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[. Reflecting on this past month, ' ve been able to compare the differences between the

healthcare systems of two countries.

A. Patients in the UK tend to have a strong sense of autonomy. They are often aware of the
names of their medications, the progression of their conditions, and they can discuss
treatment directions with their doctors. This 1s quite different from Taiwan, where,
perhaps due to language barriers, the public often lacks detailed knowledge about the
medications they are taking and tends to rely more on doctors recommendations,
adopting their decisions without asking more advanced questions. However, this patient
autonomy can also bring challenges—1I observed that patients sometimes have so many
questions 1n consultations or wards that it significantly prolongs appointment times.

B. Regarding patient communication, London’ s diverse population means nearly half of
the patients are non-native English speakers, which can occasionally lead to
communication difficulties. Once, during Dr. Joseph® s clinic, I had the experience of
helping translate into Chinese for an elderly couple.

C. The UK s tiered healthcare system is very well-established, where everyone has their
own GP (general practitioner) for initial consultations on all health 1ssues, who decides
if further specialist referrals are needed. I see this as a double-edged sword: it ensures
that medical centers are not overwhelmed, yet 1t also sometimes leads to delayed
treatment for certain patients. In Taiwan, the National Health Insurance system can
achieve very short consultation times and good care quality, but this often comes at the
expense of healthcare staff. I feel that both sides could learn from each other to achieve
a better balance.

II. The other experience that left the strongest impression on me was a class I attended with Mr.

Hannan and other third-year medical students. Each of us was assigned a patient, given ten

minutes to take a history, and then returned to present a brief summary to the class. I was

impressed by the students”  ability to describe and understand their patients' conditions—at
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their age, I couldn’ t have done half as well. It really made me rethink how we teach

medical knowledge.

A. At my university, we have a class called PBL (Problem-Based Learning) for each major
system we study (e.g., pulmonology, cardiology). We split into groups of 9-10 students
and engage in three-hour discussions over three sessions. We'  re introduced to a short
case description that provides enough information for us to deduce the illness and
explore treatment options based on what we”  ve learned. After the discussion ends, our
teacher gives feedback, and we each choose a topic to research and present in the next
session. Reflecting on this, I improved my ability to search for medical knowledge,
enhance my communication skills, and practice differential diagnosis. However, after
finally experiencing a real hospital environment over the past year, I believe that
real-life patients are the best teachers. The class with Mr. Hannan was a great example
of this. Each student had to ask patients about their history rather than just reading it on
paper. This real-life interaction creates a strong memory of the illness through
conversation. Afterward, we summarized what we' d just heard along with our prior
knowledge. Additionally, we got to learn about ten different conditions from our
classmates without burdening the patients too much. At the end, the teacher also
provided additional information to spark our curiosity for further study.

1. During my time in the ENT ward rounds, surgery rooms, and clinics, I found that the way
doctors taught and guided me was not much different from my experience in Taiwan.
(However, some doctors showed immense passion for teaching and even provided me with
additional reading materials, for which I am very grateful !!!) Ultimately, I think the goals
for interns are universal: to help them consider whether they might pursue a particular
specialty and to learn the key topics in that field. I feel that I achieved both of these goals
perfectly during my time at UCLH.

IV. Rhinology Clinic
A. 9/24 with JJ * The most memorable case was a young man who underwent

R.maxillectomy because of cancer. He also did proton beam therapy in 2023. However,
he complained bleeding from the other side of the nose and yellow/redish discharge with
bad smell coming out. There are few possibilities to his symptom: 1. infection 2. post
PBT damage to tissue, causing infection and necrosis 3. post PBT cancer, mostly soft
tissue cancer like sarcoma. The patient was very sad about the possibility of another
cancer. JJ needed to comfort the patient and tell the bad news in the most gentle way
possible. I learned how to build a strong and trustable relationship with the patient, and

that post radiation therapy follow-up 18 very important. On the other hand, I asked JJ

3



about why he needed a PBT rather than a regular therapy. He explained since the cancer
site 1s very close to skull base, PBT could bring less damage to the surrounding area
including eyes and the feeding vessels, which were very fragile to radiation energy
damage.
B. 9/27 with Sammit and Guled
1. Nasal cycle: 4h because of turbinate enlargement one side at a time
2. Empty nose syndrome: original laminar flow in the nose being alternated to turbulent
flow, causing noisy sound, inefficient fullness. However, if the lesion or the defect
was in the back of the nose, it wouldn’ t cause this effect since the flow tract was
straight and thus unaffected.
C. 9/26 with Iona
1. Most of them were otology case. But I had a great time using the microscope to
observe! She also taught me about the differential diagnosis of OE and the
treatment.
V. Ward round
A. 9/25 and 9/27 with Viranga
1. Viranga was very keen on introducing patients and asking questions about them.
Although I couldn’ t get the full answer most of the time, she was very happy to
teach me. We discussed about tracheostomy indication, septum perforation etiology,
glandular fever, GPA evaluation and so forth.
VI. Theatre
A. 9/23 with Guled, Ramya, Ashwini and Ritika
1. Since it was my first day in the GWB, I was very lost. Thanks to them for guiding me
and showing me how to go to the theatre and change clothes. It was the first time I
saw FESS, they taught me about the anatomy under the scope and the surgery goal.
B. 9/25 with Sammit and Viranga
1. Sammit was very professional in rhinoplasty. I watched the full process of a
septorhinoplasty including the allograft rib cartilage pruning, which was very cool to
see! He was very kind to teach me too.
VII. Otology clinic
A. 10/1 with Dr. Cillian Forde
1. Cholesteatoma removal surgery follow up: DWI MRI for 1,3,5 years :When
evaluating the middle ear, we often use a CT scan to assess 1ts structures. However,
since fluid accumulation is frequently present in a pathological middle ear, it can

sometimes be difficult to differentiate between granulation tissue and cholesteatoma.
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In such cases, DWI MRI proves to be particularly useful.

2. Bilateral sensorineural hearing loss at 40 years old, medical history of
neurofibromatosis type 1 and aortic regurgitation : Acoustic neuroma is more often
seen in NF2 patients rather than NF1. However, Dr. Cillian said it" s still possible
to grow.

VIII. Vertigo Clinic with Dr. Surangi

A. Dr. Surangi was one of the best doctors I'  ve met. I learned so much during the two
observations I had 1n her clinic. Since almost all the patients presented with severe
vertigo, 1t was very useful to compare their symptoms, severity, and disease progression.
For example, vestibular migraine was something I wasn't familiar with, but after Dr.
Surangi” s thorough history-taking, I grasped the concept of the disease well.
Additionally, she always performed physical exams on the patients, and we got to see
some dizziness provoked by the Dix-Hallpike maneuver. We also observed a vestibular
function test (VNG), which helped me understand nystagmus and 1ts relation to the
vestibular system.

B. We met a gentleman with severe vertigo symptoms. He could barely turn his neck and
had visual motion sensitivity. When asked to look up, he couldn” t do it because he felt
so dizzy. We also evaluated his migraine, and he fit all the criteria (having aura,
throbbing headache, photosensitivity, etc.). Dr. Surangi also gave me some papers to
read, which I found very interesting. To sum up, I really enjoyed this clinic because it
focuses on the patients' experiences and can greatly improve their quality of life by
reducing their symptoms.

C. Painkiller Overuse Problem: We encountered a patient who took paracetamol every
day to relieve headaches. However, this could lead to medication overuse headache. Her
treatment was to stop paracetamol immediately and use NSAIDs for pain control for two
weeks. After two weeks, she could start using triptan for background control and
Naproxen for acute symptoms.

[X. Otology surgery
A. 9/30 with Dr. Mehta: tonsillectomy, explorative revision of stapes, cochlear implant
1. Dr. Mehta performed a cochlear implant surgery using a post-auricular incision,
which provided him with a broader view compared to the transcanal approach. A
key landmark during the procedure was the chorda tympani, a branch of the facial
nerve that supplies taste to the anterior two-thirds of the tongue. It lies over the incus
and behind the malleus. It took me several surgeries and double-checking the
textbook to fully understand this later. Once everything was secured, he carefully
made a small hole in the round window and inserted the wire with great precision.

After the surgery, the patient will receive the external component of the hearing aid
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later in the clinic.

2. Dr. Mehta was fantastic! He taught Iona and me the anatomy of the ear, starting from
its embryology. He explained everything, from why we have ossicles to how hair
cells function. The tympanic membrane is also a fascinating structure, composed of
all three germ layers. He explained how it plays a vital role in the development of
cholesteatoma and why grafts can never fully replicate the original structure.

B. 10/2 with Dr. Mehta :

1. Butterfly tympanoplasty

a. good for central perforation( naturally better than marginal perforation though),
small to middle size perforation for kids

b. graft: tragus perichondrium, with the fascia to filling the gap later (it" s vital
for preventing 1atrogenic cholesteatoma! )

c. caution: need sandwich technique to secure the graft( oftentimes anterior
perforation can be affected by intact Eustachian tube more)

2. High riding jugular bulb
a. This was the first time I truly delved into this subject. It can cause pulsations

from the jugular vein bulb to transmit to the middle ear, resulting in pulsatile
tinnitus. Dr. Mehta was very kind and guided me through each step of the

procedure.
X. Ward Round with H&N Team: Dr. Jack and Dr. Shun

A. We saw a post-operative laryngeal SCC patient who was in extreme pain. However,
since he also had liver function problems, we needed to change his pain medication to
oxycodone (morphine 1s metabolized in the liver, while oxycodone 1s metabolized in the
kidneys).

B. There were a lot of people joining the H&N ward round. At first, I felt overwhelmed by
the large team, but Dr. Jack was very kind and took the time to explain the patients'
conditions and the reasons for the treatment choices.

C. Hemorrhagic Thyroid Cyst
1. We saw a 37-year-old woman with a hemorrhagic thyroid cyst. The cyst had central

hemorrhage with eccentric hypervascular papillary wall thickening. During the ward
round, she was already intubated and sedated. Since she was breastfeeding, the
doctors wanted to address the 1ssue as soon as possible. Treatment options included
ultrasound-guided cyst puncture, ablation, or surgical removal.

XI. MDT Meeting with H&N Team: Dr. Shun, Dr. Paul

A. The format of the meeting was very similar to the ones in Taiwan. Pathologists provided
pathological diagnoses, radiologists answered questions regarding MRI or CT scan



reports, and the primary care team asked for treatment advice. MDT meetings were
always difficult to comprehend at first, but as I listened to more cases, I became better at
understanding the key information. I vividly remember one case: a man had cancer that
had spread throughout his mandible and surrounding tissue. It was shocking to see his
scan. After discussion, everyone agreed that the case was inoperable, and he was
recommended for palliative radiotherapy.

XII. Surgery with Dr. Shun, Dr. Paul

A. Oropharyngectomy, Partial Pharyngectomy, and Left Neck Dissection

1. The patient had a tongue base cancer growing on the left lateral side of the

oropharynx. The doctors were very kind and explained the patient’” s history and
the details of the surgery to me. They used robotic surgery to remove the tumor, and
I also got to see the 3D view on the monitor. During the neck dissection, we
identified many structures: SCM, omohyoid, CN11, digastric muscle, CN12, 1]V,
carotid bulb, and more. It was very impressive to see the doctors remove lymph
nodes right next to the carotid sheath.
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