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      When I was a child growing up in a small city, seeing animals flattened at the roadside was a common occurrence. Frequently they would be wild creatures such as birds, squirrels, rats and even the odd hedgehog. But sometimes they were larger animals and clearly beloved pets: cats, for example, or rabbits which had managed to escape the confines of their hutch and garden only to be hit by cars; sad metaphors for the idiom ‘out of the frying pan, into the fire’.

      I don’t seem to witness this phenomenon any more. Just like custard and scraped knees, the majority of roadkill in my life seems to have been experienced before I reached double figures. But, despite its regularity, there’s still one case I remember in particular.

      It was a cat, at the point of the road where the tarmac meets the kerb, and unlike most roadkill – squashed, two-dimensional testaments to the fleeting nature of life – this one was still fairly intact and, I hoped, perhaps alive. On closer inspection the injury was mainly confined to the cat’s head. One eye was closed and slightly encrusted with dried blood. The other, like an early Looney Tunes animation, was wide open and popping out of the socket as though it had seen something alarming. It probably had: the car speeding towards it.

      If it was still alive I might have been able to help it, so I picked up a nearby stick and prodded its chest. To my surprise, a small bubble of blood began to balloon from one nostril until it reached the size of a marble and popped. I experienced a moment of hope, but then I realised the cat was not alive. I knew, even at that age, it was simply residual air leaving the lungs via blood-bubble. There was nothing I could do for it now.

      Or was there?

      I had no reference point for the procedures surrounding death except for what I had seen on TV or read in books, but I surmised that if I was useless to this uncollared cat in life perhaps I could help it in death? Within twenty minutes I’d either knocked on the doors of my local friends or called them on their landlines (this was a long time before children had mobile phones of their own) and assembled about eight of us for a funeral procession. We moved the cat to my garden where we proceeded to dig a grave, bury the animal, say a few words and even take it in turns to sprinkle handfuls of earth on to its lifeless body – just like I’d seen people do on TV. I felt better knowing we had tended to the poor creature; knowing he or she was somewhere safe, somewhere I later marked with a little wooden cross made out of two ice lolly sticks.

      Through my bedroom window, that cat continued to serve as a reminder that life can be difficult to navigate and in death it helps to know exactly what to do, whether professionally or ritually. It’s how I came to feel I had a purpose.

      This book contains names and identities that have been changed to protect the privacy of the staff and patients I encountered over the years, with many tales and conversations made up of remnants from various incidents. However, it is the truth. It is also a chance to thank those who helped me bury that cat and find my path in life, as well as those I subsequently met who helped steer me along my path in death.
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      Anorexic. Dentist.

      They were two words I’d never seen written together before but there they were, in black smudged ink, on the 97A:

      ‘Anorexic dentist’.

      I took a sip of my coffee while perusing the rest of the paperwork. I enjoyed this part of the morning: the calm before the storm. The mortuary’s senior technician, Jason, was happily hunched over the latest edition of the News of the World with a cup of tea. As a veteran technician, he had seen it all, and he appeared less interested in the information we received on the day’s cases than in the plot of EastEnders or the latest football scores.

      The 97A is the form faxed to the mortuary from the local Coroner’s Office which simultaneously requests and gives permission for the post-mortem of the deceased. Although these forms have different names in different areas, one thing remains the same all through the UK (except Scotland), and that is the Coroner gives permission for an autopsy to take place (in Scotland it’s the Procurator Fiscal).

      The role of the UK Coroner is constantly misunderstood because of the abundance of TV shows and crime books which continually hit our shores from the US. In America, although it varies from state to state, a coroner is another term for what we’d call a pathologist: a doctor who carries out autopsies. They’re often elected in the US and in smaller states may even be the neighbourhood mortician or GP. In the UK, they are independent judicial officers appointed by the local government as a sort of overseer of all deaths in the area, and they must be qualified barristers or solicitors. Some also have a medical degree.

      The term coroner comes from ‘crowner’, a position that has existed here formally since the year 1194. The Crowner had two roles: to oversee deaths in the area, and to be informed of any treasure that may have been discovered by a lucky serf and decide if it really was going to be ‘finders, keepers’ or if it belonged to someone else. This means that our Coroners sometimes have the unusual responsibility of investigating long-forgotten objects or money found buried in the garden and declaring them ‘Treasure Trove’; that is, valuables of unknown ownership which become the property of the Crown. (In 1996 ‘Treasure Trove’ became the Treasure Act.) Basically, ‘whatever you find buried under your patio, be it a body or a bag of gold coins, you call the Coroner’.

      I always imagine them as Grim Reapers in suits with Filofaxes and mobile phones, aware of all the deaths in their jurisdiction and poised to move all the relevant participants around like pieces on a chessboard, in order to begin the death investigation: the police, the pathologists, their Coroner’s Officers, mortuary staff and more. You see, UK Coroners don’t carry out autopsies, they only decide when one is required using various legal criteria, then sign a form to state that fact. After that, they watch the chess game unfold. It’s the pathologist who carries out the autopsy or post-mortem – the two terms are interchangeable – and we, the anatomical pathology technologists, who assist.

      So what are the criteria for a post-mortem examination in the UK? Essentially, you don’t need one if (a) you have seen a doctor within two weeks of your death, and (b) the doctor knows the cause of death was natural.

      Hospital patients don’t tend to need Coronial post-mortems because the likelihood is that they will have seen a doctor every day they’ve been there. The same goes for patients in hospices and similar facilities. But nearly everyone else will. Perhaps a man passed out while running on a treadmill in the gym? Perhaps a woman collapsed at a bus stop? Perhaps unidentifiable remains were found in the park by the clichéd man walking his dog? These will all be Coronial cases that will come into the mortuary from the local area. In fact, a person may be eighty years old and die in her sleep but if she hasn’t seen a doctor within the last two weeks she will still need a post-mortem. ‘Old Age’ doesn’t tend to be written as a cause of death on death certificates any more thanks, in part, to Harold Shipman, the notorious serial killer whose victims were usually pensioners. After he was brought to trial in 1999 more than 250 victims were attributed to him and this caused a cultural shift in GP practices and death certification as well as a huge rise in post-mortem requests.

      Our forms, the 97As, arrived around eight thirty in the morning with a flurry of beeping, buzzing and swooshing as the sheets were spewed from the mouth of the ancient fax machine and on to the floor of the small mortuary office. On the pages were some details of the deceased and the salient features of the case – whatever the assigned Coroner’s Officer had been able to find out in the first few hours after the death. Sometimes there were reams and reams of difficult-to-read lines, especially if medical notes were included. There might be information on prior illnesses, previous drug use, where and how the body was found, family members, charts, height and weight, and whether or not the deceased preferred one lump or two in his tea. In other cases there might be just a few words or lines, like this one:

      
         

        Anorexic dentist

        45 yrs

        Bedridden 2 wks

        Son Of a Bitch

      

      ‘Bloody hell, that’s harsh!’ I said to Jason, so loudly that he nearly spilled his cuppa as he lifted it towards his lips.

      ‘What is it, hun?’ he asked, his eyes flying to me and away from the pages of his newspaper. He always called me ‘hun’ and I didn’t mind. His huge, muscular, tattooed form belied a very gentle and protective nature.

      ‘The poor bloke’s dead and they’re calling him a son of a bitch!’

      I stomped across the office to wave the 97A in front of his perplexed face. He halted my hysterical form-flapping to get a good look at the info, and after a beat of silence and a confused expression, he roared with laughter. His massive shoulders heaved, his face reddened, and he even wiped a tear from his eye. ‘Son of a bitch…’ He repeated it a few times, the words barely audible through his laughter.

      When he calmed down, I discovered the reason. Although I’d read the form that way, it actually stated:

      
         

        Anorexic dentist

        45 yrs

        Bedridden 2 wks

        S.O.B.

      

      And S.O.B. meant ‘shortness of breath’. No wonder Jason was in hysterics. I was going to have to get used to acronyms if I was to make it in this game.

      As there was only one 97A that day, and therefore only one post-mortem or PM (another acronym – you’ll have to get used to them too), Jason said today would be my first attempt at making the incision into the deceased myself. As a trainee APT (anatomical pathology technologist – another one!) this is the first stage in learning the art of evisceration – the medical term for removing the organs, which sounds marginally better than ‘disembowelling’.

      Though I was only a trainee, I had the hang of the basics by now – the paperwork, signing in new bodies, carrying out viewings, small procedures like removing stubborn jewellery or false teeth – but it was time to start some proper training. It was time to do my first full incision and open the deceased. I really wanted to, I was so incredibly excited, but at the same time I was terrified. I’d wanted to do this job for so long, but now that I was about to take the plunge I suddenly had no confidence in myself. What if I messed up? What if I was no good at it and my whole life was a lie? I couldn’t even cut paper straight without drawing a line with a ruler first; how was I going to cut skin straight? And I absolutely, positively couldn’t sew any sort of fabric, so how was I going to sew a person together? Considering I’d never really been interested in paper crafts or textiles at school, the idea of trying out these little-used skills on a human being was beginning to freak me out.

      To keep myself calm, I decided to focus on the things I did know, the tasks I carried out every single morning after arriving at work around seven thirty, and I realised it was only a few weeks ago I hadn’t known how to do them either. I was learning quickly and I needed to stop stressing out. Everyone has to start somewhere.

      So I took charge. Jason followed to observe as I headed into the small, bright post-mortem room and pulled on some latex gloves, taking a deep breath as I did so. I located the body bag of the anorexic dentist in the fridge by his name written on the door (the fridge being otherwise known as a temperature-controlled storage facility but, eager to avoid yet another acronym, we just called it a fridge). I gently slid his tray out and on to the hydraulic trolley, then I hesitated, thinking I’d made a mistake. The tray was so light it didn’t seem like there was anyone actually in the bag. However, on closer inspection I could discern the curve of the top of a head pressing against the white plastic and a sharper point, much lower down, which looked like it could be a bent knee. Satisfied he was definitely in there, I took another deep breath and turned the trolley a full 180 degrees to position the tray over the stainless-steel holder jutting from the post-mortem room walls. Via this set-up the tray the deceased rests on in the fridge also becomes the dissection bed, cradled in the strong steel arms of the holder.

      Sometimes the difficult manoeuvre would be done without a hitch; just the gentle glide of the turning trolley then the muted squeak of the trolley’s mechanism as it lowered the tray down on to its holster.

      This wasn’t one of those times.

      A combination of my earlier anxiety and Jason watching me intently meant I was just too nervous. There was a crash of metal on metal as I missed the turn by a couple of inches and slammed into the jutting arm with the trolley. It was nothing that would damage the deceased or even the equipment, only my ego, which was feeling more and more like it would need its own post-mortem by the end of the day: cause of death – extensive bruising.

      ‘Don’t worry about it, hun, we all do that sometimes,’ Jason reassured me. ‘It’s a really small PM room.’ I had no idea how he could be so infinitely patient with me especially since sometimes, as a newbie, I felt like all Three Stooges rolled into one.

      With no real damage done, I eventually got the tray with the body bag in position on the hoist and slowly unzipped it. Jason let me carry out the entire process as though he wasn’t there, which on this occasion was absolutely fine. Normally it would take two APTs to remove the patient from the bag in a well-rehearsed and carefully choreographed manoeuvre that looks like it’s anything but. It involves tipping the deceased to the side, using legs and arms like levers and fulcrums, so that the plastic can be slid beneath the body on one side; the whole thing is then repeated on the other side, and the bag can be gently pulled out and folded away. But this man was so thin I could move him on my own, with one arm, while I worked the bag out with the other, as easy as holding a baby’s legs aloft while sliding a nappy out from under its bottom. I concentrated on carefully removing the man while taking deep breaths to steady my nerves.

      And then I got a good look at him.

      I’d never seen anything like it: he resembled a knotted white twig with a few extraneous branches and hairy bark. From the front I could see the shape of his pelvic bones clearly through his meagre flesh, and when I gently rolled him away from me to view his back, every single groove of his tailbone – or sacrum and coccyx – was visible too. Where his bones had been forcing their way through his paper-thin skin during those last bedridden weeks, angry pressure sores had formed. They were deep red and wet in appearance with yellow-green infected parts, oozing pus. At the sight of them, imaginary pain involuntarily shot through me. It was so unexpected it took my breath away for a second and left me feeling winded.

      His hair was long and very dark, almost black, matted to his head and upper back in some places, yet wild in others. His nails were overgrown and yellowed and, taken with the hair and the emaciation, it seemed there was more than just anorexia going on here; I was very much reminded of Howard Hughes and other recluses with psychological problems, and wondered if the same fate had befallen the dentist. But I couldn’t just keep standing there musing because Jason reminded me I had a job to do by handing me a clipboard with a paper form on it. I used the form to make notes about the man’s appearance; his sunken cheekbones, matted hair, bedsores and more. I noted down as much as I could, every mole, every wrinkle, every ‘is that a birthmark or a bit of dirt?’, and I realised it was for two reasons. On the one hand, it was my first external exam alone so I didn’t want to miss anything and look incompetent to the pathologist who’d be arriving shortly. On the other, the longer I took over the examination the longer it would be until I had to make that terrifying first cut.

      Jason saw right through me and, after I’d circled the body a third time like a hungry vulture, he was having none of it. ‘You don’t have to mark down every wrinkle on his ball-sack, hun,’ he said, handing me a PM40, the mortician’s main blade.

      It was time.

      I bent down over my patient and tried to concentrate on his neck and clavicle, the natural curve where I would begin the incision. But all I could see was the harsh light from the overhead lamp reflecting off my blade like a strobe as my hand shook.

      Just then, that overhead light reminded me of something and I zoned out again. (See what I mean? Poor, patient Jason.) When we were children, my best friend Jayne and I would put make-up on each other, as many young girls do. At that moment, I had a sudden memory of lying back all those years ago with my eyes shut tight to the light above and feeling it warm my eyelids, feeling the soft stroke of the brush on my skin as Jayne applied the make-up, and thinking, ‘This must be what a corpse feels like’ – which is probably something most young girls don’t do. I was specifically thinking of scenes I’d sometimes see in films or on TV where the deceased gets ‘beautified’ in the funeral home for the big day. In my defence, I had just seen My Girl, the wonderfully poignant Macaulay Culkin film from 1991. Dan Aykroyd plays a funeral director who employs the vivacious Jamie Lee Curtis to apply make-up to the dead. She made it look like so much fun, even glamorous, and it left a kind of positive impression on me, although the ending of the film certainly did not. Even now I feel traumatised if I see a mood ring or a willow tree.* With this mental image of myself as the corpse, feeling the gentle touch of the make-up brush, I suddenly imagined the anorexic dentist could feel me. Not my touch yet, but certainly my hyperventilating and my hesitating. I was sure that he wouldn’t want a blonde, uncertain neophyte waving a knife above him like a sushi chef so I firmly told myself, ‘Carla – get on with it.’

      And I did.

      I’d seen technicians make this incision many times before and I executed it almost perfectly. Starting on the right side behind the ear I slid the blade down the side of his neck, altering the angle slightly as it travelled over the clavicle and down in a ‘V’ to the breastbone, the skin parting with the ease of butter beneath the sharp steel. I repeated this from the left side, a slightly more awkward angle when using the right hand, and when I reached the point of the ‘V’ I took the blade in a straight line down his abdomen, just circumnavigating his belly button slightly. I stopped abruptly at the pubis leaving a fairly neat ‘Y’ shape, which is why we call it the ‘Y-incision’. There were a couple of slight deviations in the skin, but I defy anyone to cut open a human being for the first time with a blade that could take off your own finger and not falter just a little bit. Anyway, slightly wonky lines aren’t visible after they’ve been stitched back together during the final reconstruction.

      I was quite proud of myself. I stood there breathing a sigh of relief, admiring my handiwork for an inordinate amount of time, until Jason spoke.

      ‘Come on, Edward Scissorhands, we’ve still got the rest of the PM to do.’

       

      The next stage, at this point of my training, was to relinquish the blade and observe Jason for the rest of the process. Autopsy technicians tend to learn evisceration in stages, a bit like driving. For your first driving lesson you don’t get in the car, gun the engine then start parallel parking and doing five-point turns, and it’s the same with autopsies. It all happens step by step.

      Once the incision has been made in the chest, and the breastbone – the sternum – has been removed, there are a few different methods for systematically removing the organs for examination. The most common is often called the Rokitansky Method, though in fact it was Maurice Letulle who created what is also known as the en masse procedure in which, as the name suggests, organs are removed in one large mass. This was to be the way I would carry out an evisceration for much of my career so I watched carefully as Jason proceeded.

      First, some exploration, as he used his non-cutting hand to feel behind each lung for possible pleural adhesions – parts of the lung that may be stuck to the chest wall. They can be caused by previous trauma or diseases such as tuberculosis or pleurisy. The best-case scenario was that the lungs, pink, moist and healthy, would not be attached to the inside of the cavity by adhesions and after a brief manipulation – a scooping motion – would just fall back to their original position with a gentle, wet slap. With the condition of the lungs confirmed, he tackled the bowels next, their slick, curled lengths removed in one long string to be examined later, as they were not the most important part of the organ hierarchy when it came to establishing cause of death. The bowel removal created much-needed space in the crammed body cavity so Jason returned to the lungs, using the PM40 to detach them, again with another scooping motion and two long incisions, one on each side of the spine, to release each organ. Using a similar technique, he loosened each kidney and its surrounding fat from beneath the level of the stomach and liver, and sliced through the diaphragm, which separates the organs of the thorax and abdomen. He then used the blade to make a nifty slice across the top of the lungs which effectively severed the lower part of the windpipe and the food pipe – the trachea and oesophagus – from the upper part containing the pharynx and tongue, i.e. the throat. Then, with one hand he pulled the heart and lungs down and away from the spine, while gently easing the flesh away with the blade in his other hand if it was a bit too stubborn. He continued the motion down into the abdominal cavity. Soon, he was holding aloft a mass of dripping viscera which contained most of the organs from the body cavity: the thoracic components (heart and lungs) and the abdominal organs (stomach, spleen, pancreas, kidneys and liver). He lowered the mass into a huge stainless-steel bowl and placed it on the matching steel bench countertop with a metallic thump, ready for the examining doctor.

      Jason then moved on to the bladder, which was still in situ deep in the pelvis. Because the deceased clearly hadn’t eaten or drunk much it was small and empty: it looked like a deflated yellow balloon as he removed it and handed it to me to place on the dissection board. I wasn’t sure what ‘bladder-holding’ etiquette was, so I pinched it between thumb and forefinger and held it at arm’s length as I transported it to the steel bench, just like a disapproving mother with a teenage boy’s dirty sock.

      The next stage was for Jason to move on to the head. At this point in the evisceration the pathologist, Dr Colin Jameson, arrived in his maroon Volvo – we saw him slide the vehicle into the tiny car park through the frosted windows of the PM room; a bloody, moving smudge. We always mused about his choice of car, the Volvo, said to be the safest in the world. (In fact, the Volvo V40 is still the safest car you can buy.) Was it a deliberate choice? Had carrying out autopsies on so many victims of road traffic incidents – RTIs – made him paranoid, we wondered? I left Jason continuing his work on the head while I took off some of my PPE (gotta love those acronyms: this time ‘personal protective equipment’) and went to meet Dr Jameson in case he wanted a coffee before getting started. It was such a small building it took me only a minute to get out of my PM room clothes and into the office just as the bell rang.

      The facility had recently undergone a renovation so, small as it was, it was fairly modern inside. Our single post-mortem room had two stations for autopsies but I would later discover that many had three, four or even six, and that didn’t include perinatal (baby) autopsy benches. The fridges, as in most modern mortuaries, were double-sided which meant that they formed a dividing wall in the building. Behind their pristine white doors the heads of the deceased pointed into the PM room – the so-called ‘dirty’ or ‘red’ side – which is where I’d extracted this morning’s patient; and the other side was the ‘transition’ or ‘orange’ side where the decedents were originally received from out in the community.* Although opening the door on that side would usually mean you were greeted by several sets of pale feet, they didn’t have the proverbial toe-tags on them as you see in the media – we don’t label our dead like we label our luggage. Plus the area was only for staff, never family or friends of the dead. There was also a staff office, a smaller doctors’ office, a waiting room and a connecting viewing room which had the typical curtain to pull back in order to present the deceased to the next of kin.

      Most mortuaries in the UK have a similar layout, particularly if they were erected in the same period. There was a spate of local authority mortuaries built in the 1950s and 1960s and they look totally unassuming from the outside, with their sharp angles, bricks and concrete. But they weren’t the first mortuaries, not by a long shot. According to a paper by Pam Fisher entitled ‘Houses for the Dead: The Provision of Mortuaries in London, 1843–1889’ (which I consider a gripping read), the need for places to store the recently deceased was first noted in the mid-1800s. At that point London’s population was booming and many families occupied only a single room, so when a family member passed away, the decaying body was simply kept in that same room with everybody until the burial; there was nowhere else to put them. The deceased might remain there for a week or more, particularly if poorer families had to scrape the money together for a funeral, and anecdotally these corpses were said to be making the population sick. According to press from the time, learned men concluded that London’s dead were killing the living, and eventually facilities were created which were to be ‘houses for the immediate reception, and respectful and appropriate care of the dead’. The facilities were known as Waiting Mortuaries or Dead Houses.

      When I opened the door of our own Dead House in answer to the bell, I was surprised to see someone else on the step in place of the pathologist, who was still standing at his Volvo, searching for something in the boot. It was a young police officer who appeared far more surprised to see me. He stared at me wide-eyed and in silence, looking a bit pale.

      ‘Yeees?’ I asked, slowly and deliberately, eyebrows raised, trying to encourage him to speak. It was nothing new to me: I’d been told before that first-time visitors to the mortuary expect to come face to face with a lazy-eyed male hunchback when the door creaks open, not a petite blonde Marilyn Munster. It probably caught him off guard for a second, although it didn’t explain why he looked so pale. I suddenly became worried that perhaps I had a blob of fat or smear of blood on my face, so my hands involuntarily flew up to my cheek and started rubbing.

      He eventually found his tongue. ‘Is this the morgue?’

      I took a deep breath. ‘No, it’s the mortuary,’ I corrected him, unable to hide my annoyance.

      Tiny pet peeve here: mortuary literally means ‘house of the dead’ (hence Dead House) and has been in use for that purpose since around 1865. Morgue, on the other hand, comes from the French verb morguer which means ‘to look at solemnly’. It hails from Paris in the late 1800s, when the deceased were on display at the Paris Morgue in Notre Dame for the locals to come and stare at or, I suppose, look at solemnly. Initially, this was so that the many decedents pulled from the River Seine or those who’d died elsewhere in the city could be identified by their family and friends, either physically or via their apparel. But this public activity became so popular that it could attract up to forty thousand visitors a day until it closed in 1907; to put that into perspective, it helps to know that the London Eye accommodated only fifteen thousand visitors a day in its heyday. (Not a lot to do in Paris back then, I take it?) While it’s true that the terms ‘mortuary’ and ‘morgue’ are interchangeable, most UK technicians will never use the latter, though it’s more common in the US.

      After I’d put him right, the young policeman informed me he was escorting the funeral directors who were bringing in a deceased man from his home. I finally understood his pallor and assumed the scene had been pretty grim.

      ‘There’s a Volvo in the way at the moment, though,’ he explained. ‘Thought we’d just let you know.’

      Five minutes later, when Dr Jameson had moved his car, he stood with me, Jason, the pale policeman and the funeral directors as we checked in the fridge’s newest ‘resident’. He’d been found in quite a common way: neighbours had begun to complain about a smell and flies had congregated in the area so the police had broken down his door. This didn’t bode well as it meant he was very likely a recluse who had lain undiscovered for a long time, which in turn meant severe decomposition. The undertakers were complaining profusely, and one of them was particularly vocal.

      ‘As if it’s not bad enough that he’s massive and green,’ he grumbled, ‘he was one of those – what do you call ’em? – hoarders.’ He pronounced it ‘orders’. ‘Couldn’t fuckin’ get to him cos of all the piles-a-shite everywhere. Nearly broke me back, the son of a bitch!’

      Hearing this, Jason turned to me and roared with laughter. I was hoping he’d forgotten my earlier mistake now that the pathologist was here. No such luck.

      ‘Eh, Doc, you won’t believe what Carla said this morning,’ he chuckled, at exactly the same moment the man’s body bag burst open and a spectacular wave of dark brown fluid hit the clean linoleum floor.

      I put my head in my hands. This day was going to be longer than I thought.
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        We live in a society in which spurious realities are manufactured by the media. I ask in my writing, ‘What is real?’

        
          – Philip K. Dick
        

      

      I have never been close up to a fake corpse before. I’ve seen thousands of genuine cadavers in different shapes and sizes, their bouquet of smells and spectrum of colours all competing for my attention. But, in a bizarre inverse to the experience of most of the population, it’s the fake corpses I’m unfamiliar with.

      The prosthetic dead body now in front of me is quite pleasant despite being very realistic: she’s a slender female with ivory skin and a tiny waist which I find myself envying, in the same way a young girl may envy the curves of a Barbie doll. Her long, tousled, chestnut hair is splayed around her head on the post-mortem table like a dirty halo. Her chest has been opened via the usual Y-incision, causing her loose skin to cascade over her breasts like two bloodstained pink and yellow petals, and the pearly white of her intact breastbone is just visible in the gap. She is a fake cadaver at the phase of the autopsy in which she is not quite open but merely on the cusp – just at the point where I’d relinquished my PM40 to Jason during my first case. As a result, she is still easy for me to identify as a young female and therefore identify with: the tangles of her hair immediately make me think of the struggle I have when blow-drying mine, and her fingers, curling gently up from the surface of the metal, have such a realistic human quality I’m glad they’re not painted with nail polish as it would only add to the illusion. She looks so real I feel there should be an odour of blood, day-old perfume and sweat about her. There isn’t, of course.

      ‘What do you think?’ the assistant director, John, asks me.

      ‘She’s wonderful,’ I reply with awe. ‘If only all my cases were this pleasant!’

      I’m in a small, freezing-cold film studio in East London. I’ve been brought in because the picture being made here focuses specifically on an autopsy and the director wants to make sure everything – every instrument, every technique, every sentence – is absolutely perfect.

      I have to hand it to them: as far as fake mortuaries go – and I’ve seen a fair few now – they’ve done incredibly well. There’s only the odd anomaly. For example, in place of rib shears, the specific medical tool which would be used to remove that as-yet-unopened rib cage, there is a pair of heavy-duty bolt cutters from a hardware store. I suppose they do look fairly similar so they’ll pass for correct. Instead of post-mortem twine, which should be more like the thick white string used to tie up parcels, there is thin green cotton – cotton which would slice through the delicate skin of a real cadaver and be useless at sewing up any incisions. Also, on a magnetic tool rack above the sink there seems to be a cake slice. I can think of no justification for that…

      Perhaps these are things that only someone qualified to work in this environment – a pathologist or a pathology technician – would notice in a film. But, boy would they notice. ‘What’s a friggin’ cake slice doing next to the knives and scissors?’ I can already hear that audience cry, incredulous. Granted, there are some pathological conditions with confectionery-themed nicknames, such as ‘maple-syrup urine disease’, ‘nutmeg liver’ and ‘icing-sugar spleen’ – an observation that once led me to a pop-up anatomical cake shop called Eat Your Heart Out – but I don’t think there’s such a thing as ‘Victoria sponge pancreas’, even if it does sound delicious. Mind you, there are times when the skin of the deceased flakes off like the pastry of a croissant, and there can sometimes be a dark brown, gritty purge fluid we call ‘coffee grounds’ which escapes from the mouth and nose. Perhaps these, along with ‘foamy discharge’ and the aforementioned ‘nutmeg liver’, mean the dead can resemble a Starbucks menu more than a cake stand?

      I do my best to explain to John that these errors will be noticeable to certain parts of the audience but he informs me it’s too late now to make any changes to the props or the set because the team have already started filming scenes in the fake mortuary. I discover that in showbiz parlance this is ‘the shots have already been established’. But there are still some things I can advise on: for example, the exact technique for crunching through the ribs (you really need to put your weight behind the shears and give it some welly) or the type of container that would be used to collect specimens for examination.
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      Back in the post-mortem room, after our distraction, I’m just in time to help Jason collect specimens from the anorexic dentist.

      ‘Carla, can you swab the decubitus ulcers, please?’ Dr Jameson asks.

      I look at him, puzzled.

      ‘The bedsores,’ he explains.

      I feel like an idiot.

      Jason gently tilts the deceased on his side while I take a swab – the correct container for this type of specimen collection – from the stainless-steel cupboard and begin labelling it, hiding my flush of embarrassment behind the cupboard door. The swab’s casing is a long, thin plastic tube with a rounded bottom and a blue lid. The rounded end is filled with a nutrient jelly that allows microbiological cultures to be grown and then examined in the lab. When I pull off the lid, the swab comes with it, its end already moist and prepared with the jelly from the bottom of the tube. It looks like an elongated wet cotton bud. I use this to gently swipe at some of the greenish-yellow pus in the purulent bedsores, then place the swab and its contents safely back in the tube.

      Dr Jameson writes on his clipboard as he explains, ‘I thought perhaps heart failure may have been his cause of death, but now I’m suspecting septicaemia.’

      Septicaemia is often called blood-poisoning or sepsis and is caused by an infection entering the bloodstream. It looks as though this man’s bedsores have become infected and, left untreated for so long, the microorganisms have poisoned his blood. Jason has already taken some blood samples and now they’re also off to the lab for the microbiologists to help in the post-mortem process. We’ve done our part perfectly, for now.
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      Skip forward a few years and here I am in the film studio, advising John that some of the containers they have in the fake mortuary aren’t perfect but they will probably do. However, I do draw the line at one thing: this wonderful prosthetic corpse they’ve had made to resemble the actress Olwen, who plays the deceased main character, has something wrong with its forehead. Questioning this while bending down and looking closer, I learn that the production team assumed that brains are removed at autopsy by lopping off the top of cadavers’ heads in one fell swoop – skin, skull and all. Picture, if you will, the scene from the film Hannibal in which Anthony Hopkins eats the brain out of the live, but drugged, Ray Liotta, and it looks a bit like a flat pink cactus in a plant pot. That’s what the crew envisaged as part of the autopsy.

      I stand up in disbelief and explain to John that there’s a vast difference between their idea and what we actually do during the procedure. The imagery they clearly have in their heads is one of a kitsch Frankenstein’s monster with his horizontal forehead slash and exaggerated stitches. Do the general public really assume that when we carry out an autopsy we access the brain via the deceased’s forehead then roughly stitch it back together with thick black string? Do they think that sometimes, if the mood takes us, we throw in a couple of neck bolts too?

      It makes me worry about the reputation morticians and anatomists have in general – as if members of the public never really got past the idea that we all look and act like a mad scientist’s assistant named Igor, hell-bent on mutilating corpses and storing bits of them in jars for no reason other than to create a cupboard full of pathology-themed lava lamps. Films like Re-animator and Young Frankenstein give the tongue-in-cheek impression that dissection and organ retention are done for nefarious and selfish purposes such as trying to discover the secret of everlasting life or create the perfect woman, and not for the greater good.

      Does it matter? Well, one would hope that when laymen read crime procedural novels or watch forensic-based TV shows they could separate reality from media fantasy and understand that sometimes clichés are perpetuated by writers or producers because they lend a certain dramatic or sexy element to an otherwise mundane scene. Obvious examples are the attractive women of CSI attending crime scenes with their perfectly styled hair waving in the breeze created by the fan placed at the edge of the set – and don’t get me started on their low-cut tops and high-heeled shoes. Everyone knows that in real life CSIs (crime scene investigators) and SOCOs (scene of crime officers) have to wear white Tyvek suits and masks to prevent their own DNA being transferred to the crime scene, don’t they? Unfortunately, not everyone does, and when there are production companies working to create drama these seemingly harmless additions and artistic licences carelessly perpetuate the macabre or simply lax reputation of mortuaries and their staff.

      Around ten years ago, when I was a trainee at the Municipal Mortuary, the team was approached by a production company to be filmed for a TV series called The Death Detective. It was to feature a wonderful pathologist I worked with at the time called Dr Dick Shepherd.* We were happy and honoured to be filmed because the topic of autopsy was to be tackled scientifically, but only as long as the families of the autopsy cases, as well as the local Coroner, also gave consent. Surprisingly, everyone who was asked agreed and the documentary went ahead. The one thing my manager Andrew stipulated was a chance to see the final edit of the TV series before it went on air. It turned out that was a necessary and useful request. In the programme, during post-mortem room footage of one of us removing the top of the skull of the deceased to access the brain, images of our pristine mortuary floor were removed from the VT and instead a scene of blood splashing on some random tiles was spliced in. We all looked at each other in shock. Apparently, my fastidious efforts with the Bioguard detergent were not quite right for this production and only a blood bath would do for their visuals. However, apart from that one issue, which was corrected, the documentary did come out very well.

      I’d been surprised at how many families had granted permission for filming. We’d thought it would be a battle, but next of kin were clearly curious to see what on earth goes on behind those closed mortuary doors. Some also rationalised that if their loved one’s pathological findings were described to a viewer who was perhaps experiencing similar symptoms it could even encourage them to visit a doctor: televising autopsies could literally save lives.

      It’s exciting for anyone to be on TV, but for me, as a trainee APT, doing the job I’d always wanted to do and being able to show it my family and friends, it was as thrilling as hell. I remember inviting everyone round to my flat and making popcorn when the first episode was due to be aired. We all crowded around the screen, most people sitting on the floor and me squeezed between two more on the sofa. Everyone munched in near silence after the opening credits had rolled. There was a voiceover introduction and the first few clips, then suddenly me, tiny and blonde with a huge pair of silver rib shears, cracking my way through a man’s rib cage, the tough bones making the most awful noises in the echoey post-mortem suite.

      Nine astonished faces turned to me in silence in that living room, popcorn-filled hands paused halfway to open mouths.

      ‘What?’ I exclaimed as I looked from one set of wide eyes to another.

      It seems my friends didn’t quite understand the exact nature of my work. I suppose many of them never really wanted to think about it. That is, until they saw the brute force required and became aware that I really did have to get in there and get my hands (and arms and elbows) dirty. One of them said, ‘I thought you just did paperwork or something!’ and another, ‘I thought you put make-up on them!’ – fairly common misconceptions. With this documentary there were certainly no more unanswered questions: nothing was left to the imagination.

      Correcting these mistakes matters to me because we pathology staff do our best to maintain an air of dignity during what could be considered quite an invasive and undignified procedure. The post-mortem room is as respectful and clean as most operating theatres and we want families to know that, not to watch TV and have all their greatest fears and ghoulish imaginings about autopsies and death realised.

      So I’m being incredibly picky on the set of this film, refusing to let the team portray APTs as forehead-chopping miscreants. It turns out the production team would need to replace the prosthetic’s entire head at a cost of hundreds of pounds if they’re to show the brain removal the correct way, but I won’t budge! I’ve developed a wonderful rapport with the special effects girls, one of whom actually used to be a SOCO before moving into SFX make-up in hospital dramas such as Holby City. She completely understands the dangers of misrepresentation in the media so we spend a lot of time chatting about TV shows such as Silent Witness and Waking the Dead. It’s nice to have someone on set to discuss such a familiar topic with. She’s of the opinion that if the current film producers were so keen on doing it right they should have asked for the guidance of someone like me long before they started creating the prosthetics and decorating the mortuary set. I have to agree with her. Getting the right information before any action is the best strategy, which is why we read through the 97A form carefully before we begin an autopsy and ensure we’re fully prepared.

       

      Exactly like the SOCO-turned-SFX girl, I too have had a career change by the time I’m on set. Although I carried out autopsies for years, eventually qualifying as a Senior in the field, I began to realise I was doing more paperwork and less hands-on pathology. That’s why I’m now the technical curator of a pathology museum, and instead of opening the recently deceased and removing their pathologies for the doctors to examine, I maintain and utilise five thousand preserved examples of pathologies that have already been removed over the last two hundred and fifty years and kept for posterity in beautiful containers or ‘pots’. I use these unusual objects from the human body to teach students and engage the public with the topics of medical history, the autopsy process and more. The irony is that being an APT is a very demanding job, so much so that when I did it I didn’t have the time to talk about it. Now that my schedule is marginally less hectic (read that as ‘bloody’) I’m able to think back on and revisit all those years of training to help advise students and the public on the career via TV, theatre, writing and, of course, the current film.

       

      A few days later I return to the set and, while the team are busy being briefed near the audio-visual equipment in what they call their ‘video village’, I hang back at the breakfast table to grab my coffee and brioche, avoiding any flaky pastry items of course. It’s a routine to which I’m getting fairly addicted by this point. ‘Chocolate chips? In the morning? Don’t mind if I do!’ I think as I reach out to the buffet. It feels very transgressive because I normally have a green smoothie for breakfast – a smoothie which also resembles some kind of post-mortem emanation, but I think that’s enough food comparisons for one chapter.

      Once I’ve stuffed the brioche in my mouth and devoured it as though my life depended on it, I decide to sneak on set and take a look around the mortuary. I enter undetected and there she is, lying on the PM table, the lovely prosthetic corpse of the star of the film. Coffee in hand, I bend over to inspect her forehead and note that the visible slash – where her head was supposed to split apart – has gone. It’s good that they sorted it over the last few days, I think. I take a look again. She’so realistic, even the eyelashes! And the little hairs on the arm! I idly wonder how much she must have cost while I give her upper arm a squeeze.

      She sits up.

      She howls so loudly and unexpectedly that I throw my coffee so far upwards it hits the makeshift ceiling. I scream three, maybe four times in a row before we both burst out laughing at my utter idiocy and at the terrified pale faces of the crew who have run on to the set in abject horror at the sounds we made.

      Of course it’s not the prosthetic, it’s Olwen, who is a method actress lying on the stainless-steel PM table trying to get in the right frame of mind to – well, be a good corpse, I suppose. That is, until I wandered in, bleary-eyed and curious, and decided to fondle her. I’ve never laughed so hard in my life. The crew and I are in tears, ribs practically splitting.

      ‘Well, what a pathology expert I am,’ I think, unable to tell a live body from a fake dead one. ‘Who can’t tell fantasy from reality now?’

       

      One thing I like about the film’s two main stars – both veteran Hollywood actors – is that they keep saying they’re very pleased to have me there, although there is a bit of confusion about exactly who or what I am.

      ‘It’s so great to have a pathologist here!’ said Emile Hirsch on my first day, shaking my hand enthusiastically.

      ‘Thanks,’ I’d mumbled shyly, ‘but I’m not a pathologist, I’m a pathology technician.’

      ‘What’s the difference?’ he’d asked, confused, at the same time as John said, ‘But I thought you were a pathology technologist.’

      ‘The pathologist is a qualified medical doctor who uses his knowledge to diagnose cause of death by dissecting the organs and examining the body,’ I explained to them both. ‘I offer technical support for the procedure, but I’m qualified in a different way. I carry out all the physical aspects, like removing organs and specimens, but I also help the pathologist with the diagnosis and run the mortuary.’ Then I turned to John specifically. ‘There are so many different words for our job but the professionally used acronym is APT. The “technician” part was changed to “technologist” a while back but it never sat well with me because the dictionary definition of “technician” makes much more sense in this context than “technologist” does.’

      ‘Ah, I see,’ they both said, with a smile.

      I wasn’t sure they did see. ‘Look, if “technician” was good enough for R. A. Burnett, MBChB, FRCP, FRIPH, FRCPath, who literally wrote the book on the subject, then it’s good enough for me!’

      I laughed, realising that if a person has never seen The Red Book, which is basically the APT’s training bible, then that joke isn’t funny.

      ‘Just call me a mortician,’ I relented, embarrassed, ‘for ease.’

      I use the word mortician all the time though I know some other APTs don’t really like it.* I use it for several reasons. Firstly, nobody knows what an APT is. If I’m asked what I do and I say I’m an APT it just stops the conversation dead (pun not intended) for all the wrong reasons, or alternatively far too many questions follow: questions about what it stands for, how you spell it, am I a doctor etc. Secondly, the official phrase ‘anatomical pathology technologist’ is incredibly clunky – my tongue wraps around it like a thrashing eel. I think ‘mortuary technician’ is neater and self-explanatory, but I like to imagine the words ‘mortuary’ and ‘technician’ as two separate, cumbersome handfuls of snow which I can squeeze into one compact snowball of a word: ‘mort-ician’. Everyone knows what ‘mortician’ means. Then, like a snowball, it can be metaphorically thrown into the face of the enquiring person in a cold, descriptive burst which surprises them and makes them shake their head in disbelief.

      But finally, I’m not only an APT: my career with the dead has spanned embalming, medical dissection and prosection, excavation and examination of bones as well as conserving historical human remains. As an individual I am a mortician.

      ‘Really? A mortician? You don’t look like one!’ is the usual response. And I quite like that; I like being something totally different from what my exterior implies. But more than that, I’ve worked with the dead all my adult life and it is important to me to get that passion across. It’s become part of my identity. As the poet-undertaker Thomas Lynch described it, I am one of the ‘people whose being had begun to meld with their doing’. Me the person and Me the caretaker of the dead are two entities that have become indivisible.

      I had already met the older of the two actors, Brian Cox, as he had previously been to the Pathology Museum where I work to record part of a documentary he was presenting. That particular segment was all about the dangers of alcohol on the liver and I’d had to bring a variety of livers to the table and present them for the crew’s approval. It was a bit like being a London market trader, setting down my wares and trying to convince them of their quality so I didn’t have to keep hauling livers all over the place from three different floors:
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