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Editorial

From the General Editor
illiam Blake said “Great things are done when
Men and Mountains meet”. When the men are
Birmingham Medical graduates, a great
number of publications ensues.
In this edition of Aesculapius we have a report of 40 years
of the Birmingham Medical Research Expeditionary Society
and reading the article makes you feel as if you are climbing
the mountain with Jo Bradwell. They have over 200 research
publications.

Particularly pleasing is that several of them are getting their
work published in other journals as well as in this edition of
Aesculapius. This year we have 3 invited student papers from
medical or dental students including: students’ perspective of
the new dental hospital, music in the mental asylums, and a
paper about the extensive range of activities of the Med Soc:
how things have improved from my day.
Submitted papers include one on the son of Jacob Epstein,
the activities of Conan Doyle in Birmingham, and the origin
of the airbag. Photo Commentary as usual
has excellent pictures, this year of Bodenham.
There are two reunions, and as anticipated
last year, an increased number of obits. We
also have news of the extensive activity of the
Alumni office.
How good to have an increased number of
Dental articles including the informative News
from the Dental School and also reflections of
Philip Lumley previously head of the School.
The Editorial Board hopes you enjoy this
edition of Aesculapius. We welcome any
comments.
Keith Harding

Chris Imray was originally a member but joined the Caudwell
Xtreme Everest Expedition and we have an equally gripping
account of that climb from him. They published 30 scientific
papers from this exciting expedition. In short we decided on
a mountain edition of Aesculapius. The pictures in both of the
articles are spectacular.
Serendipity intervened and we were also sent a short amusing
article about walking boots from Dave Roberts.

“What wonderful experience
for them.”
The Sands Cox Annual Meeting was, I think, the best
one I have attended. Students were so confident in their
presentations and they each dealt with several questions
about their papers. What wonderful experience for them.
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Any submissions for next year should be sent,
preferably by the end of the year to:
lkeithharding@gmail.com

Interested in joining

Sands Cox Charity

Please see page 85 and fill in the subscription form
on page 86 or online at www.sandscoxcharity.uk/
sign-up-for-membership
If you pay tax in the UK it would help us if you can fill
in the Gift Aid declaration.
Thank You

Executive Report

The Work of the Executive Committee 2016-17
he Executive Committee last year was concerned
about increasing the membership. This year we
have started to address this and have now seen
improvements. Things are on the up, we had a good
Annual Meeting, our website is much improved, we are
expanding our activities and we are starting to attract
new members.
The Sands Cox Charity (SCC) continues to help fund selected
medical and dental student electives and members receive,
read and appreciate Aesculapius. There is a very interesting
Annual Meeting at which the students deliver their reports.
These are of high calibre and are supplemented by well
known speakers giving talks on a wide variety of topics, both
medical and dental.
In order to increase our impact and appeal, we are now
aiming to do more and to do it better. We need more
members, particularly younger members. Please encourage
your friends and colleagues from Birmingham, who wish
to keep in touch and to help the students of today, to join
us and become a member (www.sandscoxcharity.uk/
sign-up-for-membership).

“... our website is far more informative ...”
Our first task has been to greatly improve our website
which is far more informative and we are now using
modern methods to communicate. This is still “work in
progress” and we want to go on making it better, especially
focusing on dentists and dentistry. Do please look at
it (www.sandscoxcharity.uk) and do let Sharon (info@
sandscoxcharity.uk) know if you have ideas, criticisms or
suggestions.
Secondly, we aim to increase what we do for the students
who live in a world of electronic communication. We need
to make them aware of our website, seek their help to
improve it and use it to inform them about what we do,
and keep us informed about them and the schools of today.
The SCC could offer a line of communication from student
days, through working life and into retirement. To help us in
these aims we are working closely with the Alumni Office.
In addition we have started to open our membership to

those in the schools closely involved with the students and
other friends who wish to attend our Annual Meeting, read
Aesculapius and support our students.
Aesculapius plays a key role in helping us to achieve the aims
set out above. Its interesting contents include reports on the
student electives which we help fund and also information
for the members about the schools and the students of today.
I hope you will read it, enjoy it and be impressed.
Finally our Annual Meeting plays a key role in the life of
the SCC. Each year it gets better. Last November we had
a really good meeting with lectures from John Hamburger
and Prof Robin Ferner. There were also 7 excellent student
presentations, which were very well received. Members
were impressed by what the students do and pleased to be
able to help the students financially and by giving them the
opportunity to give a formal presentation.
The Executive Committee and the Editorial Committee help
steer the SCC and advise on the content of Aesculapius. For
this we are all grateful. I should particularly like to thank
Keith Harding for all the work he does producing Aesculapius,
Rob Grieve for all he has done to rejuvenate the SCC and
for revitalising our website – Sharon Charles, our secretary,
keeps the show on the road and makes it all an enjoyable
experience.

Ron Fletcher
Ron played several major roles within The Sands Cox
Charity being President in both 1999 and again in
2009. He was also Chair of the Executive Committee
from 2004 until 2009.Most significantly as editor of
Aesculapius 2002 to 2008 he set the current style and
standard of the Journal. His gentle style of chairing
meetings disguised the efficient direction of the
proceedings.
We are deeply indebted to him.

Martin Kendall – Chairman.
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Harold Round
WWI and the birth of
the airbag
Jonathan Reinarz,
History of Medicine Department, University of Birmingham

n a number of occasions in the past three years,
I have been invited to speak at the biannual
meetings of the Sankey Club. The subjects of
these talks are its past members, or at least those whose
names appear on its impressive collection of silverware.
In March 2015, I faced what has been my most difficult
challenge, largely because no one had heard of the late
Harold Round, who had, together with two of the
pathological society’s other former members donated a
piece of silver in memory of the Club’s founder, Joseph
Sankey. To add to my difficulties, Round had been a
dentist, not a pathologist.
In our age, even the briefest of internet searches can
produce a few leads. According to an article on the history
of Birmingham Dental School, the UK’s oldest school for

Mr Joe Sankey.
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“... one of the first two people to be awarded
the Bachelor of Dental Surgery ...”
dentistry, Round holds an important place at the institution.
In 1906, Harold Round, together with John Dencer Whittles,
was one of the first two people to be awarded the Bachelor
of Dental Surgery (BDS) degree by the school. Short
correspondences published in contemporary dental journals
revealed that Round then set up his own dental practice
near the centre of Birmingham in premises at 141 Great
Charles Street.
Round ran an ordinary dental practice in the early
twentieth century, which meant removing more teeth
than he conserved. His life, like that of
many British citizens, however, changed
significantly in the second decade of the
twentieth century. During the First World
War, rather than enlisting as a soldier,
Harold Round joined the Army Medical
Service, serving for the duration of the
conflict at a jaw clinic at the First Southern
General Hospital, the large military hospital
that occupied much of the campus of
the University of Birmingham. Run by
the surgeon William Billington, the Jaw
Department treated mainly gunshot
fractures to the face, but often very severe
jaw injuries caused, for example, by
airplane and motor vehicle crashes. Most
of his patients had been stabilised at field

A typical case treated by Round’s team at
this time was 29-year-old Corporal J.
Case V. Corporal J., aged 29. Wounded by shrapnel on
October 5, 1916; was first admitted to First Birmingham
War Hospital on October 20, 1916. There was an extensive
lacerated wound over the symphysis, right body of mandible
and right side of neck. There was entire loss of bone in the
region of 5 3, the mandible was practically edentulous, only the
incisors remaining. In the first place an attempt was made to
approximate the fragments by wiring: necrosis supervened and
the result was a failure.
Later an attempt was made to bridge the space, now about
1 in. in width, by removing a piece of bone from the right
ankle and planting it in the gap. This also failed, the graft
coming away into the mouth. The patient was transferred to
the First Southern General Hospital on December 3, 1917.
The remaining teeth in the mandible were extracted
and the parts allowed to clear up well. On April 22,
1918, a bone graft measuring 3 in. in length and taken
from the ilium was inserted. The graft healed well and
splints were fixed on May 7, 1918. Metal cap splints with
vulcanite extension in the upper, were fixed by means of
articulating tubes and bolts to a soft rubber-lined vulcanite
splint in the lower, and the mandible being edentulous, a
metal chin splint, struck to a model of the chin and covered
with chamois leather, was worn. Good progress was made
and the splints were removed on September 30, 1918, when
good bony union was found to be established. Dentures were
fitted and the patient discharged.

hospitals elsewhere, soon after being injured, before being
transferred to Birmingham where specialist treatment and
reconstruction was carried out.
Prior to the war, attempts to repair gaps in the mandible using
bone grafts had practically been abandoned due to a lack
of success in this field. At Birmingham, however, Billington,
together with A. H. Parrott and Harold Round, resumed work
in this area. Finding rib-bone too soft, and tibia too hard, the
team employed grafts from the crest of the iliac hip bone,
which were readily bevelled and more easily incorporated
into their patient’s jaws. This work can only be described as
revolutionary and was attempted at very few other clinics at
this time.

Cor poral J –

outline of repa
ir.

al J –
C or p or

rger y.
post su

“... grafts were always taken from the same
side of the body ...”
The Jaw Clinic treated upwards of 2,000 soldiers suffering
similar jaw injuries during the war. In all, 75 of these
involved grafting bone into destroyed mandibles. Faced with
such severe injuries, it is hardly surprising that Round and
Parrott, the team’s two dentists were determined in future
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Arthur Hughes
Parrott at the
front and Harrold
Round at the
back.

to prevent this sort of trauma. In their reconstruction work,
the team had already anticipated many difficulties of surgery
and carefully prepared every aspect so as to aid recovery.
For example, grafts were always taken from the same side
of the body as the wound, to ensure that patients could
lie comfortably on one side when sleeping. Demonstrating
similar foresight in their subsequent prevention campaign,
the two dentists decided that the answer lay in developing
an airbag, which could be fitted into aircraft and automobiles
and cushion passengers from the effects of the most serious
head injuries. On 22 November 1919, Parrott and Round
filed a patent at the United States Patent Office; it was
awarded on 17 February 1920 and can be read in full online:
http://www.roru.de/airbag/us1331359.pdf.
Clearly recognised as a precursor to the modern airbag, the
patent is mentioned in all subsequent patents submitted
by many major automobile manufacturers who have since
improved on this technology. Although Round and Parrott are
recognised for their contribution, being named in patents and
on many automobile websites, because their patent was filed
in the United States, they are often identified as Americans,
not British, let alone residents of Birmingham (see, for
example, http://www.unsere-autos.de/service/glossar/airbag/).
At the war’s conclusion, Round returned to his new dental
premises at 83 Newhall Street. Although Round and Parrott
6 Aesculapius, Summer 2017

“... Round and Parrott frequently pressured the
British Air Force to introduce air bags ...”
frequently pressured the British Air Force to introduce air
bags into their aircraft, the two dentists appeared to have
little luck with this effort. Instead, Round continued to treat
many severe jaw fractures among his civilian cases, and was
recognised as a leader in this field throughout the interwar
period. For example, he was a member of the Oral Surgery
Club of Great Britain, which held its annual meeting in
Birmingham in 1938. At that particular meeting, Round
demonstrated his methods in operations undertaken with
renowned plastic surgeon Rainsford Mowlem, who became
head of the Mount Vernon Unit during the Second World
War. Round’s own son tragically died during the Second
World War, while serving in Persia. A member of the Royal
Army Medical Corps, J. H. B. Round had studied medicine
at Pembroke College, Cambridge and the Westminster
Hospital Medical School. Perhaps as a result of this loss,
Round sought out other young practitioners interested in
the emerging field of plastic surgery. Some of these rising
stars, including Sankey, he mentored. Round himself took
a less active role in local medical services during World
War Two, dying in his home in Edgbaston after a long illness
in April 1947.

Sands Cox Medical Elective

NHS 111

Is this the reason behind A&E
overcrowding?
Matthew Goldring – Final Year Medical Student

Introduction
he accident and emergency (A&E) crisis in England
has been well-documented in the media over the
last few years, with particular focus on the “four
hour wait” target; this is the time limit for a patient to
either be admitted or discharged from an A&E
department. Major A&E centres have continually
missed the target since 2013. The major reason behind
this is thought to be because of the diminished ability
to discharge patients safely and quickly from the
entire hospital.
Whilst it is not thought that the increased number of
attendances is the major problem with the continually
missed “four hour wait” target, it is still a problem:
attendances increased 35% from 2003/4 to 2014/15 up
to 22.3 million. A suggested cause for the rise of patients
coming to A&E is that there is an increasing number of
inappropriate attendances.

“... NHS 111 service can increase the demand
for emergency care ...”
NHS 111 is a telephone service that has recently replaced
NHS Direct. Its aim is to triage non-emergency patients
and refer them to the correct centre for their care instead
of ringing 999 or attending an A&E department. However,
it is run for the most part by non-clinicians who use
computer algorithms. Evidence from the President of the
College of Emergency Medicine, Dr Cliff Mann, suggests
that NHS 111 is contributing to the rise in patients
attending A&E. This is supported by research done in
pilot areas which showed that the NHS 111 service can

increase the demand for emergency care in areas where
it operates.
One reason behind this could be that NHS 111 is referring
people inappropriately to A&E departments. This could
be because NHS 111 is not wholly run by clinicians and
therefore tends to be over cautious in its approach. Research
is currently conflicted as to whether this is the case. In times
of crisis, it is prudent for any business model to evaluate
constantly each of its components in order to maximise the
potential and minimise the losses. If the quality of referrals
from NHS 111 to A&E is low, then health authorities
could possibly make improvements in this area. This would
lead to the desirable outcome of reducing the amount of
people attending A&E departments and thus decreasing the
workload in stressed departments.

Aims
“... whether or not referrals by the NHS 111
service were appropriate”
The primary aim of this service evaluation is to identify
whether or not referrals by the NHS 111 service to the
A&E department at James Cook University Hospital
Middlesborough were appropriate.

Methods
Design
A service evaluation was carried out using the computer
records of patients who had attended the A&E department
at James Cook University Hospital following a referral by
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the NHS 111 service. James Cook University Hospital A&E
department is a major trauma centre for the southern half of
the Northern region.

Participants

Figure 1
Was the referral appropriate?

50 participants were chosen from a list of referrals that had
occurred between the 28th and the 31st March 2016.

Data collection

“... a decision was made as to whether the
referral had been appropriate ...”
A pro-forma was used to make data collection consistent. The
presenting complaint used in the service evaluation was the
same as the presenting complaint code used in the electronic
notes. The subsequent investigations and follow up were
recorded, then a decision was made as to whether the referral
had been appropriate or not. When this decision was in
doubt or the referral was deemed inappropriate, the case was
moderated by an ST7 A&E registrar or an A&E consultant.
In the event of an inappropriate referral, the correct course of
action was highlighted.

Yes

No

Results
Fifty patients were included in the service evaluation
(see Table 1). 78% of referrals to A&E were appropriate.
87% of these appropriate referrals were judged to be the
correct clinical disposition, with 13% being judged to have
still been correct but that a GP/walk in centre could have
also been appropriate. Of the 22% of referrals that were
inappropriate, the most common clinical disposition that
should have been chosen was GP/walk in centre – 54.5%. In
10% of cases, reassurance would have been a suitable option,
either by itself or with GP, walk in centres and pharmacies
also being an appropriate recommendation.

Discussion
The results of this service evaluation suggest that the majority
of referrals to A&E by the NHS 111 service (84.8%) were
appropriate. The significance of this is that NHS 111 is not
unnecessarily increasing the workload on overstretched A&E
departments to the scale that some of the literature would
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suggest. With rising A&E attendances, the blame can be
slightly shifted away from the NHS 111 service.

“... NHS 111 is mainly comprised of
non-clinicians.”
22% of referrals were judged to be inappropriate in this
service evaluation and therefore this could arguably be
an area that could be targeted in order to reduce the
burden on A&E departments. This could be done in
several ways. Firstly, it is important to remember that
NHS 111 is mainly comprised of non-clinicians. This
means that the call handlers may be over cautious for
fear of making an error. This is compounded by the
current culture of medical malpractice; patients may be being
over-referred to A&E departments for fear of missing a serious
diagnosis. Clinicians would be more confident about giving

Table 1

“... training could also include any data from
service evaluations ...”

Patient demographics (n=50)
Male, n (%)

21 (42)

Median age, years (range)

18 (0.25 - 82)

Action taken in A&E, n (%)
Reviewed by medical staff

48 (96)

Blood tests

6 (12)

Imaging

6 (12)

Admission

5 (10)

Outpatient appointment

3 (6)

Left department before consultation

2 (4)

Appropriate referral, n (%)
Yes

39 (78)

No

11 (22)

there could be a potential correlation between the presenting
complaint recorded in A&E and whether or not the referral
was judged to be appropriate. For instance, in this service
evaluation the singular case of “toe injury” was found
to be an inappropriate referral. Currently call handlers
receive 6 weeks training before operating the phones. In
future, training could also include any data from service
evaluations, which could reassure call handlers that these
presenting complaints may not be as urgent as they would
otherwise believe. Whilst this study is too small to assess the
significance of which presenting complaints were regularly
found to lead to an appropriate or an inappropriate referral,
this could be something that future service evaluations
appraise.

Strengths and Limitations

“This method is a fast, easy and
cost-effective ...”

Most appropriate place for patient to
be referred, n (%)
A+E

34 (68)

A+E or GP/walk in centre

5 (10)

GP/walk in centre

6 (12)

GP/walk in centre or reassurance

3 (6)

GP/walk in centre or reassurance or
pharmacy

1 (2)

Reassurance

1 (2)

reassurance and not over-managing a patient. However, the
cost effectiveness of putting this into practice is in question.
Only 7.5% of NHS 111 calls in 2014 were referred to an
A&E department; this accounted for around 6.3% of all
A&E attendances in that year. This means that the amount of
benefit gained from reducing unnecessary referrals might not
be all that much, with NHS 111 only playing a small role in
how patients come to be in an A&E department.
Another potential way of reducing inappropriate referrals to
A&E is by better educating the call handlers. For example,

This study provides a novel way of conducting a service
evaluation on the NHS 111 service that is not time or labour
intensive. Previous studies have needed to listen to entire
phone records, whereas this study solely used computerised
patient data that was readily available in the A&E
department. This method is a fast, easy and cost-effective way
of carrying out this evaluation. It could allow greater amounts
of data to be processed quickly in this area.
Even so, using the electronic notes that are stored within
the A&E department may not be entirely ideal. This
is because the symptoms that the patient had initially
reported to the NHS 111 call handler might have been
very different from what was eventually conveyed to the
doctor. For example, the patient with “toe injury” may
have been a lot more elaborate in their initial phone
consultation. The call handler could therefore have been
right in assuming that an A&E referral was appropriate.
This could mean that the results of this service
evaluation overestimate the amount of referrals that were
inappropriate.
Aesculapius, Summer 2017 9
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Neither the time of day that each call occurred nor the
availability of different healthcare services in the local area was
reported. For these reasons, whilst the study found that the
majority of referrals that are sent to A&E are appropriate, it is
unwise to take the figures to be absolute. A further limitation
of this study is its small sample size (n=50). Together with
the fact that the sample was not randomised, this means that
the results are not generalisable to the population. Further
research is needed with more rigorous methodology before
the results can be extrapolated to the whole of the NHS 111
service.

Recommendations
Representable across the entire country; the results of this
evaluation are not generalisable due to its small sample
size and lack of randomisation. As well as this, more data
would allow there to be evidence as to which presenting
complaints are the most likely to be unnecessarily referred

“... which presenting complaints are the most
likely to be unnecessarily referred to A&E.”

to A&E. This would allow there to be adaptation of the
computer algorithms that call centres use in judging the
clinical disposition for each patient. It could also lead to more
tailored call handler educational programs that would be able
to create a more efficient service.

Acknowledgements
I would like to thank the Sand Cox Charity for making this elective
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Remember
Gift Aid!
The Gift Aid scheme is already a big help to us and we benefit by about £1,500
a year in reclaimed income tax; £5.00 for each signature.
However, less than 50% of eligible members have signed up so far. The only criterion for signing is being
a UK taxpayer. Signing up costs nothing and indeed higher rate tax payers can claim a small rebate. Also,
there is no future commitment except notifying the treasurer if you cease to be a UK tax payer.
I do urge the many members who have not done so to take this simple step to help your Charity.
Please return the Gift Aid declaration on the insert, or email: info@sandscoxcharity.uk writing:
I wish The Sands Cox Charity to treat my donations as Gift Aided, followed by your name, graduation
year and address.
Thank You
John Jackson, Treasurer, Sands Cox Charity
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Consultant
photographs
from 1937/38
Keith Harding (M 1963)
was sent 22 photographs which belonged to Peggy Mills
(M1938) who requested that after her death they should
be sent to the current editor of Aesculapius.
They were taken by a student David Wyndram
with the other students crowding round him so
that the subject didn’t know their photograph
was being taken.
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In consultation with Jonathan Reinarz,
professor of Medical History I have decided to
publish some of them in this and subsequent
editions of Aesculapius and they have also
been put in the University archives.
I realise that many of you weren’t born
when these pictures were taken but they
are of historical interest. If you recognise
any of the other people in the pictures
please email or write to me.
Profs Grieve, Reinarz and Shinton
helped in compiling information
about the subjects.
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Referred to as ‘The Baron’. Surgeon with a particular
interest in gastro-intestinal malignancy who pioneered
radium and X ray treatment. He had an aversion to
i/v drips.
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the Sands Cox Charity AGM

35th Annual General
Meeting
Damien Walmsley (D 1987)
Manchester
he Thirty-Fifth Annual General
Meeting of the Sands Cox Charity was
held at the Birmingham Chamber of
Commerce 75 Harborne Road opposite the old
BMI building. The President, Professor
Deborah White opened the proceedings for
the day.
Both the President and Mr Rob Grieve chaired
the morning and afternoon sessions. There were
7 Student Presentations and these included:
• Mr Raj Shah – Recipient of The John Rippin Dental
Elective Bursary, ‘A comparison of oral hygiene in disabled
women in Shanzu, Kenya before and after tailored preventative
intervention’.

Above: The student presenters with Mr Rob Grieve and
Mr David Spooner.
Top: Checking that everyone is ready.

• Miss Abbey Cahill-Kearns – Recipient of The Sands Cox
Medical Elective Bursary, ‘End of life decision making in the
intensive care unit auditing and improving current practice at
the Queen Elizabeth Hospital’.

• Mr Simon Morris – Recipient of The Sands Cox Medical
Elective Bursary, ‘The safety of Day-Case Tonsillectomy:
A study of Post-Operative Intervention and discharge at the
University Hospital Geelong’.

• Miss Meg Barker – Recipient of The Stuart Green Trust
Bursary, ‘How might a Doctor be alerted to the presence of child
abuse? New York Centre for Children’.

• Mr Matthew Goldring – Recipient of The Sands Cox
Medical Elective Bursary, ‘To what extent does the negative
media portrayal of NHS 111 reflect current practice?’
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Rebecca Linley (BDS)
presenting to the audience.

There was an attentive audience for the
presentations.

Professor Robin Ferner.

• Miss Rebecca Linney – Recipient of Sands Cox John
Rippin Best Elective Report, ‘A study to determine the
public’s perception of Water Fluoridation based on social
media posts’.
• Miss Catrin Wigley – Recipient of The Sands Cox Medical
Elective Bursary, ‘From Birmingham to Buenos Aires; a
collaborative project in Orthopaedic Oncology’.
There was the Dental Sands Cox Lecture given by Dr John
Hamburger, Consultant in Oral Medicine entitled ‘Fasincomas
from the oral Medicine Archives – some unusual clinical cases.
The Medical Sands Cox Lecture was given by Professor Robin

Miss Abbey Cahill-Keans
recieving her prize from Professor Robin Ferner.

Ferner, Consultant Physician and Clinical Pharmacologist,
and his talk was on ‘Murder with Medicine’. The talk included
some famous murders which involved the use of drugs as
poisons. The successful day concluded with the Prize Giving
and Miss Abbey Cahill-Keans won the award for Best Student
Presentation on the day.
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Becoming a Doctor

Conan Doyle in
Birmingham
Barry Newport (M 1970)

t is generally known that Arthur Conan Doyle
qualified as a doctor at Edinburgh University and
later set up in General Practice in Southsea where
some of the early Sherlock Holmes stories were written.
But his life in the years leading up to those events is
relatively obscure. It was a period which cemented his
sense of vocation and saw the beginning of his career as
an author. And much of his experience was gained while
working in a GP practice in Birmingham.
It was of course a long way from his home city, but it was
one of the few positions he could find that would suit
his circumstances. In Edinburgh his father’s worsening
alcoholism had created severe financial hardship for the
family; eventually he had to be admitted to an institution. In
1878, two years into his course, Arthur decided to compress
his classes into the winter months and devote each summer
to working as a paid student assistant, the money from which
would be sent home. In the summer of 1879, following two,
short-lived and unhappy placements he was taken on by a
Dr Reginald Ratcliffe Hoare, who ran an enormous practice
largely in the slums of Aston.

“He had a ‘five-horse’ City practice ...”
In his 1924 autobiography Memoirs and Adventures, Doyle
recalls Hoare as a “fine fellow with a red-faced, bushywhiskered and dark eyes”… “He had a ‘five-horse’ City
practice, and earned some three thousand a year, which takes
some doing when it is collected from 3s 6d visits and
1s 6d bottles among the very poorest of Aston”.
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To me Doyle’s ‘take’ remark on the business side of the
practice gives an unfair impression of Hoare’s motivation.
His private residence was a modest brick-built house; he
was popular with his patients and proved to be a likeable
employer. An early letter from Arthur to his mother gives us
glimpses of the daily routine:

“... I brew horrible draughts and foul mixtures
for the patients...”
“I have been very busy of late and hardly had time to
write. I assure you I earn my two pounds a month. In the
morning, I generally go out with R.R. [Hoare] in his gig
and do the rounds till dinner at two. This is an innovation
(sic) and deprives me of any leisure. From dinner till tea I
brew horrible draughts and foul mixtures for the patients, (I
concocted as many as 42 today). After tea, patients begin to
drop in and we experiment on them till nearly nine, and then
we have supper and comparative peace until twelve when we
generally turn in; so you see we have plenty to do and the life
is none the worse for that. I visit a few patients every day and
get a good deal of experience.”
But though the work was arduous, his life was not devoid of
relaxation. Initially, unaware of social etiquette, he was ticked
off when he entered and sat down in the family drawing
room. But in a short while Dr Hoare and his wife seemed to
take to him and would invite him to have a smoke with them
in the evening – the men had a pipe, she had a cigar. How
much Arthur told them about his family we do not know,
but later he would record appreciatively that Dr Hoare soon

began to treat him as a son. Given Arthur’s home situation
that must have meant a lot to him.

“... there had been fatalities from taking
the drug ...”
In September of the same year Doyle published his first
two pieces of writing. The Mystery of the Sassassa Valley, a
fast-moving yarn strongly influenced by Poe, appeared in
Chamber’s Journal. The other, entitled Gelseminum as a
Poison was a letter in the BMJ, recording a piece of selfexperiment in which he recorded the side effects of taking
increasing daily doses of the analgesic above the normal
maximum. In turn they were giddiness, difficulty with
accommodation, severe headaches, diarrhoea and finally
severe depression. Nonetheless, Doyle concluded that
the drug could be safely given in doses higher
than those prevailing. Self-experimentation
was common at the time, but given that
there had been fatalities from taking the
drug he was something of a risk taker.

of physic to make – and then been up all night after it. I see
the force of what you say about holding on here as long as
possible and I like the work but anything like systematic
reading is ludicrous. I have made good use of my time, so far,
when I had any, but now there is simply none.”
In early 1880, Doyle’s appetite for adventure and the promise
of much higher wages led him, at very short notice, to enlist
as a surgeon on a whaling ship bound for the Arctic. He had
little to do medically but needed help himself on several
occasions when he fell through the ice! The
ship returned at the end of July, which
meant his finals had to be postponed
to the following year. In the meantime
he returned for another stint as an
assistant to Dr Hoare.

Arthur Conan Doyle.

Inevitably perhaps, all these activities
and the need to earn money were
not conducive to his formal studies.
Nor were matters made any easier
by his mother who pressed him to
keep working in the practice despite
the fact that he was due to take
his finals the following summer. He
wrote to her:

“We have had a most
confounded hard time
of it ...”
“I have been worked off my legs since
Xmas. I have hardly opened a medical
book or sat down save when I have
been so fagged out as to be unable
to do anything. We have had a most
confounded hard time of it; I have been
at 3 confinements in one day, with a
long list of patients to see and 60 bottles
Aesculapius, Summer 2017 15
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pupils. At this point in time the latter wanted to
enter Hospital Medicine, but could not obtain
a post. Once again he returned to Birmingham
and another stint at Dr Hoare’s, now of course
as a medical assistant. That was followed by
another job as a ship’s surgeon, this time aboard
a steamship, the Mayumba carrying a mixture of
people and cargo up and down the west coast of
Africa. Apart from a few cases of sea-sickness he
and another crew member were the only people
to fall ill, simultaneously from malaria. Only
Doyle survived.

“His heart is broad and kind and
generous.”
In 1882, still looking for a job, Arthur worked for
Dr Hoare for the last time. He had been thinking
for a while about buying into a practice and now
decided it was time to be his own man. After a
brief period in partnership with an eccentric and
unpredictable university pal, he set up on his own
in Southsea, eventually to find fame and fortune
with his pen.

Dr Joseph Bell.

“... Doyle passed his exams in all
six subjects ...”
Despite his anxieties Doyle passed his exams in all six
subjects: Practice of Physic, Surgery, Midwifery, Medical
Jurisprudence, Clinical Surgery and Clinical Medicine. He
was given a B (better than average) grade for the first, but the
others were marked S (Satisfactory) or, in Clinical Surgery,
S –. The latter would have been a disappointment to his
surgical tutor Joseph Bell (later of Sherlock Holmes fame)
who later went on record that Doyle was one of his best
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Sadly, in 1898, Reginald Hoare died. Conan
Doyle did not attend the funeral or make a public
statement but he did send tokens of respect.
It was left to his obituary in the BMJ to reflect
on his popularity among his patients, and his
appointments in the community beside his
practice. But in another sense Doyle had already
paid tribute to him, in The Stark Munro Papers, an
autobiographical novel published in 1895. In it Dr Hoare is
disguised as Doctor Horton. This is how Doyle describes him:
His heart is broad and kind and generous. There is nothing
petty in the man. He loves to see those around him happy;
and the sight of his sturdy figure and jolly red face goes far to
make them so. Nature meant him to be a healer.
Hoare’s house was demolished a long time ago but nearby
is a plaque that reads (not entirely accurately): “Here Arthur
Conan Doyle lived 1878 – 1882.” To my mind the name
Reginald Hoare also deserves to be remembered: a man
who played a minor but not insignificant part in the story
of Dr Arthur Conan Doyle.

Expeditionary Society

Science and suffering
at high altitude
Chimborazo, Ecuador, January 2016
Jo Bradwell (M 1968) Founder Member,
Birmingham Medical Research Expeditionary Society

Figure3. Tiger’s Nest monastery in Bhutan.

Aesculapius, Summer 2017 17

Expeditionary Society

eep breath in, deep breath out; deep breath in,
deep breath out. Keep climbing. Ignore the leg
pains and heaving chest. Keep counting: 85, 86,
87; 13 more steps then time for a rest. At least try to keep
ahead of the slowest. Only 500 metres more to the
Whymper Hut (5047m), high on the flanks of
Chimborazo. I am so sluggish. In the past I would have
been at the front but 70 years have taken their toll. Now
I am at the back. Susie, my 23-year-old daughter, is
carrying my rucksack. My only burden is a 24-hour urine
collection for proteinuria measurements that has spilt
into my daysack, soaking my balaclava.
A hundred steps completed, I sit down to gaze at the volcanic
desolation: huge seams of ash and decaying lava. Green flecks
of vegetation struggle for survival amongst the grit. Chimbo
has not erupted for 1500 years but it is a sleeping colossus
biding its time. It is the biggest mountain in Ecuador’s
‘Valley of Volcanoes’ and arguably the highest mountain in

the world. Because of the Earth’s bulge, induced by its spin,
the summit (6268m) is 2200m further from the centre of
the Earth than the summit of Everest (8848m). Thankfully,
the atmosphere also spins out so oxygen pressures are
maintained, a thought that brings warmth to me in the
freezing air. Across the valley, Cotopaxi bears the scars of a
recent explosion, while Tungurahua, its summit smoking
threateningly, dwarfs the neighbouring town of Baños.

“... we are on our 14th expedition.”
There are 24 of us on the expedition: doctors, scientists,
students and a few retirees such as myself, John Delamere
and Alex Wright who were here 37 years ago (Figure 1). That
was the second of our expeditions; now we are on our 14th
expedition. I could never have imagined 40 years ago, when
the Birmingham Medical
Research Expeditionary
Society started, that we
would have more than one
expedition, never mind 14.

Figure 1.
Back row: Cassim Ladha, John Delamere, Sam Lucas, Owen Thomas, Brian Johnson, Jo Bradwell,
Steve Myers, John Simmons, Ian Maclennan.
Middle row: Carla Gallagher, Sarah Clarke, Susie Bradwell, Hannah Lock, Alex Clarke, Patrick
Cadigan, Chris Lewis, Ian Chesner.
Front row: Charles Newman, Abi Letchford, Kim Ashdown, Alex Wright, Fredy Tipan, Chris Imray,
Mark Edsell, Will Malein.

18 Aesculapius, Summer 2017

The society was formed
in the doctors’ mess of
the Queen Elizabeth
Hospital, Birmingham, in
the autumn of 1976. That
was where we naturally
met when we were off duty.
Over that exceptionally hot
summer, several of us had
climbed and scrambled
on the hills of Snowdonia
and the Lake District,
culminating in September
with the ‘Three Peaks
Challenge’ (ascents of
Snowdon, Scafell Pike and
Ben Nevis in 24 hours). We
visited the Alps and then set
our sights on the greatest
mountains in the world –
the Himalaya. We had no
money and little holiday
but plenty of imagination.
At that time the cause

the logo of the British Medical Association and
appropriated the University of Birmingham’s Latin
motto, Per Ardua Ad Alta (Figure 2).
We then approached eminent university colleagues
to be patrons. The University of Birmingham’s
Chancellor, Sir Peter Scott (son of the Antarctic
explorer), graciously agreed. With this in the bag, the
dean of the faculty, Professor Tom Whitehead, and our
own professor, Sir Raymond Hoffenberg, could hardly
refuse our request for a month’s leave of absence. In
1977 we had our first expedition to Thorong La, on
the north side of Annapurna. After an exciting trek with
good research results, there was a second, then another
and now it is the 14th to the great mountain ranges of the
world. Trips to the Alps provided short experimental test
beds for bigger enterprises, while tough winter and summer
hikes welded the members into an expeditionary force.
Figure 2.

and mechanisms of acute mountain sickness were largely
unexplained. Why not obtain sponsorship and investigate
this medical conundrum? We were working in various
disciplines of clinical medicine so it would be a small step to
organise a research expedition.
Early members of the expeditionary group were myself and
Tim Harvey (lecturers in medicine), John Delamere (registrar
in medicine) and Ted Olive (senior registrar in psychiatry)
who attracted consultant colleagues such as Alex Wright,
Ron Fletcher (endocrinologists) and Ian Green (respiratory
medicine). They added the essential kudos necessary to
secure time off clinical service.

“... affectionately pronounced ‘BumRes’ ...”
After much debate, the rather long-winded title of
Birmingham Medical Research Expeditionary Society
(BMRES, affectionately pronounced ‘BumRes’) was agreed.
It most accurately described our shared aims. The ‘medical
research’ component would mollify our professors while
‘expeditionary’ would allow us to go anywhere in the world.
Because of our climbing interests, we settled on a logo of an
ice axe with a rope spiralling around its handle – mirroring
the medical staff and snake logo of Aesculapius. For good
measure we added the Greek symbol omega (Ω) to imitate

“... Land of the Thunder Dragon ...”
With my breathing slowly recovering, I reflect on our last
trip, to Bhutan in 2013. The location had been selected to
entice older members, such as myself, from retirement and
to kindle the mountain senses of the young. Remote, exotic
and expensive, the Land of the Thunder Dragon evokes
images of ancient temples, remote valleys and sacred
summits (Figure 3 on page 17). Enticingly, Bhutan has a
government target of increasing gross national happiness
rather than gross national product. Into this beguiling arena
stepped BMRES for a four-week trip. It didn’t disappoint. It
was wonderful. I thought it might be my last expedition but
here I am again, suffering at altitude.
My musings continue. Why do people climb? I suspect that
many of the philosophical answers are hocus-pocus, written
by mountaineers who confuse hypoxia-driven poetry with
meaningful ideas. George Mallory’s “Because it’s there”
deliberately avoided a considered response but was as good
an answer as any reporter from the New York Times deserved.
For me the why comes from those who are not climbers
and who clearly fail to understand the simple joy of moving
on the hills, the thrill of adventure, the buzz of being in a
beautiful place with great views, the fresh smells of ice and
mountains, the great outdoors and being with friends –
perhaps best friends. “Friends on the mountains are friends
for life,” it is often said.
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“... total body excitement.”
Over more than a dozen expeditions, I have spent a year in
tents with mountaineering friends, in the most exhilarating of
environments including the Himalaya and the Andes. Raced
to peaks and passes with only a rope connection for survival.
It is indeed exciting. Not the limited excitement of seeing a
good movie or making a bungee jump in complete security,
or even driving at 150mph on an open road, but a total body
excitement. The physical and mental struggles of dealing with
crevasses, ridges, rock and ice faces. Then the rewards after
a successful descent: peace and calm, tired legs and satisfied
weariness followed by alcohol-fuelled camaraderie.
The counterweight to the pleasure is the pain and suffering
that typifies mountaineering. Founder members of BMRES
were schooled in the hard days when floggings by Christian
Brothers or Jesuit teachers were commonplace. The ability
to suffer yet still enjoy the physical pain of severe exercise or
the fear of difficult summits and exposed ridges has selected
many members. Perhaps punishment at the hands of sadistic
teachers helped our acceptance of pain.

Does this childhood experience mature into the more
complex pleasures arising from exposure to life-threatening
danger? The psychologist Paul Rozin identified a syndrome
of acquired tastes he called ‘benign masochism’: “These
paradoxical pleasures include consuming hot chili peppers,
strong cheese and dry wine and partaking in extreme
experiences like skydiving, car racing and climbing. All of
them are adult tastes, in which a novice must overcome a
first reaction of pain, disgust, or fear, on the way to becoming
a connoisseur.”

“... benign masochism.”
Medical doctors would write more technically. As Steven
Pinker put it in The Better Angels of Our Nature: “The brain
circuits for sexuality and aggression may be linked to benign
masochism. They are intertwined in the limbic system and
both respond to testosterone.”
Competition is inevitably involved in climbing and
testosterone with it. There is also a natural selection process.
Not all are physically strong enough to ascend big mountains.
Others acclimatise poorly to
high altitude and are unlikely
to return for recurring doses
of acute mountain sickness.
These are partially genetically
determined. Then there is the
issue of risk and risk tolerance.
Non-climbers usually consider
climbing too risky, but risk is a
personal assessment. I do not
believe in taking unnecessary
risks and I am very concerned
with risk assessment. Many
can be determined by analysis,
experience and training. But
there are objective risks that
cannot be anticipated: the
random strike of a lightning
bolt; a collapsing ice serac;
an unexpected rock fall or
Figure 4. Whymper
hut and ice cliffs on the
summit of Chimborazo.
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others – a busy four days.
There is not much acute
mountain sickness – only two
people have to descend. This
has been an easy expedition,
busy at high altitude but
only daily blood and urine
collections during the first
week of ascent. With 24
of us, there are plenty of
students with willing hands,
keen to have their names on
publications.

“Then the storm
struck.”

Figure 5. Exercise studies at 5000m in the Whymper hut.

avalanche. This arena is frightening. This is where extreme
climbers die. Ginette Harrison, one of our members who had
scaled the highest peaks of all seven continents, died in an
avalanche while ascending Dhaulagiri (8167m) in 1999.

“The summit is not for me this time ...”
I am shaken from my reverie by Marco our guide: “Time
to move on.” One, two, three... I start counting again. Ten
minutes later I am at the Whymper Hut, surrounded by
welcoming friends congratulating me. I arrive just as the mist
clears, revealing Chimbo’s mighty ice cliffs shining in the
morning sun (Figure 4). The summit is not for me this time,
but the year-long preparations have been worth it.
The next four days are devoted to experiments. We are
assessing whether the hypotensive agent losartan (an
angiotensin II receptor blocker) might dilate pulmonary
arteries and reduce the ventilation/perfusion mismatch that
occurs at high altitude. Measurements include exercise tests
to VO2max on the alticycle (Figure 5), 24-hour proteinuria,
blood samples, arterial oxygen saturation, sleep efficiency
using wrist accelerometers, cognitive function, and many

Of the 14 trips, only one
had been really dangerous.
That was to Kanchenjunga in
1999. We set up a high base
camp at a little over 5000m looking up at the triple summit
of the world’s third highest mountain (8598m). Then the
storm struck. A tropical cyclone (the name for an Indian
hurricane) developed in the Bay of Bengal and barreled north
into the eastern end of the Himalaya. We fled for our lives
and were forced to huddle in collapsing tents for three days.
Fortunately, none of us was injured.
After the four days of experiments, who would climb
Chimborazo? We had been full of bravado in the warm,
dense air of Birmingham, but the reality of that huge volcano,
its dangerous ice cliffs and the thin air deterred all but the
seasoned climbers. Chris Imray (Coventry), an Everest
summiteer, is keen, Owen Thomas and Cas Ladah are
experienced climbers, while Chris Lewis, one of the medical
students, is determined to try.
We watch as they struggle on the hard ice of the ridge leading
towards the summit ice cliffs; then a lone figure staggers
back. Cas collapses as he arrives at the hut, completely
exhausted; 6000m had been his limit. Hours later the
others appear, carefully picking their way down the steep
ice. Agonisingly slowly they approach us. Had they made
it? Yes, but they had only reached a secondary summit. The
Whymper summit at 6268m may have been only 30m higher
but it would have meant a half kilometre-long climb over
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Later, the bus takes us back to lower climes and to
thick air, rich forest smells, the buzz of cicadas and fine
Chilean wine: wonderful. In no time at all the suffering
is forgotten. “Where can we go next time?”
is on everyone’s lips.

Footnote

Figure 6. Chris Lewis on top of Chimborazo among penitentes.

rugged, impossibly exhausting ‘penitentes’ – shards of ice, so
called because of their resemblance to kneeling figures doing
penance (Figure 6).

The BMRES remains academically active, even after 40
years, with over 200 research publications. It has recently
supported the installation of a hypoxia chamber at the
University of Birmingham, a climbing wall in the new sports
centre and compiled a book that includes all publications
by the society. And in December 2016 we had a national
conference to present our experimental results
from Ecuador.
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THE 2017 SANDS COX CHARITY AGM
will be held on Friday 20th October 2017, at 10.15am
at The Birmingham Chamber of Commerce, 75 Harborne Road, Birmingham, B15 3DH.
(opposite old BMI building)

Guest Speakers:

‘Research at the top of
Everest’
PROFESSOR CHRIS IMRAY

‘The only true constant
is change’
DR SHIRAZ KHAN

Director of Research, Development and Innovation at
UHCW. Describing the largest medical research expedition
ever and featured on “Horizon” it is a remarkable story.

Dental Surgeon / International Lecturer / DMG Key
Opinion Leader / Young Dentist Academy Director

Bursary Recipient Student Presentations include:
International Diabetes Federation • FGM in Tanzania • Zika Virus problems in Peru • Alcohol withdrawal in Birmingham
Craniosynostosis, Gt Ormond St • Developing online study resources for Clinical Dentistry techniques.
There will be a meal at lunchtime

Book your place using the insert in Aesculapius or email: info@sandscoxcharity.uk
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Musical Life of Asylums

Music in the Victorian
Lunatic Asylums

Jacqueline Morgan, Intercalating Medical Student
he lunatic asylums of the Victorian era have
often been a source of fascination for many;
from their depictions as places of total
confinement to institutions that promised curability
their historiographical representation has varied greatly.
Moreover, the standpoint from which these histories
were written has shifted; traditionally written from the
perspective of those in positions of power, such as the
medical officers or superintendents, the perspective
has developed recently so that the stories of the
patients that are being told, in other words, history being
written from the patient perspective has increased in
prominence. This approach places the patient at the very
heart of the story, and it is from this position that this
paper is written.

“... the holistic wellbeing of the patient was
the priority.”
Although the experiences of patients is guaranteed to have
differed in each asylum, legislation and popular concepts
of the time can give certain impressions of the environment
to which the patients were exposed. One such example of
this fundamental to retelling the stories of lunatic patients
is the context in which the emergence of the public lunatic
asylum system came about. County asylums came about

Above: Leading a drumming circle.
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“Under moral therapy, the holistic wellbeing
of the patient was the priority.”

during a time of lunacy reform in the 19th century, which
eventuated into two pieces of legislation; the County Asylums
Act of 1808, a permissive act, enabling the establishment
of an asylum in each county, however, this only resulted in
nine asylums being opened by 1827, leading to mandatory
enforcement of the law in the Lunatics Act of 1845. The
1845 Act, however, did more than just ensure the building
of asylums, with it was established the Commissioners
in Lunacy, which was a national body that replaced the
Metropolitan Commissioners, whose roles were to ensure
a minimum standard of care nationally whilst also striving
for excellency in all institutions by ‘spreading information
about new methods and experiments’. A new concept that
had gained increasing influence in 19th century England
was moral therapy, partly led by the Quaker William Tuke
in the 1790s. Under moral therapy, the holistic wellbeing
of the patient was the priority. The rhetoric of cure under
this concept was aimed to ensure that patients were able
to integrate successfully into society upon their discharge.
One of the ways this was done was through the introduction

Green man Welsh musical festival.
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of recreational activities, such as board games and sports.
One recreational activity, however, that was met with great
enthusiasm and aided greatly in the patients’ journey to
cure was music. Music at the asylum took many forms;
asylum bands were regularly hired to accompany the weekly
dances, singing-classes were organised for the patients
so as to aid in their Chapel singing and patients were
regularly taken on excursions to local concerts and shows.
Professional musicians were often hired at the asylums, and
they sometimes started the career of many an established
musician, such as was the case with Sir Edward Elgar in
Worcester in 1879.
My dissertation project, as part of the History of Medicine
intercalation, examined the musical life of these asylums after
the introduction of the Asylums Acts of 1845, until the turn
of the century, when the concept of moral therapy began
losing popularity.
The research methodology involved identifying local asylums
where music played a large role, such as Worcester and
Birmingham, locating material and archives relating to these
asylums, especially the annual reports. Furthermore, I also
identified journal articles from the Journal of Mental Science
(a well-known publication for the public lunatic asylums of
the period discussing the medical effects of music) and also
newspaper articles from the era using the British Newspaper
Archive reporting on the
musical life of asylums.
I was keen to contextualize
the history of asylum music
into modern psychiatry. One
way of doing this was by
taking my work into the wider
community, for example, the
Green Man Festival, a music
festival in Wales. By discussing
my work with the public
and leading a drumming
circle, I was able to showcase
the medical healing power
of music. Moreover, I was
fortunate enough to present
my work at the Royal College
of Music at a conference
organized by the Listening
Experience Database Project
and at the Annual Retired
Physicians’ Lunch.

Sands Cox Medical Elective

ENT in Australia

The safety of day-case Tonsillectomy
Simon Morris , Final Year Medical Student
hen planning my elective there were three
criteria: some good surf, an abundance of
natural beauty and last but not least, an ENT
department willing to take me for 4 weeks.

Geelong ... ?
“... ENT centre serving some 200,000
patients ...”
Geelong is the second largest city in the state of Victoria
following Melbourne. It is commonly thought of as the
‘gateway’ to the Great Ocean Road and situated on the
famous Surf Coast Highway. Popular attractions in this area
of Victoria include the 12 Apostles, Bell’s beach and the
Grampians National Park. Geelong had both a personal and
professional appeal: as an ENT centre serving some 200,000

patients in Southern Victoria and suitably close to the world
renowned surfing breaks for my evenings and weekends. It
also provided an easy commute to the centre of Melbourne
for when I was craving some good coffee, cultural or sporting
excitement.

Why ENT?
I developed an interest for ENT following my intercalated
year, where I researched exostosis and its awareness
amongst surfers in the UK. Since this, I have attempted
to supplement the compulsory ENT teaching during
fourth year through audits, studies and involvement in
the MEDSOC ENT Society. Following these excellent
experiences, ENT felt like the natural specialty to apply to
during my elective. I do not regret this decision.

Sydney Harbour, Opera House and Bridge.
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My Elective Experience
“I also ran my own clinic ...”
During my 4 weeks I became a valued member of the
surgical team at University Hospital Geelong (UHG).
My experience in theatre was a highlight. I scrubbed in,
assisting in procedures, much to the contempt of the
Geelong medical students, and I feel that my confidence,
competence and skill in theatre improved significantly.
I also ran my own clinic, which involved seeing patients
independently and then presenting my findings to the
consultant in clinic. I also became pretty handy with the
naso-endoscope, if I do say so myself.
As well as offering a further insight into ENT, the elective
presented a chance to learn about the career pathway of
surgeons in Australia. Australia is a popular location for
Junior Doctors to gain additional experience during or
prior to surgical training, amplified by the recent contract
disputes; so with this in mind, I used the elective as an
opportunity to explore future career choices. Ultimately I
found the elective an intensely rewarding experience, and
I think it goes to show that a bit of enthusiasm goes a long
way. Helped by the fact that many of the team, including my
ENT supervisor were keen surfers, I’m sure that spending
a weekend surfing with my consultant also got me in their
good books.

Tonsillectomy: A Brief Introduction
“... UK are now doing too few
tonsillectomies ...”
Tonsillectomy represents approximately a third of the
procedures performed in ENT departments. We’re fortunate
in the UK, that day-case tonsillectomy has been the norm
for the past 10 years. Recent evidence, however, suggests
that ENT surgeons in the UK are now doing too few
tonsillectomies as a result of the Scottish Intercollegiate
Guidelines Network (SIGN) criteria. The UK currently
does approximately 3 tonsillectomies per 1000 people
compared to 6.4 in every 1000 Australians – approximately
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half as many. This equates to 17,653 tonsillectomies being
performed in the public hospitals of Australia; of which
4,359 are performed in the state of Victoria where UHG
is located.
The safety of day-stay tonsillectomy has been well
documented in the literature. Yet despite this, the vast
majority of Australian public hospitals, Geelong included,
employ an overnight policy with regard to observation
of patients post-tonsillectomy. This is due to two serious
complications which may be fatal: post-tonsillectomy
haemorrhage and airway compromise. Other, minor
post-operative complications may occur in up to 20%
of cases, however patients with these complications can
be safely discharged and managed at home.

“... evidence based guideline to allow
consideration of day-case tonsillectomy ...”
The primary aim of my project was to attempt to produce
the basis for an evidence based guideline to allow
consideration of day-case tonsillectomy on the basis of
certain patient characteristics. In essence, provide criteria
of patient characteristics that are considered compatible or
incompatible with day-case tonsillectomy based on previous
experience at this one institution.

Methods
During my 4 week elective I retrospectively reviewed all
of the tonsillectomy procedures performed at UHG since
June 1998. I generated data by reviewing patient records:
collating patient characteristics, operative details and
post-operative outcome. Once this data was collected, it
was used to classify patients according to any complications
that they may have experienced during their subsequent
inpatient stay. Categories were created in an attempt
to classify patients according to the severity of the
complication that they experienced and thus identify patient
characteristics associated with poorer outcome following
tonsillectomy.

Results and Discussion
As expected, a small minority of patients suffered
post-tonsillectomy complications including haemorrhage, pain,

nausea, fever, airway problems and sedation;
however this number was compatible with other
National and International literature which anticipates
a post-tonsillectomy haemorrhage rate of approximately
3-5% and overall complication rate of <20%.
In those who suffered the most serious complications
of post-tonsillectomy haemorrhage or airway
compromise, a number of patient characteristics
were over-represented. Statistical analysis supported
this and showed that particular patients, according
to a number of demographical features and comorbidities, were at higher risk of suffering serious
post-operative complications. The current literature
that supports the safety of day-case tonsillectomy is
largely based in institutional factors, and no study
has attempted to identify patient characteristics that
may be incompatible with day-case tonsillectomy as the
current study has.

“... a vast majority of the patients …. did not
require an overnight stay.”
As aforementioned, UHG currently employs an internal,
overnight stay policy to ensure post-tonsillectomy
complications can be managed and thus the results of my

Sky-Dive over Coff’s Harbour.

research suggest that a vast majority of the patients reviewed
since 1998 did not require an overnight stay. Therefore the
authors recommend that in future, only those who were
found to have ‘high risk’ characteristics should not be
listed for day-case surgery; which in agreeance with other
International literature include: age at time of operation
<2 years, an American Society of Anaesthesiologists
(ASA) score >2 and finally co-morbidities such as bleeding
diathesis and coagulopathy including von-Willebrand
disease.

The Famous Bell’s Beach.

“... one of the largest
tonsillectomy studies to be
completed in Australia ...”
My study, due to its 16 year timeframe
and patient yield makes this one of
the largest tonsillectomy studies to
be completed in Australia to date.
The thorough investigation of the
complications that occurred in this
primary period gave reliable data
concerning the characteristics of
patients most likely to require postoperative intervention and thus least
compatible with day-case tonsillectomy.
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Summary
Several overlapping characteristics of the patients who
suffered airway compromise and those who required
return-to-theatre for severe tonsil haemorrhage
were found. On this basis, I recommend that all
elective tonsillectomy patients should be screened
for appropriateness of day-stay surgery with only the
exclusion criteria listed above necessitating mandatory
overnight observation.

What Next?
Publication will be pursued in Clinical Otolaryngology, an
international ENT journal with hope that this evidence
will be reviewed and considered for implementation in
other ENT institutions in Australia. Communication
with the Australian Royal College of Surgeons and Australian
Society of Head and Neck Surgery, will hopefully help fulfil
the primary aim of this study in forming the basis for
evidence-based guidelines. This is with a view to improve
the delivery, safety and efficacy of day-case tonsillectomy
and post-tonsillectomy care in the public hospitals of
Australia.
Further study is required to determine the impact of the
compatibility criteria on patient outcome both in the
short-term and long-term settings.

After the Elective
Following my 4 week elective period in Victoria, I spent
the remainder of my trip on the east coast of the country,
to continue developing my aforementioned personal
interests. I made stops at Surfer’s Paradise, Coolangatta,
Byron Bay, Coff’s Harbour, Crescent Head, Avoca and
finally Sydney: all of which contributed unforgettable
experiences which are beyond the scope of this article.
The elective and subsequent travel, kindly supported
by the Sands Cox Charity, was a hugely enjoyable and
rewarding experience.
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ince my school days I have been fascinated by
mountains. My student days were spent juggling
study and climbing. I suspect that many Sands Cox
members have a pair of walking boots in a cupboard
somewhere. As a would-be mountaineer one of the first
things I bought was a proper pair of mountaineering
boots.

“My feet were never boot friendly.”
My feet were never boot friendly. I have feet which, in
relation to their length seem to have enormous width and a
very high instep. A result of all this is that buying climbing
boots has always been a nightmare. My first real pair were
Arvon’s Tiger boots. Arvon Jones of Bethesda was one of the
first specialist sellers of climbing gear other than a few mail
order outfits. These boots were one of the most comfortable
I ever owned. Arvon had started as a bootmaker and
probably understood the peculiarities of Welsh feet.
Eventually these wore out. Then we were into the era of
trendy Continental boots named after the climbing stars of
the time, Egger, Desmaison, Terray and whoever else. All
men of great skill, and resolve and all with narrow feet. I
tried them all on. Terrays seemed the least bad and I had
two pairs of them.

“... at least I would get properly fitted.”
In the end I decided to go to the experts, Lawrie’s of Marble
Arch in London; Lawrie’s of blessed memory and inspired
eccentricity, suppliers to the great and the good of the
mountaineering world. The acme would have been Lawrie’s
handmade boots, made to measure. I could not afford these
but if I bought a pair of ready to wear boots at least I would
get properly fitted. The shop was like a house; I rang the
bell and explained my problem to the elderly Miss Lawrie.
She suggested I try on a pair of their own boots, made in

Wa l k i n g B o o t s

THE BOOTS
Dave Roberts (M 1963)

Spain, but “to our design and specifications, mind, and
only the best leather”. I was allowed to buy them within the
short time span of fifty minutes, short for Lawrie’s, that is. I
remember spending part of the time perched on tip toe like
some sort of gross ballerina, hanging onto the mantelpiece
for support (I said it was like a house), with Miss Lawrie
down on her hands and knees checking that my feet had
exactly the right amount of movement within the boots. Her
parting shot was to rip the gaudy laces out of the boots and
more or less throw them at me. “They will insist in putting
these useless laces in. Here, take ours”. Theirs were narrow
unprepossessing flat things. I put them in the boots and they
lasted longer than the boots.
These Lawrie’s boots fitted well and I wore them for a long
time. Unfortunately they rubbed round the ankle and no
experiments with the lacing worked. The only remedy was
to pad the top with foam pads from the tops of wholesale
canisters of pharmaceuticals, which made it look as though
either the boots or my ankles had burst and that the stuffing
was coming out.

“... the Austrians had feet like flippers.”
At this time I also had a pair of second hand Austrian boots.
They were fine in length and width but strangely restricted
in vertical interval between the sole and the uppers. If the
French and Italians had feet like ballerinas then the Austrians
had feet like flippers. The result was that my toes got crushed
from the top down whenever I wore them. On one occasion
in Glen Coe my left ankle was very sore from the Lawrie
boots and my right toes very sore from the Austrian boots. I
tried wearing an Austrian boot on the left foot and a Lawrie
boot on the right but ended up with ten mashed toes and
two sore ankles. Going up to climb on the Etive Slabs near
Glen Coe required the wearing of a rather smart pair of town
shoes. Rock-climbing is mostly done in specialized footwear,
very light and with smooth soles like the highly adhesive
tyres on Formula 1 racing cars and which are not much good
for walking. I had problems with these too.
Aesculapius, Summer 2017 29

Wa l k i n g B o o t s

“With great anticipation I bought a pair.”
Then came the era of plastic boots. These had rigid plastic
outers and soft inners, along the lines of ski boots. I reasoned
that you could buy these fairly big, as the inner boot would
act as a padded filler. With great anticipation I bought a pair.
They were not a success. They weighed a ton and had all
the delicacy of Thames barges. They compressed my little
toes mercilessly and they too rubbed the tops of my ankles.
They had their virtues; warm, snow, water and mud proof
unless you went in over the top. The end came one day on
Kinderscout, Kinder is really just a vast heap of mud and peat
with bits of rock and heather stuck in it. It has a flat top and
a path which laps this summit plateau. One December day
I did this lap by walking up from Hayfield, going clockwise
until I reached my starting point and then going down again.
It was awful. The boots were on their worst behaviour and my
toes and ankles felt as though Torquemada had been letting
his lads practice on them.
I was in one of Betws y Coed’s climbing emporia being
served by a salesman who commiserated with my problem;
he revealed that they had some new stock in, a good boot
with a wide fitting, by the Swiss maker Raichle. When I tried
them on I knew I had found The Boots. I bought them, and
they were a great success. They were leather, with a short
metal shank to give them rigidity to climb in and take my
crampons, and a wide rubber rand. I wore them to walk
and to climb on rock and snow, in this country, winter and
summer and on three continents. I was a happy man. So
happy that I bought another pair that I put in the loft against
the day they may vanish from the shops. And they did so
vanish apparently because the Swiss had started to ask the
British distributor for a ridiculous price for them so that it
was not worthwhile to stock them. After some years I noticed
that the layers of insole of one of them were starting to
separate. This was a repair job for the professionals.

common with the other towns in the area there is a
tendency among the inhabitants to be of a conservative
view, not easily impressed, sparing with words and fanatical
about Rugby League. In the suburbs of this town was a
boot repairer which advertised its services as doing all
kinds of mountaineering and sporting footwear repairs.
I phoned them.
“Is that So-and-So Shoe Repairs?”
“Aye”.
“I’ve got a climbing boot where the insoles are coming
apart. Could you have a look at it?”
“Aye”
“Can I bring it in on Thursday lunchtime?”
“Aye”
What admirable economy with words, I thought.
Next Thursday lunchtime I walked the mile or so from the
factory to the shop. The shop was on a corner like most
shops in the area. It was small with just a couple of chairs.
There was a notice board on the wall with ageing letters
pinned to it. They were of the variety of :
“Dear Sirs,
Thank you for Fitting new Studs to my Football Boots. I am
now sure I can Help Melchester to Win the Cup.
Yours very truly
		
And:
“Dear Sirs.
I am Very Pleased with the new Spikes you have Fitted to
my Running Shoes. I am now in Training to run the Mile
in Three and a Half Minutes.
Yours & c
		

“... all kinds of mountaineering and sporting
footwear repairs”
At that time I was an Occupational Physician working two
days a week in a group of chemical factories belonging to
my employer in a certain town in south Lancashire. In
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Roy of the Rovers”

The Great Wilson”.

The counter was of old wood, deeply scarred where
generations of miners had plonked their clogs down and
ordered another half-pint of muggers or horseshoes or
whatever it is that you put on clogs. Behind it stood a
man of indeterminate age, whose name I never found out
and who I will just call The Man. I gave him my boot. He

pushed fingers like sausages into the gaps between
the insoles and prised them apart. His fingers raked
around and evacuated fragments of soggy leather. (I wish
I could write in fluent Lancashire. When I try to it looks
as though I am trying to write in Yorkshire, and I can’t do
that either).

“Bit wet in ‘ere, ‘ave to dry out”

t’insoles an’ dry ‘em out. Real wet it were in there,
so we dried it out proper, and then put in some new
insoles. An’ we fitted a new shank, ‘cos t’old one were
broke”. He tipped my boot up and two rusty old bits
of metal fell out. “Then we put t’old sole on again ‘cos
there’s some life left in that yet. Proper brass screws,
mind. An’ then we put on a new rand”
The boot looked magnificent. I wondered if it would
have been more economical just to buy new boots.
“So how much will that be, then?” I asked.

He shouted to the back of the shop. “John!” John, of similar
indeterminate age came out. He was wearing a leather apron
and carrying a small hammer. His front teeth were notched
from years of holding little nails in them. Well, I expect they
were, I never actually saw them. John pushed vast fingers in
between the insoles and produced more soggy leather.
“Bit wet in ‘ere, ‘ave to dry out”
“Er, can you do anything about it?”
“’appen”, said John and vanished to the back of
the shop.
Next week I phoned; my boot was ready.
This time there was a little old man sitting there; The
Man was behind the counter. I had got used to the
economy of speech by now and decided to join in. I
leaned an elbow on the counter and said “One boot?”
The little old man suddenly spoke. “Oo are you, then;
Douglas Bader?” The Man broke the ensuing puzzled
silence. “So oo’s this Douglas Bader, then?”
The little old man sniffed. “Ee” he said, “Youngsters
don’t know nowt these days. You’ll know oo ‘e were?”
This was directed at me. I could have denied all
knowledge of him, putting myself in the category of
“Youngsters”, though that would have been against
all the visual evidence. I thought of pointing out that
Douglas Bader had two tin legs so would want two
boots or none, but not one. I sensed that I might be on
the edge of some wholly unknown sort of verbal abyss
here. The Man defused the situation. “John!”
he shouted.
John appeared, still with leather apron and hammer.
He took my boot from a shelf behind the counter
and suddenly broke out into an attack of unexpected
loquacity. “Well, we ‘ad to take off t’sole, an’ then all

“Nine pound fifty to you, mate” said The Man. I paid
up, he put my boot in a plastic bag which smelled
slightly of curry, and I left. The little old man had not
uttered a further word.

“... they were looking decidedly
elderly ...”
Boots served me well for another couple of years. By then
they were looking decidedly elderly and the upper of one
had started to part company from the sole, appearing from
behind the rand. Back to the boot repairers. Nothing had
changed. The Man looked at my boot. “Sorry, mate” he said,
“can’t do nowt about it, it’s these modern boots, like, they
don’t put enough leather in t’upper so when it gets to rot
and pulls away like yourn there’s nowt left to fix back on to
soles”. I thanked him and left.

“I found some boots … which suited me
perfectly”
Being of a somewhat sentimental turn of mind I put the
boots in the cupboard and thought about the good times.
After a couple of weeks I got them out and threw them
in the wheelie bin. After all, I had another pair in the
loft. These eventually went the way of all things and I
wondered what I would do next. By this time the shops
were awash with boots of all sorts of sizes and shapes.
To my great relief I found some boots from the German
maker Meindl which suited me perfectly; I am now on
my second pair and a happy man again. Perhaps they
will see me out.
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Oral health of physically
disabled women in
Shanzu, Kenya
Implementation of a tailored preventative
intervention
Raj Shah – Final year dental student
Background
isability is an umbrella term covering
impairments, activity limitations and participation
restrictions. Shanzu is a small suburb situated
along the southeastern coast of Kenya. Although being
a popular tourist destination because of its exquisite
beaches, Shanzu is a low socio-economic, rural area.

“... enable them to become independent
women.”
Shanzu Transitional Workshop for Disabled Young Women
was founded in 1992 by the Kenya Girl Guides Association.
It works towards the well-being of disabled women by
providing vocational training and education to empower
their futures and enable them to become independent
women.
Kenya has 700 registered dentists and in the public
sector, the ratio of dentist to population is 1:378000. The
government dedicates only 0.0016% of its total budget for
oral health. In comparison, the UK commits 2.9% of its
budget to dental services. Therefore, due to the lack of:
dentists, government funding and special care dentistry,
women at Shanzu are a vulnerable group of individuals who
are deprived of basic oral care that they deserve.
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Aim
To investigate the oral health of physically disabled women
in Shanzu, Kenya and provide a tailored oral hygiene
programme.

Objectives
1. To carry out an oral health survey of women in the Shanzu
workshop.
2. To identify the oral health needs of this group of women.
3. To evaluate the women’s attitudes to, and perception of,
oral health.
4. To review the women’s current practice and routine of
maintaining oral hygiene.
5. To implement a tailored sustainable oral hygiene
programme.

Materials and Methods
Ethical approval was sought from the chairlady of the
workshop in February 2016. The project took place over four
weeks in July and August 2016 involving 28 women and
prior informed verbal consent was gained from the women.
I carried out a basic oral health survey of these women.
Firstly, measuring their baseline periodontal status by
recording full mouth plaque scores, bleeding scores, gingival

Tailored tooth brushing
instruction.

Dental examination
at Shanzu.

index and BPE. Subsequently, I recorded the total number
of decayed, missing and filled permanent teeth (DMFT).
Using in-depth interviews based on the domains of the
Oral Health Impact Profile (OHIP), I explored each woman’s
oral hygiene practice, diet and attitude toward oral health.
I needed the women to understand why brushing was
important to them, because understanding the need is
essential to ensure sustainable, permanent change in
behaviour. I delivered oral health education on the causes
and prevention of periodontal disease and caries. Over the
next three weeks, I gave each woman a toothbrush and
toothpaste, donated by Oral B, and delivered one-to-one
tailored oral hygiene instructions using the tell-show-do
method. Finally, I recorded plaque scores and bleeding
scores at the end of the project for comparison with the
baseline scores and used this data as a final motivational
tool.

Results

lunch and rice, lentils or boiled vegetables for
dinner. Their consumption of fruit was mainly bananas and
apples and any different variety would depend on donations.

“The majority did not use toothbrushes ...”
The majority of the women did not use toothbrushes
and none of them used fluoride toothpaste. Most women
used miswak (twig made from Salvadora persica tree) in
the morning and wooden dental sticks after meals. The
interviews revealed that all the women went to the dentist
only when they had unbearable pain. They had no aesthetic
concerns and for most women the only treatment they
could afford was extractions. They were never taught any
oral hygiene methods or given oral health education. Some
quotes from the women illustrating this:

Diet, oral hygiene practice and attitude to
oral health

“When my face swells and I cannot eat or drink anything
then I go to the dentist.”

The women had what we might regard as a rather plain diet,
which contained very little refined sugar. They had porridge
for breakfasts, Kenya’s staple; maize meal and spinach for

“When I cannot open my mouth to even speak and cannot
sleep that is the time I go to the dentist to take out
the tooth.”
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“How can you get straight teeth; which doctor can
do this? Anyhow I can eat and speak nicely so there is
no problem.”

Caries Prevalence

Figure 2

Table 1: Caries prevalence and treatment
needs of the group
Mean Decayed Teeth

1.14

Mean Missing Teeth

0.86

Mean Filled Teeth

0.14

Mean DMFT

2.14

% DMFT = 0

32.10%

% DMFT > 0

67.90%

Mean DMFT (% DMFT>0)

6.21

Mean DT (% DT>0)

2.29

Treatment need
D
teeth %
D+F

89%

FT % (Care Index – proportion of teeth
7%
DMFT
with caries that have been restored)
% FT = 0, DMFT >0

57%

Almost a third of the women were caries free (32.1%).
Nonetheless, of those who had some caries experience, the
majority was untreated decay and the treatment need was
high (89%). The proportion of women with caries experience
but no restored teeth was 57%.

Periodontal status
This included bleeding and plaque scores recorded before
and after preventive intervention. Bleeding scores give an
indication of marginal gingival inflammation and plaque
scores indicate the efficiency of oral hygiene. In combination,
they may be an indication of patient motivation.

Figure 1
Three of the women were unable to have bleeding scores
checked, because of either anxiety, or specific disability.
Hence, excluding these from the cohort the average bleeding
score was 14%. The majority (56%) of the women had scores
of over 10%, with the range being between 0% and 42%.
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Four weeks post instructions, the average bleeding score
decreased to only 4%. Just over half (52%) of the women’s
bleeding score improved by 10% or more and only three of
the women’s bleeding score increased after the intervention.

The average baseline plaque score of the cohort was 35.2%.
75% of the women had a plaque score of over 20%, with
a range from 11% to 86%. Four weeks post intervention
the average plaque score dropped to 15.6% (a reduction of
55.6%). 14.3% of the women had a plaque score of over 20%,
a significant drop from baseline records. Three of the women
showed a small increase in plaque levels.

Discussion
“Sugar in Kenya is an expensive
commodity ...”
It is known that the prevalence of caries is multifactorial
including diet, oral hygiene methods and environment.
From the information gathered in this study, the women do
not appear to have access to comprehensive dental care or
advice. However, some would say that having 32 decayed
teeth across this cohort, where majority of the women have
never visited a dentist, is low. This can be accounted for after
observing the women and their diet, which was extremely
low in cariogenecity. Sugar in Kenya, compared with the
developed world, is an expensive commodity, a luxury
more than a staple, especially so in this low socio economic
group. Sugary snacks and fizzy drinks to the women are an
infrequent treat!
Although the mean DMFT for this cohort (2.14) was lower
than the WHO goal (global DMFT of 3 or less) it was still
substantially higher than the mean DMFT for 12 year olds
in Kenya (0.6), recorded in 2009. Although these figures
are not directly comparable, they give an indication that my
findings may be higher than expected. It comes down to the
lack of oral health education and barriers to dental care that
have resulted in the higher caries prevalence in this cohort.
The care index was 7% and coincides with the lack of access
to dental services and high levels of deprivation for these
women in Shanzu. Unfortunately, the main treatment when
the women do access a dentist is extraction of the decayed
teeth. Factors such as cost, poor oral health education and

Figure 1:
Bleeding scores
recorded at
baseline and
four weeks post
oral hygiene
instructions.

Figure 2:
Plaque scores
recorded at
baseline and
four weeks post
oral hygiene
instructions.

attitudes and physical disabilities are the main contributors
to this last resort dental treatment, which to the majority of
these women is the only treatment they have ever received.

“... pain was the women’s only concern ...”
During the in-depth interviews it was evident that pain
was the women’s only concern when it came to the topic
of dentistry. Feeling self-conscious, tense and embarrassed
about the appearance of their teeth was the least of their
concerns. In fact, the women would laugh when this was
brought up, showing how petty an issue this is in their
onerous life. It was evident that basic oral care was not the
norm for the women because issues such as money, family,
personal safety and diseases have always prevailed and taken
precedence over oral health.

Poor oral hygiene practise caused by their lack of oral
health education and awareness and their incognisant
attitudes to the importance of oral health has
undoubtedly unfolded in their baseline periodontal
records. It is evident that sustained plaque control is
essential in managing periodontal disease and oral
hygiene instruction is key to preventing the disease
process. It is this concept that was driven down to the
women. Group talks, videos and pictures, reiteration
and encouragement was the way to educate and change
the perception of oral health in these women. But most
importantly was to identify personally techniques to
overcome the physical barriers faced by these women in
practising basic oral hygiene and practising these tailored
techniques in a one to one format. Brand new Oral B
toothbrushes and toothpaste was another encouraging tool
for these women for whom simple implements such
as these were great motivators.
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The three weeks of intense oral health education and
improving tailored tooth brushing skills reflected on the
periodontal results with an improvement seen in plaque
scores, bleeding scores and gingival health in majority of
the women.

Conclusion

The Future
To make this project sustainable I have organised with
the current donors of rice and maize meal to provide
toothbrushes and toothpastes annually. I have also
trained the staff at Shanzu to provide regular oral hygiene
instructions and oral health education. There is also a plan
in place to review their oral health annually.

“... undeniable, sustainable, winner.”
The women at Shanzu form a group of burdened individuals
with innumerable pressing issues in life so that what people
perceive as important in developed nations is, justifiably,
trivial to them. Furthermore, their physical disability makes
practising basic oral hygiene challenging. Where brushing
takes two minutes for most individuals, for them it may take
up to fifteen minutes. However, what I noticed with these
women was their motivation to prove that their disability
was not an excuse and that they sincerely desired to improve
their oral hygiene. Each new day the women would want
to prove that they are brushing better and competing
with one another to prove it. Aside from the quantitative
improvements seen at the end of the project, it is these
qualitative changes in the perception and practice of oral
hygiene that was the undeniable, sustainable, winner.

The women at the Shanzu Project.
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A rt a n d I m ag i n at i o n

Madness and the
imagination

Jennifer Gray (M 1973)

“Madness is experienced by all artists in
some degree ...”
he face of madness has always haunted the
imagination of Western man and has been a
compelling subject for artists, writers and
musicians since the fifteenth century, when ‘the ship of
fools and its insane crew’ all at once invade the most
familiar landscapes. Madness is experienced by all artists

in some degree; the essential question is whether it
determines their social behaviour. If oddity or eccentricity
is all that is suspected, the individual will retain his
freedom. But to drift too far from normal standards of
social behaviour incurs the risk of being identified as a
social risk, and may lead to compulsory detention in
hospital’.
M. Foucault: Madness and Civilisation. 1967, p.10.

Above: Theodore Garmin with his sister 1950.
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“... the illegitimate son
of Sir Jacob Epstein ...”
Until a decade ago, the paintings
of Theodore Garman
(1924-1954), the illegitimate son
of Sir Jacob Epstein
(1880-1959), and Kathleen
Garman (Epstein’s model and
lover (1901-1979), were almost
unknown. Some are to be found
in the New Art Gallery, Walsall.
They form part of the Garman-Ryan
Collection and include large striking
canvases of still life, portraits and
landscapes, filling the gallery with
colour and vitality. Most of his other
works are scattered around the country
in people’s homes – reminders to their
owners of former friends and family
ties with the Garmans. The New Art
Gallery was opened in 2000 to provide
an appropriate environment for an
extraordinary collection of paintings, sculptures and artifacts
from all over the world, collected by Kathleen Garman and
her friend, the American sculptor, Sally Ryan. Kathleen
Garman, who was originally from Wednesbury in the West
Midlands had originally donated the collection to the town of
Walsall in 1972 after Sally Ryan’s death in 1968).
Kathleen Garman’s oldest child, an illegitimate boy named
Theodore, was born on 1st July 1924 at the Royal Free
Hospital St. Pancras, his father, the sculptor, Jacob Epstein.
His birth certificate omits his father’s name but his mother
is entered as Kathleen Esther Garman, a student of music
of 13 Regent Square, St. Pancras. Where there is space for
an additional baptismal name, “Jacob” has been added,
recognizing the Epstein connection. Theodore was later
to have two sisters, Esther, and Kitty (who for a while was
married to the artist, Lucian Freud).
Unlike his father, Garman chose paint and canvas to express
his inspiration. For Epstein, large stone blocks were his
preferred medium, (although he, too, produced several
masterpieces in oils). Theodore was a gifted child, successful
at school, and always painting. His two sisters seemed to
adore him. As he never received any formal training in ‘Art’,
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“... Garman chose paint and canvas to express
his inspiration.”
the question about whether he was an ‘Outsider’ artist has
been posed by some critics.
In 2001, soon after its opening, there were only a few
Garman paintings on open display in the galleries of the
New Art Gallery, Walsall, and about ten larger ones in the
archives downstairs. It became obvious that to make any
truly satisfactory appraisal of his oeuvre, it would mean
visiting old friends of his family all over the country, to see
and photograph their particular picture, and talk to them
about Theo. Eventually, 108 pictures (including those
already housed in the Gallery) were found, identified and
photographed.
The earlier pictures are attractive, with characteristic ‘Art
Brut’ features in some canvases. (This of course was a
decade before the ‘Kitchen Sink’ painters were working).
His earlier works are sunny, highly colourful, and varied

“He was the kind of
artist whom everyone
knew and liked ...”

Above: The sick child 1942.
Left: Easter Lilies 1948.

in subject, including portraits of
family and friends, outdoor scenery,
often of woodland and scenery,
particularly fields and woodland.
He also recorded on canvas various
places where he had been happy,
such as the church at South Harting,
Hampshire, a local pub, various
places where he had worked, and
perhaps his most well-known painting,
‘Summer Garden, South Harting’
which hangs in the Walsall Gallery. But

Right:
Summer Garden,
South Harting
1944.
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he also remembered his family and friends. Perhaps the most
poignant picture in the Gallery is one entitled ‘Sick Child’
and is a portrait of his sister, ill in bed.
He was the kind of artist whom everyone knew and liked,
tolerating his occasional absent-mindedness and somewhat
clumsy manner. A distant friend once admired a flower
painting and asked if he bought it how much it would
cost. ‘Ten shillings?’ came the hesitant reply. ‘Fine’ he said
‘we could just do with ten bob’s worth of beauty in our
house!’*
At the outbreak of the Second World War, major changes
occurred in the Garman household. Kathleen’s mother had
a small house, in the village of South Harting, in Hampshire,
so Kathleen and the children moved away from the dangers
of London and the bombs, to the rural peace of southern
England. They were to remain there for some time: but
Kathleen and the girls returned to London during the war

Villa Solaia 1942.
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“... his family ignored his odd behaviour
initially ...”

years leaving Theo in Harting, where he was thriving amid
the scenery, farming and village social life.
He considered going to University, but decided to do it at a
more favourable time than wartime. In the first years of the
war he studied English and Latin and seemed to be a high
achiever, but from 1942 he was struggling to maintain any
enthusiasm for his studies, and this date could be considered
the first evidence of the manifestation of the illness that was
to ruin his life – paranoid schizophrenia.
After working on Pays Farm for a year, in 1942, he applied
to register as a conscientious objector, on religious grounds.
His appeal was successful, and he was required to do full
time agricultural work. His work included animal care –
mainly looking after the cows – and various
agricultural tasks,

including pulling mangles and sugar beet, and haymaking.
He also continued to paint glorious rural landscapes.
Because of the stigma and fear of mental illness, his family
ignored his odd behaviour initially, whilst suspecting that
things were ‘not right with him.’ He began to suffer mood
swings and to have occasional outbursts of anger or elation.
One person remembers how he developed a tic and began to
walk oddly, but nothing was said about it other than to ‘give
him a quiet nudge’. It seemed even more important to close
ranks and support him. One seemingly uncharacteristic letter
written in 1941 might indicate the beginning of his illness.
In it he expressed his concern about his mother’s apparent
sadness. Kathleen could have been concerned about him,
as the letter details a quarrel he had with one of the other
residents at Rosemary Cottage, where he was staying, over
the use of a room. This would have indicated to her that
something was amiss as he usually had a placid temperament.
His language is more formal than usual, and contains many
religious references.
The next indication of his illness appeared three years later
when he wrote explaining his inability to continue with his
studies. The last letters of that period lack the sparkling
spontaneity of the earlier ones. By May 1945 he was very ill,
showing signs of psychosis and had attempted suicide. One
short letter records this, written from St. Andrew’s Hospital
Northampton on 3rd December 1945 – the hospital to which
he had been admitted in the previous August.

“...diagnoses were crudely made and treatment
was limited and often dangerous.”
At that time, psychiatry was almost in its infancy, diagnoses
were crudely made and treatment was limited and often
dangerous. ECT was first used in 1937. The best results
were obtained in depressive illnesses but the results
in schizophrenia were less satisfactory. The alternative
treatments provoked hypoglycaemia through the use of
intravenous insulin, or injections of cardiazol, both inducing
deliberate unconsciousness in the patient, were recorded as
being less well tolerated psychologically, as the fear of waiting
for the onset of unconsciousness was ‘intolerable’.
It is believed Garman received treatment – possibly surgical,
in the form of a prefrontal leucotomy, but certainly electroconvulsive therapy (ECT) (unfortunately examination of his

medical records was refused by family members). Following
his discharge he continued to work but there is evidence that
he relapsed on several occasions, becoming progressively
more unwell each time.
He was called before the Local Tribunal of the National
Service Acts in April 1946 to explain his absence from work.
The certificate given by his doctor confirming that he was
potentially at risk of relapse, and that he would only be fit
for part-time work in future, helped to persuade the Board
to allow him to work only three days a week. Significantly,
before his illness he had been considered ‘an excellent
and conscientious worker and physically able to do long
hours’ but was now of ‘unstable temperament and highly
emotional’. By 1947 he had moved back to London.

“... exceptional work with no evidence of
a decline ...”
It became apparent to Kathleen, that she was going to
need more help, particularly as in March 1947, Epstein’s
wife, Margaret, died suddenly. Kathleen undertook the
management of Epstein’s house at 18, Hyde Park Gate,
but still had to return daily to the home at King’s Road to
supervise her son’s meals and generally care for him. He
was still actively painting, using a shed at the bottom of the
garden as a workroom, and producing exceptional work with
no evidence of a decline in his ability to paint and draw.
Socially, though, he was suffering and had become very
odd, and had adopted a shuffling gait, leaning to one side.
He muttered to himself much of the time, often repeating
phrases under his breath, and must have presented a
strange front, but was sufficiently aware to resent this
mockery.
Kathleen decided that Garman needed a better workroom,
and rented a studio in Callow Street. John Lade, a close
family friend, has told how he took him to see it, and he
immediately hated it, refused to consider using it, and
probably lost the key. For a long time after this he must have
regretted the decision, muttering repeatedly, ‘I shouldn’t have
thrown it away...the key...I shouldn’t have thrown it away’.
During that time, despite his declining mental health,
Garman was able on three occasions to exhibit some of his
work at professional exhibitions in London, and received
rave reviews from an excited press at the emergence of
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this very young, extraordinary artist. But he was becoming
progressively disturbed, venting his frustration by destroying
his paintings, or slashing them with a knife, when he felt
dissatisfied with them. Several which had been exhibited
were destroyed beyond repair.
On 22nd January 1954 in a very disturbed state, Garman
went into the Chelsea School of Art to ‘borrow’ a small statue
to include in a painting. The action was interpreted by the
authorities at the School as theft, his illness being considered
irrelevant, and he was threatened with prosecution. Kathleen
realized that the time had come to seek urgent medical help
for him and arranged for an immediate admission to hospital,
if necessary as an involuntary patient, to prevent his arrest.
Garman was much disturbed by the fuss, refusing to cooperate. He was forcibly restrained (possibly with a straitjacket), and during the ambulance journey, vomited, went
into heart failure and suffered a cardiac arrest from which he
did not recover.
Theodore Garman was buried in the churchyard at South
Harting, in a grave which later that year was to also contain
the remains of his beloved sister, Esther, who had killed
herself six months after Theo died. The grave is now
overgrown; and a statue which he called ‘the Spanish
Madonna’, which he had often painted, and which had been
put in the church as a memorial to him, was stolen and never
replaced, and the plinth is now covered in bat droppings. The
inscription on it reads:
‘This ancient statue is dedicated to the glory of God in
memory of Theodore Garman, Artist, who worshipped and
painted in this church, and is buried within its precincts’.

‘Thanks to the New Art Gallery, Walsall for providing
much of this information.’

*More information about the first part of his life may be found in
the article ‘Ten Bob’sworth of Beauty’ in the British Art Journal, Spring
2008.

Internet links:
Google: Wikipedia: ‘Theodore Garman’; ‘Garman paintings’;
Ida Kar photos.
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he University of Birmingham opened the new
Birmingham Dental Hospital and School of
Dentistry in April 2016. The development which
cost £50 million, is the first integrated hospital and
teaching facility to be built in 40 years, just a short walk
down the road from the main university campus. The
Pebble Mill site is steeped in history previously being the
location for the old BBC studios with programmes such as
The Archers and Top Gear historically produced there
over its thirty years before being closed and demolished in
2005. The new hospital at the Pebble Mill site replaces the
50 year old hospital based at St Chads, Queensway in the
city centre of Birmingham.
For students, the opening of the new school and hospital has
been a blessing. Located a mere fifteen minute walk from the
campus South Gate and Selly Oak, the student village where
the majority of students living away from home are based.
Students are now able to walk the distance between the
medical school and dental school past the beautiful redbrick
buildings and the famous clock tower. Students are integrated
into the “normal” university environment and are able to
benefit from other new developments based on campus
including the multi million pound campus library and the
ever awaited sports centre.

“The facilities ... are outstanding ...”
The facilities in the new build itself are outstanding
in comparison to the old build. Many thanks and
congratulations should be given to the dedicated members
of staff who designed the beautiful yet practical student and
patient areas. With the building split into two halves, school
and hospital or student and patient, however you like to see
it, every room, chair and table has been thought out and
carefully placed.
The School of Dentistry now has one large lecture theatre
that can be divided into two halves by sliding panels. There
are comfortable rotating chairs so that small groups can work
easily with the people sitting behind them, aiding students
learning experience. One of the greatest successes for the
student side of the hospital is the Learning Hub, a large open
area just outside the dental school library and located close
to computer rooms and changing rooms where students
can congregate for group work. There are four large booths
with flat screens to link to laptops via HDMI cables, with

D e n ta l H o s p i ta l a n d S c h o o l

The Move
to Pebble Mill

a Students’ Perspective
Molly Deykin and Joanna Dimelow (Dental students)

plenty of plug sockets. And if you don’t manage to get a seat
in one of the booths, there is plenty of space on the other
large tables for students to work at during their free time.
Students are also very excited about the access to free colour
printing which is great for printing out those all-important
oral pathology lecture handouts with the colour of the images
crucial to understanding. The two new printers are located
in the learning hub next to the computer room and library

enabling students to utilise the resources available and again
maximise learning. Generally the new build has an open
layout and is very inviting and well lit. The design is beautiful
and modern and certainly makes us feel proud to be studying

Above: Birmingham Dental Hospital and School of Dentistry in the
summer term.
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at Birmingham Dental School, something the patients have
noticed too! In addition to the design features planned by the
staff, the student society bought a brand new pool table for
the student common room. It looks great and even has our
student society crest.

adjusting the technique or compromising the quality of their
work if they were in a right handed bay. In comparison to
the old hospital where only one or two of the chairs was
ambidextrous per clinic, all chairs can now be converted.
Other features making students’ lives easier and simpler
for treating patients include the hot water taps
being set to 60 degrees in each clinical bay so
that impression compound can be softened
without setting up a water bath and leaving cross
contamination issues in the past. There are lab
rooms at the end of each clinic so students can
adjust their patients’ dentures for them without
having to leave the clinic which also saves time.

The patients now have access to the beautiful
Pebble Mill site which is based in the leafy
suburb of Edgbaston. The site contains a
relaxation garden with seats and a water feature
that anyone can enjoy in the sunshine with a
gorgeous view. The layout of the building is very
clear with signs directing patients to the correct
place and a large reception desk for people who
need it. The building is open and light with
large windows allowing sunlight to flow into
the atrium. There are electronic check-in desks
for the patients to use which saves time and
Birmingham University Dental Students Society’s pool table, located in one of the
informs the patient where to be seated. The bays
common rooms.
are more spacious and each one has equipment
provided within the integrated shelving, making
the treatment run smoother for both the student
and the patient. The chairs are extremely comfortable with
adjustable head rests and a slow start technology which again
“... now completely digitalised.”
puts the patient at ease.
The hospital and patient side of the new build is now
completely digitalised. Students are learning how to take
and process digital radiographs that can be displayed on the
NHS computers in every bay in the hospital. The processing
system is much quicker and access of the images much
easier for students. A new feature for the hospital is the
NHS computer room where students are able to log onto
patient notes securely and the patient booking system in
their free time without having to go onto clinic. Technology
improvements are not just limited to the computer system
as all the treatment chairs themselves are able to convert
from right handed to left handed and back again with ease,
enabling those left handed students to be able to carry
out their dental treatments in the correct way instead of
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“... proud moment in the history of
Birmingham ...”
The move from the St Chads, Queensway to the Pebble
Mill site has been a proud moment in the history of
Birmingham Dental School and for all those involved: it will
be something never forgotten. The students and staff are
settled and happy working in this lovely new environment
and patients seem to be thoroughly enjoying the new
facilities on offer. We can only hope that this wonderful new
building will inspire learning in current dental students and
those in the future.

Medical Society

The University of
Birmingham Medical
Society
William Drew, MedSoc President 2016/17, Intercalating Medical Student

“one of the UK’s largest medical societies”
he University of Birmingham Medical Society
(Birmingham MedSoc) is an independent
non-profit student-run organisation for the
students of the College of Medical and Dental Sciences.
Since its founding, the society has aimed to provide for
the interests of its members in educational, social and
sporting matters. Earliest records of the society are from
1956, but the society was undoubtedly founded before

this date. With a present-day membership exceeding two
thousand five hundred students, the society now
encompasses over sixty student groups, including
forty-one societies, sixteen fundraising charity groups and
fifteen sports clubs. This makes Birmingham MedSoc one
of the UK’s largest medical societies and the largest single
society at the University of Birmingham.
For its activities, Birmingham MedSoc has been named
the Best Medical Society in the country by the United

Above: University of Birmingham Medical Society, 1956-57.
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Kingdom Medical Student’s Association. Inclusivity has
always been important for Birmingham MedSoc and in time,
the society has welcomed biomedical scientists, nursing
students, physiotherapists, dentists, physician associates and
biomedical materialists into its ranks. The society’s activities
are led by the MedSoc Committee, a twenty-two-strong group
of students who orchestrate the running of the society.

“... a network of friendly faces ...”
With forty-one societies, MedSoc aims to provide something for
every student, whatever their interests. There are two performing
arts groups, ARTE and Comedy Revue. ARTE perform a musical
and a straight play each year whilst the Comedy Revue write
and perform an annual medical themed comedy sketch show.
These performances are in aid of charity, with shows regularly
raising over two thousand pounds for a local charity. There is a
host of musical societies including the MedSoc Orchestra, Big
Band, MedChoir and both male and female acapella groups.
These groups are regularly planning and performing in events
throughout the year. Wilderness Medicine is a student group
who practise first aid on the mountainside as part of their
monthly hiking trips. There are religious groups, several dance
classes, a yoga group and many more. There is a society for
international students, which welcomes them to the College and
ensures they have a network of friendly faces from all years and
courses to ensure they enjoy and make the most of their time
here in Birmingham.
MedSoc offers its members the chance to display their
sporting prowess as a member of one of the fifteen MedSoc
Sports teams. These teams are disparate from the
university-wide sporting teams, with training times more
conducive to the busy timetable of a student in the College
of Medical and Dental Sciences. This does not infer a reduced
level of ability however, with our sports teams regularly
faring well in the NAMS (National Association of Medical
Schools) competitions. Our teams also provide for students
who are picking up the sport for the first time and this range
of abilities provides a fantastically welcoming environment
for new members. The Men’s Rugby team play an annual
fixture against the University’s 1st XV. Titled ‘Brum Varsity’,
this fixture pulls in crowds of over one thousand people.
All our sports clubs have a lively social life and regularly
run tours and weekends away. Each year, Birmingham and
Southampton Medical Societies compete in a multi-sport
competition titled block fixture.
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Logo of the Medical Society.

As a society, Birmingham MedSoc cannot ignore the fact
that its members are in full time education and must
therefore be supported academically. Peer-assisted learning
in undergraduate medical programmes has been shown to
develop those involved both academically and professionally.
In recognition of this, MedSoc provides plenty of opportunity
for peer-teaching and wider academic support throughout
a member’s time at university. Each year, the society runs a
revision lecture series in the run-up to exams. These peer-led
revision lectures are an excellent opportunity for both the
younger and older students, providing a student’s viewpoint
on the harder-to-grasp topics and providing valuable teaching
experience for the tutor. Not only these revision lectures,
but among MedSoc’s societies are academic centred student
groups. Groups such as SurgSoc (Birmingham’s surgery
society), BIMS (Birmingham Internal Medicine Society) and
the GP Society cater for MedSoc members whatever their
personal interests. Throughout the year, these academic
societies run events ranging from mock OSCE exams, clinical
skills sessions to guest lectures from experts in the field.
Alumni of the college are often kind enough to give up their
time to speak to MedSoc societies about their specialty
and how, as students, we can further our career prospects.
Birmingham Medical Education Society, a new society for
the year 2016, provides students interested in peer-assisted
learning a chance to learn effective methods of teaching.
MedSoc also runs careers events for final year members and
student grand rounds for clinical year students.

Our fifteen charitable fund-raising groups offer our members
the opportunity to give up their time in aid of a local or
national charity in its fundraising and educational efforts.
A number of groups visit local schools to educate the
schoolchildren in topics ranging from mental health, sexual
education to increasing awareness of anaphylaxis. Other
groups are more focussed toward fundraising, with students
regularly organising events including pub quizzes, bucket
shakes or live music events in aid of their chosen charity.
MedSoc also offers a packed social calendar for its members.
We welcome new students to the college with a bespoke
‘Welcome Week’ of activities, ranging from a round of ten
pin bowling, to a river cruise down the River Severn to
MedSoc’s infamous night out ‘The Hop’. From there, the
fun continues throughout the year with after exam parties, a
weekend away to a European city and a summer camping trip
to the Gower Peninsula in South Wales. MedSoc runs its own
ski trip, titled ‘MedSki’, which runs annually over new year.
Finally, the jewel in the social crown of Birmingham MedSoc
is the annual College of Medical and Dental Sciences Ball,
or ‘MedBall’. In early February, around one thousand two
hundred MedSoc members descend upon the International
Conference Centre in Birmingham City Centre for the most
glamorous evening of the year. Dressed in black tie, attendees
are treated to a champagne reception, three course meal
and live bands. Many of the College staff members join the
frivolities and are often seen dancing the night away.
The MedSoc Awards are awarded each year on stage at
MedBall. These awards are comprised of: Society of the
Year, Charity of the Year, Sports Club of the Year and the
MedSoc Cup. They recognise the outstanding achievements
of our student groups and in the case of the MedSoc Cup,
recognises the outstanding contribution of a final year
student to the Medical Society.

“... a blessing for the student’s wallet.”
MedSoc members also reap the benefit of a number of
sponsorship deals the Medical Society has with local
businesses. With over twenty local restaurants, shops and
bars and also national medical academic suppliers and
textbook producers sponsoring MedSoc, members can take
advantage of huge discounts throughout their time in Medical
School. These discounts are a blessing for the student’s
wallet.

The Final Year Dinner (FYD) Committee is a sub-committee
of MedSoc, and offers final years the opportunity of a
weekend away with their colleagues. Running fundraising
events throughout the year, this group of final years celebrate
the final few months before graduation with two days away in
the English Manor house, where they wine and dine for the
last time as students.
The University of Birmingham Medical Society is now a
huge organisation, bringing opportunity and enjoyment to
the student of the College of Medical and Dental Sciences.
Supporting its members in all aspects of student life, I hope
that it will only thrive in the future.
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1958
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George Allen Dalton
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1919
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1924

1949

15 Apr 2016
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1927

1950
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1959
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John Ernest Tebbett

1923
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1921

1944

17 Aug 2015
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Michael John Aldridge
(M 1968)
Trauma and orthopaedic surgeon
Coventry (b 1942; q Birmingham
1968; FRCS), died from Alzheimer’s
disease on 15 September 2016.
As a medical student, Michael John
Aldridge (“John”) spent his elective in
Rhodesia (now Zimbabwe). When he
returned there after his house jobs he
met Eva, whom he later married, and
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discovered his passion for orthopaedics.
He returned to Birmingham for his
orthopaedic training and was appointed
to Coventry and Warwickshire Hospital
in 1977.
He was a pioneer in sports medicine
at all levels. He worked closely with
physiotherapists to develop an
understanding of the importance of
early diagnosis and intervention, injury
prevention, and the high functional
requirements of elite athletes. His
interest in sports medicine began early in

his career, through clinics and through
meeting John Atkinson, head coach of
British Gymnastics. John was the first
professional chief medical officer for
British Gymnastics. During the nearly
30 years he was in post, he attended
six summer Olympic Games, one
winter Olympic Games, and numerous
Commonwealth Games as a doctor for
gymnastics or as a headquarters British
Olympic team doctor. The highlight
of this time was to see the progress
of British Gymnastics shown by the
success of Beth Tweddle winning the
first world championship gold medal
and the subsequent recent successes.
He was part of the medical commission
of the International Federation of
Gymnastics, where he promoted the
importance of injury prevention, and
was orthopaedic surgeon for many elite
athletes, including David Moorcroft,
who underwent what was then novel
surgery for chronic compartment
syndrome, which allowed him to go on
to break the world record for 5000m.
John was surgeon for Coventry City
AFC, Wigan RLFC, and Rugby Lions
RUFC. For three years he was president
of the British Association of Sports and
Exercise Medicine and was instrumental
in the development of sports medicine
as a subspecialty in its own right.
Within the trust he was a leading
figure, working as surgical director and
being instrumental in the development
of the academic orthopaedic unit as
part of Warwick medical school.
He was recognised by Coventry
University for his services to British
Gymnastics and orthopaedics with
an honorary doctorate in 2011. He
leaves Eva; four sons, one of whom has
followed him into medicine; and six
grandchildren.
Stephen Aldridge

Anthony David Barnes
(M 1958)
Former consultant surgeon Queen
Elizabeth Hospital Birmingham
(b 1934; q Birmingham 1958;
BSc, FRCS, ChM), died from a
primary malignant brain tumour
on 30 April 2016.
Tony Barnes was in the vanguard
of renal transplantation in the UK
and made major contributions to the
establishment of the specialty. As a
teenager during the Second World
War he was evacuated to the East
Grinstead area, where burnt airmen
were benefiting from pioneering plastic
surgery. This influenced his choice of
the genetics of skin allograft rejection
for a BSc project during his medical
undergraduate training in Birmingham.
After graduating he studied allograft
rejection at East Grinstead with Sir
Peter Medawar, encouraged by Sir Solly
Zuckerman, Professor of Anatomy
in Birmingham. Both encouraged
a scientific career but Tony was
committed to surgical training and
progressed rapidly to a lectureship
in the Department of Surgery at
Birmingham under Pon d’Abreu. Renal
transplantation had not yet reached the
Midlands though a dialysis programme
was established.
After visits to Boston and later
Cambridge and St Mary’s, Tony
resolved to introduce a transplantation
programme to Birmingham. In 1967
whilst still a lecturer, having identified
a potential first recipient, he was called
to a recently deceased donor at a local
hospital and duly returned to the
Queen Elizabeth Hospital with
2 kidneys. With Professor d’Abreu
away, he had to persuade his consultant
seniors to proceed with the transplant.

Ultimately this was a team effort with
Geoffrey Slaney performing the arterial
anastomosis, Frank Ashton the venous
and Paul Dawson-Edwards the ureteric,
leaving Tony to sew up the skin.
A substantive consultant appointment
soon followed and Tony rapidly
built up one of the most active renal
programmes in the UK. Like many
of his contemporaries in the newly
established transplant units he was
single-handed for the first 14 years
and relied on his trainee registrar
to share the busy workload, on a
full-time on-call basis regarded by
all as character-building rather than
unsafe. Tony often stated that working
for him on the “kidney unit” was the
ideal contraceptive.
Developments in tissue typing showed
that recipient-matched kidneys were less
prone to rejection and from 1972 Tony
chaired the first national matching and
sharing scheme, the National Organ
Matching and Distribution Service,
that later merged with the National
Tissue Typing Reference Laboratory to
become the UK Transplant Service. In
conjunction with the local newspapers
he was instrumental in establishing the
first donor card programme in the UK
as well as contributing to the acceptance
of brain death criteria.
In addition to renal transplantation,
Tony was accomplished in all aspects
of general surgery. His surgical skills
were legendary and his experience
with patients with renal failure
helped him establish the principles
of parathyroid surgery. His legendary
surgical skills and outstanding training
meant that his transplant registrar post
was much sought after.
On one occasion when evening social
events for consultants still took place
in the NHS he was called to repair
a ruptured aortic aneurysm. He

left during the dinner main course
but was back in time for the cheese
course, the aneurysm safely repaired.
His experience in the renal failure
population helped him establish the
principles of parathyroid surgery and
served as President of the British
Association of Endocrine and Thyroid
Surgeons from 1995 to 1997.
Whilst Postgraduate Tutor he led the
appeal for funding of a purpose-built
Postgraduate Centre for the Queen
Elizabeth Hospital that was rapidly
built and commissioned. He supported
the transplant sports movement and
managed the British team to success
at the first International Transplant
Games in 1980.
Few accolades followed, though his
nomination as Midlander of the Year in
1980 was well-received.
He retired to his beloved cottages in
Pembrokeshire, where with Pat’s help
he became a “plantsman”, establishing
a six-acre arboretum, which included
the second National Collection of
Ilex (holly) in the UK. Other lifetime
interests included fishing and opera.
After the nature of his final illness was
known, he died peacefully at home
with family around him. He is survived
by his wife Pat and three children
Simon, Louise and Joanna.
John Buckels, Malcolm Simms

Anthony Peter Bird
(M 1970)
General practitioner and priest
(b 1931; q 1970), died from pancreatic
cancer on 16 May 2016.
Anthony Peter Bird grew up in a
vicarage on the banks of the River
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Severn in Shrewsbury, where his father
was parish priest and chaplain to the
prison. He had the traditional boy’s
boarding school education, where he
shone in the arts, not the sciences. He
won a classics scholarship to St John’s
College, Oxford, and took degrees in
classics, philosophy, and theology.
He did his national service with the
Royal Electrical and Mechanical
Engineers and trained for the priesthood
at Ripon College Cuddesdon. A curacy
in Stafford showed that he was a born
parish priest, teacher, preacher, and
diligent listener; his house was open to
all. This idyll was cut short in 1960 when
he was called back to Cuddesdon to train
ordinands, working as a vice principal
to Robert Runcie (later Archbishop of
Canterbury).
Then, for reasons not all clear,
he moved to Birmingham to read
medicine. He had a tough time as an
older medical student, married with
children and no science background.
He qualified in 1970 and joined a
general practice at Cotteridge, Kings
Norton, in Birmingham. Anthony
was friendly with several doctors and
theologians in Birmingham at that
time, who were involved in setting up
the first university diploma in pastoral
studies. Students spent half their time
with patients or parishioners and half
in study, which included theological
reflection on situations in which they
had been involved.
In 1974 Anthony was persuaded to
become principal of Queen’s College,
Edgbaston, a large ecumenical centre
with residential and non-residential
courses for ordinands, mostly Anglican
and Methodist. Anthony managed
this not altogether harmonious set
of institutions and individuals while
being on the Prison Parole Board,
taking a course in Jungian analysis,
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and getting away to sail when he could:
he later took the day skipper license
and berthed a yacht at Lymington.
His ethics seminars were memorable,
for here his ability to challenge,
stimulate, and question was at its best.
His attentiveness to individuals was
striking: there are many clergy who say
their lives were reshaped in course of a
walk round a lake with Anthony.
In 1977, with the support of Queen’s
and the university department of
theology and World Council of
Churches Medical Commission,
Anthony created an experimental
medical practice in Balsall Heath,
then a deprived inner city district with
scarce medical provision. Initially it
was thought this might also serve as a
laboratory for students.
For the first two years the practice was
developed by Malcolm Rigler, who
doubled up as a research fellow at the
theology faculty. He worked with local
people informally in a terraced house,
creating play and mother groups,
approaches which foreshadowed the
National Alliance for Arts, Health, and
Wellbeing, which he later founded.
Anthony left Queen’s in 1979 to be
a full time GP in an association of
30 years with Mohammed Walji (who
read in Arabic a lesson from the Quran
at Anthony’s requiem mass).
Their aim was to enable patients to
take responsibility for their own health.
A natural way to do this was to hand
patients their own records and invite
them to read them. Some consultants
in Birmingham were horrified to
hear that patients were reading their
letters to the GP and protested. Thus
the practice became involved with
the Freedom for Information lobby
and was given an award for access to
patient files. Anthony gave evidence
to the parliamentary committee,

assuring them that patients were in
no way harmed but enabled by seeing
their notes, which basically belonged
to them; the records were not the
property of the minister for health,
as the blurb on the Lloyd George
envelopes that held them asserted.
With financial backing from the NHS,
the practice researched forms of patient
advocacy. A notable innovation was
the recruiting, training, and employing
of the first nurse practitioners. These
were practitioners in their own right,
with a particular set of skills and
experiences. Patients were quick
to make appointments with them.
Barbara Stilwell joined the practice, and
when the experiment was sufficiently
established, it was shown and discussed
in a central television programme.
Anthony thought “retirement” an
unchristian concept. When he ceased
being a partner in the practice, in
1996, he continued in a voluntary
capacity to be available to colleagues
and patients. He became a teacher’s
assistant in a local junior school and
took his place as assistant priest in
the United Church of St Paul’s,
300 yards from the surgery. He would
take the churchwardens to Iona, where
he found spiritual refreshment.
He was always ready for a rubber of
bridge, had a fund of funny anecdotes,
and managed to be both sensitive to
others and assertive: he never held
back from asking the publican or
shopkeeper to pipe down the noise.
He loved cats and music and he took
a university diploma in music. He
also wrote an article about God and
J S Bach.
Andrea, his wife, knew what he
wanted when he was dying and played
a recording of the Sanctus from Bach’s
Mass in B minor. Ten minutes later,
he died.

Anthony was acutely aware of pain.
He was 8 when his mother died. His
last memory of her was seeing how
she struggled as she was forced into
an ambulance. For years she was never
mentioned. The pain of this experience
lasted all his life. He identified with
people who were suffering and
wrestled to the end with a theology
that answered God’s apparent
responsibility for suffering. His
thoughts came out in a self published
booklet, The God Who Says Sorry.
He leaves his wife, Andrea; Markus,
Stephanie, and Dominic, children from
a marriage that ended in a divorce; and
seven grandchildren.
Christopher Nankivell

Douglas B Brewer
(M 1943)
Emeritus professor of morbid anatomy
University of Birmingham (b 1919;
q 1943; MD, FRCPath), died from
consequences of falls on 20 December
2016.
Douglas Bertram Brewer was an eminent
renal pathologist. He was important
in the development both of the
understanding of kidney diseases and of
the specialty of renal biopsy pathology
– for example, through his book,
Renal Biopsy (1964 and 1973). He was
nationally and internationally respected
in this area and was a co-author of the
famous paper that established the value
of steroids in the treatment of minimal
change nephropathy.
Douglas Brewer was born on 5 August
1919 in south Wales. His father was a
general practitioner. Douglas studied
medicine in Cardiff but took the
University of London examinations

and qualified MB BS in 1943, and
later MD in 1947. After service in the
Royal Army Medical Corps in Europe
and East Africa from 1944 to 1946,
he joined the department of pathology
and bacteriology in the Welsh National
School of Medicine. In November
1948, he moved to the University of
Birmingham, where he spent the rest of
his career until he retired in September
1984. He was lecturer in pathology until
September 1951; lecturer in experimental
pathology until October 1953; and
then senior lecturer in pathology and
honorary consultant pathologist at United
Birmingham Hospitals, with his clinical
work principally at Birmingham General
Hospital and the Queen Elizabeth
Hospital. He became reader in pathology
in June 1955 and professor of morbid
anatomy in October 1967.
He participated in many local
and national teaching, examining,
administrative, and scientific bodies and,
among other roles, was an examiner for
the Royal College of Pathologists from
1967 to 1984, a member of the council
of the college from 1979 to 1982, a
member of the editorial board of the
Journal of Pathology from 1973 to 1983,
and president of the West Mercian Board
of the Association of Clinical Pathologists
from 1979 to 1980.
When Douglas Brewer first went
to Birmingham he joined a team of
experimental investigators established
by Professor John R Squire, which
included Philip Gell, Kenneth Walton,
and John Hardwicke. Experimental
research was a major interest of Douglas
throughout his working life, especially
in relation to the kidney. He was one of
the earliest to study the permeability of
the glomerulus to large molecules. Later
he made intensive investigations into
the mechanism of proteinuria in several
animal models. Apart from the kidney,

he completed experimental studies on
various topics including the structure of
collagen, the function of the neutrophil
polymorph, and the physical optics
of the anomalous colours of Congo
red-stained amyloid, using whatever
research technique was appropriate,
including polarisation microscopy,
electron microscopy, morphometric
methods and cinephotography.
He continued active research after
he retired. His last peer-reviewed
publication was in his ninetieth year,
and he was still hoping to finish an
electron microscopic investigation
into an apparently undescribed cell in
intestinal lymphatics when he died.
Douglas Brewer’s clinical research
began properly in 1956, when the
other members of John Squire’s team
who were interested in kidney disease
– Denys Blainey, John Hardwicke, and
John Soothill – introduced renal biopsies
into their clinical practice. By 1960 this
group had clarified the understanding
of the nephrotic syndrome, and had
established minimal change nephropathy
as a defined clinicopathological entity.
Douglas continued investigation of
clinical renal disorders, including early
electron microscopic studies of diabetic
glomerulopathy, and in 1984 described
a previously unrecognised finding in
the nephrotic syndrome, called the
glomerular tip lesion, now familiar to
renal pathologists. Lung pathology
had also been one of his interests. A
major contribution in this field was
his morphometric project on the
mechanism of pulmonary hypertension
in chronic obstructive pulmonary
disease, which showed that contrary
to the accepted view up to the 1960s,
that the hypertension was due to a
reduced number of alveolar capillaries
in emphysema, the explanation
was hypoxic changes in pulmonary
arterioles.
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Throughout his life, Douglas Brewer had
an active, enquiring, scientific mind.
After he retired, he learnt German,
stimulated initially by a long paper
written by Max Schultze in 1865 that
he wished to translate. Douglas showed
that this paper identified neutrophil
polymorphs and their properties, and
incidentally also appeared to be the first
description of platelets. Eventually he
reached degree standard in German.
He was a modest, erudite, charming and
quietly humorous man, not interested
in honours, and only concerned about
the scientific quality of his publications,
rather than their number. He was helpful
and generous to colleagues, and guided
several towards academic pathology.
He and his wife, Mary, received a 70th
wedding anniversary card from the
Queen shortly before he died. He leaves
Mary and their three daughters.
Alexander J Howie

Eleanor Head Busher
(M 1981)
Former general practitioner Worcester
(b 1958; q Birmingham 1981), died
as the result of an accident while on a
skiing holiday in the French Alps on
25 January 2015.
Eleanor Head Busher (“Elly”) was a
much loved wife, mother, and sister.
She was also a very popular member of
a wide circle of friends and colleagues,
to whom she was loyal, supportive, and
dependable. Her cheerful disposition
and sense of humour pervaded all
aspects of her professional and
private life.
After graduating from Birmingham,
she trained as a GP in Worcester and
became a principal at a practice in the
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city in 1987. She later spent 15 years
as a partner at St Martin’s Gate Surgery
before retiring in June 2014.
Elly provided well informed, warm and
compassionate care for her patients,
and enjoyed the depth, breadth, and
continuity of working as a family
doctor. She combined her clinical
knowledge with a commitment to the
administrative aspects of health care
and was the practice representative for
commissioning.
Elly leaves her husband, Guy Busher;
their daughter, Rebecca; and their
son, Tom.
Kathryn Solesbury

George Allen Dalton
(M 1947)
Consultant ear, nose and throat
surgeon Queen Elizabeth Hospital,
Birmingham; Birmingham Children’s
Hospital (b 1924; q Birmingham 1947;
FRCS, FRCS Ed), died from ischaemic
heart disease on 20 February 2016.
After his house jobs in Birmingham,
George Allen Dalton was posted to
Hong Kong and Japan for his national
service in the army. He spent his
senior registrar time in Bristol with the
redoubtable Jack Angell James.
He was appointed consultant surgeon
in ear, nose, and throat medicine at
the Queen Elizabeth Hospital and
Birmingham Children’s Hospital in
1961 but took a year’s sabbatical to
complete research work and visit other
centres in Europe and the US.
He was immediately very busy in his
adult practice at the Queen Elizabeth
Hospital and had a huge workload in
head and neck cancer. At one stage he

had the largest world series in surgery
for postcricoid carcinoma, with the
late Professor Sir Geoffrey Slaney.
He also introduced transphenoidal
hypophysectomy to the Midlands,
which laid the foundation for the new
discipline of anterior skull base surgery.
He was one of only two ENT surgeons
at Birmingham Children’s Hospital. For
many years he singlehandedly undertook
all the surgical airway management. He
was uniquely approachable and available
to support colleagues throughout
the Midlands.
His recreation was sailing at his second
home in his beloved Isles of Scilly. He
retired on health grounds in 1984.
Predeceased in 2003 by a medically
qualified son, Bob Dalton (q Bristol
1978), he leaves his wife, Mary; three
sons (one a general practitioner); and
nine grandchildren.
J Dalton, D W Proops

John McKessar Duncan
(M 1941)
Retired consultant surgeon (b 1919;
q Birmingham 1941; FRCS), died at
home from infirmity on 26 January
2016.
Starting his medical career during the
blitz in Birmingham, John McKessar
Duncan joined the team led by Archibald
McIndoe at the Queen Victoria Hospital
in East Grinstead. He specialised in
treating hand contractures. His research
for the Medical Research Council into
preventing infection from burn injuries
played its part in this pioneering work.
In 1947 he joined the Royal Army
Medical Corps as surgeon aboard HMHS
Oxfordshire, treating injured servicemen
and refugees from Nagasaki.

On returning to Birmingham, he
worked at Birmingham Accident,
General, Children’s, and Queen
Elizabeth hospitals, as well as the
Royal Hospital, Wolverhampton. He
also lectured in anatomy at the medical
school. In 1958 he became consultant
surgeon at Dudley Guest and Corbett
Hospital, Stourbridge, where he stayed
until his retirement.
John’s outside interests were golf,
cultivating his garden, vineyard, and
friendships.
Betty, his dearly beloved wife of
57 years, died in 2000. Predeceased
by a son in 2014 he leaves a daughter,
three grandchildren, and seven
grandchildren.
Catherine Hamersley

Patricia Duncan Fletcher
(M 1949)
Retired general practitioner Peckham
and Taunton (b 1924; q Birmingham
1949), d 15 April 2016.
Patricia Fletcher was educated at
the King’s High School for Girls in
Warwick. She had always wanted to
become a general practitioner and
entered a joint practice in Peckham
in 1956 before establishing her own,
separate, practice in 1958.
In 1974 she moved to Taunton, where
she lived with her sister, Jean. They
enjoyed travelling together and visited
China on an extended trip. Patricia
worked with children and physically
disabled patients in Taunton before
taking early retirement in 1982. She
was an avid supporter of several
charities for disabled people as well as
the RSPB.

She met her second husband, John
Gosschalk, and they enjoyed 25 years
of happy marriage until he died in
2007. She leaves two stepchildren and
step grandchildren.
Janice Haddon, J M Hunter

Ronald Frank Fletcher
(M 1950)
Honorary consultant physician
Birmingham City Hospital (b 1927;
q Birmingham 1950; MD, PhD, FRCP),
died from disseminated bladder cancer
on 19 June 2016.
Ronald Frank Fletcher (“Ron”) was
born in Smethwick, in the West
Midlands, on 30 January, 1927. He was
to live, study, and work in Birmingham
for nearly his entire life. His father
and elder brother were engineers, and
medicine was suggested as a good
alternative career.
He attended King Edward’s School and
moved from the medical sixth form to
Birmingham University Medical School
in 1944. He took a BSc in physiology,
which stimulated his interest in both
academic medicine, and endocrinology.
Joining the university’s mountaineering
club (he was president in his last year)
started his lifelong enthusiasm for
hillwalking, scrambling, and climbing.
He qualified in December 1950, after
retaking his surgical finals, and it was
while doing a locum post at St Chad’s
Hospital that he met his future wife,
June Astill.
They married in the spring of 1954,
immediately after Ron returned from
national service as a medical officer
in the Suez Canal Zone and Libya.
He then joined the newly opened
metabolic and endocrine research unit

at East Birmingham Hospital, under
the mentorship of John Squire. Having
obtained membership of the Royal
College of Physicians and completed
his MD thesis (on body composition
measurement using skin fold callipers),
he spent a year at Johns Hopkins in
Baltimore in the US on an Eli Lilley
fellowship, studying lipid analysis
techniques.
After five years as a lecturer in medicine
at the Queen Elizabeth Hospital, he
took a consultant physician post at
Dudley Road and St Chad’s hospitals
in 1965. He was able to establish a
successful endocrine clinic, and took
on a share in the diabetes services in
the 1970s. Away from clinical practice,
his affinity for committee work, allied
to a justified reputation for equanimity
and calmness, led to his becoming
chair of the hospital medical staff, vice
chair of the West Birmingham Health
Authority (1982-94), and a nonexecutive director at City Hospital
Trust (1994-98).
Medicine and mountains combined
in the 1970s, when Ron became a
founding member of the Birmingham
Medical Research Expeditionary
Society, started by (now Professor) Jo
Bradwell. He travelled with the society
to Nepal, Ecuador, Kenya, and the Alps
to research (and at times experience)
acute mountain sickness. Nearer home
he rekindled his involvement in the
Midland Association of Mountaineers,
and worked extensively to develop its
facilities in north Wales.
Ron retired from his clinical post
in 1991 but continued with some
administrative work and a post as
medical representative on war pensions
appeals tribunals. With June, he
travelled widely, and they frequently
visited their static caravan on the south
French coast. Her early death in 1997
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affected him badly, but he remained
active in many spheres and adapted to
life alone.
His last five years were dominated by
physical and cognitive decline, but
fortunately he was able to remain in
the family home in Harborne, where he
had lived for 50 years. He leaves three
children and four grandchildren.
Martin Fletcher

Adele Francis
(M 1990)
Adele Margaret Francis Fitzgibbon
(b 19 March 1959; q University of
Birmingham 1990, PhD, FRCS), died
on 8 January 2017
“For a surgeon to say we’re doing
too much surgery might sound
unusual but very caring,” remarked a
colleague. At the vanguard of breast
cancer treatment, Adele Francis
believed that “the priorities for breast
surgical oncologists are to work in a
multidisciplinary way to cure breast
cancers while simultaneously reducing
or ceasing operative treatment that is
not required.”
In future, thousands of women with
both invasive breast cancer and ductal
carcinoma in situ (DCIS) may be spared
surgery or have it greatly reduced,
thanks to her research.
In 2013 a review chaired by Michael
Marmot, the director of the Institute
of Health Equity at University
College London, found the national
breast screening programme to be
a mixed blessing. It was preventing
1,300 deaths a year but resulting
in the overdiagnosis of about 4,000
women. The review recommended
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further research, and Francis and her
colleagues stepped forward.
In July 2014 the LORIS (LOw RISk
ductal carcinoma in situ) trial opened,
with Francis as its chief investigator. Its
aims were to determine whether active
monitoring of low and intermediate
grade DCIS was equal to standard
surgical treatment.
Francis had a talent for getting trials up
and running: her organisational skills
and gentle authority were the glue
that held the complicated enterprise
together. She also had a quirky,
endearing style – giving soft toy lorises
to people joining the trial, for example.
Although she was the leader, the trial
belonged to the whole team: an
ethos that will ensure its success
after her death.
LORIS needed to recruit over 900
women. Aware of clinicians’ reluctance
to burden newly diagnosed women
with talk of a trial, Francis worked
to give them the confidence to
enrol patients. Patient and public
involvement were pivotal to the trial’s
development. Members of Independent
Cancer Patients’ Voice and psychooncologist Lesley Fallowfield sat on
the steering committee and reassured
clinicians that patients would welcome
joining a trial. The shelf of thank you
cards in Francis’s home from patients
enrolled on the trial show that they
were right.
Now successfully through its pilot
phase, the LORIS trial has triggered
similar projects in other countries
including the Netherlands, Australia,
and the US.
Adele Francis was born on 19 March
1959 in Solihull, where her parents
ran a printing business. Growing
up with her sister Lorna, she loved
showjumping and had her own horse.

Much later she returned to riding,
prompted by her son who had taken
up polo.
Her affinity for scientific research
initially drew her to a career in the
laboratory. After a BSc in biology,
she became a research assistant
to hepatologist Sheila Sherlock at
London’s Royal Free Hospital. After her
PhD, she returned to Birmingham and
became a postdoctoral research fellow
at the Queen Elizabeth Hospital’s
renal unit.
But in 1986 her career took a new
path. She entered a fast track medical
course at the University of Birmingham,
graduating in 1990. It was during this
time that she met gynaecologist Noel
Fitzgibbon, whom she married in 1998.
The couple had two children: Marianne
in 1999 and Michael in 2001.
Francis rose through the ranks at the
Queen Elizabeth Hospital Birmingham,
becoming a consultant in 2001 and
the linchpin of the unit, according to
colleague Michael Hallissey. As well
as the LORIS trial, Francis organised
several other research projects. In 2007
she became the chief investigator of
the Neo-Excel trial, which aimed to
find the best combination of aromatase
and COX-2 inhibitors to shrink
postmenopausal breast cancer, in order
to minimise subsequent surgery.
NOSTRA was another project to
minimise surgery. Opening this year,
the preliminary trial aims to show
whether surgery is still needed when
there is no discernible tumour after
chemotherapy.
Francis became an honorary professor
in cancer sciences at the University
of Birmingham and in 2013 was
appointed the subspecialty lead for
breast cancer research at the Royal
College of Surgeons. She used her

appointments to campaign to make
research an integral part of all UK
breast units’ work and to mentor
young breast surgeons and nurse
specialists. She attended meetings of
the Mammary Fold (the national breast
trainees’ group) and other groups,
commending the benefits of patient
involvement in trials.
Francis savoured life and its pleasures
– she delighted in her family and
loved to travel. When she was taken
ill her bag was found packed, ready to
go skiing on Boxing Day. Colleagues
remember her laugh, her kindnesses,
and readiness to talk into the evening
over a glass of wine. She was at the top
of her game when she was taken ill in
December with pancreatic cancer, dying
on 8 January at the age of 57.
Her colleague and friend Lesley
Fallowfield spoke of a poem by Ralph
Waldo Emerson defining success
as: “To know even one life breathed
easier because you have lived.” Many
thousands of women with breast
cancer may breathe easier thanks to
Adele Francis.

completed a PhD on the mental health
effects of environmental noise within
Erwin Stengel’s Sheffield department
in 1962. After national service with the
Royal Air Force, he was gazetted as a
wing commander in neuropsychiatry
in 1969.
From 1963 to 1991 he was senior
consultant psychiatrist at Worcester Royal
Infirmary. He oversaw some of the earliest
asylum closures and resettlement and
rehabilitation of patients in what was to
become a blueprint for the subsequent
movement towards “care in the
community.” Involved in academic life and
training in psychiatry, Peter was regional
tutor in psychiatry in the West Midlands
and the University of Birmingham’s
adviser on psychiatry from 1986 to 1991.
After retiring from the NHS, Peter was
medical director of the Woodbourne
Priory Hospital, Birmingham, for
seven years. He specialised in treating
eating disorders. A son, Jonathan,
predeceased him in 2000. Peter leaves
his widow, Gwynneth; sons Nick and
Tim; and six grandchildren.
Robert Howard

She leaves her husband, Noel, and two
children.
Penny Warren

James Riddick Heron
(M 1964)
Peter Hall (M 1955)
Consultant psychiatrist (b 1931;
q Birmingham 1955; PhD FRCPsych),
d 7 August 2016.
Born Peter Hecht in Czechoslovakia in
1931, Peter Hall escaped to England
with his parents after their home was
ransacked by the Gestapo while they
were sheltering with family after the
Nazi invasion. After qualifying Peter

Emeritus professor of neurology
University of Keele (b 1932;
q Birmingham 1964; MRCS Eng, FRCP
Ed, FRCP Lond), d 2 February 2016.
James Riddick Heron (“Jim”) was born
in Lanarkshire, Scotland, and moved
to Birmingham as a child. He attended
King Edward’s School and studied
medicine at Birmingham University
Medical School. Thereafter, he trained
in neurology at the Royal Free Hospital

in London, the National Hospital
for Neurology and Neurosurgery
in London’s Queen Square, and
the Queen Elizabeth Hospital in
Birmingham.
While at the Royal Free Hospital,
he met his future wife, Ann, who
predeceased him in 2009. Jim and
Ann had five children, three of whom
followed their parents into medicine
and became doctors, and eight
grandchildren.
In 1967 Jim was appointed consultant
neurologist at the North Staffordshire
hospital centre, a position that he
held for the rest of his career. He
was also appointed senior lecturer in
neurology and then emeritus professor
of neurology at the University of
Keele. His research resulted in more
than 40 papers, largely related to the
visual system and how it is affected
by multiple sclerosis. In 1982 he
was awarded the Medicine-Gilliland
fellowship of the Royal College of
Physicians. In 1993 he was elected
honorary president of the Association
of British Neurologists.
Outside medicine, Jim was a very
active patron of the arts in the
Stoke-on-Trent community. A lifelong
poet, he collaborated with the
composer Graham Garton, with
performances including the Edinburgh
Festival. He was president of the
Penkhull festival and the Bedford
Singers. Under his chairmanship, the
New Victoria Theatre in Newcastle
under Lyme moved to the modern,
purpose built premises where
it continues to thrive today. In
retirement, he continued his interest in
medical history, serving two terms as
president of the Osler Club.
Jim Heron will be remembered as a
kind and considerate man, a traditional
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intellectual neurologist, a bibliophile, a
man immersed in the arts and culture,
and a loving father and husband.
Richard J L Heron

Philip Edward Jones
(M 1969)

undergraduates and postgraduates.
Despite episodes of illness he
continued to work tirelessly for
patients, and even after retiring in 2011
he returned with as much enthusiasm
as ever, continuing with outpatient
clinics with prodigious capacity. A
dedicated family man, he leaves his
wife, Bernie; three daughters; and a
granddaughter.
John Crampton

Consultant physician and
gastroenterologist (b 1945;
q Birmingham 1969; MD, FRCP), died
suddenly due to heart failure related to
aortic stenosis on 22 December 2015.
Philip Edward Jones (“Phil”) was
appointed as a consultant general
physician and gastroenterologist
to Wythenshawe Hospital in south
Manchester in 1982. The son of a
singlehanded general practitioner, he
had initially pursued an academic
career and after qualifying had moved
to London and trained and pursued
research at the Hammersmith Hospital
under Sir Christopher Booth, for whom
he retained a lifelong affection.
He published papers on coeliac disease
and other aspects of malabsorption,
but clinical practice was always his
passion, and so, after a senior registrar
post at Manchester Royal Infirmary,
Phil took a post at Wythenshawe
Hospital as a general physician with
an interest in gastroenterology. He was
much admired for his intelligence,
clinical acumen, and wisdom, and his
trainees and colleagues held him in
great regard.
He was medical director of the hospital
for three years in the 1990s and also
had a spell as president of the section
of medicine of the Manchester Medical
Society. He very much enjoyed his role
as MRCP examiner and training both
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Edwin Thomas Melley
(M 1954)
General practitioner Redditch (b 1930;
q Birmingham 1954), died suddenly
from ischaemic heart disease on 21
October 2016.
Edwin Thomas Melley (“Eddie”) was
born in Redditch, Worcestershire, where
he was to practice medicine for most of
his professional life. Having turned down
an offer to read veterinary science in
London, he qualified from Birmingham
University Medical School in 1954.
His house jobs at Birmingham General
Hospital were followed by two years
of national service, during which he
was stationed mainly in Hohne, west
Germany. While there he married Barbara.
They had two daughters and a son, but
sadly their younger daughter died from a
neuroblastoma at the age of 9.
After returning to the UK, Eddie
entered general practice, first as an
assistant in Wetwang in Yorkshire, then
as a locum in Quinton in Birmingham.
Another assistantship in Bromsgrove
followed. In 1961 he moved back
to Redditch to join H E Hufton as a
partner. Within a year he became senior
partner on Hufton’s retirement, and

later, he was joined by Bill Alderman.
Redditch became a new town in 1964,
and as the population increased so did
the patient numbers. Bill Shaw joined
the practice in 1968.
Together with the other GPs in the
town, Eddie helped to run the local
cottage hospital, the Smallwood
Hospital. This included helping to staff
a busy casualty department (day and
night), and he was on a rota to act as
the local police surgeon.
Eddie oversaw the move of the practice
to a new, purpose built health centre in
1972. He had a phenomenal memory.
He remembered all of his patients’
names and knew most of their medical
histories without needing to look at
their notes. His extensive knowledge of
family relationships was invaluable to
the practice. A senior partner who led
by example, he treated his partners very
fairly. Colleagues and patients liked and
respected him. Eddie led the practice
for 33 years until he retired in 1993.
He was a member of Rotary
International and was chairman of most
of the subcommittees and president
for two years. He was also a member
of Probus. He was a musician, playing
the organ at the Methodist church he
attended. He and Barbara were both
keen gardeners.
In retirement Eddie developed
ischaemic heart disease and needed
coronary artery bypass surgery;
eventually he was fitted with a
defibrillator. Although in his last few
years he slowed physically, he remained
mentally as sharp as ever.
He leaves Barbara, a daughter, a son,
seven grandchildren, and one great
grandchild.
W J S T Shaw

Frederick John
Pickworth (M 1956)
General practitioner (b 1934;
q Birmingham University 1956), died
after a short illness on 26 June 2016.
Frederick John Pickworth was a
general practitioner, who for a large
part of his career lived, and worked
singlehandedly in the village of Barnt
Green, Worcestershire. He was a
shining example of what might be
considered “the golden age” of
primary care.
He was born in Birmingham, the son
of two doctors, and attended King
Edward’s School. At the age of 16 he
was involved in a motorcycle accident
while riding a school motorbike, which
resulted in amputation of his right
leg above the knee. Yet he returned
to full time education at school after
six weeks, and within two years
he had started at medical school in
Birmingham.
In fact he had started before the
permitted age. At interview most of the
time was spent discussing his accident.
Shortly after starting he was called into
the office of the subdean, Professor
Smout. “Pickworth,” he said. “How did
you get into the medical school at 17
and into the second year as well?”
After a few minutes he said, “Well
you’re here now so you’d better get on
with it.”

McLaren, refused to write him a
reference as he wanted John to work
for him in obstetrics.

independent at home until less than
two weeks before he died, at St
Richard’s Hospice in Worcester.

In 1958 John accepted a partnership
with Harmon Vollam in Alvechurch,
and George Rowe in Rubery, but he
eventually became the sole GP in
nearby Barnt Green.

He leaves four sons, and nine
grandchildren.

He was very much the village doctor
and family doctor, noted for his caring
nature and dedication to his patients.
One former patient commented,
“When he came to visit, he would
mind the baby, answer the telephone
or front door for me, let the dog out
where needed.”
He was also technically gifted,
especially in obstetrics. He undertook
many home deliveries. The child of
a close family friend presented as a
footling breech – but he took this in
his stride. A case of wine or port would
appear on her birthday, for many years.
He remained the village GP with his
wife, Sheila, as his part time partner,
until the practice had grown to the
size where he could take on a full time
partner in 1986.

John completed his years as a junior
doctor in Birmingham, except for six
months at Stoke-on-Trent, where he
met his future wife, Sheila Brodie. They
were married for 57 years until her
death in August 2015.

He retired in 1994, but his life of
caring didn’t end there as he cared
for Sheila at home for 10 years, after
she developed multisystem atrophy.
His own health had also taken a
battering as he underwent a radical
prostatectomy and a modified
Sugar-Baker procedure for
pseudomyxoma peritonei. The effects
of managing with an artificial leg for
65 years were also taking their toll,
and he needed an arthrodesis of his
remaining ankle, but he was never a
man to complain about anything.

He had planned to move further south
and applied for a post in Salisbury.
However, one of his mentors, Professor

He had a non-small cell cancer of the
lung in 2012, and this recurred at the
end of 2015. Despite this he remained

Tony Pickworth

Rachel Eileen Wellesley
Sillett (M 1941)
District community physician South
London (b 1919; q Birmingham 1941;
MD), d 24 June 2016.
After qualifying Rachel Eileen
Wellesley Sillett (née Spencer) spent a
brief spell in general practice, assisting
her older sister in the running of her
recently deceased father’s practice
in Warwickshire. Thereafter she was
in war service with the Royal Army
Medical Corps from 1942 to 1945.
At the end of the war she was posted to
Vienna and joined the United Nations
Relief and Rehabilitation Association as
a medical officer. Her work for UNRRA
included the first mobile attempts at
social and medical rehabilitation of
thousands of refugees left homeless
after the war, especially from southern
and central Europe. She met her future
husband, Freddie, who was also
working for UNRRA, in a displaced
persons’ camp in Linz, and they were
married in Vienna.
From 1950 to 1953 she worked in the
dermatology and venereology clinic
at the University of Bonn, where her
work included the setting up of a
mobile VD clinic. Rachel and Freddie
moved to Zambia (then Northern
Rhodesia) after his ordination, and she
became a schools medical officer to the
Copperbelt from 1956 to 1963.
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After returning to the UK, she was
medical officer for Gloucestershire
County Council until 1970. After her
husband’s death Rachel moved to
London, where she worked for several
London boroughs on school health
services, including the supervision
of 13 special schools. Finally, and
before she retired, she worked as
district community physician in
South London.
She was instrumental in setting up
some of the earliest cancer support
groups in the country, although this was
only one of her many extracurricular
achievements. Her impressive intellect
and indomitable personality made her
a natural leader. However, she was also
empathetic and very conscious of the
views and feelings of others. These
qualities not only served to make her
an outstanding clinician but also
a major contributor to whichever
community, professional or otherwise,
she found herself in during her long
and varied life.
She leaves her two sons, two
granddaughters, and three great
grandsons.
Andrew Sillett, Hugo Sillett,
Stephen Spencer

David Graeme Sinclair
(M 1981)
Consultant chest physician (b 1958;
q Birmingham 1981; MD, FRCP), died
from a glioblastoma on 15 May 2016.
David Graeme Sinclair was a big man
in many ways. Standing 6’5” and with
a military background of more than
16 years, he had a commanding
physical presence. Having grown up
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in south Wales, he started his medical
career at Birmingham University
Medical School in 1976, where he was
known as “Jock.” He joined the Royal
Army Medical Corps in 1978, which
gave him financial independence and
the ability to indulge his love of cars.
Alongside studying medicine and
playing rugby, he rebuilt a red Triumph
TR6 sports car and said that he made
a profit on it (if you disregarded the
hours he spent on it).
After completing house jobs in
Birmingham, David undertook his
military training at Sandhurst before
spending two years in Fallingbostel,
Germany, with the Queen’s Regiment.
As he did with everything, he threw
himself into his army and medical
career. He took part in a tour of
Northern Ireland and went to Saudi
Arabia for six months during the first
Gulf war, completing his time in the
army by spending four months in
Angola with the peacekeeping mission.
He decided early on that general
practice was not for him and became
a trainee in medicine at the Queen
Elizabeth Hospital in Woolwich and
the Cambridge Military Hospital in
Aldershot. He specialised in respiratory
medicine and trained in intensive
care medicine at the Royal Brompton
Hospital, where he also completed
his MD.
David started his job as an NHS
consultant at Torbay Hospital in
1996, working in respiratory medicine
and intensive care. He soon added
“specialist in HIV medicine” to his list
of credentials and built the HIV service
in Torbay and then Exeter, resulting in
a singlehanded caseload of almost 300
patients. He always maintained that
this was the best part of his job, and
what he was most proud of. He was
loved by his patients, as evidenced by

the number who wrote, and attended
his memorial service.
David developed an interest in
clinical leadership early on, chairing
committees, holding positions as
clinical director for medicine, director
of cancer services, revalidation lead
for the trust, deputy director, and
then interim medical director. His
strength lay in his pragmatic approach.
He commanded respect through
his absolute integrity, and he was
always honest, but supportive too.
His work extended to education and
he became subdean for the Peninsula
Medical School. He was influential in
bringing medical students to Torbay
and providing high quality teaching
that was appreciated by all. David
also ran a very successful medicolegal
practice, specialising in asbestos
related injury. He was appreciated by
solicitors and claimants alike, with
his fast and efficient service often
resulting in payments to patients with
mesothelioma during their remaining
lifespans.
Often to be found in his office with
his feet up on the desk, David would
be on the phone, handling things with
ruthless efficiency and bonhomie.
His high professional standards
and strong but compassionate work
ethic were inspirational to medical
students, junior doctors, colleagues,
and patients. It has been said that
there was one driving skill that he
never showed at work: the use of his
rear view mirror. He never looked back
or harboured regrets – it was always
“onwards and upwards.” In recognition
of his extensive contributions to the
organisation and the wider NHS,
Torbay Hospital now has the Sinclair
Oncology Centre. We were lucky to be
able to attend the naming ceremony
just before he died.

David lived life to the full. He had
a passion for cars, both vintage and
modern, and owned several,
including a Mustang Shelby GT500
recreation, a Jaguar XK140 from
1956, and even his dream Ferrari.
He enjoyed all the good things in
life, and, being a typical Scot, loved
a wee dram of peaty malt. He was
always busy with rugby, cleaning cars,
gardening, cooking, spinning, and
holidays. He maintained his height
and “top line” with ballroom dancing
lessons, the foxtrot being our
particular favourite.
David was diagnosed with an
inoperable glioblastoma in October
2015. It shocked and saddened the
whole local medical community. He
was as courageous throughout his
illness as he had been in the rest of
his life. One of his favourite sayings
was “Man up!” – and he did. David
remained a true gentleman until the
end. On receiving his diagnosis, he
said “No regrets, I’ve had a ball, I just
wanted more of the same.” He leaves
Melanie, his second wife (the author of
this obituary); three stepchildren; his
mother and brother; and two children
from his previous marriage. David
leaves a huge hole in Torbay Hospital
and the hearts and lives of many, but
he will not be forgotten.
Melanie Hearn

At the 2015 Faculty of Public Health
annual conference Alwyn Smith, its
former president, urged delegates:
“Don’t just fight for the profession of
public health. Fight for the health of
the public.”
Earlier he described how, during his
tenure from 1981 to 1986 (he is the
only president to be elected twice), an
invitation to advise the Department
of Health on healthcare planning for
nuclear war had divided members.
“The majority of older people saw this
as a challenge, that we should accept a
unique opportunity to demonstrate our
planning skills. A minority – on the
whole rather younger – objected on the
grounds that healthcare planning for
nuclear war was nonsense.”
“It was possible to produce a document
which could achieve both objectives.
The planning could be so presented to
make it evident to any intelligent reader
that the only sensible strategy would
be to try to prevent getting involved in
a nuclear war,” he said.
Smith’s pragmatism, diplomacy, and
clarity of thinking – combined with
an unshowy charm – would have
made him an excellent civil servant
or MP. Born in Walsall, Staffordshire,
he favoured Latin and Greek over
sciences while a pupil at Queen Mary’s
Grammar School.

Social medicine

(Ernest) Alwyn Smith
(M 1952)
Ernest Alwyn Smith, retired professor
of public health, (b 9 November 1925;
q University of Birmingham 1952) died
15 July 2016 of bronchiectasis and
pneumonia.

After completing national service in
1946 Smith rejected a place at Oxford
to study history in favour of medicine
at Birmingham. The decision delighted
his father, Ernest, an engineer, and
mother, Constance, a teacher. While
at university he joined the debating
society, leading Richard Crossman,
then a Labour MP, to propose that he
pursue a career in politics.

At medical school he was hugely
influenced by Thomas McKeown, one
of the UK’s first professors of social
medicine. McKeown encouraged Smith
to complete a PhD on the epidemiology
of what was then called mongolism. It
was to be one of the earliest population
based studies of congenital anomalies
related to maternal age.
After Birmingham, Smith gained
a public health diploma from the
London School of Hygiene and
Tropical Medicine, and in 1956
moved with his wife Doreen and their
young family to Singapore, where he
undertook a WHO funded lectureship.
In 1958 the family relocated to Scotland,
first to Dundee where Smith had an
academic post, and then to Edinburgh,
where he worked with John Brotherston,
then professor of epidemiology at
Edinburgh University and a future chief
medical officer for Scotland.
Smith’s role combined lecturing and
working as medical statistician to the
Scottish health department. It was here
that he first realised the potential of
large datasets to evaluate the health of
the nation.
After Edinburgh he went to Glasgow,
where he founded the Social Paediatric
Research Group and established a
congenital anomalies register, which
later became a subset of the Eurocat
European register (www.eurocatnetwork.eu).
While at Glasgow, Smith investigated
the return of rickets, using spare
capacity on the city council’s new IBM
computer to develop an early child
health record.
In 1967 he was appointed professor
of social medicine at Manchester
University, a post he held until his
retirement in 1990.
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Health inequalities
Smith successfully challenged the then
orthodoxy that public health was a
medical rather than multidisciplinary
specialty. Both John Ashton, president
of the Faculty of Public Health from
2013 to 2016, and Sheila Adam, a
former director of public health at
NHS London, noted how, as a senior
academic at the time, he empathised
with practitioners affected by public
health’s transfer from local authorities
to the NHS in 1974.
Bobbie Jacobson worked with Smith
as a co-author of the Kings Fund
report The Nation’s Health in 1988, a
precursor to subsequent government
led strategies, including Our Healthier
Nation (1999).
A reference to health inequalities,
moved for political reasons by Smith
from chapter 1 to an inside page, was
seized on by journalists. Smith told
them: “Instead of battling for the first
division we are fighting in the UK to
avoid relegation.”
An editorial about The Nation’s Health
in The BMJ criticised its “half truths,
moralistic tone, and occasional factual
errors.” Smith and Jacobson fought
back in a letter to the journal’s editor:
“Your invitation to Professor JCA
Mitchell, a general physician, to review
a report on public health seems an
eccentric precedent. May we expect
future reviews of cardiological works to
be written by proctologists?”
After retiring with Doreen to
Morecambe Bay (where he chaired the
former Lancaster Health Authority),
Smith learnt to sail, developed his
photographic skills, and bought a
Porsche. Last year, aged 89, he drove
it to the Faculty of Public Health
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conference in Newcastle, a 240 mile
round trip.
Doreen, whom he married in 1950,
died in 2012. They met at medical
school, sharing the same cadaver.
Smith is survived by their two
children.
David Payne

John Ernest Tebbett
(M 1946)
Retired general practitioner Stretford,
Manchester (b 1923; q Birmingham
1946), d 13 April 2016.
John Ernest Tebbett was born the son
of a manager in the Derbyshire coal
fields. He later moved to Nottingham
and gained high grades before
accepting a place at Birmingham
University’s medical school. After
qualifying he did his national service
in the army as medical officer and
major in the 41st Field Artillery
and 4th Tank Regiment in Egypt,
a period he clearly enjoyed and
which might have led to a career
in surgery. He married Peggy, a
theatre sister, in 1948, and, with a
growing family, he took up general
practice in Manchester. The family
home eventually accommodated four
children and a purpose built surgery
annex. John led a full and varied
life and ultimately spent more than
30 years as a single handed general
practitioner. Not limited to working
in the surgery, he also delivered many
of his future patients at the local
cottage hospital, worked as local police
surgeon, and chaired the local medical

committee for many years. Peggy died
in 2005, but John leaves four children,
10 grandchildren, and two great
grandchildren.
Anthony Clark

Katherine Nola Williams
(M 1944)
Former associate specialist geriatrics
St David’s Hospital, Bangor, Gwynedd
(b 1921; q 1944), died from colon
cancer on 17 August 2015.
Katherine Nola Bentley was the
first female medical undergraduate
at Birmingham University. She
met Mostyn Williams, a general
practitioner in Bethesda, when
she was a house surgeon at the
Caernarvonshire and Anglesey
Infirmary and Dispensary in Bangor.
She joined the Royal Army Medical
Corps and was posted to India for two
and a half years. On demobilisation
she returned to north Wales, married
Mostyn in 1947, and worked as
medical officer in the student health
department at Bangor University for
seven years before becoming a full time
associate specialist in geriatrics, a post
she held until she retired in 1986.
She was enthusiastic in all her many
interests – music, languages, travel,
current affairs, and people. A very
inquisitive mind to the last and a keen
golfer, playing almost to the end.
Predeceased by Mostyn, she leaves a
son, Edward.
June Cooper, William Roberts

Caudwell Xtreme Everest

Everest

Lessons from extreme
altitude?
Chris Imray (1983)

“An Xtreme dream was about to
be realized.”
fter climbing through the night, the red glow of
dawn gradually began to fill the eastern sky over
Makalu (8,462m). With each breathless step, we
had climbed inexorably upwards until eventually we
crested the South Summit. There was only a short
distance along a twisting knife edge snow ridge to the
infamous Hillary Step and a short distance beyond that
lay the summit of Everest. An Xtreme dream was about to
be realised. I was one of five members of the Caudwell
Xtreme Everest climbing team who, accompanied by our
sherpas, reached the summit of Everest (29,035ft or
8,850m) from the Nepalese side.

Main picture: The last few breathless
steps to the summit.
Inset: First view of Everest
from Namche Hill.
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The Caudwell Xtreme Everest Expedition was four years in
the planning and is the largest medical research expedition
ever undertaken. There were 240 participants, 22 tons
of equipment and the total cost of the expedition was
approximately £2,000,000. The complex science program
investigated the adaptation of the human body as it
acclimatizes to extreme altitude, using the shortage of
oxygen as a possible model for patients in intensive care
units. The expedition also featured in the BBC 2’s flagship
science program Horizon and two one hour documentaries
entitled ‘Doctors in the death zone’ recorded the
expedition.

“... a week of baseline testing ...”
Baseline studies in London: Two months before
the expedition left for Nepal, the team underwent a week
of baseline testing to assess responses to various physical and

Yeti Airlines flight from Kathmandu.

mental challenges. This was also the final opportunity to test
equipment before shipping it to Nepal.

The walk in
“... the pilot has only one attempt ...”
There were incredible views of the Himalayan chain as
we flew west from Kathmandu in a tiny propeller driven
plane. Lukla airstrip is angled upwards at 15-20 degrees,
meaning not only that the runway is unfeasibly short, but
also that the pilot has only one attempt to get the approach
correct. At the airport we were greeted by a chaotic crowd of
porters, sherpas, yak drivers and lodge owners awaiting the
plane’s arrival, each vying for potential business. Trekking
out of the village, the pace of life slows. We walked for a
couple of hours on steep narrow mountain paths, crossing
swaying suspension bridges high above the roaring Dudh
Kosi, and then would take tea at a lodge, before moving
on again.
On the long haul up
to Namche Bazaar we
turned a corner and
caught our first glimpse
of Mount Everest with
a three mile plume of
snow generated by the
200mph jet stream. At
29,035 feet (8,850m)
tall every child learns
that this is the highest
mountain in the world.
It has been formed by
the up-thrusting of land
as two continental plates
collide, and is continuing
to grow in height. It
is named in honour
of the first Surveyor
General of India, and
was first climbed in the
pre-monsoon season
by Edmund Hilary and
Norgay Tenzing on May
29th 1953.
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Ladder
crevasse
crossing in
the Khumbu
Icefall.

Basecamp
After ten days trekking we arrived in Basecamp (5,300m).
This bleak and desolate place is on the Khumbu Glacier and
was to be our home for the next three months. Our sherpas
had cleared a large area for our camp. There were 2 cook
tents, a mess tent, a medical tent, 3 experimental tents, a
maintenance tent, a communication tent, toilet tents, shower
tents and everyone had their own personal tent. Initially
the food seemed good, but over time and with limited
access to fresh food it became increasingly dull. Altitude
related appetite suppression and weight loss are recognized
phenomena and I managed to drop from 80kg to 66kg
during the expedition.
The Icefall dominates Basecamp like no other glacier I know.
Basecamp is actually sited on the glacier just as it takes a right
angled bend and is on the move in two ways all the time.

“... some of the most sensational ice landscape
in the world.”

Firstly, it is melting fast and everyday new rivulets develop as
the glacier melts in the hot sun. Rocks and tents are left high
and dry as the surrounding ice melts giving the impression of
the tide going out. Secondly the entire camp is slowly on the
move down the valley, and every so often there are pistol shot
noises as the ice readjusts its position.

Khumbu Icefall and Western Cwm
The route climbs rapidly through some of the most
sensational ice landscape in the world. It tackles the vertical
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out of the slope, and on
the other the blocks have
been used to build up
a ramp to give a six foot
wide horizontal terrace to
place our tent.

South Col
“... life is
unsustainable for
any length of time”
On first arrival, the South
Col had a deceptively
benign appearance. In
the sun and without
any wind, it was warm
enough for T shirts. It
was only later when the
sun set and the wind
picked up that we began
to appreciate the true
harshness of the place.
View from the South Summit towards the Hilary Stipend the summit of Everest.
Temperatures plummeted
to as low as -35C, and
seracs and the gaping crevasses head on, using a combination
with oxygen levels 1/3 of those found at sea level, we began
of fixed ropes and aluminium ladder bridges (using up to
to appreciate what was meant by the term the ‘death zone’.
4 tied together). In some ways the route is a sociable place,
At this altitude, the body is deteriorating all the time, and
as one meets friends and climbers from other expeditions.
life is unsustainable for any length of time. Without oxygen
However speed is the essence for safety, since it reduces
even the simplest of tasks such as brushing ones teeth
the time spent in this exquisitely beautiful but hostile and
took on gargantuan proportions, requiring a rest to
potentially dangerous environment. Our strategy was to
complete the task.
acclimatise elsewhere on safer ground, so that we could move
Most teams arrive at the South Col in the early afternoon,
through the icefall more quickly.
they then spend a few hours rehydrating and sleeping
before setting off on their summit attempt somewhere
Lhotse Face
between 9.00pm and midnight. Our plan was different;
‘Coffee, tea or French onion soup?’ was the question
we had the most ambitious range of scientific experiments
Sundeep asked me, as we settled into Camp 3, perched
ever undertaken at this altitude to undertake in the world’s
halfway up the Lhotse Face at about 7,100m. The Face is
highest ‘laboratory’ on the South Col (8,000m). We
a 1,500m (4,500ft) ice and snow slope angled at between 40spent a day setting up equipment, followed by two days
50 degrees. Our campsite (!) was a narrow strip of horizontal
of experiments ranging from cerebral perfusion studies to
space and had been carved out of the steep ice and snow
maximal bicycle exercise tests. At rest and off supplemental
slope by our sherpas. On the one side blocks have been cut
oxygen our blood oxygen saturations were between 48-56%,
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Summit photos of the CASE / Xtreme Everest team.

(normally 99%) and with exercise these levels dropped
further, understandably our bodies were deteriorating
continuously. In total, we spent 5 nights on the South Col –
we believe this is the longest anyone has ever spent there.

The results so far
One of the questions asked is ‘Have we learnt any lessons
for critically ill patients?’ Although much data is still in
the process of being analyzed there are some interesting
and potentially important messages emerging from the
preliminary data. Perhaps the most notable being expedition
leader Mike Grocott’s paper in the NEJM on arterial blood
gases and oxygen content in climbers on Mount Everest. It
demonstrated that individuals appear to be able to function
reasonable normally (!) with exceptionally low arterial blood
oxygen levels. Four of us underwent femoral arterial stabs
at 8,400m, and a sherpa ‘ran’ these down to Camp 2 at
6,400m for analysis. This descent took us two days, but
Pasang managed it in two hours – with time for tea at the
South Col! ‘‘In four samples taken at 8,400m (27,559 ft) –

at which altitude the barometric pressure was 272 mm Hg
(36.3 kPa)-the mean PaO2 in subjects breathing ambient air
was 24.6 mm Hg (3.28 kPa), with a range of 19.1 to 29.5
mm Hg (2.55 to 3.93 kPa). The mean PaCO2 was 13.3 mm
Hg (1.77 kPa), with a range of 10.3 to 15.7 mm Hg (1.37 to
2.09 kPa).’’

Conclusions
“... 30 scientific papers published ...”
The mountain was climbed, everyone returned home safely,
and great friendships were forged. Judged by conventional
criteria Mike Grocott has lead one of the most successful
Everest expeditions ever. On the research side, tantalizing
initial insights into the pathophysiology of hypoxic ‘healthy’
individuals and the critically ill are beginning to emerge.
The 30 scientific papers published since return have given
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fascinating insights into how the human physiology adapts
to prolonged and profound hypoxia. In a recent paper in
the Lancet (Extreme, expedition and Wilderness Medicine
2015; 386: 252-25) the concept of ‘reverse translational
medicine’ is articulated, using insights from extreme
environmental challenges. However, perhaps the most
remarkable aspect of the expedition were the incredible
sherpas. With enormous good grace and humour they
performed amazing physical feats often in a very dangerous
environment under extreme hypoxia. Surely their genetic
and physiological adaptation offers the most obvious line
of research in trying to understand the response of humans
to extreme hypoxia?
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How might a doctor be
alerted to the presence of
child abuse?
An Elective in New York City
Meg Barker, Final Year Medical Student
Introduction
hild abuse is maltreatment of a child which can
include physical, emotional and sexual abuse as
well as neglect and fabricated or induced illness.
A health care professional may be alerted to the presence
of child abuse due to physical or psychological symptoms
presented by the child or by observing the interaction
between the child and their carer, especially where risk
factors are present. Long-term adverse effects of childhood
maltreatment on mental health are well established,
including an increased risk of depressive disorders,
suicidal attempts and post-traumatic stress disorder.
Childhood neglect also has a strong association with
cognitive deficits in adult life.
My elective on the subject of child abuse was conducted at
the New York Center for Children in New York City, where
I visited family court, foster care agencies and preventative
agencies involved in child abuse. I hope that this experience
has better equipped me to protect my future patients’ safety
from the immediate and long-term detrimental physical and
psychological impact of child abuse.

Aims
The aim of this report is to reflect on my highly valuable
elective experience and the learning I undertook at the New
York Center for Children, in order to analyse how a doctor
could be alerted to the presence of child abuse.
The New York Center for Children Manhattan, New York City.
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Reflective Summary
“... child abuse is hugely common ...”
Although the subject of child abuse will likely evoke
empathy, concern and possibly anger when discussed with
any health care professional, I am unsure as to whether
the full magnitude of its prevalence is appreciated by most
doctors. Radford and colleagues’ NSPCC study in 2011
found that approximately one in five 11-17 year olds had
experienced severe maltreatment during childhood. Among
the paediatricians and social workers that I encountered who
specialised in child abuse, the first lesson that they wanted
to convey to a future doctor was that child abuse is hugely
common, and does not discriminate by sex, ethnicity or
socioeconomic background. I was supplied with endless
anecdotes of abuse hidden within families who appeared to
be extremely close, in highly functioning families of great
academic achievement, wealth and high socioeconomic status
and in orthodox religious groups. Although this information

may seem obvious, it prompted me to consider whether a
doctor in a busy emergency department would have the same
level of suspicion for a well-mannered, well-presented middle
class family as a more dishevelled, lower socioeconomic
status family when their child presents with symptoms that
could suggest abuse.
Once I understood that child maltreatment is occurring
regularly in countless families, this urged me to ask the
question: what is the nature of this abuse occurring
relentlessly under our noses? Many people enter the medical
profession as they want to help people and the idea of
abusing one’s children seems barbaric and unthinkable, so it
may be difficult for us to imagine what is happening behind
closed doors. The United States Department for Health and
Human Services estimated in 2011 that 78% of cases of
child maltreatment were neglect, 18% physical abuse and 9%
sexual abuse. The most common form of child maltreatment
in the United Kingdom is neglect, which can manifest as the
caregiver failing to provide food, clothing and supervision or
there may be lack of emotional and psychological support.

Cigarette burns:
an example of a pattern injury.
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Manhattan, New York City: view from the Rockefeller Center.

Given that the majority of cases of child maltreatment are
neglect, I would reason that a doctor needs to understand
neglect and its signs to detect the preponderance of cases
of abuse.

“... there is no escape for the child ...”
It is essential that the doctor be vigilant and notice suspect
symptoms, as maltreatment by adults within the family takes
place privately, without any witnesses to advocate for the
child. In 2011, the NSPCC found that in over 1 in 5 cases of
children physically hurt by a parent or guardian, nobody but
the child and perpetrator knew about it, which rose to 1 in 3
in the instances of sexual abuse. In the pursuit of justice for
the children, I feel frustrated that they are suffering in silence;
however, there are countless reasons why the victims of child
abuse do not speak up. During my elective, I was directed
to literature on the ‘child sexual abuse accommodation
syndrome,’ which is based on the secrecy and intimidation

used in child abuse to prevent disclosure. Furthermore, the
expectation of a child to tell someone to prevent it happening
again, overlooks the fundamental helplessness of children
and dependency on their entrusted adults. This means that
there is no escape for the child and they have to accept the
situation for fear of tearing their family apart. When they
become older and more independent they might reveal the
abuse, but this delayed disclosure is often met by disbelief
and horror, further damaging relationships. This illustrates to
me why a child being abused is unlikely to simply volunteer
the details; therefore, the doctor must be observant to pick
up on the signs. Moreover, they need to be friendly, invite
trust and make it clear to the child that they want to help
them, to facilitate any discussion about maltreatment from
their family.
My elective provided me with plenty of resources to consider
how a doctor might become suspicious that child abuse is
taking place. Through the use of photographs and
discussing cases, I learned about how the pattern and
distribution of skin injuries can indicate whether the harm
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was non-accidental. So-called ‘pattern’ marks suggest that the
injury was inflicted deliberately using an instrument such as
a belt loop or hand. Naturally, deciding whether injuries have
been inflicted can be very difficult as children commonly
obtain minor injuries accidentally. A full undressed physical
examination is vital if suspecting child maltreatment, which
might also reveal evidence of malnutrition and neglect.
Furthermore, abusive injuries may be hidden in the oral
mucosa, behind the ear, on the buttocks and thighs, and it
is essential to look for injuries at different stages of healing
(demonstrating a delay in seeking medical care).
Taking a medical history is hugely valuable when considering
child abuse, as the demeanour in a verbal child might suggest
that they are afraid of an adult. In non-verbal infants, the
historical details of the event from the caregiver may include
suspect elements: there may be insufficient explanation for
the injury; the explanation is inconsistent with the child’s
developmental ability; or there are different accounts from
separate witnesses. This knowledge has afforded me with
the basic resources I require to approach a history and
examination for a child presenting in primary or secondary
care, which could alert me to child maltreatment as a doctor
in the future.

“... the major reason for a child to be
taken ... into foster care.”
Spending time in connection with foster care agencies I
learned that child maltreatment is the major reason for a
child to be taken from or abandoned by their family into
foster care. Parental substance abuse is frequently the reason
for removal of the child, which, in these cases, often goes
hand in hand with neglect since drugs or alcohol can impair
the parent’s consciousness, emotions and provision for the
child’s basic needs. Furthermore, substance abuse commonly
occurs concurrently with other risk factors for child abuse,
including poverty, unstable housing and domestic violence;
therefore, these families usually experience multiple stressors
and opportunities for the child to be mistreated. A clinic for
‘medically challenging children’ in the foster care system not
only introduced me to some extremely caring and selfless
foster parents, but urged me to consider why these children
with many medical needs may have entered the system.
Chronic childhood illness, disability and high dependency are
risk factors for abuse, which when coupled with parental and
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environmental risk factors could lead to high levels of stress,
additional financial burden and resentment. These factors
could prompt health care professionals to enquire as to how
the parent is coping.

Conclusions
My elective at the New York Center for Children was highly
informative and thought-provoking as I explored an extremely
relevant and poignant paediatric specialty. Meeting children
involved in child maltreatment investigations, foster care and
family court proceedings, as well as speaking to professionals
who specialise in child abuse, has enabled me to reflect
on how a doctor might be alerted to the presence of child
abuse. Not only should doctors be trained in the signs and
symptoms of abuse and neglect, but also be aware of risk
factors which could put children at a greater chance of being
maltreated.

“... how it is difficult for them to disclose
the abuse ...”
Furthermore, this experience had enabled me to empathise
with children involved by beginning to understand how
trapped they must feel, and how it is difficult for them to
disclose the abuse to anyone. Knowing the risk factors for
child abuse, I also feel for the families affected by multiple
stressors such as poverty, domestic violence and isolation.
I believe we must intervene through education about child
development, parenting, accessing support with substance
use disorders, financially and so on, in order to liberate these
families and their future children from the vicious cycle of
abuse that ensues through generations.
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Head of Dentistry

Reflections of my time
as Head of the School
of Dentistry

Professor Philip Lumley (Dundee, 1980)
t was my privilege to be Head of the University of
Birmingham, School of Dentistry for twelve years,
from the beginning of August 2004 to the end of
July 2016. During that time I had the benefit of
excellent support from all staff, but in particular Prof
Deborah White as Director / Head of education and
firstly Professor Tony Smith (who led the Research
Assessment Exercise (RAE) 2008) and more latterly
Prof Paul Cooper (who led the Research Excellence
Framework (REF) 2014) as Directors of research,
together with School Manager, Lynne Reynolds. In
many ways it was a roller coaster ride, initially reacting
to external influences, however as our understanding

grew it became easier to steer the direction of where
the School was going, not just managing things from
day to day.
As a prospective Head of School undergoing an interview
in February 2004, I was required to make a presentation on
“Putting the School’s Five Year Plan into practice”
The key objectives in 2004 outlined for the School over the
next 5 years were:1. to be seen as being on the up.
2. to set itself on the path of becoming recognised as the best
outside London.
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3. to work closely with our NHS partners to achieve a new
build of international standing.

“... a landmark development ...”

4. to establish a teaching and research infrastructure capable
of delivering innovative research and teaching.
5. to achieve a 5C at the next RAE from 4D, i.e. more staff at a
higher quality.
6. to move our staffing profile to the sector average.
7. to retain and develop our staff as other Schools looked
to recruit.
8. to reinforce and enhance links with GDPs through CPD
and the taught Masters.

“... significant funding cuts ...”
We experienced significant funding cuts in our first year
and shortly afterwards had to re-structure the course to
accommodate an increase in undergraduate dental student
numbers, initially from 65 to 90 for two years, then down to
75 and finally a steady state intake of 71. Our Masters course
in Advanced General Dental Practice, which had originally
been established in 2002, also grew over the years and now
has three times the average number of students following the
move from a campus-based to a distance-learning model.

studios, with Galliford-Try as the lead contractor. We were
thrilled to welcome Her Majesty The Queen and The Duke of
Edinburgh, on 19th November 2015, to unveil a plaque to
mark the occasion of their visit.
The School of Dentistry has enjoyed an excellent
reputation in education for decades, seen as an innovator
in comprehensive care and e-learning in particular, the
latter culminating in a Times Higher Education Award for
ICT innovation in 2007. Student satisfaction, as evaluated
through the National Student Survey (NSS) is nearly always
above 90%, frequently above 95%, and we topped the
League Tables in 2008. Research performance has grown year
on year, research income is more than double what it was in
2004 and the reputation of the school’s research has grown,
firstly recognised by a step change in performance in RAE
2008 and moving to the top ranked institution in REF 2014
for 3* (Internationally Excellent) and 4* (World-Leading)
research.

“... 1st nationally in Unit of
Assessment 3 ...”

Students are the life blood of the Hospital and School and
increasing the numbers helped get the School financially back
on track, as we grew our clinical full time equivalent staff
from 23.7 in 2004 to 34.8 in 2015. The additional students
also created additional NHS educational financial head room
for us to work with our partner (Birmingham Community
Healthcare NHS Foundation Trust) to create a new build of
international standing which opened its doors to patients on
31st March 2016.

The School’s performance in GDC Inspections, NSS (over
the past 5 years never below 90% satisfaction), 1st nationally
in Unit of Assessment 3 for combined 3* and 4* outputs
in REF 2014, demonstrate that it is performing at a high
level. The School outperformed the Universities own NSS
target and also outperformed its own REF target with 99% of
outputs 3* or 4* and 100% of impact cases rated as 3*
or 4*.

This project was led by Birmingham Community Healthcare
NHS Trust together with The University of Birmingham,
working with BaSLIFT (Birmingham and Solihull Local
Improvement Finance Trust, which is a public/private joint
venture company that delivers cutting-edge health and social
care infrastructure across Birmingham and Solihull), Prime
and Calthorpe estates.

In regard to International standing, the QS World University
Rankings by subject 2016 saw dentistry in Birmingham
move from 41st to 17th place on the back of these real
solid improvements across the board. Dentistry was placed
3rd in the UK behind Kings and UCL (the latter is a Post
Graduate only Institution), setting itself on the path to being
recognised as the best outside London.

The new building, described as a landmark development,
was granted detailed planning permission in December 2012
for the site which is the former home of BBC Pebble Mill

I wish the new Head of School, Professor Iain Chapple,
together with all staff in the School and Hospital, the very
best in taking dentistry forward.
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End of life decision
making in the
intensive care unit

Auditing and improving current practice
at the Queen Elizabeth Hospital
Abbey Cahill-Kearns Final Year Medical Student
uring May and June 2016 I undertook my elective
placement in the intensive treatment unit
(ITU)/anaesthetics department at the Queen
Elizabeth Hospital, Birmingham (QE). I chose this
department as I find the speciality very interesting and
hope to pursue a career as an anaesthetic intensivist.
I also have an interest in the ethical dilemmas faced in
ITU, particularly towards the end of life which is why I
decided to focus on palliative care in this setting. During
this time I carried out my own project looking at end of
life care in an ITU setting alongside gaining clinical
experience.

Elective project
Background to the project
Decision making at the end of life is a challenging topic,
particularly in the absence of clear guidance. Since the
phasing out of the Liverpool Care Pathway in 2013 there
has been a lack of national guidelines on end of life care
pathways so local areas have come up with their own
solutions. The QE uses TEAL (Treatment Escalation and
Above: Abbey Cahill-Kearns
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Limitation), a computer-based tool, completed by senior
clinicians following consultation with patients, which allows
a resuscitation status record to be made but also allows
recording of other important decisions for individual patients
about which treatments should be escalated or limited in
specific situations. Hospital policy is that every patient should
have a TEAL record made; however, anecdotal evidence from
ITU staff suggested that ITU uptake has been limited. My
project therefore aimed to audit the use of TEAL in the ITU
at the QE, with the aim of finding out, and improving, the
degree to which it is being implemented.

Table 1

Methodology
My project aimed to:
1. Audit the use of TEAL in the ITU at the QE hospital.
2. Gather information around doctors’ experiences and
opinions of TEAL, with the goal of “identifying ways
in which the tool could be improved to increase its
implementation in ITU”.
To achieve these aims I used a methodology comprising two
components; a computer-based audit of TEAL use in ITU,
and questionnaires distributed to senior doctors asking about
their use of TEAL, reasons for poor uptake and how these
could be addressed. The audit looked at rates of TEAL record
completion across all 4 areas of ITU, and multiple samples
were taken from each area to assess the average levels of
uptake of TEAL across the unit. Each patient’s computer
record was checked to see if they had a TEAL record in place,
and if so what the record said and at what point in their
admission the record had been made.The next part of the
project was qualitative data collection. The purpose of the
questionnaires was to collect information around how the
TEAL tool could be optimised to improve implementation as
part of the audit cycle.

Results and discussion
Audit results
See Table 1.

Questionnaire results
Responses were received from 27 senior ITU doctors.
Respondents were asked which patients they felt should have
treatment decisions recorded in TEAL, and which patients
they usually recorded these treatment decisions for. There was
a significant discrepancy between the two sets of answers,
demonstrated in figures 1 and 2.
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Percentage of patients with a TEAL record
excluding repeat patients*

25.2%
(40/159)

Number of patients with a TEAL record
including repeat patients*

31.9%
(65/204)

Days to TEAL record creation from
admission (range)

0–44

Number of patients with a TEAL record with
treatment limitations

9

Number of patients with a TEAL record with
no treatment limitations

38

* As the audit was carried out across multiple weeks, there were some
“repeat patients”. Data was therefore analysed both as including and
excluding these repeat encounters, whereby every patient on the unit’s
data was analysed each time regardless of whether their data had been
included in a previous analysis, and also discounting repeat patients
from the analysis such that each patient was only counted once.

“... lack of clarity regarding ITU policy on
TEAL use ...”
Despite the low TEAL completion rate shown by the audit
(25.2%), a majority of questionnaire respondents (69%) said
that they thought all patients should have a record made
in TEAL, even if just to record that the patient is for full
active treatment; however, just 26% of respondents reported
that they complete a record for every patient. This disparity
seems to stem largely from a lack of clarity regarding ITU
policy on TEAL use, and confusion over whether the
hospital-wide policy applied in ITU or if there was a
unit-specific decision to only complete records for patients
with limitations in place. The questionnaire aimed
to establish the positive aspects of TEAL, barriers to
implementation and how these could be addressed. Many
positive aspects of TEAL were reported, the most commonly
stated were that it provides clarity around a patient’s
treatment status, it is easily accessible to all clinical staff,
it promotes communication both within the clinical team
and between clinicians and patients/their relatives, and it
promotes patient/relative involvement in decision making.
Doctors were also asked to comment on possible reasons for
poor uptake of TEAL, and how the tool could be improved
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to address these. Firstly, many respondents reported a lack
of clarity of ITU policy on TEAL use and a lack of ownership
over its use, and that clarification of ITU policy on TEAL
use was needed to bring it in line with hospital-wide policy
such that a record was completed for every patient not just
those with limitations. Furthermore, many doctors identified
the problem that the computer system, PICS, is not able to
indicate on the patient list if a patient is for full treatment,
and thought that an icon on the PICS home screen to show
at a glance which patients are for full treatment would be
useful; at the moment there is only an icon here if a patient
has limitations on their treatment. On looking at the patient
list there is no way of knowing if a) the patient’s TEAL status
hasn’t been considered yet or b) it has been considered and a
record made saying they are for full active treatment; to find
out this information a doctor would have to open up each
patient’s individual record which could be time consuming
when done for a ward full of patients. In light of this, an
icon to show at a glance which patients are for full treatment
would help provide more of an incentive for doctors to
complete records for patients with no limitations, thereby
increasing uptake.

“... decisions around treatment
escalation and limitation were being
avoided ... ”
Finally, respondents felt that decisions around treatment
escalation and limitation were being avoided until patients
deteriorated clinically. A proposed solution to this was
to make completion of a TEAL record part of the ITU
admission process; this would allow more patients to
be involved in decision making while they still have the
capacity to do so. See Table 2.

Conclusions and impact of the project
The rate of TEAL record completion in ITU at the QE
hospital is significantly below the hospital-wide target of
100% completion. The questionnaire responses identified
a number of possible reasons for this, and identified
ways to address these barriers to implementation. I have
presented my project to a large number of ITU consultants
at the department’s quarterly clinical governance meeting.
My presentation generated a lot of discussion, and the
suggestions for improvement to increase implementation of
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Table 2: Summary of ways to improve
implementation
Issue

Potential solution

Lack of clarity on ITU
policy

Clarify ITU policy so a record
should be made for every patient

Decisions avoided until TEAL record completed as part
patient deterioration
of ITU admission process
PICS not able to
An icon on the PICS home
indicate when a patient screen to show which patients
is for full treatment
are for full treatment

TEAL were met with a positive response. The department is
in the process of altering the way the tool is used as a result
of my project, which is a very satisfying outcome.

Clinical experience
“... scrub and assist with a heart
transplant ...”
I split my clinical time between gaining anaesthetic
experience in theatre and spending time in ITU, with
a focus on cardiac critical care. In theatre, I was able to
practice clinical skills such as cannulation and airway
management, and learn more about the complex anaesthetic
requirements of cardiac patients. I was also able to observe
a range of cardiac procedures, such as valve replacements
and aortic repairs. The highlight of the clinical aspect of
my placement was having the opportunity to scrub and
assist with a heart transplant happening throughout the
night, and follow the patient on her journey from induction
of anaesthesia, through the transplant to recovery in
ITU. Also in ITU, I was able to observe and assist with a
range of practical procedures including tracheostomies,
bronchoscopy and insertion of central venous catheters.
Following on from my elective I hope to do a rotation in ITU
during my foundation years.

I would like to thank the Sands Cox charity for their kind and
generous support of my elective project.
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From Birmingham to
Buenos Aires
A collaborative project in Orthopaedic
Oncology
Catrin Wigley, Final Year Medical Student
Project motivations and background
omputer navigated surgery stands as a key
example of how technology is changing the face of
medicine. Originally developed for neurosurgical
application, navigation is now routinely incorporated in
Maxillofacial and Orthopaedic surgery, in addition to
being trialled in several other surgical sub-specialities.
But what exactly is navigated surgery and why is it
gaining such impetus? Computer navigation allows
intra-operative, real time radiographic images to be
visualised and interpreted by the surgical team whilst
operating. This is particularly effective when combined
with pre-operative imaging and resection planning,
allowing accurate, pre-determined cuts to be made, and
ultimately improving surgical accuracy. It is thus no
wonder why navigated surgery is gradually being
incorporated into the surgeon’s toolbox.
The role of navigation in Orthopaedic Oncology has
arguably been one of its most beneficial applications to date.
Orthopaedic Oncology, that is, cancer of musculoskeletal
structures, is one of the most technically demanding subspecialities in medicine. Outcomes remain poor; the patient
population tend to be young, or those suffering from metastatic
cancer.1 Computer navigation has been applied to tumours of
the long bone and pelvis providing beneficial results, however
the outcomes of its application to tumours of the sacral bone
remains largely unknown. Sacral tumours represent probably
1. Lee, F Y; Mankin, H J; Fondren, G; Gebhardt, M C; Springfield, D S,
Chondrosarcoma of bone: an assessment of outcome. J Bone Joint Surg Am
1999. 81 (3) p. 326-38.

Catrin Wigley at the Hospital Italiano de Buenos Aires.
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the most demanding pathology in orthopaedic surgery.
Symptoms manifest as slow onset lower back pain, and thus
are not detected until the later stages of disease. Furthermore
the intimacy of the sacral bone to the nerves responsible for
bowel, bladder and sexual function makes resecting adequate
tumour margins difficult, but often renders patients with poor
post-operative functional outcomes.

and patient-reported outcomes for our select study
population. I was also fortunate to be incorporated into the
multidisciplinary team at the centre, acquiring first-hand
experience of the management of these complex cases. In
order to plan and conduct each operation, input from general
and orthopaedic surgeons, pathologist and biomedical
engineers is needed to formulate an operative plan, which I
was able to observe first hand.

My research project
Navigated resection of sacral tumours has been trialled in
only a handful of specialist oncology centres worldwide; with
not one centre having sufficient experience to amalgamate
useful outcome data. It is for this reason that I chose to
utilise my elective as an opportunity to combine the results
of two of the world’s leading orthopaedic oncology centres;
the Royal Orthopaedic Birmingham, and Hospital Italiano de
Buenos Aires, Argentina. My interest in orthopaedic oncology
grew from a previous research project in Birmingham and
thus an elective presented itself as an excellent opportunity to
develop my understanding and interest in the field.
The first phase of my research took place in Buenos Aires and
consisted of a 5 week data collection period. This involved
collecting outcome data for surgical, oncological

“... phase two of the study back in
the UK.”
Following my placement, I spent 4 weeks travelling around
Argentina, Brazil, Bolivia, Chile and Peru, before commencing
phase two of the study back in the UK. On return to
Birmingham, two months were spent based at the Royal
Orthopaedic Hospital collecting the surgical, oncological and
patient reported outcome measures for the same procedures,
as well as combining my final dataset, obtaining national
research ethics, and drafting a manuscript for
publication.

MRI CT fusion
image of a tumour of the Ilium with
resection margins. With permission from Dr Lucas Ritacco.
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Application of navigated resection for
pelvic tumour in theatres. With permission from Dr Lucas Ritacco.

Research findings
“... data collection is still ongoing.”
Since commencing the project, other international research
centres have expressed interest in participating in the results.
Although this presents an exciting opportunity to enhance
my research project, the expansion also unfortunately means
that data collection is still ongoing. Provisionally however,
the data indicates that the application of navigation to
sacral tumour resections makes a great deal of difference,
particularly in being able to preserve some sacral nerve roots,
and therefore function. This has meant that the impact of this
life-saving surgery upon postoperative patient quality of life
has been improved, and allows easier transition into everyday life.
The unique opportunity to combine data from two world
class centres has allowed a first of its kind analysis of this
exciting technology to an important surgical question, and
is evident from the response from the international research
community in further collaborations and in being presented
internationally.

Personal Developments
The opportunity to work in two world class centres in my
speciality of choice has been an invaluable experience, and
one that will stand me in good stead for my future career
ambitions. In addition to this, working within contrasting
healthcare systems and cultures has broadened my
understanding of what it is to be a doctor, as well as gaining
international colleagues and friends. It is arguably these latter
achievements that make medical electives such a crucial
experience for medical students and doctors.
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Photo commentary
Erna E Kritzinger (M 1974)
he award winning Bodenham Arboretum, near
Kidderminster in Worcestershire, was founded
in 1973 by David Binnian and his wife, Jennifer.
Situated in a basin shaped valley, near Wolverley, the
topography of the land changes from 200 to 450 feet
above sea level. This contributes to the wide variety (over
3000 species) of trees and shrubs found in the Arboretum.
Seasonal displays of snowdrops, bluebells, azaleas and
rhododendrons can be enjoyed via 5 miles of walks –
including through a laburnum tunnel. Autumn colours
provide a spectacular panorama.
Fifteen pools attract a myriad of insects, amphibians and
migrating birds.
The Visitor Centre, an environmentally sensitive structure,
partly built into a hillside, contains a Restaurant and
Shop. The Carvery serves food supplied from the farm –
including own reared pork, beef, lamb and poultry. Lunch

Californian Redwood.

is served throughout the year – and is an experience not to
be missed! Catering is available for public functions.
A Forest School, integrated with the National Curriculum,
provides opportunities for children to participate in
outdoor activities and learn about the countryside.
Dogs on leads are allowed in the grounds. Guided walks
are available. Wheelchairs: Visitor Centre fully accessible,
but access to Arboretum is limited. Ample car parking
on-site.
One of the 15 Pools.
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Photographs courtesy of the Arboretum.

The Laburnum
tunnel.

There are
5 miles of
walks.

Sheep on the farm.

Spectacular Autumn
colours.
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Alumni Office News
Niki McGrath, College Alumni Relations Manager
(Medical and Dental Sciences)
ver the last five years there have been major
changes to the campus which is being
transformed with new outstanding facilities
helped considerably by donations from our alumni and
friends. The facilities include:

Bramall Music Building
The Bramall Music Building opened its doors in 2012 and
is widely regarded as one of the best concert and event
venues in the West Midlands. Located at the heart of the
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University alongside the Great Hall, the building completes
the 100-year-old architectural vision of University founder, Sir
Joseph Chamberlain.
The Bramall houses the impressive 450-seat Elgar Concert
Hall, which boasts world-class acoustics and provides an
intimate environment for a range of events, from comedy acts
to classical orchestras. Find out more at:
www.thebramall.co.uk
Above: The Bramall Music Building.

New Main Library
The new £60 million Main Library provides state-of-the-art
facilities for students, staff and researchers. The technologyrich Library houses over 2.1 million printed books and
journals across 40 miles of shelving. Students can access an
array of learning areas including informal seating, group study
spaces and individual desks plus media rooms and video
editing booths.
The building also includes a Research Reserve on the lower
ground floor featuring 1.5 million items, which houses our
important heritage print collection. For more information
visit: www.birmingham.ac.uk/libraries

Lapworth Museum
The Lapworth Museum of Geology has recently
undergone a major redevelopment greatly improving
access to the Museum’s extensive collections. Visitors
can now explore life over the past 3.5 billion years
through interactive exhibits and state-of-the-art galleries.
From rocks and fossils to earthquakes and dinosaurs,
the Museum will capture the imagination of all ages – all
completely free of charge. Find out more at:
www.birmingham.ac.uk/lapworth-museum
The Lapworth Museum of
Geology.

New Birmingham Dental Hospital and
School of Dentistry
2016 saw the opening of the new Birmingham Dental
Hospital and School of Dentistry, the first integrated
dental hospital and school to be built in the UK for almost
40 years. The four-storey building offers world-class research
facilities and a modern learning environment for more than
600 undergraduate and postgraduate students and trainees.
It is equipped to treat over 120,000 patients a year in areas
including unscheduled emergency dental care, restorative
dentistry, oral surgery, oral medicine, orthodontics and
paediatric dentistry.
The Dental School has launched a new Dentistry Alumni
Lecture series which offers alumni a great opportunity to visit
the new building. For more information on this and other
alumni events, visit:
www.birmingham.ac.uk/alumni/events

360 Sports and Fitness
The widely anticipated £55 million 360 Sports and
Fitness centre is due to open shortly and will house
Birmingham’s only 50 metre swimming pool, a large
multi-sports hall, a 10 metre climbing wall, plus a range
of fitness studios and six squash courts. ‘Chrissie’s Gym’,
named after alumna and fourtime Ironman Triathlon World
Champion, Chrissie Wellington
OBE, will include more than 200
pieces of state-of-the-art fitness
equipment.
Alumni are eligible for discounted
member rates.
Find out more at:
www.360birmingham.co.uk

‘Green Heart’ Project
Work will shortly start on creating
new parkland which will open
up the centre of campus for
students, staff and the local
community to enjoy. Due to be
completed in 2019, the ‘Green
Heart’ project will provide
a space for performances,
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Green heart project.

socialising, meeting and studying, with access to views across
the whole campus.

The Arthur Thomson trust. Please ensure that you inform the
alumini office so that we have your correct contact details.

Get involved

Join the Sands Cox Charity

The College of Medical and Dental Sciences Alumni Office
works closely with The Sands Cox Charity to help alumni stay
in touch and provide opportunities for you to reconnect with
the University:

Volunteering
We are always looking for volunteers to help out at
open days, give careers advice to students or take part in
promotional campaigns. We are grateful for any spare time
you can offer.

Mentoring
Why not offer to mentor a student? As an alumnus, you have
a wealth of knowledge and expertise that you could pass on
to one of our students. Mentoring doesn’t take up much time
and can be extremely rewarding for both you and a student.
Find out more by contacting the Alumni Office.

Joining the Sands Cox Charity is an excellent way to stay
connected with your old classmates, keep in touch with the
latest developments in Medicine and Dentistry and support
current students with their electives. Their Annual Meeting
is a great opportunity to meet up with other alumni, hear
students talk about their fascinating elective projects and
listen to distinguished speakers talk about issues of general
medical and dental interest. Find out more at:
www.sandscoxcharity.uk

Keep in touch
If you are interested in finding out more about any of these
opportunities please contact the College of Medical and
Dental Sciences Alumni Relations Office at:
mds-alumni@contacts.bham.ac.uk or visit
www.birmingham.ac.uk/mds-alumni
You can also keep up with the latest news from the College by
following us on social media:

Reunions

Twitter: @unibirm_MDS and @birminghamalum

Let us know if you are arranging a reunion so that we can
help reconnect you with your classmates and organise for you
to revisit the University. Every autumn there is a free 30-year
Medicine and Dentistry reunion organised by The Head of
College and The Head of the Dental School and paid for by

Facebook: /collegemds and /birminghamalum

84 Aesculapius, Summer 2017

LinkedIn: The University of Birmingham Alumni and Friends
Sands Cox Charity: info@sandscoxcharity.uk
Sands Cox Charity website: www.info@sandscoxcharity.uk

to sign up you can:

• Fill in the form on the 			
reverse.

• Visit our website at 			
www.sandscoxcharity.uk

• email Sharon Charles at
Helping Birmingham Medical and
Dental Graduates and Students

info@sandscoxcharity.uk

Not a Member? Join online today!

Supporting Medical and
Dental students
For only £30 annual subscription you will:
• receive the Aesculapius Journal
• support Elective Projects for
Medical and Dental students
• be personally notified of the
Annual Scientific and other
interesting meetings.
The Sands Cox Charity is Registered
to help selected Birmingham
Medical and Dental Students
to fund their electives, which
broaden their experience,
perspectives and career
horizons. They present their
findings at our annual scientific
meeting and publish them in
our much appreciated journal,
Aesculapius.
In addition to a variety of
important student electives
Aesculapius contains several feature
articles, obituaries, high-quality
pictures in photo commentary,
Reunions and News from the
Dental School.
We hope you will support our aims.

Registered Charity Number: 512347

		

Application for Membership or do it online at
www.sandscoxcharity.uk/sign-up-for-membership

Helping Birmingham Medical and Dental Graduates and Students

1

email: info@sandscoxcharity.uk

Your details

Title (Prof, Dr, Mr, Mrs, Ms, Miss).....................

Surname.................................................................

Undergraduate name...............................................................................................

Forenames............................................................................

Date of Birth....................................

Male

Female

Address..........................................................................................................................................................................................................................................
.........................................................................................................................................................................................................................................................

Postcode.........................................................

Email..........................................................................................................................................................

Telephone......................................................................................................
Year of graduation from Birmingham...............................

Mobile..........................................................................................................

Speciality...........................................................................................................................

Qualifications............................................................................................................................................................................................................................ ..

2

How to Pay
Please choose your payment option:
. es! I would like to pay by cheque for ..................................... Subscription is currently £30 per annum. Cheques payable to
Y
‘The Sands Cox Charity’ (Please note: Foreign currency cheques should include £6 for conversion and handling).
Yes! I would like to pay by
Instruction to your bank or building society to pay by Direct Debit: Please pay The Sands Cox Charity from the account details on ..
this instruction, subject to the safeguards assured by the Direct Debit Guarantee.
To: The Manager, Bank or Building Society...............................................................................................................................................................
Branch address...................................................................................................................................................................................................................
.....................................................................................................................................................

Postcode.................................................................

Account Name...................................................................................................................................................................................................................
Branch sort code

Account number

Signed.......................................................................................................................................................

Date......................................................

Sands Cox Reference Number:.....................................................................................(to be allocated by the Charity)
The Direct Debit Guarantee

• This Guarantee is offered by all banks and building societies that accept instructions to pay Direct Debits.
• If there are any changes to the amount, date or frequency of your Direct Debit The Sands Cox Charity will notify you 10 working days in advance of your account being debited or as
otherwise agreed. If you request The Sands Cox Charity to collect a payment, confirmation of the amount and date will be given to you at the time of the request.
• If an error is made in the payment of your Direct Debit, by The Sands Cox Charity or your bank or building society, you are entitled to a full and immediate refund of the amount 		
paid from your bank or building society.
– If you receive a refund you are not entitled to, you must pay it back when The Sands Cox Charity asks you to.
• You can cancel a Direct Debit at any time by simply contacting your bank or building society. Written confirmation may be required. Please also notify us.

3

Gift Aid Declaration
I wish the Sands Cox Charity to treat as Gift Aid Donations all donations that I make from the date
of this declaration until further notice.
I know that I must pay an amount of UK income/capital gains tax at least equal to the tax the charity reclaims on my donations in the tax year. I will advise the society should
this cease to be the case.

Signed.............................................................................................................................

Date....................................................................................

Registered Charity Number: 512347

Please return to: The Sands Cox Charity, 14 Berkeley Close, Harwood Park, Bromsgrove, Worcs, B60 2HL. UK
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News from the
Dental School 2017
Damien Walmsley (D1967 Manchester)
Professor of Restorative Dentistry
e are in the new school
and we started the move
during March, 2016. All
staff were allowed two removal boxes
for personal effects. However, once
they were filled that was it. There
were so many objects that I had to
throw away items such as mementos,
gifts from past students, paperwork
etc. It was also interesting to realise
that your rubbish is another person’s
treasure. Many of the items I threw
away were picked up by other people.
Finally, it was done and on 31st
March 2016, the door was shut on
the old building and the new School
and Hospital opened to the public.

Moving in
It was a hectic few weeks as there was
much unpacking to be done. There

The last tutorial in Prosthetics at St Chad’s Queensway.

were several operational hitches with
the new building but these were
quickly sorted. The first few weeks
people were genuinely excited looking
into everyone else’s offices and finding

out what the clinics look like. Where is
the restaurant and the coffee shop, who
is where and how many different ways

Left: Moving boxes on the 7th Floor.
Below: Every staff member
was allowed 2 boxes.
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can you get from the ground to the
third floor? It will be a learning exercise
for many of us as we use our SatNavs
on our phones to navigate around the
building. The opening day was reported
in the news and shown on BBC
Midlands today. The students return a
week later and the hospital and school
started to buzz with enthusiasm.
Also the school was delighted with
the news that Dentistry has risen from
41st to 17th QS World University
Rankings by Subject 2016 on the back
of real solid improvements across the
board. This includes our research and
education performance and we are the
best school outside London. This was
the best news we could have hoped
for as we moved into our new home at
Pebble Mill.

New Head of School
We also said thank you to Philip
Lumley who has done a fantastic job
for the school and it was announced
to staff that Professor Iain Chapple
was appointed as the new Head of

Iain Chapple – New Head of School.
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Visit of Sara Hurley Chief Dental Officer and deputy CDO Janet Clarke.

School of Dentistry with effect from
1st July 2016. Iain is currently Head of
Periodontology at the University and a
Consultant in Restorative Dentistry at
the Birmingham Community Health
Trust. Iain has worked for the School
of Dentistry for nearly 26 years and has
published over 200 research papers.
Iain has received major grants from the

Medical Research Council, European
Union and Industry. He is also a
committed and enthusiastic teacher
of undergraduate and postgraduate
students within the College.

Visit of CDO
With the new building, there are
always people wanting to come and
visit and one of our first guests was
Sara Hurley, the Chief Dental Officer
of England who was very impressed
with the facilities. She timed her visit
during the first full working week in
the School and Hospital. The CDO
was accompanied by her deputy Janet
Clarke who is an old friend of the
School and Hospital. There were many
meetings with staff who had been
involved with the planning and the
day-to-day running of the Building.
Presentations to the CDO outlined how
the building operates and the future
vision of our activities.
Since then we have had numerous
visitors and whenever they arrive,
a tour of the building is part of the

rain held off for the afternoon. The
graduation ceremony is always a grand
occasion and the dental school staff sat
behind the Vice Chancellor very proud
of the achievements of their students.

Above: Professor
Phil Lumley with
class of 1996.
Right: Visitors
Barbara
Beeton nee
Williamson,
Ian Salmon
and Alison
Johnson
nee Jones
(1972/3).

package. Tours generally start on the
top floor and work their way through
the two sides of the building. Everyone
remarks on the light and space in the
atrium. They are impressed by the
length and arrangement of the clinical
areas. Other areas that generate the
wow factor include the learning zone,
seminar rooms and the lecture theatres.
It is a privilege for staff to show off the
new school and it is a pleasure to see
people’s faces as they see the different
facets of our new building.

in their dental career. We always
hope for good weather especially for
photographs and we were lucky as the

There was a first for the school as
the presentation and award of prizes
took place in the new building. The
lecture theatre was opened up and
there was standing room only. The
guest of honour was Dr Serbjit Kaur,
Former Acting Chief Dental Officer,
NHS England and she presented
the Prizes and Scholarships awarded
during the year. Serbjit gave a moving
speech outlining her career from
when she was young and encouraged
people to work hard to achieve their
goals. Joanna Dimelow, Chair of
BUDSS, proposed a vote of thanks
on behalf of the students. Professor
Philip Lumley, Director and Head of
School then gave thanks to the staff
and in particular to Professor Deborah
White. It was his final prize giving as
director of the school having taken
up the position in 2004. Prof Lumley
outlined the achievements of the school
during his time in charge including
the outstanding results in Research,

Graduation Day
Graduation Day is a time to celebrate
the achievements of our students
as they received their degrees thus
opening the door for a new journey

Graduation Day.
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Education and International standings.
After closing the proceedings Professor
Lumley invited the assembled company
to join him for the Champagne
reception with Strawberries and Cream
in the School Refectory. See article by
Philip Lumley on page 71.

Staff on
Graduation Day.

Graduation Day –
Prize giving.

Philip Lumley’s birthday
The end of term in July co-incided with
the 60th Birthday of Philip Lumley.
This was an ideal excuse to have a
celebration event especially as it will
be the end of his term as Head of
School (he has completed 3 terms in
total – 12 years). As a celebration of
his commitment to the School over
the many years and to wish him all the
very best for the future, a barbecue was
held at Horton Grange. Philip Lumley
has given much time and dedication to
the role as Head of School. Phil leaves
the School of Dentistry in an extremely
positive position which will stand Iain
in good stead to lead on its continued
development. Philip is moving up to his
new position as Deputy Head of
the College of Medicine and Dentistry
but will be keeping in contact with
the school.
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There were speeches by the new Head
of School, Iain Chapple and Deborah
White the outgoing Head of Education.
The weather was ideal for an outside

Celebrations for Philip Lumley.

gathering. (How often can you say that
in England?) Many people turned up
to wish Philip well and as the pictures
show it was a good evening.

John Rippin Best Elective

A study to determine
the public’s perception of
Water Fluoridation based
on social media posts
Rebecca Linney, Dental Student, University of Birmingham

Background
“Ten per cent of the UK population receives
optimally fluoridated water ...”
en per cent of the UK population receives
optimally fluoridated water (at 1ppm). 95% of
this 10% have their water supplies treated with
additional fluoride to reach this 1ppm, whilst the
remaining 5% have naturally fluoridated water. There is
a significant level of support for water fluoridation
(regarding its effectiveness and safety) from professional
bodies in the UK, for example from the Department of
Health and the British Dental Association.
The York Review, published in 2000, highlights the following
benefits of water fluoridation:
• Water fluoridation reduces the number of decayed,
missing and filled teeth (DMFT) in children aged 5 to 15
by, on average, 2.25 teeth per child. This works out at an
overall reduction in tooth decay of approximately 40% in
fluoridated areas.
• Water fluoridation increases the percentage of children
totally free from tooth decay by, on average, 14.6%.
• The reduction in the number of decayed, missing and
filled teeth following fluoridation is greatest in those areas
where children had the highest levels of tooth decay at the
outset.

The York review also highlights claimed negative effects,
including dental fluorosis, bone fractures and bone
development disorders, cancer (osteosarcoma, bone and
joint cancer, thyroid cancer), and other possible negative
effects such as Alzheimer’s disease and Down’s syndrome.
The findings of this review were most recently supported
by a Water Fluoridation Health Monitoring report
published by Public Health England in 2014. It gave
reassurance that fluoridating water is safe and effective,
providing data from both sides of the argument. Yet
there is still a great deal of controversy surrounding
water fluoridation (for example the view that it is mass
medication), even with these useful documents, and
others, being readily available online.

“... many thought their water had already
been fluoridated ...”
Over the last 30 years, a number of independently
conducted opinion surveys have generally indicated that
a significant majority of people in the UK think fluoride
should be added to their water supply if it can reduce tooth
decay. However, many of the people interviewed thought
their water had already been fluoridated, indicating that they
thought they were benefiting from drinking their tap water,
when in fact they were not.
66% of online adults in the UK say they have a current
social networking site, with 3 in 10 social networkers having
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a Twitter account. This indicates the ease with which people
can voice their views and opinions to the rest of the world.

Aim
“... what the public believe about
fluoride ...”

For 3 weeks (29th June 2015 – 20th July 2015) the two
terms ‘Water Fluoridation’ and ‘Fluoridation’ were searched
on the Twitter search engine, recording the number of daily
tweets. The data were collected and each was grouped into
one of four categories:
• Pro – Water Fluoridation/ Fluoridation.
• Neutral – Water Fluoridation/ Fluoridation.
• Anti – Water Fluoridation/ Fluoridation.
• Uncategorised – Water Fluoridation/ Fluoridation.

The aim of this study was to develop an understanding of
what the public believe about fluoride being optimally added
to their water supply based on their social media activity.

Objectives
1. Investigate the British Fluoridation Society’s (BFS)
perspective on water fluoridation.
2. Scope both pro- and antiwater fluoridation posts from
individuals on a range of social
media sites.

The following key words within the tweets determined
whether they would be placed in the neutral or anti category:
• Suggest/ May/ Perhaps – placed in the neutral
category.
• No evidence/ Doesn’t/ Does not – placed in the anti
category.

Figure 1: Breakdown of Twitter account categories
11%

– People search on Facebook
– Tweets search on Twitter
3. Scope both pro- and antiwater fluoridation posts from
groups/pages on a range of
social media sites.
– Groups/Pages/Places/Events
on Facebook

13%

38%

4%
2%

– Accounts on Twitter.

Methodology
A meeting with members of the
BFS was held in January 2015.
We discussed what strategies
are currently in place to improve
the public’s access to optimally
fluoridated water. The controversy
surrounding water fluoridation
was discussed in length, with
the hope of ultimately developing
recommendations to try and
address these anti- water
fluoridation views.
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32%
Anti- Water Fluoridation

Uncategorised- Water Fluoridation

Pro- Fluoridation

Neutral- Fluoridation

Anti- Fluoridation

Uncategorised- Fluoridation

There were no tweets in the categories Pro- Water Fluoridation and
Neutral- Water Fluoridation.

Similarly, the purpose of the Facebook search was to
find out the number of people, pages, places, groups and
events when searching both terms ‘Water Fluoridation’ and
‘Fluoridation’.

Facebook

Results

Twitter
The initial interest of my study was to determine the
number of accounts which were pro-, neutral and
anti- ‘water fluoridation’ and ‘fluoridation’. A number
of account results did not fall into any of the 3 categories
(classified as “uncategorised”). In total, 115 accounts
were found, with 6 appearing when both ‘Water
Fluoridation’ and ‘Fluoridation’ were searched. The 6
were all anti-, and have therefore been included in the
anti-water fluoridation category only. The total is therefore
109 unique accounts. The percentage of each category is
shown in Figure 1.
The accounts could be further explored to determine their
activity and their users. Figure 2 shows the total number
of tweets, following, followers, favourites, and lists for
the 4 account categories Anti ‘Water Fluoridation’, Pro
‘Fluoridation’, Neutral ‘Fluoridation’ and Anti ‘Fluoridation’.
It is clear that the majority of responses to the Twitter
accounts were anti-, with the greatest being the total number
of favourites (57,038) for anti- water fluoridation accounts.
This was followed by 30,540 anti-fluoridation tweets and
18,151 anti- water fluoridation tweets.

Initially the purpose of the Facebook search was to find out
the number of people, pages, places, groups and events when
searching both terms ‘Water Fluoridation’ and ‘Fluoridation’.
The majority of the search results were anti- and
predominantly either anti- groups and anti- pages towards
water fluoridation and fluoridation. Anti- was the category
chosen if they wanted water fluoridation removed
or stopped.
Figure 3 on page 94 shows the number of people interested
in the search results. This was determined by calculating:
• The number of followers (people)
• The number of likes (pages and places)
• The number of members (groups)
• The number going, maybe, invited and can’t go (events).

Discussion
“... social media users do use both Facebook
and Twitter ...’

Linking my results to the initial background information, it
is clear that a number of worldwide social media users do
use both Facebook and Twitter to voice their views on water
fluoridation. Whilst opinion surveys show a majority of the
population feel fluoridation
of water would be beneficial
Figure 2: The Activity of Twitter accounts and their users
to prevent tooth decay, these
results from social media appear
Category
Tweets
Following Followers Favourites
Lists
to favour the view that water
Antifluoridation does not or may not
18,151
5,690
8,607
57,038
9
Water Fluoridation
prevent tooth decay. The known
controversy surrounding water
Pro2,426
1,002
1,739
213
0
fluoridation is a running theme
Fluoridation
throughout the search results
Neutral1,755
190
168
12
0
from social media sites.
Fluoridation
AntiFluoridation

30,540

12,128

9,234

1,067

5

The York review and the most
recent fluoridation report from
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Figure 3: Totals of People, Pages, Groups and Events falling into each
category on Facebook
Pro- Water
Fluoridation

Neutral- Water
Fluoridation

Anti- Water
Fluoridation

People

–

–

61 followers

Pages

231 likes

920 likes

22,775 likes

Places

–

–

–

Groups

38 members

–

3,020 members

–

21 going
3 may be
397 invited
13 can’t go

50 going
8 may be
52 invited
34 can’t go

ProFluoridation

NeutralFluoridation

AntiFluoridation

People

–

1 follower

61 followers

Pages

405 likes

952 likes

38,180 likes

Places

–

–

2,183 likes

Groups

111 members

167 members

5,739 members

–

34 going
8 may be
568 invited
19 can’t go

65 going
9 may be
565 invited
47 can’t go

Events

Events

Public Health England provide a balanced view on water
fluoridation – providing the known benefits and the claimed
negatives. This is contrary to social media, where anti- posts
on both Twitter and Facebook dominate and rather than
these issues (e.g. Thyroid impairment) being just claims, they
are actually displayed as facts.

Conclusions
All of the collated data indicate
that the majority of social
media activity on both
Facebook and Twitter is
anti-water fluoridation/antifluoridation. This conclusion
can be made based on the
number of anti- tweets, number
of anti- twitter accounts,
number of anti- Facebook
people, pages, places, groups
and events exceeding those
which were pro.
There is a clear belief in many
who use social media to
express their views on water
fluoridation: that it is hazardous
to health and isn’t effective,
or at least as effective as once
thought at helping prevent
tooth decay.

The results of my study
indicate that the BFS need to
address the current Facebook
and Twitter activity, of which
the majority is anti-water fluoridation. This could for
example be through account creation on both social media
sites, with frequent tweets on current BFS activity. The
information they provide is all evidence based, and would
be useful for members of the public to see – and social
media is an excellent platform to do this. This could
improve social media users perceptions of water
fluoridation.

“... decrease in anti-water fluoridation
views ...”

Acknowledgements
If professional bodies which support water-fluoridation (such
as the BFS) became involved on social media (by account
creation on both Twitter and Facebook), the provision of
evidence showing the benefits of it could be displayed. This
could ultimately lead to a decrease in anti-water fluoridation
views expressed on social media.
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(BFS Chair), Mr P. Castle (BFS) and the Sands Cox Charity for
their support throughout my elective studies.

Reunions

1964 –
52.5 year
Graduation
Reunion –
Newcastle
The graduates of 1964 met for a
3 day reunion at Matfen Hall Hotel
in Northumberland (14-17 April
2016). An ideal location 15 miles
west of Newcastle, set in 200 acres of
beautiful Northumbrian countryside.
The Reunion programme was
extremely well organised by David
Williams, local convenor, ably
assisted by his wife Antoinette –
both had their fingers on the pulse!

On arrival on Thursday we gathered in
the bar to rehydrate ourselves after our
long journeys, especially Les Brown
and Jeanne from Australia and Suru
Chande from Canada. Later, we had
a gourmet meal at a nearby hostelry.
An excellent start of the Reunion
weekend.
On Friday a whole day of full
programme followed: a coach
trip to the most interesting
open-air Beamish Museum
in County Durham. The
return journey took us
to Gateshead where we
stopped to view the ‘Angel
of the North’, the huge
modern sculpture by
Sir Antony Gormley,
which is indeed very
impressive. We then

continued our journey through
Newcastle and stopped at a hotel on
the banks of the Tyne for an
enjoyable meal.
On Saturday morning we had our
usual Graduates meeting; chaired by
Kishore Shah, who for many years
has kept us well informed of medical
Joy Roscoe (nee Ashby) – enjoying a
celebratory drink!

Graduates group in formal attire.
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Reunion Attenders –
informal groups.
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school matters, as well as keeping
up to date with the news of our
colleagues.
We were then entertained by
Stuart Saunders. Stuart had been a
consultant E.N.T. surgeon in London
for many years. He retired early to
join the acting profession. At medical
school, he was involved with the Guild
Theatre Group and throughout his
medical career continued acting in
many amateur productions.
He then gave a most entertaining talk,
full of charm and humour; how he
obtained his ‘Equity Card’, the stars he
had met, the shows he had been in and
he spoke of the terrors of auditions!
He backed this up with visual
presentations and multiple quotes
from plays. Stuart finished his talk and
rushed back to London where he was
on stage that night!
That evening we had our usual formal
dinner [no speeches!] – an expression
of thanks presentations were made to
David and Antoinette for organising
a successful Reunion programme.
Needless to say drinks parties in rooms
took place most nights, the last night
hosted by the Browns in their palatial
suite!

Saunders, Kishore Shah (Noreen),
John Siddorn (Carol), Chad Smith ( Jo),
Chris Stretton ( Jaquie), Nola Webster
(Malcolm Wright), Chris Williams
(Sandie), David Williams (Antoinette).
Apologies:Hiliary Lane, Ken Edgington, Alan
Veness, Bob Allan, Bob Wilkins,
David Heath, David South, Pamy
Sira, Malcolm Cochrane, Roger Rose,
Yvonne Binge, Gabrielle Geddes,
Joanna Crawshaw, Chris Pourgorides
[retired from GP in Birmingham and
has now returned to Cyprus].
David Boobyer/Ian Buchan
and Kishore Shah
kishshah@doctors.org.uk

50 year
reunion of
1966

We departed after breakfast on Sunday
– planned to meet again in 2 years
time at Manchester [Phil Hasleton –
local convenor].

The 50 year reunion dinner of
the 1966 year group was held on
Saturday September 10th 2016.
The function was very efficiently
organised by Michael Rose with
a room in The International
Convention Centre in Broad Street
in Birmingham booked for the
gathering.

List of Graduates and their partners/
spouses attending the Reunion:David Boobyer ( Jackie), Ian Buchan
(Gwynneth), Judith Brown, Les
Brown ( Jeanne), Suru Chande, Shirley
Field (Colin), Charles George, Phil
Hasleton (Sindi), Roger Hillman
(Liz), John Hobby ( Joy), Graham
Houseman (Anne Colbourn), Mike
Matthews (Sue), Joy Roscoe, Stuart

44 members of the year were able
to get to the reunion, including two
couples where both husband and wife
were from the year, with 31 additional
partners/spouses (75 in all). Two of
the 1966 graduates (Firouz Khamsi
and John Kiernan) had started with
the 1965 year (having done a BSc after
completing 2nd MB) and had attended
the 50 year reunion of that group in

2015 – hence attending their second
“50 year reunion” (does that make
it a “100 year reunion”?). Two others
who had started with the 1965 group
(Michael McEvoy and Ragnar Amlie)
had attended the 50 year reunion of
the 1965 year but spurned the 1966
reunion – we were sorry that they
were not with us this time (both had
been to previous gatherings of the
1966 year).
Most of the visitors from outside the
Birmingham area stayed either at The
Hyatt Regency Hotel, Bridge Street,
or at The Hampton by Hilton Hotel
in Broad Street, both of which were
close to the International Convention
Centre.
On the Friday evening (September 9th)
there were several gatherings of small
and larger groups for informal dinners.
The biggest function was held at the
Marco Pierre White Steakhouse Bar
and Grill, in the Skyline Restaurant at
“The Cube”. 18 members of the year
and 11 partners were present including
Michael and Karnit Rose, Dudley and
Chris Hubbard, Rob Wilkes, Harry and
Anne Leung, Edmund Majekodunmi,
John and Doris Walpole, Martin
and Pat Hoskisson, John and Tessa
Kiernan, Nigel and Gloria Spencer,
Firouz Khamsi, Diana White (Hawkes),
Charles and Pat Browne, Gordon
Read and Ann Kenyon, Jim and Helen
Wilkinson, Paula (Harris) and Stanley
Salmons, Jean Harding (Wilkinson)
and John and Wai Pin (Chan) Beynon.
It was good to talk to Firouz Khamsi
and John Kiernan, neither of whom
had been to previous reunions of the
1966 graduates.
On Saturday a larger group assembled
by the Birmingham Register Office to
join a vintage bus for a short tour and a
visit to the Medical School. In addition
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In one
of the
Lecture
Theatres.

Group outside
the Medical School with Turab Chakera
(wheelchair) in front.
Our transport

to most of those who had been
present at the MPW dinner David and
Margaret Hosking, Andy and Harvene
Higginson, Dave and Margaret Horton,
Margaret Barker, Turab and Margaret
Chakera, Rob and Morag Harding,
Mohammed Kassim, Steve and Paddy
(Whytock) Jones, Jenny Smith (Davy),
Peter Gini and partner, Penny Holcroft
(Rice), Mike Radford, Mike Cook;
Pam (Woodward) and John Sim, Anne
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Rae (Skidmore), Phil Hamilton, Mike
and Gill Spokes and Jeff and Maryann
Williams were all “on board”. The bus
drove out along the Hagley Road then
through Harborne and down to The
University. A short run on the Bristol
Road was followed by a drive past the
new Queen Elizabeth Hospital and
then past the Women’s Hospital, the

Steve
Jones and
Mohammed
Kassim with
Anne Rae
(Skidmore)
and Eddie
Majekodunmi
behind.

short, very thoughtful and dignified
address and Gordon Read delivered a
barn-storming, show-stopping series
of reminiscences about absent friends,
friends present and many other topics,
successfully resisting all attempts to
interrupt his flow.
The publication of the “1966
Yearbook” in 2013 was noted with
acclaim and thanks to its producers,
Pam Sim, Charles Browne and
Jimmy Wilkinson, were given
with widespread support from the
assembled company.
Jim Wilkinson and Jeff Williams

old QE Hospital and thence to the
Medical School.
A talk about current teaching methods
and the curriculum for medical
studies was followed by a tour led by
staff members and medical students.
Photographs of the assembled group
were taken on the steps of the Medical
School. The bus then took the group
back to Broad Street and dropped off
the passengers in good time to prepare
for the evening dinner at the ICC.
The evening function was attended
by a few further members of the
year and partners including Mike
and Bojana McKiernan, Isola
Abudu, Stephan and Cheryl Jain,
Ralph and Teresa Hibbert, Mike
and Christine Gough and Ralph
and Marie Edwards.

being held at the ICC. They were to be
confounded. The room space for predinner drinks and the meal itself was
excellent and both food and service top
notch. Although for most of the meal
everyone stayed with the pre-planned
seating arrangements, by the time wine
had flowed and desserts arrived there
was a good deal of social intercourse
between the tables. At the end of
the meal Mohammed Kassim gave a

1950 year reunion of 1966
continues over page

Jeff and Maryann Williams.

The group picture on the medical
school steps (over page) was
displayed at the ICC, alongside
that of the 1966 graduates, taken
in June 1966 at the same site.
During the preliminary
organizational phase of the
reunion some had expressed
reservations about the meal

John and Pam Sim, Turab and Margaret Chakera, Stephan and Cheryl Jain.
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Reunions

Assembled group on Medical School steps
Back row: Paula Salmons; Gordon Read; Stanley Salmons; Gloria Spencer; Phil Hamilton; Mike Cook; Margaret Barker; John Walpole; John Beynon;
Dudley Hubbard; Pin Beynon; Rob Harding; Peter Gini’s partner; Mike Radford.
4th row: Jenny Smith; David Hosking; Nigel Spencer; Helen Wilkinson; Charles Browne; Dave Horton; Mike Spokes; Anne Rae; Diana White; Partner
of Eddie Majekodunmi; Jean Harding.
3rd row: Firouz Khamsi; Jeff Williams; Rob Wilkes; Margaret Horton; Anne Leung; Harry Leung; Peter Gini; Eddie Majekodunmi.
2nd row: Andy Higginson; Michael Rose; Martin Hoskisson; Pat Hoskisson.
Front row: Jimmy Wilkinson; Pam Sim; Penny Holcroft; Paddy Jones; Steve Jones: Mohammed Kassim.

Planning a Reunion?
If you are planning a reunion of your year and wish to hold part of it in the Medical School, you are asked
in the first instance to contact the Alumni Relations Office who would be pleased to discuss with you how
the Medical School might be able to help to make your visit memorable.
We can offer, for example, some hospitality, arrange for guided tours of the new facilities in the School and
for The Dean or another senior officer to talk to your group about current developments and plans.

Alumni Relations Office, College of Medical and Dental Sciences,
University of Birmingham, Edgbaston, Birmingham, B15 2TT
Email: mds-alumni@contacts.bham.ac.uk
Telephone: +44 (0)121 415 8602 or +44 (0)121 414 3488
or via www.sandscoxcharity.uk/know-a-reunion
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the sands cox CHARITY
Officers 2016-2017
President

Deborah White

Vice-President

Robert Grieve

Chairman

Martin Kendall

Treasurer

John Jackson

General Editor

Keith Harding

Committee Members
		
Executive Secretary
Trustees
		

Alice Turner, Lynn Jones, Praveen Sharma,				
David Spooner, Robert Stockley, Damien Walmsley
Sharon Charles
Keith Harding, John Jackson, Martin Kendall,				
Damien Walmsley

Background

The Charity is named the Sands Cox Charity to commemorate William Sands Cox who effectively founded the Birmingham
Medical School when he started the first organised classes in human anatomy in this city in 1825. The Society, which is now The
Sands Cox Charity, was founded in 1981 with the primary aim of keeping Birmingham Medical and Dental Graduates in touch
with each other and with the Schools, by encouraging communication across the barriers that develop through geographical
separation, specialisation and ageing, principally through the publication of an annual journal, Aesculapius.

Current Membership of the SCC
The core members of the Charity are still the graduates of the Birmingham Medical and Dental Schools, now the College of
Medical and Dental Sciences. However, we now welcome to our membership the staff of the college, those with a keen interest in
the College and those who wish to support the aims of the Sands Cox Charity.

What does the Charity do?
The Charity has a charitable role. Annually, there are four Sands Cox Charity travel bursaries of £500 each, to support electives
for medical students plus one dental, The John Rippin Elective Bursary of £800. Recipients are expected to contribute to
Aesculapius and to present at our Annual Meeting. There is a further Dental prize, The Sands Cox John Rippin Memorial Prize
for best Elective report of £200. With prizes this is a total of £3,900 per year. Thus the Sands Cox Charity enables the students
of yesterday to help the students of today. It also provides its members with this journal, Aesculapius, and through its website,
www.sandscoxcharity.uk it helps link and inform the students, the graduates and those who want to support the Charity’s aims.
We hope that the Sands Cox Charity will help build bridges between doctors and dentists and between students and graduates.
It will also help keep our graduates and supporters informed about the life and work of the College, and keep the students
informed about Birmingham’s medical and dental alumni and the graduate community which they will be joining.
Aesculapius is published in the summer and comprises 100 pages of articles, letters, reports on reunions and obituaries, all with
illustrations where possible. Members and other former Birmingham undergraduates are encouraged to submit material for
publication. Critical and creative writing is welcome.
The Annual Meeting of the Charity is held in Birmingham in the Autumn. The format of the meeting is evolving but currently
includes guest lecturers and student presentations as well as a business meeting. The latter reviews the activities of the Charity
and its finances and elects the officers.
The current annual subscription is £30. An application form to join the Charity is included in the journal. Alternatively join
online at www.sandscoxcharity.uk/sign-up-for-membership
Email: info@sandscoxcharity.uk
Registered Charity no. 512347

web: www.sandscoxcharity.uk

