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    Introduction


    Even though they cannot speak, the dead have a lot to say. The moment you realise this, you have understood one of the first cornerstones of forensic pathology.


    A second cornerstone is the instruction to question everything. Why does the gunshot victim have a specific kind of tattoo? What is under the female rape victim’s fingernails? Why are the businessman’s teeth in such bad condition?


    A forensic pathologist is a qualified medical doctor – that is, someone who is technically, physically, emotionally and psychologically equipped to examine the dead. Forensic pathologists, also known as medical examiners in countries like the USA, look for clues on a dead body. To them, a dead body is a crime scene of sorts.


    Forensic pathologists investigate medicolegally significant – in other words, questionable – deaths, and try to bring closure to the deceased’s next of kin by establishing, among other things, the cause of death. We serve justice and not the police or prosecution, both of whom have a responsibility to prove beyond reasonable doubt that a crime has been committed. Forensic pathologists help bring perpetrators to justice or exonerate the innocent. Without good legal medicine, there cannot be justice. Although there are differences in forensic medicine between countries, its philosophy has always remained the same: it was born from the need for justice. So, while there are valuable lessons to be learnt from the dead, this book is written for the living.


    As a forensic pathologist in South Africa I have investigated many thousands of deaths, many of which were bizarre yet fascinating. Some cases are, indeed, stranger than fiction.


    In this book, I will share a variety of case studies that describe a few unique experiences and particular challenges faced by forensic pathologists on the African continent. This book is about my personal journey as a forensic pathologist in South Africa. The pathology of trauma in Africa is slightly different from that in the rest of the world. As the Latin expression goes, ex Africa semper aliquid novi – always something new out of Africa.


    For starters, the conditions under which we work are quite different from those in developed countries. In South Africa and elsewhere on the continent, forensics is often practised in a resource-depleted or resource-limited environment, the fancy-schmansy equipment like one sees on hit television series such as CSI simply is not available, there are regular labour relations issues such as strikes, there is often no electricity, running water or insect spray, and there are flies. Lots and lots of flies. Consequently, each day is about the small victories.


    Deaths such as necklacing (when a rubber tyre is placed around the upper body and set alight), Temik (aldicarb) poisoning and deaths related to the use of traditional medicines are also specific to South Africa.


    Then there is the African wildlife to contend with. Forensic pathologists see deaths from lions, leopards, buffaloes, crocodiles and the like. Furthermore, thunderstorms are a regular occurrence on the African continent; so, we see a host of lightning deaths.


    South Africa even has its very own type of transport-related deaths, with cars hitting anything from donkeys to hippopotami.


    Practising forensic pathology in Africa is not all doom and gloom, though. There are success stories. There are good deeds, and there are unsung heroes.


    People in Africa are probably among the most resilient on earth.


    To become a forensic pathologist in South Africa, you need a basic medical degree (five or six years of study), and then you need to complete two years’ internship and a year of community service. Finally, you specialise, which takes another four years – assuming, obviously, that you managed to be accepted into the course, which is highly competitive. The course itself is disciplined and unrelenting, designed to weed out the weak.


    Expect a life of constant exposure to death, and of sleep deprivation and long hours of practice. Generally speaking, forensic pathologists are perfectionists and high achievers. You need to keep abreast of the latest knowledge and technology. For this reason, I have been studying for over twenty-three years. For me, it has also been a life of never-ending exams and study. You constantly need to adapt to a succession of scientific, technological and sociocultural changes.


    As a forensic pathologist, you should not be afraid to challenge conventional wisdom. You must endeavour to become a truly critical thinker, a sceptical enquirer and, more specifically, a medical detective. Forensic pathologists are detectives in white coats.


    The consequences of resting on your reputation, stale knowledge and outdated experience can be dire. Criminals are always trying to outsmart and outwit the law. For this reason, you need to be aware of what is happening on the streets, so to speak.


    You also need the mental stamina for regular exposure to death and misfortune. Forensic pathologists are exposed to disfigured and traumatically mutilated bodies on a regular basis. There are the multiple stabbing deaths, the victims of a brutal mob assault, the child abuse cases, the deaths by multiple shootings and the severely decomposed bodies, to name but a few. On average, a forensic pathologist in South Africa may end up performing, directly or indirectly, between 10 000 and 20 000 autopsies during his or her career.


    Occasionally, you also have to deal with what is known as a ‘hot potato’ case. This is a case that is so politically charged and highly publicised that no one wants to deal with it. You may even be asked to investigate war crimes, high-profile assassinations, mass disasters and armed conflicts. For these cases, you need a really thick skin.


    Very few people know what a forensic pathologist does on a day-to-day basis. In this book, I try to offer a peek behind the mysterious curtain that is forensic pathology in South Africa. These stories were gleaned from the trenches, amidst the blood and the guts of it all. I offer stories from my life and my ‘case book’. When I use the word ‘case’, please understand that it represents a real human being who died under tragic circumstances. These were real patients who were frightened, and who suffered. Each story will be treated with the care, dignity and respect it deserves.


    The Irish-Canadian politician Thomas D’Arcy McGee once said, ‘We speak for the dead to protect the living.’ In this book, however, I will not be speaking for the dead, but only for myself. I will be sharing my personal observations and insights based on all the deaths with which I have dealt. I will also try to answer some of the questions that members of the public have asked me most often.


    No names or vital details will be mentioned in this book. Since most of the forensic pathology cases are simply too sensitive to discuss and others are sub judice, each case has been de-identified as much as possible.


    I embarked upon this project with one simple question: What can the dead teach us, the living? I think forensic pathologists represent the final safety net in the whole of medicine. When a medicolegal question arises that no one else can seem to answer, give it to us.


    Forensic pathologists have to educate up and educate down, because even people at the highest levels of government do not fully understand and appreciate what we do on a day-to-day basis.


    Being constantly exposed to death and dying may be somewhat negative. However, this book will focus on the good. I have always tried my best to do the right thing; I hope that the undiluted humanity of it all will leave you feeling more positive and optimistic about life.


    AUTHOR’S NOTE


    Throughout this book, where the pronoun ‘he’ is used, it is intended that the word ‘she’ is equally applicable, unless obviously inappropriate from the context. Indeed, there are more female forensic pathologists practising in Southern Africa than male ones.
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    So you want to be a forensic pathologist?


    ‘Oh my word, you’re a forensic pathologist? Like in CSI? That must be so interesting! But don’t you get depressed?’


    This is a typical reaction I get when someone meets me for the first time and finds out what I do. I never know how best to respond. Do I try to romanticise my job and play to their fantasies? Or do I tell them the cold, hard truth?


    The questions do not stop there. People usually hang around at the cocktail party or the braai, wanting all the curious details. The first question people usually ask is, ‘What is the most interesting thing you have seen?’


    At this point I stop them and say, ‘I do not find other people’s unnatural deaths interesting!’ After all, each of the unnatural deaths I deal with represents a tragedy in someone’s life. However, if you were to ask me what the most unusual or strangest thing is that I have seen, I would probably tell you the story of the giant rat.


    One day, a body arrived at the mortuary. It was sealed in a metal coffin, which in turn was placed in a wooden coffin, fastened shut with steel screws. The inside of the metal coffin was filled with 100 per cent formalin.


    This was quite typical: when bodies from any of the central African countries are referred to us for a forensic autopsy examination, they are never placed in 10 per cent formalin as per best-practice occupational health and safety guidelines. Nope – it is almost always 100 per cent formalin, which means that, should you open the metal coffin indoors, you’d get very sick or die from asphyxia: the formalin would volatilise and turn the space into a gas chamber.


    So, we took the coffin outdoors, removed the metal screws and poured the formalin into large metal drums for formal waste disposal. We then rinsed the contaminated body with a hosepipe.


    The next moment we noticed a piece of ‘wire’ protruding from the region of the xiphisternum, the area below the chest plate. The deceased, a South African, had died in a plane crash in central Africa. At first, we thought the ‘wire’ could be part of the plane wreckage. But you can never be too safe, so we immediately had the body X-rayed. After all, it could also have been part of a bomb. Certain nefarious groups have been known to place bombs inside dead bodies to injure and even kill health professionals.


    What we found was most extraordinary. It was not a bomb – it was the decomposing body of a giant rat, trapped in foetal position inside the thorax of the deceased! The rat was almost the size of the greater cane rat, which lives in reedbeds and on riverbanks in sub-Saharan Africa. Heaven knows what it was doing in the dead body.


    During the embalming process, the mammal must have entered the thorax during post-mortem predation and was most likely enclosed in the thoracic cavity by post-mortem swelling of the body. Only the rat’s tail – which looked exactly like a piece of wire – protruded from the body.


    Other questions I am regularly asked include, What is the worst thing you have seen? The worst smell? What constitutes a good death … and a bad death? I am also asked, What information can be gleaned from someone’s medicine cabinet? (Quite a lot.) What is the perfect murder? How can we prevent suicide? People also ask me to tell them about prison, because I also have to attend deaths in custody.


    In this book I will try to answer these, and many other, questions. Take, for example, the average medicine cabinet. It will show you what medication someone is taking and if they suffer from any serious diseases, whether they use mouthwash and even if they floss regularly. Should you discover hundreds of vitamin supplements and/or omega oils, the medicine cabinet could also tell you whether someone is a hypochondriac.


    The antiretroviral tablets used to help manage HIV/Aids will also generally be kept in the medicine cabinet. I once went to a scene of a dyadic death (a murder–suicide). The husband had shot and killed his wife, and then himself. Examination of the open medicine cabinet showed a container of antiretroviral drugs; some were also present on a nearby table. My theory is that either the husband did not know that his wife was on antiretrovirals and found out when he saw the pills, or he knew they both had HIV/Aids and may have killed his wife and himself for this reason. Sadly, the answer will never be known.


    Most of the suicide and dyadic death cases I have seen had a background history of HIV/Aids. This, I believe, is due to poor initial counselling. If only people knew and understood that HIV/Aids can be treated like any other chronic natural disease (such as hypertension and diabetes mellitus). Most people die with their HIV and not because of it. This was a really tragic case. Of course, my theories are merely speculation. Most other cases of dyadic deaths were shown to be due to love triangles.


    Another question I’m frequently asked is, What is the quickest and the most painless way to die? I usually answer by saying, Please try to focus on life. But to answer this somewhat morbid question: personally, I would like to die in the arms of a woman, slightly drunk, slightly in love and due to a massive myocardial infarction. That should be a relatively quick and painless death.


    Failing that, I think a nuclear death, or a lightning death, or jumping into an active volcano would probably be the quickest death to endure. Another swift way to die would be assassination by a sniper. Not just any sniper, but a really good sniper with a really good rifle and a high-velocity, large-calibre projectile, from behind the head. On a balance of probabilities, this would probably be the ultimate way to go.


    Paradoxically, a guillotine or a gunshot wound through the temples of the head with a low-velocity weapon would be a relatively slow death in comparison. With a guillotine, for example, the blood might pump through the vessels in your neck at about 70 ml of blood per pump for the next thirty or so minutes. Unless the projectile goes through the brainstem, it won’t be a rapid death. (There is a cubic centimetre of brain tissue in the brainstem where your vasomotor and cardiorespiratory centres are located.) Aiming for the brainstem would ensure a relatively quick and painless death – you would drop to the ground like a sack of potatoes.


    There are many cases of botched suicides where people who tried to shoot themselves through the temples merely took out their eyes and went blind. There are also cases where people who shot themselves through the roof of the mouth and out the frontal lobes of the brain have opened the front door for the paramedics. Then, I know of an individual who had been stabbed in the heart yet managed to kill someone before finally succumbing to his heart injury.


    On the flip side, in certain cultures in South Africa people actually wish for a slow, drawn-out death, since they want to have time to say goodbye to all their loved ones and friends before they die.


    What is death? Death is an unavoidable change which occurs in everybody’s life. It is feared by many, but welcomed by others. If you are terminally ill, you may welcome death. If you are young and mighty, death is a foe.1 Death has also been described as one of man’s greatest and most exciting experiences.2


    Death and the process of dying are characterised by loss of function of the great organ systems (the cardiovascular, respiratory and nervous systems) and their coordination. This reveals a dissociation of the function of the different organs. The agonal period may be initiated either by disease or by trauma. The period of dying is called ‘agony’ and its duration can vary depending on the damaging agent and the remaining facilities of the patient.


    The final crisis leads to a state of vita minima (state of apparent death) in which no vital signs are apparent, and to a state of death characterised by irreversible cessation of circulation or by respiratory arrest. Under special clinical conditions, brain death may replace the classic signs of death – that is, irreversible circulatory or respiratory arrest and its consequences.3


    The medical practitioner in general practice, or a specialist, is expected to establish whether death has occurred or not. At times, the diagnosis of death may be extremely difficult; often, even the most experienced practitioners are fooled because so-called death mimics can occur.


    Once, an elderly woman whose normal bodily functions had apparently ceased was admitted to the hospital at which I was working. I could hardly hear her heartbeat, there was no respiration and her temperature was hypothermic – that is, well below normal. Fearing the worst, I immediately covered her with a space blanket, gave her oxygen and inserted an intravenous line in a collapsed vein in her arm. I went to speak to her family and told them that I did not expect their granny to survive for much longer. To my very great surprise, when I returned to her ward she was sitting up, listening to the radio and eating crisps! Hypothermia is a very good death mimic, and I was badly fooled.


    There are many ways to die, but it is important to distinguish between natural and unnatural deaths. Depending on which agencies’ data you review, South Africa has between 300 000 and 600 000 natural deaths per year, with an average of approximately 500 000 per year. These encompass deaths from heart attacks to strokes to cancer, for example. Those who die in this way will generally not undergo a forensic autopsy but may undergo a hospital autopsy performed by an anatomical pathologist, especially where the death is due to natural causes but the natural disease is unknown. The deceased’s family would have to consent to an anatomical pathology autopsy.


    Forensic pathologists perform autopsies on unnatural deaths only. Altogether, there are approximately 60 000 to 80 000 unnatural deaths per year in South Africa, with an average of 70 000 per year. An unnatural death may be defined as:


    •a death caused by the application of a force or any other physical or chemical factor, direct or indirect, and with or without complications


    •any death which, in the medical practitioner’s opinion, was caused by an act or an omission on somebody’s part


    •a death in terms of section 56 of the Health Professions Act (Act 56 of 1974), which states that ‘[t]he death of a person whilst under the influence of a general anaesthetic or local anaesthetic, or of which the administration of an anaesthetic has been a contributory cause, shall not be deemed to be a death from natural causes’, these are also known as procedure-related or procedure-associated deaths


    •any unattended, unexplained, suspicious or sudden unexpected death.


    The medicolegal investigation of death in South Africa has a very strict legislative framework. The field is highly regulated; many Acts legislate it, such as the Inquests Act (Act 58 of 1959); the Registration of Births and Deaths Act (Act 51 of 1992); the National Health Act (Act 61 of 2003); the Health Professions Act (Act 56 of 1974); and the Criminal Procedure Act (Act 51 of 1977). There is also the National Code of Guidelines for Forensic Pathology Practice in South Africa, and the Rules and Regulations of the Health Professions Council of South Africa.


    Sadly, next of kin may not refuse a medicolegal autopsy. The State has absolute authority in this regard. If someone dies an unnatural death in South Africa, a full medicolegal inquest will be required. Forensic pathologists help conduct the medicolegal investigation, which includes an investigation of the circumstances surrounding the death. The autopsy is but one small component of the death investigation. Forensic pathologists are therefore specialist death investigators who help bring closure. We are here to serve, to solve and to soothe.


    To the layperson, it would seem that forensic pathologists must know almost everything there is to know about death. Which is true, in part. However, what laypeople do not really know is that forensic pathologists chiefly deal with no more than about twenty-four ways of unnatural death. We must know everything about these twenty-four forensic topics.


    The main forensic topics are deaths related to sharp force trauma, blunt force trauma, transportation, gunshots and explosions, burns and scalds, abuses of human rights, electrical fatalities, suffocation and asphyxia, fatal pressure on the neck, immersion deaths, neglect, starvation and hypothermia, deaths associated with sexual offences, certain pregnancy-related deaths, child deaths, surgical procedures, dysbaric and barotrauma-related deaths (deaths due to sudden changes in atmospheric pressure), and the pathology of sudden death and poisoning.


    Forensic pathologists help determine the cause and manner of death; help to identify the deceased, if his or her identity is unknown; determine the time of death and injury; collect evidence; document injuries or the lack of them; help deduce how the injuries occurred; document any underlying natural disease present; attend the scene of death; determine or exclude other contributory factors; and provide expert testimony if a case goes to trial.4


    Often, huge amounts of money are at stake, depending on whether a death resulted from injury at work, whether a shooting was accidental or suicidal, or whether a heart attack occurred before, during, or after a motor vehicle accident.


    Forensic pathologists also take part in exercises in preventative medicine – which is part of the purpose of this book. Forewarned is forearmed!


    In my opinion, no other field in medicine offers the intellectual challenge of forensic pathology, as it requires a working knowledge of diagnosis and treatment in almost every speciality of medicine. It is probably the most integrative branch of medicine. It calls for an understanding of non-medical fields like criminology, criminalistics, engineering, highway design, forensic science and a deep understanding of the community – its mores, folkways and religion. For this reason, one can say that a forensic pathologist conducts a medicolegal examination like a conductor does an orchestra.


    Although there are differences among countries, the philosophy behind forensic pathology has always remained the same: ‘The application of medical knowledge and methodology for the resolution of legal questions and problems for individuals and societies.’5 As mentioned earlier, without good legal medicine, there can never be good justice.


    Forensic medicine may be defined as consisting essentially of that body of medical and paramedical scientific knowledge that may be used for the purposes of administration of the law.6 The basic mission of forensic medicine is the proper application of justice.7 Much of what justice has been in the past few centuries has passed through forensic medicine, and much of what justice ought to be will pass through it in the future.


    Forensic science, on the other hand, refers to the actual examination of scenes of death, recovery of evidence, laboratory examinations, and interpretation of findings and presentation of the conclusions for use in court. Activities range from instrumental analysis, such as analysis of blood alcohol and drugs, to DNA typing of items at the scene of a crime.


    When I first meet someone, my eyes immediately wander to the ‘forensically significant’ aspects of their body and their behaviour. I check their skin. Do they have tattoos? I check the condition of their teeth. I look at their posture and the clothes they are wearing. Is one hand slightly paler than their other hand? I notice their perfume and/or aftershave. I even check their nails.


    This happens within milliseconds – even before I have made eye contact. By the time I greet them, I already have an image, in my forensic mind’s eye, of their general health, their mindset and the risks they take.


    I have always been fascinated by the undiscovered and the undiscoverable. It was a combination of the stories of Dr Joseph Bell and Sir Arthur Conan Doyle that inspired me to become a forensic pathologist. Conan Doyle’s The Sign of Four (1890) opens with a scene in which Dr Watson hands a recently inherited pocket watch to his friend Sherlock Holmes and challenges him to describe the character of its late owner. After a brief examination of the watch, Holmes comments that presumably it belonged to Watson’s elder brother. Watson says that Holmes is right in this, but points out that he could have guessed it from the initials on the watch case. Amused at his friend’s seeming failure, Watson asks if Holmes has any other deductions: ‘He was a man of untidy habits – very untidy and careless. He was left with good prospects, but he threw away his chances, lived for some time in poverty with occasional short intervals of prosperity, and, finally, taking to drink, he died. That is all I can gather.’


    As to how Holmes did it, you’ll have to read the book – which is brilliant, I might add.


    Holmes calls this the facility of ‘reasoning backwards’. First, you must learn to notice things, to become aware of every possible detail – and second, you must be able to analyse what you see to determine which action or situation brought it about.


    To quote Holmes: ‘Let the enquirer begin by … on meeting a fellow mortal, learning at a glance to distinguish the history of the man, and the trade or profession to which he belongs … by a man’s finger-nails, by his coat-sleeve, by his boots, by his trouser-knees, by the callosities of his forefinger and thumb, by his expression, by his shirt-cuff – by each of these things a man’s calling is plainly revealed.’8


    This technique of reasoning backwards is difficult to teach, although it is not impossible to learn. Both the dead and the living have a lot to teach us. I once predicted a woman’s divorce based on her sudden and dramatic change in hairstyle, and I know from experience that many suicides of middle-aged women are preceded by this change.


    A woman’s hairstyle is one of her most important physical attributes. A major change may point to some unresolved internal psychological conflict. One such a case involved a woman who had complained bitterly about her unfulfilling marriage and filed for divorce. She was found dead after drinking a ‘milkshake’ of crushed, mixed drugs. Shortly before that, she had dramatically changed her hairstyle. For this reason, my advice to men is to take very careful note of their wife’s or partner’s hairstyle.


    Or take the following example where I learnt so much just by casual observation after meeting a woman in the queue at a shop. Her lips looked like they were recovering from beestings (she had had Botox injections) and her skin had lost its natural lustre (she was a smoker). From the brands of the clothing she was wearing, I could deduce that she was within a certain income bracket. Her posture and her weight gave me an idea of whether she did any exercise and allowed me a relatively good guess at her dietary habits. I also noticed multiple parallel incision scars on the wrist of her less dominant hand, which told me she had had previous suicide attempts.


    These kinds of subtle insights you won’t find in any of the mainstream textbooks. They pertain to undiscovered aspects of human behaviour of which the average person seems to be blissfully unaware. You obtain this knowledge from being fortunate enough to find yourself in the right place and in the right job – in the mortuary, as a forensic pathologist. Or, as I call it, in the blind spot of humanity.
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    My last living patient


    Before I became a forensic pathologist, I practised as a general practitioner. I did my internship in Cape Town at Somerset Hospital and my community service in Phalaborwa at a small rural hospital called Maphutha Malatji Hospital. A few critical incidents over this period helped me decide to become a forensic pathologist.


    The first incident occurred in February 2000, when tropical cyclone Leon-Eline brought gusty winds and torrential rain to Madagascar, Mozambique and the northeastern parts of Southern Africa. Irina is still considered one of the most devastating tropical cyclones of the 2011–2012 season.


    That night, I was called to Maphutha Malatji because a heavily pregnant woman was experiencing foetal distress. It was raining heavily. I assessed the woman and ascertained that she needed an emergency caesarean section. I phoned my second on call, who still had to drive from his home to the hospital.


    The woman was in severe pain and the foetal distress was escalating. When my second on call still hadn’t arrived after a while, I called again. He told me that there was no way he was going to be able to reach the hospital: the rivers had flooded. I was on my own.


    That was the night Irina made landfall. I ended up being trapped in that 200-bed hospital for two days and two nights before the rivers finally subsided and it was safe for me to drive back to town. I was the only doctor in the hospital. It was me and a handful of nursing sisters.


    That night, I performed the caesarean section alone with two nursing sisters. I had to perform the anaesthetic and operation by myself. In the middle of the procedure, the power went off and we had to work under the light of a laryngoscope blade and candles. I am happy to report that both the mother and the baby survived.


    Those two days and two nights are a bit of a blur to me. I had to practise what can only be described as wilderness medicine, which means doing what you can with what you have at the time. I had minimal sleep over those two days. Needless to say, it was a surreal and stressful time, but I learnt a lot about myself. For one thing, the self-reliance it taught me was invaluable. There was no one to help me and no expert to whom I could turn for advice. I simply had to make a plan under the flickering light of those candles. As I reflect on these events, I can still recall the depth of my fear and my anxiety.


    Over those two days, many people came into the hospital with fractures from the tropical storm. Interestingly, those who lived in traditional mud-and-thatch huts had fewer injuries than those who lived in makeshift corrugated-iron shacks. This suggested to me that our ancestors probably had greater wisdom than us moderns.


    Tropical Storm Irina also gave me my first taste of dealing with mass casualties. Mass disasters have different definitions, but the generally accepted definition is an event that overwhelms local resources. Mass disasters are fortunately relatively rare events, but when they do occur they tend to place excessive strain on medical services. Today, mass disaster management is a speciality in forensic pathology.


    It was during my time in Phalaborwa that I attended my first autopsy. A miner, who had worked in one of the many mines around the town, had died unexpectedly. A private forensic pathologist had been consulted and flown up from one of the big cities to perform the autopsy.


    I attended in a watching brief capacity. All I knew about forensic pathology at the time was from the 1976 American hit television series Quincy, M.E., which was about a county medical examiner who investigated clues about what appeared to be suspicious deaths. Suddenly, I had the opportunity to witness a real-life autopsy in person; I jumped at it.


    At first, the autopsy overwhelmed my senses. I did not know what I was seeing; it all just looked like one bloody mess. It was a completely disorientating sensory experience. I can still recall the sights, sounds and smells. At the time, I also had no idea of what was ‘normal’ and what was ‘abnormal’ during an autopsy. I couldn’t see the difference between normal injuries that had occurred while the miner was still alive and injuries that were caused after his death by the dissection of the body and organs.


    I was intrigued, encouraged and a little bit overwhelmed. It was unlike anything I had ever witnessed before. Like most youngsters, I had been brainwashed into thinking that you became a medical doctor to save the living. My first autopsy experience made me wonder if this was indeed true.


    Becoming a pathologist was not something I had even considered before. Luckily, I had a good guide – you need such a guide, someone who has walked and hacked open the path before you.


    There were many perspectives surrounding the sudden, unexpected death of the miner that piqued my curiosity. For one, it transpired that the miner had been murdered. His co-workers suspected that he had died from hyperthermia, but in fact the cause of death was blunt force trauma to the head.


    I am often asked what is considered normal and what is considered pathology. I usually try to explain the concept of pathology to laypeople as follows: How does an expert game ranger spot a leopard in the African bush? The answer is: with expert knowledge based on experience.


    If the game ranger drives a particular stretch of bush every day, he will know that stretch of bush like the back of his hand. Every day, he will see the same rocky outcrop. One day, the outline of the outcrop will look slightly different. His ‘diagnosis’? A leopard is lying on the rocky outcrop.


    The game ranger knows what is ‘normal’, and will therefore be able to spot when something is out of the ordinary, or ‘abnormal’. So too in pathology and forensic pathology. To ‘spot’ pathology in the heart, for example, you first need to know what constitutes a normal heart.


    Before you enter the field of forensic pathology, you have to interrogate your motives thoroughly. It might sound cool to be a forensic pathologist, but what keeps you going after the 9 000th autopsy? What keeps you motivated? I often compare it to running an ultramarathon. What would compel you to participate? Is it your ego or a greater calling?


    I got into this field firstly because I could not tolerate injustice and secondly because I wanted to help real victims. What do I mean by ‘real’ victims, you may ask? Let me tell you a story from the time shortly after I had completed my community service in rural Limpopo.


    In 2001, I left for the United Kingdom to do a year’s clinical medicine. Soon, I found myself practising medicine at St Luke’s Hospital and Bradford Royal Infirmary. I worked in the emergency medicine department and did a stint in the discipline of geriatric medicine. I also spent about six months taking care of accidents and emergencies in that part of the world.


    One night, I was already asleep when I got a call from the emergency room. It was about 3 a.m. on a bitterly cold night; I recall having had to put on several layers of clothing and a jacket and trudge across a courtyard covered in knee-deep snow.


    Waiting for me was an elderly white male who presented with an acute asthma attack. He was near extremis – very close to dying. The entire emergency room team worked to bring him back to normality, with much energy, stress and medication.


    After the drama had subsided, I asked the elderly gentleman whether he smoked.


    ‘Fifty fags a day, lad! Fifty fags a day!’ was his somewhat arrogant response.


    I leaned forward, and mentioned that he was wasting all of our time. I may have used an expletive between ‘our’ and ‘time’, although the specific details of that conversation elude me.


    One of the nursing sisters rushed up and started scolding me. ‘We do not talk to our patients like that!’


    ‘This guy has disrupted our entire night because he continues to smoke like a chimney! Why can’t I reprimand him?’


    ‘Patients will do whatever they want to do. It is a free world. He is well within his rights to smoke!’ the nursing sister barked at me.


    I did not sign up for this, I thought. I went into medicine to help innocent victims, but this guy was here because of bad personal choices. I was in no mood to discuss the principle of luck egalitarianism with the nursing sister at 4 a.m. – that sometimes bad things happen to good people through no fault of their own, and at other times because of their own bad choices.
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