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‘If you have the choice between being kind or being clever, choose kind.’

R.J. PALACIO, Wonder

‘Society today is being fragmented by a way of thinking that is inherently short-sighted because it disregards the full horizon of truth … It ignores the very principles that enable us to live and flourish in unity, order and harmony.’

POPE BENEDICT XVI








Introduction

My surgery finished late on the day I was strangled.

My patient, Sarah, had about her the air of a recent escapee. I had treated her before and knew her mental health could be very up and down. But that day she looked particularly disconcerting. Her dark black hair was untamed, and her skin sallow with large dark circles around her wild eyes. She rushed into my consulting room followed by a man I recognised as another mental health patient of ours.

‘I feel wild, I feel crazy.’ Sarah was writhing as she spoke, pulling at her neck and the top of her shirt.

‘She does,’ the man behind her said to me over her shoulder, nodding vigorously.

They had met at a mental health day event at the surgery, he explained. He looked to be in a state of panic. This was not uncommon for him as he lived his life in a fairly constant state of panic, but there was a different urgency about him that day.

‘She’s been trying to attack people on the way here,’ he said. ‘She even tried to attack an old lady.’

Sarah nodded in agreement, widening her eyes and throwing her head back.

‘Okay, well, just take a seat.’ I gestured to the chair by my desk.

My consulting room was in the shape of a small reversed L, with the desk tucked into the short arm of the L to maximise space for the patient and the couch. It was an arrangement I was starting to regret as I suddenly felt very cornered.

‘I can’t sit down! I’m wild. I feel dangerous. I need to be admitted!’ Her voice increased in energy and volume as she spoke.

‘Okay, Sarah, I will just call Millview,’ I said, moving my hand slowly to the phone and picking up the receiver. Millview is our local psychiatric hospital. It is not a pleasant place. Most of its patients spend their time trying to escape, and so wanting to be admitted there was in itself pretty indicative of a delusional state of mind.

I kept my eyes on Sarah as I dialled the number.

The ward clerk answered and put Graham, the team leader, on the line.

I explained the situation.

‘Oh yes – I know Sarah,’ he said, too quickly. ‘I absolutely don’t think admission is the right thing for her. I think she is best off in the community.’

‘She says she is going to attack someone.’

‘Well, yes – she does attack people. She’s attacked me.’ He paused as if this was somehow reassuring. I supposed that the fact that he was still alive was positive. That said, one couldn’t tell down the phone whether or not he had suffered some sort of disfiguring disablement.

‘Okay, so what should I do?’

‘Call her community team. They might be able to help her.’

‘Right,’ I said. I certainly didn’t feel right, but then I wasn’t really in the sort of situation where I was expecting to.

Calling the community team is never straightforward. It is hopelessly understaffed, and it’s almost impossible to get through to anyone. I ended up leaving three or four messages on different voicemails.

I turned back to Sarah. ‘I’m trying to get you seen at home,’ I explained.

‘I can’t go home – I’m going to kill someone!’ she shouted. ‘I need to be admitted! I feel dangerous!’ And with that, she launched herself at me and grabbed my neck.

Time seemed to slow down as we pivoted backwards and forwards in a strange dance. Sarah was trying to strangle me, and I was trying to push her off. I had the palm of my right hand placed against her forehead, pushing it back. Her mouth was wide open and her chin extended towards me. Behind her, her friend was flapping his arms up and down shouting, ‘Don’t kill the doctor!’ I could feel Sarah’s thumb on my larynx and the blood backing up into my head. Fortunately I have long Neanderthal-type arms and I was able to stretch her forehead back so much that her grip on my neck loosened.

Spotting an opportunity, I managed to wrestle her to the ground and place a knee on her chest, which kept her still for long enough for me to grab the phone and dial 999.

We stayed on the ground for what seemed like an eternity. Every so often, Sarah would thrash around under my knee, but my full weight was on her and I had her arms pinned to the ground on either side. The police arrived quickly – two officers with walkie-talkies buzzing at their shoulders – and with them came a sense of safety. As soon as they walked into the room, I burst into tears.

I was trying to explain what had happened when Sarah launched herself at me again, and the police jumped into action. They held her arms behind her and turned her round so she was bent over and pressed into the examination couch with her head turned to one side.

‘Okay, doc, we’ll take it from here. Does she take any calming medication or anything?’

‘Give me some diazepam!’ Sarah shouted from her compromised position. The couch roll (a long strip of thin, changeable paper that covers the couch) was getting caught in her mouth. She tried to move it with her tongue. Saliva dribbled onto the tissue, which clung to her bottom lip. I put out my hand to help clean it off, but thought better of it as she growled at me.

Diazepam is an addictive sedative medication. I am usually very careful about using it, but this did seem like the perfect opportunity. ‘Hold on,’ I said, and rushed next door to my practice nurse.

I started shaking as the adrenalin hit me. ‘Fi, I need some diazepam,’ I said. ‘Sarah has just tried to strangle me.’ My voice rose in pitch at the end.

Fiona got up quickly and went to the locked drugs cabinet.

‘Sit down, dear,’ she said as she gave me two large tablets in a little plastic pot. ‘Take these,’ she said, and patted my shoulder as she handed me the glass of water she had filled at the sink.

‘Not for me! For Sarah!’

I went back into the consulting room and gave Sarah the medication. The police escorted her away and drove her to Millview.

I took a deep breath and called my next patient. She had been sitting resignedly outside my door, waiting for the screaming and shouting and police intervention to be over.

She came in and sat down. Our consultation began, with both of us pretending that everything was fine. It definitely wasn’t. Underneath the desk, my hands were still shaking. My concern for Sarah fought with the basic response of anyone who is physically attacked – fear and shock. Just behind that was my deep exasperation with a healthcare system that was letting her down so badly.

Working as a doctor gives me deep joy and pride – but, let’s be honest, there are times it scares the hell out of me.






Part 1

Beginning our journey








Chapter 1

Dreams

In the early 2000s, I was working as a GP in a practice in Brighton, Sussex. It was quite small, and run by just two of us, me and another GP, Jonathan. Jonathan was fun. He was a larger-than-life character, and I liked him. He had large frizzy hair and large features in his large face. We worked well together, but I found him rather old school. He held the views he held, and what he said went.

Still, I loved my patients, and knew how lucky I was that my work gave me real satisfaction. It also allowed me to balance my professional life with my family – my husband and our three kids, who were still quite young back then. I recognised how fortunate I was to have this sense of balance, considering how hard it is for so many people to find. We had a routine that worked for us all.

I’d always wanted to be a doctor. After years of rigorous studying, my peers and I had been spewed out of med school with the values and opinions of our time. We worshipped the gods of mass trial data and clinical evidence. We knew that our scientific knowledge was king.

And then, so slowly that I hardly noticed it at first, my ideas about medicine began to shift and change. I observed more and more instances where patients responded unexpectedly to treatments. I would start them on a medication that, according to the textbooks and literature, was supposed to take two weeks to offer any improvement in symptoms. It was baffling to me that a good percentage of people would come back immediately better and some would show no improvement for weeks and weeks, if at all.

People, I realised, are not textbooks. They are much more complicated than that – and far more interesting. Maybe, I thought, we don’t know everything about what causes illness and wellness. Maybe things are happening in medicine that we don’t yet fully understand.

I didn’t say anything to Jonathan about what was running through my mind. I suspected that he wouldn’t agree with me about any of it. But what, I started to wonder, was really going on?
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I met the result of Julie’s blood test before I met the woman herself. It was a worrying introduction. ‘Hb 4.4’ was phoned through from the lab. We needed to get hold of her as soon as possible.

Hb 4.4 is a dangerously low haemoglobin reading. Haemoglobin is an iron-based molecule that carries oxygen in the blood. When you have too little haemoglobin in your system you have a blood disorder called anaemia; patients often feel tired or breathless as their organs aren’t receiving enough oxygen to function properly. The normal range in women is usually over 11, so Julie was severely anaemic. The most common cause of anaemia is bleeding. For obvious reasons, most people know if they are bleeding, but if you bleed into your bowel, it can be relatively silent. In this situation, you may slowly lose blood into your gut. The main symptoms of anaemia, tiredness and breathlessness, may present themselves, but if they gradually materialise over a few months you may not really notice it. Your body compensates.

This is what had happened to Julie.

It was clearly an emergency. With a reading like this, Julie could become acutely ill at any time. I phoned her mobile and her landline, but both of them rang and rang with no reply.

‘I’ll have to go round there,’ I said to Jonathan. He nodded at once. I jumped in my car and drove to Julie’s house. The curtains were drawn back and no lights had been left on. Everything seemed normal. I rang the doorbell, then rang again. No reply.

I quickly called the surgery’s main reception desk.

‘Look,’ I said, ‘she isn’t answering. I need to get inside – she could be lying on the floor unconscious right now.’

‘You’re right, Laura. Call the police.’

A situation like this presents a real dilemma. If the police come for a welfare check, there’s a very strong chance they’ll end up forcing entry to the house.

‘But if she’s just gone away and she’s fine, she won’t appreciate coming home to find her front door off its hinges. Is there any other phone number on her record?’ I asked.

‘Wait a minute,’ our receptionist said. ‘I’ve had an idea. I think her mum’s a patient here too – and if she is, we’ll have her number.’

She was right. When I spoke to Julie’s mother, she told me that Julie was away on a retreat and hadn’t taken her mobile. She would be back the next day.

Julie was 54 years old and worked in a small niche bookshop nearby. She came into the practice to see me the following afternoon. I explained that her blood test showed a worrying result and that we needed to do some more checks on her.

‘Is that really necessary?’ said Julie. She seemed to be intelligent and calm. ‘Don’t worry if I look a bit pale. I’m always pale. I’m sure there’s not a problem. I’m only here because I was trying to give blood. When they gave me the iron test, I failed it and they told me to see you. I don’t often visit the doctor.’

‘I understand,’ I told her, trying to keep the anxiety out of my voice. I didn’t want to scare her, but she had to understand that this was serious. ‘But I really think we should find out what’s going on.’

It is rare, nowadays, to meet people who are very ill but believe that they are well. It’s usually the other way around. But this was Julie’s situation.

‘Dr Marshall-Andrews,’ she said clearly. ‘With no disrespect to you at all, I don’t like to follow Western medicine. It only treats the symptoms, not the underlying causes of disease. My sister is a homeopath, and normally if I am feeling under the weather, she prescribes a remedy for me.’

A homeopath? Really? I didn’t want to be dismissive, but I didn’t think that this was helpful at all. I tried hard to keep a neutral expression on my face.

‘I’m sorry, Julie,’ I said, ‘but this is urgent. I think that your results may be telling us something important. I’d really like to send you for tests.’

Not surprisingly, Julie wasn’t happy with the tests I was proposing. Who would want to have one camera pushed down their throat into their stomach and another one inserted through their anus into their colon? But she agreed to be urgently referred for both these procedures.

A large tumour was found at the base of her oesophagus, the tube which extends from the mouth to the stomach. It must have been there for a while, curling around her gullet and oozing blood into her stomach. The word ‘cancer’ comes from the Greek for ‘crab’ or ‘creeping ulcer’, and it is easy to see why this was chosen as a name so long ago.

For Julie, the news kept getting worse. A more detailed scan revealed that the cancer had spread into the liver and lymphatics in her chest. Gently, the oncologist – a specialist in cancer – explained her prognosis. This thoughtful, interesting woman had only months left to live. Her care was handed back to us and the Palliative Care Team. They look after patients approaching the end of their lives.

But when I next saw her, Julie was remarkably upbeat.

‘I’d stopped noticing how tired I was feeling,’ she said to me. ‘I thought it was just my time of life. But those blood transfusions in the hospital made such a difference.’

Julie had been transfused several units of rich, dark blood. As a result, her haemoglobin levels were much higher. In herself, she was actually feeling much better than she had for a long time. I noticed another difference too – it was as though the sudden defining of her life expectancy had given her a clarity and purpose she had not had before. She reduced her hours at work and spent more time with her friends. One weekend a friend drove her to Bristol.

The next time I saw her for an appointment, she was very excited.

‘While we were down there, we found the Penny Brohn cancer unit,’ she explained. ‘I went inside and talked to them – and they were so lovely. They inspired me.’

I looked at her. She was obviously tired and not well, but the energy and enthusiasm in her voice were mirrored in her eyes. Something very nurturing for her had clearly happened in Bristol.

‘What did they say?’ I asked.

‘They understood how I was feeling. They listened. They knew I don’t just want to take medicines – that people with this illness need so much more than that.’

Penny Brohn was diagnosed with breast cancer in 1979. She recognised the importance of caring not just for a patient’s body but for their ‘mind, spirit, emotions, heart and soul’. She and a great friend, Pat Pilkington, got together with a group of volunteers and therapists and founded her centre. Theirs was one of the first instances of Integrated Medicine – a way of caring for patients that sees them as unique individuals, not just as cases, and sets out to meet their emotional needs and those of their families.

Penny Brohn didn’t oppose Western medicine. She was an advocate for all the advances it offers, but she also understood the importance of supporting the person themselves, not just focusing on the tumour growing within them. It was clear straight away from the response to her work how many people agreed with her. Her new centre was a big success. Its ethos was later developed and expanded by a woman on her own cancer journey called Margaret Keswick Jenks – the founder of Maggie’s centres.

Maggie Jenks was diagnosed with advanced breast cancer in 1993. When she received the diagnosis, she was sitting with her husband in a dingy room in the Western General Hospital in Edinburgh. Her abiding reflections on that moment were that at this most shocking and important time of her life, there was nowhere to collect her thoughts, nowhere to cry and be comforted. And if she felt this way, Maggie realised, so must thousands of others.

So she set about creating and designing a cancer centre where patients could go and be supported, have a cup of tea and a chat, get a massage or some acupuncture. She, like Penny Brohn, wanted to create a gentle, nurturing place that could help heal and restore the damage not just to patients’ bodies, but also to their minds, souls and hearts. Maggie died in 1995; over the years more Maggie’s centres have emerged alongside other major hospitals that care for patients in this way in the country.

For Julie and for me, the discovery of Integrated Medicine was to be life-changing.
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When I was a medical student in Southampton, I made the decision that paediatrics – children’s medicine – was the path I wanted to take.

I had set my sights set on the lofty heights of becoming a consultant paediatrician at Great Ormond Street Children’s Hospital. Working with sick children – sometimes extremely sick, or with life-limiting conditions – sounds draining but in truth can be inspiring and even uplifting; to feel that you can make a difference to people’s lives at times of real crisis is a great privilege. Scientifically, the work was fascinating too; I saw cutting-edge research and remarkable advances in children’s medicine and felt like I was part of the advance of science in its war on suffering and disease. I attacked my professional goals with energy and passion, achieving membership of the Royal College of Paediatrics and Child Health in record time. I landed a job at the Chelsea and Westminster Hospital and a young, dynamic consultant there took me under his wing. I was on course – I could feel it. I made connections at Great Ormond Street. I started to draw closer and closer to my dream.

And then I had a baby and my whole world changed.

I found that my hunger for the job had died. There was something else that mattered more: a tiny, wriggling, never-sleeping thing – Josh. I struggled on for a few months, stretched between the career I had committed my life to and my new-found love. But I could no longer stay at work until the job was done. I felt the guilt of having to leave while my colleagues carried on, only to arrive late at the nursery and collect the last remaining baby. It was as though I was failing everywhere – I couldn’t be the doctor that I wanted to be, or the mother that I wanted to be either. This feeling broke my heart. I knew my life had to change.

So I left the dynamic, high-flying buzz of hospital medicine and began a reluctant conversion to general practice. I secured a training post at a GP practice in Sompting, a small town just outside Brighton. Here, at least, I would only have to work two or three days a week and could get home at a reasonable hour.

I found myself driving through the streets of Sompting to start my first day as a GP trainee early one autumn morning in 2002, and was instantly afraid that I had paid a heavy price for my change in career. Sompting consists chiefly of bungalows – and to my eyes, that morning, they were all grey. The sky was grey, the sea was grey, the houses were grey and the people who moved slowly outside them were also grey.

All of a sudden, it hit me that I had undoubtedly made the biggest mistake of my life. There was absolutely nothing cutting-edge about Sompting. I had walked away from the greatest sense of professional purpose that I had ever known. What was I doing? I started to cry. I could barely see the entrance to the practice, which was to be my workplace for the next one and a half year, but what I could see of it was also pretty grey.

I pulled myself together, composed my face and walked inside. An elderly lady sat behind the desk. She barely looked up as I entered, but motioned me to sit in a chair that looked like it had been the silent repository for every form of bodily fluid and hot beverage known to man. I remained standing and waited for my trainer to emerge. After a short time, the side door opened and a man in his fifties with unruly hair and physics-teacher shoes appeared. His face crumpled into a smile. He looked like he had completely given up on any attempt at smartness. I glanced down at the smooth lines of my Westwood suit. I did not belong there. This was not my place.

My trainer, Dr Benson – Harry – led me to my room.

On the desk, I saw a long box of notes belonging to the patients who were booked in to the morning’s clinic. An old computer sat on the corner of the desk, largely unused.

‘We are transitioning to a paperless system,’ Harry told me. It didn’t look like there was much transitioning going on.

‘I’m just next door if you need anything! I’ll come and get you at coffee time. We all meet for coffee at 10.30,’ he said cheerily.

I closed the door and started to cry.

I started up the computer and searched rapidly for NHS jobs. I had to get back into a hospital. This was going to kill me. I felt sure it would be a long, protracted and grey death.

While I was looking for a part-time job anywhere else in the world but Sompting, a buzzer sounded. My first patient had arrived.

I picked up her notes. Betty Knowles, eighty-four years old. Grey. I went out and called her in.

Betty was a small woman who appeared surprisingly sprightly for her great age. She had an unusual energy about her as she looked around the room.

She leant forward, drawing me towards her.

‘You could make a bit more of this place, darling,’ she whispered conspiratorially. I sniffed back the tears and looked around at the little cupboard of a room I was in. A small window looked down on an apple tree outside. Behind it there was a garden with a gnome in it.

‘Yes, I suppose I could,’ I replied.

She began to explain that she had a pain in her thumb and forefinger which had been there for many years. I could feel utter despair setting in again.

‘It’s probably from all that sewing,’ she commented.

‘Did you sew a lot?’

‘Oh yes, dear. I was Marilyn Monroe’s seamstress.’

‘Did you get to know her?’

‘Oh yes, sometimes we would chat for a whole afternoon. The things that went on! I saw it all!’

What a fascinating past she must have had, this woman I’d dismissed as dull and grey. In that moment, I understood how my arrogance and my vanity had clouded my vision. We talked about her life, and as I listened, I started to realise that people each have their own stories, and that almost all of these were intriguing. As my next patient came into the consulting room, I managed a welcoming smile, behind which was also a slightly better attitude.

My second patient was four. His name was Johnny. His dad had brought him to see me as he was worried that Johnny’s foreskin was too tight.

I asked him what led him to believe this was the case and he explained that his boy’s foreskin didn’t seem to retract comfortably. I reassured him that any seeming tightness was pretty normal, and usually sorted itself out by the time a boy reached about six years old. In the absence of infections and any problems peeing, I suggested we should leave it well alone.

But Dad was really concerned and wanted me to have a look. Johnny, however, was not so keen.

Dad and Johnny had clearly been debating what Johnny would need to do in this moment for some time. Johnny was already sucking on an enormous lolly – one of those large solid sugar ones in the shape of a dummy.

‘Now, Johnny,’ his Dad said sternly. ‘We discussed this earlier and you said that if I bought you that lolly, you would show this lady your willy.’

Johnny sized up the situation, took a long draw on the lolly and shook his head.

Dad tried again but the response was the same.

‘What about if I buy you an even bigger lolly?’

Johnny shook his head, swinging his legs on the chair. This kid will go far, I thought.

I was about to intervene when Dad had a brain wave.

‘Will you do it if I do it?’ he asked.

Both Johnny and I looked at him. Johnny nodded his head. I remained too stunned to object.

Dad took a deep breath, closed his eyes, stood up and dropped his trousers and pants.

He looked round at Johnny from his grossly compromised position.

‘There,’ he said triumphantly. ‘Now you.’

Johnny looked at him carefully for a second and considered his options.

Then he shook his head.

If this was what being a GP was like, I thought, I would be just as fascinated working here as I was in my time as a high-flying hospital practitioner. My new direction might not be the terrible mistake I’d first feared. I took another glance out of the window at the garden gnome. This time, I thought I saw a twinkle in his eye.
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Julie came back from the Penny Brohn centre in Bristol with a very clear idea of how she wanted to die. Meaning and purpose are probably the most important features of fulfilled lives. They often come in the form of love and relationships but sometimes, as for Julie, they present themselves as beliefs and ideas. Some people have a sense of meaning and purpose guiding them for many years. They are fortunate. For others, it comes in brief periods, or at the end of their lives.

Julie didn’t have much money, but she talked about the types of treatments that she felt would help her. She wanted homeopathy and acupuncture and had found well-qualified practitioners she trusted. Julie and I began a journey as doctor and patient that deeply changed the way I looked at my role.

As the cancer spread throughout her slight body, Julie weakened. The tumour pressed into her spine and lungs, but every time I saw her to review her pain she would decline medication. She had reflexology, acupuncture and massages instead of morphine and, amazingly, for her, it worked. This was the method of her choice. She was calm; she drew friends and professionals around her. But she was also spirited and firm. She argued with the oncologists and Palliative Care Team. She did not want to follow the usual pattern. She wasn’t going to be pushed into a clinical pathway.

Instead of feeling frustrated with her, I watched her and tried to help where I could. I understood that often Julie did not come to me because she wanted drug treatment. She wanted reassurance and support.

When she was very weak, Julie decided she wanted to go to the Gower Peninsula in South Wales on holiday. This had been an important place for her when she was growing up, and she had not been back there for many years. Clinically, the trip seemed like madness. She could hardly stand, she was skeletally thin and required help most of the day. The Palliative Care Team were worried she might die there. She would need palliative support while she was away that we clearly could not provide from Brighton.

We spoke to local services in Wales. It was difficult and it required already stretched teams to think outside the box and do something unusual. But in early spring, Julie made it back to the Gower. She was surrounded by friends and family there. It was March but the weather was unusually good. I called her once and she was sitting at a beach-side café overlooking the cove. She had blankets and cups of tea around her as she watched her nephews playing on the beach. There was a steep coastal path, which her brother-in-law had managed to negotiate with her in a chair. They had sat overlooking the sea for some time, high up on the cliffs. Her voice was stronger than it had been for months, fortified by the sunshine, sea air and love.

In the end she had the full works: a syringe driver of high-dose medication and full hospice care. She played cards with the hospice nurses in the evenings right up until her death, and when I visited her there, she was still smiling, although clearly very tired.

‘Dr Marshall-Andrews,’ she said to me. ‘I know you didn’t really want to listen to me when I talked about alternative care. But you did, and I very much appreciate it.’

‘Oh dear – I thought I’d disguised all my doubts far better than that!’

Julie chuckled.

I could see the peace of mind she had found in her last weeks. If she’d done exactly as she was told and followed the conventional cancer treatment route, the outcome would still have been the same – but for Julie and her family, the journey there would have been so different. That wasn’t what she’d wanted to do – and she had the right to choose. She took her own path to death, and showed me that another way existed.

Just one thing was preying on my mind. I’d still not said a word to my practice partner, Jonathan, about the way I was thinking. But I couldn’t see any conversation that included the words ‘Integrated Medicine’ going well. Jonathan was a good GP, a hard-working and sensible man who wanted the best for his patients. But I knew with absolute certainty that he wouldn’t be receptive to this kind of thing at all. I decided to keep my ideas to myself for the time being. But I could feel the distance between us growing, as the pull towards a different way of practising medicine grew stronger and stronger in me.
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Once I’d met Elizabeth, keeping quiet became a lot harder.

I remember her clearly. She was suffering from a lung disease called bronchiectasis, which made her prone to protracted pneumonias, and often led to crippling bouts of depression. But I found I still looked forward to seeing her – her energetic approach to life couldn’t help but inspire me. In our consultations, we would talk as much about the ills of the world as about her symptoms and medication.

She was a thickset woman, tough and gritty. She had a gravelly voice and wiry blonde hair that sat stiffly on her head. Her lung disease impaired the flow of air across her vocal cords and she had a constant productive cough. I was surprised when she came to see me one day, full of excitement that she had found the cure for all her sicknesses: singing.

‘I’ve joined a group!’ She paused to cough, then excitedly pressed on. ‘I’ve been twice already and I’ve had the most wonderful time!’

‘Singing?’ I questioned. I didn’t want to sow the seeds of doubt in Elizabeth’s mind, but putting more strain on her lungs didn’t sound like a good idea.

‘I haven’t sung for forty years – and quite honestly, I never realised what I was missing!’ she went on. ‘There are more than a dozen people, and some of them – well, it’s really most remarkable. They all say the same – that singing has helped them in all sorts of ways.’

I tried to give her an encouraging smile.

Over the next few months, Elizabeth sang every day in the group she had found. To my amazement, her mood improved, she stopped having to take the antidepressants she so hated and her lung function was much better too. Most winters were treacherous for her. She would spend much of the time on antibiotics and often required hospital admission. But as she sang herself through that winter, she only needed for two short courses of medication. I started to pay more attention to her theory that singing was healing her.

One day, she brought a visitor to see me.

‘This is Udita, doctor – the lady who runs our singing group!’

Udita greeted me with a wide, warm smile. She turned out to be a lovely, gentle woman with a softly spoken charm and kindness that made you listen carefully when she talked. And she brought evidence and case studies with her, mainly from the Sidney De Haan Research Centre in Canterbury. These showed convincing models of singing as a huge adjunct to the care of Parkinson’s disease, lung disease, depression and anxiety, with many more wide-reaching benefits.

‘“Sing for Better Health” makes a really big difference to our members,’ she explained. ‘We think it’s partly physical – it helps the lungs get stronger – but most of all it’s the sense of community, of making something beautiful together, that helps people. It takes people beyond themselves, and it’s joyous.’

I looked across at Elizabeth, who gave me a grin. Joyous, I thought, was certainly the word. The more she sang, the more her depression seemed to lift, and along with it, her energy levels too. She became an incredible powerhouse of unstoppable passion, hellbent on changing the delivery of healthcare. She adopted me as a willing accomplice and we started on a journey that was to radically change my life and hers. We wanted to create a community of artists, dancers, singers and writers who could help support people through their stories of illness and wellness. We even started to talk about holding a singing group in the waiting room of the surgery.

I was growing more and more excited. It was becoming clear to me that interventions like this could offer a truly holistic treatment for people with very significant disease. They offered not only a measurable impact on physical function, but also a significant improvement in mood and quality of life. For so many people, loneliness can be a limiting issue that also negatively affects prognosis, and social activities such as singing groups seemed to me to be a fantastic solution.

Here was the inspiration I really needed to go forward. I decided I was ready to make big changes in the way I worked, and integrate these new ideas. Non-traditional methods of care made a difference to patients – I could see it very clearly. Why exactly this was, I didn’t know. I was curious to learn more. The only time that doubt would creep into my mind was when I wondered what Jonathan would think.

Then national politics helped me. That certainly doesn’t often happen – but just this once, it did. The Labour government under Tony Blair was passing laws at the time on health and safety regulation for healthcare providers. The problem was that the vast majority of general practices existed (and still do) in old converted buildings like the small converted Victorian house that our practice was situated in. The steep staircases and narrow, oddly-angled doors were hard to negotiate, even for the most athletic among us. In fact, it was not uncommon to see one of us wedged between the door and the wall upon leaving the toilet. The Labour government’s new laws aimed to improve accessibility and rapid emergency exits. But old practices could not come close to meeting the new requirements. So there was a big push to re-house a lot of the worst and most inappropriate practices – and our little higgledy-piggledy building was high on the local authority’s list.

I felt sure that this potential move for our practice was an opportunity to do something incredible – to go in a whole new direction. Elizabeth was a constant source of ideas and inspiration, and she and I talked about other projects in the local area. She was my relentless detective, finding out innovative programmes and bringing them to my attention. I imagined a practice with large, light rooms and art groups and singing groups and beautiful decoration with inspiring health messaging that offered more sustainable solutions to people’s health needs: solutions that did not necessarily involve medication, but that relied more heavily on community and connection and lifestyle change.

Meanwhile, Jonathan and I went to a meeting with a representative from the Clinical Commissioning Group about finding ourselves a new premises. The CCG had been liaising with the council and had found an old church that was for sale. We went to see it.

It was a sunny day and we gathered outside a flint-walled building tucked down a side street off the main high street in Brighton. The lady from the CCG let us in with an enormous key that looked like it must have been at least 100 years old. There was a slightly damp smell – the place must have been unused for some time, patiently waiting for the next burst of energy, life and imagination to be stamped onto it.

I could see straight away that the building was absolutely perfect: it had high ceilings and big rooms, and lots of communal space for groups and events. Jonathan’s sister, Sarah, was an architect, and she had come along with us to view the property. I rushed around painting a picture in words of what could be in this dusty old building. Jonathan and Sarah followed me, umming and exchanging glances.

‘And in this central bit we could have interactive art installations with positive messaging about behaviour change,’ I gushed. ‘We could run nature walks and mindfulness-based narrative groups.’

I couldn’t stop. It was as though I had verbal diarrhoea. Any moment I was going to burst into song. Elizabeth was going to come dancing in from stage left with her chorus of healed singers, leaping and twirling.

We left and walked back to our practice. I asked Jonathan what Sarah thought of the project. ‘Well,’ he replied dryly, ‘she thinks we have one big problem.’

‘Oh no – what’s that?’

‘You,’ he said and walked into his room.
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