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Editorial
It is my pleasure once again to write this editorial.
I am very pleased to tell you the journal is thriving
with more articles coming from our doctors in
training and increased contributions from
patients.  The patient contributions in this
addition were very kindly collected by Dominic
de Takats to whom I am very grateful. We have
two book reviews and another very interesting
article from Ken Cowan.  It is true what they say;
you can’t keep a good man down. 

In their article, Seeking Asylum and Finding
Miracles by Steve Freeman, a Research
Nurse/Solution Focused Approaches Manager
and Sarah Wilshaw Specialist Mental Health
Nurse introduce us to “Dumb Door Syndrome”
and the use of Solution Focused Brief Therapy
(SFBT) for similar conditions as demonstrated by
the Asylum Seekers and Refugee Team in Stoke
on Trent.  This was originally developed by Steve
de Shazar and colleagues as part of their family
therapy practice in Milwaukee during the 1980’s.
SFBT involves a paradigm shift to include a
recognition of expertise on the part of the client
(who must be recognised as the expert not only
in themselves but also in their resources and
ambitions), exploring ways in which the client can
do more of what works and stop or reduce doing
things which do not.  I would recommend this
fascinating article to you all for some very
interesting insights. In his article, Teenage
pregnant substance misusers, Wesley Barnes,
one of our medical students examines the issue
of substance misuse and adolescent pregnancy
both of which are major public health problems.
It is a worrying trend when recent surveys carried
out in England reveal that one third of 15 year
olds admitted to illegal drug misuse in the past
year and a quarter of whom continued to use
them on a monthly basis. He explores the
potential causes of substance abuse in pregnant
adolescents and the impact of the drugs on the
fetus and the neonate.  This is a very thought
provoking and disturbing article addressing one
of society’s difficult challenges.  Roger
Worthington our resident ethicist reviews health
policy in his interestingly titled article, Health
Policy and Elephants in the Room

In his view health policy analysis is traditionally
focused on economics and politics.  But often
policies fail to yield the anticipated benefits from
being overly focused on the need to innovate and
reform.  In reviewing Ted Marmor’s book he gives
us some very interesting insights into the
mysterious world of health policy and its
determinants.  The next two articles are written
by two of our Foundation doctors.  The first one
by Amy Hung assisted by Anupa Ajit Kumar
describes an unusual case of the post-cholecys-

Please forward any articles and letters for review by the
Midlands Medicine Editorial Board to:

Spencer Smith,
North Staffs Medical Institute, Hartshill Road,
Hartshill, Stoke-on-Trent ST4 7NY

The views expressed are solely those of the author and do
not reflect the views of the Midlands Medicine Journal.
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tectomy syndrome.  This case illustrates the
need to think out of the box when the symptoms
don’t match the recognised post operative
complications associated with common surgical
procedures.  The second case by Anupa Ajit
Kumar now assisted by Amy Hung describes a
case of Gastrointestinal Stromal Tumour
presenting with pyrexia of unknown origin.  The
editorial board are always delighted to receive
articles written by our students and our
foundation doctors.  We also encourage our
patients to share their experiences with us and
the next two articles very eloquently describe
two very different experiences.  In the first article
entitled My New Life with an Insulin Pump we
hear the story of a lifelong diabetic Kirsty Mitchell
who was given a syringe pump.  She describes
the immediate and long benefits of this not only
for her disease control but on her general well
being.  Ken Cowan has thrilled us with his
reminiscences and his article on Improvising is
no exception.  I always enjoy reading his
profound and thought provoking thoughts.  We
seen have developed a very risk averse society
and any idea of improvising where there is an
element of risk is unlikely to be looked upon
favourably by our peers and managerial
colleagues.  Alun Davies who has made a very
significant contribution to the journal over many
years has now written his definitive book The

North Staffordshire Royal Infirmary (1802 –
1948). Our Chairman Professor Elder has very
kindly reviewed this book for us.  I am sorry to
say I have not read this book yet but am in the
process of acquiring a copy to correct this very
shortly.  I would urge you all to follow James’s
advice to buy this book as I know for a fact he
had purchased several copies which he has
gifted to friends and family.  This leads us very
nicely to Alun’s latest contribution intriguingly
titled, The truth is out there, where he explores
the origin of the monthly journals and the demise
of the old text books.  This article very eloquently
reviews this development and questions the so
called wisdom of doing away with the old texts
and also the merits of the paper medium as
compared to the electronic media.  The final
word from our Chairman on breaking news looks
at the on line version of this journal as well as
introducing us to the new council members.  He
continues to work tirelessly often behind the
scene to continue to ensure the Medical Institute
and the Journal continue to thrive.  And finally I
would like to thank the members of the Editorial
Board for all their hard work and especially to
Spencer for his unstinting work on the journal
from chasing up articles, reviewers comments
and for liaising with the printers and the distri-
bution of this journal.
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The “puff” on the title page of the Medical and
Physical Journal of July 1814, printed posthu-
mously, above, recognised the importance of
and value placed on "the rapid circulation of
Monthly Journals" both in Europe and America. It
is simply signed "Rush", that is Benjamin Rush
(1745-1813). In his time was the most highly
regarded doctor in America, and acknowledged
as one of the most interesting men of America’s
revolutionary years. Educated in what is now
Princeton University and in Edinburgh, he was
“Professor of medical theory and clinical
practice” in the University of Pennsylvania. He
was a signatory of the Declaration of
Independence, he campaigned against slavery,
advocated clinics for the poor and scientific
education for them, even for women. He was
hugely influential, in his day a doctor of the
"heroic era". He believed, as did his contempo-
raries that the main function of treatment was to
restore the body to a state of equilibrium, to
restore balance between intake and output, good
diet at one end and a promotion of healthy
excretion at the other. Violent purgation and
bleeding were the order of the day, sometimes
carried to excess. The above endorsement
recalls for us a system of beliefs which is so
strange to us today. Rush represented the old
order. A reaction was setting in against the old
methods. This would be based on the new
understanding of physiology which would in turn

The Truth is Out There
Alun Davies, Retired Consultant Anaethetist

depend on the dissemination of knowledge
through the medical and scientific journals,
whose importance Rush recognised.

Whenever I visit a second hand bookshop I seek
out medical journals and textbooks from the first
half of the 19th century. Often inexpensive,
battered and disregarded, they can be
wonderful, a swift scan opens a time capsule and
one is rarely disappointed.  Textbooks are the
distillation of current medical thought and
practice, journals are the cutting edge, full of
ideas and observations, but also full of blind
alleys whose existence time will reveal. They are
exciting in that they are offer “real time”
testimony, they contain the thoughts of that man
on that day. That it is possible to buy them
cheaply is the result of a national policy of down
sizing libraries, discarding anything seen as not
cool, not of the future and the conversion of
libraries to offices. It has been an ambition of
mine to see that as much as possible of this
material remains accessible to future
generations, and I offer some extracts to
illustrate their value to history and to medical
history in particular to the understanding of the
errors and successes of the past.

As an erstwhile Anaesthetist I was fascinated by
the books “Essays on the First Hundred Years” by
W.S.Sykes, a most readable account of the early
days of Anaesthesia. The reader of these books is
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inevitably drawn to the question “why did it take so
long”, nearly fifty years to travel from the discovery
of the possibilities raised by the anaesthetic
properties of Nitrous Oxide to the first
demonstration of Ether as a practical agent for
major surgery? Surgeons recognised a need in the
late 18th century, for example  when John Bell of
Edinburgh wrote of his concern at the pain of
operations. When Humphry Davy published his
observations on Nitrous Oxide in 1800, he reported
that it could relieve that pain. Nitrous Oxide was
breathed by many visitors to the Pneumatic
Institute in Bristol, among them Josiah Wedgwood
II, who was the driving force behind the North
Staffordshire Infirmary, but the anaesthetic
properties were not taken up until 1847!

So, what were our forefathers thinking about?
Why did they miss the point? Can these old
books help us to understand? How many other
worthwhile discoveries were lurking for years in
obscure articles, indeed how many observations
had been made and never ever reported?
Famously, Penicillin was discovered by Fleming
in1929.At the time he was working in a
laboratory developing the use of antisera to
combat infections, a competing line of treatment
to antibiotics. Thus more than a decade passed
and it was only under the imperative of World
War II that research began and production of
Penicillin was achieved.

“The Lancet”, the journal, first appeared in 1824
and it is still with us today. It began in response
to the poor quality of much of the teaching in the
London hospitals. Shorthand writers were
secreted in the audience at lectures given by
teachers with a good reputation and the lectures
were reproduced, sometimes without
permission or payment, in the journal. The great
joy of this method of recording the lectures is
that they are a verbatim account of what was
said, rather than a paper which was read out, or
worse, the recitation to a Powerpoint presen-
tation. Thus they contain anecdotes, sometimes
repetitions to emphasise a point. Above all they
are the genuine voice of Georgian medicine,
couched in the most elegant English, with clear
arguments and well constructed sentences.

Allow me to introduce James Blundell (1791-
1878). An obstetrician, he is credited with the first
successful human to human blood transfusion.
He gave a long series of lectures on obstetrics at
Guy’s Hospital in 1828, duly preserved in The
Lancet. There is not space to include all the gems
in the lectures, but one can say that any doctor
with his qualities of ability and humanity would
still be very welcome today.

Everyone  knows the name of Semmelweiss
(1847) who advocated thorough washing of
hands with disinfectant before the examination
of a pregnant woman, a process which was
extremely effective in reducing the incidence of

Puerperal Fever even though it would be another
thirty years before the science of Bacteriology
explained the mechanism involved.

Since 1790 the idea that Puerperal Fever might
be an infectious disease was gaining ground.
Doctors were particularly alarmed because it
seemed to follow some doctors and midwives
from case to case, spreading death among their
patients. If it was infectious and some doctors
and midwives seemed to carry this curse with
them, not only patients but reputations and
income were at risk. Purely on clinical grounds
the concept of a “well carrier state” was dawning.
Some doctors and midwives were driven by
conscience or loss of their patients’ confidence
to give up obstetrics. Again we have this gap of
fifty years between the suggestion of the
communicability of Puerperal Fever in 1790 and
the description by Semmelweiss in 1847 of an
effective and practical method of controlling the
problem.

In the course of this lecture by James Blundell we
can observe the debate as it was unfolding in the
19th century. It is a remarkable example of
communication with an audience; it reads like a
play and I believe that most students would have
been entranced. Blundell recounted a conver-
sation with an older obstetrician who had said he
did not believe Puerperal Fever was infectious.
Blundell replied as follows: “Notwithstanding all
this, (said I), my dear Sir, I cannot help thinking
that the fever may be infectious, and, pardon the
freedom, I fancy you think so too”. “I, (said he, in
an accent of surprise,) I think so! Why I have just
been telling you to the contrary!” “Well, (said I)
will you allow me to bring your belief to the test?”
He nodded assent. It so happened that this
gentleman had a favourite niece, recently
confined, the only immediate representative of
his very respectable family. “Come then, (I
proceeded)  you tell me that your niece has just
been confined, and I offer my congratulations;
but, permit me to ask, if you had been to see one
or two patients labouring under this terrible
disease, would you like to take her hand and sit
down upon the bed ?” He started gently, and
hesitated; then in a subdued tone of voice, “Why,
really (said he), I should not like to do that.” ‘And
thus, it seems, even in the midst of denials, that
there may be on the mind a suspicion of
infection; and on this suspicion, of course, it
becomes our duty to act’.

But how was the doctor to act? Prior to
Semmelweiss washing the hands is never
mentioned in any early journal of which I am
aware; was it because it was not done or was it
because it usually was done and therefore
considered unworthy of mention?

Later in the same lecture Blundell exploded with
a peroration of almost Biblical proportions which
was quoted by Oliver Wendell Holmes in his
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famous paper on “The Contagiousness of
Puerperal Fever” (1843). The quotation
concluded with these lines: “In fine, (i.e. finally)
that this fever may occur spontaneously I admit-
-that its infectious nature may be plausibly
disputed I do not deny—but I add, considerately,
that in my own family, I had rather that those I
esteemed the most should be delivered,
unaided, in a stable, by the manger side-than that
they should receive the best help in the fairest
apartment, but exposed to the vapours of this
pitiless disease. Gossiping friends, wet nurses,
monthly nurses, the practitioner himself, these
are the channels by which, as I suspect, the
infection is principally conveyed.” The inclusion
of nurses and the doctor in the list is to be
anticipated, the gossiping friends are perhaps
not so obvious, though I have often wondered
why the simultaneous rise in hospital infections
and the unrestricted hospital visiting of recent
years has apparently attracted so little attention.

Let us move to Liverpool in the year 1823 and the
pages of “The London Medical Repository,
Monthly Journal and Review”, the equivalent of
“Recent Advances” of today, and published 1814-
1828; many journals of this period had relatively
short lives.

An article in this journal refers to the ingenious
experiments of Dr James Carson of Liverpool
who had experimentally produced an artificial
pneumothorax in animals in the course of his
researches into the mechanism of respiration.
Carson propounded the idea that the production
and maintenance of a pneumothorax would
allow a diseased part of a lung to collapse and
that if that part was affected by Tuberculosis, a
prolonged period of collapse would reduce the
movement to which the lung was normally
exposed, allowing it to heal. It is recorded that he
did treat several patients by this method, but it
would seem with limited success; some cases
were found to be already affected by gross
adhesions which prevented the collapse of the
lung. The method was revived by an Italian, Dr
Forlanini in 1894-5, who was credited with the
discovery. Crucial to success of the measure in
later years would be the availability of X-rays to
refine the diagnosis and localisation of the
diseased areas of lung and to allow accurate
placement of the needles which admitted air to
the pleural space and allowed the lung to
collapse. Until the advent of Streptomycin,
Artificial Pneumothorax was a regular
component in the treatment of Pulmonary
Tuberculosis. Carson was engaged in very
significant research into the mechanism of
respiration, but it is his appreciation of the
importance of resting the damaged lung to allow
fibrosis and healing which was new, and would
lead not only to the use of Artificial
Pneumothorax but the more drastic operation of
Thoracoplasty.

Perhaps even more interesting is the reaction of
Carson’s colleagues in Liverpool who apparently
felt that his success was rather difficult to bear. Dr
David Williams of Liverpool said he had
performed experiments which he concluded
contradicted Dr Carson. He had found that a lung
will not collapse in the presence of a
pneumothorax and “that the lung possesses for a
time, independently of the influence of the
diaphragm and intercostal muscles, if respiration
is carried on by the opposite lung, a peculiar
motive power which I do not pretend to
understand.” A paper by Lord Cohen of
Birkenhead in the journal “Medical History” gave
an account of Carson’s work and rescued him
from oblivion, but it does not refer to Carson’s
colleagues’ activities; perhaps Lord Cohen was
not so proud of them!

Oxygen was a constant source of speculation
and wonder to the scientists in the early 19th
century, most of all from its association with life
and death. Breathing the new gases as they were
discovered was a favourite method of research.
This was an extremely hazardous activity,
unsurprisingly the inhalation of undiluted gases
such as Hydrogen Sulphide and Carbon Dioxide
rendered the investigator in danger of death. In
1814, in The Medical and Physical Journal, it was
reported that Mr Samuel Witter of Dublin had
taken several deep breaths of Carbon Monoxide,
rendering himself unconscious with a barely
perceptible pulse for a period of about half an
hour. The principal interest of this report (1814) is
that not only was Oxygen very effective in
reviving Mr Witter, but it was introduced into the
lungs “by pressure”, though the exact method of
administration is not stated. Clearly Mr Witter
was fortunate to have survived.

Journals, like many newspapers of the day, were
often a miscellany of articles gathered from other
publications, and even text books did not always
have the continuity and organisation we expect
today. There was at times an element of “Stop
Press” even in textbooks when an exciting news
item or a new treatment appeared. Returning to
Oxygen, I have a copy of “Principles of Medicine”
by Charles J.B. Williams, Professor of Medicine at
University College, London. Published in 1848,
this book is on the edge of two worlds. We can
recognise the "old medicine", bleeding, cupping,
miasmas, while in the same book discussion of
the spread of disease in crowded homes and the
dangers of foul water supplies looks forward.
This edition appeared in 1848, the year after the
introduction of Anaesthesia. The author adds an
appendix on the "recent death from Chloroform
in Durham", that is the death of Hannah Greener,
aged 15 years, on January 28th, 1848; the first
anaesthetic death. He had earlier in the book
entered into the argument as to whether
anaesthetic agents were merely asphyxiants,
producing insensibility by excluding the air or
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whether they acted by virtue of their own
properties. Although he believed that
anaesthesia with Ether was not essentially
asphyxia, he recognised that it was not easy to
avoid embarrassing the breathing. “This is
difficult to accomplish without a freer supply of
oxygen than atmospheric air contains; I should
expect safer and more satisfactory results from
the inhalation of a mixture of Ether vapour with
oxygen gas, which might be continued with
safety for a much longer period than with (ether)
vapour and air alone”. This was of course true,
but the use of ether and oxygen had to wait more
than fifty years, until 1902.

Thus my small collection contains a remarkable
number of valuable ideas which had to bide their
time, sometimes for want of developments in
other specialties, for want of general technical
advances and occasionally for good old
fashioned malice and professional jealousy. For
more than 200 years Medical journals have been
the principal, indeed for many doctors the only
means of keeping in touch with medical
advances. Unfortunately, these journals as
historical records are grossly under valued. Even
were we to disregard the purely medical
components of the journals, they contain a
wealth of historical information, much of it hard
to find elsewhere. The post mortem findings of
King George IV and William IV, the death of
Queen Victoria, the drainage of King Edward VII's
appendix abscess are all in The Lancet. We can
read the details of Mr Huskisson's accident when
he was run over by "The Rocket", the first victim
of a railway accident, and note in parenthesis that
it was hard to find a surgeon in Manchester on
that Saturday afternoon in 1830.

It is important that we are reminded of the
downside of these older beliefs as well as their
forgotten benefits, the disasters as well as the
triumphs and learn their lessons. I have written
about “advances” that were ignored for years,
much more worrying are the trusted treatments
which have gone out of fashion, not always to
our advantage. When we appreciate the
achievement of hospitals in the second half of
the 19th century in reducing operative deaths
from sepsis from more than fifty percent to single
figures without an antibiotic in sight we may
profitably reflect on what it is that has changed to
bring about our current concerns.

It has become fashionable to discard old texts in
the interest of saving space and accommodating
new material, but I believe we will regret their
loss. Electronic storage is excellent, but whether
or not it will survive for the centuries that paper
has survived remains to be seen; also paper
seems to be so much more "browse-able!"
Treasure these survivors and remember... the
truth is out there.

Address for Correspondence

Dr. A. Davies
C/o The North Staffordshire Medical Institute
Hartshill Road
Hartshill
Stoke on Trent
Staffordshire
ST4 7NY

Ref: James S. Carson, M.D. F.R.S. of Liverpool,
Lord Cohen Birkenhead

Med. Hist. 1963 January, 7 (1): i5-12

‘‘ Body and soul cannot be separated for purposes of treatment, for they
are one and indivisible.  Sick minds must be healed as well as sick
bodies.

C. Jeff Miller’’
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Introduction

Adolescence is a period of transition from
childhood to adulthood that encompasses sexual
maturity, psychological development and relative
economic independence. This can be a difficult
time for any young person, but for those who are
also faced with a massive responsibility such as
pregnancy and parenthood it can be an even
harder adjustment, which can result in negative
outcomes for both mother and child. For some
substance abusing teenagers, their lives are so
chaotic and depressing that pregnancy can offer
them hope for the future and, perhaps, the
chance to create a person that will love them
unconditionally. Although a number of the
pregnancies are unplanned, once pregnant many
teenagers report it as a time for self-
improvement. Often, as adolescents age they
mature and take on extra responsibilities, meet
partners and gain employment and, as a result,
previous problem behaviours such as substance
misuse tend to be resolved. However, pregnant
adolescents rarely follow this pattern and
interventions to help them are, therefore, vital.

Substance misuse and adolescent pregnancy are
major public health problems.  The level of
substance misuse in young people is worrying.
Recent surveys carried out in England have
revealed that one third of 15 year olds admitted
to illegal drug misuse in the past year. A quarter
of these continued to use them on a monthly
basis1.  When gender differences were studied, it
was found that female teenagers were slightly
more likely to have used an illicit drug than their
male counterparts2. The use of alcohol in young
women (16-24 years) is an ongoing problem,
with rates of heavy alcohol use increasing more
than 50% in the latest figures for 2002/20033.
This is important in relation to pregnancy, as little
is known about the safe amount of alcohol that
can be consumed while pregnant and a recent
report by the Department of Health has now
advised that no alcohol should be consumed.

Teenage pregnancy rates in the UK are the
highest in Western Europe and are continuing to

Teenage pregnant
substance misusers
Wesley Barnes, Medical Student

Khaled M. K. Ismail, Senior Lecturer in Obstetrics and Gynaecology

Ilana B. Crome, Professor of Addiction Psychiatry

rise, which has caused the government to place
priority on reducing the rates of adolescent
substance misuse and pregnancy4, 5. The levels
of substance misuse in pregnant adolescents
have been documented as ranging from 
11-52%6.

Teagle et al 7 found that at least one substance
was used by 49% of pregnant adolescents during
their pregnancy. Cigarettes and alcohol are the
most commonly abused substances7, with girls
on average starting smoking before they are 13
years old8 and starting drinking alcohol before
the age of 127. These girls commonly continue
smoking and drinking alcohol while pregnant and
a number of studies have found the use of
alcohol during teenage pregnancies to be around
20%9.  However, there is often a decrease in the
amount used10-12. Lohr et al8 found that the
highest incidence of substance use during
pregnancy involved alcohol and marijuana, with
almost half of the study participants taking two or
more substances.

Definitions

For the purposes of this review the following
definitions are used:

• Substance misuse – The use of substances
that produce physical, psychological or social
harm1.

• Dependence – This can be physiological or
psychological, with a person having a strong
desire to take the substance to avoid the
discomfort of withdrawal2.

• Adolescence – This is defined by the World
Health Organisation as 10-19 years of age13.

The available literature on teenage pregnant drug
use was examined through the electronic journal
databases, MEDLINE and PubMed. The search
terms used included neonate, adolescent
pregnancy, teenage drug abuse, alcohol, drugs,
substance use, pregnancy and screening. 
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Risk factors related to substance misuse during
pregnancy

The identification of risk factors for substance
misuse in pregnancy is essential in order to help
professionals identify patients who are at risk of,
or are already misusing, substances.  

Risk factors for adolescent pregnancy

There are a number of factors associated with
adolescent pregnancy, including educational
factors (with low academic achievement and
leaving school at an early age) and a substandard
home life (including maternal depression,
inadequate and punitive parenting and exposure
to partner violence, and prolonged dependence
on state welfare)14,15. Parental factors, including
domestic violence, separation or divorce, and
substance misuse, have the greatest influence on
the likelihood of adolescent pregnancy12.
Springarn et al16 found that girls from single
parent families were more likely to become
pregnant during adolescence.

Risk factors for adolescent substance misuse

There are a number of factors associated with
substance use in adolescence, including social
factors (e.g. the desire for social acceptance and
peer pressure)12,18-21 and educational factors (e.g.
low academic achievement)18. Personal factors
such as low self-esteem and psychological
problems are also important 14,18,21. A substandard
home life is a further risk factor for adolescent
substance misuse, with a family history of
substance abuse 19,20 and a dysfunctional and
violent family system increasing the risk12,17-20.
Pipher21 discovered three motives shared by
young people that led them to substance abuse:
wanting to gain awareness and insight; wanting
to feel the thrill of experiencing something new
while amongst peers; and wanting to experience
the actual effect of the drug.

Risk factors for pregnancy among adolescent
substance misusers

There is a considerable degree of overlap in the
risk factors for adolescent substance misuse and
adolescent pregnancy.    A history of substance
misuse is a significant risk factor for adolescent
pregnancy and substance misuse during
pregnancy. The research into this area has
shown that there is a positive correlation
between levels of substance abuse and levels of
sexual activity, thus as substance abuse
increases, the level of sexual activity and
therefore the risk of pregnancy also increases19.
Lohr et al8 looked into substance misuse in
adolescent pregnancy and found that those who
misused substances prior to pregnancy and

those whose peer circles and partners were
heavy users of substances had a much higher
risk of substance misuse while pregnant. Other
social variables such as a family history of
misuse7,8,22 were found to be substantial
predictors of substance misuse during
pregnancy. All forms of child abuse have been
shown to be risk factors for adolescent
pregnancy and substance abuse. Fiscella et al23

found that 66% of pregnant substance misusers
have a history of abuse. White adolescent girls
are the most likely to substance misuse while
pregnant17,18,22.

Impact on the mother

The risk of complications of pregnancy is greater
in adolescents than in the adult population and
because of this they have a mortality rate of two
and a half times that of mothers aged between
20-24 years18,24. Complications include sexually
transmitted infections, an increased level of
premature labour and caesarean sections, and
neonatal complications. The girls often present
late to antenatal services and tend to receive
inadequate antenatal care due to their lack of
attendance.  They often have low nutritional
status, leading to them being underweight, and it
has been suggested that competition for
nutrients between the fetus and the mother could
affect maternal growth outcomes by disrupting
normal growth processes25. After the baby has
been born, mothers have an increased risk of
postnatal depression and suicide26.

Impact on the fetus and neonate

Substance misuse is associated with fetal
outcome, making it imperative that substance
misusing women are identified early in
pregnancy. The substances misused have direct
detrimental effects on the fetus and produce
abnormalities in placental function and
contraction of uterine muscle. The effects
produced are dependent on which trimester the
substances are taken during. In the first trimester
organogenesis is affected, while in the second
and third trimester growth and functional
impairments can occur. The infants are at a much
higher risk of having a low birth weight and birth
defects24,27. Once born they are at risk of drug
withdrawal and associated complications,
sudden infant death syndrome (SIDS) and delays
to their development24.

Alcohol

Recent research suggests that one in every 100
babies born may be adversely affected by
maternal alcohol exposure, but that many cases
are simply being undetected and instead labelled
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as having behavioural problems28. The first
trimester is the most vulnerable period for the
fetus, with the risk of miscarriage double that of
a non-drinker, therefore it is crucial that women
who are pregnant or planning pregnancy with a
confirmed history of alcohol consumption are
offered brief interventional counselling. The
adverse effects of alcohol on the fetus include
abnormal development, restricted growth and
neurodevelopmental problems19. Alcohol is also
the number one cause of preventable birth
defects18,28. Fetal Alcohol Syndrome (FAS) is one
of the most severe consequences of alcohol
consumption during pregnancy and occurs in
about 0.2 per 1000 live births in the UK29.

Smoking

The most frequent effect of smoking during
pregnancy is a low birthweight, with the more
cigarettes that are smoked correlating with a
greater the reduction in weight30. This is because
of intrauterine growth restriction, which has its
maximal effect during the third trimester31, 32.
There have been suggestions that the reduction
in birthweight of fetuses exposed to tobacco may
be greater than in those exposed to heroin33.
Intrauterine exposure to nicotine can have a
number of other detrimental effects, including
placenta praevia, placental abruption, premature
rupture of membranes, preterm labour, uterine
infections, and miscarriages. A link between
smoking and Sudden Infant Death Syndrome
(SIDS) has repeatedly been found24.  They have
higher rates of inattention and hyperactivity,
which may contribute to educational
underachievement34.

Cocaine

The damaging effects of cocaine are dependant
upon the gestational age of the fetus. The use of
cocaine during pregnancy leads to a vasocon-
strictive action that can reduce fetal growth rate
and cause a number of fetal defects such as
hydronephrosis, ileal atresia and limb
deformities. Cocaine can cause preterm delivery,
placental abruption and miscarriage24.

Opioids (heroin and methadone)

There are many adverse effects of using heroin
during pregnancy, including below average fetal
growth, prematurity and low birthweight. The
infants have an extremely high risk (between 48-
94%) of neonatal abstinence syndrome (NAS)35.
The characteristic clinical signs of NAS are
gastrointestinal disturbances, irritability, hyperac-
tivity, feeding and sleeping disturbances, weight
loss, autonomic hyperactivity, and seizures.
These withdrawal symptoms often occur within

24-72 hours of birth, however methadone
withdrawal tends to present at a later date with a
longer duration and greater severity36.
Intrauterine growth retardation is more common
in infants of women taking methadone37.

Marijuana

Adolescents who smoke marijuana during
pregnancy place their infants at an increased risk
of premature birth, low birth weights and defects
in cognitive and behavioural development24,38.

Amphetamines and ecstasy

The use of ecstasy, methamphetamine and other
amphetamines has increased significantly in
recent years. It has been found that the use of
ecstasy in pregnancy can increase the risk of
congenital heart disease and skeletal deformities
such as clubfoot. The use of methamphetamine
in pregnancy can cause a number of compli-
cations such as reduction in growth, premature
delivery and placental insufficiencies39. 

Benzodiazepines

The use of high doses of benzodiazepines is
associated with abnormalities such as cleft lip,
cleft palate and low birthweight. Additionally,
there is the risk of ‘floppy baby syndrome’, which
includes respiratory depression, decreased
muscle tone and lethargy and irritability40.

Importance of detection and screening

More than one third of substance misusers
receiving treatment in the UK are female and
over 90% are of childbearing age.  Pregnant
women often under-report all substance use41

and, therefore, adequate screening is vital in
order to help professionals identify patients at
risk of using, or already using, substances. Urine
screening undertaken in the UK showed that up
to 16% of pregnant women in an inner city area
had taken at least one illicit substance42.
Unfortunately, there are a high degree of false
negative results with urine screening because,
with the exception of cannabis, substances only
remain detectable for a few days43. The most
accurate method of screening for substances
used during pregnancy is to examine the
meconium, which can reflect current and past
drug abuse44. In addition, there are a number of
questionnaires which can be used to screen for
substance misuse in adolescents. The CRAFFT
test, which was developed specifically to screen
for problematic substance use in teenagers, has
been found to be the most accurate method of
screening in adolescent patients45.  This test is
based on six questions which result in patients
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being placed into five groups: no use, occasional
use, problem use, abuse and dependence46.
Despite this, a study conducted in London
estimated that 75% of drug users are undetected
by their obstetric services46. Patients identified as
substance misusers must be referred to
specialised counselling or treatment47. Early
identification of substance misuse plays a critical
part in the prevention of pregnancy compli-
cations and poor fetal outcome.

Preventive interventions for substance misuse

As the ages at which substance misuse and
sexual activity occur are decreasing , there is a
need to target adolescents before puberty in
order to maximise the effectiveness of different
preventive interventions and emphasise the
dangers of substance misuse and early
pregnancy24. Therefore, intervention aimed at
educating this group on the effects of substance
misuse on pregnancy are crucial35. As previously
mentioned, this group of adolescents leaves
education at an early age, proving the need for
education programmes to be held outside of the
school setting. Merely providing information
about the adverse effects of substances on a
fetus is not enough to produce a long-term
change in behaviour. Education is a good first
step but must be followed by cognitive and
behavioural skills training that can enable the
young person to learn methods of coping with a
peer group that misuses substances48. 

The way forward

Unfortunately, a large number of substance
misusing women still present to antenatal
services late in their pregnancy, with no history
of antenatal assessment49. There are a number of
reasons for this late presentation, including long
waiting times for appointments, lack of
transportation, other drug problems, fear of
being judged, fear of medical examination and
having no available childcare for other children50.
Antenatal care provides one of the few opportu-
nities to educate high-risk adolescents about
substance misuse and the serious physical and
psychological consequences of misuse during
pregnancy including the high level of associated
mortality51.  The evidence indicates that the
pregnant teenage substance misuser is best
managed throughout pregnancy and postnatally
by a multidisciplinary team which includes input
from specialist addiction psychiatry and
obstetrics services52.  This improves outcomes
for mother and child.  For many teenagers,
pregnancy acts as a real incentive to make
positive lifestyle changes, so every prospect for
change should be encouraged 11,53.
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In These sad days of crippling litigation and
restrictive health and safety legislation, the
arcane art of improvisation if not dead, appears
moribund in medicine save in the less advanced
areas of the world.

Fifty years ago, the situation was vastly different,
especially in the rapidly developing specialties of
anaesthetics and cardiothoracic surgery, both
close to my own heart.  Just as new techniques
were developing ahead of publication and
general application, so was apparatus needed to
pursue these, which was not yet commercially
available.  A few tales from my own experience
may be of interest.

Until the early 1950’s, no pulmonary ventilators
existed which were sufficiently compact and
flexible to be used in the operating theatre.  We
used to sit for hours on end, during open chest
procedures, rhythmically squeezing the re-
breathing bag of the anaesthetic machine.  As
long as the lungs inflated and the patient was
pink we were happy:  we hadn’t a clue what the
actual p02 or pC02 might be.  My late colleague,
Jim Lapraik, heard on the bush telegraph that Dr.
Esplen, in Liverpool, had designed and made a
ground-breaking new ventilator (later marketed
by M&IE as the Aintree Mk1.)  He took himself to
see this machine and, with the help of the
Hospital Engineer, made on in the workshops of
the Cheshire Joint Sanatorium at Loggerheads.
The ventilator was driven by an industrial air
compressor.  The chamber which housed the
rebreathing bag was a glass carboy.  The one-
way element of the pressure relief valve was a
child’s toy – a flat rubber tubular gadget with a
mouthpiece, intended to make rude noises.  The
inspiratory pressure was regulated by a blow-off
disc over the end of a tube, the pressure on
which was determined by the proximity of a
magnet to a steel plate on a balanced arm.  It
worked like a charm for a good few years; latterly
alongside its more sophisticated commercial
successor.

At the same Sanatorium, a fair number of lung
decortications were carried out for chronic
empyema, tuberculous or other.  The patient was
left with a gross peripheral air leak from the lung,
necessitating suction via an underwater seal
drain to re-expand the lung and get it to adhere
to the chest wall.  Hospital suckers exert high

On Improvising
Kenneth Cowan, Retired Consultant Anaethetist  

vacuum but do not shift large volumes of air.  The
problem was overcome by using the pump of the
Alpha-Laval milking machine.  Incidentally, most
thoracic surgeons of the time were using, for
lung retraction, a domestic implement called
Kitchemajig – a curved spatula of stainless steel
wire.  A similar tool was soon marketed by
surgical instrument supplies – at a very different
price.

From time to time, we had the use of an ECG
monitor in the Sanatorium theatre.  This had
been constructed by Arthur Harvey, the chief
electronics technician, in his workshop at the
CGH.  I recollect its being made largely from an
oscilloscope and other parts of ex-RAF radar
equipment.  It worked very well but the image
persistence on the screen was short-lived and
one needed sharp eyes.

Now were taken the first faltering footsteps into
open heart surgery.  Before the advent of
extracorporeal circulation, operations were
carried out under the protective umbrella of
moderate total body hypothermia.  By reducing
the core temperature for 10-15 minutes.  (This is
plenty of time for closure of an ostium secundum
atrial septal defect, but a bit rushed for an ostium
primum defect).  The oesophageal temperature
was lowered to about 30c by the simple, if crude,
method of immersing the naked anaesthetized
patient in a bath of iced water.  This involved a lot
of mess and potentially dangerous manhandling
of the inert patient.  After cooling is stopped, the
temperature continues to drift downwards.  The
speed and extent of the drift depend on the
surface area and lean to fat ratio of the body
mass.  Much guesswork was involved in knowing
how soon to stop, in order to prevent the
temperature sliding into the danger area around
28c when ventricular fibrillation tends to occur.
Also, patients vary in their cardiac susceptibility
to low temperature so that, occasionally, fibril-
lation might set in whilst the patient was still in
the bath or being lifted from it to the operating
table, so delaying speedy thoracotomy and
manual compression of the heart.  An alternative
was clearly desirable.

We heard that, at UCH, Bernard Lucas was
cooling patients by abstracting blood from the
superior vena cava, pumping it through a cooling
coil and returning it to the inferior vena cava.
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This was done manually and, having been to see
the system, I devised our own mechanically
driven version which was made in the Engineer’s
workshop at the NSRI.  The blood was impelled
around the coil using a Martin blood transfusion
pump driven by a Singer sewing machine motor,
geared down by a rubber drive belt and pulley.
The coil was first immersed in water in an
aluminium kitchen pan into which solid C02 was
dropped.  Later the coil was transferred to a
similar receptacle equipped with an electric kettle
element, for heating.  I think the thermostat was
sourced from a tropical fish tank.  It worked well
enough but was slow and caused more
haemolysis than we cared for.  Back to the
drawing board.

I now conceived the idea of lying the naked,
anaesthetized patient on the operating table and
swabbing him continuously with a lukewarm
mixture of water and alcohol.  When played on
by a bank of eight rubber-bladed desk fans, the
latent heat of evaporation cooled the patient
more rapidly than either of the preceding
methods and the alcohol vapour in the theatre
was positively intoxicating.  The patient was now
accessible throughout and did not need moving.
Warming up was by wrapping in waterproofed
electric blankets operated via an isolating
transformer.  I know of no-one else using this
technique, but there may have been.

Then, along came satisfactory blood pumps and
extracorporeal circulation.  Max Sanderson, our
surgeon, at first decided in favour of surgery
under profound total body hypothermia (Drew’s
technique).  At 10-15c a circulatory arrest of 60-
90 minutes is tolerable.  Again, all the
components necessary, apart from the two
pumps, were made in the hospital workshops.
Tea urns were used for the cooling and warming
reservoirs and the heat exchanger consisted of
four straight stainless steel tubes passing
through a copper water jacket.  Later, Max
changed to the more generally preferred
alternative of the pump-oxygenator of the type
still in use today.  During the profound
hypothermia era, it was extraordinary to see a
patient, dead to all intents and purposes, with no
circulation, no respiration and a flat
encephalogram who would, one was confident,
be normal in an hour or two’s time.

The transition from surgery under surface
cooling to fully established extracorporeal
circulation took place over several years, during
which various pumps were devised which were
safe from the standpoint of blood damage and

reliable.  It soon became apparent, however, that
there was a certain post operative morbidity due
to the sludging of blood corpuscles in the
cerebral microcirculation.  Work in this country
and Japan identified the cause of this to be the
substitution of laminar blood flow from the pump
for the natural pulsatile flow.  There was,
therefore, a need for a pulsatile pump.

Max Sanderson enlisted the help of Mr. Morton
from English Electric in Stafford and, between
them, they settled on a design driven by
hydraulic pulsation transferred to the blood
across a diaphragm.  This, too, was made locally
and tested out on dogs at the Dunn Unit at Keele
University.  (This unit had been established at the
behest  of Max Sanderson and largely funded
through the generosity of the local ironmaster of
that name).  However, this pump was beaten to
the production market by the simpler mechanical
roller device in use to this day.  The hydraulic
pump functioned very satisfactorily for years in
the experimental unit at Keele and had the
advantage over the mechanical pump of superior
flexibility in both rate and blood pressure, but it
is doubtful whether it could ever have competed,
on cost, with the simpler roller device.

Suddenly, or so it seemed, the need for extempo-
rization in our particular fields came to an end,
but the foundations of the standardized
procedures had been laid, to which our
undistracted efforts would now be applied.

Being more than twenty years retired, I have no
idea of the attitude of the present generation to
the adventurous leaps in innovation of my
contemporaries – leaps in the dark, some may
say.  It may be that the recent world war had
accustomed us all to living with risk, patient and
doctor alike.  I wonder to what extent  today’s
risk averse culture deters would be innovators
from sticking their necks out and, indeed, what
effect this may be having on progress;   I wish I
knew.
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‘Dumb Door Syndrome’ is well observed and yet
under reported. It is seen in public environments
when a ‘well adjusted’ member of the public
approaches a door and attempts to push it open.
When the door fails to open the person exhibits
a range of behaviours including multiple
attempts at pushing the door, increased
pressure, use of adjunctive body parts to push
the door (shoulder, back, opposite hand from
first attempt etc.), aggression, frustration and, in
some cases, retirement from the attempt.
Resolution is observed when the person notices
(or is advised) that the door should be pulled.
Revolving doors can be equally uncooperative.

This behaviour can also be seen in clinical
practice where well meaning staff continue to
advise a course of action which is patently
ineffective or completely unsuitable
for/unacceptable to the patient (Burns 2005,
O’Connell 2005, Bliss 2008). This is often rooted
in the professional’s belief in their expertise and
failure to recognise the expertise of the patient.

One possible challenge to this is to use the
principles of Solution Focused Brief Therapy
(SFBT) as demonstrated by the Asylum Seekers
and Refugee Team in Stoke-on-Trent. The team is
made up of Sarah Wilshaw (Specialist Mental
Health Practitioner), Jane Howie (Health Visitor)
and Elaine Golstraw (Administrator).

The team assess people who have been dispersed
to Stoke-on-Trent under the direction of the Home
Office. They facilitate GP allocations, mental health
screening and TB screening. The team are based at
Bedford House Clinic in Stoke-on-Trent. Clients
who are resident in the City are seen at a number
of locations including their own homes. The team
also offers training, advice and support to health
and social care colleagues in the Staffordshire area
and are part of a national network of specialist
workers and interested parties. 

This article will focus on the work of the team and
how they have taken the principles of solution
focused brief therapy into a potentially difficult
area of practice. The article will also present a
synopsis of SFBT theory and an aide me moiré. 

Seeking Asylum and
Finding Miracles
Steve Freeman Research Nurse/Solution Focused Approaches Manager

Sarah Wilshaw Specialist Mental Health Nurse

The specialist mental health nurse first became
aware of Solution Focused Approaches (SFA)
four years ago when she was told by two
colleagues of their positive experience of a three-
day training in SFA run by Combined Healthcare
NHS Trust. She was advised there would be little
benefit to her main client base because of their
complexity and history of trauma and abuse.
Despite this, she was keen to explore the
potential benefits of such an approach and after
attending a training event started using the
approach immediately. Her mental health
assessment was adapted to fully incorporate SFA.
Far from this approach not working for asylum
seekers and refugees she found that they also
embraced its practice and principles. Engaging in
problem free talk (talk about anything but the
reason why they had come for assessment)
proved invaluable and helped reduce people’s
anxiety. The team found that the time scheduled
for the assessment quickly changed from a two-
hour appointment to an hour and in many cases
more like thirty minutes. Like other SFA practi-
tioners the team ask curious questions in a

“So push has come to shove...”
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respectful manner concentrating on the strengths
of the individual rather than the harsh issues in
their lives that have led them to assessment. The
control, which a solution-focused approach gives
to the clients, is paramount when so many have
endured so much (e.g. torture of themselves and
their loved ones, witnessing war and trafficking in
the sex industry)

The teams primary approach is a solution
focused one and has won recognition in several
quarters leading to publication, conference
presentations and, more recently, the Cabinet
Office has requested more detail on the
remarkably low rates of referral from the team to
the Single Point of Access and other mental
health teams and how this has been achieved.

Solution Focused Brief Therapy was developed
by Steve de Shazar and colleagues as part of their
family therapy practice in Milwaukee during the
1980’s (de Shazer 1986). Their academic,
research and practice based work led to them
notice that people were most often inherently
capable and resourceful. By ‘doing more of what
works’ and discussing elements such as coping
with difficulties and exceptions to the problem
their clients were able to continue with, and
improve upon, their lives. Whilst some
therapeutic approaches are ‘brief by design’,
giving a set number of sessions per case, SFBT is
‘brief in effect’. SFBT practitioners work on the
principle of ‘not one minute more than is
necessary and not one minute less’. Working with
the client(s) and their resources means that the
average number of sessions is between 3 and 4
per contact. More details on all these areas can be
found in Bill O’Connell’s ‘Handbook of Solution
Focused Brief Therapy’ (2005). Whilst some of the
component parts of solution focused working are
common with other models (scaling questions,
discussing a preferred future and congruence for
example) there are two a number of things which
set it apart. The shift of expertise in solution
focused work is described below. The second
major difference is its recognition of social
constructionist and post modern thinking. This is
seen most clearly in the lack of use pathology
which is often expressed as an interest in ‘the
person not the problem’.  The transferrable nature
of the skills is also significant. Few, if any, schools
of therapy have a range of skills which are so
readily applicable to such a diverse set of circum-
stances as noted below.

SFBT involves a paradigm shift to include a
recognition of expertise on the part of the client
(who must be recognised as the expert not only
in themselves but also in their resources and
ambitions), exploring ways in which the client
can do more of what works and stop or reduce
doing things which do not. Greg Vinnicombe
provides a great overview on the Yorkshire
Solutions website.

In those conversations that are non-therapeutic
and yet benefit from a solution-focused
perspective the principles of Solution Focused
Brief Therapy can be applied with great effect.
This is known as a Solution Focused Approach
(SFA) (George et al 2003). This has proved
effective for a number of years and in the past
decade has seen solution-focused principles
applied to management (McKergow 2003, Visser
& Thissen 2003), coaching (Visser & Boien 2003)
supervision (O’Connell 2001) and education
(Sklare 1997, Ajmal & Rees 2001). The integration
of SFBT into a system of care such Child
Protection has been discussed by Berg (1994)
and Berg & Kelly (2000) and evidenced in
Australia by Turnell & Edwards (1999). The
approach is widely used in primary care settings
(Wales 1998) with a range of patient groups such
bereavement (Gray et al 2000).

In the UK today a significant number of people
are taking a solution-focused approach to their
conversations. The breadth and depth of practice
has developed significantly over recent years
and SFBT is mentioned in a number of key
documents and is recognised by National
Institute for Mental Health in England (NIMHE)
and the NHS. The UK has a national represen-
tative body in the United Kingdom Association
for Solution Focused Practice (UKASFP) and
several communities of practice across the
country.

A key element of the training provided interna-
tionally by the Clinical Effectiveness Support Unit
is the integration of these principles and practice
into a short course which equips delegates to use
the approach immediately. In response to
delegate feedback a mnemonic was developed
which covers the basic principles and spirit of the
approach.  Noticing GEMS (Freeman 2006)
reminds people of the key principles of SFA
(Noticing, Goals, Exceptions, Miracles, Scales)
and reminds practitioners that they are looking
for, and making the most of, peoples’ inherent
competencies which may be hidden. People (all
parties in a conversation) are asked to look out
for and Notice more of the things that work and
do not work, to notice the Goals of both parties
and be respectful of the clients goals which are
seldom in conflict with service goals and often
much more simple and achievable. People are
asked to notice Exceptions, times when the
problem is absent, less noticeable or just as
problematic and yet dealt with more effectively.
People are asked to consider their preferred
future through use of the Miracle Question (how
life would be after a miracle had resolved all that
brought to the conversation today) and are asked
to identify their current and preferred place on a
series of Scales from 1 (the worst case) to 10 (all
you could hope for).
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The following are anonymous case extracts from
the specialist mental health nurse’s caseload.
This helps to demonstrate the simple elegance
associated with SFA and its application to one of
the most difficult areas of health and social care
practice. The examples are listed to reflect the
Noticing GEMS model and do not necessarily
follow the order of the conversation.

Noticing: (the client and Sarah looking out for a
noting the GEMS and supportive evidence).

A woman who had divulged at her assessment
that she had purchased a rope with which to
hang herself 6 days before our appointment. She
had the rope in her possession and had planned
the event carefully.

S: “Before we go on to the assessment
could you tell me what you do well?”

Client: “I’m a good mother”

S: “WOW! What else?”

Client: “I’m a good cook”.

S: “A good mother and a good cook? Who
notices?

Client: “My children”

S: “Who else?”

The list of capacity and skill grew as Sarah
continued. The woman was asked to notice times
when these things happened and who noticed.
At last report she was settled in another part of
the UK and ringing Sarah regularly to ask after
her welfare. 

Goals (of the client not the service or the worker):

1: A joint assessment with a member of the
Child and Adolescent Mental Health Service
(CAMHS) team who is also an SFA practi-
tioner. The family had been in detention
awaiting deportation. During that time the
parents had off loaded their anxieties onto
their 9-year-old daughter. This was a 

S: “If the next hour for example is going to
be useful, what will we have talked
about?”

Client: “We’ll have talked about how we can help
our daughter feel less burdened by our
situation. What we won’t be discussing is
anything to do with Immigration. We’re
fed up telling our life to people in the
Asylum system (Home Office)” 

2: A brief conversation with a man who had
previously been experiencing suicidal
ideation because of his potential deportation
to a war torn African state where his life
would be in jeopardy. He was alone in the UK
and had heard news that day that his
daughter was seriously ill with Malaria.

S: “So, when we next meet in 6 months
time, how will I know a change has
occurred?”

Client: “You’ll know because we won’t be
meeting. You asking me that question has
made me realise what I want for my
future and it’s not here away from my
wife and daughter. If I don’t get a decision
from the Home Office in the next 3
months, I’m going to go home.”

Exceptions (times when the problem is absent,
happens less or is coped with.)

A client reported to Sarah that his whole day was
depressing except for 5 minutes out of each day.
Sarah told him and the interpreter that she was
curious to know what happened just before the 5
minutes started which prompted him to take the
5 minutes and what happened in those 5
minutes. The client reported not sleeping at all
and for 5 minutes every day he made a point of
lying on his bed. He said he did not sleep but
took that time to relax and try to take stock of his
thoughts without any negative ones. This formed
the basis for a conversation based on ‘doing
more of what works’ based on the clients
expertise.

S: “So, is there a time when you notice the
problems you have described are less or
not present?”

Client: “I’ve noticed that when I go to the park
nearby with another lady who I share the
house with. We take some bread and feed
the ducks. We don’t have a pond and
ducks in Jamaica so it’s so nice to spend
this time away from the house. 

Miracles (response to the Miracle Question and
description of the preferred future.

A young woman who had endured so much only
a few months previously before fleeing
Cameroon. She’d been repeatedly raped and
showed staff numerous scars where she’d been
restrained. She presented for her appointment in
summer clothes and flip-flop sandals even
though it was a bitterly cold November morning.
She had no other clothes to wear.

S: “I know you’ve said that, at the moment
you’re not sleeping at all but, I’d like you
to imagine that, when you go to bed
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tonight, you fall into a restful sleep and
while you are asleep, a miracle happens
which resolves all the things that have
brought you here today. What’s the first
thing you notice when you wake up in
the morning”

Client: “The sun is shining through my window.
I feel happy inside. I’m smiling”

S: “How would you know a miracle had
happened?”

Client: “I would know a miracle had happened
because all the anxiety, stress and
nightmares would be gone from inside
my head”

Further curiosity about the day after the Miracle
is always followed by “So what parts of the
miracle are already happening?” or the
application of a scaling question where 10 is the
complete miracle and 1 is no evidence of it
having happened. Rarely do people not offer
some aspect of their current situation to act as a
platform on which to build the rest.

This lady was referred to the Crisis Resolution and
Home Treatment Team at her request. As this team
also include SFA in their work she received the
same approach throughout and made significant
improvement within three or four days.

Scales

A man who was believed by his wife to have
died. She had fled their home country pregnant.
Whilst in Italy he saw a video of her which was
taken in Stoke-on-Trent. He traced her and they
met in Manchester. She turned up at their
reunion with the son he didn’t know he’d got.
This was about 4 weeks before the above
assessment.

S: “On a scale of 1 -10, 10 being all you
could possibly hope for and 1 being not,
where about are you?

Client: “When I first wake up, I’d say I’m on a 4.”

S: “Describe 4 to me”

Client: “It’s a dull feeling in my stomach. I feel
quite low. I haven’t slept well because of
flashbacks that I keep getting every
night”

S: “What have to happen for you to move
just one point up the scale to 5?”

Client: “Coming downstairs to my wife and son
(aged 5). Having breakfast with them puts
me on a 5”

S: “And …. What else?”

Client: “Reading my Bible for a couple of hours
in the afternoon puts me on 6. Moving on
to a 7 would mean me going to my GP

and asking for a prescription for antide-
pressants. I was on Fluoxetine but ran out
on my journey here. They really helped.”

S: “So what now? What do you think you
need? Has today been useful?”

Client: “What I don’t want is counselling. Talking to
you today has really helped me think things
through. I don’t ever want to talk about it
ever again to anybody. It’s not helpful to
me. I enjoy my family. I look forward to
going to church on a Sunday. I want to get
to know my wife and son. That’s the thing
I’m most looking forward to”.

The work done by the asylum seekers team and
by solution-focused colleagues in other health
and social care teams shows that a group who
are perceived as damaged, demanding and in
need of invasive psychological intervention are,
in fact, resourceful, inherently competent people
who respond to this pragmatic approach which
has been described as ‘simple not easy’.

This article has presented the principles of
solution focused working with examples of the
diverse areas in which it has developed from its
origins in Milwaukee. The work of the Stoke-on-
Trent Asylum seekers and refugees team and
their use of SFA has also been described. We
believe that the article shows the way in which a
solution focused approach can be used to enable
clients who have the potential to be pathol-
ogised, institutionalised in the community and
cause stress to the teams working with them.

Address for Correspondence

Steve Freeman
Research Nurse/SFA Manager
Clinical Effectiveness Support Unit
Harplands Hospital,
Stoke-on-Trent,
ST 4 6 TH
pca11@keele.ac.uk

Sarah Wilshaw
Specialist Mental Health Nurse
Asylum Seekers and refugees Team,
Bedford House Clinic,
Havelock Place,
Stoke-on-Trent,
ST1 4PR
sarahk.wilshaw@northstaffs.nhs.uk

This piece cannot serve as a comprehensive
description of the Solution Focused Approach or
working with this group of people. We offer a
flavour of the key points and their application.
More details and resources on the use of SFA can
be found at 

www.ukasfp.co.uk and www.solutionfocusedap-
proaches.co.uk  
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This book took its beginnings as an expansion of
a dissertation submitted by Dr. Alun Davies for
the MA Degree in Local History at Keele
University. It is a fascinating read. Voluntary
hospitals first made their appearance in England
with the opening of The Westminster Hospital in
London in the late 1700’s to which indeed Josiah
Wedgwood II subscribed thirty guineas. He lived
in London at that time but later returned to The
Potteries to run the family firm. Already a
Governor of  The Westminster Hospital he and
others including Spode and other prominent
businessmen and landowners of the day set
about addressing the provision of secondary
care for the people of North Staffordshire. Alun
Davies chronicles the conception of the
Dispensary, which eventually opened in 1802
treating out-patients largely, with a few beds for
fever patients and later accompanied by a
separate House of Recovery. The Dispensary is
described as giving advice, supplying medicines
and, crucially, performing vaccination against
Smallpox.

Such services, however, failed to meet the needs
of the community at a time when patients with
fractures or other severe injuries had to be put on
a cart with iron wheels and taken to Stafford.
What a painful and hazardous journey this must
have been in those days! The book describes the
setting up of a committee of Governors some ten
years after the Dispensary was established with
the aim of defining the need for an Infirmary to
treat in-patients and the area’s own serious
injuries, which occurred in the mines and in the
potteries. A seminal document entitled “An
Address to the Working Classes of Newcastle,
The Potteries and Neighbourhood” sets out the
idea that the workers themselves together with
the great, the good and the wealthy and landed
gentry should help in providing funds for the
running of the Infirmary. The meeting attended
by all the Manufacturers of the area was held in
1814 and the draft of the above address signed
by Josiah Wedgwood II, as President of the
Infirmary, was adopted and sent out. Later the
Duke of Devonshire at the time clearly saw that

The North Staffordshire Royal
Infirmary 1802 – 1948 
Dr. Alun Davies, Retired Consultant Anaethestist

Published by Churnet Valley Books, 6 Stanley Street, Leek, Staffordshire £14.95

this initiative was “One circumstance that distin-
guishes this from all other Infirmaries in that the
working classes have contracted to furnish an
annual income for its support”. Thus, Dr. Davies
recounts for us that this “Establishment
Contribution” would be a graduated subscription,
those earning above eighteen shillings a week
should contribute one penny a week, those
earning between seven and eighteen shillings
should contribute a half penny and those earning
below seven shillings a week, a farthing. This
money would be collected at source by the
Masters of the various firms hopefully
augmented by a contribution from the Master
himself and transmitted to the Infirmary. The
address itself concluded “we can’t do all we
wish! – Prophetic words still used today!

The first proper Infirmary was built on land
purchased from Josiah Wedgwood II and built at
Etruria, at that time, out in the country. The book
goes on to describe how this Infirmary lasted
from 1819 until 1869 and was thought of as a
truly voluntary hospital where none of the
Doctors got paid! Among those subscribing,
Madam Tussaude who had a travelling show and
made her name by creating wax replicas of the
heads severed by the guillotine in France, visited
North Staffordshire, and donated the sum of
three pounds! Local politics meant, however, that
attracting excellent quality medical staff was
difficult and this is true of a physician Dr. Wilson
Fox who after a brief period of three years
returned to pursue a distinguished career in
London. North Staffordshire Infirmary was not
the only hospital to experience such difficulties.
The famous Dr. Withering later Sir William
Withering of Digitalis fame left Stafford Infirmary
to return to London with his new wife, as he
could not afford to live in the appropriate style on
the private practice earnings in Stafford. 

Industrial pollution, poor drains and the
inevitable growth of factories around the
Infirmary at Etruria signalled the end of its
usefulness, as did the mine workings
underneath, which caused parts of the building
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to subside. Thus, a search was on once again for
a new site for the Infirmary and Dr. Davies
eloquently describes the petty battles between
the Potteries towns vying to have their site
approved for the new hospital. It appears that
each one simply wanted to be a big fish in a small
pond and this difficulty caused the Governors of
the Infirmary much pain and argument over
many years. It seems that even some Governors
put the primary aim of the “common good” far
from the first of their priorities. All the drama of
such affairs is recalled in this book. Dry stuff? Not
a bit of it! Alun records the words of the Vicar of
Tunstall who disagreed with his local political
factions forthrightly stating that what was needed
was “One superior institution securing the best
possible attendance in all serious cases”. The
Hartshill site, still occupied today, eventually
won. North Staffordshire Infirmary was not
without powerful titled support. Millicent, the
Duchess of Sutherland described variously as 

“A beautiful philanthropist” or “Meddling Millie”
of Arnold Bennett’s The Card certainly had the
courage to stand up to local manufacturers in a
campaign to reduce the use of lead in industry
and of course, its dreadful sequelae of lead
poisoning. She raised lots of money to establish
the Electrical Department among other good
works, and supported the new radium treatment
becoming available at that time. 

In 1897 prescriptions for seriously ill patients
often included fresh milk, brandy and quarter
bottles of champagne! These ill patients, who
were ordinary people of the district, as no private
patients were allowed, had to get better on their
own as in many cases good food and rest and
stimulants were all that could be offered, if
surgery was not indicated, and other drugs of the
day were of limited value. It was further noted by
Dr. Davies that by 1917 shortage of quarter
bottles of champagne due to the Great War were
encountered and whisky was substituted for
brandy! 

Twenty years earlier a major step forward took
place in elective surgery for women when the
Victoria Ward was built in 1882 at Hartshill to
house “clean operations for women”. This

resulted in the mortality rate for such operations
dropping from forty six percent to thirteen
percent in 1883. Lessons again we could learn
today! 

Royal status was not granted until 1925 when
King George V and Queen Mary arrived in
Newcastle to personally confer the title of North
Staffordshire Royal Infirmary on the Hospital. An
historic photograph of the then Matron Miss
MacMaster curtsying for Queen Mary with King
George V looking on forms the front cover of the
Book.

Thus, this book is not just the story of a voluntary
hospital but a detailed and fascinating account of
the public health, the industrial scene, local
politics and at times the terrible conditions
suffered by the working classes over this period
of time. I feel I cannot end this brief review better
than in the words of the author himself: “This has
been the story of the people inside and outside
the Infirmary who created and maintained the
institution, saw it through many crisis and trials.
It was a remarkable triumph of self help and co-
operation right across the community, from the
rich and famous to the mould runner paying a
farthing a week. It always endeavoured to make
the best medical attention available to those who
otherwise had no hope of receiving it. From the
early days the Infirmary, its staff and supporters
cherished the hope of a Medical School in North
Staffordshire. Now that is reality, let us look
forward, remembering the achievements of the
past as an inspiration for the future”.

I recommend this unreservedly as an excellent
read for all interested in medical care and in
particular, in North Staffordshire. Buy it!
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C/o The North Staffordshire Medical Institute
Hartshill Road
Hartshill
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ST4 7NY

‘‘ Drugs are not always necessary.  Belief in recovery always is. 
Norman Cousins

’’
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Gastrointestinal stromal tumours (GISTs) are
uncommon mesenchymal tumours of the
gastrointestinal tract, believed to originate from
the interstitial cells of Cajal.1 Most GISTs harbour
mutations in the cKIT proto-oncogene that
results in a gain of function of enzymatic activity
of Kit tyrosine kinase.2 They are characterised by
expression of c-kit protein (CD117) which is a
membrane receptor with tyrosine kinase
component.3-5

These tumours affect subjects over 50years of
age and are rarely seen before the age of 40
years, with slightly higher male prevalence.6

They commonly arise in the stomach and small
bowel and account for approximately 2.5% of GI
tumours.7-8 Presentation varies greatly and
clinical suspicion is an important factor in
diagnosing GISTs. Presentation may range from
small, asymptomatic, incidentally detected
lesions to masses large enough to cause
symptoms, including multiple metastasis.4

Metastases usually affect the liver and
peritoneum, but rarely lymphnodes.3,9,10

Common presentations include gastrointestinal
bleeds and  mass effects.

The mainstay of management in localised lesions
is surgical resection. For those cases with
metastasis, imatinib mesylate (a tyrosine kinase
inhibitor) is the treatment of choice.

Case Report: 

We report the case of a 76 year old man who
presented with fever and also lethargy, shortness
of breath, pedal oedema and melaena. On
investigation he was found to be pyrexial (38º C)
and had a haemoglobin level of 3.8gm/dl. He
underwent upper and lower endoscopy studies
which were normal. A full sepsis screen was
carried out, which was also found to be negative.
An abdominal computed tomography
demonstrated a large irregular collection in the
left upper quadrant of the abdomen, intimately
related to the greater curve aspect of the
stomach, also abutting the spleen, splenic

Case Report: Gastrointestinal
Stromal Tumour Presenting
with PUO
Anupa Ajit Kumar Foundation Year One Doctor , Amy Hung  Foundation Year One Doctor, Mark Deakin

flexure and tail of pancreas. It contained fluid and
gas. There was also a suspicion of diffuse
peritoneal disease. The patient continued to be
pyrexial, so the collection was drained under
ultrasound guidance. Tumour markers were
negative. Drain fluid was found to be positive for
gram negative bacilli, and he was treated with
antibiotics.

The patient continued to be pyrexial and
confused. A repeat computed tomography of the
abdomen showed a large complex mass
(13.9cm) in the left upper quadrant of the
abdomen, intermittently related to the stomach,
containing air, fluid and soft tissue, abutting the
anterior abdominal wall and spleen. Nodules
were present at the umbilicus and anterior
abdominal wall. Liver metastases were present.
He subsequently underwent a diagnostic
laparoscopy and biopsy of the left upper
quadrant lesion. Immunohistochemistry showed
epitheloid cells which strongly expressed CD34,
Vimentin,CD117 and bcl-2 and was negative for
actin,desmin,MNF116,S100, CAM 5.2 and CD99,
confirming epitheloid metastatic gastrointestinal
stromal tumour. The patient has been started on
imatinib and is doing well with minimal side
effects.

Conclusion:

This patient had a large GIST which arose from
the stomach, which necrosed and became
infected. He presented with sepsis, which is not
a common presentation of the disease.

GIST can present in a number of ways, making
clinical suspicion an important factor in early
diagnosis. The prognosis for metastatic GIST
remains poor,however treatment with imatinib
has been shown to improve survival.
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CT abdomen of the patient:
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Colorectal carcinoma is the second most
common cause of death from cancer in the west1.
Within the UK, there are 19,000 deaths per
annum from this illness2. The average age of
diagnosis is between 60-65 years3. The sex ratio
is dependent on the site of the lesion, with colon
carcinomas more common in females, and vice-
versa in rectal carcinomas4. 

Also dependent on the site is the presenting
complaint; left sided cancers tend to present
with change in bowel habit, rectal bleeding,
blood or mucus mixed with stool and tenesmus,
whilst more proximal tumours tend to present
later, with anaemia, weight loss, non specific
malaise and lower abdominal pain. Emergency
presentations include large bowel obstruction,
haemorrhage and perforation causing
peritonitis4. 

There are patient risk factors (age greater than
fifty; personal history of carcinoma, which
carries a three-fold increased risk; personal
history of bowel disease), environmental risk
factors (e.g. high-fat, low fibre western diet), as
well as genetic risk factors (e.g. family history of
colorectal carcinoma and familial colorectal
cancer syndromes). Younger colorectal
carcinoma sufferers tend to have a genetic
element. One of the Amsterdam criteria for the
identification of patients that would benefit from
genetic testing is that one of the family members
has had colon cancer before the age of fifty4.

Case report: 

We report the case of a 34 year old lady who
presented to the University Hospital of North
Staffordshire’s surgical assessment unit with a
three day history of epigastric pain and vomiting,
and a five day history of constipation. She had
undergone a laparoscopic cholecystectomy,
performed elsewhere, one month prior to this
admission for similar symptoms and the
presumptive diagnosis at that time was biliary
colic secondary to proven gallstones. She had no
other significant past medical history. 

Case report: An unusual case
of the post-cholecystectomy
syndrome
Amy Hung Foundation Year One Doctor, Anupa Ajit Kumar Foundation Year One Doctor, Damien Durkin

On examination, the patient was anicteric,
apyrexial, but tender in the right upper quadrant
of the abdomen. Peritonism was not evident and
there were no palpable masses. Digital rectal
examination revealed soft faeces in the rectum
but nil else. 

A full blood count, serum urea, creatinine and
electrolytes, serum amylase and liver function
tests were all within the normal range. Her plain
abdominal x-ray did not demonstrate any
features of bowel obstruction and simply
revealed some faecal loading in the left colon. An
abdominal ultrasound scan did not show any
obvious abnormalities. 

The patient’s pain, nausea and vomiting
continued and the impression at this stage was
that of a stone in the common bile duct (CBD).
Therefore a magnetic resonance cholangiopan-
creatogram (MRCP) was arranged. This did not
show any gross abnormality of the biliary tree or
pancreatic duct and in particular there was no
evidence of retained stone/s within the CBD. Of
interest however was the presence of “a grossly
distended structure within the gallbladder fossa”
which was felt to represent a dilated fluid filled
hepatic flexure. There were dilated loops of small
bowel and a small volume of free fluid in the right
sub-hepatic space tracking down the right
paracolic gutter. 

These findings raised the suspicion of intestinal
obstruction, but since the MRCP had imaged
only the upper abdomen, a computed
tomography (CT) scan of the abdomen and
pelvis was performed. This showed “marked
generalised dilatation of the small bowel and
proximal large bowel, with an apparent zone of
transition in the region of the hepatic flexure. The
close proximity of this to the cholecystectomy
clips suggests the possibility of localised
tethering as a potential cause of the mechanical
bowel obstruction.” Other findings included a
trace of free fluid in the lower pelvis.

A laparoscopic exploration was then undertaken,
at which an obstructing colonic tumour at the
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hepatic flexure was identified. The gallbladder
fossa, porta hepatis and extra-hepatic biliary tree
were unremarkable and consistent with recent
uncomplicated cholecystectomy. The
laparoscopy was converted to an open
laparotomy where the laparoscopic findings
were confirmed. Disease appeared confined to
the colon with no evidence of distant spread and
a right hemi-colectomy was performed. 

Histological analysis of the resected specimen
revealed that this was a moderately differentiated
adenocarcinoma, which infiltrated the bowel wall
into the peri-colic fat. It did not breach the serosal
surface. Three out of the eighteen lymph nodes
examined contained metastatic tumour. Peri-
mural and extramural vascular invasion were
seen. The tumour extended up to the posterior
non-peritonised surface of the bowel. The
tumour was classified as a pT3 pN1 pMx (Dukes
C). She made an uneventful post-operative
recovery and is currently receiving adjuvant
chemotherapy as an out-patient. 

Conclusion: 

Persistence of upper abdominal pain symptoms
following cholecystectomy has been termed the
‘post-cholecystectomy syndrome’5. There are
many possible causes, as outlined in table 1, and
these include organic as well as functional
disorders. Our patient had mid-gut colic due to
colonic carcinoma at the hepatic flexure,
explaining the location of pain in the mid and
right upper abdomen. This was a very
unexpected diagnosis.

Common diseases are no doubt common, and
understanding the usual prevalence of a disease
in its most likely population is important. This led
to the original and understandable diagnosis of
biliary colic in our patient. However occasionally
diseases associated with the elderly population
can present in young people. Studies looking
into the cause of colorectal carcinoma in the
young are currently specifically targeting at
random mutations as a source. The leading
theory suggests that high-frequency
microsatellite instability occurs in these groups
of patients3. The patient in this case report did not
have a positive family history; and it has been
shown that a quarter of patients diagnosed
below the age of forty, regardless of their family
history, have a DNA mismatch repair gene
mutation4. Although only representing five to ten
percent of the total number of colorectal cancers,
research has shown that incidence of colorectal
cancer in the younger population is increasing
and that age does not seem to affect the survival.
Early diagnosis and resection of colonic
carcinoma offers the best chance of cure,
especially in this age group6 and this case
demonstrates the importance of appropriate and

adequate investigation of the post-cholecys-
tectomy syndrome. 

Table 1. Aetiology of Post-cholecystectomy
Syndrome by Anatomical Location

Anatomy Aetiology

Gallbladder remnant • Residual or reformed
and cystic duct gallbladder

• Stump cholelithiasis
• Neuroma

Liver • Fatty infiltration of liver
• Hepatitis
• Hydrohepatosis
• Cirrhosis
• Chronic idiopathic 

jaundice
• Gilbert disease
• Dubin-Johnson 

syndrome
• Hepatolithiasis
• Sclerosing cholangitis
• Cyst

Biliary tract • Cholangitis
• Adhesions
• Strictures
• Trauma
• Cyst
• Malignancy and

cholangiocarcinoma
• Obstruction
• Choledocholithiasis
• Dilation without 

obstruction
• Hypertension or

non-specific dilation
• Dyskinesia
• Fistula

Periampullary • Sphincter of Oddi
dyskinesia, spasm, or
hypertrophy

• Sphincter of Oddi
stricture

• Papilloma
• Cancer

Pancreas • Pancreatitis
• Pancreatic stone
• Pancreatic cancer

Oesophagus • Aerophagia
• Diaphragmatic hernia
• Hiatal hernia
• Achalasia

Stomach • Bile gastritis
• Peptic ulcer disease
• Gastric cancer
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Duodenum • Adhesions
• Peptic ulcer disease
• Duodenal diverticula
• Irritable bowel disease

Small bowel • Adhesions
• Incisional hernia
• Irritable bowel disease

Colon • Constipation
• Diarrhoea
• Incisional hernia
• Irritable bowel disease

Vascular • Intestinal ischaemia
• Myocardial ischaemia

Nerve • Neuroma
• Intercostal neuralgia
• Spinal nerve lesions

Bone • Arthritis

Other • Adrenal tumour
• Thyrotoxicosis
• 20% organ other than

hepatobiliary or
pancreatic

• Foreign bodies,
including gallstones and
surgical clips

Adapted from www.emedicine.com/MED/topic2740.htm
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‘‘ Diagnosis is not the end, but the beginning of practice.
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Abstract 

Health policy analysis is traditionally focused on
economics and politics. But often policies fail to
yield the anticipated benefits from being overly
focused on the need to innovate and reform. This
can result in policy contradiction and change for
the sake of change. In reviewing a book by Ted
Marmor I consider these arguments and go
further to suggest a possible remedy. Factoring
ethics into health policy analysis could maybe
reduce the risk of policy failure, and counter
some of the fallacies and foolishness described
by Marmor.

For some reason health policy is effectively an
ethics-free zone, ethics being considered too
fuzzy for the hard world of politics and
economics, where ‘real’ decisions have to be
made about the future of healthcare. But when
politicians and economists have had their say the
result is not always pretty, and many doctors are
unhappy with what they see around them. I hear
them describe how the present situation bears
no relation to the ideals that first motivated them
to go into medicine. This may be because they
are world-weary and have lost their zeal, but it
may also be because health policy is too far
removed from the realities of clinical practice,
and because managers are too focused on the
need to respond to externally imposed pressure.1

One solution may be for politicians to learn to
resist the desire to ‘fix’ something in order to
achieve a headline, when what they should really
be doing is listening to doctors, patients and other
stakeholders and simply making adjustments.
Perhaps this will never happen and that I am losing
my grip on reality. I hope not, and I am not alone in
thinking that there has to be a better way to inform
the policy debate. Health and healthcare are not
just about meeting targets for throughput or
waiting times, or trying to stay within budget.
Society values healthcare, even though it is not
always clear how to express those values or how
to turn them into practical results. 

Policy analysts are not afraid to engage in
rigorous debate – that is the nature of they what
they do. However, a sense of perspective is
sometimes missing, and policy debate could
benefit from taking on board ethical consider-
ations when making decisions that potentially
impact on others. Healthcare, after all, is about
people not numbers, and people have hopes,
aspirations and beliefs, and ethics is the
discipline that concerns itself with values and
social mores. 

Perhaps we should stop trying to ignore the
elephant in the room, by which I mean the NHS
itself. We know it is there but we are not at all
sure what it is any more, or what it does and why,
because all that most of us can see is just one
small part. We might have some vague affection
for it, and yet we feel too small in relation to the
whole to be able to make a difference, either as
patients or practising professionals. The analogy
may hold true, but there are some informative
ways of looking at the NHS and the policies that
shape it that need to be considered. As an
ethicist I spend much of my working life thinking
and discussing the part played by values in
medicine. This is with an increasing emphasis on
public policy and the way in which values directly
or indirectly affect how care is delivered. This
approach may not yet have had a great deal of
recognition, but surely, there is a more
meaningful debate to be had in relation to health
policy than quoting statistics and talking up the
need for reform. 

One person who shares these concerns is Ted
Marmor, Emeritus professor at Yale University,
and a specialist in research on comparative
health policy. His latest book is refreshingly
candid in exposing policy contradictions and
irrationalities, and it is well worth a read.2 He
provides many examples of policy foolishness
that stand in the way and prevent policies from
bringing about the desired benefits. Fads,
Fallacies and Foolishness in Medical Care

Health Policy and Elephants
in the Room
A fresh look at the mysterious world of
health policy analysis
Roger Worthington, Lecturer
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Management and Policy is the long but
descriptive title. While I was initially disappointed
to see that it is a collection of previously
published essays, some of which date back
several years, these concerns soon disappeared.
The relevance of the arguments presented is
now almost greater than before, and some
essays, such as one by Marmor, Freeman and
Oblander on Comparative Perspectives and
Policy Learning, are in any case more recent. 

This paper sets out the dangers and pitfalls of
encouraging globalism in policy debates, which
succeed in identifying common trends but then
wrongly assume that common remedies can be
applied to common problems, such as how to
control costs. As the authors rightly point out,
“Institutional and cultural factors are important
elements in the policy context as determinants of
successful reception and implementation of
ideas”.3 So while local considerations make it
unlikely a solution that appears to work in one
country will necessarily work as well in another, it
is possible to gain a deeper understanding of the
issues from looking at other ways of delivering
healthcare.

One thing that strikes me is how well Marmor’s
arguments stand the test of time. Health policy
analysts are always looking at a moving target,
and this applies as much in the context of the
British NHS as in the USA with its complicated
arrangements for delivering healthcare. But
perhaps the truth is that some mistakes keep on
being made. Marmor, writing about the NHS in
2001, aptly notes that “Reorganisations
themselves have sapped morale and disturbed
lives enough to make managers … likely
candidates for psychotherapy”.4 Indeed, and this
could easily have been said in 2007.
Reorganisations that have taken place since 2001
are enough to leave many managers (and
clinicians) needing therapeutic intervention. 

The book contains other truisms, such as the
remark that “often, the same words do not mean
the same things. And different words may
denote similar phenomena”, which is especially
true with transatlantic comparisons. Americans,
for example, talk about the British model of
‘socialised medicine’, and commentators often
use this as a pejorative term to describe what
they perceive is wrong with even having an NHS,
although it is not a term we ourselves either use
or recognise. Similarly, in the UK, we do not
really know what is meant by ‘managed care’,
although Whitehall is looking at importing some
of its features into the NHS.

Americans themselves frequently denigrate
managed care, and as Hacker and Marmor note in
their paper How not to think about managed care
“Because managed care is an incoherent subject,
most claims about it will suffer from incoherence
as well”.6 One is reminded again of the elephant
in the room, and I wonder if anyone really knows
what managed care is, or as Marmor wryly
observes, whether it has an opposite. Imagine
telling patients ‘nobody is managing your care
any more – it’s down to you to try and sort things
out’. Vacuous terminology is one of the problems
faced by the policy analyst, and a still greater
danger lies in simply being unaware of
incoherence or policy contradictions. One only
has to look at speeches by former Health
Secretaries to see the extent to which unidentified
policy contractions have hindered not helped
improve services over the long term.7 There is
plenty of information available to politicians and
analysts about healthcare, but one needs to ask
‘who is listening to whom, and are they actually
speaking the same language’? Sometimes I
suggest they are not. 

I give the last word on policy to Marmor and
Boyum, who in their paper Medical care and
public policy note “There is now a substantial

Illustration of managed care ‘madness’5
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imbalance between the magnitude of the
information flows and the capacity to learn useful
lessons from that information”.8 Many people
are weighed down by quantities of information,
and while one remedy would be to stop
collecting so much data and make better use of
what are already available, that seems unlikely.
Another remedy is to include that extra
dimension in policy debate so that it no longer
operates in an ethics-free zone, but that
argument has yet to be explored, and it falls
outside the scope of this thoroughly researched
and well written book.
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‘‘ Medicinal discovery,
It moves in mighty leaps,
It leapt straight past the common cold
And give it us for keeps.
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In 2004, after 27 years with diabetes, I was given
an insulin pump.  Within days I was feeling the
benefit and now, three years later not only my
blood sugars but my general health and life are
much better than I could have hoped for.

I was diagnosed with Type 1 diabetes mellitus
when I was eight years old. For the first few years
my sugar control was good with my parents
managing it for me until my early teens.  With the
onset of puberty things started going wrong.   I
took over managing my diabetes from my
parents; I changed insulin, and my regimen.
Added to the effect of hormones, which remain
unpredictable to this day, was the usual teenage
anger at my condition.  This led me to do only the
minimum necessary to control my blood sugars
enough to keep me out of hospital.  I resented
being diabetic and when repeated attempts to
improve my sugar control failed, frustration set in
making me less inclined to try.

At 17 I was referred to the eye hospital for the
early signs of retinopathy and laser treatment
followed a few years later.  Necrobiosis started at
19, with patches appearing at a rate of one a year
for six years.  When I was 29 I was referred to a
kidney specialist and told I would need dialysis
within ten years.  In my early twenties I started to
improve my control, doing regular blood tests
and trying to eat a sensible diet but my blood
sugars were still very unpredictable.  Over the
next ten years I gradually managed to improve
my control through changes in regime and trying
different insulins but nothing really worked.

At this point I was on at least four injections a day
and three different insulins, Lantus®, Actrapid®
and Monotard®.  The introduction of Lantus had
improved the situation but I still had to eat large
amounts of long acting carbohydrates in the late
evening to get through the night without having
a hypo.  Problems encountered at this time
included massive swings in blood sugar, from 3
to 30mmol/l, for no discernable reason.  I was
sleeping through nocturnal hypos most nights,
with rebound high blood sugars in the morning.
I had to do frequent blood tests every day to
check what was happening as changes could be
sudden.  My HbA1c was around 8% or higher
most of the time and my kidney function had

deteriorated to the point where I was
approaching dialysis.  To add to this I was getting
frequent colds, chest infections etc., and irregular
periods and the associated hormones made it
even more difficult to control so that what
worked one week might not work the next week.
Overall I felt that no matter what I did or how
hard I worked at trying to control my diabetes,
nothing worked and it was controlling me rather
than the other way round.  Having tried all other
available regimes I was referred to Liverpool
Pump Clinic for a trial.

I started on the pump in August 2004 and I saw a
dramatic improvement in my blood sugars within
a week.  Now that my basal rate was fitted to my
insulin demands, I found that at certain times of
day very little insulin was needed, explaining the
night time hypos.  I also discovered that my basal
rate shifted over longer periods of time, e.g. over
time the time of day of minimal insulin demand
has moved from the early hours of the morning
to afternoon.  I experienced fewer hypos and the
hypos were easier to deal with, hence avoiding
rebound blood sugars.   My hypo warning signs
returned making it easier to catch a hypo before
it becomes too low.  I was now able to eat what I
wanted (within reason) when I wanted to, or not
eat at all (a treat after 30 years of having to eat
whether I want to or not).  The pump not only
gave me control of my diabetes but it also gave
me flexibility.

Three years on from starting on the pump my
HbA1c is consistently down to less than 7%.  My
health is better generally, with cuts healing faster
and I’m now less susceptible to colds and
infections.  I am now able to adjust easily to take
account of periods or infections by using a
percentage increase to the basal rate.  Within six
months of starting on the pump my kidney
function had actually increased and any
subsequent deterioration has been at a much
slower pace, apparently stabilising and now: The
pump has effectively postponed dialysis for a
couple of years to date.  My necrobiosis, which
had already stopped developing and started to
heal slowly, has now dramatically improved with
some areas of skin having returned to normal
and the rest significantly faded.  My eyesight has

My New Life with an
Insulin Pump
Kirsty Mitchell, Patient
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also improved over the last three years and
although I’m still short-sighted my prescription is
now much weaker.

There are, of course, some disadvantages to
being on an insulin pump.  The pump is
connected to you 24 hours a day, and can only be
removed for showering, etc. for a maximum of
one hour in any day.  Minor, but occasionally
painful, inconveniences, include catching the
lead on door handles, having an uncomfortable
cannula, and the pump dropping off the side of
the bed in the night.  These are minor and usually
avoidable.  Occasionally a cannula site can
become infected which may need antibiotics to
clear it up, but with good hygiene and regular
cannula changes this needn’t be a problem.

One issue that you have to be aware of when
wearing a pump is that as only short acting
insulin is used in the pump, and if for some
reason the supply is interrupted (for instance the
battery runs out) you only have about two hours
before your blood sugars get dangerously high.
However, with a little planning ahead this can be
avoided by making sure you have access to
spares at all times.

The only other disadvantage is the need to do
multiple blood tests each day. A blood test is
recommended prior to each meal and two hours
afterwards, as well as first thing in the morning
and last thing at night, plus any time you suspect
you may be having a hypo.  For me this wasn’t
really any different to what I had had to do
previously, but could be an adjustment for
anyone not used to it.

For me the disadvantages are far outweighed by
the benefits I have gained by being on the pump.
My kidney function has improved, my health is
generally better, my eyesight has improved and I
feet better in myself.  For the first time since
diagnosis I feet that I’m in control of my diabetes
rather than it controlling me, and that feeling is
something akin to freedom.
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‘‘ Don't think of organ donations as giving up part of yourself to keep a
total stranger alive.  It's really a total stranger giving up almost all of
themselves to keep part of you alive.

Author Unknown’’
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On Line Issue

Inspite of high hopes that by this time an on line
edition of Midlands Medicine would be available
we are still working on this with the help of
Members of Midlands Medicine’s Editorial Board.
It is likely in the future that an on line edition will
be produced with the availability of hard copy of
the Journal for those Members who prefer this
format. 

Facilities for Members

Improving facilities for our Members at the
Institute is one of our high priorities. At a recent
Finance and General Purposes Committee
Meeting Professor Bill Farrell suggested that we
develop an area in the Institute along the lines of
“An Internet Café Facility” for Members utilising
Wi Fi technology. Thus Members could bring
their own lap-tops to access appropriate internet
sites in comfortable surroundings and with
newspapers and refreshments available in the
area. Current costings are being obtained and the
preferred area is likely to be on the mezzanine
floor not far from the bar! In addition it is felt that
we have an obligation to provide “library
facilities” for postgraduates.  This could be
achieved by provision of computer based access
to major medical library sources without risks of
compromising computer security. We would
envisage these facilities being available during
and after working hours to encourage Members
and potential members to access the Institute
after work. Please e-mail any comments or
questions you may have on these proposals to
enquires.nsconf@btconnect.com

Staff Change

By the time readers receive this volume of the
Journal we will have said our farewells to Mrs.
Christine Smallwood, our Centre Manager after
eighteen years of service. The Officers on your
behalf have expressed our thanks to Christine for
all her hard work both in and outside office hours
for the benefit of the Institute. We wish her well
for her future.

New book by Dr. Alun Davies

A new work has been published entitled “The
North Staffordshire Royal Infirmary 1802 to 1948”
written by North Staffordshire Medical Institute
Member Dr. Alun Davies. As many know Alun is
a retired Consultant Anaesthetist and his
fascinating and detailed book on the origin of
hospital medical services in North Staffordshire
is reviewed on page 126. Dr. Davies spent much
time researching his work initially for a higher
University Degree and was successfully awarded
as an MA in local history at Keele University.   

The book an expansion of his thesis dissertation
contains much more and describes the hard work
that many local people and local doctors
undertook to establish what was essentially a high
quality voluntary hospital for the population of The
Potteries. Alun has most generously donated all
royalties from his book to The North Staffordshire
Medical Institute Bicentenary Fund. So far we have
received over £800.00. The President and the
Officers wish to express their grateful thanks to
Alun Davies for this completely unselfish gesture.
Please read the review of this book in this edition
of the Journal and note that it is published locally
by Churnet Valley Books at £14.95.

Breaking News
James Elder, Chairman North Staffs Medical Institute
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Council Members

I cannot remember the last time when Midlands
Medicine the Journal of The North Staffordshire
Medical Institute and the only local Journal in the
West Midlands published a full list of its Council
Members. Thus, I felt it important to let all
Members and others know who sits on their
Council. New Members names are marked by an
asterisk.

President: Mr. E. M. Turner 

Chairman: Prof. J. B. Elder 

Hon. Secretary: Prof. S. Davies 

Hon. Treasurer: Dr. D. Cohen 

Members: Mr. K. Bamford
Dr. C. Banks *
Mr. P. Blood
Mr. A. C. Bolger
Mr. M. E. Brereton
Dr. S. Bridgman *
Dr. C. Buttanshaw
Prof. P. Croft
Prof. P. Crome
Prof. W. Farrell
Prof. J. Finch
Mr. D. Gough*
Mr. T. Forster
Prof. C. King
Mr. J. Kocierz
Mr. R. Manning
Mr. D. McBride
Prof. R. McKinley*
Mr. R. Nield
Prof. P. M. S. O’Brien*
Dr. I. Smith
Prof. J. Templeton
Mrs. S. Thompson*
Mr. R. Todd
Mr. S. Townsend
Prof. R. Hays

We are happy to report the success in obtaining
a prestigious MRC Dorothy Hodgkin
Postgraduate Awards Additional Award for
Professor Simon Davies in the Renal Unit. Only
five of these Awards are available nationally each
year and this is the second time that the Institute
has been successful in gaining one to support
local research and training for an Overseas
Postgraduate. The first of these which we
supported was awarded two years ago to
Professor William Farrell in Human Genomics  

These are pound for pound Awards in which the
MRC will match local Charity monies over a three
year period for high quality research and are, of
course, competitive. The total sum is £90,000.00
over three years.

Lastly, may I take the opportunity to thank the
Editor and Members of the Editorial Board of
Midlands Medicine for their continued support
and dedication to the publication and to wish
readers and Members alike every good wish and
good health for the coming year.

Address for Correspondence

Professor James B Elder
Chairman North Staffordshire Medical Institute
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‘‘ Diagnosis is not the end, but the beginning of practice.
Martin H. Fischer

’’
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Sudoku
Answers will appear in a subsequent journal.
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Another innovative development for the 
North Staffordshire Medical Institute: On-site Osteopathy!

The North Staffordshire Medical Institute is delighted to announce that it is to be

the home of the only Osteopathic Teaching Clinic in this part of the country!

Opening imminently, this new facility, run by The College of Osteopaths, will

benefit local people wanting to take advantage of the osteopathic treatment

offered at special rates. It will also provide an important element of the profes-

sional training for students undertaking the B.Sc (Hons) Osteopathy at Keele

University. Students will work at the clinic under the close supervision of

experienced tutors.

If you would like more information about the clinic or the part-time degree

programme, please take a look at www.collegeofosteopaths.ac.uk or speak to the

Programme Leader, Elizabeth Elander, on 01782 584558. The College of

Osteopaths is currently recruiting for the September 2006 intake, and welcomes

applications from people of all ages.

THE COLLEGE OF OSTEOPATHS


