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The Howard de Walden Estate
—one of Marylebone’s main
landlords—owns, manages and
leases just over 92 acres of real
estate: from Marylebone High
Streetin the west to Portland Place
inthe east, and from Wigmore
Streetin the south to Marylebone
Road in the north.

The Estate is 100 per cent owned
by the Howard de Walden family,
whose deep historic connections
to Marylebone date back to around
1710. With its entire operation
based on Queen Anne Street,
the business is firmly rooted
inthelocal communityand is
fully committed to along term
investment strategy, with an
equalfocus on each of its four
sectors: residential, office, medical
and retail.

The Estate’s portfolio of rental
properties, which includes some of
the most beautiful Georgian and
Victorian architecture in London,
isuniquely varied, incorporating
residential accommodation, office
buildings and the Harley Street
Medical Area.

The Estate is perhaps best-
known for its ground-breaking
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transformation of the area
known as Marylebone Village,
centred upon Marylebone High
Street—one of London’s most
vibrant and attractive retail
destinations.

To search for properties torent, or
find out about the Estate and itswork
inthe community, visit:

hdwe.co.uk

To find out more about the Harley
Street Medical Area visit:
harleystreetmedicalarea.com

To find out about Marylebone
Village and the Estate’s events, read
in-deptharticles or search our
directory ofretailers, visit:
marylebonevillage.com
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32Rocket fuel

Success for elite athletes demands
commitment, sacrifice and intensive
training. It alsodemands theright
dinner. Prognosis hears from some of
the country’s top sports nutritionists
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In April 1890, John Merrick
was found dead in bed.
Though some said thathe
killed himselfin misery, it’s
more likely that, as Frederick
Treves writes, the elephant
man had simply tried,

for once, to be “like other
people” and sleep lying down
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WELCOME
T0

PROGNOSIS

Simon Baynham,
property director at the
Howard de Walden Estate

Welcome to thislaunchissue of
Prognosis: the periodical of the Harley
Street Medical Area.

Notsolongago, aHarley Street
Medical Area publication, packed with
insights from some of the country’s top
medical practitioners, would not have
been a viable proposition. Now it makes
perfectsense.

Asthefreehold ownerof the
majority of thearea'sbuildings, the
Howard de Walden Estate—the publisher
of this periodical-has helped shape
Harley Street's fortunes since the first
doctorsbeganarrivingintheareain
thelate19th century. For many decades,
thiswas themostrenownedandin-
demand medical areain the world.

But, largely unchallengedinitsstatus,
there wasarisk of complacency

settingin.

Asmedical practicesand international
competitionincreased, itbecame
increasingly clear tous that, for the
Harley Street Medical Area to continue
tocompete onaglobalbasis, history and
reputation alone would notbe enough. It
neededinstead tostand out for the sheer
level of medical excellence found behind
itselegant period facades.

Over the past decade, wehavebeen
workinghard to turn thisintoagenuine
powerhouse of modernmedicine. The
areaslongestablished and justifiably
famous tenants-The London Clinic
(includingitsmorerecent London Clinic
Cancer Centre, which houses some of
the world'smost advancedradiology
equipment), HCA, King Edward VII's
Hospital, Moorfields-havebeen joined
by some exceptionalnew peers: Royal
Brompton & Harefield Hospitals'brand

For the Harley Street
Medical Area to compete on
aglobal basis, history and
reputation alone would not
be enough. It needed instead
tostand out for the sheer
level of medical excellence
found behind its elegant
period facades
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new diagnosticsand outpatients

centre; the flagshiphospital of eye
specialists Optegra; Isokinetic's Fifa-
accreditedrehabilitation centre; the
multi-specialist London Claremont

Clinic; leading orthopaedic clinic Fortius,
whose patientsinclude many world
famoussportsstars. And thereare more
tocome:aprotonbeam therapy unitis
awaitingplanning, asisalLondonbase for
Germany's highly regarded Schoen Clinic.

Central toour strategy hasbeenan
understanding of theimportance of
maintaining abalanced community
of tenants, consistentinquality but
highly diversein function. The Estate
now works with asmall group of
external consultantstoidentify the
areas of specialism that are currently
missing and who the most respected
operatorsare. Goneare thedays when
arefurbished medical property would
simply be thrown out to the open
market; instead we search the world for
theright specialists.

Toattract theright tenants we need
toprovide the highest possible standard
of accommodation. One of the attractions
of Harley Streetis the aesthetic value
of theperiodbuildings, but the area’s
historic fabricis the source of some
major challenges. Providingmodern
medical facilitiesinaconservationarea
filled withlisted buildingsis far from
straightforward. Thankfully, the Estate’s
experiencein thisfieldgivesusan
unparalleledlevel of expertiseand the
quality of accommodation provided to
our direct tenantsisexceptionally high.

Medical excellenceis the Harley
Street Medical Area's primary selling
point, butitisn't the only one. Perhaps
the most unusual aspect of the Medical

Areaisthatitisn'tanisolatedenclave,
filled with nothing but doctors.
Surrounding the medical buildings, and
evensharing the samestreets with
them, arerestaurantsand cafes, shops
and culturalinstitutions. Thereare
numerous hotels, some of which have
developed close ties with the hospitals
and clinics. There are quiet parks

and attractivestreets.For patients
undergoing treatment, or for the family
and friends supporting them, the
Harley Street Medical Area provides an
environment thatisboth comfortable
andladen with welcome distractions.

ItsMarylebonelocation also providesan
unrivalledlevel of accessibility. Sitting
rightintheheartofatruly globalcity,
itisconnected notjust with therest of
the UKbut with theentire world. Itis
ashortjourney fromseveralairports
including, in Gatwick and Heathrow,
twoof thebusiestandbest servedin
Europe. Itisclosely tiedintoLondon’s
enormous public transport network
andisjustashorthop fromnumerous
mainline stationsincluding the Eurostar
terminalsat St Pancras station. With
Crossrail due toopen on the doorstep
in2018, thisisanareablessed with
excellent transport connections.

Allof thesebenefits make the Harley
Street Medical Area a serious contender
intheworld of private medicine, but
thereisworkstilltobedonein creatinga
morejoined-up offering. Inrecent years,
wehavebeenworkingtobring clinicians
together to offer amore cohesive
service: thebenefits of medical concierge
businesses, which assist withevery
aspect of apatient’sneeds, are currently
being explored, and we are working with
clinicsand practitioners to find ways of
providingbetter informationand more
transparent pricing. The analogy we use
isthat theHarley Street Medical Areais
like the world'sbiggest and best hospital,
filled with doctors of globalrenown-now
weneed toensure thatithasaproper
frontdesk and adequate signage.

Whichbringsmebackround to the
launch of this publication. Thisisjust
onemore piece of the jigsaw—a way of
showing the world the sheer depth of
expertise containedin thissmallarea
of central London. We hope you enjoy

readingit.

TheHowardde WaldenEstate
23QueenAnneStreet
LondonW1G9DL

02075803163

hdwe.co.uk
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KING EDWARD VlI's
HOSPITAL

Having
medical
treatment
can be
stressful.

At King Edward VII’s Hospital,
we minimise this stress by
combining clinical excellence
with a longstanding tradition
of dedicated, outstanding
patient care.

We bring together the expertise
of our hand-picked consultants
and the latest technologies to
provide treatments across a
range of specialties:

- Pain and Neuroscience

- Orthopaedic

- Women'’s Health Centre
- General Medicine

- Veterans’ Health

- Ophthalmic

- Urology

- ENT

To find out how you can benefit:

Tel: 0800 975 8383 | Email: enquiries@kingedwardvii.co.uk
www.kingedwardyvii.co.uk/specialities/medical-specialities/general-medicine/
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LONDON
CLINIC

Leading consultants,
compassionate care,
traditional values.

From the moment you set foot
in The London Clinic, you are
entering a hospital that is dedicated
to putting our patients first, and setting
the standards for the end to end patient
experience in private medical care.

Find out more at
www.thelondonclinic.co.uk



SEHR SCHON

Amajor new medical facility isset to
opennext year at 66 Wigmore Street.
Planshavebeen submitted for a 56,000
sqftbuilding for Schoen Clinic London-a
first British outpost of the renowned
German SchonKlinik Group. Theclinic,
which specialisesin orthopaedic
problems andback pain, will offer
diagnostics, radiology, surgery and
non-surgicalinterventionsina
state-of-the-art seven-storey hospital.

schoen-kliniken.com

DIGITAL FUTURE

Afullbells-and-whistles website for
theHarley Street Medical Areais
currently under construction, ready
togoliveby theend of the year.

Thenew site will provide background
information on the areaasawhole-how
togethere, where tostay, how tofind
and access medical services—as wellas
detailedlistings for thearea'shospitals,
clinicsand practitioners.

harleystreetmedicalarea.com

GLOBETROTTING

Earlier this year, alarge contingent from
theHarley Street Medical Area flew out
toDubaifor the ArabHealth—the world's
second largest healthcare exhibition
and congress. Fourteen HSMA clinics
and two supportservices, together
withthearea'slandlord the Howard de
Walden Estate, shared a collective stand
within the UK pavilion.

Such was their successin helping
toraise the profile of the area with
aninternational audience, plans
arealready underway forasimilar
delegation toattend next year'sevent
(30thJanuary-2nd February 2017).

arabhealthonline.com

ONBEAM

The planning processis currently

underway for 143Harley Street to
be converted intoahighly advanced

protonbeam therapy unit. This
particular form of cancer treatment
uses beams of sub-atomic particles,
which pinpoint tumours with
greater power and precision than
conventionalradiation therapies,

causing significantly lessdamage to
surrounding tissues.

Theclinic, runby Advanced
Oncotherapy Plc, isexpected to
openin2017

advancedoncotherapy.com

SCANNING
THE HORIZON

Anew outpatientsand diagnostics
centrehasbeen openedat 77 Wimpole
Streetby Royal Brompton & Harefield
Hospitals.

Aswellas providing consultations with
the hospitals'consultants, the unit's
servicesinclude aninherited cardiac
conditionsclinic, aheart screening
clinicand advanced diagnosticimaging.
Itisone of only two centresin the UK,
and theonly centrein London, witha
Rubidium PET scanner, which offers
advanced cardiac diagnostic capabilities.

rbhh-specialistcare.co.uk
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Oneareaofresearch
showingreal promiseisa
technique we use called
intravitreal injections,
inwhich we inject drugs
into thejelly-like substance
intheeye knownasthe
vitreous

CRYSTAL
BALL

Agerelated macular
degeneration

Dr Clare O’'Donnell,

head of eye sciences at
Optegra Eye Health Care,
looks at how treatments
for age related macular
degeneration will evolve
inthe comingyears

Thestateof play
Agerelated macular degeneration
(AMD)is a condition that affectsapart
of the eye called the macula, which
isresponsible for our fine vision. If
themaculabegins to degenerate,
the sufferer’s ability to perceive fine
detailsdeterioratesover time. AMDis
theleading cause of irreversible visual
impairmentin people aged over 60,
with10-15% of those affected suffering
severe visionloss.In the coming
decades, aslife expectancy continues to
rise, tackling this condition willbecome
increasingly important.
Therearetwomain typesof
AMD:'wet'and dry’ Wet AMDismore
aggressiveand can progress quite
rapidly. Dry AMD tends tobeless severe
and progressesat aslower pace. For
early stagedry AMD, monitoringand

lifestyle changes suchasmodifyingdiet
andstopping smokingareall thatare
needed. Forwet AMD, however, things
aredifferent-and formany years the
prognosis for those affected was poor.

However, recent advancesin
treatmentand non-invasive imaging
technologies used for retinal diagnosis
havebegun torevolutionise the field.
We cannow seethemaculaatmuch
higherresolutions than ever before, and
even create virtual 3D scans toshow
what is going on below the surface of
theretina. Thishas helped hugelyin
early diagnosis of the disease, whichis
absolutely vital.

Whatnext?
Oneareaofresearchthatledtoreal
progressintreatmentinvolvesa
technique called intravitrealinjections,
inwhichweinjectdrugsinto thejelly-
like substancein the eyeknownasthe
vitreous.

Wet AMD can cause the growth of
new but weakblood vessels under the
surface of theretina. These canleak
fluid, which disrupts the workings of the
macula, whichhasaseriousimpact on
vision. Intravitreal injections allow us
totreat thisbyinjecting the necessary
medicine straightinto theeye.

Onenew andreally exciting
approach being developedinvolvesa
combination of intravitrealinjections
with other therapies, such aslow dosage
radiotherapy. These approachesaresstill
intheir early daysbutIbelieve thereare
some great treatments that will come
fromsuchinnovation.

Otheradvancesarebeingmade
through our ability toimplant miniature
telescopesinto the eye, which help

when the patient'snaturallenseshave
deteriorated through age orillness.
Doingthisdramatically increases the
eye'sresolving power, whichmeans
thatthemaculaisgetting thebest
possibleimage to work with. The
technology already exists, butitis
stillinitsinfancy.

Onthehorizon

I[fwearelookingmuch furtherahead,
some of themost promising options
weareexploringarebased around

gene therapy andstemcell therapy.
Developingstemcell treatmentisa
complexand hugely challenging task,

but the possibilitiesif we succeed willbe
remarkable. Thiswillinvolvereplacing the
cellsthathavebeendamagedorlostdue
to AMDby reprograming healthy cells to
takeover their job. Peopleget very excited
about thistype of therapybecausethe
potentialisenormous-but thensoarethe
challengesinmakingit work!

Working with our genesalso offers
what for me would be the perfectlong
termsolution-theability toidentify
people atrisk of developing AMD
before they begin to present any of the
symptoms. Thismight then allow us
todevelop the appropriate treatment
orunderstand the type of lifestyle
modificationsrequired without the
patient developing thesymptomsatall.

Wehavestartedalong thatroadand
have made significant progress, but

thereisstillalong way togo.

OptegraEyeHospital
25Queen AnneStreet
LondonW1GSHT
08082812747
optegra.com
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Dame Professor Donna Kinnair
One of Britain’s most senior
nurses talks to Prognosis
aboutherrootsin community
nursing, sitting on government
commissions and why
shebelieves thetitle ‘nurse’is
indire need of protection

HOW TO...

Takeapulse
UnaHaddick-Flynn,
senior nurse at

The London Clinic

Z AN

H

Whereonthebodyisthebestplace
totakeyourpulse?

Many people try the centre of the wrist,
butthebest placeisactually onthe
inside of the wrist, just below the base of
the thumb. We call this the Tadial pulse’
and, asnurses, itis the one we would
alwaysgofor first. It doesn't matter
whether you try theleftorrightarm.

Takeus through the processfor
checking your pulse?

Totake yourradial pulse, hold one hand
out, facingupwards, with the elbow just
slightly bent. Measure the pulse with
your other hand, using the pads of your
indexand middle fingers. Donot use your
thumb, because thathasapulseofits
own, which can confuse yourreading.

Howlongshouldyoudoitfor?
Firstly, youhavetouseawatchora
clock, asitis virtually impossible to
estimate time accurately while you
arecountingarhythmic pulse. Take
the pulse for 60 seconds. Alternatively,
youcancount for 30 secondsand then
multiply by two.

Is60secondsbetter than30?
Inanormalhealthy person, 30 seconds
isfine.However, if the personisill you
should do the full 60. Thismakes it easier
topick out any abnormalities such as
changesintherhythmorstrengthof
thepulse.

Whatif youcan't find the pulse, or
youkeeplosingit?
Thefirstthingistolower thearmsothat
itishangingbeside the waist. Theblood
will flow more freely then, which might
make the pulse easier to find and keep.

Isthereanalternative to the wrist?
That wouldbe the soft hollow in the side
of your neck, just below your jawand to
theside of your windpipe-thisisknown
asthe’carotid pulse’. Thereare a couple
ofimportant differences. Youneed to
apply abit more pressure here than you
would for the wrist, as youare pressing
intoasoft hollow as opposed to the firm
wrist. Like the wrist, youcan try either
side, butitisveryimportantnottotry
bothat the same time. Compressing
themboth couldrestrict the blood flow
tothebrain.

What should youbenotingwhen
takingapulse?

Youshouldbe noting the strengthand
rhythm of the pulseas wellas the pace.
Thestrength fallsinto four categories:
weak, faint, strongandbounding.Ina
healthy adultinaresting state you want
anicestrongpulse.

The thing toremember is that you
willget the occasional missed beat or
arhythmical patternsinaperfectly
healthy heart, soitisnothing toworry
aboutinitially.If you feelamissedbeat,
youshould take your pulse onceaday
and takeanote of thenature of the
pulse.Ifitishappening onaregular basis
youshould go to your GP.

Whatistheexpected pulseratefora
healthy person?

Between 60-100beats per minute. But
thiswillbelower if youareafit person-
someathletescanhaveapulserateofas
littleas40beats per minute. If therate
isconsistently above 100-120 beats per
minute or below 40-if youarenotan
eliteathlete—youshould getit checked
by your doctor.

Whatare thebest conditions for
takingapulse?
Inarelaxedatmosphereathome.
Preferable afterlying down quietly for
about five minutes. That would give you
yourresting pulserate.

Anything youshould avoid when
taking your pulserate?

Alcoholis something people often don't
realiseraises the heartrate, soitisbest
not totakeitafterafew drinks. Also, if
youareonany medications check with
your doctor as some willhavean effect

ontheheartrate.

TheLondonClinic
20DevonshirePlace
London W1G6BW
02079354444
thelondonclinic.co.uk
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HOW DOES IT
WORK?

MRIscanner

Dean Booth, head of
imaging, and Valerie
Curran, lead MRI
practitioner for the Royal
Brompton & Harefield
Hospitals Specialist
Care outpatients and
diagnostics centre,
explain the benefits and
complexities of the
MRIscanner

RB&HH SpecialistCare
OutpatientsandDiagnostics
77 Wimpole Street

London W1GSRU
rbhh-specialistcare.co.uk

Magneticresonanceimaging (MRI) works
withthebasicelementsof thehuman
body by takingadvantage of the fact that
water moleculesin the humanbody react
inapredictable manner when magnetic
fieldsandradio wavesare applied to
them.

Water molecules within thebody
haveaslight magnetic polarity, withone
endbeingslightly positiveand the other
slightly negative. Foran MRIscan, we
firstuseasuperconductingmagnet to
alignthe water moleculesinrelation to
thelines of magnetic force.

Wethentransmitradiowaves
throughtheareawewanttoscan. The
energy in these waves excites the water
molecules, whichdisrupts theirnormal
behaviourand thelevelsof energy they
possess, causing them tojostleabout.
Theccritical part of the processbegins

1

Water molecules in the body have a slight north-
south magnetic polarity and will spin according to
local magnetic contitions.

@
4
@®
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after we turntheradio transmitter off. It
iswhile themolecules arerelaxingback
intotheirnormalstate that the scanner'’s
sensorsdetect asignal they give off, and
itisthesesignalsthatare processed by
computer to create theimage wesee.
Thecrucial thingis that wearelooking
atthechangeintheenergylevelsgiven
off by themolecules, not justlogging the
energy levelsthemselves.

Different types of tissue, such as
fat, muscleor cartilage, willrelease
differentamounts of energy indifferent
ways. The scannerrecords these
energy signals throughout the time
themolecules are calmingdownand
eachreadingis givenanumber—so
forexample we could havearange
of numbersgoing from0t010. These
numbersare thenused tocreatea
greyscaleimage, whereblack mightbe

Amagnetin the MRI scanner is used to generate a
magnetic field and the molecules align themselves
with the north and south poles of this field.
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Imaging The processof creating visual
representationsof theinterior ofabody for
clinicalanalysis

Superconductingmagnet Anelectromagnet
made from coils of superconducting wire whichis
cooled tobelow -150°Cduringoperation
Spatialresolution Thenumber of pixelsutilised
intheconstructionof adigitalimage. The higher
thespatialresolution, thegreater thenumber of
pixels

Ferrousmetals Metalsthatcontainiron,and
thereforehave magneticqualities
Neurostimulator Animplantdesignedto
modulateactivity withinthenervoussystem
Contraindication A factor thatservesasa
reasontowithholdamedical treatment, due to
thepossibility of the patientbeingharmed

represented by Oand whiteby 10, and
everythinginbetweenisadifferent
shade of grey. Themore accurate the
recording, the more shades of grey you
candefineand the more detailed your
finalimage willbe.

Oneof thegreat thingsabout MRIis
that while many other scans will give
youastatic picture of anorgan,an MRI
cangenerateamovingimage. This
really comesintoitsownwith heart
scansbecauseamovingimageallows
youtoassess the functionality as well
astheanatomy of theheart. Theimage
resolution nowadaysis wonderfuland
we cancreatea virtual 3D model of what
isgoing oninside the heart, from tiny
vessels within the heartright down
tothestructure of the muscle walls.

One of the things that makes MRI
sopowerfulis that we canchange the

Radio waves are then transmitted through the area
which disrupt the molucules’ normal behaviour,
causing them to jostle about.

faes

parametersused togenerate theimage
contrastinorder to show usdifferent
thingsand focusinmoreclosely ona
particular tissue or areaif weneed to.
Theincrediblelevel of spatial resolution
youcangetonanimageallows youto
manipulate theimage toreally narrow
inon exactly what youwant tosee.

MRIcanbe used toscanmost parts of
thebody. Aswellastheheart, itisused
extensively inbraininvestigations
tolook for awiderange of diseases,
including dementia. Itisalso very good
at physical structures such as theknee,
wherewe canget detailedimages of
bone, muscle, cartilage and blood vessels
tobuild a complete picture.

The only real downside of MRI
scanningisthe timeit takes. For
example, somebrain scans can take over

When the radio transmitter is turned off, the
molecules return to their previous state. They
generate an electrical signal as they do so.

t

20minutes, and thelonger the scanner
isinuse the more expensiveitistodo
thetest.Oneof therealadvancesin MRI
scanninginrecent yearshasbeenthe
speeding up of how long a scan takes. It
isbetter thanit was five yearsago, but
thisisalwaysan ongoing process.
Aswithany medical procedure, there
are patient assessments youhave to
go throughbeforeascan. With MRI,
most pacemakers, neurostimulators
and ferrous metalimplants canbe
contraindicated. The strong magnetic
field caninterfere with the function of
theimplant, and candisrupt, dislodge or
heat up components with unfortunate
effects. Initself, however, thisisa very
safe technique. After over 20 years of
useallover the world, we are pretty
certain that MRIscanning hasnoshort
orlong termdetrimental effects.

0s

These signals are detected by receiver coils in the
scanner, which uses mathematical formulae to
convert theminto a greyscale image.
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THINKING ALOUD

MarkHughes
Founder and director,

Harley Street Dental Studio

Interview: Ellie Costigan
Portrait: Orlando Gili

Harley StreetDental Studio
52Harley Street

London W1G9PY
02076365981
harleystreetdentalstudio.com

¢

Idecided early onlwasn'tgoingto
beadoctor. Youdon'thaveasmuch
independence andit takesalong time to
qualify. Atschoollhad an aptitude

for the sciences, biology in particular;
[like working with my handsand have
alwayshad abit of anentrepreneurial
spirit-dentistryincorporatesalot of
those things.

lam hugely rewarded by what
Ido. The sense of satisfaction
when somebody who's been
in pain, or embarrassed about
their teeth, leaves full of
confidenceisincredible.

We see tears of joy and relief.
That's very special.

[did abit of screenwriting—nothing's
madeit to themovie screen yet, butit'sa
hobby.Ilike clay pigeon shooting, Thave
aninterestincars, wine, food and travel.
Photography is a passion. Butit's finding
thetimetodoall these things.

Root canals, fillings, implants,
cosmetic veneers-I've had
itall. Like alot of people of

my generation, who weren't
particularly well educated
about dental care, [atealot
of sweetsand drankalot of
Coke.

We do getsome unusual cases. A classic
exampleis people openingbeer bottles
with their teeth; we deal with thatkind
of thingalot. One patientraced another
guy upaflag poleat university, but it
wasold and wooden andit broke. He
tumbled 20 feet, landed on hisfaceand
lost his four front teeth. He'slucky tobe
alivelHe was very embarrassed.

Going tothedentist canbeanerve-
wracking experience. Having surgery
inyour mouth while youre awakeis
quiteinvasive, soit'snotsurprisingit
frightens people. Alot of patientsare
verynervous, have highdemands,
there'satime pressureand thingsdon't
alwaysgotoplan.Itcanbeastressful
job, butit'sall part of what wedo.

Inour society, we possibly look down on
thedesire tomake our teethlook better.
But the paradigmis changing. Social
media's come along, and people are
increasingly concerned about how they
look. Your smileand your teethhavea
largeinfluence on how you're viewed-
how attractive youmightbe toother
people, butalsohow healthy.

Youmust floss-oruse
somethingtoclean
between your teeth. You're
only cleaning 60 per cent
of your teethif yourejust
brushing.

There'sstillahugelack of clarity

about what underpins dental health.
Everybody thinksif Ibrushmy teeth,
Iwon't get cavities' Actually, it'sabout
your dietand reducing your sugar
intake. They areboth equally important:
brushinglooksafter your gums; your
diet affects your teeth.

Alot of dentists, for want of abetter
description, areabit OCD-we deal with
micro-millimetres, soithelpstobea

bit of a perfectionist. Dentists tend to
beindependent, quick on their feet,
problem-solvers. They canalsobe quite
opinionated and forthright, particularly
whenit comes to treatment for their
patients.

Beingadadisthebest thingthat's

ever happened tome.lhave twosmall
children, onewho'salmost threeand
onewhao's 10 weeks old. Alot of my spare
timeisfocused on family life. Having
lived here for 25 years, werecently
moved out of Londonand wehavea
dog, sotherearelotsof walksinthe
countryside.

14—Prognosis




Prognosis—15




PROFILE
OFA
PATHOGEN

Campylobacter

Campylobacteris—unfortunately-a
genus of bacteria familiar todoctors
everywhereasone of the most common
causes of food poisoning in the world.
The technicalname foradisease caused
by campylobacter is campylobacteriosis,
andwhile thisis veryrarely life
threatening for most of the population,
the symptoms canbe unpleasant to say
theleast, responsible for millions of days
off schooland work every year.

People usually start feelingill two
tofivedaysafterinfection, but thiscan
beasmuchas10.The most common
symptoms of campylobacter infections
include diarrhoea, abdominal pain, fever,
headache, nauseaand vomiting, with
the symptoms typically lasting three to
sixdays.

Thereason for thebacteria’s success
isthat theylive happily inintestinal

tractsof poultry, cattle and pigs—our
most popular sources of meat-while
causing theanimals themselves no
harm.Itisonly wheningested by
humans thatbad things start tohappen.

The presence of spiral-formbacteria
inthestoolsandlargeintestines
of diarrhoea sufferers was first
describedin 1886 by German-Austrian
paediatrician Theodor Escherich. The
genus was first describedin 1963,
although the organismitself was not
isolated until1972.

There are—as we speak-17 species
and six subspecies of the campylobacter
genus. This not-so-happy family comes
inavariety of shapesand sizes. Look
at them through amicroscopeand you
will see spirals, s-shapes, curves, and
rod-shapedbacteria swimming happily
aroundin front of yourlens. Thereal
troublemakersasfarashumansare
concerned are campylobacter jejuni
and campylobacter coli, which are
foundin the majority of cases of human
campylobacteriosis.

Mostbacteria prefer amicro-aerobic
environment containingbetween 3-10%
oxygen,and unfortunately foruspartsof
our lower gastrointestinal tract sit nicely
between 2-7%, making us the perfect
hosts for these unwelcome guests.

Withabit of care, itiseasy toneutralise
campylobacterbeforeit getsinto your
systemandstartssettinguphome.Buy
your meat fromareliable source—dodgy
slaughter practices canbeafactorin
infection—and makesureitis cooked
properly. Thisdoesnot mean servingup
meat thatlookslikeithasbeen pulled from
ablast furnace—justensureitis cooked
throughtothemiddle.Itiseasy tofind the
minimum temperaturesdifferent meats
shouldreach. If youalsowash your hands
oftenwhenhandlingraw meat, any risk of
gettingillwillbegreatly reduced.

Once campylobacteriosisisupand
running thereisnot much youcan
do.Justlet thediseaserunitscourse,
drinkslots of water and accept that your
resolution tonever, ever eat meat again
willonly lasta few dayslonger than the
symptoms youare suffering.

Pathogen Abacterium, virus, or othermicro
organismthatcancausedisease.
micro-aerobicenvironment Anenvironment
inwhich the concentrationof oxygenislessthan
thatinair.

Gastrointestinal tract Theorgansystem
responsible for transportinganddigesting food
anddrink
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MUSEUM
PIECE

Bullet extractor
Royal College of Physicians
Museum

These three elegant but
slightly alarming objects,
owned by Sir Francis Prujean,
president of the College of
Physicians from 1650 t0o 1654,
were used for the decidedly
gory task of extracting bullets
fromthe humanbody. The
hooks were designed to

hold open the wound, but
itisthe middle object—the
extractor—that’s of real
interest. Thehandle atthe
top rotates a steel rod inside
the tube, which hasasharp,
corkscrew-like tip. Asbullet
material was softer than steel,
the tip would bore into the
bullet, and once there was a
secure connection it could
then be pulled out: simple,
effective and all done without
any anaesthetic.

Beth Wilkey,
museum curator

W
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ROYAL COLLEGEOQFPHYSICIANS

HARLEY STREET
HERO

Lionel Logue
(1880-1953)
Speech therapist at
146 Harley Street

Words: Sasha Garwood

Many people’sintroduction to speech
therapist Lionel Logue came with the
2011 film TheKing's Speech, where
HelenaBonham Carter's Elizabeth, then
Duchess of York, rings thebellat 146
Harley Street toimplore Logue (Geoffrey
Rush) to cure the future George VI's
stammer. Althoughreallifeisnot quite
like themovies, andit wasn't adesperate
Elizabeth of York but the formidable
Baron Stamfordham, private secretary
toGeorge V, who facilitated the pair's
introduction, luckily for George—and,
arguably, therest of us-Loguerose to
thechallenge. Thusbegan alifelong
friendshipbetweenmonarchand
migrant that may have been somewhat
more formal than the film would have
it,but wasnoless warmand heartfelt
forthat.

BorninCollege Town, Adelaide, South
Australiain 1880, Logue was the son of
anaccountant. Unsure what tostudy at
Prince Alfred College, he wasinspired by
therhythms of Longfellow's Hiawatha
tofocusonelocution, andbeforelong
wasgiving hisownrecitalsin Adelaide
tosubstantial publicacclaim. He taught
inKalgoulie and Perth before embarking
onaworldwideresearch tour with his
wifeMyrtlein1911. Onhisreturn, he set
up a practice treating shell-shocked World
Warlveterans with speechimpediments.
Thenin1924 heset out fora’holiday’to
England that wouldlast therest of hislife,

Twoyearslater, he established his
Harley Street practice. Egalitariantoa
fault, Logue charged wealthy clients
significant fees whilst treating poorer
clients for nothing. Therapeutically, his
success wasimmediate-particularly
with stammerers—-sohebegan to
specialise. Historianand speech

therapist Margaret Eldridge describes
his techniques thus: “His method
consisted in establishingineach
patientafirmbeliefin the possibility
of ultimaterelease from the stammer,
achieved through effort of will, courage
and determination... The practice
of exercisesinbreathing, voiceand
speech, and the performance of speech-
situation assignments were the means
by which self-confidence was gradually
established. Thereisnodoubt that Mr
Logue'sown character and personality—
hisgift of practical sympathy allied
tocommon sense, hishumour and his
charm-wereimportant factorsin the
successof histreatment.”
Charmingand effective enough,
then, tosave aking fromhis demons.
Logue'snoteson the future George
VI-then Albert, Duke of York—describe
amansorely inneed of practical
sympathy; with "acutenervous
tension..brought onby the defect. He
isof nervousdisposition.. Contracts
teethand mouth and mechanically
closesthroat..an extraordinary habit
of clipping small words—-and saying the
first syllable of one word and thelast
syllable of another.”

Logue'shill, drawnupon 31st March
1928, shows that the pair met for 82
appointmentsover 14 monthsbetween
20th October 1926 and 22nd December
1927, by which time the duke evidently
considered hismalady largely cured. Not
irrevocably so; besides Logue, whom
he continued to call on throughout his
life, many reports speak of Elizabeth
helping him withbreathing exercises or
toremove tricky consonants from his
speeches, so perhaps TheKing's Speech
isnotsofarwrongafterall.
OnGeorge'sdeathin1951, Logue
wrote to his widow with condolences.
“Since 1926 he honoured me, by allowing
me tohelp himwith hisspeech,andno
man ever worked ashardashedid, and
achievedsuchagrandresult.”Elizabeth's
reply stands testimony to the profound
influence Logue had upon her husband:
“Ithink thatlknow perhapsbetter than
anyone just how much you helped
theKing, not only withhis speech, but
through his wholelife and outlook on
life. Ishallalwaysbe deeply grateful
toyou forall youdid for him.” The new
ElizabethIIpersonally sent Loguea
gold snuffbox asapersonalmemento of
her much-missed father. But by then,
Logue'sownhealth was failing,and he
died of kidney failureon12th April 1953,
leavinganationincalculablyricher for
his presence behind him.
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A DAY IN THE LIFE

Joana Santos, senior theatre nurse

at The London Clinic

Interview: Clare Finney
Portrait: Joseph Fox

Tomost patients, weTe almost completely
invisible. When a patientis called for their
operation, they'reanaesthetised before
they get tous. When they wake up, they
arealready inrecovery, unaware of
everything thathashappened

Thisinvisibility can sometimesfeela
bit strange, butitdoesn'tmake usanyless
important:many patients comehere to
havesurgery of somesort, so the theatre
isreally at the heart of the hospital.
Some of the surgeriesare very simple,
likeaherniarepair, but someare pretty
complex, like major laparoscopic surgeries
or thoseinvolvingrobots. It still feelsodd,
passinginstruments toamachine.

Of course, the surgeon still controls
therobot-they'venotreplaced them
yet, and they've notreplaced useither!
Butusingrobots minimises the chance
of infectionbecause no oneis touching
the patient,and abig part of our jobis
toeliminateinfectionrisk wherever
and however wecan.Infact, thevery
firstthingyoulearnasatheatrenurse
ishow toscrubup-thatis, towash
yourself and put your gown on without
contaminatinganything, and toremain
sterile throughout the whole procedure.
Scrubbing upis thefirst thingIdo
whenlarrive at work for my shift, after
checking the schedule for the day:.

Thewhole processhasbecomeroutine
formenow, but it took some getting
used toat first. It sounds simple, but
there'sareal technique to washing your
hands, nails, fingersand forearmsina
surgical way,andit takesalot of training.
Thenthere'sthe fact that youhave to
remember throughout thesurgery that
youcan't, forexample, scratch your
nosewith your sterilegloves.It'slike
pullingoutinacar withoutindicating or
checking your mirrors—yousimply don't
doit.Likewise, needing thelooor feeling
hungry duringalong operation—-you
learnnot to, becauseitmeansleaving
the theatreand then scrubbingup again
whenyoureturn.I've found that porridge
istheonly breakfast that seesme
through themorning.

Afterscrubbing up, weset the trolley. We'll
have ourbasicmaterialsand tools-swabs,
gauzeandsoon-butwellalsohavethe
instruments for the specificsurgeryona
triple-wrapped tray. The outer wrap will
notbesterile, theinner wrapissterile,

and themiddle oneactsasaninsurance
layer. Thismeanswecan transportthe
instruments without ever compromising
what'sinside. Only once the patientisin
the theatre, anesthetised on the table,
doweopenthesetrays:thefirstlayeris

ENT A specialism involving medical and surgical
treatment of the ears, nose and throat. They

are often studied as a combined unit because
the structures are closely interconnected.
Laparoscopic surgery A surgical technique in
which operations are performed through small
incisions, also known as keyhole surgery.
Micro-surgery Surgical field where specialised
operating microscopes and precision
instruments are used to perform procedures.
Recovery room Aroom where apatient is taken
after surgery to safely regain consciousness and
receive appropriate post-operative care.
Surgical sharp The name given toany
instrument used for cutting or piercing during a
medical procedure, such as a scalpel or surgical
scissors
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Insurgery, itisarespectful
environment, of course, but
we do chat about normal
things. Some surgeries can
last for aslong as six hours,
soitisimportant thatyou
stay mentally lively—and
humour can be a big part

of that
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When it comes to closing up,
the mostimportant ruleis
that what went in must come
out: every swab, every sharp,
everything. If you could hear
us finishing up, all you will
hearis endless counting
aswe sew up each layer.

We count, and we count
again, and every number is
checked up on aboard

openedby an‘unscrubbed nurseoutside
thetheatre, thenatheatrenurse proceeds
toopenthesecondand thirdlayersto
accesstheinstrumentsandpass themto
thesurgeonasand whentheyreneeded.

Astheatrenurses, our first concernisto
look after the consultant-toensureheor
shearrivesat thesurgery tofind theright
toolsin theright places. The consultants
who come toour hospital practiceallover
Londonandareofteninternationally
renowned. They havearight toexpect
thebestand wedoeverythingwecan
tomake sure theygetit.Consultantsare
extremely focussedand beingable to
communicate with themefficientlyin
theatreisanimportantskill.

Each consultant worksinadifferent
way according to where they trained-
asurgeon from The Royal Marsden, for
example, willwork in adifferent way
toasurgeon from St Thomas'-and you
have tospend time getting toknow
them. Afterawhileit comesnaturally;
youknow what they need. Alotof them
returntothehospital soweend up
buildinga very trustingrelationship.

Oneconsultantinparticularis very
funny-time flies when we're working
withhim. People are surprised tohear
it,butitisveryraretogointoatheatre
anditallbequietandsombre.Itisa

respectfulenvironment, of course, but
wedochataboutnormal things. Some
surgeries canlast foraslongassix hours,
soitisimportant that you stay mentally
lively—and humour canbe abig part of
that. Withasmany as six people working
inaconfined space—anaesthetists,
radiographers, specialists, other theatre
nurses—itisalsoessential that weall get
along well.

The variety of surgeries we assist with
isenormous.[thinkImusthaveseen
justabout every organinthebody by
now.Idon't consider any surgery too
challenging-we'Te very highly trained-
butsomeare certainly pretty complex:
forexample, even the most experienced
theatre nurse would findithard to
scrubup for ENT if they had not done
itbefore, astheinstrumentsare very
different to those you would use for
generalsurgery.

Anotherrather complex operation
whichwedohereisthedeepinferior
epigastric perforator-the DIEP-for
women who have hadamastectomy.
Itisalong procedure: abit of plastic
surgery, abit of microsurgery and abit
of reconstructive surgeryallinone.In
it, we takeapiece of skinand fat from
thetummyand putitonthebreast.Itis

probably thebest we could hopeforin
termsof breastreconstruction.
Throughoutany surgery we follow
protocols, non-stop. These are designed
forbest practice.Inthatrespect,
sometimes very different operations
canfeelexactly the same. Whenit comes
toclosing up, for example, the most
importantruleisthat what wentinmust
comeout:every swab, every sharp,
everything.If youcould hear us finishing
up, allyouwillhearisendless counting
aswesew up. We count,and we count
again, and every number is checked up on
aboard. Wearevery, very vigilant.
Oncethepatientisintherecovery
room, we set things up for next patient.
Weareaiming for a turnaround time of
20minutes. Thenwescrubupand start
allover again with thenextone.Each
shiftlastsabout sevenhours, butifan
operation takeslonger, you stay longer of
course.llovewhatIdo.It'sfunny: when
[wasdoingmy nursing courselalways
saidldidn't want tobeatheatrenurse.
Now Icantimaginedoinganythingelse.

¢

TheLondonClinic
20DevonshirePlace
London W1G6BW
02079354444
thelondonclinic.co.uk
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Imagine...

fast access to a doctor, 24 hours a day.

Well, now it’s possible... .

Whether you need to see someone in your
home during the early hours of the morning
or just after lunch at our Central London
practice, we’ll be there to help you with
24/7 access to our doctors.

We will quickly diagnose, test and provide
you with results on the same day, and refer
you to a specialist consultant if necessary.

To book a home or hotel visit, or for
an appointment at the practice, call
us on +44 (0)20 3797 4038, or email
info@thelondongeneralpractice.com

The London General Practice
16 Devonshire Street, London, W1G 7AF

Callus now on 020 3797 4038 - 24hrs

THE LONDON GENERAL PRACTICE
PRIVATE GP SERVICES




SECOND
OPINION

Should statinsbe
routinely prescribed
topatientswith
high cholesterol?

No: there arelots of
otherthingsyoucan
dofirsttotrytoreduce
your cholesterol

DrMartinSaweirs

Statinsarevery effective atreducing
your cholesteroland they willdo this
very well for the majority of people.
However, my feelingis that they should
notberoutinely prescribed to someone
who presents with high cholesterol.

Split the populationin two: people who
havehadacardiaceventsuchasheart
attackor stroke, and people whohaven't.
Forthefirstgroup, youaretryingto
preventanother event,and for themthere
isprettyrobustevidence that prescribing
statinsisanexcellent treatment.

But for everybody else-the majority
of the population—youare trying tostop
theeventinthefirst place.For those
people, lotsof researchisbeingdirected
athow effective statinsare atreducing
therisk of aheartattack or stroke.
Currently, theevidenceisn't conclusive.

Asdoctors, welook atsomething
called numbersneeded to treat’'-that
is,how many people you would need to
giveamedicine toinorder to prevent one
negativeevent. In thiscase, howmany
people wouldneed to takeastatinevery
day for five yearsinorder to prevent one
heartattack or stroke? At themomentitis
about 60 or 70 people whichisarelatively
highnumber to prevent that one person
havingacardiacevent.

Nomedicationis without side-
effects,and withstatins, thesesitina
spectrum frommuscle aches toactual
musclebreakdown. Musclebreakdown
isextremely rare, but muscleachesare
more common. Theissueis complicated
by something called the ‘nocebo'effect.
Thisiswhenyouinformapatient of the
potentialside-effectsand they goonto
develop them through psychological
mechanismsrather than chemical ones.

Asadoctor youaredutybound
tonotify patients of potential side-
effectsandifapatient tellsyou they
aresuffering, youhavetotreatitasa
reaction to themedication. Thisisjust
anotherreason toavoid prescribing
statinsif youdon'thaveto.

Sotaking the numbersneeded to treat’
approach, statistically youaregiving
agreatmany peopledaily medication

withpotentialside-effects, all toprevent
asingleoutcome. Andwhoistosay
whether thatisareasonablerisk? Some
peoplemay decideitis, othersmay not.
Therearelotsof things youcandoto
reduce your cholesterol. Thebigoneis
giving up smoking.Iwould also suggest
exercise. Wearenot talking about
training foramarathon, just two to two-
and-a-half hoursof light exercise, or 90
minutes of intense exercise, every week.
Changing yourdiet canalsobe
effective; cuttingdown on processed
sugarsand eatingmoreaily fish, which
havebeneficial effects on your cholesterol.
Eatingmorefruitand vegetableseach
week-whichIknow frompersonal
experience canbedifficult tomaintain
overalong time-iswellworth theeffort.
Doing these thingscanhaveenough
of aneffectoncholesterollevelsfor some
peoplenot toneed togoonmedication.
Itistheideal solutionbecausenotonly
istheir cholesterol gettinglowerbut
their cardiovascular and general fitness
improves, withallthebenefits thatbrings.

¢

DrMartinSaweirs
132Harley Street
LondonW1G7]X
07481989394
drmartingp.com
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Yes: everyone, whatever
their cholesterol levels,
should take statins after
acertainage

DrLaurence Gerlis

Iamavery strongbelieverinstatins.
Infact, Ibelieve themtobeoneof the
greatest medicaladvancesof the20th
century. Therehasbeenalot of debate
about theside-effectsof statins, witha
possiblelink todiabetesand muscular
problems. But while these questions must
beinvestigated, we should notabandon
thedrug.

My wife'sbrother died of aheartattack
attheageof 33 while playing football.
Hewasactive, very fit,anon-smoker. He
only hadonerisk factor forheartdisease:
aninherited high cholesterollevel. And
itkilledhim, leavingawidow and three
children.Had hebeenonstatins, they
would have dramatically reduced this
risk. But whileladmit there'sanemotional
aspecttomy stance, [believeitisbacked
upby thedata.

Like any medication, [donot prescribe
statinslightly. Cholesterol comesin
twotypes:high density lipoprotein
(HDL), whichisgood, andlow density
lipoprotein (LDL), whichisbad,and the
ratiobetween the two typesisvital. HDL
cholesterolisactually protective of the
heartand some peoplenaturally have
highHDL levels, which causes theirhigh
cholesterolreading. If thisis the case you
don'thave to prescribe any medication.

Lifestyle choicesalsoaffect people’s
cholesterollevels. Youcanreduce
cholesterol with changesindiet, and
sometimes thisisenough.lalsolook at
otherrisk factors forheartdiseases:
dothey smoke, are they overweight,
dotheyhavediabetesor highblood
pressure, andsoon.If actionisneeded on
any of theseIwilladvise accordingly.

Butif afterabout 10 weeks their
LDLisstillelevated, Iwillstartapatient
onstatins, evenif none of the other
risk factorsareaconcern.Iwouldalso
chooseahighenoughdosetohavean
effectassoonaspossible. Once youstart
treatment, youshould dosoaggressively
sothat the patient startstoget the
benefitsassoonaspossible, and then fine
tune thedoselater.

Iwouldstart themononeof the
simpler oneslike simvastatin, butif they

developedside-effectsIwould trya
different type. Thereareawide variety
of statins to choose from, so youshould
alwaysbeable tofind one that works
Infact, my beliefinstatinsgoes further:
Ibelieve that everyone, whatever their
cholesterollevels, should takestatins
afteracertainage. Wehaveanageing
population withincreasing cases of
dementia.Most age-related dementia
isactually causedby hardeningof the
arteriesin thebrain causing ministrokes
whichkillbraincells. Thisislinked to
cholesterol, sostatins couldimprove the
lives of thousands of families.lwould start
thinkingabout this when peoplereached
theirmid-30s, before they start furringup
theirarteries.
[takestatinsmyself.lamonmy third
different typebecauselsuffered some
unpleasant side-effectsfrom thefirst
two,solamnotpretending that theyare
apanacea. However, [believe they area
firstclass, life savingdrug,and making the
mostof them wouldlead tohuge public
healthbenefits for the countryasawhole.

SameDayDoctor
14 Wimpole Street
LondonW1G9SX

02076310090
samedaydoctor.org
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THE BIG
INTERVIEW

Dame Professor Donna Kinnair
One of Britain’s most senior nurses
talks to Prognosis about her roots

in community nursing, sitting on
government commissions and why
she believes thetitle ‘nurse’isin dire
need of protection

Words: Viel Richardson
Portraits: Orlando Gili
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TheRCNheadquarters
onCavendishSquare

“Tobehonest,Iwasn’texactly
sure whatadamehood was
whenlIgottheletter,” says Dame
Professor DonnaKinnairaswesit at
around table within the Marylebone
headquarters ofthe Royal College

of Nursing. “Oneofmysons hadto
research exactlywhat it meant. It was
a hugesurpriseoncelrealisedthe
honourthat was being bestowed.

The letter had been ssitting there for
threeweeksasIhadbeenaway in
America, soIhad togetamoveon
withthereplyincasethey thought
Iwasturningitdown.”

Itwasvalidation of a career with
deeply personal roots. Dame Donna’s
father was chronically asthmatic
and she saw first-hand the impact
that good quality nursing could
have onapatient. Thisleftadeep
impression on her—butitwasn’ta
straightline from childhood dream
tonurse’suniform.

“My brother died when Iwas about
4yearsoldandIdidn’t think Iwanted
tobearoundillness and death,” she
says. It was not until she was working
in Marks & Spencer, having decided
todrop out ofamaths degree, that she
again crossed paths with the nursing
profession.

Having married her childhood
sweetheart, Donnawas pregnant
with her first child when avisittothe
company’s occupational health nurse
changed the direction of herlife. “T
was telling her how much I had wanted
tobeanurseasayoungchild, when she
looked at me and said: ‘You still could
be.’Irealised then thatthedesire had
never really gone away. As soon as my
sonwasborn, Ientered nursetraining.

2

She knew instantly that she had
madetherightdecision. Sheloved
the patient contact from the
beginning, and nursingsatisfied
thatacademic part of her nature that
hadbeen left unfulfilled by university.
“Iamoneof those people who likes
studyingand this career has given me
theopportunity tostudy as much as
Iwantto, overawidevariety of areas,”
Dame Donna continues. “Iremember
spendingalot of time improving my
understandingofthebrain during
training, simply becauseit happened
tointerest me.”

Sherecallsusingthat knowledge
todrawadiagram of the brain fora
patient who had suffered a minor
stroke. The patient wastryingto
understand why the problem had not
been flagged up duringinitial tests.

“It helped the patient understand what
had happened to her, which eased some
of heranxiety.”

For Dame Donna, thisisawonderful
example of the two sides of nursing
comingtogether: technical knowledge
and emotional intelligence. “There
isarealsenseof satisfaction whenyou
make this kind of connection,” she says.
“You canseethegoodyou aredoing for
another human being.” She believes
thatthese moments of communication
lie at the very core of nursing.

DameDonna’s career has given her
aclear-headed view of whatis needed
todothejobwell. Thereis no place for
misty-eyed romanticism about “gentle
angels mopping fevered brows”; dealing
withillness can be dirty, physically
demandingand emotionally draining.
Andwhile there are patients who
develop good relationships with

nurses, there are others whose
reactions range from stubborn non-
cooperation to outright hostility, and
anurse needsthe ability to deal with
itall.

Nursing calls for aspecial kind of
person: someone who can combine
critical thinking with compassion,
and whose central concernisalways
the welfare of the patient.

Such peoplearenotaseasytotrain
assome would have you believe, says
Dame Donna, and those we have
are often not valued enough. While
some—notably, she says, some of those
in Westminster—would disagree with
these statements, everyone can agree
ononething: the NHS does not have
nearly enough of them—asituation
which hasled toan over-reliance on
agency staff.

One of the aspectsof thissituation
Dame Donna finds most frustrating
isthatthe present state of affairsis
neither new, nor unforeseen. In
2010, shewasinvited tositonthe
prime minister’scommission onthe
future of nursing and midwifery.

Its purpose wastolook at the state
of nursing from recruitment and
training, throughto the challenges
nurses face onthe ward and outin
the community.

“Oneofthereally interesting strands
of thediscussionwas, for thefirst time,
the government really thinking about
theroleofthe community nurse and
how care could be integrated into the
community,” she says. “A community
nursesees a patient with Alzheimer’s,
say, only occasionally, but the patients’
families livewith them full time. Part

CHRISREDGRAVE
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There are fundamental
attributes which underlie
nursing everywhere. Can
you observe when a patient is
deteriorating and needs some
assistance or anintervention
to get them back on track?
Canyou understand their
recovery path from whatever
illness or procedure they
have had? Can you spot if
they are struggling
emotionally as well as
physically? Do you have the
empathy skills to help them
through a difficult patch?
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Dame Professor DonnaKillair
Director of nursing, policy and practice,
Royal College of Nursing (RCN)

Previous posts

Deputy director of nursing, RCN

Head of nursing, RCN

Clinical director, Barking Havering and Redbridge
University Hospitals NHS Trust (BHRUT)
emergency department

Director of governance (BHRUT)

Editor of Nursing Management, RCN Publishing
Company Ltd

Chief nurse, NHS South East London Cluster
Director of commissioning and nursing, NHS
Southwark and Southwark Health and Social Care

Public service

Advisor to Prime Minister's Commission on the
future of Nursing and Midwifery

Nurse/child health assessor to the Lord Laming
inquiry into the Victoria Climbié murder case
Taught medicallaw, ethics and child protection
in Britain, New Zealand, Russia and Kenya

of therole ofthe commission was to
discuss howwe could work with carers
in an effective way, tosupport the nurse
in providing high quality care for the
patient while not leaving the family
isolated and exhausted.”

Itrequired taking an honestlook
atthe number of qualified nurses
available, askingiftheir training was
uptothetaskandifitwasn’t, what
action needed tobe taken. “Oneofthe
phrasesIclearly remember fromthat
commission was ‘carequake’. Both on
theward and in the community, we
did not have enough nurses, which
meant they were underincreasing
pressuretodeliver awidevariety of
typesof care. Unfortunately, thisis now
something nurses are experiencingona
daily basis.”

Intheend, thetiming of commission
meant it fell foul of the political
cycle.Anelectionledtoachange
of government—one with different
priorities. The commission’s final
report was, however, published, with
recommendations that were grouped
intoseven areas, all of which need
urgentattention. Onein particular
resonates deeply with Dame Donna,
becauseshebelievesitliesat the heart
of many oftheissues currently faced by
the nursing profession—the suggestion
that thetitle ‘nurse’ should be given
statutory protection.

“Insomewaysit’sdifficult todefine
anurse, becausethey can workin so
manyfields—neonatalunits, care
homes, intensivecare, accident and
emergency, cancer units—each of which
requiredifferent and often specialist
skillsets,” she explains. “But thereare
fundamental attributes which underlie

nursingeverywhere: canyou observe
whenapatientisdeterioratingand
needs someassistanceor an intervention
togetthembackontrack? Canyou
understand their recovery path from
whateverillnessor procedurethey have
had?Canyouspotiftheyarestruggling
emotionally aswellas physically? Do
you havetheempathyskills to help them
through adifficult patch? Finally, if their
prognosisisterminal, doyou havethe
ability towork with them psychologically
sothat, whereverthey aregoingto, they
arriveinpeace.”

The British public holds nurses
inhighregard, which accordingto
Dame Donna, cansometimesbea
double-edged sword. “The NHSisa
veryeasy target for politicians, and
with nurses making up the highest
percentage of NHS workers, making
pronouncements about nurses can be
ashortcut fortalkingabout the NHS
asawhole,” Dame Donnaexplains.
“Politically, you can play games
with theterm ‘nurse’, asitis not
currently protected.”

Atpresent, thetraining programme
produces four types of nurse: adult,
children’s, mental health, and
learning disabilities nurses. However,
people who have not passed anursing
degree coursecanstillusetheterm
‘nurse’ in their title—something Dame
Donna feelsis unhelpful. She explains
that what the Royal College of Nursing
wantstoguard againstis the public
being confused about whetherthe
person attendingtothemisanurse
who hasundergone three years of
training, or a healthcare worker who
hasnot.

Iamone ofthose people
wholikes studyingand
thiscareer hasgiven
me the opportunity to
study as much asIwant
to. Iremember spending
timeimproving my
understanding ofthe
brain duringtraining,
simply because it
interested me
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What we can expect
fromthe NHSinthe
future? What canit fund,
and how are we going
tochange the structure
todowhatwe thinkis
necessary? Asthe people
most oftenin contact
with patients, itis vital
that nurses’ voices play
aroleinthedebate

“Thegovernment wantsto introduce
whatis called a ‘nursingassociate’,”
Dame Donnaexplains. “Atthe RCN
wearenot keenonthistitle, because
whilethefinal level of training they will
needisyettobefinalised, it lookslikeit
willbe belowthat of an enrolled or state
registered nurse.” Whileitisstill early
inthe process, the current proposal is
tomake these nursing associates band
four healthcare professionals, meaning
they have some kind of healthcare
qualification, but crucially have not
undergone nursingtraining, socan
only work under the supervision of
aqualified nurse. “Ifthis doesend up
beingthefinal position, they could have
hadnoformal nursingtraining, yet still
havethewordnurseintheirtitle,” she
sayswithahintor frustration.

The healthcarelandscapeis
already crowded with ‘nurses’. Many
healthcare workers do vital work
supporting physiotherapists or
rheumatologists, for example, but
whilethereisnoreal nursinginvolved
intheir duties they are routinely
referred toasnurses.

Dame Donnasees political benefits
inagrowing profusion of ‘nursing’ titles.
“Atthe momentapolitician can claim
tobeincreasingthenumber of peoplein
nursingbyincludingtheseroles. While
technicallytrue, itismisleadingand
canleadtoconfusionabout thereallevel
of action needed to redress the current
shortageof trained nursingstaff.”

Of course this discussion is
nottaking placeinavacuum:the
world in which nurses operate is
continually changing, and asitdoes
so, new challenges are emerging.

One ofthe biggest we are facing at

the momentis an ageing population,
with the growth in dementia-type
conditionsthat come with it. The
countryas awhole will have to find
away to meet thischallenge, butitis
healthcare professionals, and nurses
inparticular, who are goingtobe atthe
sharpend, managingthe conditions
and supporting families.

“For meoneofthebiggest challenges
isthatof risingexpectations. What we
canexpectfromthe NHSinthefuture?
What canitfund, and how arewe going
tochangethestructuretodowhatwe
thinkis necessary? These are difficult
questions and asthe people most often
incontactwith patients, itisvital that
nurses’voices play animportant rolein
thedebate,” she sayswith real feeling.
“Thepublicvalue nurses immensely,
buttherelationship between nurses
andpoliticiansisverydifferent. There
needs to be an honest conversation about
theroleofthe nursewithin thefield of
healthcare: what nurses’ responsibilities
areandwhere nurses stand in relation to
other healthcare professionals.”

Whiletheissuesfacingthe
profession are serious, and Dame
Donnaisworking hard to tackle
them, atwinkle is never far from her
eyeaswe talk. While itis nodoubt
stressful at times, in essence her
jobistofind creative ways to make
things better for those that workin
aprofession she loves. Any success
makes thelives of thousands of her
fellow nurses better.

“Itry tomalke surethat any
conversationsI have—whether
itiswithgovernment ministers,
representatives fromother countries,
ornursingleaders fromaroundthe

UK—arepositive, andthat they inspire
confidencein nursing,” shetellsme.
“Twant tomakesurethat people
understand that we do have wonderful
nursesin this country; nurseswho
develop practicethatis cuttingedge, and
becomesthebenchmark.”

The Royal College of Nursing
spends ahuge amount oftime
exploring good practice around

the world—whatisbeingdone
elsewhere thatthe UK could learn
from, how good practices developed
inthiscountry canbe shared
elsewhere, how new challenges such
asantibioticresistance are being
met and how safe practicescanbe
developed for working with epidemics
such asthezikavirus, protecting
nurses and patients alike.

While the implications of her
work may sound a bit dramatic,
Dame Donna is happy with her lot.
“Personally, Ihave hadthetime of
mylifeas anurse,” she sayswith a
smile. “Thavetotally loved my career.
It hasbeenvery diverseand has
given metheopportunity to manage
things, tousemy love of academic
study, shakethings up, work in child
protection. Thereis huge possibility
Sfordiversification into different fields.
Ifyou havefundamental knowledge
of howto nurse and think about why
you'redoingthings, Ithinkitisa
fantasticcareer.” R

Royal College of Nursing
20 Cavendish Square
London W1GORN
02074093333

rcn.org.uk
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Success for elite athletes demands
commitment,sacrifice and intensive training.
Italso demandstherightdinner. Prognosis

\\pau_l_ visittothe Royal Society of Medicine

Words: Mark Riddaway
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Atthe2008 OlympicsinBeijing,

the GreatBritainwomen’shockey
teamdid whattheyhadalmost
always doneinmajorcompetitions:
finished amongthealso-rans.

Sixth place—notacompletedisgrace,
consideringthey’d failed toeven
qualifyin2004, but hardly the kind of
performancetosparkwild celebrations
and openbustours.

Afterwards, when the team gathered
togetherinthe Bisham Abbey sports
complextodiscusstheirgoals forthe
2012 games, adecision needed tobe
made. Accordingto Alex Danson, the
star striker who made her international
debutin2001and remainsavital
member of the squad, this proved to
be apivotal meeting. “Tremember
beingsatinaroom, andourcoachsaid
tous: ‘What doyouwanttoachievein
London.’ Oneoftheplayerssaid: ‘Gold.
Let’sgoforagold medal.” AndI'llbe
completely honest, Iremember thinking,
inthe history ofthewomen’s game we
haveneverwon a World Cup medal,
we haven’twon an Olympic medalin
20years. Who areweto think we can
competeinthreeyears’time?”

Butthinkittheydid. And whilethey
didn’twin gold, they came mighty close,
losingatight semi-finalto Argentina

before poweringtoabronze medal.
Fouryearson, theirgoal remains
thesame: victory, nothingless. That
transformation, from mediocrities to
genuine contenders, required Alexand
herteammatestochangetheirapproach
toany numberofthings: howthey train,
howthey think, howtheytravel, how
theysleep—and howtheyeat.

“Thekeyformewas understanding
howimportant nutritionwastoenable
metodotherequiredstrengthand
conditioningwork—it’s horribleandit’s
hard, andIcan’tdoitunlessI'mfuelled
correctly,” says Alex. “Itwas thebiggest
shiftin mywholecareerasanathlete.
UntilThad accesstoa nutritionistinthe
build up to London, and even moreso
now, Inever quite realised how connected
thetwowere.”

Alex, appearingonstage with her
team’s nutritionist, Emma Gardner, and
strength and conditioning coach Ben
Rosenblatt, offersthisinsightas part
ofaday-longsymposium at the Royal
Society of Medicine, which hasgathered
together some of the top practitionersin
the world of elite sports nutrition, many
of whomwill have adirectinfluence
onTeam GB’s medal haulin Brazil this
summer. Organised by James Collins,
president of the RSM’s food and health

Glycogen The formin which carbohydrate is
stored in the humanbody

Lipid metabolism The synthesisand
degradation of stored fats to create energy
Nutrition periodisation Matching energy
and macronutrient intake on a day-by-day,
meal-by-meal basis

34—Prognosis

REUTERS/ADREESLATIF




Some of our established
ideas about nutrition
simply don’t stack up
when applied to highly
trained athletes.
Would you or I benefit
from exercising while
starving hungry?
Absolutely not. Would
an elite road cyclist?
Almost certainly

forumand head nutritionistat Arsenal,
and MarkEllison, lead performance
nutritionist for Manchester United and
GBBoxing, its panelistsrepresent the
cuttingedge of thisfascinating field.

Itisalso, without doubt, the fittest,
leanest group of British medical
professionals ever to have sat together
inasingleroom—atthelunchtime
buffet the fruitsalad iswolfed down
withabandon, whilethegirlserving
thebread and butter puddingstares
listlessly intothe middle distance. Of
the many conclusionstobedrawn from
afascinatingday of discussions, oneis
that sports nutritionistslargely practice
whatthey preach.

Atitsroot, thejob ofthe sports
nutritionistis asimple one: toenable
athletestoreachtheirhighest potential
onthe day of competition by providing
themwith theright fueland nutrients
forbothtrainingand performance. This
may involve shaping body composition
andtriggeringtrainingadaptationto
increase speed, power, flexibility or
stamina. Inthe case of weight category
sportssuch asboxing, rowingand
taekwondo, it may involve careful but
rapid weightlossin the daysbefore
competition. And inanyinstance it will
requirethe provision ofthe necessary

fuel to maximise performance on
thedayandrecoveryimmediately
afterwards. Butbeyond these
generalisations, elite sports nutrition
appearstobeadeeply complex mix of
science and psychology.

Astheeventunfolds, several key
themesdevelop. Thefirstof theseis
thatwhilesports nutritionisrootedin
hard, experimental science, researchers
workingattheelite end are constantly
hampered by the gapsbetween what
canbemeasuredinthelaband what
actuallytakes placeinthebodies
ofthistiny subset of people, with
theirextraordinary, hyper-trained
physiology. As DrJames Morton, a
researcher at Liverpool John Moores
University and the head of nutrition
forthe Team Sky cyclingteam, puts
it, “whatweknow about fuel usein
exerciseisunfortunatelyrestrictedtothe
laboratorysituation; therealworld is
completely different.”

Stickingsomeone on an exercise bike
inauniversity, nomatter how hard you
make thatsubject work, is never going
toreplicate the experience of competing
inthe Olympics, with an audience of
billionslookingon and the stresses
of competitionjabbingtheirtendrils
intothebrainand muscles. Similarly,
attemptingtowire Mo Farahtoaload of
monitoring machines while he attacks
thefinallap of the 5,000 metresisclearly
anon-starter.

Asaresult,some of ourestablished
ideasabout nutrition simply don’t
stackupwhen applied tohighly trained
athletes. Would you or Ibenefit from
exercisingwhile starvinghungry?
Absolutely not. Would an elite road
cyclist? Almost certainly, orsoJames’s
research would suggest.

Another example: Dr Graeme Close, who
works alotwith power athletessuch as
rugby players, describes as “nonsense”
the frequently cited ‘fact’that the body
canonlyprocess20gof proteinina
single meal. “That might betrueinthe
contextofastudy doneusing 70-80kg
studentsdoingasinglelegexercise,” he
says. “Butwhat happenswhenyou're
workingwith genuine power athletes?
Peoplewho’vedonethistrainingfor
years, whenI'vesuggested 20gisenough,
they’vesaid, ‘Yeahright, youtrygetting
tothissizeon20gofprotein.’ They’ve
beensayingtherealnumberis40gor
50g.” Graeme believes that the scientific
literature is only nowbeginningto catch
upwith the practical experiences of
athleteswho have managed topackon
muscle by traininglike Trojans while

ingesting quantities of protein that
would cause the eyebrow ofaregular
nutritionist to twitch.

Everysportisdifferent. “You haveto
really understandtheenergy demandsof
aparticularsportbeforeyou can assess
thenutritional needs,” insists Graeme.
Forexample, we know, generally
speaking, thatthebodyburnsfatduring
extended periods of moderate exercise
and uses carbohydrate to fuel bouts
ofintense exercise, but foranything
otherthanthe moststraightforward of
sports—the100m sprint, for example—
thebalancebetween the twoislikely to
bebewilderingly complex. Grand tour
cyclists, for example, oscillate quite
naturally between periods of gentle
cruisingand boutsof crushing intensity.
These shifts have tobe minutely
understood for an effective nutrition
plantobeimplemented.

The more worka nutritionistcan
dointhefield, thebetter. “Ratherthan
researchingforpractice, I'vealways been
interestedin engagingwith practicein
orderthatwethenasktheright questions
inthelab,” says James. Graemetalks
aboutthevalueofgathering muscle
biopsies from willingathletes—
essentially removingatiny slice of
muscle from the same areabefore and
afterexercise toexamine changesinits
biochemistry. Thisisaworld in which
gathering proper datais absolutely
essential, and thatrequires the constant
cooperation oftheathletes.

Tomakethings even more complex,
youalsohavetounderstandthe
individual athletesand theirlives
beyond thetrainingground. Graeme
citestheexample of arugby clubwhose
playershad theirenergy use measured
acrossthe course of a week. Despite
undergoingtheexactsametraining
programme, someburntanaverage
0f4,500 calories per day, while others
averaged 6,500 calories—ahuge
disparity, mainly down tolifestyle.

It’snotenough, therefore, for
anutritionisttowanderintoa
trainingcamp and hand outthe
same photocopied plantoevery
member ofasquad. Periodisation
and personalisation: thesearethe
watchwords.

Understandingthescience,
understandingthe sport, creating
personalised food plans: all are essential
partsofthe sports nutritionist’s role. But
without the athlete’sbuy-in, it’salljust
numbersonaspreadsheetand colour
barsonacalendar. Food ismorethanthe
sum ofits nutritional components—itis
abasichumanneed, and one thatstirs
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STICKING SOMEONE ON AN
EXERCISE BIKE IN A
UNIVERSITY LAB, NO
MATTER HOW HARD YOU
MAKE THAT SUBJECT
WORK, IS NEVER GOING

TO REPLICATE THE
EXPERIENCE OF COMPETING
IN THE OLYMPICS, WITH

AN AUDIENCE OF BILLIONS
LOOKING ON AND THE
STRESSES OF COMPETITION
JABBING THEIR TENDRILS
INTO THE BRAIN AND
MUSCLES
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upallkinds of emotional responses.
There arethings welike and dislike,
thingswe crave beyond reason. Some
people enjoy cooking, othersdon’t.
Someathletes canrobotically follow a
stricteating plan, day after day, week
afterweek, while othersjustreally want
toeataMarsBar.

Michael Naylor, lead nutritionist
atthe English Institute of Sport,
groupsathletesinto four fairly self-
explanatory categories: the scientists,
the questioners, thedinosaursand the
bored. Ofthese, the dinosaurs—those
highlydecorated older athletes who
fondly remember the days when chicken
currywasonthe pre-match and who
deride their nutritionist’sadvice as
airy-fairy nonsense—are the toughestto
workwith (“Sometimesyoujust haveto let
itbe...”)—butthe otherscanbe coached
alongtheright pathinvariousways.

Michael offers some examples from
hisworkwith Southampton FC. “There
weresomefoodsinthekitchen that
weren’tgreat, and wewanted tonudge
theplayerstomakethebest decisions.
Wedidn’twanttojustscrapeverything,
takeallthetreatsout; wewantedtogive
themtheskillsto maketheright choices,
ratherthanjust policingthemallthe
time.” Thisinvolved plenty of education
and somesubtlestepsinthe canteen:
puttingthe veg out on the counter before
thecarbs, drawinganinfographicon
thehomemadeyoghurtsflaggingup
their high protein content, leaving the
lid offthe nut butter in away that invited
consumption. Thisisallasmuch apart
ofthe nutritionist’s role asthe number
crunching.

AccordingtoEmma, the GB hockey
team’s nutritionist, team sports present
aparticularchallenge. “Teams spend
alotoftimetogetherandtheyinfluence
eachother,” sheexplains. “Sometimesin
positiveways, but sometimes we haveto
dosomemythbusting.”

When shefirststarted working with
thewomen’s hockey team, there was, she
says, a cluster of athletes who were quite
carb-phobicin nature—unsurprising
given the compellingbutdeeply flawed
‘carbsarebad’ narrative that playsout
dailyin newspapersand dietbooks.
“Wehadtore-educatethegirlsonwhat
hockey performancelookslike,” says
Emma. “Hockeyischaracterised by
highintensity boutsofexercisewhich
arereliantuponglycogen. When it
comestothecrunch,youhavetoeat
carbohydrate.”

Thekey, shesays, is for nutritionists
toworkhand inglove withstrength and

IS TRAINING
WHILE HUNGRY
THE FUTURE

FOR
ENDURANCE
ATHLETES?

While it may sound counterintuitive,
one of the most promising areas of
research in endurance sports involves
deliberately restricting the calorie intake
of athletes while training. Dr James
Morton explains; “Even though alot

of people probably think it's ludicrous,
[really do believe that to drive the
endurance phenotype we should be
deliberately periodising aspects of
training where we calorie restrict-not
just carbohydrate restriction but actual
calorierestriction.”

The theory is that exercisingina
fasted state, but one of high protein
availability, activates the molecular
pathways that regulate muscle
adaptation, resulting in a muscle that
has more mitochondria (which supply
cellular energy), more capillaries with
higher blood flow, and a greater capacity
to use fat as a fuel. “You then turn up on
race day, put carbohydrate back in, and
you get the best of both worlds-you
have amuscle that's adapted to training,
but also a muscle that knows how to
maximise performance.”

Jamesis putting this theory into
practice with Team Sky. "A new form of
training that we're getting interested in
is depleting carbohydrate and glycogen
through an evening session, and then
waking up the next morning and
exercising straight away in a fasted or
protein-fed state”

This may be a case of science catching
up with practice: "Look at how the best
athletesin the world fuel and structure
their training programmes: they do
thisanyway. Triathletes train three
times a day and there's no way they can
replenish muscle glycogen to the full
before every session. Kenyan runners
have been training fasted for years.”

conditioning coachestoensure that
nutrition isviewed in the context of
performance. It wasthisintegration of
thetwodisciplines thatsaw the hockey
teamreallyturnacorner.

Duringanintensive overseas
series, Ben, theteam’sstrengthand
conditioningcoach, measuredthe
players’ power throughout thetrip,
whileaskingthemtofillinafooddiary.
Forthoseathleteswhoweren’tamong
thestrongestinthesquad, therewas
aclear correlation between alow carb
dietand asignificant decrease in power
astheserieswenton. “Wewereableto
say, there’snot manyinthesquad at this
pointintimewhoareparticularly strong,
andifwewanttobeabletopreserveour
Dphysicalperformancewe havetohavethe
appropriate nutritiontofuel and recover
appropriately,” says Ben. “Wewereable
toprovidethemwiththeevidencetomake
betterdecisions.”

This performance-led approach
is particularly important when it
comestodiscussionsaround body
composition. Telling an athlete that
they need to change their body shape
isn’teasyunlessthere’saquantifiable
reason for doingso. “Thegirlsin
particularoften want a rationale,”
says Emma. “It can be a very awkward

conversationtotellan athlete that

they needto actively changetheir body
composition. We havetogivethema
reason: okay, by doingthat, wethink
you’llbeableto betteryourspeed, and
yourcoaches say thatyour speedisyour
limitingfactor...”

One specific moment atthe RSM
helpsto contextualise all of the talk
ofnicotinicacid, mitochondrial
biogenesis and fuel efficiency. Inthe
afternoon Dr Steve Ingham, director of
science and technical development at
the English Institute of Sport, lectures
onthescience of training technniques.
Behind him, avideo plays of Mo Farah
onatreadmill, shirtless and wired to
monitors, runningat24km/h. Itis
unreasonably fast, staggeringly so, a
full-onsprint for a half-decentamateur
runner. But thisis aworld class athlete,
properly fuelled thanks tothe hard
work of some serious scientists. As
Steve talks, Mo keeps onrunning. And
running. And running. And running...

¢
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Opening this July

RB&HH Specialist Care
Outpatients & Diagnostics
77 Wimpole Street

In July, Royal Brompton & Harefield
Hospitals Specialist Care will extend
its services into London’s Harley Street
Medical Area.

This new centre-of-excellence will bring
together our world-leading consultants
with on-site rapid diagnostics, offering
private and international patients greater
access to our services in heart and lung care.

Same-day or short-notice appointments
will be available six days per week for the
following services:

» Cardiology & Respiratory Consultations
* MRI (cardiac & general)

« PET-CT (cardiac, oncological
& neurological)

* CT (cardiac, lung & general)

* Echocardiography including stress
& contrast

» Non-invasive cardiology: ECG, exercise
tolerance tests & cardiac monitoring

» Lung function
* Chest X-ray

Delivering excellence in heart and lung care

For more information visit

www.rbhh-specialistcare.co.uk/77-wimpole-street

or email privatepatients@rbht.nhs.uk

RB&HH



Sean Curry,orthopaedic surgeon at
the London Orthopaedic Clinic, on
fractures, frustrations and 3D printing

Interview: Viel Richardson
Portraits: Joseph Fox

Howwouldyoudescribe orthopaedics?
Orthopaedicsisapart of surgery dealing with bones, joints
and muscle injuries—essentially, anything to do with what
we call the locomotor system: those parts of the body that
allow us tomove around. You can get orthopaedic spinal
surgeons, shoulder surgeons, elbow and hand surgeons,
knee surgeons, foot and ankle surgeons, and so on.

Whatisafracture?

The easiest way to define a fractureisabroken bone. Atone
end of the spectrum you can have someone who walks into
thesurgery with asmall stress fracture, at the otherend is
abonebroken into several pieces with extensive soft tissue
damage around theinjury.

Aresome peoplemorepronetofracturesthanothers?
Yes, they canbe. Atthe extreme end of the spectrum

there areinherited diseases which cause osteogenesis
imperfecta, better known as brittle bone syndrome. For
some people with this condition, they only need to cough
tobreakabone.

Osteoporosis—a condition in which the bonesbecome
brittleand fragile—canbe the result of poor diet; smoking
doesn’t helpyourbone health, and the same for not getting
enough exercise. Sothere are lifestyle choices involved, but
thereisalsoagenetic aspect. Osteoporosisissomethingthat
isaffected by aging, especially affecting post-menopausal
females. Ifthey are seriously osteoporotic they can be treated
with medication. The great thingis that your bone densityis
notsetinstone—itisvariable throughout yourlife, soyoucan
dosomethingaboutitifyouchooseto.

Howhasfracturetreatmentchangedinyourtime?
Ithaschanged significantly through ourincreased
knowledge of the science of bone repair. We now know
much more about the biology involved in bone healing,

and we have been able to develop ways of influencing that
healing process. We are also much more pro-active in our
approach—we used totreat fractures by carryingoutanopen
operationtofixthe bone, then encasing the area in plaster
and waiting. Now we can manage fractures non-operatively,
using removable splints or boots. These allow patients to
move their muscles a bit, which keeps them healthier. While
such equipment was in existence in the past, it was not
particularly widely available. That may have been partly due
tounit costs, butalsoalackof general acceptance of these
devicesbyclinicians.

Whatwasbehind thatcaution?

You have to maintain the stability of the fracture duringthe
healing process. If something shifts and the fracture heals
inapoor position the repair won’tbe asstrongasitcould be
and—depending on where itis—canend up increasing the
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riskofthingslike arthritis. Understanding how these devices
worked under different circumstances took time.

Whatarethebiggest problems youencounter?

Some particularly complex fractures can be difficult tofix,
but we usually find a solution. Others appear simple, but then
failtoheal. That can be because they haven’t had the right
stability, or for some reason the biology has not been right.
Fractures heal naturally aslongas certain conditions are
met, butsometimesthis does not happen. Then we have to
investigate why.

Canyouexplainwhatyoumeanby the ‘biology’ of
fracturerepair?

There are certain nutrientsand minerals that the bone
needsinorder forittoheal. There are also certain messenger
proteins produced inbone marrow that are required for
healing. Thisiswhat we call the biology of the fracture.

Sayyou have a fracture thatis caused by repeated small
injuries, like astress fracture; all you need to dois protect it
anditwill heal. It already has stability, soif you take the load
offthe fracture and rest it, the fracture will heal. It already
hastherightbiology.

Butifyou have multiple fragments of bone, where the
softtissuearound theinjuryisbadly damaged, itisavery
different situation. The blood supply—and therefore nutrient
supply—to the injury could be completely shot. Where the
biologyissignificantly damaged, it will need to be improved
foryoutogetthebestresult. Aswell as getting the stabilising
structuresright, getting the biology right is absolutely vital.

Howwouldyougo about getting the biologyright?

We have toinfluence the chemical environment within
which the bone ssits, which is where bone grafts would
usually come into play. Taking a piece of bone from another
partofthebodyand graftingitin placeinthelocation ofthe
fracture brings some of these proteins into the region of the
damaged bone. Whatis exciting nowisthat, instead ofabone
graft, we caninstead draw bone marrow from the donor site,
mixitwith some specialised paste and inject it into the wound
tointroducethese beneficial proteinsintothearea.

Whatareasareyoustrugglingwith?

Despite our best efforts, sometimes fractures don’t heal.
Thatcanbe very frustrating. You do your best, you think you
have done agoodjoband yet they don’t heal—and we simply
don’t know why. Whether itis an unknown infection or some
aspectofthebiology we don’tyetunderstand, the healing
doesnothappen.

Whatistheendstageifafracturedoesnotheal?
Theworst case scenario could bean amputation, and that is
what happened in the past. But now there are more advanced
boneregeneration techniques. Itis possible tocutouta
section of bone thatisinfected or dead, shorten the limb, put
anexternal scaffold in thelimband very slowly lengthen the
scaffold asbone formsinthat gap. This can be quite involved
forthe patient and they could have to wear the scaffold for 12-
18 months, but that isinfinitely better than an amputation.
There are degrees of interventions we have available before
we get to that horrible end point, which hopefully we avoid.

Whenwould youuse thistechnique?
Ifayeardownthelinea fracture hasfailed to heal we would
callthatanon-union, and be asking questions about why.

Hasthere been movement within the repair, oristhere an
issue with the biology? If we have feel it is the biology, we
would look at abone graft, or one of these chemical solutions.

Doestechnologyhaveabiginfluenceonthefield?
Advancesinimagingand the software that goeswithithave
been huge. Forexample,aCTscancanbetranslatedintoa
3Dimage that we can manipulate on screen for anincredibly
detailed view of the damage tothe bone and the surrounding
tissue. More recently, 3D printing allows us to take these
scans and make amodel of your fracture. Even with the most
complex fractures, you can plan your operation beforelaying
handson a patient—that hasbeen a great leap forward.

Hasthis changed the way you conceptualisean
operation?

That’saninteresting question. Ithink the ability to
conceptualiseinthree dimensionsis verynecessaryinthe
type of operation where you are fixing several pieces of bone,
and you need the fixing tools to interact with the bone at
precisely theright angles. Previously, Iwastryingtothinkin
three dimensions anyway, but this technology has certainly
aidedinthat.

Whatwouldyousayhasbeenthebiggestadvancein
your field?

Withregard to fractures, Iwould say the biggest advance
hasactually been achange of mind-set. When Istarted, the
paradigm was that you carried out an open operation to
repair the fracture. The thinking has moved on from there.
Now, we have developed techniques where, for example,
ifyouwantto putastabilising plate on a patient’s tibia you
make asmall hole above the fracture, slide the plate down
alongtheboneandthenusetargetingdevicestoscrewitin
place. Instead of one big cut you have multiple small ones.
Itisall about preserving that envelope of tissue around the
wound, which isvital forbone healing. Thatis probably one of
thebiggestadvances, but it has been a stepwise improvement
asopposedtoagreatleap.

Ifyouhadasilverbullet,where would youaimit?
Iwaslookingatanorthopaedicjournal from 1949 where
theytalked about what the greatleaps forward in the field
would be, and one was an injectable paste. There would be no
openoperation. Youwould set the fracture, and theninjecta
pastearound it, which would then setand hold everythingin
place while the fracture healed. That would still be my magic
bullet:if you could inject an internal plaster, hold the repair
rigidandthen giveittherightenvironmentto heal.

Isthereanythinglike thatinthehorizon?

Alas,no. There areinjectable pastesavailable which areaimed
atimprovingthebiology. Whatis really excitingisthat we now
have genetically engineered substances that we caninjectinto
and around the fracture which mimic those proteins.

Whatdoyoulike mostaboutyourjob?

Itsuits my personality, I like problem-solving and finding
solutions. A patientarrives with anissue thatisimpactingon
some aspect of theirlife, be it work, sport or general mobility.
Ianalyseit, identify the problem and devise a treatment
plan. The vast majority of the time it works and they go away
happy. That really appealsto me, hearing that they are back
torunningagain, or have taken up asporttheylove, orare
justliving pain free. That gives me real satisfaction. ®
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Patient experience

How David Kelly discovered
a12mm-wide stone in his
throat—and how having it
removed changed his life for
the better, despite forcing
him to miss one of the
blggest days of his career
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When Ididinitially see
Mark McGurk atKing
Edward VII's Hospital
he told me thatin 96%
of cases he could feel the
stonesin the neck, so
could get at them easily.
My stone, however, was
sodeep he couldn’t feel
itatall.Iwasinthat
unlucky 4%

Upuntilayearagoldidn’teven
knowsalivarystones existed,
althoughI'd had abitofanissue with
my glands swelling at meal times
sinceIwas about12yearsold. By the
time my parents ever got me to the GP,
the swelling had gone down. The GP
checked for mumps, and told them
tojust keep an eye on it; there wasn’t
much they could do, theysaid, and it
only happened about once or twice
ayear.

Then, about ayearago, it started
happening more frequently.I'd be
eating, then myjaw would swell
up painfully until eating became
uncomfortable. One day it happened
whenIwashavinglunch at work.

Iwork at Manchester United
Football Club, where I'm the first
team’s sports scientist, so I went to
see the clubdoctor. He alerted me to
this condition called salivary stones,
inwhich one of the tiny calcium balls
that are produced by salivary cells
allthe time and are normally just
washed outin the saliva gets stuck on
aductwallorbend. There, itactsasa
nidus for calcium dissolved in saliva
to precipitate out, causing the ball to
growinsize ataboutlmmayear.

Eventually this ‘stone’ ends up
partly blocking the duct, so at meal
times, when salivais stimulated, it
can’t flow into the mouth. The gland
inflates with obstructed saliva—hence
the swellingin the lower jaw and
cheeks—until thedammed saliva
slowly finds a way around the stone
intothe mouth and the swelling
recedesagain.It’s called mealtime
syndrome apparently. It’s the major
symptom of salivary stones—and

whenIwent tomy local hospital
in Barnsley asthe doctorat Man U
recommended, the x-ray revealed a
large stone, about 12mm wide, deep
inside my neck.
Thavetosay,Iwassurprisedtosee
it. Aweek before, Ididn’t know salivary
stones existed: now I waslooking
atalarge calcified mass inside my
submandibular gland. They told me
the only wayIcould have it removed
was to take out the whole gland,
through my neck—abig operation,
which comeswith abigrisk. The
submandibular gland sits very close
toamajor facial nerve, and tryingto
dissectthe gland without affecting
this nerveis difficult—like aneedle
inahaystack, apparently. Ifit was
damaged, it could create a paralysis—
like'd had a stroke.

IwasadamantIwasn’t goingto have
thatdone. It would leave a big, visible
scaronmy neck, and ifthe nerve
controlling the face was affected, my
face would droop. This makes me
sound vain, and I'm not, but the last
thingyouwantisadroopingface.Idid
some research onthe internet toseeif
there was an alternative way to remove
the stone, and came across thisleading
expertinsalivary gland surgery,
Professor McGurk.
IwentbacktoBarnsley, told the
doctor there that I'd discovered this
surgeon who had pioneered the
use of minimally invasive surgery
forsalivary stones—known as the
Endoscope Assisted Submandibular
Gland procedure—and he said
immediately, “You must mean Mark
McGurk?Iworked under him, years

ago. However, looking atthe scan
ofthex-ray, Ithinkyou’ll find this
salivary stone is so deep even his
surgery won’'t work.”

Itturned out the Barnsley doctor
wasright not to be too hopeful—
becausewhenIdidinitially see Mark
McGurk atKing Edward VII's Hospital
he told me thatin 96% of cases he could
feel the stones in the neck, so he could
getat them easily. My stone, however,
was so deep he couldn’t feelit atall.
Iwasinthatunlucky 4%.

The stone had been there for12
years atleast, and probably much
longer. IfI cut the stone open, he said,
T'd seerings of calcium like the rings
ofatree.Irememberasking him at
that moment what would happenifT
justleftit,and didn’t proceed with any
treatment. He said it would almost
certainly get bigger, until eventually
bacteria found it and started causing
infections. The more infections there
were, the more damage would occur
tothe gland—and it would ultimately
make me verysick. Although it
would be tricky, we decided to go
ahead with the Endoscope Assisted
Submandibular Gland procedure.

Istill thinkI'd havelived with it had
there not been the possibility of having

Nidus The central point of focus around which
astructure such asalivary stone or aninfection
can develop.

Submandibula glands The major salivary
glandslocated beneath the floor of the mouth.
Micro endoscope A piece of equipment which
allows a tiny tube with acameraat theend to
be guided toan internal organ, where a still or
movingimage can thenbe taken.
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1— Accessory parotid gland
2— Parotid duct

3— Sublingual gland
4—Submandibular gland
5— Salivary gland stone
6—Parotid gland
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He’s aninteresting guy.
He’s done a lot of work
around mouth and

neck cancerstoo, and
works for a charity called
Project Harar, treating
facial deformitiesin
Ethiopia.I'm goingto
get Wayne Rooney and
the ladstosign a shirt for
him, so he can auction it

itremoved viathis procedure. Asitwas,
Idecided toworkuntil the end of the
footballseason at the end of May, then
have my op. The club were happy for me
tohaveitearlier, butIwasn’tin agony
and Iwas happy towait until it was best
forthe team. The surgery was booked
forthe evening of Thursday 19th May:
the FA Cup Final was that Saturday at
Wembley, and the plan was to stay with
my nephew, wholivesin London, and
thentake him tothe game.

Of course there was some discomfort
whenIcame round after surgery on
Thursday night: afterall, they had
cutthrough the floor of my mouth
toreachtheglandviathe ductusing
amicroendoscopeto find the stone
before releasingit. Also, in order to
ensure theimportantlingual nerve
was notaffected by surgery they had
had toisolateit, which leaves atingling
sensation in your tongue. Come
Friday afternoon, however, it seemed
everythingwasbacktonormalbesides
thetingling sensation, which was
similartothatyougetafteravisittothe
dentist. There was no swelling, no pain,
and they allowed me to go home to my
nephew’s.Iwasreally overjoyed, ifa
littletired—soassoonasIgotinIwent
tosleep.

Iwoke up Saturday morningto find
oneside of my face had swollen up
quitebadly.Irealised Iwas having
difficulty swallowing—then,
difficulty breathing. It felt like a ball
wastrapped inside my windpipe. So
far, my sports science background
meant thatI'd found the stone

quite intriguing: I'd read journals
and papers, and really got very

interested—but this experience of
beinginfected and feelingsoill was
entirely new. I'd never really beenll
before, because of myjob.Ihaveto
stay fitand eat healthily to keep up
with the team. The mostI'd had was
the flu; now it felt like my neck was
closingin.Itwasn’t very nice really—
soIrang Mark McGurk, who told me
to come straight to the hospital.

My nephew livesin east London,
soit’sa45-minute tubejourney to
King Edward VII's Hospital—and it
feltlike the longest 45 minutes of my
life. Iwasreally struggling to swallow
bythen, soThadtotake anempty
water bottle with me and spitin it
duringthejourney.Idon’t know if
you've ever tried not to swallow, but it
isveryunnerving—and Iwas pretty
embarrassed, spittingin thisbottle—
butIthought people onthe tube had
probably seen worse.

AssoonasIgotin, Mark McGurk put
me on antibioticsand a bit of pain relief.
I'dgotaninfection, hesaid, which can
happenin a few cases because when
youdisturb the stonebacteriacan get
in.Thadtostayinthehospital for 24
hourssothey could keep an eye on me,
andIcontinued with antibiotics forthe
restofthe week.

It wasterrible.Iended up watching
the FA Cup Final, where Manchester
United beat Crystal Palace, alone in
my hospital bed with my IV drip. But
the wayIwas feeling at that moment,
Ijustwanted to be safe—and I felt
safe where Iwas.Isorted my nephew
out with some workmates so he got
toseeit, whichwas good—and I'm
happy with the outcome. Now when

you look at me, you’d not know I'd had
anoperation. Within a few weeks the
stitches dissolved and disappeared, I
didn’t feel sore and while my tongue
was still abit tingly the swelling had
gone andIcould eat normally—even
sour foods, which used to be the worst
becausethey stimulate your glands
the most.

I'llsee Mark McGurkin three
months, just for peace of mind, but
hesaid the chances are he will take
onelookat me, askme howIamand
T'lltell him I'm perfectly fine. 'm so
glad Iwenttosee him. Afterreading
so much about this condition, Idon’t
think many surgeons could have got
that stone. He’san interesting guy.
We had good rapport. He’s done a
lotof workaround mouth and neck
cancers too, and works for a charity
called Project Harar, treating facial
deformities in Ethiopia. I'm goingto
get Wayne Rooney and the lads to sign
ashirt for him, so he can auctionit. I'd
like to help in some way.

I'mdevastated Imissed the FA
Cupwin, butattheend ofthe dayit’s
outandit’sdone, and that’sthe main
thing. Besides, there’s the new season,
and trainingstarts soon.I've already
told thelads they have todothe same
again, because I missed it—and I've
taken in the stone to show them. It’s
pretty gruesome-looking, and really
hard, like marble.Ican’t believe it was

inside of me forsolong. W

King Edward VII's Hospital
5-10 Beaumont Street
London W1G6AA

0207486 4411
kingedwardvii.co.uk
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Medical

Your premier outpatient
clinic in the heart of Marylebone

Family GP  Endocrinology
Pharmacy  Ophthalmology
Travel Vaccinations « Optometry
Physiotherapy « Joints and Bones

Diabetes * Hearing
Cardiology « Sexual Health
Cholesterol « Dietitian

To arrange an appointment or find out more
please contact us:

Telephone: 08000 483 330
Email: info@londonmedical.co.uk
Web: londonmedical.co.uk

49 Marylebone High Street, London W1U 5HJ



THE
ELEPHANT

THE
ROOM

Of all Marylebone’s doctors, none has
had quite the same cultural impact
asFrederick Treves, the subject

of books, Hollywood filmsand a
Broadway play, best remembered for
the compassion he showed to Joseph
Merrick, the Elephant Man

Words: Glyn Brown
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SirFrederick Treves, seated,and
fellow physician Sir FrancisLakingina
paintingbyHarry Herman Salomon

s ]

Prognosis—51




FrederickTreveswasborninDorset
in1853,at8 Cornhill,Dorchester—
the Costa coffee shop on the site now
proudly flaunts a blue plaque. Son of
anupholsterer, asasmall boy he was
deeplyinfluenced by attendingthe
localschool run by Dorset dialect poet
William Barnes. In one of hismany
later books, Treves remembers Barnes
absently pacingthe floor of a classroom,
lostin thought and possibly poetic
composition, when Treves dropped a
piece of fruit—food was forbidden in
class. Hescrabbled after it, Barnes (“the
gentlestand kindliest of men”)fell over
him, butitwasBarnes who apologised,
still concentrating on his poem. When
hewas14, Treves’ fatherdied, and his
mothersold the family business and
moved to London, where at 25 Treves
become amember of the Royal College
of Surgeons. He found a position atthe
London Hospital, Whitechapel, and
began to establish himself, specialising
inabdominal surgery.
Andthen,onedayin 1884, Treves
passed avacantgreengrocer’sin
the Mile End Road, just opposite the
hospital. The front of the shop was
obscured by acanvassheet, on which
itwasannounced thatthe Elephant
Man could be viewed within, foran
admission price of tuppence. A daubed
illustration showed roughly what
you’d see. The exhibition was closed,
but Treveslocated the proprietorin
alocal pub, and was granted private
admission. He was shown intothe
shop—empty, dusty, and littered
withold tins and bits of shrivelled
vegetables. It was November, and cold.
Inhisbook, he explained the next
momentsthus. “Theshowman pulled

back thecurtain and revealed a bent
figurecrouchingon astool, covered by a
brownblanket. In front of it, on a tripod,
wasalargebrick heated by a Bunsen
burner. Overthis, the creaturewas
huddled towarm itself... Theshowman,
speakingasiftoadog, calledout harshly:
‘Standup!’ Thethingarose andlet the
blanket falltotheground. Therestood
revealed the most disgusting specimen
of humanity I haveeverseen. Inthe
course of my profession I had comeupon
lamentable deformities... but at notime
hadImetwithsuchahumanbeingas
thislonefiguredisplayed. He was naked
tothewaist, hisfeet bare, and wore a pair
of threadbaretrousers...” Asignhung
by the curtain proclaimed: “The Deadly
Fruitof Original Sin.”

This, of course, was Joseph Merrick,
thenayoung man of21. Treves would
laterdiscoverthathehadbeenbornin
Leicester,abandoned by his mother,
broughtupinaworkhouseand runaway
tomakeanincomeasafreakondisplay.
Itwasn’tanunusualline of work: during
the1880sthe British public could see
Jo-JotheDog-Faced Boy, Kraothe
MissingLinkand any number of giants,
dwarvesandbearded ladies.Inthe
David Lynch film madein1980 from
Treves’book, Anthony HopKins, asthe
surgeon, weepssilently ashetakesinthe
man’sappearance and condition.

Whether or notthat happened,
Trevesdoesseemto have been very
moved. He had Merrick, inalongblack
cloakand cap with alength of material
attachedtohidehisentire faceand
body, conveyed tothe hospital tobe
examined, astonished by the enormous,
misshapenhead (“fromthebrow, there
projected a huge, bony masslikealoaf™),

It would be reasonable
tosurmise that hisbrutish
life would have a great
effect upon asensitive,
intelligent man. He
might be spiteful and
malignant, swollen with
venom, or adespairing
melancholic. But
Merrick’stroubles had
ennobled him

thefungal, cauliflower-like growths
ontheskin, thegnarled, slab-like face,
fromthejaw of which abony mass
projected, turningthelip inside out
(and exaggerated, in theillustration,
intoatuskortrunk),and the fact that
although one armwas perfect, the other
wasabloated fin or paddle. Merrick
appeared cowed and shy and, duetohis
multiple deformities, seemed unable
tospeak. Treves assumed, and hoped
for Merrick’sown sake, thathe was
“animbecile”with noemotionsor real
understandingofhissituation. We
know now, of course, that the ‘creature’
was a hopeful, imaginative man who
suffered from neurofibromatosis, a
rare disorder characterised by tumours
under the skin, around nervesand in
thebones.

Merrickleft, and the following day
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Sir Frederick Treves
Surgeon

1853 Bornin Dorchester, Dorset

1871 Began studying medicine at University
College London, then at the Medical School of the
London Hospital

1874 Became a licentiate of the Society of
Apothecaries

1875 Passed the membership examinations for
the Royal College of Surgeons

1878 Gained Fellowship of the Royal College of
Surgeons

1879 Began 20-year stint asa surgeon at the
London Hospital

1884 Began association with Joseph Merrick
1899 Called up to serve as consulting surgeon to
the field forces in the Crimean War

1901 named Knight Commander of the Royal
Victorian Order

1902 Operated on King Edward VII's appendix
just days before his scheduled coronation

1908 Retired

1923 Died from peritonitis

Alithographof Frederick Treves, 1884

WELLCOMELIBRARY,LONDON

Trevesfound thatthe showhad been
shutdown by police, and the shop was
empty.

In1886, Treves moved with hiswife
andchildrentoanewhomeat6
Wimpole Street, which would see his
most flourishingyears. Occasionally
hethoughtaboutthe man he had met,
“exhibited as a monstrosity, housedlikea
wild beast, hisonlyview of theworld from
apeepholeinashowman’scart”. During
theseyears, itlatertranspired, that
showman, Tom Norman, and hischarge
travelled to Europe, the exhibition
havingbeenbanned asdegrading
everywherein England. Whenthey
couldn’twork abroad, Norman pocketed
the paltry savings of his cumbersome
liabilityand puthimonatrainbackto
London. Atalossat Liverpool Street,
houndedbyajeering crowd, Merrick
gave police Treves’scard, which he’d
kept. And hislifewaschanged.

Many years later, what followed
would be hotly debated, andin some
quarters Treves’ name was dragged
through the mud.It’s conjecture now,
Isuppose, butit’sinterestingtoread
modern takes on the case thatsay
Treves exploited Merrickasbadly as
Normandid, using him for notoriety
inasimilarway. Yes, it’s possible, as
American academic NadjaDurbach
insisted in 2013, that Merrick was
happiest as a free agent ‘entrepreneur’,
marketing himselfasa sideshow. But
independent towhatextent? And
always havingto capitalise on his
‘horror’ value. For me, thisargument
feelsabitstrained.

Trevestook Merrickbacktothe
London Hospitaland installedhimina
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The showman pulled back the
curtain and revealed a bent
figure crouching on astool,
covered by a brown blanket.
In front of it, on a tripod, was a
large brick heated by a Bunsen
burner. Over this, the creature
was huddled to warm itself.
The showman, speaking
asiftoadog, called out
harshly: ‘Stand up!’ The thing
arose and let the blanket fall
to the ground. There stood
revealed the most disgusting
specimen of humanityI have
ever seen
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AdrawingofJosephMerrick
by Frederick Treves

WELLCOMELIBRARY,LONDON

small, private apartment he converted
for him on the ground floor. He sat with
Merrickevery day and saw that he could
indeed speak and with concentration
beunderstood. Soon, Merrickbegan to
lose hisshyness. From Treves’ book:
“Ttwould be reasonableto surmise
that his brutish lifewould have agreat
effect upon a sensitive, intelligent man...
hemight be spiteful and malignant,
swollenwith venom, or adespairing
melancholic. But Merrick’stroubles
hadennobled him. He showed himself
tobeagentle, affectionateand lovable
creature, without an unkind word for
anyone.” Treves brought him books,
andsoontheyoungmanhadalibrary
ofhisown. He introduced visitors, who
brought ornaments and pictures. He
took Merrick, indisguise, tothe theatre.
Hearranged forhimtoholidayina
remote country cottage, where Merrick,
transported, collected wildflowers.
Hebought him the “dressingbag” he
begged for, the sort of thing ayoung
gallant might have, and Merrick spent
hourslovingly arranging the silver-
backed brushesand comb, the razor
andsilver shoe-horn, none of which
he coulduse. Countesses, duchesses,
Queen Victoria herself came to sit with
him. The only thing Merrickdidn’t have
wasromance. “Hisbodily deformity had
leftunmarredtheinstincts of hisyears.
Hewouldliketo have been alover.”
Andthen, in April1890, Merrick was
found dead inbed. Though Durbach
maintainsthathekilled himselfin
misery, it’s morelikely that, as Treves
writes, Merrickhad simply tried, for
once, tobe “likeotherpeople” and sleep
lyingdown—the great weight of his head
meantthathehadtodozeinasitting

position, head propped on hisknees. His
pillowwassoft, he had died “withouta
struggle”, hishead fallen backward and
hisneckdislocated. Hewas27.

Treves had already performed the very
firstappendectomy, in1888.1In1899

he took himself offto volunteerata
field hospitalin South Africaduring
the Second Boer War and, on his return
in1901, was appointed one of several
Royal Surgeonsto Edward VIIL. The
newKking’s coronation was scheduled
for26 Junebutonthe24th, Edward
was diagnosed with appendicitis.
Trevesdecidedtooperate. “ButIhavea
Coronationon hand,” roared Edward.
Trevesshrugged, “IfIdon’toperate, it
willbe afuneral.” London was full of
dignitariesand headsof state, who had
travelled here for the occasion; they had
togohome. Treves performed a then-
radical operation, drainingthe infected
abscessand leaving the appendix
intact. The following day, Edward was
sittingupinbed, smokinga cigar.

Treves had learned the hard way to
follow through on his medical hunches.
In1900 his 18-year-old daughter Hetty
developed severe abdominal pain.
Treves wasn’t sure it was appendicitis,
but he was wrong; Hetty developed
peritonitisand died. He never hesitated
again. Thedelighted Edward insisted
theentire British Empiredrinka
toast to the new baronet, Sir Frederick
Treves. Appendix surgery entered the
medical mainstream.

Still happily based in Marylebone,
where he had run a private practise
since hewas45, Trevesretired at 50
and turned hisattention to the writing
heloved. He wrote melodramatically

but with care about Joseph Merrick
(inThe Elephant Man and Other
Reminiscences, abook which would
much laterbecome a play, starring
atvarioustimes David Bowie and
MarkHamill, beforeitwasa film

with Merrick played by John Hurt).

He pennedthe Dorset edition of
Macmillan’s Highways and Byways
series, cyclingover 2,000 miles around
the county forresearch (it’sstill the
most popular book on Dorset). He wrote
abookabout hisexperiences of Edward
VII'sillnesses, includingthetimethe
kingfell down arabbit hole, strained
his Achillestendonand had tobe

fitted with aniron splint. He travelled
widely, detailing his travels. He wrote
surgical books, and he also wrote about
theinfluence of clothingon health,
insisting, farahead of histime, that
women were dangerously deformed

by corsetsand thattightly swaddling
ababy, which was habitually done
atthetime, was “unintelligible” and
dangerous, too.

Buttheplace Treves adored was
Dorset. Herented acottage in West
Lulworth and moored his yacht
Vagabond in the cove, where he taught
anumber of medical colleagues tosail.

Frederick Treves died at the age of 70
in Lausanne, Switzerland—ironically
of peritonitis, caused by a ruptured
appendix. His wife arranged for his
ashestobebroughthometo England,
tobeburied in Dorchester cemetery.
The funeraltook place on2 January
1924,and was arranged by Sir Newman
Flower, Treves’ friend and publisher.
Theservice was organised by Thomas
Hardy. Hardy, 84 and very frail, was
implored by Flower nottoattend: itwas
bitterly cold and raining hard. The poet
insisted, and stood beside the open
grave, without an umbrella, for the
entire ceremony. He wrote a poem for
the occasion, published in The Times,
whichbegan, “Intheevening, when
theworld knew hewasdead...” Treves
and Hardy had been fast friends, often
meeting to reminisce about old Dorset,
diningon Dorset Knobs with Blue
Vinny cheese, washed down withafine
Burgundy.

We all know about Thomas Hardy.
Many know about Joseph Merrick.
Butnoone really knows much now
about Frederick Treves—in histime,
anextremely famous man. And, ifthe
deep friendship Hardy had for him
saysanything,itindicatesthathewasa
good and compassionate one, too, who
had helped someone very much in need
ofhelp, and certainlynotused him.
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PATRICK
GRQSSMANN

B.D.S. London, L.D.S. R.C.S. (Eng),
Diploma in Orthodontics, R.C.S. (Eng)

A

ORTHODONTICS FOR CHILDREN & ADULTS
TREATMENT OF JAW & FACE PAIN, HEADACHE & NECK PAIN

For over 25 years, internationally trained Dr. Patrick Grossmann has specialised in
orthodontics, focusing on non-extraction facial aesthetics and early growth guidance
for fuller and healthier smiles. As a leading London orthodontist he offers patients
exceptional treatment in a relaxed, caring and up-to-date environment skillfully using
the most advanced and efficient American system.

“We are thrilled with Jacob’s teeth and the whole process has been a pleasure, at a time
when most of his friends are starting treatment, Jacob will be brace-free!” AP, Chiswick

“Since having my splint fitted three weeks ago, the headaches I've been having for the
last 22 years have gone -Thank you!” AF, London

Call + 44 (0)207 637 4969
www.patrickgrossmann.com
patrick@patrickgrossmann.com
2a Lister House, 11 Wimpole Street, London, W1G 9ST

ANTI-SNORING DEVICES
MIGRAINE RELIEF DEVICES
NON-EXTRACTION ORTHODONTICS
TREATMENT OF CLICKING AND LOCKING JAW JOINTS
PROFILE ENHANCING ORTHODONTICS FOR ADULTS



OUT AND
ABOUT

The Harley Street Medical Areais situated
rightin the heart of Marylebone. Surrounding
its medical buildings are shops, restaurants,

culturalinstitutions, and parks.In this section,

we explore some of the elements that make
this such a unique location for amedical area
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MY
MARYLEBONE

Mike Davison, managing director of
sportsinjury clinic Isokinetic London,
onwhat heloves most about Marylebone

/

I’'m 40 now, but
Ifeelthatin20
years’timeI’ll

be spending my
dayswatching
the cricketthen
goingto concerts
at Wigmore Hall

Atmosphere

Someone once taughtme
thatthedifferencebetween
serviceand hospitalityisthat
serviceissomething that
happenstoyou, hospitalityis
something thathappens for
you.SoifIgotoLaFromagerie
(andIgofairly often) they
knowIalwayshave theFrench
artisan cheeseboard-but
theymightalsooccasionally
say,"Doyouthinkit's timefor
somethingnew?"Solast week
wehadtheltalian, which
wasvery good—and that's
thethingwithMarylebone:
yougetabetterlifestyle
experience. Intermsofrelative
value, you'llget someof the
nicestexperiences youcould
haveinLondon. Youarenot
inShoreditch, youarenot
inMayfair, youareamong
normal people, who work
hardandarelooking for the
bestpockets of leisure time
available. And they arehere.

Community spirit
Maryleboneisoneof the
mostaccessible areasin

London, yetitnever feels
busy. Our staff and patients
really appreciate that village-
like feelin one of the most
cosmopolitan, busy citiesin
theworld. Allthe niceties of
life are celebrated here.
Idecided that,asa
business, we would be the
best neighbour possible. If I
was going tohaveacupof
coffee, Iwouldgoand have
anartisanal flat white from
Monocle Cafe, with one of
their cinnamonbuns. If I
was going tobuy Christmas
presents, [would shop
inMarylebone. Over the
courseof the yearIlike to
takeevery one of my team
out tolunch,andaslongas
it'sinMarylebone they get
tochoose where. Theboys
like the LeRelaisde Venise
LEntrecote or the Golden
Hinde; themorehealth
consciouslike Sourced
Market or Daylesford. The
oneswhoare testingmy
pocket will ask for Fischer's,
withitsair of aristocratic
Viennese culture!

Culture

[like toimagine travelling
theworldin thedownstairs
travel section of Daunt
bookshop, orgotothe
Everyman cinemaon Baker
Streetif werestayingin
townfor theevening. One
of favourite things todoin
Maryleboneis to takeabox
of salads and delibits from
theNaturalKitchenand head
tothe Open Air Theatre-or
justsitintherose gardens
inRegent's Park.One placel
haveneverbeenbut would
love togo toisthe Wigmore
Hall. 'm 40 now, butIfeel
thatin20years'timelllbe
spending my days watching
the cricket then going to
concerts there. Walking along
Wigmore Street, Iregularly
see people falling out of
Wigmore Hallatlunchtime,
hummingaway:.

Food

Another of my top five things
todoinMaryleboneisalate
lunchat Fischer's, witha
friend or colleague.I'd have

/the smoked fishandrye
bread starter, followed by
the wiener holstein topped
witha fried eggandbuttered
Frenchbeans, withavelvety
cappuccinotofinish, served
withaglassof waterona
silver tray.

[like togo to Daylesford
with my daughter, whois
atschoolinMarylebone,
and havebreakfast—just to
introduceher tothefact that
sometimes youshould spend
alittlebit more money on
good food. She's12,but she
has theiravocado on toast
with two poached eggs.
Sometimes!like to pretend
Iam shopping there, when!
amactuallyjust trying their
cheesesandbiscuits-it'slike
going toacocktail party and
having the canapés.But the
staff aresofriendly-they
know you'llhave lunch there
atsome point.

IsokineticLondon
11Harley Street,
W1G9PF
isokinetic.com/en
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Ben O'Brien, the
founder of Sourced
Market, explains
how his stunning
Marylebone store
cametobe

Thavealwayslovedfood, but
thatlovelargely manifested
itselfineatingit.Iended up
living above Borough Market
in2002 and I was workingin
the musicbusiness, which
tookmetoalot of festivals.
If yougoback to that time,
the food offeringat festivals
was pretty dire-white vans
knocking outburgers of
dubious origin—andIwas
spoiled.Ilived above Neal's
Yard Dairy and Monmouth
coffee,and my appreciation
of the finer thingsinlife,
intermsof food atleast,
increased accordingly.

OnedayIwasmoaning
about thefoodatafestival
andIthought, surely there
are peoplelike me who
would appreciate food of
thesamestandardasthe
music? [Thad gottoknowa
couple of traders quite well
by that pointandImanaged
topersuade abunch of them
tocometoafestival: The
Innocent Village Fetein
Regent'sPark,in 2007

Back then, there wasn't
thestreet food offering you
getthesedays—infact, ‘street
food'wasn'tevenreally
aterm. That festival was
morelike an actualmarket:
cheese, bread, olives. Wehad
oneof the farmersknocking
outbaconandsausage
sandwiches, but otherwise
itwasvery muchapicnicina
field. Most traders sold out on

thefirstday, sohad tospend
allnight prepping.
Theshiftinthebusiness
fromfestivalstobricksand
mortar was promptedby
my ownmove toHackney.
Thechangewasterrible.In
thosedays, Hackney didn't
haveanythinglike thefood
offeringithastoday.Imoved
fromBorough Market, to
somewhere wheremy options
wereeitheraconvenience
storeor TescoExpress.It
dawnedonmethatwhilelots
of people want the quality
produceand the experience of
afarmers'market, thereality
isthatathalfsevenona
Tuesday evening, convenience
winsout.

Solthought, whatif [take
thequality, the sourcingand
theatmosphere of amarket,
and putitinaconvenient
location, with opening hours
that work?Iheard that the
peoplebehind St Pancras
station werelooking fora
new food offering, solrang
themupand pitched them
theideaof Sourced Market.

Lookingback, Iwas quite
naive;ljusthadanidea, I
thought it would work and
loved thearchitecture of the
station. A couple of things

workedinour favour, though.

Forastart, itwassuchan

awkward space: 40 metres
longand four metresdeep.
[tdidn't suitanormalretail

operation, butitsuited our
setup.Andtheofferingat
stationsat that time was
pretty shoddy. Thereceived
wisdomwas thatinacaptive
market, people would just
buy anything. Now there’s
anunderstanding thatif you
haveanattractive enough
offer, people willcomein
because of it.
WhenIstartedlooking
forasecondsite, initially I
was trying to find another
station, but whenIrealised
weweren'tgoing tofind
another placelike St Pancras,
Ibroadened thenet. What
struckmeabout St Pancras
wasitsability to showcase
our produceinsuchabroad

JOSEPHFOX
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display. Youcan'tdo that
inarectangularboxwitha
window at the front, which
is the design of most shop
units. What drew me to the
Marylebonesiteisits flat-iron
shape: threelong windows,
great ceiling heightandlots
of sunlight.It's very visible.
Sowhatmakesa Sourced
Market product? Well,ona
basiclevel weask, doesit
tastegreat? Thenthere'sthe
price.It could tasteamazing
andbeata price point most
people simply won't consider.
[t'snotrocket science—that
said, youhave tomakesure
youdon't get too caught up
inyour bubble. When Mallow
and Marsh, who supply our
marshmallows, first got
intouchlItold themnoone
would buy marshmallows
at£2.50. Thenshe wason
Dragons'Den, in Sainsbury’'s—
andof course, they are
phenomenal. Soyoudohave
tomake sure youdon't drift
away from the mainstream.
Ourattitudetofoodasa
nationischanging. Six years
ago, the street food 'scene’
didn'treally exist. Getting
good coffee was tricky and
many of the craftbreweries
hadn'tstarted. If wehadn't
beenat theforefront,in
some cases we'dnolonger
berelevant. We were one of
thefirststockistsforalot
of the producers-many of
whomwere, when we found
them, making their products
athomeorinarented
kitchen.Now theyrebig
names: Kernel, Doisy & Dam,
Beavertown, tonameafew.
Iam constantly inspired by
the producers we work with.
Whatisgreatisthattheyare,
almost without exception,
really nice people—andI
think thisisbecause they are
fortunate enough tobe doing
something they arereally
passionate about. Thereis
nothing moreinspiring than
meetingsomeone witha
passion.

Sourced Market
68-72 Wigmore Street
W1U2SD
sourcedmarket.com

Placesin Marylebone
tofind a great coffee

Ifyou're notdrawn
to Nordic Bakery
purely byitsfamed
cinnamonbuns
(and you definitely
should be), the
heavenly smell of
fresh, ground-to-
order coffee should
clinchit

e ﬁ

L

THEPROVIDORES
ANDTAPAROOM

109 Marylebone High Street,
W1U4RX
theprovidores.co.uk

Upscalerestaurant
downstairs, relaxed cafeand
TapaRoom (tapa, nottapas,
though the plates are small
and numerous) upstairs,
Peter Gordon's much-loved
restaurantis well-known
foritshigh quality fusion
food, and, as youwould
expect of aplace owned by
New Zealanders, its coffee
promises tobe equally good.
Dropinforbrunchona
weekend or, if you canbeat
the crowds, grabanal fresco
spot foraleisurely flat white.

NORDICBAKERY
37bNew Cavendish Street,
WI1G8JR

or

48Dorset Street,

WIU7NE
nordicbakery.com

If youTrenotdrawn to
Nordic Bakery purely

by its famed cinnamon
buns (and you definitely
shouldbe), the heavenly
smell of fresh, ground-to-
order coffee should clinch
it, servedin traditional
Skandi1950s-style Teema
cups. Possibly the coolest
cafe (infact therearetwo
inMarylebone)in town,

thecharacteristically
uncluttered, stylish aesthetic
makes for auniquely cultural
culinary experience.

LAFROMAGERIE
2-6Moxon Street,
WI1U4EW
lafromagerie.co.uk

AswitheverythingatLa
Fromagerie, the focushereis
onquality and provenance.
LaFromagerie sources,
stocksandserves coffee from
Carlalberto Relli-made from
beans grown on company-
owned plantationsacross
Africa, Asiaand South
Americaandroasted onsite
inFlorence-and the smooth,
sweetblends of Parisian
company Belleville Brulerie
Coffee.Oh,and there'sa
pretty phenomenal walk-in
cheeseroom, too.

ROMO COFFEECART
17Marylebone Road,
NW15LT
romocoffee.com

Peter Fernie's coffee carthas
been parked on the steps

of St Marylebone Parish
Church comerain or shine
since 2013, serving ethically-
sourced, speciality single-
originandblend espressos
andhomemade cakes,

not tomention top-notch
conversation, should you
fancy passing the time of
day.Perfect forapick meup
onthefly,oralazy supinthe
church grounds.

THEIVY CAFE

96 MaryleboneLane,
W1U20A
theivycafemarylebone.com

Thelvy?Isn'titthata
seriously poshrestaurant,
favouredby therichand
famous? Well, yes. Thelvy
Caféin Marylebone, however,
pridesitself onbeinga
relaxed, neighbourhood
restaurant withallday
dining: frombusiness
breakfaststoanafternoon
coffeeand cake, witha
number of tables dedicated to
drop-ins.
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RECIPE

Roast chicken,
kumquats,

black garlic,
kaleand avocado
By Peter Gordon of
TheProvidoresand
TapaRoom

Serves6asamaincourse

Black garlicisadelicious
fermented garlicthataddsa
lovely treacle-caramel flavour
anddepth todisheswithouta
strongraw-garlicaftertaste.It
isbecomingeasier tofind, but
ifyouhavenoluck, youcan
useregular garlic. Kumquats
aregreat here, too,adding
aslightbitternessbecause
youuse themunpeeled; if
unavailable, substitute thinly
slicedlemon, mandarins or
oranges. Avocado oil works
wellinany dish that contains
avocado.Ithasahighburning
point, whichmeansitis terrific
forroastingand pan-frying.
Olive oil or sunflower oilare
finetouseinsteadif youcan't
getholdofit.

Ingredients

— Bbonelesschickenthighs

— B8blackgarliccloves, sliced

— 8kumquats, unpeeled,
thinly sliced

— 2tspfreshrosemary (or
freshthymeororeganoora
mixture)

— 4tbspsunflower seeds

— 2tbspavocadoail

— Ismallredonion, thinly
slicedintorings

— 200gkale, thick stem
removedanddiscarded

— 2avocados

— 2tbsplemonjuice

— lcucumber, endsdiscarded,
thinly sliced

Method

— Preheattheovento180C.
Place thechicken thighs, garlic,
kumquats, rosemaryand
sunflower seedsinaroasting
dish.Pour ontheavocadooil
andZ2tbspwaterandseason
withsaltand pepper. Toss
everythingtogether.Roast,
turning the chickenseveral
times while cooking, untilthe
chickeniscooked throughand
theskinisgoldenandcrispy,
about 30-40minutes.Remove
fromtheovenandleave until
coolenough tohandle, then
cuteachthighintofourorfive
slices.

— Whilethechickenis
cooking, soak the onionin
cold water for 10 minutes,
thendrain.

Meanwhile, blanchor steam
thekalefor 3minutes. Tipit
intoacolander and, when
itiscoolenoughtohandle,
squeeze outasmuchwateras
youcan, thencoarsely shredit.
— Remove theflesh from
theavocadosand cutinto
chunks.Mixwith thelemon
juice toprevent it going
brown.

— Toserve, toss thekale,
onion, cucumber and avocado
togetherandlayitonthe
bottomof aservingdish.

Lay thechickenontopthen
spoonover the contents of
theroastingdish.

Savour:Saladsforall
SeasonsbyPeterGordon.
TheProvidoresand Tapa
Room, isthis year celebrating
its15thanniversary.

WHAT'S

ON

PRIDE AND PREJUDICE
2nd-17th September
Regent's Park Open Air
Theatre

Inner Circle
Regent'sPark,

NW14NU
openairtheatre.com

Simon Read's adaptation

of Jane Austen'sbeloved
classicreturnsto the Open
Air Theatre followinga
sell-outrunin 2013, this
timeled by Felicity Montagu
(AlanPartridge, Bridget
Jones'Diary)as the frivolous
MrsBennett-matriarch of
afamily of five unmarried
daughters—inafamiliar tale
of thehapless pursuit of love.

THEMIDDLE: TOMELLIS
15th September
—-27thNovember

The Wallace Collection
Hertford House
Manchester Square,

W1U 3BN
wallacecollection.org

Tom Ellis-the figurative
painter, not the Eastenders
actor-isthemanbehind the
Wallace Collection'smost
ambitiousexhibition since the
landmarkjoshuaReynolds
ExperimentsinPaintlastyear.
Thismight seemanodd
juxtaposition, but thoughhe
isverymuchalive, inhisearly
forties, and known forbeing
anythingbutderivativein his

approach, TomEllis's subject
matterisinspiredinpartby
Old Master cataloguesand
arthistorybooks-sowhenit
comes toinspiration, Joshua
Reynolds'portraits, and
indeed the entire Wallace
Collection, areasource from
which Tom frequently sups.

Thisnewly commissioned
series of works pairs Tom's
enigmatic figurative
paintings with self-made
furniture, reflecting the
unique and eclectic profile of
Hertford House.

JEREMY DENK
17th September
Wigmore Hall

36 Wigmore Street,
W1U 2BP
wigmore-hall.org.uk

Fromindebted]ulliard
graduate to 2014 Musical
Americalnstrumentalistof the
Year, American classical pianist
Jeremy Denk rapid progress
intotheupper echelonsof
classicalperformershasdriven
byanimaginative, lively,
interpretativestyle.
Inthisperformance, covering
six centuriesof repertoire, he
chartsthehistory of western
music frommedievalismto
modernism.
Thiseveningevent
followsanopenhouseday at
Wigmore Hall, whichincludes
toursof the historic concert
halland performances from
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Though heisvery
much alive, in his
early forties, and
known for being
anythingbut
derivative in his
approach, Tom
Ellisisinspired in
part by Old Master
cataloguesand art
history books

/

AlaBashir

WigmoreHall Learning's
outreach ensemble, Ignite.

KOHN FOUNDATION
BACHCANTATAS
2ndOctober

Royal Academy of Music
Marylebone Road,
NWI15HT

ram.ac.uk

Inthe October performance
of anongoing series

of monthly eventsin
celebration of the great
Baroque composer's finest
works, theRoyal Academy's
lainLedinghamand Margaret
Faultless, directorand

leader respectively, bringus
performances of Allein zudir,
HerrJesu Christ; Wohldem,
dersichaugseinen Gottand
Warumbetrubstdudich,
mein Herz, performedon
historicalinstruments.

PrideandPrejudice

GALLERY
PROFILE

Hay Hill Gallery

History

Thegallery wasestablished
by Mikhail Zaitsev on Hay Hill
inMayfairin 2002. Originally
itshowed purely Russian
artgallery, until2007 when
itrelocated to Cork Street
andstarted tobringin
otherinternational artists
andsculptors.In2013, Hay
Gallery moved toafarbigger
space on Baker Street.

Space

Bright, open planandblessed
with sizeable windows, the
gallery spaceis unusually
large for central London, and
isparticularly conducive to
the presentation of sizeable
sculptures.

Theretendstobea
different exhibition on
eachofitstwofloors,
and thespaceiscurated
according towhatlooks good
aesthetically, rather than
beingstrictly thematic. The
space changeseverymonth
orso,and thereis usually
asummer show around
Augustand awinter show
around January, in which
several artistsare exhibited.

Art

Hay Hill Gallery is perhaps
better known forits
sculptures thanits paintings.
Most paintingsareoilon
canvasor board, not paper,
and thereisnorestriction on
thestyleofart.everything
fromhyperrealismto
impressionism. Welook

for quality of work-a

good understanding of
composition and consistent
highstandards. The
paintingshave toalready
look like master works.

Artists

Hay Hill Gallery hasaroster of
more than 100 contemporary
artistsfromaround the
world. Most are already
established, butemerging
artistarealsojudged on their
merits. Thegallery looks to
promote themlong-term,
withagreements for atleast
six years.

Morerecently, ithasalso
started presenting works
from Old Masterssuchas
Michelangelo Cerquozzi,
JanPhilip van Thielden and
Gerard van Spaendonck.

Sculptors

Atthemoment the gallery
hassculptures from Edgar
Degas, August Rodin, who
isrecognised asone of the
mostimportantsculptorsof
the19th century, and Eleanor
Cardozo, whose bronzes were
exhibitedallover London
during the Olympics-toname
butafew.

HayHill Gallery
35Baker Street
London, W1U 8EN
hayhillgallery.com
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Paddingfon StreetGardens
L, 4

THE
GUIDE

Thebest spotsinMarylebone

forrelaxing outdoors

PADDINGTONSTREET The garden has
GARDENS

Thisattractiveparkhas forma} grass aree_ls,
longbeenahaven of quiet, traditional bedding
elr}ioy%g bly locals anshviiiltors displays, mature
alike. Thelarger southside

hasformalopengrassareas, plane treesand
traditional bedding displays, plenty ofbenches
matureLondonplanetrees, —thelatterbeinga
alchiidrelp}’jsplaggroggdlaad particular draw for
plenty of benches-thelatter

beingaparticular draw for localworkers, Wl’_lO
localworkers, whohead head hereontheir
hereon theirlunchbreaks lunchbreaks

atthefirstsignof sunshine.
Landmarksincludeanunusual
18th century mausoleumand
the Street Orderly Boy statue
by the Milanese sculptor
DonatoBarcaglia (1849-1930).
Thestatuehastwicebeen

/

stolen, thelast time turning
upinashopinwestLondon,
buthasnowbeenvery
securely anchored toprevent
any furtheradventures. The
northsideof the parkisless
developed-youwilloftensee
peoplesittingon theground
withabookandadrinkon
summer afternoons.

THEREGENT'SPARK
GARDENS
DesignedbyJohnNash,
Regent'sPark covers395
acres, includingsomeof the
mostbeautiful parklandin
London.Italsooffersanumber
of differentgardens, each of
thembeautifully designed
andmaintained. QueenMary’s
Gardens, arose gardennamed
after thewife of King George V,
hasLondon'slargest collection
of roses, with approximately
12,000flowers, setoutin
85single variety beds. The
Victorian-style Avenue
Gardensisfamed forits formal
displays, tiered fountains,
evergreenhedgesand vast
ornamentalbowls filled with
flowers, while the Wildlife
Gardenhasbeendesignedto
allow native wildlife to thrive
inthecentreof thecity.

ORRERY TERRACE
Orrery haslongbeenoneof

Marylebone'sdining treasures,

and theadditionof itsoutdoor
dining terracehasadded
anotherjewel tothearea’s

culinary crown. Lined with
lavenderandolive treesto
recreatethesightsandscents
of southernFrance, thisisone
of thebestplacesin London
toenjoy sophisticated cuisine
intheopenair.Itsrooftop
location, lookingout over the
highstreetand theparish
church, raises youabove
thehurlyburly of everyday
lifewhile theelegant design
createsapeacefulatmosphere
toenjoy dishessuchas
chilled tomato, summer
trufflerisotto, or aselection
of cheeses from Orrery's
legendary cheese trolley.

MANCHESTERSQUARE
GARDENS

Oneofthemany private
gardensquaresin Marylebone,
thisbeautiful Georgian square
regularly opensitsdoors to
the public.Itisnamed after
the Duke of Manchester, who
wasattractedhereby the
areasexcellent prospectsfor
duck-shooting. Thelayout
haschanged very littlesince
thesquare wasfirstlaid out
between1776and1788. Black
metalrailings surround mixed
shrubbery,acircular path
enclosesthecentrallawn,
andshade for thegardenis
providedby matureplaneand
lime trees. Amajor replanting
of thegarden took place
between 2006 and 2008,
ensuring thatManchester
Square continues toexude
thatsenseof18thcentury
splendour.

STMARYLEBONEPARISH
CHURCHGROUNDS
Thepresentmonumental
parish church, which opened
inFebruary1817,isthe
fourthknownchurch

building toserve the parish of
StMarylebone. Sittingat the
northendof MaryleboneHigh
Street, itsattractive grounds
host the popular Cabbagesand
Frocksmarket every Saturday.
For therestof theweek this
courtyard, withitsseriesof
benchessurroundingacentral
grassedarea,isafavourite
placefordenizensof thearea
tomeetandrelaxbeneatha
canopy of shady trees.
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Rent a property directly from THE
The Howard de Walden Estate HOWARD

23 Queen Anne Street deWALDEN
London W1G 9DL ESTATE

enquiries@hdwe.co.uk
hdwe.co.uk

MEDICAL

THE PROGRESS OF THE
WORLD FAMOUS HARLEY
STREET MEDICAL AREA

IS OF GREAT IMPORTANCE
TO THE ESTATE

Over 1,000,000 sq ft of medical accommodation to let,
from single consulting rooms to whole hospitals.

For more information please contact
Claire Kennedy on +44 (0)20 7290 0970
medical@hdwe.co.uk

OFFICE

THE ESTATE’'S STRATEGY

IS DESIGNED TO ATTRACT
SUCCESSFUL COMMERCIAL
ACTIVITY TO THE AREA BY
HELPING LOCAL BUSINESSES
TO GROW

Over 600,000 sq ft of office accommodation, ranging in
scale from 250-50,000 sq ft.

For more information please contact
Claire Kennedy on +44 (0)20 7290 0970
office@hdwe.co.uk

RESIDENTIAL

THE ESTATE’S RESIDENTIAL
PORTFOLIO ENCOMPASSES
EVERYTHING FROM STUDIO
APARTMENTS TO COMPLETE
TOWNHOUSES

Over 800 residential rental units, of all types and sizes.

For more information please contact
Shirley Boullier on +44 (0)20 7290 0912
residential@hdwe.co.uk
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