

Finally the time came to determine which entry would be bestowed the honour of
being the Gazette’s front cover! The six judges, including Dr. Frith and a professional
photographer, had made their decision an hour before guests arrived, using the criteria
of creative vision, technical skill and relevance to guide their choices. Guests were invited
into the MSTC lecture theatre to firstly be entertained and educated by a talk on “Art
and Medicine” by Professor Meakins. The accompanying slideshow of classical art
demonstrated to the audience that such portraits — aside from their aesthetic value —
are an interesting record of medical disease. Following this talk was the announcement
of the winning photographs. A common theme in many of the submitted photographs,
noted Dr.Frith, was the Statue of Triton, the Greek God, which sits in the forecourt of
the Radcliffe Infirmary. Indeed, this fountain featured prominently in both the 3rd placed
effort taken by David McKean and Chris Turnbull, and in the winning photograph, taken
by Iain Macleod. The 2nd placed entry by David Welchew took a more surreal approach
and was taken by a camera directed at a convex ceiling mirror. The final result is a
stretched representation of a cross road of corridors situated at the heart of the old
hospital. After the excitement of the prize giving the Gazette editors, Justin Loke and
Georgina Osborne, rounded off the evening. Given the huge success of this year’s
event, the Frith Photography Prize looks set to become an annual affair, so get your
entries in now with the theme ‘The Face of Oxford Medicine’! 

The Gazette committee would like to thank to Jayne Todd from Oxford Medical Alumni
and the MSTC’s staff for making the Frith Event such a great success.
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Entries for The Frith
Photography Prize 2007
(Prize winners displayed on the cover)
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The first time I saw Professor Colin
Blakemore was when he was delivering a
lecture to the Oxford Medical Alumni at an
annual meeting. The talk was on the field of
work that made his name, the visual system.
It was a fascinating and surprisingly
accessible talk on some of the historical
background to this area of research. This
ability to make relatively complicated topics
understandable to the public is probably
one of the reasons why Professor
Blakemore was appointed Chief Executive
Officer of the Medical Research Council
(MRC), which is the largest non-commercial
funder of medical research in the United
Kingdom. 

After completing his pre-clinical degree at
Cambridge, Professor Blakemore studied
at Berkeley, California on a Harkness
Fellowship, which was initially for a year
but turned out to be two and a half, with a
PhD. He returned to the Department of
Physiology at Cambridge where he started
by working with Fergus Campbell, who
was a leading vision researcher. Together
they did influential research, with one of
the most highly cited papers in the field,
supporting the view that the visual system
performs a primitive Fourier analysis of
the retinal image. It was Fergus Campbell
who had persuaded Blakemore to abandon
his University Scholarship for clinical studies
at St Thomas’ Hospital and to embark on
an academic career. “I never really looked
back” he said, “but actually,” he wryly
added, “I sometimes wondered what
difference it would have made.”

Bearing in mind the massive problem faced
by medical academia with recruitment into
its ranks, especially at the training grades,
I discussed with Professor Blakemore
some of the changes proposed by the

recent Walport report. The report on the
academic stream of Modernising Medical
Careers (MMC) was chaired by the director
of the Wellcome Trust, Dr. Mark Walport,
and his report sought to address some of
the issues surrounding the dramatic
decline in doctors entering academia.
Professor Blakemore, who was a member
of the Walport Committee, believes that the
strength of the report lies in its recognition
of “the complexity of the problem”, since
doctors are not only placed under a financial
disincentive but are under pressure to
prioritise their clinical work and to pursue
their professional clinical development
and gain National Training Numbers. The
Walport report strove not only to allow
more flexibility in lectureships and research
fellowships but also to increase the
absolute numbers of these posts. Although
Professor Blakemore feels that the
approach has been remarkably successful
so far, especially in rallying so many of the
funding bodies, and he is impressed by
“the depth and conviction” of the report, he
warns that significant obstacles still
remain, not least the need to overcome the
scepticism of some of the Trusts and some
of the Royal Colleges. 

The MRC has tried to play its part by
increasing the number of its Fellowships,
and by bringing them into line with the
recommendations of the Walport report.
The MRC offers Fellowships targeted at
both training-level researchers and as well
those who are better established in their
field. 

I voiced some of the cynics’ views that
medical research is often fruitless and
therefore that there might be little point in
having more medical academics. Colin
Blakemore was quite certain of his answer.

Clinical research has never been more
promising or more exciting. The MRC has
consistently funded research with the
intention of eventual clinical benefit and he
personally believes that, while it is
essential to support strongly curiosity-
driven fundamental research, even the most
basic researchers should be constantly
thinking about possible implications
and applications of their research. This

is particularly important at a time when
there is such a focus on translational
research, aimed at bringing the benefits of
scientific discoveries from the bench to the
bedside, as well as feeding knowledge
from clinical observation of human disease
back to the bench scientists. Blakemore
quotes Nobel Laureate, Sydney Brenner’s
opinion that “the experimental animal of
the 21st century is the human being”. He
believes that clinical research in the 21st
century will be potentiated by the unravelling
of the human genome combined with
increasing sophistication in experimental
studies in human beings. Blakemore
backs his belief in the importance of basic
scientific research with the history of mon-
oclonal antibodies. In 1975, César Milstein
and George Köhler, working in the MRC’s
Laboratory of Molecular Biology (LMB) in

An Interview With

Colin Blakemore
Justin Loke talks to the CEO of the Medical Research
Council (MRC) about the future for medical academia and
the MRC.

Per head of 
population, NIH (the
US equivalent of the
MRC) spends 6.5
times more, and
Singapore 8 times
more than the MRC.
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Cambridge, developed a method for pro-
ducing large amounts of pure antibody.
They won the Nobel Prize for this work in
1984. The original objectives were to study
the structure of antibodies and their diver-
sity, and to use them to probe the molecu-
lar characteristics of different cell types in
the body. Antibody engineering has played
a crucial role in molecular biological
research. But Milstein recognised immedi-
ately the potential commercial and medical
value of monoclonal antibodies. 

The technique has underpinned the devel-
opment of the biotech industry and has
now led to a whole new generation of so-
called ‘biological’ diagnostics and thera-
pies. The translational research needed
for this was also done at the LMB, by Greg
Winter in the 1980s. He devised ways of
making antibodies acceptable to the
human immune system, and this led to the
development of such important drugs as
Herceptin, Avastin, and Humira.
Therapeutic antibodies now produce
worldwide revenues well in excess of US
$12 billion, contributing to a very signifi-
cant income stream for the MRC.

Blakemore stresses two conclusions
from this example. First, the essential
underpinning science wasn’t aimed at
medical application; it was curiosity-driven
research of the highest quality. Second,
the process of translating the discovery
into hugely valuable products took more
than 20 years. While it might be possible
in the future to speed up the translation
process, it is essential not to neglect the
investment in basic science.

It would be hard to deny that I was
impressed by the rigour of Blakemore’s
arguments, which were backed by a number
of other historical anecdotes. We moved
on to discuss his views on the level of
funding of the MRC. His answers were
diplomatic but unequivocal. He said that
“he did not wish to sound ungrateful”
because the Labour government had halted
the decrease in scientific funding by the
Tories in the last years of their government
and the overall level of public funding for
science has increased greatly since 1999. 

Admittedly, much of this increase has
gone to investment in infrastructure and
renovation in the universities and, recently,
in the new Full Economic Costs (FEC)

system; here, more is given to universities
by research councils to pay for the over-
heads of research. Once again Blakemore’s
command of the figures is persuasive: in a
recent comparison of percentage increases
in the budgets of medical funding agencies
around the world, the MRC is at the bottom
of the league table compared with such
countries as Singapore, Canada and the
USA. Per head of population, the NIH (the
US equivalent of the MRC) spends 6.5
times more, and Singapore 8 times more
than the MRC. 

Despite a tripling in its funding of university
research grants over the past 3 years, the
MRC has the lowest rate of grant approvals
of all the research councils, with fewer
than 20% of grant applications being

accepted. It is widely agreed among funding
agencies that they have great difficulty in
operating with a success rate below about
15%, because the peer-review process and
the award committees become disillusioned,
and the administrative burden becomes
intolerably high. The peer review system
is under challenge at the moment, not just
because of its cost, but also because it
might be biased against translational and
applied research. But Blakemore argues
that, although different types of peer
review are needed for varying kinds of
research, it is essential that the rigour of
the process is sustained if we are not to
waste money on studies of lower quality. 

The annual increase in funding of the
MRC between 2005 and 2008 will be little
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White Coats: Go Marching
Lia Brugha
On Saturday 17th March, 12,000 doctors,
clad in scrubs, white coats and stetho-
scopes took to the streets of London, forcing
the government to listen to their concerns
about Modernising Medical Careers. The
scheme was set up in an  attempt to
fast-track consultant training but has
been met with grave concerns, mainly that
it would lead to poorer standards of
patient care. Furthermore, the process
itself has faced criticism, with application
schemes that trainees feel ignore their
skills and experience.

Despite the congestion caused en route
from the Royal College of Physicians to
the Royal College of Surgeons, drivers
followed the protesters as support, showing
that the public are very much behind the
medical profession in their outrage at the
new MTAS schemes.

Leader of the opposition, David Cameron,
delayed his address to the Conservative
party so that he could add his support.
Although met with claims of jumping on a
timely bandwagon, he insisted his speech
was not political and promised that a

Conservative government would treat
doctors like “human beings”. He then went
on to decry Patricia Hewitt as “the worst
health secretary in the history of the
NHS”.

It was empowering to be part of the march
and stand up for the profession’s future
policy, and showed that action really is the
best way to make change. Since the event,

the government has commissioned an
independent review group, who have ruled
that “at a minimum, every applicant who
applied through MTAS, and meeting the
eligibility criteria for their relevant specialty,
will be invited  for an interview”. We await
with interest as to what the outcome will be.

Lia Brugha is a 5th year Medical
Student at Lincoln College
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more than 4% per annum, after FEC and
other unavoidable increases in costs are
stripped from the figure. This is barely
higher than the rate of domestic inflation,
not to mention the larger inflator for medical
research. Nevertheless, the MRC has
managed to launch a wide range of new
schemes to stimulate clinical and transla-
tional research, and to support young
scientists. The recent review of public
funding through the MRC and the
Department of Health — the Cooksey
review — offers new opportunities for
increased efficiency, especially in clinical
research. But Blakemore argues that a
real increase in funding for the MRC is
desperately needed to feed the capacity
of UK researchers to contribute to future
advances in medicine. He dreams of a
doubling of the budget, which he believes
would allow the MRC to build on its
amazing track record of 27 Nobel Prizes
and to make its proper contribution to
the future health of the UK.

I questioned him on what alternatives there
are to raising funds from the government.
In response, he reminded me of the success
of MRC Technology (MRCT), the knowledge
transfer company of the MRC, which
produces more income for the MRC than
the technology transfer offices of all the
British Universities combined. Last year
MRCT completed a record deal with
industry, worth a total of nearly $300 million,
more than $200 million of which came to
the MRC, based on the licensing of the anti
TNF-α monoclonal antibody, Humira.
However, despite this success in securing
commercial income, Blakemore believes
that this is no substitute for government
funding to sustain the science base.

Given a shortage in the MRC’s funding
for global health projects, Blakemore
emphasised that the MRC wanted to
sustain its strong tradition for supporting
these, with two research units in Africa and
research projects all over the world, as

well as here in the UK. At the MRC’s
National Institute for Medical Research
at Mill Hill, there is important work on
malaria and TB, as well as the World
Influenza Centre, and here in Oxford there
is important research on vaccines for HIV
and other diseases of the developing
world. 

Towards the end of the interview
Blakemore admitted his nervousness
about the future as he contrasted the
prestigious history of the MRC and its
extremely high standing around the
world with the current statistics, which
present a serious challenge to its
standing in the international world of
medical research.

Justin Loke is a 5th Year Medical
Student at Green College.
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Last year, Oxford’s final year medical
students applied for their jobs using a
brand new application process. Gone are
the ‘good old days’ of having an interview,
or finding the relevant consultant, and
using your Oxford-learned charm and
your old school tie to talk your way into
your ideal hospital and job. These time-
honoured methods of getting into the job
market are being replaced with something
much more frightening. It’s a website. It’s
touted as objective and fair and takes into
account how well you did at medical
school when it deigns to employ you. If it
still exists when it comes to your turn to
apply, you’ll be up against MTAS.

If you’ve been in a laboratory for the past
few years, you might not know that post-
graduate medical training has changed.
The new system, “Modernising Medical
Careers” (MMC) has radically changed
the careers landscape, and Foundation
Posts — the jobs that doctors apply to
after medical school — have not escaped
the sweeping alterations. These include
the new “Medical Training Application
Process” (MTAS) that uses an online
application form. 

How did we get here?
In 2004/2005, medical students applied
for jobs using the MDAP system. The
application form asked about academic,
professional and personal achievements,
but students completed their entire
application themselves. Ninety seven
percent of Oxford medical students got
jobs in the deanery they wanted.
Nationwide, a third of applicants were

allocated to their first choice job and 85%
were allocated to one of their top 10 jobs.
However, it wasn’t considered to be a
success everywhere, in particular in medical
schools in London and the Midlands.

One of the concerns raised about MDAP
was that the application was entirely
based on the submission made by the
applicant using the application form, and
so the best jobs were going to those who
were good at form filling rather than those
who were talented at medicine; one of the
issues that brought the specialist training
application system so spectacularly to its
knees this year. It was suggested that part
of the application form should encompass
a contribution made directly by the medical
school. This idea has been fully embraced
by the new MTAS system, with medical
students being ranked into quartiles based
on academic performance during their
medical school career, a proposal made
by the Council of Heads of Medical
Schools (CHMS) in April 2006. 

Retrospective assessment 
One of the major gripes that students
have had with the system is the speed
with which it is being enforced. Having
been introduced as a proposal in April
2006, it was already policy by November,
the time when medical students had to
apply for Foundation posts. 

This rapid turnaround means that students
who applied this year were ranked into
quartiles on the basis of exam results
extending back to pre-clinical years. This
surprised a number of students, including
Jerry Raju, who was Oxford’s representative
on the BMA’s Medical Student Committee
(MSC) when the changes were being rolled
out. “We didn’t get any prior warning,” he
told me “I distinctly remember being told
‘don’t stress about these exams, they are
pass/fail and as long as you work reasonably
hard and pass they won't influence your
career.’ That was the ethos in pre-clinical
and early clinical school.” Suddenly current
applicants found that many of the exams
they took over the past six years actually
will affect their careers. Compare this
situation with paragraph 66 of the GMC’s
document, Tomorrow’s Doctors, which sets
out recommendations for any selection
scheme:

“Schemes must be open, fair and meet
appropriate standards. Medical schools
must make sure that…
b. there is a clear indication of how
individual assessments and examinations
contribute to the overall assessment of the
curricular outcomes…
d. students have clear guidance about what

Match
Points

One of the 
major gripes 
students have

with the system is
the speed in

which it is being
enforced

Abhishek Joshi
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is expected of them in any examination or
assessment.”

Medical schools can’t be blamed for
telling students that many of their exams
were purely competence-based; this was
indeed the case when students took the
majority of assessments that are now
being used to rank them. Indeed, the
retrospective use of academic achievement
in the new system doesn’t appear to meet
GMC’s criteria. 

Dr. Tim Lancaster, the Director of
Clinical Studies at the Oxford University
Medical School disagrees that students
ever felt they didn’t need to compete;
medical students have never been led to
believe that competition isn't an important
factor in their future careers. Having a first
class honours degree, for example, has
always strengthened a CV and perform-
ance on the clinical course has always
played a part in getting preferred house
jobs. Those who do well in the ranking
system are likely to be those with the
foresight to see that a good academic
record couldn’t really do any harm. "The
quartile system makes explicit something
that was previously implicit”, says Dr.
Lancaster.

Can it Work?
Separate from the issue regarding the
rapid introduction of the quartile system,
is the discussion about whether it can
possibly be fair. Jerry Raju tells me, “We
were always under the impression that
our exams were competency based.”
Most clinical exams in Oxford operate on a
merit/clear pass/borderline/fail basis. This
means that they are designed to ensure
that students are safe to practice medicine
and not to discriminate between the abilities

of different candidates. Most students
achieve a “clear pass” in their OSCEs and
marks tend to be bunched together in
written clinical exams. 

Moreover, in the fifth year, students are
split into six rotation groups. This means
that as different groups of students take the
exams at different times, the assessment
changes across the year. There is also a
40:60 pre-clinical: clinical weighting used
by the medical school when assessing a
student’s academic merit which leads to
another complication: students admitted
to Oxford's clinical school come from a
number of backgrounds other than simply
from its own undergraduate programme,
including Cambridge, London and the
graduate-entry scheme. Consequently
medical students here have different port-
folios of exam results. The medical
school does standardise marks as far as
possible, but to many medical students at
Oxford, it seems that the quartile system
is based on assessments that weren’t
designed for ranking in the first place.
The medical school is currently working
out ways to address this problem. 

A National System
Under the MTAS system, students from
Oxford compete for jobs with students
from other medical schools. The issue of
using a quartile system in conjunction
with a national matching system has been
unpopular in Oxford. Jerry Raju put it
like this: “There are definite differences
in the style, methods and standards of
teaching and examination at each medical
school. Comparing students like this would
be making a rather sweeping assumption
that the academic cross section of every
medical school in the country is the same
and is consistent from year to year.”

This clearly is not the case. Oxford
Clinical School’s competitive entry
process means you might expect the
standard of student to be fairly high. Add
in the fact that Oxford’s clinical school is
smaller than most, and you have a highly
concentrated group of talented students,
with fairly similar exam results who must
be divided into four quartiles. It’s entirely
possible that a medical student who finds
herself in the 2nd quartile in Oxford might
have found herself in a different quartile
had she gone to a different medical
school.

The situation is, of course, political
dynamite, and it has been very difficult
for Oxford to argue its corner. Oxford’s
delegates to the BMA’s Medical Student
Conference proposed a motion to recognise
the difference in ability between medical
schools, and suggested weighting MTAS
points to reflect this. The motion was
extremely unpopular with students from
other medical schools, and was roundly
defeated. The negative press directed at
“elitism” at Oxford in recent years leaves
the Medical School unable to claim to have
students of higher ability than elsewhere.

Medical students in Oxford might be
justified in feeling disadvantaged. Dr.
Lancaster agrees, but only up to a point:
“Given our competitive intake…the
quartile system will not be directly
comparable with other medical schools,
so it will have an impact.” However, he is
keen to stress that an Oxford education
provides many opportunities to bolster
your application, aside from the academic
score. “[This view] should be counter-
balanced by a longer term view of what is
on offer here. [The] final year allows a
great deal of choice and flexibility in the
final six months. This provides a great
opportunity to pursue projects and interests
to build the CV for later applications.”
The benefits of an Oxford education will,
it seems, become apparent later. After the
specialist training application system
collapsed in May 2007, attention returned
to the medical student’s MTAS system.
Dr. Lancaster has suggested to the MMC
review board that the quartile system be
replaced with CVs, references and inter-
views, a request which may level the
playing field, and which Oxford students
should wholeheartedly support.

Medical schools
can’t be blamed

for telling 
students that
many of their
exams were 
competence-
based only.
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medical school.
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So, whose idea was this?
The actual origins of the quartile scheme
are a little murky. Although the first
proposal was made by Council of Heads of
Medical Schools (CHMS) in April 2006,
the idea is widely credited to medical
students themselves. The story goes that
medical students wanted more input from
medical schools to rank applicants, to
prevent jobs going to people with form-
filling skills and little else. Jerry Raju
isn’t so sure: “It’s wrong to blame the
BMA Medical Student’s Council (MSC)
for creating the system: we didn’t.” If the
MSC didn’t propose the idea, then which
medical students did? “Those in London
may have had an influential role,” Jerry
tells me, “there wasn’t another official body
of medical students, but after the trouble
with MDAP last year, they put pressure on
CHMS to revise the application system.”
Indeed, in April 2006 the BMA made the
following statement:

“It appears that applications to London
were more competitive than in previous
years and that more London graduates
may be placed outside their medical
school environs than in the past.”

In July, the BMA noted that the “…ULU
Medgroup have a very important role in
articulating the interests of medical students
in London.” The ULU Medgroup is a
committee made up of the presidents of
London’s five medical schools. These
medical schools also have at least one
representative on the BMA’s Medical
Student Council. In contrast, Oxford has
a single MSC representative whose voice
is diluted by over thirty others. Not only
do the London medical schools have a
strong voice on the BMA’s position, they
have also had separate influence through
the ULU Medgroup. The London schools
were disgruntled by the MDAP system. It
is not that clear whether they are in favour
of the quartile system. However, it is
clear, from an article in April 2006’s
Medical Student— the publication of the
London Medical Schools — that their
students wanted, “a greater weighting for
staying in your home foundation school”.
Londoners were asking for a scheme that
protected their place in the capital.
Although they didn’t get an extra weighting,
the quartile system potentially has the
same effect if it discriminates against
strong cohorts.

What difference does it make?
In the end though, what difference will
five points on the application form actually
make? “The difference in ability between
quartiles will be small in Oxford,” Jerry
Raju tells me, “and there won’t be much
difference between the top and the bottom
scoring candidates in the non-academic
parts of the form. Although this does depend
on how you fill out your application, as
reflection is often awarded rather than
achievement, your eventual rank is likely to
be determined by your academic quartile.” 

So, it looks as though your exam results
will be the determinant of your allocated
foundation job. Even if that is the case,
Dr. Lancaster doesn’t foresee a huge
problem, “In the end, this is a system of
allocation of future training; it does not
determine future careers, or future
employment. Training is generic and not
intended to determine speciality training,
so whilst the location of your job might
have strong personal implications, there
are none for professional training.” On
this point, Jerry Raju agrees, “I’ve seen
the posts in the Oxford Deanery and
they’re pretty homogeneous. There aren't
any amazing rotations that everyone will
want to go for." It’s reassuring to hear
that, regardless of your ranking, you’ll
get the same training opportunities as
everyone else. Dr. Lancaster also reassured
me that he had “received written assurance
from the Foundation Directors that the
scores from the forms will only be used
for Foundation Year matching.” 

In fact, 94% of Oxford's recent cohort got
their first choice of Foundation School.
Of those who didn't, everyone matched to
a deanery in their top six; most got their
second choice. Everyone who applied to
London got in and the most popular
choices amongst Oxford students

(Oxford, Severn and Wessex) were also
the most competitive in the country to get
into, showing that Oxford students do
seem to compete well whatever their
quartile ranking. 

Professionally speaking, your quartile
shouldn’t really affect your long-term
career. It will, however, play a large role
in determining where and with whom you
spend your first two years as a doctor.
Even those who matched to their first choice
school are still applying for a number of
jobs spread over a huge geographical area.
It’s questionable whether the system can
possibly be fair, especially to students
from small, highly selective medical
schools. Perhaps students from Oxford
should aspire to the level of political savvy
shown by their contemporaries in London,
in order to protect our own interests. The
quartile system may feel like an obstacle
now, but it is almost certainly not a per-
manent fixture in job selection down the
line, and Oxford's good showing shouldn't
detract from the fundamental problems
with the current system. As the many
manifestations of MMC are reviewed, the
landscape is highly likely to change once
more. There are calls for national exams,
interviews, use of CVs, all of which will
directly affect students in Oxford, and we
have an opportunity to influence the
direction of decisions. Next time the
changes are rung, we need to be organised
to try to ring them in our favour…

Abhishek Joshi is a 3rd year Graduate
Entry Medical Student at St. Hugh’s College

“Regardless of
your ranking,
you’ll get the
same training

opportunities as
everyone else.”

Medical students
have never been
led to believe that
competition isn't
an important 
factor in their
future careers.
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Paediatrics and Child Health, Second
Edition
Mary Rudolf and 
Malcolm Levene
Blackwell Publishing
Paperback, 2006
432 pages
ISBN 1405126612
RRP: £32.50

Paediatrics is tough specialty to practise.
Children not only have a different physiology
to adults but also grow and develop
throughout their lives. Management
relies partly on ‘veterinary’ medicine
and second hand histories as well as
excellent clinical judgement to know
when to rapidly react or when more
time can be afforded. Oxford students
traditionally use Lissauer and Clayden’s
Illustrated Paediatrics to navigate the
minefield of childhood disease, but
should you find that the others in your
firm have raided the Cairns before you
do, then Paediatrics and Child Health is
a more than adequate alternative. 

Each chapter is introduced with a mind-map
showing what topics are covered, as well
as a list of essential learning points that
map fairly closely to the Oxford syllabus.
Major disease presentations are introduced
with a list of key points and often end
with ‘At a glance’ boxes summarising the
essential information on a given disease.
Another particularly useful feature is the
‘Clues to the differential diagnosis’ boxes.
These outline not only the differential of a
symptom but also the distinguishing

features or investigations required to
make the appropriate diagnosis. 

Drawbacks are hard to find. At £32.50 it
is competitively priced (Illustrated
Paediatrics weighs in at £33.99) and I
found it extremely useful as a basic text
throughout my paediatrics rotation. The
chapter division was at times a little
frustrating; for example a disease may be
presented under both ‘Common paediatric
symptoms and complaints’ as well as
‘Before and beyond childhood’ with slightly
different information in each entry. It does
not cover the entire syllabus but this is
more due to the eccentricities of the
Oxford course than to the inadequacies
of this book. 

As with all textbooks nowadays, it comes
with a CD. This gives an excellent
demonstration of how to examine a child.
However, it did not work on my Mac and
as it is not interactive, flicking between
examinations of different systems is
next to impossible. 

Aside from this, Paediatrics and Child
Health, Second Edition is an excellent
textbook, summarising the essentials of
the specialty and it will stand you in good
stead for your paediatrics attachment as
well as for later in your career. Don’t be
put off by your tutor recommending anything
different, as I haven’t found anything
better than this comprehensive text.

Adam Briggs is a 3rd Year Graduate Entry
Medical Student at Lady Margaret Hall. 

A Career in Medicine: do you have
what it takes?
Second Edition
Rameen Shakur
Royal Society of
Medicine Press Ltd;
Paperback, 2006
104 pages 
ISBN 1853156337 
RRP: £9.95

Do I have what it takes? The question asked
by many a sixth-former before sending off
their UCAS forms, by struggling pre-clinical
students cramming metabolic pathways
and embryology for prelims, and anxious
final year students looking forward to a
potentially uncertain future. 

This book is an ambitious attempt to tackle
the issues facing would-be medics and
people who have already started on the
road to becoming a doctor. The editor and
his team of contributors “envisage this book
to be of great value not only for candidates
who are thinking about entering medical
school, but also for current medical students
and junior doctors alike”. As broad as the
book’s anticipated appeal is the variety
of its subject matter and diversity of its
contributors — from a Nottingham medical
student discussing how to choose where
to study, to an emeritus professor of medical
ethics examining issues affecting modern
medical practice. 

This book is well-researched. Its logical
structure, simple summaries and sugges-
tions for further reading at the ends of

book
reviews
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chapters make it a handy resource. This
book will be most useful to those who have
not yet started their medical training, with
sections looking at how one decides
whether or not to apply, how to choose a
medical school, and how to prepare for
interviews. New to this second edition is
helpful guidance for those considering
graduate entry medicine. 

For current medical students, this book
will be useful primarily for careers advice.
The purpose of MMC and how it is being
implemented is explained very clearly in a
section addressing the career structure
generally and in another section looks in
more detail at the foundation years.
Careers in primary care, hospital medicine,
academic medicine and even medical
journalism have a chapter each, written by
those in the know. Sections which looked like
they might be helpful to current students,
such as “The medical student years and how
to survive them”, were perhaps a little limited
in their scope and are actually useful only for
those who have not yet started their studies,
or the most clueless of medical students. I’m
not confident that most junior doctors could
learn much from reading this book, but it
might make a good starting point for those
considering a radical change in career path.

As well as imparting much useful information
for potential medics, this book also makes
for an interesting read for those who are a
little further along the road. In the first
chapter, the reader is treated to a whistle
stop tour of the history of medicine, which
shows where many of the ideas and
methods found in medicine first had their
origin. The chapter on ethics clearly
explains some important principles to help
the reader approach complex dilemmas
— just as useful for a junior doctor needing
to make tough judgement calls at work, as
for a sixth-former preparing for medical
school interviews.

I would wholeheartedly recommend this
book to anyone considering making an
application to medical school, as either an
undergraduate or graduate. It is clearly
laid out, full of useful advice and easy to
read. Medical students may also benefit
from the concise and thorough career
advice contained within.

Charles Williams is a 4th Year Medical
Student at Trinity College

Essential Revision Notes in Medicine for
Students 
Philip Kalra
PasTest
Paperback, 2006
320 pages 
ISBN 190462720X
RRP: £29.95

It’s no surprise there is a huge demand
for specialised finals revision books with
students up and down the country spending
vast amounts of cash each year in the hope
of resurrecting their medical education in
time to qualify. Publishers knowingly slip
words like “essential”, “basic” and “concise”
into the title and the current favourite is
undoubtedly Medicine at a Glance, edited
by Patrick Davy, a cardiologist at
Northampton. Odd then that it has taken
PasTest, a British company with great
experience in postgraduate medical
texts (they’ve pretty much sewn up the
MRCP & MRCS revision guides) so
long to enter the crowded market with
this offering.

The book features fifteen short chapters
on the major medical specialties as well
as clinical genetics, and, importantly for
Oxford students, covers the examiners
favourites of dermatology and ophthal-
mology. There is also a highly focused
section on clinical pharmacology with
very useful lists of common side effects
arranged by system. Each chapter is
contributed by a specialist consultant and
many are involved in medical education,
giving the reader a real sense of the
material being both up to date and com-
monly examined. We are led into each topic
with a gentle reminder of the underlying
physiology and anatomy followed by a
review of common presenting symptoms
and examination findings. The focus
though is very much on pathology — there
is little here of use for those preparing for
an OSCE — with short paragraphs on each
condition matched by brief descriptions of
the definitive investigation and treatment. 

The discerning finals student expects a
wealth of boxes, bullet points and
mnemonics in their revision guide and
indeed this one doesn’t disappoint with
“Essential note” boxes scattered throughout
to remind us of the really important stuff
and a “Revision summary” at the end of
each chapter with the salient points in

numbered lists. Recognising that there is
not really enough detail here to cover a
specialist attachment (despite what other
reviewers assert on the back cover) there
are also “Further revision” boxes with lists
of the best reference books, journals and
even websites to show they are down with
the kids. Indeed, such is the number of
headings and lists one barely gets any
sense of continuity at all. The real wonder
of this book is that despite all this, it is still
highly readable. Vast topics like nephrology
and infectious diseases are hacked down
to the essential and most commonly
examined conditions, whilst difficult
concepts like acid-base balance are
handled simply and effectively. The pages
are rather crowded and the lists, though
exhaustive, are rather exhausting but being
able to read through an entire speciality
in under an hour is a joy; in sharp contrast
to Kumar & Clark for example. I used this
book alongside a past medicine finals
paper and was surprised that I did not have
to refer to any other sources to complete it,
aside from the odd antibiotic dose. 

One wonders then where exactly this
work will fit in to the student’s armoury? It
certainly doesn’t contain enough theoretical
information to be a reference work nor
does it encompass the level of practical
detail of the Oxford Handbook. There
aren’t colour photos or comprehensive
enough guides to signs, so for an OSCE
one would pass it over for Browse or
Macleod’s. Yet it is still an excellent book,
with short, comprehensive chapters which
are as easy to read through for an
overview as they are to come back to and
revise from. A revision guide with real
depth? Now that would be worth panic
buying....

Rasheed Zakaria is a 6th year Medical
Student at Queen’s College

59

Gazette gerry 21May.qxd:Gazette1  20/6/07  10:22  Page 59



Bad Medicine: Doctors Doing Harm
Since Hippocrates
David Wootton
Oxford University Press 
Hardcover; 2006
320 pages 
ISBN-10: 0192803557
RRP: £16.99

Expert opinion is treacherous. Consider a
paper from last year’s British Medical
Journal, looking at four decades of trials
on new cancer treatments. The theory
behind each treatment was excellent, the
understanding of the molecular processes
was first-rate, and initial small studies had
shown some evidence of benefit. Doctors
thought the new treatments would work;
but the trials showed that they harmed as
often as they helped. That is to say, with-
out the benefit of large-scale, randomized,
double-blind controlled trials, doctors were
unable to pick out the treatments that
worked from those that were total failures.

To an extent, the dangers of expert opinion
explain why doctors have spent most of
human history killing their patients.
Women giving birth in hospitals frequently
paid for the privilege with their lives, while
physicians, apothecaries and surgeons all
doled out bad advice and poisonous
drugs. Therapeutic nihilists were the best

the medical profession had to offer, like
the seventeenth-century Italian who
defended himself by saying, “I take the
money not for my services as a doctor but
as a guard, to prevent some young man
who believes everything he reads in
books from coming along and stuffing
something down the patients which kills
them”. Thomas McKeown first pointed
out that the vast twentieth-century
improvements in health came about
before doctors developed much that was
an effective therapy. We know that most
medicines were worse than useless. It is
truly odd that some discoveries were not
made much sooner.

In Bad Medicine, David Wootton puts all
these things together to create a genuinely
thrilling adventure out of the abysmal failings
of doctors over the past 2,000 years.

Wootton’s is a concise cry of appalled
rage. He takes an unsparing interest in
why doctors made bad decisions, ignored
screamingly obvious discoveries and
consistently refused to adopt therapies that
stood to be of the greatest benefit to
mankind. “We can only think about medical
progress if we start with the long tradition of
medical failure… We know how to write
histories of discovery and progress, but
not how to write histories of stasis, of
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delay, of digression.” A sound knowledge
of anatomy, the discovery of the micro-
scope and the stethoscope, the birth of
the great charity hospitals and most of
the great nineteenth-century innovations
in chemistry, pharmacology, pathology
and therapeutics: all of these, Wootton
insists angrily, are wrongly portrayed as
medical successes. They were scientific
advances, often held back for centuries by
doctors uncomfortable with change, but
they extended nobody’s life and healed no
one’s disease. As medical innovations
they were failures, and traditional histories
of medicine overlook this basic fact. To
read them is to think doctors were the
powerfully effective health-givers they
mistakenly believed themselves to be.

Wootton lavishes most fury on those who
are normally praised for achievements that
they never really made — achievements
they actually often delayed or prevented.
James Lind, for example, is usually credited
with saving millions of lives by eradicating
scurvy. He randomly allocated three pairs
of sailors to different treatments, noting that
the two given citrus juice stayed healthy
while the others sickened. Doctors worship
Lind not only for the lives he saved as a
result, but also for the technical innovation
of this first randomized controlled trial.
Wootton points out that Lind’s trial was
small, inconclusive and inconsequential,
and that Lind was so incapable of perceiving
its importance that he prevented anybody
else from being persuaded of it. The realiza-
tion that fresh fuit cured scurvy had been
suggested before Lind’s study, whilst the
Navy did not start to issue limes as standard
until some fifty years after this. It wasn’t
until the early twentieth-century that the
effects of vitamin C were fully understood.
For Wootton, “Lind had no clear under-
standing of exactly what it was that he had
discovered in 1747, and no grasp of the
importance of the clinical trial as a pro-
cedure, and his failure to repeat and
extend it, means that he actually deserves
to be left in obscurity”. The suggestion is
damning enough, but Wootton believes
Lind deserves infamy even more than
obscurity: those blessed with the ability to
see the truth clearly must take the most
blame for remaining blind. In the words of
Luke 11:52: “Woe to you... because you
have taken away the key to knowledge.
You yourselves have not entered, and you
have hindered those who were entering.”

For Wootton, the past is full of men like
Lind, men whose disastrous ignorance
has been transformed by historians into
the appearance of heroic innovation.
Thomas Sydenham is normally regarded
as the founder of clinically astute medicine
in Britain, a man who made generations
think more clearly about the evidence of
their senses. Wootton paints him as a fool
who made an arrogant mistake that held
medicine back for 200 years. “I am passing
judgement on Sydenham for failing to
understand the potential of the microscope”,
he writes, suggesting that truthfulness in
medicine can be so objective that honest
commentators must take sides. Hippocratic
therapies are not perfectly valid within the
context of their own culture: they are just
plain wrong. Leeches are not a cure-all,
lettuce is not an effective therapeutic drug
and homoeopathy cannot be viewed as a
medical therapy when all the trial evidence
shows it to be useless. We should refuse to
praise medical ideas for their intellectual
coherence or emotional satisfactions,
says Wootton, and insist on looking only
at their ability to extend our lives and
make us healthier. The ability to dispense
cures and comforts defines a doctor, not
the possession of a white coat and a
diploma. “Why do historians prefer to
focus on the birth of the clinic”, he asks,
“rather than the germ theory of disease or
the clinical trial?” Foucault’s emphasis on
the doctor-led hospital clinic mistakes the
basic business of medicine. Results, not
rituals, are what count.

Wootton spends much time puzzling over
why scientific knowledge failed to advance.
He tries to work out why Harvey should
have discovered the circulation of the
blood when Galen did not (an innovation
that he accurately identifies as being of no
therapeutic benefit to anyone, failing even
to make doctors realize that bleeding their
patients to unconsciousness was a bad
idea). “There is no way of identifying a
difference of method or of intellectual
equipment that distinguishes Harvey
from Galen… The experimental method,
comparative anatomy, mechanical models,
quantification, and vivisection are familiar
to Galen just as they are to Harvey.”

Wootton frequently raises questions that he
feels unable to answer. It makes a wonderful
contrast with the generations of doctors
whose inability to tolerate uncertainty

betrayed their thinking and their patients.
The philosophy of “Often wrong, never in
doubt” has killed too many people. It is one
of Wootton’s charms that he repeatedly
applies the lessons learnt from the mistakes
of doctors, questioning his own assumptions,
distrusting his own answers and dosing
himself repeatedly with a fertile and winning
humility. Instead of a steady march of
progress, Wootton finds medical history to
be full of pauses and regressions, with
inexplicable gulfs separating haphazardly
timed accidents of inspiration and discovery.
This belief in chance and punctuated
development is reminiscent of Stephen Jay
Gould’s take on evolution, but here it has
even more appeal. 
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DVDreview
The Radcliffe Infirmary: A historical film
Available for purchase direct from
Oxford Medical Illustration. 
For further information email: 
medical.illustration@orh.nhs.uk
£11.75 plus P&P

This film offers a vivid and cogent summary
of the history of the Radcliffe Infirmary
from its foundation in 1770 through to the
present day and its recent closure. Split
into a historical documentary based on
material from the extensive Infirmary archive,
and a series of illuminating interviews
from various friends of the RI, the film is a
fascinating watch for anyone with a con-
nection to the hospital. Spanning the major
events in the hospital's past, the film follows
the RI's progression from charitable insitution
to modern NHS hospital, and takes in such
medical milestones as the first therapeutic
use of systemic penicillin and the pioneering
of craniofacial surgery. As well as chronicling
these famous innovations, the film provides

a very human perspective on what the RI
has meant at different times to doctors,
patients and other staff over hundreds of
years, using a variety of evocative and
unique photographs and films, and moving
individual accounts. In short, an educational

and thought provoking account of an iconic
and deeply significant Oxford institution.

Alasdair Miller is a 4th year Medical
Student at Green College

Outrageous fortune is far more interesting,
after all, when it stems from personalities
rather than random mutations, and Wootton
has a knack for sketching the relation-
ships between character and history. The
nineteenth-century physician John Snow’s
teetotal vegetarianism made him easily
suspicious of London’s water supply when
investigating the causes of cholera, we
are told, since he knew it was contaminated
with microscopic bits of half-digested
meat from human faeces. Richard Doll
mentally revised his discovery of a link
between smoking and cancer, blurring the
truth in a manner that Wootton suggests
was characteristic of the medical profession
at the time.

Excusably, since he is caught up in pointing
out that everyone has generally got every-
thing upside down, Wootton fails to make
some important connections. It is true that
doctors have been criminally intolerant of
doubt, and that their resulting incompetence
has been compounded by their innumerate
complacency. But these are not exclusively
medical traits, and societies get the doctors

they deserve. Wootton suggests that
homoeopathy should be available on the
NHS as a harmless placebo, ignoring the
fact that colluding with mental laziness is

a guarantee of intellectual ill health. If you
allow people to avoid the trouble of thinking,

you lose the right to complain when their
children become doctors and do the
same. And there is a wider point about the
way in which the randomized double-blind
controlled trial (RCT) has transformed the
medical world. Doctors now accept that
the human body is so complex that, while
they can come up with good theories, only
RCTs can eliminate prejudices, separate
associations from causal links, and provide
reliable answers. Yet economics, politics
and social policy continue to rely on the
sort of expert opinion and low-quality
studies that have proven so disastrous for
medicine. Attention must be paid.

This is a book of credit and blame,
genius and stupidity, fear and insight,
and its revisions of accepted history
make for an emotionally and intellectually
gripping drama. The historical catastrophe
of medicine has never been so excitingly
and stirringly told.

Druin Burch is a Specialist Registrar in 
Oxford
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On 17th November 2006 the Oxford Global Health Group
hosted their second annual “Food For Thought Dinner” in
Green College Observatory. Of the sixty guests who attended,
twelve were randomly allocated a lavish, three course “rich
dinner” while the rest were served a “poor dinner” of vegetable
curry followed by baked apples. This division was intended to
illustrate the inequality in global wealth distribution and it did
bring about some difficulties; a reluctance to abandon rich
tastes for the evening emerged amongst some of the ‘poor’
who asked for extra sugar or asked for an upgrade of dessert.
There were also concerns that the divide would hinder
romance, but despite some unwilling adjustment to poverty,
the dinner was enjoyed all round. The evening was rounded
off by musical entertainment from student groups including
The Alternatives, In the Pink, The Indigo Jones Band and The
Merton Big Band. 

The success of the event was reflected in the impressive £2200
which it raised for the Oxford Global Health Group’s two
elected charities, the Oxford Homeless Medical Fund and
Tanzan-ear. The Oxford Homeless Medical Fund established
a GP service for Oxford’s homeless 25 years ago and now
provides additional medically related services along side it.
Tanzan-ear was established by consultant ENT surgeon in the
Radcliffe Infirmary, Mr. Freeland, and supports three deaf
schools in Tanzania. Both are charities with a local link,
which co-ordinator of the event, Jonarthan Thevanayagam,
felt would increase the sense of connection with them for those
attending the dinner.

Jonarthan himself was very pleased with the course of the
evening and believes that a doubling of profits from last
year bodes well for plans to further increase the scale of
the event for next year. A change of venue to one that could
seat a larger number of guests and that might ask for a
lower cover charge (Green College charged £600 for the
evening) is a possibility, as well as earlier advertising to a
wider group of people in order to make the dinner more
profitable. So watch out for a bigger and even better “Food
for Thought Dinner” next year…

Catherine Hildyard is a 4th year Medical Student 
at Green College

The Second
Annual “Food For
Thought Dinner”
Catherine Hildyard
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Tingewick 2006— 
The Production Diary

December 2005

The 2006 Tingewick firm is selected by the
newly appointed producer, director and
treasurer — a talented group of individuals,
who are given the challenge of writing,
directing, designing, scoring, choreo-
graphing, funding, publicising and organising
not only Tingewick '06 but also TingeAid
and many other fundraising events
throughout the year. With the new firm
still reeling from the effects of 2005's
pantomime, Tingewick Hall is booked for
2006 and so begins a year of determination,
colossal effort but above all fun: welcome
to a year in the life of Tingewick ’06!

January 2006

The handover curry! The baton passes
from old firm to new with the meal being an
entertaining but also an important chance
to get tips for the daunting task ahead. The
search for sponsorship begins; Tingewick
costs about £6000 to put on and the more
raised beforehand, the more eventually is
donated to our three chosen charities: Sir
Michael Sobell House, The ACE Centre
Advisory Trust and Vision 2020.

February—June 2006

The writers meet weekly to work on the
script; plot ideas emerge and are bandied
around, re-arranged, accepted, discarded,
modified. Ultimately four of these ideas are
chosen and they are all written up until one
is finally selected. After an intense writing
weekend away and many beers later, the
final script is announced: Pirates of the
Pericardium: Dead Man’s Chest X-Ray!

July 2006 

The Garden Party! A lot of hard work and
effort put in by the firm results in an enjoyable
afternoon on Green College Lawns,
with plenty of Pimms, cocktails, and
entertainment from a string quartet and
vocalists — another £100 to add to the total!

September 2006 

The new fourth years arrive and the run up
to Tingewick begins in earnest. A week of
frenzied writing, planning, menu selection
and rehearsing culminates in TingeAid, an
event to raise all important money and
publicity for Tingewick, which is a great
success. The following week all the work
thus far in terms of fundraising, writing and
organisation starts to gain focus as auditions
are held, allowing  the  writers to see their
ideas brought to life for the first time. A hectic
few nights of tough decisions and frantic
reworking of the script eventually results in
the cast. And now rehearsals can begin;
rooms booked back in January, when
Tingewick seemed so very far away, now
resound with singing, dancing and acting,
as the fourth years and the firm begin to feel
like they’re living at the JR twenty-four seven.

October – November 2006

Andy Chadwick’s inspired idea of hosting the
Weakest Link pays off, with ten consultants
and a house officer battling it out to be cham-
pion; the evening is enjoyed by all and (aided
by a very busy bar) raises a crucial £1000.

Things start to get heated as the production
moves up a gear. Everything happens at

once: costumes are designed, made and
fitted, parts of the set are begged, borrowed,
designed and created from scratch, sound
and lighting is planned and equipment
ordered, insurance policies need to be
taken out, wine and beer bought for the
bar, music and lyrics composed, scored
and written, a band rehearsed, posters are
commissioned, printed and displayed, tickets
are ordered, programmes are compiled,
last minute fundraising goes into overdrive,
with once weekly production meetings to
oversee this huge burst of activity, not to
mention almost non-stop rehearsals; all
of this by a group of individuals still
concurrently studying medicine!

29th November 2006

A year of commitment culminates in the
opening night of Tingewick 2006 and the
firm are nearly in tears as they see the
product of their creativity and dedication on
the stage. The four night run sells out, raising
over £12,000 for our charities. The
drawn-out frustration and fumblings of
the technical and dress rehearsals of the
preceding few days vanish into distant
memory as the carefully planned songs,
scenes, sounds, dances, lights, costumes
and set changes come together seamlessly.
For four glorious and hilarious nights
Pirates of the Pericardium is the talk of the
JR, before taking its rightful place in the
prestigious annals of Tingewick's past. A
new firm take up the gauntlet and the great
tradition of Tingewick continues for another
year...

Harriet Payne is a 5th Year Medical
Student at Worcester College.

Harriet Payne, Producer, gives a glimpse behind the scenes of Tingewick; a
pantomime that certainly isn’t just for Christmas…
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The Tingewick Garden Party 2006
Imogen Staveley, Company Manager

In early August 2006, the Tingewick firm
decided to put a new twist on their fund
raising campaign; a genuinely classy
event in the grounds of Green College.
The Tingewick Garden Party was born,
providing a veritable feast of cream teas,
champagne cocktails and superb musical
entertainment. 

The task was not a simple one but certainly
memorable, notably the expressions of
the college porters when members of the
team requested an extension lead that
would reach the lawn, explaining that its
purpose was to power an electric whisk to
whip cream! Saucy as this might have
appeared, the purpose was actually to
produce industrial quantities of cream for
the scones. 

Various gazebos were erected to protect
talented friends who volunteered to entertain
our guests: Helen Doolittle (flute); Alice
Beverly, Akira Wiberg and Charlie Raine
(string trio); Grace Ofori-Attah (singing)
and Abi Macdonald (flute). The gazebos
also sheltered an amusing display of
Tingewick memorabilia collated by Sarah
Cook on her travels into the depths of the
legendary Tingewick cupboard. Finally,

with preparations almost complete, the
firm turned to the business of cocktails,
enthusiastically cracking open the
champagne and experimenting with con-
coctions soon to be served to the arriving
guests. All set up at last, and with the boys
proudly donning Tingewick waistcoats, we
opened the gates... 

There was a great deal of support for the
event from students, staff, alumni and
random fans that the pantomime has

amalgamated over the years. Particularly
exciting for the firm was the opportunity to
meet long-standing supporters of
Tingewick. Thankfully, the Garden Party
was a definite success, setting the tone
for the rest of the year. A big thank you to
everyone who helped, especially Janet
Fallon and Harriet Payne, and of course
the guests, who made it so much fun!

Imogen Staveley is a 5th Year Medical
Student at Lincoln College.

Osler House for Hire

• Osler House is available for hire by students,
staff and ex-Osler members and only costs
£60 plus £20 for every hour.

• Bar, garden and music facilities can be
provided. 

• For further information please email: 
sheheryar.kibraji@medschool.ox.ac.uk 
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In late August, a new cohort of
fresh(ish)—faced medical stu-
dents descended on the John
Radcliffe Hospital, and a whole
new world was opened to them.
Headington. A revelation that
required an open and liberal
attitude. To capitalise on this
feeling, the Tingewick firm (all
fifth year medical students)
offered our new counterparts
an evening of food, wine and
frivolity in the form of TingeAid
– all for the small fee of £15.
TingeAid, a sketch-based
show, is staged every year by
the firm to raise funds towards
the vast production costs of the
Tingewick Pantomime; for
example, the sound and lighting
equipment that needs to be
hired can cost around £3,000!

In order to script the hour of
material for TingeAid, we needed
to force the almost 30-strong
group of overachievers in the
firm to actually sit down together
for several hours without other
commitments. Enter the “Writers
Weekend” — a trip to the
Assistant Director’s house
fuelled by alcohol and probably-
EU-defy ing-amounts-o f -E
numbers. We had workshops,
lyrical massacring sessions
perverting Disney songs to
adopt gynaecological content
and sketch sessions where we
tried out (and often promptly
killed off) potential scripts. At
the end of all of this we had
hepatomegaly and a one-hour
show that probably wouldn’t
have been allowed anywhere

near the family-friendly
December panto.

Yet how did we squeeze a
three-course meal, half a bottle
of wine and a revue show into
such a tiny budget? A non-
member of the Tingewick team
(my housemate Abi MacDonald),
was drafted in to ‘do some
cooking’, along with Tingewick’s
own Alice White. Or that’s how
we billed it to them. In fact, they
had to coordinate a military
operation with 120 guests
requiring a three-course meal
for less than £5/head. But it had
to be nice. And there were no
kitchens they could use. The
last condition (due to a ‘Health
and Safety' regulation forbidding
us to use hospital kitchens)
meant that we had several
student houses’ kitchens in the
Cowley area churning out
lasagne and brownies, all to be
cooked to a standard recipe
starting at a specific time
devised by Generals MacDonald
and White. Hoards of cars were
then employed to pick up the
food and rush it up to the JR to
feed hundreds of unwitting
punters; we did question
whether this was actually a
'healthier and safer' alternative.
Meals were served by the
scrub-donning firm, before a
quick change into costume for
the beginning of the show.
Meanwhile, the bar was opened
up to ensure that people were
drunk enough to let some of the
not-quite-PC jokes wash over
them.

TingeAid
September 2006
Gareth Chapman
Musical Director 

There were laughs. There were some stickier moments. But
after all of this, we made it through and got about £1,000
towards the costs of the production, enabling more of the
donations in December to go to our charities, making TingeAid
not only an entertaining project but also a worthwhile one!

Gareth Chapman is a 5th year Medical Student 
at Christchurch College.
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Last winter saw nine consultants (Lancaster,
Burge, Handa, Dwight, Frith, Goodacre,
Bulstrode, Roskell and Darowski) and one
plucky SHO (Brugha) stand nervously
before the Medical School's very own Anne
Robinson, played by Kezia Gaitskell. The
ten contestants braved insult, mockery,
humiliation and risked total loss of dignity as
they went head to head with their general
knowledge in a bid to become the hospital’s
“Strongest Link”.

The event loosely (and just differently
enough to avoid any legal copyright
questions) approximated the format of the
BBC’s Weakest Link. The ten contestants
competed in nine two-and-a-half minute
rounds by answering questions on a
diverse range of topics, ranging from “How
many gin and tonics would it take to
receive a therapeutic dose of quinine?”,
“The author Sir Author Conan Doyle was a
doctor of what speciality?” to “What is the
capital of Washington State?” (the answers
being 75, Opthalmology and Seattle
respectively!) At the end of each round,
one player was voted off and eliminated
from the game in ignominy. The attrition of
players continued, with scandalous tactical

voting and settling of long held grudges,
until the audience was left watching a tense
head to head finale between Professor
Bulstrode and Dr. Roskell. Unexpectedly,
even seven rounds of sudden death
questions failed to separate the finalists,
who exhausted the bank of questions. The
outcome therefore had to be determined
by a nervy game of rock, paper, scissors,
eventually singling out Professor Bulstrode
as this year’s Strongest Link. All the
consultants were great sports, trading
witty retorts with our Anne and enjoying
put-downs such as ‘You're as out of the
game as a cardiothoracic surgeon’ in
excellent humour. The audience were also
treated to hilarious asides including Dr.
Frith and Anne bonding over their heights! 

The impressive singular performance of Dr.
Brugha should also be mentioned, taking
on a "David in the Lions Den-esque" role
and holding the fort proudly for juniors
everywhere. He even managed to fulfill his
medical student dream by voting off Mr.
Handa as the Weakest Link in the first
round, despite Mr. Handa answering all of
his questions correctly!

Over three hundred people came to
watch the event and helped Tingewick
raise £1000. A massive thank you is
owed to all those who took part and
made it such a lively and entertaining
evening for all concerned.

Andrew Chadwick is a 5th year Medical
Student at Keble College.

“The Weakest Link”
Andy Chadwick, Writer
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All is not well at the Packet Inn: the
night before Jim (our young
medical student) heads off
to Oxford to start his clinical
career, his mother (the
voluptuous Ma Fans)
receives a letter from the
hospital. We discover poor
Ma has a dicky ticker and
desperately needs an operation
within the next 24 hours! The NHS is
running so short of money that cutbacks
have had to be made, and Ma cannot
possibly be seen before next week!
Fortunately, help is at hand: one of the
guests at Jim’s leaving party, Aneurin
Bevan Bones, tells us of ‘lost treasure’
that could save the NHS and offer a sliver
of hope for our beleaguered hero. Jim
and his new medical team — the wise
consultant Dr. Angus Steakhouse, the
pretty and efficient SHO Penelope, and
the breezy and sleazy house officer Dr.
Crashcart — must set off at once. 

But it will not be easy. Standing in their
way are the practitioners of commercial
healthcare, the Privates, led by the evil
pegleg Long Hands Silver (and her
Occupational Therapist), who will stop at
nothing to see that the NHS fails and their
lucrative private practices are secure. Our
heroes must battle the dastardly Mr.

Moretension, the despicably arrogant
Surgeon Commander Lanyard,
the quick-witted Spew and the
suave Dr. Donawee, not to
mention the natives of
Treasure Island. The beautiful
and statuesque army of
Amazons will have to be won

over, the Guardian of the
Bridge over the River Stinx must

be appeased and The Riddle of the
Treasure must be solved. Their guide on
the island is the hapless Ben Gunn...who
may have been out in the sun for slightly
too long. 

Will love blossom
on the journey?
Where did Bevan
Bones hide his
cash? How will
Rita save the day?
Will Jim and the others
save the NHS? Will Ma get
her operation in time? Will we be finished
within 3 hours? All this and more was
in this 2006’s must-see pantomime
extravaganza…

Pirates of The Pericardium started life as a
blank page and sixty six years of tradition.
Plot lines revolving around poker-playing
Greek Gods, LSD-fuelled hallucinations

and terrorists using constipated patients
as time bombs were all fleshed out, but
thankfully, a creative writing trip to
Dingly-Dangly-Koush, Ireland (no,
seriously), got us back on the right track.
Over the course of an entire year, the
script and songs were written, music was
scored, dances choreographed, sets built
and the entire new intake of clinical
medics cast and, along with a 20 piece
orchestra, were rehearsed extensively to
put on this panto of somewhat elephantine
proportions! Thanks to all the firm and
cast for all their hard work and everyone
who helped to make what was an incredibly
successful production.

Jaffar Khan is a 5th Year Medical
Student at New College.

Tingewick '06
Pirates of the Pericardium:

Dead Man’s Chest X-ray!
OR

Ooh Argh Me Arteries!
Jaffar Khan
Director 2006

“The
show was the best

I have ever seen, and I
think I must have seen nearly
20 now. It was a brilliant plot,
funny, very clever and ran

like clockwork.”
— Professor Chris

Bulstrode

“Political
satire at last!”

— Professor Neil
Mortension

“Sometimes
I think I’m so funny I
love myself. What am I

talking about? I love myself
all the time. I love myself
more than a fat girl loves

cake.”— Dr
Crashcart

“Two-
Thumbs-Up!!”
— The Nursing

Times
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All hands on deck!
“When I’m older and think back to the male sex
dance, I will think of hungover Sunday morning
rehearsals, the time eight strapping young men
had to buy women’s size 8 tops, the endless
homoerotic banter which never grew old, the
incredibly camp choreography, measuring each
other’s behinds, and of the lacy red thong we
ended up wearing on stage! Being thrown, flipped,
launched, high-fived, groped and stripped by burly
men: for the sailors of the male sex dance, this was
Tingewick.” 

Ben McNeillis, Male Sex Dancer

“Even as a completely extraneous character, I
found the Tingewick experience engrossing and
enlightening. It was my first time juggling onstage
and I loved every second of the adrenaline rush.
Nobody need ever know how close I came to
dropping an axe into the front row of the audience!
Definitely, the best part of the show is that everyone
has a role and has fun! I can’t wait to get stuck into
the production side of this year’s panto!”    
Oliver Kreitman, Axe Juggling Consultant Game

Show Host

"Being told that you have to sing in front of a large
panto audience is frightening. Further considering
that it’s not just any panto, but Tingewick, and that
you're singing for charitable donations, not abuse,
is really daunting! Having said that, all the
rehearsals were worth it, and finally watching my
scene come together, with the whole cast in chorus
and those hot sailors shaking it for real, gave me
the confidence I needed to belt out my tune and
enjoy it! I'm hoping that I’ll never have to musically
vocalise in public again, but I’ll never forget the fun
I had singing as part of Tingewick!" 

Gargi Banerjee, Solo Singer, 
The Eye of The Tiger

“With a flat rendition of Yesterday and an
embarrassing attempt at freestyle dancing in my
audition, it looked like Tingewick would be one of
those things left for other people. Thus I was
pleasantly surprised to be cast as Mort, ostensibly
on account of a passable baddie's laugh and ability
to grow a beard! A combination of enthusiasm and
savvy management from the directors, Jaffar Khan
and Sarah Cook, made a laborious rehearsal
process very enjoyable, and whenever jeopardy
approached, the dedication of the crew and the
universal sense of fun saved the day.”

Jonathan Hazlehurst, Actor and Director of 
next year's Tingewick.
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This year Osler-Green entered a team into
the Men’s College Hockey League for the
first time ever and went on to have an
extremely successful season. Consisting
of Oxford clinical students, members of
Green College, and a doctor, the team
secured a worthy promotion to Division
Three after winning all of their five
league matches and topping the fourth
division. Despite having to start in the
lowest league of the competition, our first
opponents, Pembroke, fielded a number
of players who played for University
teams. After a tense, goal-less first twenty
minutes, we were unlucky to concede on
the counter-attack just before half time.
However, with a renewed sense of purpose

after the restart, we scored twice with Lee
Aye and Adam Briggs finishing from
close range to eventually win the match
2-1. This first match set the tone for the
rest of the season and the team, gradually
getting used to playing together, went
from strength to strength to win the next
four matches. These included victories
over Balliol (4-3), New College MCR
(11-0), Exeter (7-1) and Linacre
(13-1). We were delighted to
end the season with a posi-
tive goal difference of 31
with goals coming from
every position on the pitch.
Special mention is made of
Henry Meier and Mark Lumb,

who each scored 10 goals and were joint
top of the College Hockey scorer’s
board at the end of the season. We are
eagerly looking forward to the challenge
of fresh opposition in the New Year and
hope to continue our unbeaten run in
League Division Three! Thank you very
much to everyone who has been
involved in Osler-Green Men’s

Hockey for a very enjoyable
first season.

Lee Aye and Mark Lumb
(Captain and Vice-Captain, 
Osler-Green Men’s Hockey

Team)

The Birth of the Osler-Green Men’s Hockey Team:
Hockey College Division Four League Champions 2006

Saturday 2nd September 2006, the date
set for the Annual Inter-Varsity Sports
Tournament between Oxford and
Cambridge's medical schools. It was
anticipated that the competition would be
very close, and the first game of the day
confirmed this, with both Oxford and
Cambridge each winning a Tennis doubles
match. Emphatic Oxford victories in the
Women's Football and the Rugby meant
that the Dark Blues were holding an early
lead. Oxford's Badminton players, Alistair
Mitchell-Innes and Tom Bajorek also
dominated their Cambridge counterparts
but Cambridge retaliated in the remaining
matches to score a decisive win.

The 5-a-side Men's Football was a closely
fought affair with Cambridge eventually
producing a goal to win 1-0. Cambridge
were also particularly strong in the Mixed
Hockey, beating Oxford 5-0 at the Iffley
Road sports ground, levelling the scores

to 3-3. Now that the earlier rain clouds
had dispelled, sizeable crowds of medical
students had gathered to watch the Varsity
rivalry, and to scavenge MPS sponsored
water bottles and Mars bars! Meanwhile,
Oxford scored a 10-2 victory in the
Netball.

Following this, the majority of players
moved to the Warneford Hospital sports
grounds where the two remaining matches
were to be held. Close wins by
Cambridge in the Mixed Lacrosse and the
Cricket meant that the final score stood at

5-4 to Cambridge, who duly collected the
newly engraved MPS trophy at the BBQ
party later that evening. However, the
Golf tournament the next day was won by
the Oxford team, captained by Blues
player Michael Canty, thus levelling the
final score to 5-5. 

Next year's sports day is planned for early
September and the new sports rep will
doubtless be looking for enthusiastic vol-
unteers to help Oxford win back the trophy.

Alice Beverly is a 5th year Medical
Student at Green College

Inter-Varsity Sports Tournament
2006
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Osler-

Green have both a

men’s and a mixed hockey

team and are always on the look out

for new players. If you are interested

in playing hockey for Osler-Green,

please email

lee.aye@medschool.ox.ac.uk

for further details. 
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EMSO consists of medical students and
doctors from all over Europe who share a
common passion for music. Originally
founded as a chamber orchestra in
Wurzburg in 1993, it has grown annually
in size and popularity to become a
symphony orchestra now consisting of
over 60 musicians. Many of the musicians
in EMSO are former musical students and
some have even played in professional
orchestras. This year, as part of the
British contingent, we were one of 16
European nationalities represented.
Previously EMSO has performed many
great and well-known orchestral works,
amongst them Shostakovich’s 5th Symphony,
Rachmaninoff’s 2nd Symphony and piano
concertos by Grieg and Liszt. This year
proved to be no exception with the
Mozart Flute and Harp Concerto,
Bernstein’s Candide Overture and, in
keeping with EMSO tradition of playing
a work from the host country, Vaughan
Williams’ A London Symphony. In total, a
series of three concerts were performed in
Oxford Town Hall, Bath Abbey and
St.George’s, Bristol.

It was an intensive ten days of 9am to 10pm
rehearsals, but the enthusiasm of all was

infectious and the end result was well worth
the effort. We were concerned initially
about possible language barriers, but were
shamed by the often impeccable English
spoken by those who took part. What we
hadn’t expected was the discrepancy
between British and Continental tuning
systems — apparently an A isn’t always
an A...! 

Extra-musical activities…
Despite the gruelling schedule, the
orchestra managed to fit in several
sight-seeing trips to London, as well as
taking in the surroundings of host cities
Oxford, Bath, and Bristol. Visiting the
Oxford Colleges on a beautiful summer’s
day was a particular highlight of the tour
for many of the international students! In
addition, we advertised our evening concerts
through a variety of street performances,
giving us an opportunity to play much-loved
chamber music.

The evenings were mostly spent sipping
mango beer and relaxing on the water-
front of the Bristol docks. One evening
was a particular highlight, namely the
‘International Dinner’. This involved
each person cooking a dish from their
country of origin to share with the rest of
the orchestra. The kitchen was wonderfully
chaotic as sixteen nations ‘negotiated’
ownership of the six hobs! Nevertheless,
a veritable feast was produced; the Eton
mess and Trifle went down well.

Music of course was not our only shared
interest, and two additional afternoon
performances emphasised our common

background in medicine. The first of
these took place in the Bristol Children’s
Hospital, where we hosted music work-
shops in the school rooms and play areas,
as well as a series of recitals in the main
foyer. Closer to home we entertained the
children and staff of the Helen and
Douglas House Children’s Hospice,
Oxford. These were particularly moving
experiences for all who took part. 

By the end of the tour, there was a great
sense of community and we have no
doubt that the friendships we made will
last a lifetime. Next year EMSO is to be
hosted in Szeged, Hungary from 27th  July
– 7th August. All three of us hope to take
part in EMSO 2007 and we encourage
any other musical medics to join us!

Lee Aye, Cyrus Razavi, Katherine Talbot
4th Year Medical Students

For anyone who is interested in taking part in
EMSO 2007, an EMSO 2007 website will be
up and running in the near future. Please see
http://www.emso2006.co.uk or e-mail
lee.aye@medschool.ox.ac.uk for further
information

This summer saw the hosting of the European Medical Student’s Orchestra (EMSO) by
Bristol University. Despite having heard very little about the orchestra, three fourth year
Oxford medical students, Katherine Talbot (Cello), Cyrus Razavi (Violin) and Lee Aye
(Leader) applied for the course, and came away with some unforgettable memories.

THE EUROPEAN MEDICAL STUDENTS

ORCHESTRA (EMSO)
BRISTOL 2006
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As someone new to the hospital scene in
Oxford I was amazed by the degree of
sentimentality about the Radcliffe Infirmary
prior to its relocation to the West Wing of
the John Radcliffe. In order to understand
this, I was told to visit the League of
Friends. Within minutes of sitting down in
the cafeteria, it reminded me somehow of a
village hall with its yellow walls from
which were hung homemade knitwear and
tea towels and its wooden counter on which
was sitting a giant pot of well-brewed tea
and plates of freshly made rolls and cakes. 

Why have the League of Friends?
The League of Friends exists primarily to
raise money for equipment. Apart from
employing a manager, all profits go to
purchasing items that will benefit patients.
Wards and departments with a need may
apply in writing to the League of Friends
giving details of the ‘gift’ they would like,
outlining the benefits it will bring. Recent
donations include a ventilator for ITU,
hoists and pressure-relieving mattresses for
various wards around the then RI and a
sensory room for sick babies.

The League of Friends at each hospital is
made up of between 50 and 60 volunteers,
overseen by a paid manager, who is
responsible for ensuring that supplies are
ordered, and the shops are staffed, as well
as liaising with trustees and recipients of
gifts. The volunteers come from a wide
variety of backgrounds and are vetted
thoroughly with friendliness, being able
to listen and flexibility being core
requirements; the most important though,
is to have a good sense of humour!

The tea bars and cafeteria would generally
open at 10am in the morning, but some of
the dedicated workers would have already
been there since 7am to prepare food to sell
that day. Fresh ingredients are delivered each
day and the quality of food sold is a point of
pride for the team. 

More than just tea and scones
The cafeterias provided everything needed
for a hospital visit — selling books to while
away the hours in a more cost-efficient manner
than watching the Patient Line televisions,
greetings cards, wrapping paper, knit wear
and food at a ridiculously cheap price.
Indeed, where else in Oxford could you find
a tuna roll for 85p? The league of Friends
ladies are also keen to provide support in
other ways. When I was there recently I
noticed one of the volunteers leave her seat
behind the counter to sit with a visually
impaired customer and help her with a form
she was struggling to fill in. 

The Birth of the League of Friends
I was told that the forerunner to the League
of Friends which originated at the RI, was a
tea room set up by a consultant’s wife, to
raise money to help improve patient care.
Similar ventures existed in hospitals
throughout the country and these, the direct
ancestors of the League of Friends, had
been in existence long before the formation
of the NHS, providing vital services from
building and maintaining hospitals, to
providing patients with clean laundry.

When the NHS was introduced, those
involved with these groups were keen to
continue  helping the organisations with
which they had built such strong links.
Aneurin Bevan, the architect of the NHS,
reassured concerned volunteers that there
would always be a place for personal and
voluntary services in hospitals. 24th March
1949 was a historic day for members of the
leagues and similar bodies, as the British
Hospitals Association called for a meeting of
representatives at Friends House on Euston
Road, London. That day a motion was
passed to form the National League of
Hospital Friends and the 45 groups repre-
sented there became its first members. Since
then, it has become the largest voluntary
organisation in the health service, providing
care, support and fund-raising services to
patients, families and carers alike. 

The RI Team’s Future?
The team that made up the RI’s League of
Friends remains a distinct entity from the
group that does such a sterling job on Level
2 in the JR. In the West Wing they will run a
cafeteria, on Level LG1 and a tea bar outside
the neurology department on Level 3.
Changes will mean that the range of services
provided will become more limited. For
example, the presence of other shops in the
West Wing has meant that the League of
Friends will now dedicate itself exclusively
to catering. 

The RI League of Friends was a wonderful
example of the spirit that led to the formation
of the National League of Hospital Friends
in 1949 — dedicated volunteers eager to
help a hospital with which they feel a strong
personal connection. Only time will tell if
a new generation of volunteers will grow
up who feel a similar indebtedness to and
fondness for the West Wing that made the
RI League of Friends such a special group.

Charles Williams is a 4th year Medical
Student at Trinity College

It has become the largest voluntary organisation in the health service, providing
care, support and fund-raising services to patients, families and carers alike.

The League of Friends
Charles Williams
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