
is a growing body of knowledge about the process and
outcome of medical education.

In my view there has been insufficient attention to
the interface between our understanding of clinical
expertise and the application of this knowledge to
improve instruction and assessment. Studies at the cur-
riculum level of complex “treatments” like problem
based learning are unlikely to reveal a deeper
understanding of the interface between instruction
and learning. Real improvement in education, just like
real improvements in medical treatments, will only
result when we combine better the understanding of
basic science with the experimental interventions.
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Living with Parkinson’s disease—a child’s perspective

I was 10 years old when my mother came back from a
large London teaching hospital having been given the
diagnosis of young onset Parkinson’s disease. She was
46 years of age. She had made the diagnosis herself
before this appointment. She was first told it by
medical students when, during a consultant led
teaching session, she had been asked to walk across the
front of a lecture theatre to show the characteristic gait.
She was humiliated, and I was angry. That was when I
decided to become a doctor myself.

Fortunately, young onset Parkinson’s disease is not
common. Most people are aware of the devastating
symptoms—the tremor, the poverty of movement, the
falls, and the terrible side effects of the drugs—but a
child sees not only the slow, relentless progression of
symptoms but also the loss of the mother that he or
she knows.

The effects of this on a child are both practical and
emotional. Many patients with Parkinson’s disease
prefer to withdraw from society. For me, it was the end
of family activities: we no longer undertook our
regular Sunday bicycle rides, meals out became an
impossibility because of the practical difficulties of
eating, and family holidays ended. Our family
photograph album, which had been religiously
updated and annotated, stopped abruptly. My attempts
to learn how to sew and knit had to continue without
help. Home visits by friends became difficult and
strained. Physical gestures and, in particular, cuddles
ceased.

Worst of all, however, were the emotional effects of
this terrible illness. The frequent falls and difficulty
getting up meant that I would often return from
school to find my mother on the floor, where she may
have been for some hours. She would never complain
about her condition, and somehow that made me feel

worse. How can an adolescent who is trying to break
away from her parents do so with a mother who is
physically deteriorating? Would teenage rebellion
make her worse? Certainly, argument would increase
the tremor. My achievements would be one of the few
things that would continue to give her pleasure in life.
However, she was undemanding of me, and again
somehow that made it worse. How could I talk about
my own problems and difficulties? I was concerned
about the effect on my father, a sociable man whose
life had also been changed by this cruel illness.

I was an only child, and that must have increased my
sense of responsibility. It certainly increased my sense
of isolation. I fulfilled my intention to become a doctor,
driven by my family circumstances. That drive seems to
continue after family members are long since dead.

All this happened to me some time ago, and I would
hope that now medical teams have a better
understanding of the difficulties encountered by
patients with Parkinson’s disease and their families, but
I wonder.

Lesley Rees consultant paediatric nephrologist, Great
Ormond Street Hospital for Children NHS Trust, London

We welcome articles of up to 600 words on topics such
as A memorable patient, A paper that changed my practice,
My most unfortunate mistake, or any other piece
conveying instruction, pathos, or humour. If possible
the article should be supplied on a disk. Permission is
needed from the patient or a relative if an identifiable
patient is referred to. We also welcome contributions
for “Endpieces,” consisting of quotations of up to 80
words (but most are considerably shorter) from any
source, ancient or modern, which have appealed to the
reader.
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