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WELCOME 
Dear students, 

It is a great pleasure to welcome you back after your summer break, and for year 
5 - your elective. 

This is a big year for the course - in July we will celebrate our 10th year since we 
first graduated doctors from our course. That is 10 years of our excellent UEA 
doctors supporting patient care in the NHS. Equally, this last year has seen some 
real successes thanks to our team of academics, clinicians, dedicated admin 
support, and as importantly our students. The GMC told us how much they loved 
our course, we hit 96% overall satisfaction in the NSS (4th), and 90% of our new 
graduates report they are prepared for practice (2nd). These are outstanding 
results. 

Clearly I want us to be at 100% and 1st on everything, so we have plenty more to 
do.  This year we are opening up Essex and Northampton to mental health 
placements, and restructuring module 11 to fit with our other year 1-4 modules 
with campus weeks preceding secondary care.  I very much hope that turns 
around the module experience.  Meanwhile, we are opening up Colchester for M5 
and M10.  It's a busy hospital which I anticipate providing some superb 
placements.  Back on campus, we have finally cracked online PBL and GP tutor 
reports.  No more paper, or uploads.  From this term, your tutors will enter your 
reports directly in to your student record (SITS) which should be easier for you to 
review (I hope). 

Meanwhile the NHS has never been more stretched.  80% of hospitals are in 
deficit. This is tough. I very much hope things resolve soon - as I fear it will affect 
patients and your placements.  Despite these troubles please don't let these put 
you off.  Medicine is a wonderful career. Working with great colleagues, to care for 
your patients is endlessly rewarding, never boring, and always changing.  

Over the summer I have read several books (the pleasure of a restful 
holiday!).  Three I would recommend.  If you want a disturbing medical thriller try 
'A Paper Mask', by John Collee – an unsettling story of a hospital porter who 
impersonates a doctor.  It felt all too plausible.  More educational, but easy to read 
are two books by Atul Gawande, an American surgeon: 'Better: a surgeon's notes 
on performance' and 'Being mortal: illness, medicine and what matters in the 
end". Both are poignant, beautifully written and powerful. 

Best of luck settling back in to your studies.  I hope you thoroughly enjoy the year 
ahead. 

  

Richard Holland 
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Whilst starting university can be an exciting 
time, it can also be very daunting. To make the 
transition as smooth as possible, here are my top 
tips for surviving your first year of medical 
school! 
 

1. Work continuously throughout the year. 
Med school is known for being tough, and 
personally I think the sheer volume of 
material that you need to learn is what 
makes it hard. Unlike your GCSEs and A 
levels, cramming for med school exams 
just doesn’t work. By taking it week by 
week and making sure you keep up with 
your lectures and PBLs, you will be saving 
yourself a lot of stress and tears when it 
comes to exam season. 
 

 
2. Module 1 does matter! 

The summer before med school, I 
envisioned myself spending my first term 
learning how to save lives and perform 
operations, but actually I found myself in 
lectures about QALYS and research 
methods. Whilst it doesn’t seem like 
you’re learning ‘real medicine’, module 1 
does make up half of your end of year 
exam, so you can’t ignore it. Many people 
in the year above me told me not to work 
for module 1, and whilst you shouldn’t 
stress over it, I do think that you should at 
least read over the PBLs! 

 
 
 
3. Crash Course Orthopaedics & 
Rheumatology will save your life. 

Abandon any relationships you had 
before module 2, because Crash Course 
Orthopaedics & Rheumatology is about to 
become your new partner. This textbook 
covers everything you need for module 2, 
and is the perfect size for carrying to 
lectures and placement. This is the only 
text book I recommend buying for first 
year – it’s £25 but I got a second hand 
copy for around £15 on eBay if you fancy 
shopping around. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4. Don’t be afraid to ask for help! 

Starting a new course and being away 
from home makes it easy to feel alone and 
stressed at university. I think we’re a 
pretty friendly bunch here at UEA, and 
there are so many people you can talk to 
if you have a problem, such as your PBL 
tutor, personal advisor, medic parents – 
the list is endless. Don’t forget, it’s likely 
that someone else in your year feels the 
same as you, so don’t be afraid to ask your 
friends for help as well. 
 
By Millie Bach 
 

 

Tips for Surviving Year 1  
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Disclaimer: First off I would like to admit I’m not 
an expert when it comes to anatomy. I find it, 
complicated and near impossible to remember, 
but also really interesting, and when something 
finally clicks, extremely satisfying. For the past 
two years I have developed a few techniques and 
revision tips to help me get to grips with it. 
 
Don’t panic 
At first, anatomy seems completely 
overwhelming. You’re looking at a skinless 
human leg (praying you're not the member of 
the group to faint), clueless as to what any of the 
structures are called. For this, you need to be 
prepared. Anatomy is something that needs to be 
tackled little by little every week. Sue does great 
online podcasts, so try to get to grips with the 
basics before you arrive at each session and then 
you can really make the most of having the 
material in front of you during lessons. 
 

Don’t fall behind 

Now, I’m not saying don’t go to the Tuesday 
night LCR, I’m just saying that if you do, try to 
catch up on the workbook each week, and don’t 
leave it all till the week before the exam. 
Anatomy can feel like a dark cloud hanging over 
you for the entire term if you avoid it week on 
week. However, If you hack away at it a little at a 
time it won’t be a huge issue. 
Despite my warning, I'm sure most of you will 
leave it till last min, and believe me I don't blame 
you. 
 
Don’t get bogged down in detail 
In the first term there’s this impression you need 
to prove to yourself and others that you deserve 
to be here. That’s great, but don’t get bogged 
down in detail trying to outsmart your PBL 
group. It's really difficult to know where to pitch 
your learning level in anatomy. For instance, you 
could learn the attachment, innervation, and 
location of every single muscle in the lower limb, 
but apart from making you feel super intelligent, 
it is likely to be a waste of what little time you 
have. 
What you need to be able to do is learn the 
muscles (in location ie. Anterior Leg), what the 
groups do, what innervates the groups of 
muscles and where each muscles sits. (Actually, 

that is quite a bit of detail). 
I found it really useful learning the individual 
muscles by breaking it down into groups (or 
compartments), for example, posterior thigh 
(hamstrings), which includes Biceps Femoris, 
Semitendinosus and Semimembranosus.. 
Then, learn their innervation by group. For 
example, posterior thigh is innervated by the 
Sciatic nerve. Another option is to learn the 
innervation nerve by nerve - for example the 
Obturator nerve innervates the motor to the 
medial compartment of the thigh. 
I also found it most useful to learn muscle 
functions in groups - ie the hip abductors are: 
Gluteus Medius and Gluteus Minimus.   
If you learn the little bits individually it all comes 
together and you should be fine! 
 
Workbook 
The questions in the anatomy handbook are a 
really good guide to what will come up in the 
year 1 exam. The answers are released at the end 
of term, so don't forget to go over these. 
 
Tables, tables, tables 
Now this is just a suggestion as I know not 
everyone is into tables – but it really helped me. 
Moores Clinical anatomy do these great tables 
which summarise the muscles of each section of 
lower and upper limb. I used these to form my 
own tables on Word. These are really useful to 
make acronyms and (try to) go through weekly 
to make sure you know the muscles inside out. 
(This demonstrates I was too keen for my own 
good, don’t learn the origins and insertions!)   
 

[Continued on next page] 

 

 

Disastrous Dissection: How to tackle anatomy 
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Technology 
There’s some great apps and websites which can 
make learning anatomy that much easier. Firstly, 
I would recommend the Essential anatomy app, 
available on Mac, PC and tablets. It is quite pricy, 
sitting between £18-25 depending on the 
platform, however it’s really useful for 
understanding structures in relation to each 
other, and is interactive, making the complex 
human body easier to visualise! 
 
Secondly I would highly recommend websites 
such as teachmeanatomy.info for a great 
overview of topics. They do really nice pages 
with the basics of each area of anatomy, such as 
lower limb muscles. If you’re feeling 
overwhelmed, definitely head there first for the 
foundations, and build up detail with podcasts 
and Moores Essential Anatomy (lecturer's 
Recommended text book).  A hidden gem on 
blackboard is the Acland anatomy atlas. (Theme 
pages and SSS > Anatomy > Resources – All years 
> Acland anatomy atlas) 
 
If you’ve missed an anatomy session because you 
went heavy on a Tuesday night LCR, this 
resource can be really useful. Some areas of the 
body, such as the heart, can be difficult to 
visualise. Acland takes you through the actual 
dissection and rotates each structure around. 
Again, this is useful for understanding structures 
in relation to each other, but it also has a lot of 
detail.  

 
 
 

 
 
Finally, I know this might all seem a little 
daunting, and if you're like me your first 
anatomy session will be the first time you realise 
med school will actually be as hard as people 
said it would be. But, you’ll be absolutely fine 
and enjoy your first term! 
 
Oh and the room is cold – so bring a jacket. 
 
By Josh Chambers and Alice Appleton 
 
  

Above: teachmeanatomy.info 

Below: Images from Essential Anatomy 5 

Hi 

http://teachmeanatomy.info
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In 1880, a middle-aged woman paid a visit to the 
French neurologist, Jules Cotard, complaining of 
an unusual predicament. She believed she had 
‘no brain, no nerves, no chest, no stomach, no 
intestines’.  
 

Mademoiselle X, as Cotard dubbed her in his 
notes, told the physician she was ‘nothing more 
than a decomposing body’. She believed neither 
God nor Satan existed, and that she had no soul. 
As she could not die a natural death, she had ‘no 
need to eat’. Mademoiselle X later died of 
starvation. 
 
Although this peculiar condition eventually 
became known as ‘Cotard’s Delusion’ the French 
neurologist was not the first to describe it. In 
1788, Charles Bonnet reported the case of an 
elderly woman who was preparing a meal in her 
kitchen when a draught ‘struck her forcefully on 
the neck’ paralyzing her one side ‘as if hit by a 
stroke’. When she regained the ability to speak, 
she demanded that her daughters ‘dress her in a 
shroud and place her in her coffin’ since she was, 
in fact, dead. 
 
Cotard’s syndrome is a rare mental illness in 
which the affected person believes that they are 
already dead, have missing body parts or organs, 
or their body is putrefying (a process occurring 
in the later stages of death). These patients can 
often be found residing in the graveyard where 
they believe they belong and tend to not interact 
with people around them. These patients starve 
themselves because they don't think they need to 
eat as they are apparently dead. This delusion of 
negation prevents the patient from creating a 
reality of the world around them, distorting it. 
 
This disorder has been connected to a 
dysfunction in the areas of the brain responsible 
for recognizing and associating emotions with 
faces, including their own. For those of you who 
have done neuro may know that these areas lie 
in the fusiform face area of the brain (that 
recognizes faces) and in the amygdalae (which 
associates emotions to face). This causes a 
complete emotional detachment and removes 
any sense of personal identity when looking at 
their bodies. Equally, if these patients were to 
look at somebody they should know, for example  
a sibling or partner, they will think that they are 
an imposter. 

Cotard’s syndrome is often associated with 
psychosis eg: schizophrenia, neurological illness, 
mental illness, clinical depression, derealisation 
and migraine headaches. Weirdly, this syndrome 
is a rare side effect of Acyclovir and to its 
prodrug Vlaciclovir. 
 

Medications such as antidepressants, 
antipsychotics and mood stabilizing drugs have 
been effective treatments. However, 
electroconvulsive therapy (electric shocks) have 
been found to be better than pharmaceuticals. 
 
In 2013, New Scientist interviewed a man named 
Graham Harrison, who had attempted suicide 9 
years earlier by taking an electrical appliance 
with him into the bath, and awoke in the hospital 
believing he was dead. He said: 

“When I was in hospital I kept on telling them that 
the tablets weren’t going to do me any good ’cause 
my brain was dead. I lost my sense of smell and 
taste. I didn’t need to eat, or speak, or do anything. 
I ended up spending time in the graveyard 
because that was the closest I could get to death.” 

Doctors tried to rationalize with him, but to no 
avail. Eventually, Graham was referred to Dr 
Adam Zeman, a neurologist at the University of 
Exeter, and Dr Steven Laureys, a neurologist at 
University of Lie ge. They used positron emission 
tomography (PET) to monitor his metabolism. 
What they found was unsettling – Graham’s 
brain function resembled to that of someone that 
was sleeping or under anaesthesia with no idea 
why. 

Article continues on next page 

Murmur’s Creepy Condition: Walking Dead Syndrome 
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In December 2015 the Medical School piloted a 
scheme to train first year students as healthcare 
assistants. This was a voluntary scheme that was 
undertaken during the first two weeks of our 
module one placement. 
 
Your assigned placement for Module One 
determines where your training is given. I was 
placed at NNUH and the training sessions we 
were given taught us the skills needed for 
working on the wards.  
 
After these two weeks we completed 3 days of 
unpaid work on a ward, after which we had our 
paperwork signed off and were officially allowed 
to work on the staff bank. We had to stay an 
extra few days on campus after everyone had 
gone home to do this, which was a bit lonely in 
the evenings but was ultimately worth it. 
 
Normally applying to work as a healthcare 
assistant requires a long process, including 
application forms, interviews and two weeks of 
training. However, this scheme shortens this 
process as the university helps to arrange an 
interview for you and incorporates the training 
into your placement. 
 
In my experience, I did not feel as if I missed out 
on anything compared to my peers on standard 
placement. Everything they were taught was 
covered in our training, and we actually learnt 
more through the healthcare assistant training 
sessions. 
  
As a somewhat daunted first year working as a 
healthcare assistant massively improved my 
confidence in talking to patients. You learn how 
the hospital is run, ward routines and the role of 
different members of staff. It is certainly tough at  

 
times, as you experience NHS staff shortages, 
long days with short breaks and learn to make 
quick decisions thinking on your feet. However, 
it is an extremely rewarding and important job - 
you are often the first member of staff to start 
noticing if a patient is deteriorating, and also 
assist in nursing them to better health. 
  
For any first years wondering if they should 
enrol in the scheme, or older years wondering if 
they should apply for a job, I would highly 
recommend it. Some of my best and most heart-
warming experiences with patients have been in 
my job as a healthcare assistant. 
 
By Rachel Ward 
 
 
 

The healthcare assistant pilot scheme 

Graham is one of the lucky ones – he recovered eventually with the help of psychotherapy and drug 
treatments. Many who have suffered from the condition in the past have died from starvation, and 
some have even resorted to pouring acid on themselves in an effort to stop being one of the ‘walking 
dead’. One thing is for certain: Cotard’s Delusion, or ‘Walking Corpse Syndrome,’ illustrates just how 
little we still know about the human brain in the 21st century. 
 
By Kiran Khan 

Image: NNUH Twitter account https://twitter.com/NNUH 
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“I think, therefore…” 
 

Our command over ‘knowledge’ (i.e., an ability to 
act upon a set of beliefs justified by 
demonstrable theory in our existence) has 
defined us as a successful, flourishing species. In 
philosophy, that which can be considered 
‘absolute knowledge’ is least controversially 
defined as being a “justified true belief”, with 
three criteria: 
 

1.Proposition, A, is true in and of itself, 
2.Subject, X, has come to believe that A is 
true, and 
3.Subject, X, has demonstrated justification 
for such a belief. 

 
Though seemingly straightforward, this logical 
argument has caused many ironic implications 
that make it difficult for us to believe in anything 
at all! 
 
For example, the first proposition relates to the 
philosophical study of ontology – the nature of 
being, and objective truth. The important 
distinction, in and of itself, separates any prior 
notion that truth is a subjective, cultural norm 
that has arisen through the social necessity 
created during the journey of evolution. So, we 
might be able to say that the Holocaust is 
objectively, morally wrong, regardless of the 
opinion held by others. The fact that the 
Holocaust is wrong in and of itself is a 
demonstration of ontological truth. A proper 
understanding of ontology, objective morality, 
and the implications that these truths may have 
in the world today, would directly challenge the 
soft, lukewarm liberalism of our assured, opinion
-dominated society. 
 
Proposition two brings us to the study of 
epistemology – how we come to know things. 
For each “is this true?” that ontology asks, 
epistemology follows up with the more tangible 
“how can we know that this is true?” In other 
words, it is the path by which we follow in an 
attempt to reach a justified true belief, and may 
incorporate any combination of logic, reasoning, 
deduction, observation, data, and belief (in the 
belief!). Though we may be more easily able to 
come up with an answer to this question, we 
often come no closer to justified true belief. 

 
 

Our last premise is an unapologetic attempt to 
combine these abstract and challenging 
philosophical concepts in an effort to preserve 
our rapidly-deteriorating concept of knowledge. 
If you are feeling somewhat bothered about the 
sudden lack of certainty governing your life, take 
some reassurance that there may be at least one, 
certain belief, conjured up in the locked 
bedroom of a French gentleman having a week-
long emotional breakdown, known (or perhaps, 
not!) as Rene  Descartes: 
 
Say a demon were to possess you, making you 
suddenly doubt all things. You begin to question 
the existence of the very chair that you sit on as 
merely the sum of your sensory data. Even your 
sensory data can be boiled down to an illusion in 
an illusory world. Perhaps you are just a Sim 
character, being controlled by an overly-sensible, 
if not exceptionally-skilled, deity. Or worse – just a 
brain in a jar, being fed electrical stimulus, 
artificial nutrition, and appropriate ‘life’-giving 
support to convince you of the reality that is not. 
Can you be confident in anything, even the ability 
to doubt your very thought? Can any logical 
argument bypass this uncertainty? 
 
If I doubt, I must think. We cannot doubt our 
existence, while simultaneously being able to 
exist in order to doubt. So, if I am able to think… 
 
Aha! Therefore, I must be! 

1.I think, 
2.Therefore, I am. 

 
Suggested reading: 
“The Problems of Philosophy” - Bertrand Russell 
“Meditations of First Philosophy” - René Descartes 
 
By Matthew ‘Lenny’ Lenaghan 

A Little Lenny Lament 
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The book which has the honour of being 
reviewed is ‘The rise and fall of Modern 
Medicine’ by James Le Fanu. Immediately from 
the title you can tell that this book isn’t ideal for 
someone who likes to read to get away from the 
world of medicine. I for one think it is an 
extremely fascinating read though, and I will try 
my best to explain why. 

 

I’ll start with a bit about the author; James Le 
Fanu graduated from Cambridge medical school 
in 1974, he now combines his practice as a 
physician with regular columns in the Daily 
Telegraph as well as having published a couple 
of very well regarded books. The rise and fall of 
modern medicine was his first book; it was 
published initially in 1999 and he subsequently 
released a revised edition in 2011. It has 
received excellent reviews and has won several 
prizes including The Los Angeles Times book 
prize in Science and Technology (2000). 

 

The book starts with a “lengthy” (to say the 
least) prologue which itself is enough to reignite 
anyone’s passion for medicine. Delving deep into 
some of the biggest discoveries of the 20th 
century, “the twelve definitive moments of 
modern medicine” as he calls them, the author 
gives comprehensive descriptions of how the 
events came about. What he does very well is 
build a powerful and coherent picture of medical 
research and does so in in such a way that makes 
you feel such gratitude to those who were part of 
these discoveries.   

 
The twelve definitive moments  
1) 1941: Penicillin 
2) 1949: Cortisone 
3) 1950: Streptomycin, Smoking and Sir Austin Bradford Hill 
4) 1952: Chlorpromazine and the Revolution in Psychiatry 
5) 1952: The Copenhagen Polio Epidemic and the Birth of 
Intensive Care 
6) 1955: Open Heart Surgery – The Last Frontier 
7) 1961: New Hips for Old 
8) 1963: Transplanting Kidneys 
9) 1964: The Triumph of Prevention –The Case of Strokes 
10) 1971: Curing Childhood Cancer 
11) 1978: The First ‘Test-Tube’ Baby 
12) 1984: Helicobacter – The Cause of Peptic Ulcer 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

“Over the past fifty years medicine has metamorphosed from 
a modest pursuit of limited effectiveness into a massive 
global phenomenon employing millions and costing 
(hundreds of) billions.” 

 

He then moves on to address the title of the 
book; to talk more about why medicine was so 
successful in this period of time as well as why 
medical breakthroughs begin to decline. This 
part gets you thinking a bit more, he isn’t afraid 
of introducing controversial ideas which makes 
it all the more interesting to read.   

 

What I quite like about this book is that there are 
no real commitments that need to be made when 
reading it. With fiction books, once you’ve 
started you really ought to get to the end to find 
out what happens, or rather how the story ends. 
But this book is more a recall of history, 
explaining some of the most fascinating findings 
of modern medicine as well as giving an insight 
into the author’s ideas behind these discoveries. 
You could therefore read some sections interest 
you and then go back and read others, giving you 
a certain flexibility you won’t find with other 
books. 

 

So there we go, I hope I have persuaded some of 
you to give this book a try. If so, I am reliably 
informed that the library does indeed have it in 
stock (albeit just one copy), but they do also have 
an online version available. I would be more than 
happy to offer my own copy for those who prefer 
to have the book in the flesh! 

 

By Mohammed Alwan 

The Rise and fall of Modern Medicine Review 
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Creative Corner 
 

Rollercoaster, by Krsna Mohnani 
Her stomach squeals, 
Excitement stirs, 
Hesitant to go on, 
And that heart of hers; 
It stops, it beats, 
She tenses. 
She holds on tight, 
And alerts all her senses. 
It slowly begins, 
Her mind starts to race, 
She has blurry vision, 
Feels the wind against her face. 
The sound is muffled, 
She feels fear and regret, 
Tempted to let go; 
But doesn’t… 
 

Reaching a big dream may be absolutely terrifying and exhilarating. There will be highs and 
lows, and you will feel a whirlwind of emotions, and sometimes consider giving up. Know 
that anything is possible, if, when we’re tempted to let go, we just don’t. 
 

Artwork by Amy Jiang 

 Medium: black fineliner pen Medium: Crayola colouring pencils. 
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Anatomy Drawing Society 
 

These brilliant sketches 
are by students at  
UEA Anatomy Society’s 
‘Anatomy Drawing 
Session’ on the 20th 
October.  
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I think, therefore I am. The idea that our mind is 
linked to our existence isn’t so much a poetical 
platitude, as a desperate attempt to claim 
certainty and knowledge in a world beset by the 
unknown. 

Though we know much more about the brain 
than Renee Descartes did when he put forth the 
statement above, it is difficult to empathise with 
someone whose mind has started to decline. Pain 
may be universal, as are other experiences, but 
losing one’s acuity and mental abilities is rarely 
transient, and shared mostly by those in their 
11th hour. 

Unlike any other organ, the brain is self-aware. It 
can recognise its own failings. For example, an 
elderly patient may recognise that their memory 
is fading, and with it their connection to others. 
This can lead to distress, anger, and depression. 

As the condition gets 
worse, the patient may 
lose the ability to 
process information 
altogether, and the 
transition from 
independent to 
vulnerable continues. 
They may revert to an 
infant-like state, unable 
to comprehend what 

happens around them. 

Dylan Thomas, a famous Welsh poet, once 
berated his ailing father for giving in so easily to 
Death. “Do not go gentle into that good night/…
Rage, rage against the dying of the light”. 
Thomas’ father was blessed with a supportive 
son, and the benefit of lucidity can offer you the 
choice of whether to keep hold of, or shrug off, 
the mortal coil. Others do not enjoy that luxury. 

At our family dinner table, we sometimes talk 
about relatives who, in old age, have lost a firm 
hold of their mind. They have become forgetful, 
lonely, and sometimes catatonically dependent. 
Inevitably, we fear for our own future selves, and 
whether we will be victims of this condition. We 
are acutely aware that neurodegenerative 
disease, to give it a more formal name, is the 
precursor to a loss of autonomy. We swear that, 
should we find ourselves in such an extreme 

case, we would prefer to go gently into the night, 
rather than suffer in the eve. Call it a folly of 
youth, but we interpret the sanctity of life a little 
differently. 

Yet it is so against human nature to do so. The 
will to live, borne out of survival mechanisms, is 
intrinsic to so much of what we do, and how we 
view society. It’s an odd thought, but no one 
asked us whether we wanted to live. Simply, one 
day, we came into existence and that urge to 
survive kicked in. We are buffeted by pendulum 
swing of fortune and misfortune. We pursue our 
dreams, fuelled on by a dissatisfaction with how 
things are now. But when the dreams no longer 
come, when we are satisfied, do we have to take 
that same passive, accepting stance as we lie 
dying? Can we not be one step ahead of the pain 
of losing our faculties before we die? Can we not 
search for Death, before it finds us? 

By Rahul Mehta 

Death, and its Discontents 



 

13  

Perhaps the toughest annual sporting event, the 
Tour de France is the most well-known and highly 
contested Grand Tour in the cycling race calendar. 
Triumphs in recent years from the likes of 
Wiggins, Cavendish, and Froome have injected our 
television coverage with two-wheeled speed, and 
have hooked the British public on bike racing. A 
sport with a dark history of doping and deceit is 
now seeing a new era of self-proclaimed ‘squeaky-
clean’ athletes. That’s what they want us to think, 
at least, and as a fan that’s what I long to believe. 
 
In 2012, the most famous man in modern bike 
racing was indisputably found to have taken 
banned substances after years of mendacity – 
lying outright to the press, to his sponsors and to 
his supporters. Drug use in sport has been a 
bitter truth for years, from East Germany 
systematically doping Olympic athletes during 
the Cold War, to teenagers buying miracle pills 
off the internet to burn fat. The recent Russian 
athlete scandal, alongside the tarnished history 
of professional sport in general has led fans 
across the globe to question the legitimacy of 
their heroes’ achievements. Are these idols as 
clean as they claim to be? 
 
Recently the idea of ‘Therapeutic Use 
Exemptions’ (TUEs) has been making headlines, 
particularly in the case of Sir Bradley Wiggins, 
first British winner of the Tour de France, owner 
of five Olympic gold medals and role model to 
countless cycling enthusiasts. Hackers released 
personal medical records of a number of 
professional athletes, which revealed that many 
pro cyclists had been prescribed otherwise 
banned corticosteroids as TUEs, to treat asthma 
and hayfever. This is perfectly legal in the sport, 
as long as it complies with the World Anti-
Doping Agency’s regulations regarding the 
matter. As far as the rules go, no one listed in the 
hackers’ publicised material cheated – which is 
the concept behind TUE existence. However, one 
particular substance – injected triamcinolone – 
was used by Wiggo as a therapeutic exemption in 
the not too distant past. This potent 
corticosteroid was very popular back in the days 
when doping really had cycling gripped firmly by 
the throat, because it can be used to reduce 
inflammation and significantly cut down rider 
weight before a big race. Though not classed as 
doping in this case, it is a bit of a grey area and – 

perhaps – ethically questionable. Regardless, 
there’s no doubt that this story has left a bad 
taste in my mouth. 
 
As a medical student and keen triathlete I find 
performance enhancing drug use in sport an 
interesting topic, especially when doctors are 
involved (as they almost invariably are). I think I 
share the same bitter opinion with many that 
professional athletes will always be looking to 
gain an edge over their rivals, or to at least level 
the playing field by adopting the same ‘program’ 
as everyone else. Despite the best efforts of anti-
doping organisations this might always include 
pushing the ethical boundaries to reach new 
limits in competitive sport. 
 
I am sure all doctors are asked, at some point or 
another, to prescribe something that a patient 
does not really need. Whether it is antibiotics for 
a viral upper respiratory tract infection, or 
opiates for dubious self-reported back pain, I am 
positive that plenty of physicians will kindly 
oblige in order to please a demanding patient. 
The repercussions of this behaviour at first 
seems minimal when on a small scale, perhaps 
comparable to a healthy cyclist having a few 
puffs of salbutamol before the start of a race. A 
team doctor probably wouldn’t lose any sleep 
over conduct like this. And maybe, they could be 
convinced to make a dubious diagnosis of 
hayfever – put it down to benefit of the doubt. 
But that hayfever needs treating – they’ll need 
something strong of course, being outside all 
summer, plenty of pollen in the air. Before you 
know it, you’re injecting a whole team of young 
athletes with steroids, in the name of TUE.    
  
By Caolan Stowe   

Should Doctors Wear the Yellow Jersey? 
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The Great Big Elective Photo Competition 
Thank you to all who entered, Professor Holland found it so difficult it took him a week to decide 

and sought two other people’s advice. To get a better idea of the photos we asked each each 

entrant three questions: 

1. What quote would you like to go with the picture?  
2. Could you give a brief back story to your photo? 

3. Where in the world would you like to go next? 

Winner- Maithili Varadarajan 

1. “Use your smile to 

change the world. Do not 

let the world change your 

smile.” 

2. The Paediatric Ward in 

Good Shepherd Hospital, 

a small mission based 

hospital was always 

busy. As many patients 

and their families could 

not afford toys or 

crayons, the children 

would just sit on the 

wards in their beds. With 

local support, we bought 

footballs and toys for the 

ward 

3. I would love to visit 

Patagonia in Chile 

 

Jennie Sansom 

1. “Psychiatric ward or prison?”  

2. This was taken in Vanuatu at the northern 

provincial hospital’s ‘psychiatric ward’. 

3. South America! Specifically Argentina. 

       
 

 

Sarah Hickman 

1. “Half way round the Island” 

2. This photo was taken half way into my 18 mile run 

round the perimeter island I carried out my elective on 

(Rarotonga, Cook Islands), I chose this photo as I feel 

it shows the importance of exercise in medicine not 

only for patients but also for medical students and 

doctors. 

3. I am planning on carrying out Mountain Rescue 

training once qualified with the intention of working at 

New Zealand Ski Resorts in the future. 
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Jake Melhuish 

1. “Taking a dip in Zanzibar harbour after a hard 

week in A&E.” 

2. We took the ferry to Zanzibar after a hard week in 

A&E for some down time. We visited the beach in 

Stone town, the capital of Zanzibar. The boats in 

the picture are used to visit the local prison island. 

There were lots of children, after school they 

would practice their gymnastics on the beach.  

3. I've not been East, so I'd like to go to Thailand, 

India, Vietnam, Cambodia or Malaysia. 

 
 
 

 

Stuart Gallagher  

1. "There is always hope at the bottom of the biggest waterfall" 

2. A panorama of the Elephant Waterfall in Da Lat, Vietnam. After exploring for around an hour on motorbikes we came across this 

fantastic place, however, it is a miracle this photo still exists. Later that day my bag was stolen and held ransom by a local farmer who 

demanded I paid the equivalent of £40 to get my stuff back, the rest is history. 

3. I'd love to travel to India next, sampling the sights and fantastic cuisine. 

 

Dominic Linden 

1. “Ain't no river wide enough to stop supergally saving the 

children.” 

2. The picture was taken outside the charity surgical centre 

where we were on placement in Phnom Penh, Cambodia. Due 

to where the centre is and the lack of drainage around the 

centre it often floods as each day there is normally around 1 

hour of torrential rain. As there was no other way to get there, 

we had to walk through around 2 feet of water to get there. 

Luckily the surgical centre was slightly raised from the ground 

and so it didn't flood. 

3. The next place I would like to go in the world is India. 
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MedSin: Drug decriminalisation  debate 
On the evening of Thursday 6th October, the UEA Medsin committee organised a panel discussion 
aiming to explore the complexities around drug decriminalisation. It was a successful evening, 
bringing together a 4 speakers each with their own perspectives to bring to the table. 

In 1971, Richard Nixon started an unprecedented campaign declaring the war on drugs, calling it 
“public enemy number 1”. Through hard-line policy and crack-down on law enforcement, he believed 
that a world without drugs leads to a world without problems. Decades on, we are seeing the results 
of this. Many state that it has created more problems, and 
argue for decriminalisation as the answer. 

Wulf Forsythe-York, previously a public health doctor in 
Norfolk, touched on how drug policy should be treated as a 
public health problem as opposed to a criminal problem. Drug 
use does not exist in isolation; it exists alongside poverty, 
social exclusion, social inequality, with statistics showing a 
strong correlation between drug use and inequality. Addiction 
is a disease, and drug users should not be blamed or sentenced 
for their addiction, and gave examples of countries such as 
Portugal that have successfully implemented this policy. 

However, Dr Ben Walden, consultant addictions psychiatrist working for the Norfolk Recovery 
Partnership, argued how decriminalisation does nothing to undermine the criminal monopoly on the 
multi-billion-dollar drugs industry. Decriminalisation fails to protect the vast majority of society who 
are not drug users from the criminality associated with drug abuse. From working with NRP, he also 
fears that he would lose patients that have been able to access his psychiatry and addiction services 
and therefore seek medical help because they have been ‘criminalised’. Detox services offered in 
prisons can be very effective, however, he recognised that illicit drugs within the prison system itself 
is also a huge challenge that needs to be tackled. 

Another challenge raised by Joe Purshouse, lecturer in criminal law from UEA Law School, is around 
the flaws in the Misuse of Drugs Act 1971. It is agreed that class A drugs represent those deemed 
most dangerous and so carry the harshest punishments. However, research shows that the potential 
harm has little bearing on the class, and that it is based on historical and cultural assumptions rather 
than scientific assessment. Neither is it evident that a drug’s legal classification has any effect on its 
level of availability and use. Opportunities to reduce harm are therefore being missed, leaving the 
public confused and misguided. 

Bringing a more global perspective to the discussion, Martin Drewry, director of Health Poverty 
Action, discussed drug policy as a development issue. He argued that prohibition has fuelled poverty 
and failed some of the poorest and most marginalised communities worldwide. Criminalising small 
scale farmers and people who use drugs, prevents people from accessing state services like health 
care. It cuts off the support farmers would need, such as financing, to make a sustainable living 
growing other crops. Current global drug policies undermine development initiatives and, so 
pervasive is this issue, he believes that we cannot even achieve the SDGs without ending the ‘war on 
drugs’.  

 

By Monica Sharman, on behalf of UEA MedSin 

Clubs & Societies 
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Headucate 
 
On the off chance that you still haven’t heard of us, we thought we would 
make a brief appearance in the murmur. Let’s just get the formalities out 
of the way, shall we? Hi, we’re Headucate, and we genuinely want to know 
the answer to the question “How are you?” 
 
We’re a voluntary society run by students from all sorts of courses, 
working towards one common objective: destigmatise mental health. How is that, I hear you ask? 
Well, we train interested students, enabling them to partake in our mental health workshops which 
are held in secondary schools and sixth forms/colleges all around Norfolk. At these workshops, we 
aim to educate and encourage discussions around mental health conditions. 
 
However, we also understand that the idea of doing a workshop may be scary for some. That is why, 
we as a committee have decided on focusing on the community at UEA too, by holding socials for 
students where we can have fun in a safe space free or ridicule. 
 
Whether you want to do something positive for the community, or just be around some people who 
understand what you may be going through, Headucate is for you.  1 in 4 people WILL suffer from a 
mental health illness at some point in their lives, and they shouldn’t be made to feel ashamed to talk 
about it. 
 
For more information, check out the following sources 
www. Facebook.com/headucateUEA 
http://www.headucate.org.uk/ 
enquiries@headucate.org.uk 
 

Nightline 
 
This year, Nightline has undergone an exciting change and we now have a new office space, going 
from the bottom of Suffolk Terrace to a bigger and brighter space in the library. To find us, just go 
down the library stairs (or the lift) all the way to the bottom and we’re just around the corner; 
Ground Floor 02, LaRC space to be specific. 
 
For those of you who have no idea what Nightline is, we are a listening service run solely by student 
volunteers for the students of Norwich, where we listen to whatever you need to talk about. This 
could be anything from exam stress to homesickness, and Nightline lends an ear for whenever and 
why-ever you need us in a completely judgement free way. Even if you feel like what you have to say 
isn’t important, we are always happy to listen. That’s what we’re here for. 
 
Nightline is open throughout the night during term-time from 8pm to 8am, and all our volunteers 
receive lengthy training to ensure they are able to provide you with the best support possible. We 
are non-judgemental and non-advisory, we’re just there to listen, although we can signpost you to 
other resources if you need us to. Everything you share with us is completely confidential, as well as 
anonymous. 
 
We’re all very excited about this move because it means we can provide more comfortable 
surroundings for anyone who wants to drop by, whether that be for a chat and a cup of tea or to pick 
up some free condoms or a sexual health kit. We’ll also be right in the heart of campus, no more 
stumbling around in the dark trying to find us! 
 
Our phone number has also changed! It’s now 01603 597158.  

http://www.headucate.org.uk/
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Advertisements 
 
MedTutors4U 
Hi! 
My name is Nehal Yemula and I am the founder of 
MedTutors4U! We are a group of UEA medical 
students who are passionate about helping 
students achieve a place at a UK Medical School. 
We offer guidance with personal statements and 
interviews! 
If you know anyone who is interested in applying 
to medical school, then why not refer us?! 
Our website is – www.medtutors4u.co.uk 

Twitter: @MedTutors4U 
Facebook: https://www.facebook.com/
medtutors4u/ 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Norwich Snowriders 
ATTENTION ALL MEMBERS OF THE MDT – JOIN 
NORWICH MEDICS SNOWRIDERS IN 
VALTHORENS FOR A MAGICAL CHRISTMAS 
ADVENTURE! 

People of all abilities are welcome. With 5 full 
days of skiing as well as many exciting apre s ski 
activities (including a POOL PARTY) you’ll be in 
POLE POSITION for the time of your life! 

There are limited places available, so you’d better 
SKIdaddle. 

For more SKI-tails (I’m so sorry), see below: 

http://www.medtutors4u.co.uk

