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I personally cannot quite believe how quickly
my time at medical school has gone; it feels
almost surreal being a 4th year now. Making
sure I make the most of my time here is
something I believe is so important, and I think
it should be for everyone. My personal adviser
couldn’t stress that point enough at our last
meeting; a lot of junior doctors biggest regrets
involve not doing enough things they enjoy
during medical school, and I think there can’t be
much worse than looking back and feeling that.
Thinking back to my 3 years, I find myself
feeling along those sorts, and I have tried to act
on it while it’s still in my hands. I hope you all
take my humble advice and think about it too.
I’ve really enjoyed editing this edition, and I
wanted to mention some of those who helped
make it what it is. Firstly to all the writers who
put forward some real quality pieces of writing;
Haysum Asif’s creativity and eye for detail as
lead designer; Omar Carney for editing, and the
MedSoc team led brilliantly by Beth Murton.
We are always accepting new people to write in
the Murmur; so if you want to make this one of
your new hobbies get in contact
murmur.uea@gmail.com, or more simply find
me on Facebook.

This year we’re starting a little competition, we
want to know what our readers think is the best
article in the edition. More information will be
revealed soon on the MedSoc page!
Mohammed Alwan
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By Samirah Nakirijah

This summer was my first time visiting my
country of origin Uganda, a hotspot for
westerners suffering from the dreaded
saviour complex. Coincidentally, this summer
was also when a few medics (who shall
remain nameless), tagged me in a video of
Ugandan politicians engaging in a fist fight in
the middle of parliament. Needless to say I
was embarrassed. What I didn’t reveal;
however, was the extent to which the footage
saddened me.
Like most of post-colonial Africa, our road to democracy is still under construction. The arbitrary borders
drawn by colonisers did little to unify the people, and upon leaving they created a system of political
instability exploited by avaricious men. Among such offenders is Yoweri Museveni, our president for some
30 years. So what was all the fighting about I hear you ask? Well the “beloved” president wanted to put in
a motion to make him eligible to remain president beyond the current limit, and to put it colloquially, the
opposition wasn’t having it.
I get it, the idea of politicians fighting is funny. That being said, I implore you to remember a time where
you felt so much frustration that all you could do was react physically. That is how many Ugandans feel
about the system. A system where elections are rigged, voting
is redundant and outcomes are predictable. Contrary to the
western perception of Africa, Ugandans are aware of the
problem, and are desirous of change. But we are also realistic;
this government will not go quietly. So why compromise the
relative peace of the nation when the wounds from previous
civil wars are still open?

On my way back to the airport we drove past a plot of land the government had sectioned off. Beside it
stood a billboard advertising the plan for a hospital they aimed to build there. I remember smiling while
telling my half-brother how happy I was at the fact that our politicians were finally investing in the country.
He looked at me, startled by my naivety. “The government often force people to give up plots of lands
justifying it by saying it will become a hospital or something like that. But you walk past years later and
nothing has been built. Then one day you hear they’re building something completely different that they
can make money off, it’s all planned.” I couldn’t reply. “We used to play football there” he said.
I do plan on going back to Uganda next year. Like every younger sister I hope my brother is wrong.
Like every Ugandan I know he’s not.
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By Alex Humberstone

We are often afraid of talking about our health, whether it’s due to the fear of stigma or discrimination from others, or due
to a devout sense of privacy and confidentiality. This means that, particularly in the modern technologically-advanced
society that we now live in, many lay beliefs about medicine and diseases are derived from everyone’s favourite pastime –
film and TV. But exactly how accurate are these Hollywood representations, and do they really capture the trauma and
emotions that one experiences with any illness? What can we learn from them? In some cases, have these portrayals been
beneficial or even detrimental to real-life sufferers of these conditions? As a self-confessed film aficionado, in this series of
articles I will attempt to explore a select few of these medical portrayals and provide my opinion on where they stand
between gritty reality and movie magic. (Not gonna lie, it’s also a good excuse for me to watch lots of movies guilt-free).

Film #1 – The Theory of Everything
Amyotrophic Lateral Sclerosis or ALS – the most common form of motor neurone disease – is now a familiar name
following the Ice Bucket Challenge which went viral and massively raised public awareness of the condition in
Summer 2014. However, before that, ALS was known for one main reason – Stephen Hawking, the renowned British
physicist, has it.
Hawking’s remarkable journey from Cambridge physics student to celebrated scientist to terminal diagnosis to
medicine-defying survival was captured in film in director James Marsh’s The Theory of Everything (2014). With the
versatile Eddie Redmayne portraying Hawking, the film received critical acclaim, garnering several Oscar and Golden
Globe nominations.
Having watched the film twice now, I feel as though the plaudits and accolades are thoroughly well-founded. First
and foremost it helps that it is based on a true story, with Jane Hawking’s (Stephen’s first wife) insightful memoir
Travelling to Infinity: My Life with Stephen providing the foundations, but it’s nonetheless beautifully crafted and
profoundly moving too with an impeccable music score and strong themes throughout.
From the initial trivial clumsiness to being wheelchair-bound and almost entirely paralysed, the film charts
Stephen’s deterioration and the relentless unforgiving nature of a terminal illness. Through this progression, we are
not only able to witness the physical constraints of such a disease but the psychosocial impact as well – a seamless
balance is struck between the two. On close-up shots of Redmayne’s face, we see the emotional anguish and
frustration as he is unable to climb the stairs unaided or follow a simple motor command. At one point, when he is
given two years to live and the fragility of his own mortality dawns on him, he discards a chess set and half his
furniture across his bedroom. The doctor who ultimately
delivers his crushing diagnosis – lots of information, no time
for questions to be answered or concerns to be considered,
empathy that stretches as far as “I’m sorry” – could learn a
few tips in breaking bad news from UEA.

There is also a recurring theme of how an illness affects
not only the patient but those around them as well. In a
tender moment, Jonathan Jones, Jane’s second husband,
admits how he’s lost purpose and direction in life following
the untimely death of his wife to leukaemia. Furthermore,
Jane bemoans Stephen’s inability to fulfil a fatherly role
towards their young son who must seek nurturance from
Jonathan instead. Later on, when Stephen is comatose, the
pressure is on Jane alone to act in his best interests and
make the unthinkably-difficult decision of whether to
terminate his life support or not. This shows how we, both
as medical students and (hopefully!) future doctors, must
never forget the holistic approach to managing a patient, as
well as respecting the input of and impact on their loved
ones. Blimey, module one was right!

Emphasis is additionally placed on the difficulties of being an unpaid home carer without professional or social
support as Jane struggles to meet Stephen’s increasingly demanding medical needs. We also observe how a home
carer may essentially put their own life on hold, often without choice, with Jane comprising her social life and her
pursuit of a PhD in medieval Spanish poetry to tend to her husband. Lest we forget that the first Carers Act didn’t
come into legislation until 1995 (a full 32 years after Stephen’s diagnosis) and that, even now, 6.5 million people in
the UK are carers, the majority of whom are unpaid, unaided and either friends or relatives of the patient.
Unquestionably, the film is terrifically acted with Redmayne fully warranting his Oscar win for Best Actor.
Reportedly, Redmayne spent many hours studying Stephen in person or through online videos to prepare for the
role, and it’s evident in his mannerisms and ability to adapt to Stephen’s constantly changing state of health.
Though I profess to being no expert, his portrayal of spastic gait, dysarthria and dysphagia also seem convincing. At
the very least, they are eye-opening and thought-provoking. Felicity Jones should also receive great credit for her
role as Jane, delivering vulnerability and determination in equal measure.
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ALS/motor neurone disease (MND) is a degenerative neurological condition affecting the motor neurons of the
body. An unknown mechanism causes damage to these neurons, resulting in rapidly progressive skeletal muscle
weakness and atrophy. Eventually this can lead to whole-body paralysis, meaning movement, speech, swallowing
and even breathing are all impaired. Diagnosis is usually via nerve conduction studies and electromyography. There
is no known cure and, indeed, very few treatment options beyond simple supportive measures. Fortunately, MND is
very rare with just 2 in 100,000 people developing it each year in the UK - and these are mainly men over the age of
50. Stephen Hawking was diagnosed aged 21 and given just two years to live. He is still alive today, 54 years later.
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“I’m still pinching myself”
Interview with Professor Burns
By James Macaulay
“I’m still pinching myself slightly that this great opportunity
to lead the MBBS Course in Norwich has come up for me at
this point, it feels like the right time”. Professor Alys Burns
had been working for Health Education England (HEE) for just
over 10 years, and was looking for something new. “Within
my own career I’d just been looking to see what may be
another step for me. Scoping what was out there that might
fit with my own particular skill set where I’d have something
to offer, but would also be a challenge for me”.
In her time at HEE she had oversight of around four-and-ahalf thousand trainees within the east of England. “That
really was managing the whole of postgraduate training, from
foundation right to the completion of specialty training”.
Having previously worked as a consultant in anaesthetics and
intensive care, Professor Burns led both these specialties, and
helped significantly expand the Acute Care Common Stem
(ACCS) training pathway. You might think it’d be enough of a
job managing the post-graduate training for just your own
specialty. You’d be wrong. “My role also included the
Foundation Programme, emergency medicine, obs and
gynae, psychiatry, radiology, and over time I also looked after
paediatrics as well”. A lot to juggle then? “It was quite a big
remit. Clearly it’s a team effort so we had teams that worked
across different areas such as recruitment and assessment, as
well as heads of school for the specialties. My intention was
to have an overall strategic oversight but it did quite often
come down to an element of operational management and
getting stuck in and doing the work on the ground”.
With education at the heart of her work for many years, it
wasn’t just the trainees who were in Professor Burns’ sights.
“One of the things I was really passionate about was
developing our educators, running development days and
development sessions across a variety of areas, including
professional support and revalidation and assessment, to
keep our educators up-to-date and informed”. Making sure
the postgraduate training was up to standard formed a big
part of her role. “I did a lot of quality management visits to
our acute trusts in particular, and worked really closely with
them to tackle some difficult issues. So that was really
challenging but was also quite rewarding when you’re able to
turn around something that hadn’t been working well”.

good choice, what does she think of the course itself?
“There’s a real enthusiasm and passion among both the
students and the staff for the course and many aspects of it.
Clearly that’s something, whatever happens, that I would
want to retain and capture in a jar!”
Year on year Norwich Medical School does well on most
measures of producing “good” doctors. “The course is turning
out really well prepared graduates. We know that from the
feedback we get from the GMC, from our own graduates, and
from colleagues across the UK anecdotally we also hear that
they’re really good. So we’re doing something right and that’s
an aspect to make sure we don’t lose”. As you’d hope from
any course director though, Professor Burns is already
looking ahead. “What we need to do is make sure that we
future proof the course for the next 30 years”.
At a time of change in the profession, The Future is a topic
which is often brought up with some trepidation. “Right now
the course is in a very good place, however there are
definitely challenges ahead because of wider external factors
that are going to drive change that are outside our control.
There is a real opportunity amongst that to keep hold of the
core elements within the course that are good, but to also
look at how we can mould it for the future”. Facing
challenges on many fronts, the GMC too has been looking to
the future. “They’ve recently bought out a whole framework
of ‘Generic Professional Capabilities’. Some of them are as
straight forward as legible handwriting, and others relate to
more complex skills, such as dealing with complexity and
uncertainty, professionalism, leadership, and team working.
There’s also the issue of managing self, resilience, what are
your strategies when the going gets tough. Again, I think
that’s something that we could do within the course – there
are some really simple things that you can do that would
benefit not only our students but our staff, in terms of
preparing ourselves and looking after ourselves a bit better”.

When the going gets tough is likely a phrase that is familiar to
many healthcare professionals, and it’s something Professor
Burns is aware of. It’s fair to say that today’s medical
students are looking ahead with a real mix of emotions.
Excitement to get out there and put our training in to
practice, but also nerves. Not just the nerves that come with
being responsible for people’s care, but nerves about where
the doctor fits into this changing landscape, and the wider
pressures they’ll face. “Medicine may be undergoing a
change as a profession, it’s been through some really difficult
times recently which I think is true, but there’s a real need to
hold on to the reasons about why you came in to doing the
When it came to looking for a new endeavour, the position of job in the first place. In the end the patients have got to be
our number one priority. Offering them the very best and
MBBS course director came up at a good time. “I live in the
region and didn’t want to move away, so I was quite focussed highest quality care has got to be our ultimate goal, and that
doesn’t change, regardless of what’s going on around”.
on finding something that both fitted for me but also fitted
for my family’s needs”. Just as it is for students, for Professor
Burns it seems like UEA was a good choice. “I started in June
and everyone’s been very welcoming. I think the campus is
beautiful, and it’s a very positive environment to be working
in, which has made it a very good experience for me moving
from one quite big role to another”. Reflecting on her first
few months, “I can’t say it hasn’t been a steep learning curve,
but it’s been really good, I’m really enjoying it”. If UEA was a
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Haysum Asif &
Rifat Ershad

In honour of Black History Month, we have compiled
a timeline of a select few (amongst the many)
exceptional clinicians and healthcare professionals
who have advanced medicine and racial relations
across the world. These examples truly showcase the
pioneering achievements they accomplished - despite
facing the many historical challenges of their time!

Mary Seacole (1805 - 1881)


Born to a Jamaican mother and Scottish father
in 1805, she learnt her nursing skills from her
Mother who kept a boarding house for injured
soldiers.
 During the Crimean War, Seacole travelled to
England and requested to be sent as an army
nurse to the Crimea (known for poor medical
facilities), but was turned away.
 Undeterred, Seacole funded her own trip to
the Crimea and established a British Hotel to
provide 'comfortable quarters for sick and
convalescent officers'. She also visited the
battlefield, sometimes under fire, to nurse the
wounded, and became known as 'Mother
Seacole'.
 Mary Seacole awards - The Mary Seacole
Awards were created in her honour for nurses,
midwives and health visitors—they provide
an opportunity for individuals to be recognised
for their outstanding work in the black and
minority ethnic (BME) community.

Dr Daniel Hale Williams (1856-1931)

 A revolutionary surgeon, who performed one of
the first successful open-heart surgeries.
 He was known for expertly repairing the torn
pericardium of a stabbing victim.

He also founded the Provident Hospital in
Chicago – the first non-segregated hospital in
the United States and there he provided
training for many young black nurses.

Dr Charles Richard Drew (1904 - 1950)





A pioneering researcher who developed
innovative techniques for blood storage - he
also protested against the practice of racial
segregation in the donation of blood
He was appointed as the first director of the
American Red Cross blood bank.
The Postal Service issued a commemorative
stamp with his portrait in 1981.

Dr Donna Christensen (1945 -)




Dr William Hinton (1883—1959)




Representing the U.S. Virgin Islands, Dr
Christian-Christensen is the first female
physician to serve as an elected member of
Congress.
She then served as medical director for the St.
Croix Hospital in St. Croix, Virgin Islands.

Dr Hinton was the first black doctor to teach
at Harvard Medical School.
He was appointed professor at the medical
school and gained an international
reputation for his medical research.
At the age of 26, he declined an offer from
Harvard for a scholarship reserved for
African-American students, instead
competing for a scholarship open to
students of all races.

Dr Mary Malahele-Xakana (1916 –
1981)
Dr Mae C. Jemison (1956 -)





First black female astronaut in NASA history
(August, 1992).
After earning her medical degree at Cornell
University in 1981, she conducted extensive
research with the Centre for Disease Control
(CDC) on vaccines.
She continued, and quite literally elevated, her
medical research on the shuttle Endeavour by
conducting experiments in materials
processing and life sciences in space.






The first black woman to register as a medical
doctor in South Africa, in 1947.
Malahlele was a founding member of the
YWCA in South Africa, and active in the peace
and anti-apartheid movements.
She was a member of the Women's Peace
Movement, a member of the Fort Hare
University Council.
In 2015, Malahlela-Xakana was awarded the
Order of the Baobab (A South African civilian
national honour) for her revolutionary
7
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HOW TO...
By Bethany Wyatt
So you may think you’re a well-rounded chap with great social skills and the
ability to get through day-to-day life without regular awkward mis-haps - most
of us do! Then why is it when you walk into the hospital, this all goes out the
window, and medical students stick out like a sore thumb on placement?
This is why:
1)

Medical students will be loitering around the entrance of a ward, trying not to get in the way of beds and
nurses bustling past. They’ll be making uncertain eye contact at each doctor that walks past. Why?
Because they’re waiting for their consultant to claim them and save them.

2)

And if they’re not loitering there, you’ll find them standing around in an outpatient’s corridor because the
patient in clinic would rather not have a medical student. You can’t get your phone out and you have
nowhere to go, so you resume your role of loitering until you’re back in.

3)

Medical students will be standing round patient notes, maybe even a small crowd, reading through them
more thoroughly than any healthcare professional. You may have had them so long the nurse comes along
asking to have them back. Why? Because a complete logbook needs to know the exact ABG levels on
arrival and each point since, and you’re not brave enough to make them up.

4)

Medical students will be pacing down the corridor with a big backpack on. You know you should’ve taken it
to the CSRA lockers but you ran late and now you’re praying the nurse is cool with you leaving it in their
side staff room.

5)

Medical students will all have a Wesleyan pen attached to the lanyard around their neck. Let’s face it
everyone rates them and who would ever turn down FREE pens?!

6)

Medical students will be standing in the theatre changing rooms with a different coloured hat in each hand
and trying to remember which one they’re supposed to wear. It’s stressful enough getting into the changing
room once when you forgot the code - let alone having to go through it all again to change your hat
because you were told off for walking into theatre with the surgeon’s hat on.

7)

Medical students will be loitering nearby two doctors having a conversation on the ward, and trying to be
casual in catching one of their attentions. Why? Because you need a logbook signature and if you don’t
hang around now, you might miss your opportunity.

8)

Medical students will be clonking down the theatre corridor in clogs that are too big because the med
school only provide one size 6 and its not there. And once you find theatre 4, you freeze because you’re
faced with the operating door and the anaesthetic room door - and you don’t want to walk into anything at
the wrong time. So you resume your well-practiced skill of loitering again, hoping someone on theatre staff
comes along and saves you.

9)

There will be a polite stampede toward the common room, because there’s just been a research
conference finishing and someone heard there are free sandwiches.

10)

There will be a line of 12 students closely trailing the consultant round the ward, before finally crowding
around one bed. Most probably you’ll see 4 people hanging out the end of the bay because
there isn’t quite enough room for them.. Why? There must be a splenomegaly or something
inside.

???

11)

Medical students will freeze and try to not look panicked in front of a scary consultant.
You’ve just been grilled for 5 minutes on the pathophysiology of otitis media, and now
been asked (by an already unimpressed doctor) to look into an ear for the first time;
all you can really see is earwax and the consultant looks at you expectantly. There is
that 2 second window where you need to make a rapid decision: 1) Come clean that
you didn’t “see it” or 2) Lie that you did “see it” and look impressed at this great
finding.

So, as much as you may try to avoid awkward situations, it is unfortunately inevitable. But
hey, hang in there - you’ll become a pro at loitering, polite smiles and not getting in the way.

It All Starts With a Spit…
Being a hero is a lot easier than you think.
Being a hero is what UEA Marrow is all about. Founded last year, our society is for the charity
Anthony Nolan, which fights for people who are suffering with blood cancer and blood disorders.
Anthony Nolan helps people with these illnesses by creating a register of potential matches so that
individuals can donate their blood stem cells or bone marrow to people in desperate need of a
transplant, and possibly save their life.
The charity itself began in 1974 when the three year old Anthony Nolan was in critical need of a
bone marrow transplant. His mother, Shirley Nolan set up the first ever register to find potential
matches to save her son and many other’s lives.
Currently there are 620,885 people now on the register, and with 2000 people each year needing a
transplant, it is clear to see how important it is to find donors. So far over 15,000 people have been
given the chance of life because of this charity.
Since then, the charity has vastly grown. Anthony Nolan now finds 3 people a day their lifesaving
match. Across the country, Marrow – like our own society – has helped contribute ¼ donors to the
bone marrow transplant register. That is a phenomenal achievement and we want to make this
figure even better.
Our contribution to the charity as a society lies in the all-important donor drives. UEA Marrow hosts
these donor drives every other month where we provide information and the cheek swabs that sign
you up to the register. It couldn’t be easier: one cheek swab and your DNA gets sent off to Anthony
Nolan to see if you could be a potential match. That is what it takes to possibly save someone’s life.
We often find there is a misconception with stem cell transplants that it can only be done through
the bone, however this is not the case: 90% of transplants are done by giving blood, which is a
straightforward process called peripheral blood stem cell collection.
The myth that stem cell or bone marrow donation is painful is common and troublingly, it stops
people from registering to donate. We, along with Anthony Nolan want to fight this misconception
and encourage as many people as possible to join the register.
If you want to become a lifesaver or help our hunt for heroes then please find us on Facebook or
any social media at ‘UEA Marrow’ and feel free to ask any questions.
For more information, go to https://www.anthonynolan.org/
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As we are welcoming the gushes of winter wind, and bidding our summer goodbyes, it is fair to say that Halloween
season arrives. To celebrate the festivities, I will be continuing the Creepy Conditions column for this edition.
It is always wonderful to depict fairy tales just as they are, fiction, but when medicine decides to link a disease to
our childhood tale, we are presented with a doctor’s dark humour. I hereby present to you Alice in Wonderland
Syndrome.
Alice in Wonderland Syndrome categorises a group of clinical presentations which cause a person to feel that the
world around them is of a different size than to what it used to be. Their spatial awareness becomes disorientated
to the extremes where they cannot recognise whether a corridor passage is far or near, or they cannot tell how
close they are from the ground. Not only this, patients often feel their own bodies change size, particularly their
head and hands. It appears that Alice, the lead in Alice in Wonderland, also felt this…
“Alice took up the fan and gloves, and, as the hall was very hot, she kept fanning herself all the time she went on
talking: `Dear, dear! How queer everything is to-day! And yesterday things went on just as usual. I wonder if I've
been changed in the night? Let me think: was I the same when I got up this morning? I almost think I can remember
feeling a little different. But if I'm not the same, the next question is, who in the world am I? Ah, that's the great
puzzle!' And she began thinking over all the children she knew that were of the same age as herself, to see if she
could have been changed for any of them.”
Other symptoms include distorted time perception; patients can feel that time is moving too slowly. If the patient
was running, they would feel that time wasn’t moving at all, and this can lead to a feeling of insignificance and
futility. Furthermore, the perception of sound and sensation changes too and patients complain that the grounds
feel spongy.
“The hurrier I go, the behinder I get” – White Rabbit
Interestingly, this condition commonly manifests in children, so Alice clearly fits this condition well. Luckily it is
often self-limiting and goes away by adulthood. Parallel to Alice’s case, her weird adventure ends after she wakes
from her sleep.
`Wake up, Alice dear!' said her sister; `Why, what a long sleep you've had!' `Oh, I've had such a curious dream!' said
Alice, and she told her sister, as well as she could remember them, all these strange Adventures of hers that you
have just been reading about.’
Causes of Alice in Wonderland Syndrome include the Epstein Barr Virus and temporal lobe epilepsy and so this
syndrome can be described as a side effect. Some specialists consider it a type of aura, a sensory warning preceding
a migraine. It is possible for there to be no cause too – everything goes in medicine! It is believed that the author of
Alice in Wonderland, Lewis Carroll, suffered from this condition as he often complained about severe migraines.
Several neurologists have done M.R.I.s on patients with the condition, though once the bout has passed, there’s
usually no sign of unusual brain activity. Dr. Sheena Aurora, a Stanford neurologist and migraine specialist, was the
first to scan the brain of a 12-year-old girl in the middle of an episode. According to Dr. Aurora’s 2008 report,
electrical activity caused abnormal blood flow in the parts of the brain that control vision and process texture,
shape and size.
Although there still needs to be more research into this syndrome, it is clear that medicine always has a way to
surprise you. I will leave you with my favourite quote form Alice in Wonderland:
“It's no use going back to yesterday, because I was a different person then.”
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Written by Kiran Khan

Exercising Your Health

Have you ever heard this said
before “Doctor’s are the
unhealthiest people”? Or
have you ever learnt about a
disease during lecture and
convince yourself that you
have that very same disease?
Well do not fret for this is
commonplace amongst
medical students. After every
nutrition lecture I would find a
new drive to eat healthier and
exercise more. Although the
former is still a fluctuating
principle in my life, exercise
was soon to become
something I looked forward
to.
Whatever may be your reason
to exercise, say whether it is
to build stamina, lose weight,
to strengthen muscle etc you
usually feel good after you’ve
done it. Well, if you are as
unfit as I am then maybe not
right after and although you
may feel as if it’s only made
you even more tired. You
may have heard this many a
times before, physical activity
releases endorphins which
make you feel happy.
Well this is true! Our bodies
are designed to move. Our
joints, muscles, skin and
ligaments are all adapted to

Abhinaya Chandra

enable easy, fluid movement.
Our blood is circulated with
movement. Being stationary
restricts the amount of blood
flow to your brain.

is not merely a period of rest
but a critical function by
which your body regulates
essential functions, such as
growth, respiration and
immunity, allow increasing
In the past, one had to be
neuroplasticity ad memory
quite active just to live their
through remodeling of brain
everyday life, however,
cells. Although it is not
machines have slowly
completely clear as to how
replaced manual labour and
exercise can help prevent
they have made it easier for
mental problems such as
us to live. Exercise does not
dementia, depression and
have to be about running,
Alzheimer’s. one theory states
swimming or gym. Simply,
that exercise or increased
being more active can help
activity releases chemicals
improve ones mental and
called ‘Brain derived
physical health immensely.
neurotropic factors’ which
Being a medical student
helps brain cell growth and
requires hours of studying.
release of dopamine, affecting
Whilst we sit down to use our
mood and thinking.
brains, we are indeed doing
the opposite of what we
Thus, the health benefits of
intend to do. Sitting for long
regular exercise or simply an
periods of time reduces blood increasingly active life can
flow and perfusion – both of deter one from sleep and
which are important for the
memory problems, lower
brain to stay alert.
cognitive function, stress,
depression and anxiety. It may
Medical literature has time
not be easy to suddenly start
and again told us that the
most effective ways to reduce exercising, however, the key is
to take it one step at a time.
the risks of heart disease
As they say, good things come
diabetes, Alzheimer’s and
mild depression is through a to those who sweat.
more active lifestyle. If you
keep active, you are more
likely to sleep better and sleep
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Do No Harm - Henry Marsh
A book review by Yzobelle Barcelos

“Primum non nocere” or “Firstly, do no harm” is a part of
the Hippocratic oath taken where, historically, doctors
swear to the gods of healing that they will uphold certain
ethical standards in their medical craft. However, in
Henry Marsh’s book “Do No Harm”, he illustrates how in
reality, doctors cannot wholly “do no harm”.

Not only does Dr Marsh share his stories of his patients,
but also his personal experiences as a patient himself, a
family member of a patient and experiences of death as
both a doctor and a family member. “What makes a
good death?”, Marsh questions the reader and gives a
thought - provoking perspective that will make you
question your own existence. The book touches on many
sociological themes of healthcare and philosophy as Dr
Henry Marsh, as one of the UKs foremost
Marsh also illustrates the inequalities of health care
neurosurgeons, illustrates the unpredictable nature of
between the UK and other parts of the world, where he
medical treatment and all the emotional turmoil that
describes his trip to a Ukrainian neurosurgical hospital as
comes along with it. Wittily, he titles his book “Do No
being “a little better than what one might find in the
Harm” yet fills the pages with stories of the
Third world”; giving his thoughts and opinions on the
complications and his mistakes in neurosurgery, which
healthcare system and the government - “F*ck the
may have cost a patient’s quality of life, independence or government and f*ck the pathetic politicians and their
even caused death. Dr Marsh gives us a meticulous and fiddled expenses and f*ck the fucking civil servants in the
honest account of the decisions he makes as a doctor,
f*cking Department of Health”. Marsh unapologetically
and illuminates just how difficult that is. There are many narrates his tales true to himself, with all the sarcasm,
risks with medical treatment, especially within the field entitlement, arrogance and swearing. This makes the
of neurosurgery, where Marsh describes his work
book even more of a great read as he comes across as
removing brain tumours; how even a smallest cut in the genuine, with "no care for the consequences" about
wrong direction may render a patient significantly
filtering his actions and thoughts, no matter how savage
paralysed or put them in a coma, portraying the erratic
or pretentious they are.
capacity for medical treatment to do more harm than
good.
Reading each chapter, Dr Marsh may seem like an
entitled, egotistical neurosurgeon as he queues at the
Have you ever wondered what it is like to see a patient
supermarket confessing being “annoyed that an
years after you had left them in a coma during surgery? important neurosurgeon like myself should be kept
Dr Marsh describes his visit to a nursing home run by
waiting”. However, his self-reflection and awareness of
catholic nuns for the long-term care of brain-damaged
being quite arrogant and wanting special treatment
residents, where at least five were his former patients.
helps us understand just how great the responsibility
Every chapter is named after a medical condition of the and immense the pressure of being a neurosurgeon is,
brain, where Dr Marsh shares his every day encounters and perhaps this does deserve such humble entitlement:
with different patients with interesting neurological
“They call us heroes, and sometimes gods…whereas the
conditions. Every triumph, mistake and poor decision
surgeon has known heaven, having come very close to
that he shares in his book is accompanied with
hell”. Despite the suffering Marsh depicts, readers can
philosophical self-reflection and a plethora of human
see that his clear passion for neurosurgery and the care
emotions – very different to what he describes as the
for his patients outweigh this. This is definitely a
“hardened, all-important, invulnerable young doctor”.
worthwhile read for anybody interested in the life of a
From stories of curing trigeminal neuralgia, to entrusting neurosurgeon; especially those interested in
a trainee with a surgery where they had mistakenly cut
neurosurgery who wish to gain some encouraging words
the nerve root, permanently paralysing the patient.
from Dr Marsh: “Terrible job neurosurgery. Don’t do it”,
Marsh describes his personal growth: “I am less
“Doctors I tell my trainees, can’t suffer enough”.
frightened by failure - I have come to accept this and feel
less threatened by it and have hopefully learned from
the mistakes”, a valuable source of insight for anyone;
not only prospective doctors.
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4 ways to regain focus when overwhelmed
with studies By Umeyma Musse
It is not uncommon to feel like you are stuck in a rut studying medicine. With looming deadlines and tons
of work to catch up on; all the while whilst still attending lectures and undertaking new learning – it can all
become too much.
It’s difficult to not want to give up in those situations and even more difficult to see a way out of them.
Below, I’ve compiled a list of steps that have helped friends and myself to regain a sense of control in situations like these and I hope you will find them of use.

1. Braindump
Literally what it says on the tin; ‘dump’ all your tasks, deadlines, worries and anything else on your mind
onto a piece of paper.
There is a great sense of relief in de-cluttering your mind and having the contents of your head displayed
on the page in front of you.

2. Prioritise
A lot of our anxiety with having many tasks to complete comes from placing the same importance and urgency on all the tasks when this is not the case. Some belong on a to-do list whilst others belong to a wish
list.
By planning how to prioritise the work, you neutralise any thought of alternative tasks that you could be
doing.
Tasks can be organised by urgency, size or simply by how uncomfortable they make you so you can get
them over and done with.

3. Simplify
Now that you have identified most important task of the day, you need to break it down into simple and
manageable tasks. This cannot be done effectively without a basic grasp of what the task will involve and
visualising it in advance helps you avoid those all too familiar ‘How do I do this?’ breakdowns.

4. Execute
Work out what works for you in terms of the length of study blocks, breaks; and of course any distractions.
Most importantly, identify what type of learner you are in order to maximise your productivity during
these study sessions.
You will be surprised at how much more intentional and purposeful your days will become by following the
simple steps above, and slowly but surely, you will begin to earn back control.
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Q&A With Dr Swan (F1)
Q1) What time do you start and end each day? Do you actually do as much overtime as people say?
Yes and no! It completely depends on the job, staffing levels, location and even time of year. I've had one rotation
where it was the norm to finish 3 hours late at 8pm and have to be back for an 8:45 start every day. Equally I've had
other jobs where I finish on the dot of 5pm and manage to get a decent lunch break. Sometimes you do feel
overworked, but overall it is manageable.
Q2) What are the best parts of the job?
It is an exciting job and you do get to do some really interesting things on a day to day basis. No two days are the
same and you really do make a difference to people so it's very fulfilling.
Q3) What are the worst parts of the job?
Frustrations with the system. The NHS is wonderful but it's incredible the amount of shifts that will be short staffed
or mistakes made by people because of being over worked.
Q4) What is the ‘average’ shift for you? I.e. what do F1’s actually do day to day?
So a normal day on a general surgical or medical job will always begin with handover of any patients who were
unwell overnight and being told of any new admissions. Then there's a ward round, these can last anywhere
between half an hour to 6 hours depending on the specialty and the consultant you're working for. Often they're
lead by seniors (registrars or consultants) but as an FY1 I often did my own ward round of patients a few days a
week. This is followed by the jobs generated from that ward round, referring people, booking scans and procedures.
All of this is sprinkled with prescribing drugs, assessing sick patients and taking bloods and putting cannulas in.
5) What was your first day like?
I can't actually remember my first day... it was a bit of a blur and I finished 3 hours late. I think UEA prepared me
well and I just rolled up my sleeves and got on with it! There wasn't any time for a wistful reflective moment on my
first time as a doctor!
6) As someone who has graduated, what bits of advice would you give current med students?
Enjoy yourself. I had some of my best experiences during medical school and I loved every second at UEA. Work hard
but remember that life is not defined by your OSCE scores. Take opportunities to do things that put you out of your
comfort zone.
7) Have you taught any med students yet? What do you think of them?
I have taught medical students and generally speaking you guys have impressed me. A piece of advice would be to
ask questions when on placement, people don't mind if you ask! There's nothing worse as a student than going on a
ward round not being able to hear what the consultant is saying and not understanding what's happening for 3
hours!
Q8) Compared to other Dr’s, how does UEA place you in terms of knowledge & preparedness?
UEA prepares you remarkably well to be a junior doctor, I felt as though the transition between medical student to
doctor isn't as significant as people make out as a result of that. That said, it is thought that UEA doesn't prepare
students as well for postgraduate exams as our basic science can lack a lot to be desired! I don't think this is a
serious thorn in our side though as I know many people who have managed just fine with enough work.
Q9) What would you say to people coming to UEA about joining a club?
Join a club - not least because when you're finished with medical school you'll still have a group you can visit
and feel part of at UEA. It's like having another family.
Q10) Are going to conferences etc. worth it whilst in med school or should I just wait until I’ve graduated to
go to them?
Conferences might well be useful. I never went to any and I don't feel disadvantaged as a result. If you do
choose to go make sure you're interested as it won't add too much to your CV unless you're presenting.
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How can Trauma and Orthopaedic surgeons interest the next generation of
medical students in a Trauma and Orthopaedic career By Saurabh Deore
In the NHS, 20-30% of the GP consults are of
musculoskeletal origin. According to a report by the
Centre of Workforce and Intelligence, the load for Trauma
& Orthopaedics (T&O) is predicted to increase by 50% in
2028 as compared to 2012. This upsurge is happening as
you read this, and consequently there is a need for
proportional growth in the number of Trauma and
Orthopaedics (T&O) doctors. With other risk factors such
as obesity growing, it is up to the T&O surgeons to ensure
that the increased disease burden is balanced with more
trainees.

colleagues and junior doctors for advice as they see their
future selves in their shoes. However, todays F1 surgical
posts lack opportunities to attend clinics and have poor
theatre time. F1 doctors spend their hours filling papers
and doing ward work. A stressful, unfruitful experience
with occasional reports of bullying in foundation years
have a domino effect over the younger peers. Surgeons
have a responsibility to recognise such difficulties and
support foundation trainees to prevent T&O and surgery
as a whole from plummeting into unpopularity. After all a
respectful workspace is in the patient’s best interest.

‘A little learning is a dangerous thing’, this has more truth
in medicine than most other professions. An independent
review by Shape of training quotes ,‘Appropriate
organisations must provide clear advice to potential and
current medical students about what they should expect
from a medical career.’ On the contrary, T&O teaching
forms an exceptionally small part of medical school
teaching with most of the rotation being combined with
rheumatology. The lack of information in T&O provides an
ideal breeding ground for misinformation to propagate.
Discussions quite often shift from the values of the
profession towards the financial benefits. Medical
students aspire to have a positive impact on patient
health and surgeons need to remind them that the T&O
speciality holds no exception to this sentiment. Maybe,
this is what the speciality is lacking, to showcase the
goods it has to offer and go beyond the limits of medical
school syllabus to spur interest. After all, it seems unfair
that a speciality with sub-specialities in paediatrics,
oncology and sports medicine remains concealed from
the students.

The subject of Change

The subject of generating curiosity
Medical societies already collaborate with T&O surgeons
at most universities to bridge the gap of knowledge in the
field, and it is proving to work. At my university, the
biennial Trauma and Surgery conference is something
many students look forward to. Innovative topics,
simulations and hands-on experience with workshops
pave a path for students to independently research and
decide if they see a future in this field. Whist highlighting
the forthcoming technological advances, such
conferences also allow a peek into the past. The birth of
ATLS and insight from battlefield experiences in the
progress of traumatology are just some of the fascinating
tales of medical history. It is the nature of this interaction
that we hope seeds the curiosity for knowledge. T&O
surgeons have several interfaces to have an impact on
medical students. Mentor-mentee programs allow
students to engage with T&O surgeons to become
involved in research and audits. This can be a symbiotic
relationship where the surgeons can benefit from the
extra help in their work whilst providing a productive
experience for the students. Students with a growing
interest in the field should be nurtured. Electives in T&O
and information about career prospects in T&O should be
promoted amongst such students.
The subject of dissatisfaction
Young medical students look up to their final year

An old adage states, ‘Change is the heartbeat of growth’,
yet for decades surgery has been dominated by men and
unfortunately, T&O surgery has more male surgeons than
any other surgical specialty. This trend is changing with
an increase of 63% of women applicants in T&O training
from years 2008-2012.i With the global drive for equality
stronger than ever before it is time for the surgeons to
welcome such a transition. Female surgeons need to be
endorsed to lead teaching and decision making. It is near
impossible for women to go by medical school without
being advised against surgery for a variety of reasons, but
most often because they would not be able to have a
work-life balance. Different certainly, but is the field of
surgery so immensely difficult compared to other
specialities? T&O must shift its image from a discouraging
field to that of equality, diversity and respect.
Medical students today need to see a profession capable
of accepting a change for the better. Belief is essential
and with the developments in junior doctor contracts in
the recent times it is only going to get harder to prevent
brain drain. T&O as a community has the opportunity to
breathe life into the system in times of immense stress
and doubt over the future of the NHS.
Conclusion
Surgeons have several options and opportunities to have
an interaction and breed the academic interest that
already exists amongst students. It is however the other
issues which will prove to be of paramount importance
when it comes to selecting a speciality for the future
students.
T&O surgeons need to address issues regarding equality,
surgical foundation doctors in training and perhaps
medical school training. Whilst many of the issues
discussed apply to surgery in general, some of them are
more prominent in T&O. If addressed correctly it gives
back T&O the edge it has historically had in surgery and
medicine.
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How To Be A Medic - A (non-essential) Guide For Freshers
By Holly Harrison-Reid

It’s your first year of medical school and you probably have a lot of questions. How do I make sure everyone in
my halls knows I’m a medic? Why do people on other courses keep pretending to be busy without recognising
that my course is SO much harder? Don’t worry. This vital guide will help you iron out these common, infuriating
issues.
Tell everyone you’re a medic in the first sentence you say to them.
I’m sure you’re already telling everyone but keep in mind that this needs to be as early on in the conversation as
possible. What are you going to talk about otherwise? Their course? Shudder. Make sure to tell them a bit about
medicine too, to really get them interested. Don’t be obnoxious about it; maybe just a bit about how much you
like the course, your opinion on traditional vs PBL based courses, the modules you’re doing, what part of
medicine you’re going into and what PBL you have this week. Just the main stuff you know?
If anyone says they are ill, give them medical advice. Especially if you actually have no idea what’s going on.
Confidence is a huge part of medicine (which is something you really should have mentioned when you
introduced yourself-see above). This means you can’t let the fact that you haven’t done dermatology yet get in
the way of you telling your friend that the non-blanching rash with photophobia, neck stiffness and seizures is
probably just eczema. They’ll respect you more for bold diagnostic strokes than for telling them to see their GP
and anyway, who needs a GP? You’re a medical student. It’s the same thing.
Wear a lanyard, MedSoc hoody, or stethoscope to every social event.
Does Superman go around saving lives in jeans and a nice top? No. He wears a costume to let everyone know
he’s superman. You must wear your costume at all times to make it clear that you scored 2900 in your UKCAT,
have definitely said the words “Ooh, what a nice stethoscope” at some point, and can probably take someone’s
blood pressure. Maybe. Better still layer the stethoscope over the lanyard over the hoody. Perfection reached.
Ensure everyone knows that you’d only ever consider being on a medic sports team.
Joining a sports teams, as you’ll read in any fresher’s guide, is a great way to make friends. I would like to add
“with other medics”. People on other courses are generally smart, funny, well-rounded individuals who it is a
genuine delight to get to know. To be honest, it would probably actively make you a better and more interesting
person if you got to know people doing something different to you with their time. Since we all know that any
activity which doesn’t involve having the word “medic” emblazoned on your chest is a waste of time this is
impossible, but it’s nice to dream about the friendships that could’ve been.
If anyone else says they are busy, let them know what busy really means.
Objectively, you know your friend doing physics who has until tomorrow to hand in a lab report they haven’t
even started yet thinks they’re busy. However, you also know they’re wrong. Save them from this grievous
mistake by telling how busy you are. Your 10 lectures a day. A million miles away in the BCRE. The thousands of
hours you have to spend writing up logbooks (most of which you actually spend changing the font and layout to
try and make it look neater).
You don’t mean to put them down but if you don’t yell “I haven’t even had the time to make pesto pasta for a
week, you don’t know how good you have it!” at them, how will they learn?
Take any insult to medics, medicine or even healthcare in general as a personal attack.
This comes after you’ve told your “busy” *scoff* friends about how hard medicine is.
“Yeah, to be fair medicine does sound horrible, haha”.
How. Dare. They. Medicine might be hell but at least it’s your hell, and now that all of your friends on other
courses have inexplicably stopped talking to you then it’s you and the medics forever. A dream come true, right?
Finally, I am actually going to give some genuine advice. A bit moist, I know but needs must. We know that
medical students are generally thrilled to be doing medicine; as is everyone else who gets to do a course they
really want! That’s fine; enthusiasm is a good thing, but it’s also important to join in and integrate with
everything UEA and the medical school has to offer. Try not to arrive with 10 hobbies and leave with one;
medicine. Not only will it make you feel like you have nothing to fill your time but studying, it also isn’t a great
way to make friends.
Plus, integrate and everyone on concrete confessions might stop hating us. Unlikely, but possible. Give it a shot.

16

Five reasons why joining NMHC will be the best decision you make at university
By Libby Elliott and Ozzie Bartlett

Norwich Medics Hockey Club came from humble beginnings after it was set up in 2010 by Dr Peter Brooke. Having started
with only 15 members it has now tripled in numbers - who doesn’t love a rags to riches story? If you don’t think you need to
join NMHC then by the end of reading this article you will hopefully have been proved wrong! So here it is, 5 reasons why
joining NMHC will be the best decision of your university experience.
Hockey
Hockey; The hoc-KEY to success. We do actually play some hockey. Every Sunday afternoon (feeling fresh after a night at the
LCR) we all come together in the sports park. Do we just go to find out the gossip from the night before? Probably. Do we
actually manage to improve our hockey skills in the meanwhile? Yes… well sometimes. We currently have a solid 1st team led
by Adersh Saravanna and are hoping to expand this in the next academic year by creating a second team captained by Miles
Geldart in order to give equal opportunities to everyone of all abilities. We are involved in the local summer league and
recently won our first match putting us up at the top end of the league! For those, who as mentioned before like to come for
the gossip, there are regular friendly matches throughout the year. You may or may not know that the N in NMHC stands for
No discrimination and we are open to all students on healthcare courses.
Tour, tour and more tour
The single most important thing about is NMHC is tour! You are in for a treat if you join as we don’t just have one - we have
two. First we begin with TITS, otherwise known as Tour in the South. We embark on the bus on a Saturday morning and
arrive late afternoon for a curry and an unforgettable night out in Southampton. If you’ve never heard of Jesters then where
have you been? Think LCR but underground and the floor twice as sticky- that should give you a good idea of the type of club
we’re talking. The next day we head to the pitches to play some hockey - with no umpire and music blaring its carnage but
believe us, it’s the best weekend of your life. Until that is you have the actual best weekend of your life; NAMS. This is a
tournament for the National Association of Medical Schools. This is where the big boys go to play. Everyone is ready for
some proper hockey after the pre drinks that is TITS. This is the main event. We put on a good performance on the pitch but
we give an even better performance off the pitch being the loudest team there. This year we headed up to Scouseland,
although walking down the strip we may as well have been in Magaluf. There are no PG stories that can be included in this
article so join if you want to find out more
Mates and potential dates
A friend made in NMHC is a friend made for life. NMHC allows you to connect with the older years and see first-hand that it
is possible to pass third year of medical school. NMHC also has a few celebrities within the club including James Chia;
publicity secretary for Medsoc and the man, the myth, the legend, Matthew Thomas-Davies. We also have a few NMHC
couples so no need to waste time scrolling through tinder; could you have the first NMHC wedding? On a more serious note,
NMHC provides a place where you can seek support for all aspects of university life whether that be academic or emotional.
It provides a good support system if you are not sure where to go as it is likely everyone has experienced something similar
at some point as we are all on the crazy ride that is medicine.
Shindigs
Let’s get down to the nitty gritty: the socials. First off we have boot camp to welcome the new comers to the club. We start
by going to laser quest: no it’s not just for year 8 birthday parties. Following this we go on a pub crawl through Norwich’s
finest pubs and end up where else than the LCR. A new social introduced by last year’s social sec’s Task Toyoda and Sumbal
Bhatti is charity shop social whereby you get given another member and have to buy them an outfit for five pounds or less
from a charity shop. You really learn who your friends are after this. But NMHC can also be classy and prestigious when
needed as we round off the year at the Assembly House for our annual general meeting, however we can’t promise that
what went on in Propaganda after was as classy.
Learn more than just long corners
So what else do we provide other than hockey, weekends away and friendship? We provide our good members with an
education. We hold regular mock OSCE’s and revision events that anyone is welcome to come along to. It also allows the
older years to dabble in teaching, which can be added to their CV as well as seeing if this is something they are interested in
for the future. We can all share resources and exam tips in order to further our learning and make sure no one is struggling.
If that wasn’t enough we also have a bonus point for you. NAMS 2018 is coming to Norwich. You heard it here first. There
are rumours of a Zorb slide, word on the street is the A-list LCR DJ may be performing and it’s been heard on the grape vine
the Queen may be returning to UEA.

17

