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I chose this title to be that of my presidential address to the Society. We have just come through the 

first year of the COVID epidemic. I have enjoyed reading the Bristol Medico Chirurgical Journal over 

that time and I recommend it to you as a treasure trove, for instance, the 1899 address to the 

Society by W H Harsant, Surgeon in the BRI, for the 26th session of the Society, who in his lecture 

illustrated the extravagant dress and eating habits of our predecessors (1).  

Coronavirus has brought new popular words to our language – perhaps the most pronounced being 

“unprecedented”, never having happened before.  Without wanting to take away from the import of 

the present crises, I would like to cast a question over that word. History does repeat itself though 

and this pandemic behaviour is NOT unprecedented. For example, in 1604 in Bristol, 3000 people 

died from the plague. In 1849, in August and September, 360 people died from cholera.  

The first G in my career  

This is gynaecology – and I want to introduce you to my specialist subjects of learning and 

reproduction. My career in medicine began as an undergraduate in Cork, and then several hospitals 

in Ireland, before becoming to the UK. In Bristol, I enjoyed working in the General, in the Glen and in 

St Michael’s Hospital. Some men who have backed me unreservedly in my career have included 

Derek McCoy, Physician in Bantry, John Stronge, Master of the National Maternity Hospital, Michael 

Hull, my predecessor in Bristol, teacher, lecturer, mentor, Peter Wardle, MD supervisor, colleague 

and friend, Julian Jenkins, genius, friend, co-designer of research and teaching innovations, David 

Mumford, psychiatrist, director of undergraduate medical education who also trusted me to deliver 

his children.  

My research interests have included work in 

endometriosis, adding to the knowledge about the 

impact of endometriosis on fertility, and exploding 

some of the mythology that existed about the 

condition. In my work, we showed that women with 

endometriosis who were infertile had significantly 

impaired fertilisation of their oocytes, and these 

differences were translated further into biochemical 

abnormalities in the hormones produced by the 

ovary that control fertilisation (Figure 1) (2). In 

addition, we have shown that these problems were 

seen in broader studies of populations and not only Figure 1: The significant reduction in oocyte fertilisation in 

women with minor endometriosis (red bar) 



in detailed studies of follicles (Figure 2).  

Conception rates are much lower in women with 

endometriosis compared to women without the 

disease (3).  

Sometimes I got distracted by other things and 

began to think about how to disseminate the 

knowledge we were generating and consider ways 

to improve learning. This is where Julian Jenkins 

began to play a bigger role in the work I was doing, 

when we began to look at the internet as a 

medium to use to promote our teaching and 

student learning. It was only a few years before 

that Berners-Lee (1993) had launched the first 

web browser and editor, so applying this new technology to promoting teaching was relatively 

cutting edge. We began by running sessions for trainees in the training locality, which was then 

called Severn Deanery. We recognised that many trainees would not have very fast internet access 

(remember the days of dial-up internet) and therefore geared the pages and the materials to be 

quickly and easily downloaded. We used a model of face-to-face teaching, interspersed with online 

teaching and then a final face to face wrap up session (4). We further reviewed its good and bad 

aspects to improve it (5).  

Building on this model, we then introduced an online MSc course in Reproduction and Development,  

which were the academic and clinical strengths of 

our department at the time. The first students were 

enrolled in 2002 and graduated in 2004. This MSc 

course was international as you can see from this 

first graduation picture (Figure 3), but we tailored it 

to UK workers by having the first and final wrap up 

sessions on site over a short interval, so that it could 

be accommodated within the study leave allowance 

of most trainees. It did mean that the home tasks 

were constant, taxing and required a very 

disciplined approach. Drop out rates were low, 

partly due to the small numbers in the course (never 

more than 20 per year) and to the intense tutor support provided to each person. We initially used 

traditional methods of assessment of knowledge - essays and so on - but the workload in marking 

was great. We then moved to an online system for knowledge assessment (now widely used 

throughout the university) which used several advanced reasoning techniques to combine 

knowledge gain and application of the knowledge. We spread this out to include undergraduate 

teaching and developed a study session for undergraduates, which used techniques like Google to 

allow them to search for information, in a computer lab, working in groups of 3-4. This was well 

received (6) and was later applied to postgraduate teaching in reproductive medicine, in a day long 

session, to acquire and then specifically apply knowledge.  

We now turn again to more practical applications of the reproductive medicine expertise we had 

gained. I was asked to review a female, in her 30s who had been pregnant once before but had not 

conceived for 12 years. We undertook investigations and deduced she was not ovulating and 

medically managed that. She conceived once and lost that pregnancy, as a miscarriage. She was 

Figure 2: Lower cumulative natural conception rates in 

women diagnosed with minor endometriosis (green line). 

Figure 3: The internationality of the graduates in the MSc 

in Reproduction and Development, 2004 



quite unwell then. She conceived again a few months later, and proceeded to term, and developed 

rather odd symptoms at the end of pregnancy, indicating a systemic illness withdrawn, anorexia and 

so on, with blood and urine tests indicating preeclampsia. We were set to deliver her on 19th 

December 2006 by Caesarean section, but she delivered in the night (thankfully). I say that because 

over the weekend, she was anuric for 3-4 days and if we had done a section, she might have died. 

Her infant was a male weighing 3kg.  

 

The second G in my career  

This brings to the second G in my talk – Gorillas. The infant who was born on Dec 19th was a male 

gorilla, called Komale, who grew up, and nine years later fathered a pregnancy with a female gorilla, 

Kera. This was unremarkable apart from the fact he was not the dominant male in the pack (that was 

his father, Jock). The pregnancy went smoothly and about a week or two before she was due to 

deliver, her keepers said she was clearly unwell. They reported she was keeping to her own 

enclosure, she was off her food, and they became anxious about her. They also noted she had quite 

marked amounts of protein in her urine. The vets asked me if I could attend and examine her using 

ultrasound. I did with my colleague, Aamna Ali. We scanned her and the gorilla baby, found there 

was almost no liquor around the baby, found that the baby was not moving, and that the baby’s 

heartbeat was quite steady at about 100 beats per minutes, all of which in a human would be 

regarded as evidence of fetal distress though we do not know what is normal for gorillas. Informing 

the vets of our findings, they had discussions with others and came back within 15 minutes saying 

we think she should be delivered – would you do it? I said – Yes, without a thought and without a 

clue (hardly) of the relevant anatomy of the gorilla. I had read a short section of the anatomy of the 

uterus that morning, in anticipation of the possibility. We proceeded and happily delivered a small 

(1.2kg) female infant (Afia) who required prolonged resuscitation before she spontaneously 

breathed (Figure 4). The mother recovered but took months to get back to normal, with both  

haematuria and proteinuria for about 6 months after 

delivery, which only resolved after a course of systemic 

steroids (7). This was a once in a lifetime experience – 

made more intense by the uncertainty of what we were 

doing, and the potential challenges of the animal waking 

up, combined with the foreseeable but forgotten physical 

effort of delivery in such a large animal with well-developed 

musculature. Resuscitation of the infant gorilla took about 

90 minutes, until the anaesthetic agents used wore off. Afia 

was hand reared after this, and gradually introduced to the 

troop and fostered by another older female called Romina. 

Her own mother never paid any attention to her, which 

isn’t surprising, not having delivered her or sniffed her at 

birth.  

 

The third G in my career  

We are now at the final G in my story – this is my belief in God. This started when I was a teenager, 

and has sustained me though my life, and I have depended on God and his Son throughout that time 

Figure 4: David Cahill holding his granddaughter, 

Magnolia Ewing (left) and Afia (right), both two 

weeks old 



– in decision making, in tough times, in sickness. I realise 

that this is not an orthodox thing to say but I consider it 

important to make people aware of where I am coming 

from and the core of what I believe. A core example 

how this has worked has been the decision making, 

mostly career related, have always felt that I was clearly 

guided to one or other door (choice) opening in front of 

me (Figure 5).  

I am honoured by the committee who have selected me 

at the next President of this Society, and I am looking 

forward to this coming year, whatever it may bring.  
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Figure 5: Doors opening and closing off avenues for 

the future. 



 

 


