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To my family. This might explain all those
times I wasn’t there. Sorry.
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‘Justice cannot be for one side alone, but must be for both.’

Eleanor Roosevelt


Pre-mortem

‘Guilty of murder’, ‘Not guilty of murder but guilty of manslaughter’, ‘Not guilty’ and, in Scotland, ‘Not proven’. That’s how murder trials end. But where do they begin and how do we get to the end result? Well, I’m part of the process of investigating murders – emphasis on the r as I’m Scottish: I’m a forensic pathologist. Not that I always admit it. In the early days no one knew what a forensic pathologist was but now, thanks to the power of the media, everyone seems to think they’re an expert in all things forensic. All hail CSI.

In fact, very few television programmes represent the role of the forensic pathologist accurately. Their forensic pathologist tends to be part pathologist, part police, part forensic scientist. Trust me, it is nowhere near as interesting or glamorous as TV makes it look.

Taggart was probably most accurate in its portrayal, as the pathologist was confined to the mortuary and, once the postmortem was over, that was the end of their role. A bit part but essential to establish that Taggart was dealing with murder. Even then, though, the programme was not entirely accurate as in Scotland, due to the legal requirement of corroboration of all relevant facts in a criminal case, two forensic pathologists are required to examine every potential murder. Probably due to budgetary concerns, only one pathologist was portrayed in the programme, the stereotypical middle-aged bearded male.

The only forensic pathologist I have ever met who personified the writer’s assumption was Jack Harbison, professor of forensic medicine and state pathologist in Ireland. At any forensic conference he was the stand-out ‘poster boy’ for the profession. As a concession to legal accuracy, when filming a mortuary scene in Taggart there would be a lingering shot of an empty pair of wellingtons, implying a second pathologist without the expense. It was not until 2001 that a female forensic pathologist was introduced, some sixteen years after the first was appointed in Glasgow. Despite the fact that I had been a consultant to the programme for years.

When Silent Witness came along in 1996, the lead was a female forensic pathologist, reflecting the increasing numbers of women attracted to a career in the discipline. But they had to beef up the part, and suddenly the forensic pathologist was the key figure in murder investigations, not just one of the backroom boys or girls. Routinely Dr Sam Ryan was seen questioning witnesses – as if the police would ever let a pathologist near one.

Since then, there has been some confusion as to what forensic pathologists do. The answer is simple: we carry out postmortem examinations to establish the cause of death, even if it appears blatantly obvious in some cases, and in doing so identify deaths due to homicide. The whole system of death investigation was largely designed to prevent homicides going undetected, but now it is more encompassing and plays an important role in monitoring the health of the population. The role of the forensic pathologist has, however, remained true to the original ethos: was the death due to a murder, or not?

When people hear I am a forensic pathologist, the response is usually, ‘How, or why, did you become a forensic pathologist?’ followed by ‘What was the worst/most gruesome case you were involved with?’

The ‘how’ is usually asked by schoolchildren or medical students with an interest in forensics, not necessarily forensic pathology, who wonder how easy it is to get into the world of CSI. The short answer to that is ‘It’s not easy.’ The question ‘why’ is usually asked by medical colleagues. In Glasgow the implication was that I obviously wasn’t good enough to be a ‘hospital’ pathologist (I was, and got my MRCPath on the first attempt), but in Ireland it was more a case of ‘Are you off your bloody head? You could earn double and not be on call working late nights and weekends.’ Fair point, but for me it’s not about the money, although that does not entitle my paymasters to take advantage of my good nature.

As for the other question – the most gruesome case I’ve seen – it’s usually male transition-year students or budding psychopaths who ask. I dodge that one as, sure as Fate, either Mammy would be on the phone claiming I’d traumatised her darling son, or the details would be on the front page of The Sun (it has happened).

This is my attempt to answer those questions more fully. Specifically to take the reader beyond the police tape and into the real world of forensic pathology, not the Quincy version (for those of a similar vintage to myself) or the CSI/Silent Witness version (for younger readers). I’ll talk about the origins of forensic pathology, its modern-day practice, and my sometimes fascinating, sometimes heartrending journey through it, over more than three decades.


1

Beginning

The plane landed in Sierra Leone in the summer of 2000. By UN standards it had been a relatively uneventful journey via Guinea. Robert McNeill, a senior anatomical pathology technician, manager of the mortuary in the Western Infirmary in Glasgow, and I were picked up by UN personnel and taken to a hotel on the beach in Freetown, the capital. The hotel had been taken over by the UN as their headquarters in 1999 when they assumed the role of peacekeepers following the civil war, which had been raging since the early 1990s.

Here we met the other members of the group. Our mission was to recover the bodies of a small group of UN soldiers, killed in the ongoing conflict. We were to identify the men and determine the cause of their death. We were told that it might be difficult to get to the site, but were reassured that the issue would be resolved in the next day or so. I was the forensic pathologist responsible for determining the cause of death and Robert had to secure mortuary facilities. I had travelled from Ireland and he had come from Glasgow, but we had worked together since the 1980s and were firm friends. Sue Black, a forensic anthropologist with a large, hugely successful university department in Dundee, was to join us. She and I had worked together on several cases when I was still in Glasgow.

She was responsible for identification. In addition, there was forensic radiographer Mark Viner, and scenes of crime officers (SOCOs), including a photographer, fingerprinter and exhibits curator, all from England, to assist in the recovery of the bodies, to record and photograph the findings. The Nigerian and Indian armies were responsible for our safety while we were in Sierra Leone.

The trench where the bodies lay was behind enemy lines, hence the difficulty with gaining access to them. We hoped that the UN Army would push the rebels back long enough for us to recover them. Suddenly it dawned on me that maybe my husband was right to be a bit annoyed at my cavalier attitude to my safety, and the repercussions on the family if it all went pear-shaped. Sue was informed by the British government that she was not to move from the hotel until they had been assured of her safety. Nobody seemed too concerned about myself, Robert or Mark so we were on standby, waiting for the signal that the enemy line had moved back and we had a short window of opportunity to get in and out.

The next morning we were picked up, put on a helicopter and taken into the ‘jungle’. We were debriefed by the Nigerian commander, who said that we should move in as soon as we were given the signal but to keep our heads down: as Europeans, we were an easy target. A jeep took us deeper into the bush. Gunfire was raging. We sat for what seemed like hours until we were told that the enemy line had been pushed back although the UN Army couldn’t predict how long they could keep the rebels contained. We ran across the ground to the trench, keeping our heads down. It took a few hours but eventually we had excavated the bodies and documented our findings. We had completed the first phase successfully, without any casualties.

At this point we were handed over to the Indian Army. We were told we were invited to lunch and off we went again in the jeep. A short drive away from enemy lines we came to a camp. We were expecting army rations served on tin plates and couldn’t believe our eyes. In the clearing a magnificent tent rose out of the jungle, like a mini Taj Mahal. We were each offered a bowl of hot water to wash, then were served with the best Indian meal I had ever had, with wine in real glasses.

We returned to the hotel to update our colleagues and make arrangements for the postmortems the following day. Luckily the local hospital pathologist had agreed to make his mortuary available to us. The next morning we drove into Freetown to the hospital. Despite the obvious poverty, the people living in shacks, the majority seemed relatively happy, and the children were in school uniform, with blindingly white shirts and socks. There was evidence of the war, men badly scarred and many with missing limbs, but life was going on.

We reached the mortuary, which was a dark, dank room with the most basic facilities, but sufficient for our needs. It was claustrophobic and the stench was overpowering. The postmortems were relatively straightforward: we managed to identify the men and determine the cause of their deaths. At one point I went outside for a breath of fresh air. The mortuary was behind and set back from the hospital on an area of scrubland. I leaned against the door and had a look around. At the side of the building there was a tree, bare of leaves, and perched on the branches, two large vultures stared down at the mortuary entrance.

A shiver ran down my spine. How on earth did I end up here? I had never planned to be a forensic pathologist. Like most of the major events in my life, marriage, children, moving country, it had happened without much thought on my part. I was the middle child of three, and Dad was the local coalman. I’m sure most of his customers thought we had a charmed life and it seemed fine to me. We started out in a one-bedroom semi-detached council house in a little village called Craigneuk, about twenty miles from Glasgow, but when I was about seven we moved to a three-bedroom semi in Wishaw, a few miles up the road. There, my little sister Monica and I now had a room to ourselves and my brother Jim, seven years older than me, got his own room. We thought we were on the way up.

However, when we compared our lives to those of our friends there were some differences. On Friday nights and Saturdays we worked in the family business: we collected the ‘tick money’, the money owed for the coal delivered to the customers during the week. The job qualifications were fairly lenient: you just had to be able to count the cost of two bags of coal, a bag of dross and some firelighters, and calculate the change from a fiver. Once we were proficient at arithmetic we were on the payroll. Well, not exactly, but we had money to buy sweets at school the coming week. I was top of the class in arithmetic, particularly mental arithmetic.

So, from the age of six or seven Monica and I were ‘helping out’. Sometimes we were taken round the customers’ houses in the car but it was so much more fun in the lorry. As we were so small we had to leap ninja-style onto the footplate, then clamber into the cab, often while the lorry was moving along. Health and safety wasn’t a consideration. I still remember where I was when we heard of John F. Kennedy’s death: collecting coal money on the ‘back road’. Dad wasn’t very good with road names or towns, but we knew where he meant. He was even worse with people’s names (must be genetic: I have the same problem). He took name association to a different level: Cats was a woman with more than a few (I tried to avoid going into her house while she found the money as the smell was pretty powerful) and Pinny was an older woman who had asked Dad to get her a new apron, or pinny, to wear to the ‘Orange Walk’ (‘Even if you are a Catholic, Mr Cassidy’) as she couldn’t get to the shops. He was very obliging.

Life would have continued as ‘normal’, had Dad avoided what they called in those days ‘hardening of the arteries’, atherosclerosis, caused partly by genetic hyper-cholesterolaemia (I’ve got that too) but mostly by an unhealthy smoking habit of eighty-plus cigarettes a day (I avoided that). I only knew that he couldn’t take us out for a walk as he had to stop every few minutes because of pain in his legs, a condition known as intermittent claudication. This necessitated surgery and many stints in hospital. His business suffered but I was delighted to be getting home earlier on Friday nights and Saturday afternoons because we didn’t have so many customers. It was then that the early seeds of a career in medicine must have been sown: I spent most Sundays visiting Dad and other poorly relatives in hospital. My weekends were well and truly scuppered, working Friday night and Saturday, mass on Sunday morning and hospital Sunday afternoon. Where are social services when you need them?

Anyway, school progressed well, still top of the class for arithmetic, and at eleven I was off to secondary school where, as happened in those days, I was streamed into the sciences rather than languages, which suited me fine. I loved physics. Mr Duffy, the physics teacher, really did make it fun. My five years at Bothwell, Elmwood Senior Secondary, were mostly good but I must confess that I wasn’t that fond of school, I think it was the children. I’ve never been a big fan of children, even when I was one. I was looking forward to finishing but, having been ‘working’ for the last nine or ten years, I wasn’t that keen on leaving school to get a job in a bank like some of my friends.

During that time Dad had several heart attacks and, despite the operations on the leg arteries, he ended up having one limb amputated. He tried to continue working but that would have meant us helping him in and out of the lorry, which wasn’t feasible long term. This probably shaped my future: when I was asked to choose which subject I would study if I went to university, I said, ‘Medicine,’ much to the consternation of the nuns. They thought us girls should be nuns, teachers, nurses, or wives and mothers. I was amazed myself, but once it was out, there was no going back. I went home and told Dad, who was now bedbound, and he was delighted. Just a few months later he had a stroke and died. I had to follow through now.

I haven’t mentioned my mum. She was Scarlett O’Hara to his Rhett Butler. He scrubbed up well, she was glamorous and fun-loving, and tomorrow was just another day. Life must have taken a very different turn from what she’d expected when she married the only eligible bachelor in the village. As Dad’s health declined she had to step up to the mark. A life of comparative leisure was replaced by taking the helm in a dirty business, which included going out in the lorry to make sure money kept coming in. God knows what her hairdresser thought of the normally blonde curls now flecked with coal dust. Eventually even she had to admit that she couldn’t cope: the business folded, and suddenly I had my weekends back.

A few weeks after Dad died I was doing my exams to get into university. Luckily I got the results required for medicine and I was accepted by Glasgow University. At seventeen I was on the road to a medical degree. As usual I didn’t think much about the money situation. In Scotland, coming from a single-parent family (Mum was now working as an insurance agent, which meant I still had to collect money on a Saturday) I was eligible for a grant to cover tuition fees, travel and living expenses. Despite our reduced circumstances, there was still a supposed parental contribution, which Mum interpreted as me contributing to my parent, so I was back to working on a Friday night as well as a Saturday in a local bar and restaurant in order to have money for train fares and any kind of social life.

University was an education in all senses. Suddenly from being regarded as pretty intelligent, in the top 10 per cent of the school, you find you’re average in comparison to the others. No longer do you look at exam results from the top down but from the bottom up, only taking a breath when you get over the 50 per cent.

My introduction to anything like a patient came during my second year, in anatomy. In 1972, thanks to people generously donating their bodies, medical students were taught anatomy by the meticulous dissection of the human body. Generally, anatomy departments are dark buildings, with the pervasive sickly smell of embalming fluids. About eight of us were to work on an adult male. We were given no details as to who he had been or even how he died. Now I know that the identities are kept secret and the bodies are carefully selected to try to ensure that the students are not confused by variations in anatomy, whether natural or due to surgery. The authorities are very picky about who they accept. Thankfully, by the time the selection process is in full swing, the donor is unaware of the goings-on and won’t be upset if they’re turned down for full dissection because they’re obese, had too many surgeries or are just surplus to requirements. Nevertheless, cornea can still be harvested and other parts used for research.

Our body had a tattoo, a heart with the name Bessie, so he became known affectionately as Bessie’s boyfriend. I like to think that over the course of the year we learned more about him than Bessie ever did. Which reminds me: tattoos are useful for identification purposes but if you have recorded the names of your paramours, current and ex, in glorious technicolour across your body, you might want to consider a line through the defunct ones, just in case.

Medical schools should perhaps monitor the anatomy sessions closely as at this point the personality traits that will determine which branch of medicine you might be most suited to become apparent. I wanted to do the dissection slowly and carefully but, as the smallest and youngest, I was pushed out by the more forceful members of the group, some of whom wanted to spend as little time as possible in the dissection room. As a result of their overenthusiastic work, some parts of the body are still a trifle hazy to me. But even I didn’t want to spend too much time on each and every bone in the hands and feet. Thank God for anthropologists. However, it didn’t make much difference to the time spent as to whether or not you stank of formalin. But it did clear a room, useful if you were trying to get a drink at the always crowded student bars, which by now I was old enough to frequent. At any rate anatomy had got me thinking.

Once we had the nuts and bolts under our belts it was time to introduce us to living patients. This was when it started to go wrong. By now we were two years down, four to go. Perhaps a more integrated approach, introducing patients at the start, would make it easier for students to switch course if they thought it might not be for them. I began with renal dialysis. Should be easy: generally healthy people, delighted to have company to dispel the boredom of waiting for toxins to be filtered from their blood. That’s what did it for me: blood in tubes running between man and machine. I woke up on the bed next to the nice man I had been chatting to.

Next was the operating theatre. The procedure was a haemorrhoidectomy. The floor was a bit harder to land on. If nothing else, I was beginning to know what branch of medicine I wasn’t best suited to. For the next four years I crossed specialities off the list with increasing rapidity. Pregnant women and babies? No. Children? Even the consultant said, ‘No.’ Anything to do with working in a ward that might entail wandering around a hospital in the middle of the night was also a no. I reached that decision following a stint as a locum in a surgical ward. In those days medical students were required to cover for interns who were on holiday. I remember standing at the window of the surgical ward at two o’clock one morning, thinking, What am I doing here in charge of all these sick people?

I was reaching the end of my training without any idea of what I was going to do. Within six months I would be a doctor. The medical profession had invested six years in me and wanted me to succeed. I had only ever failed one exam, in public health, but in my defence they were asking about obstetrics and gynaecology somewhere in Africa, and I’d had enough trouble with ‘obs and gynae’ in Glasgow. I had to re-sit, which gave me six months’ breathing space.

Instead of starting as an intern I went on holiday for a month and returned much happier as I now had a plan: pathology. No live patients, only little pieces in a jar, and postmortem examinations. Now I could finish my degree, get through my internship and my career would be on track.

My internship confirmed my decision to leave patients behind: it was hard to reconcile six-plus years of study to end up filing blood test results. However, as I was working in peripheral hospitals, I often found myself, the most junior doctor in the hospital, being ‘it’ at nights and weekends. It was a wonder anyone left the hospital alive. The hours we worked were preposterous. Our average week was three twelve-hour day shifts, an extended shift to midnight and an overnighter. Then we were on call one weekend in three, which dropped to one in two when someone went off sick.

 The weekend on call started Friday morning and ended Monday morning. Occasionally a senior doctor, nicely rested after their weekend golfing or whatever, would take pity on you and let you go early after the Monday-morning ward round, but only after you’d taken bloods and followed up results on tests you might have ordered. Sometimes we were asked to do minor procedures that we were unfamiliar with but were in the interns’ handbook. On one occasion an old gentleman asked Sister if he could have his ears syringed before he was discharged that afternoon. The handbook didn’t stipulate that it was best to use warm water as cold water in the ear tends to cause the eyes to flick back and forth rapidly, rendering the patient nauseous and dizzy. But at least he heard my apology. The test I had carried out, cold water in the ear, is now routinely used to determine that someone is brain dead. My old gentleman was definitely alive.

I spent a year as a nomad, trekking from ward to ward, speciality to speciality. My one mistake, which I was aware of, was forgetting to prescribe penicillin for a patient coming out of theatre one Friday night. Normally a hanging offence. The mistake was noticed the next morning during the ward round. As the consultant vented his spleen about the inadequacies of the intern (me) the patient piped up that he had forgotten to mention he was allergic to penicillin. The consultant turned on the patient. I had to apologise to both consultant and patient for my mistake. I didn’t mention that I had inadvertently saved the patient’s life. But I always learn from my mistakes. Always check if people have allergies. Always make sure you follow instructions.

I very nearly veered off course when I ended up doing a stint in Accident and Emergency. It really was just like the telly. People coming in fast and furious. Head pains, road traffic accidents, broken arms and legs, nose bleeds, mental health issues, a plethora of complaints. Part of the beauty was that you treated them and they went off, usually never to be seen again. This was a hospital in the sticks so there weren’t specialists on hand: I was expected to be a plastic surgeon, stitching the faces of those who had exited a moving car through the windscreen, an ENT specialist, packing bleeding noses and syringing ears (remembering to use warm water), and even an ophthalmologist picking foreign bodies out of eyes. None of that would be allowed now without proper training, and it really shouldn’t have been then.

Another duty was putting plaster casts on fractured limbs. The ‘plasterers’ didn’t work nights or weekends, and this was yet another skill we were not taught at medical school. It appeared to be the old adage, if someone with one O level (UK) or Junior Cert (Ireland) could do it, surely someone with a medical degree could. Have you ever tried wallpapering? Enough said. Luckily all patients with fractures had to see an orthopaedic surgeon the next day in case they needed surgical fixation. Having made the diagnosis of a fracture, all I had to do was make sure things didn’t get any worse for twenty-four hours. My remedy was to put as much plaster on the limb as possible. Most of my newly plastered patients needed a forklift truck to move them afterwards but their fractures were stable.

During my internship I applied for a few pathology training programmes. It seemed they weren’t as enthusiastic about me as I was about them so I decided to change tack and go for my second choice, A&E. I had just moved to Dundee to take up the post when I heard from one of the pathology schemes. There had been changes in senior personnel and a letter offering me a trainee position had been delayed. I decided I might as well give A&E a go and defer making a decision until later.

Dundee Royal Infirmary was a much bigger hospital than my intern-year hospitals and therefore had all the experts who weren’t available when I had worked in the peripherals. Now I found myself acting as a medical traffic warden, assessing patients and passing them on to someone who would know what to do. Much safer for the patient but a bit boring for me. The decision was made: pathology.

In 1979 I started my training. Immediately it became clear that I was more comfortable with postmortems. My first was a marathon, taking an entire day, and the hardest part was plucking up the courage to take a scalpel and cut into the body. My boss eventually lost patience: ‘He’s dead, you can’t do any harm.’ When we’d finished I still had no idea what the man had died of, until it was pointed out to me that the sticky blood I had carefully removed from blood vessels in the lungs was a pulmonary embolism, a clot that had travelled from his leg veins, to block the vessels in his lungs and cause his death. Deep vein thrombosis is a common complication of being bed bound, but since then great efforts have been made to prevent it occurring.

The hospital pathology departments in Glasgow dealt with people who had died in hospital so I was soon diagnosing heart attacks, metastasising (spreading) cancers, brain haemorrhages and blood poisoning. All natural diseases, all screwing up the body and causing death. In some cases I was surprised that someone had lived as long as they had because most of the organs were well past their best.

While I was excelling in the mortuary I was failing in the laboratory. The technicians carefully processed the pieces of tissue removed from patients to produce thin slivers stained with a variety of dyes to show the structure of the individual cells, which were floated on glass slides and presented to the pathologists on A4 size cardboard trays. So far so good. The glass slides were carefully loaded onto the microscope and the lens focused. To me, looking into the microscope was like looking into a kaleidoscope, lots of pretty colours. It was a complete mystery to me. I could not make head nor tail of what I was looking at. The only clue came on the request form accompanying the tissue because what I could see down the microscope bore no relation to what I had seen in the glass jar sent up from theatre. Another trainee who started at the same time as I did was gaily identifying not only the tissue but the pathology. This was a disaster, as far as my career prospects were concerned. Allowances are made to give trainees a chance to get the hang of things, but at some point a decision has to be made as to their suitability. I decided to adopt the policy that had worked for me during my finals: say nothing, they may think you’re stupid but there is no definite proof. I was enjoying the postmortems and everyone was great: I didn’t want to leave. But I was facing the possibility of my contract not being renewed at the end of six months.

And then it happened. Prepared for the usual disappointment when I put my eyes to the lenses, what I was looking at came into focus. There were uterine curettings in proliferative phase, sections of an adenocarcinoma of the bowel, perfectly normal breast tissue with no evidence of cancer and skin polyps. Game on.

The next five years were relatively uneventful and it seemed I had found my niche. The final pathology exam loomed but that was a formality and soon I was no longer a trainee. I had to start looking for a consultant histopathology position.

There was nothing on the horizon in Glasgow and I wasn’t sure about my chances of getting any consultant post that came up either. While I had been a happy fit in Stobhill Hospital I knew I wasn’t everyone’s cup of tea. For a start I genuinely loved pathology and looked forward to work. During my training I had been sent to do a stint in the histopathology department at the Royal Infirmary in Glasgow. Those with aspirations would kill to get into the Royal or the Western. The other hospitals, including Stobhill, were regarded as inferior.

But being a doctor in a major hospital is not all roses. The only upside for me during my short time at the Royal was that none of the resident pathology trainees wanted to do the autopsies and I got to spend a lot of my time in the mortuary. That didn’t dampen my spirits, which didn’t go unnoticed. One Monday morning the professor of pathology looked at me and asked, ‘Why are you so cheerful? It’s Monday morning!’ I got on to Rod, my boss back in Stobhill, and asked if I could come home. Luckily the trainee I had exchanged with was even more miserable in Stobhill than she had been at the Royal and was as desperate as I was to go back to her home department.

My other major flaw was that I didn’t look like an academic. I wore stilettos and dyed my hair, with varying results. Apparently, the lab staff placed bets on what colour it would be on Monday morning. Home dyeing can be unpredictable. So I was often dismissed as rather ‘flighty’ even though Rod championed me. When I passed my MRCPath on the first attempt the professors had to admit, grudgingly, that I wasn’t a complete airhead.

Scotland and England are not only separated by a big wall but the legal system is completely different. I wasn’t aware of that. When I looked into applying for consultant positions in England I found that the autopsy system and the process of death investigation were completely different too. I vaguely remembered lectures on forensic medicine in my fourth year at university but had taken as much notice of them as I did of the lectures on tropical medicine. As I had only ever travelled as far as Majorca I wasn’t sure I needed to know much about leishmaniasis.

Now I found out that in Scotland, if it was suspected that someone had died from unnatural causes, their body was spirited away to be examined by a forensic pathologist. When I asked, I was informed that there were three forensic pathologists in Glasgow. They were entirely separate from the hospital pathology departments and worked at the city mortuary in the centre of town. They dealt with road traffic deaths, hangings and overdoses, people who died in the streets and murders. In England the investigation of unnatural and sudden unexpected death was similar but the hospital pathologist carried out many of these autopsies, though suspected homicides were investigated by the forensic pathologists. By now I could do a postmortem with my eyes closed, but I had never examined anyone who had died in a fire or drowned, or has died in violent circumstances, only those who had died in hospital of natural causes. That had to be addressed if I was to have any chance of getting a consultant position in England.

I had a meeting with the professor of pathology to discuss my future. He assured me that, if I hung on, in time something might come up and there was a very good chance I would get it. Translated, that meant there was no chance unless all the trainees at the Royal and the Western hospitals were wiped out by a tsunami in the Clyde. I broached the possibility of moving south and explained that to do so successfully I needed experience of forensic pathology. He was stunned. In the mid-1980s forensic pathology had a poor reputation, to put it mildly: forensic pathologists were regarded as failed histopathologists, dealing with the deaths of the dregs of society. He recovered sufficiently to say that he would see what could be done and I was dismissed. My immediate thought was that I’d done it now. I’d gone from being a frivolous pathologist to toxic. Later that day he phoned to say I could join the forensic department for two weeks. I was delighted. But he hadn’t finished: he followed up with a potential job offer. Would I be interested in a career in forensic pathology? There was a vacant position they couldn’t fill. This time I was the one stunned to silence. I thanked him for the generous offer but said that two weeks was fine. Little did I know that that phone call had sealed my fate.

A couple of weeks later I set off for the city mortuary. I knew I could perform an autopsy better than most of the trainees but I wasn’t sure if I could deal with the mangled messes I would encounter. I had vivid enough memories of A&E: people screaming in pain, injuries that the surgeons had no idea how to fix, and those were the lucky ones with a fighting chance of survival.

The living have to travel to be treated, while the dead were taken to a building five minutes from the main shopping street in Glasgow. I always said that the only perk in my job was free parking in the centre of Glasgow during the Christmas period. From the outside the mortuary resembled a public toilet, an austere building. Inside it was all off-white tiles and functional. Easy clean. However, the welcome was friendly – the three mortuary attendants were obviously delighted to have a new face, a female face. I was offered tea and cake. I thought that this must have been a special concession for my visit but found that this was the norm and I became very fond of my ‘wee cup of tea’, especially when things got a bit fraught. Jackie, Fenton and Alec would become my mortuary uncles, looking out for me for the next few years.

My immediate impression was of how quiet the place was. There was also the very pungent stench of carbolic soap, Jackie’s favourite cleaning product. The public areas were dimly lit, I thought to create an ambience of calm for grieving relatives, but I soon discovered that another of Jackie’s quirks was a frugal approach to the running of the mortuary, which included removal of alternate light bulbs to save electricity. I’m sure the fathers of Glasgow City Council would have been delighted to know that one employee was looking after their interests. That would become a constant battle, Fenton being my main ally, fitting light bulbs and emptying vast quantities of liquid carbolic soap down the drains. Which was probably a good thing when I think of all the other stuff that was flushed down.

Professor Watson was head of the forensic department, a dapper gentleman, always attired in a pinstripe suit, even when called out in the small hours of the night. He had silver hair, wore rimless glasses and had an English accent. Just the type of authoritative figure the courts love. I remembered him from the lectures he had given when I was a student. He explained how the system worked but I just wanted to get into the dissection room. I had no idea how I was going to react. I hoped I wouldn’t end up on the floor, as I had at my first encounters with patients and their blood.

Well, first, this was a million miles away from the hospital mortuaries, which largely emulated operating theatres, all shiny stainless steel, with state-of-the-art ventilation systems purifying the air, changing areas with showers, all mod cons. This mortuary had a rather Dickensian charm. There was a single makeshift ‘changing’ room used by all, which in reality was the storeroom and passage into the postmortem room. Instead of theatre scrubs to change into, disposable aprons and gloves, I was shown a pile of slightly tatty green linen gowns, reusable wipe-‘clean’ plastic aprons and an assortment of gloves, all in a large size. Thirty-odd years later I still find that mortuaries are designed for tall people with large hands and feet. The professor had his own wipe-clean apron, with ‘PROF’ written across the top in indelible felt-tip marker. I had to make do with one marked ‘CAD’. Much later I was to learn that CAD stood for Coronary Artery Disease, the favoured diagnosis of a pathologist who assisted on occasions. Of course the apron was far too long and required a bit of Heath Robinson ingenuity so I didn’t trip over it and knock myself out on the marble floor.

Suitably attired, we walked straight from there into the postmortem room. It was big and bright with three large white porcelain tables, each designed to take two bodies, which wouldn’t be condoned now, and shouldn’t have been then, but, as I was to discover over the course of my career, there was no money for the dead. It was only as forensic science became such a vital tool in criminal investigations that the city mortuary had to be upgraded due to the risk of contamination of DNA evidence.

There were four bodies, in varying stages of dissection, waiting for our attention, each with its own pitiful story, and all waiting for us to explore and discover what had caused their death. There was a fire death, two elderly ‘drop-deads’, and a relatively young person, the first of the drug addicts I would meet. Like Alice, I had fallen down a rabbit hole and discovered a world previously unknown to me. Like Alice, I would meet interesting, odd and wonderful people, alive and dead: a world I never wanted to leave.

For the next thirteen years I honed my craft in Glasgow. I carried out over five thousand postmortems, mostly sudden, accidental or suicidal deaths, but this was Glasgow so there were a fair number of murders. They were mainly stabbings, with anything from one to more than a hundred stab wounds. The implements ranged from the innocent pencil to the ornamental samurai sword, a common feature on living-room walls in 1980s Glasgow. The next most common method was blunt trauma, principally head injuries due to punching, kicking or being struck with a large weighty object, such as a hammer, a wheel brace or a rock – anything at hand, really.

A few years later guns entered the fray. The Glasgow gangsters now had a new weapon at their disposal and the forensic pathologists had to up their game too. I visited the forensic department in Belfast to get up to speed with shootings, which were commonplace during the ‘Troubles’ in Northern Ireland. In addition to these methods there was a smattering of strangulations.

 In between we lectured to medical and law students and set up a training programme for anyone involved in the forensics industry, from nurses and doctors to firefighters and barristers.

Forensic pathology is all-consuming. You can’t do it half-heartedly: long hours, lost weekends and missed celebrations are the norm. Your colleagues become your friends, your family has to be understanding, your partner becomes a part-time single parent and you eat, sleep and breathe death.

In 1998 I left Glasgow for Ireland to join Professor John Harbison in Dublin as deputy state pathologist. It was the same job I had been doing but suddenly I was thrown into the public arena in a way that was seen as unseemly in the UK. In Scotland the forensic pathologists were known within the small circle of those involved in death investigation and the general public had little or no interest in who we were or even what we did.

I had known Jack for many years and he had often regaled us with tales of his time as state pathologist. On one occasion he had visited Glasgow as external examiner for the forensic medicine examination for medical students. He got his flight times wrong and a car sent to pick him up came back empty. Later, when he arrived at Glasgow airport, there was no welcoming party, so, naturally, he went up to a policeman and asked him to take him to Professor Vanesis’s office. The policeman had no idea who Jack or Vanesis were, but agreed to contact his senior officer. Eventually they worked out that Jack was trying to find the forensic medicine department and so they called us. Jack arrived full of bonhomie, amazed that no one in Glasgow, a slight exaggeration, knew who the professor of forensic medicine was. ‘Sure, everyone in Ireland knows me.’ Of course they do, Jack!

Fast forward a few years. Just before Christmas 1996, there was a violent murder in the scenic, but remote, town of Schull in West Cork. On the morning of 23 December the body of Sophie Tuscan du Plantier was found on the roadside outside of her holiday home. The gardaí knew from the state of the body that they were dealing with a murder. This was a visitor to Ireland who had been staying alone in a relatively isolated area, this was not a typical local murder; there was no ‘bad blood’ or land disputes with neighbours, there was no husband or partner in the frame. A call for assistance was made to ‘murder headquarters’ in Dublin seeking a team of experts. The garda scenes of crime experts set off from Dublin but it took most of the day to travel to Schull, the roads deteriorating the further they travelled from Dublin; it would be many years before there was a comprehensive motorway system radiating from Dublin to the other major cities. The team of experts normally included the state pathologist, independent of An Garda Síochána (the national police service – literally ‘the Guardian of the Peace’, but more commonly referred to as the gardaí) but also based in Dublin, but it was not until the evening of the 23rd that he received news that his presence was required at the scene of a murder in Cork. Arrangements were made to transport Jack to the scene and the body remained in situ overnight. A postmortem examination was carried out on 24 December, which confirmed that Sophie had been murdered and had died from head injuries. Unfortunately, the murder of Sophie Tuscan du Plantier remains unsolved.

The initial investigation appeared to be fraught with difficulty. One criticism was that, due to the murder experts being based in Dublin, there was an inordinate delay in processing the scene and this may have impacted the outcome. Jack had been seeking assistance for some time and now the Department of Justice agreed that it was unrealistic to expect one forensic pathologist to investigate every suspicious death in the entire country; delays would be inevitable. Immediately after he was given the green light to seek another forensic pathologist, Jack contacted me to see if I would be interested in joining him in Ireland. I said I would think about it and offered to pop over to get an idea of the situation. I arrived at Dublin airport, no sign of Jack. Tit for tat! A call came over the Tannoy: ‘Will Dr Cassidy come to the information desk.’ Expecting to hear Jack was running late, I was surprised to find two policemen waiting for me. They introduced themselves as members of An Garda Síochána and told me Professor Harbison was at a scene and had requested that I be brought there.

I was bundled into the back of the garda car and we sped off through Dublin to Grangegorman, where two women lay dead. Before I knew it I was having conversations with the forensic scientists about bloody fingerprints: which was more important – DNA analysis or identifying the fingerprint? That was an ongoing discussion in Glasgow too. This was a horrendous double murder and little did I realise that it would not be solved for many years. My visit sealed the deal: Ireland it was to be. It also confirmed that everyone knew who Jack was.

So, the second phase of my career was in Ireland in the Office of the State Pathologist. Same job but different in many ways.

The Irish are obsessed with death. Attending funerals is a national sport, while in Scotland one has to have a legitimate link to the deceased: only family and close friends get to partake in the steak pie breakfast, the highlight of the event. In Ireland there are death notices announced on local radio and, rather than check your horoscope or do the crossword, people check the paper to see if anyone within a ten-mile radius has died, as that seems to be a legitimate enough reason to attend a funeral, others being, ‘I knew his cousin’, or ‘My granny lived round the corner’. I remember when my own mother died we knew everyone in the church apart from one person, a representative from the Department of Justice. Nice thought but totally unnecessary at a Scottish funeral. He didn’t stay for the steak pie. But thank you, Noel.

This fascination with death translates into press coverage of deaths, not just murders, which was why Jack was such a public figure. While he relished his ‘fame’, I have always felt uneasy at the intrusion. Try shopping in the local supermarket, which I know Jack never did, and people coming over to chat, which is lovely, but I know they’re checking out the contents of my trolley. It’s almost enough to make you teetotal. But not quite.

For the next twenty years I devoted my time and energy to investigating suspicious deaths in Ireland. During this time forensic science progressed and the role of the pathologist changed. The attendance of the forensic pathologist at the scene of a death became largely redundant from the investigators’ point of view, but I never refused to go. Advances in trauma care, and an upgraded road system which led to an improvement in paramedics’ response times, meant the severely injured were rapidly transported to hospital and resuscitated successfully, and the ‘simple’ cases – the single stab wound and some head injuries – never got to us, and so the cases we dealt with became more complex. Despite that, the process has remained the same over the years and, while mortuaries have been upgraded, the pathologist still relies on a sharp knife, a pair of scissors and a saw, electric preferred.

It wasn’t always thus
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