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Health warning
JuniorDr is not a publication of the NHS,
Tony Blair, his wife, the medical unions or
any other official (or unofficial) body. The
views expressed are not necessarily the
views of JuniorDr or its editors, and if they
are they are likely to be wrong. It is the pol-
icy of JuniorDr not to engage in discrimina-
tion or harassment against any person on the
basis of race, colour, religion, intelligence,
sex, lack thereof, national origin, ancestry,
incestry, age, marital status, disability, sexu-
al orientation, or unfavourable discharges.
JuniorDr does not necessarily endorse or rec-
ommend the products and services men-
tioned in this magazine, especially if they
bring you out in a rash. All rights reserved.

Get involved
We’re always looking for keen
junior doctors to join the team.
Benefits include getting your name
in print (handy if you ever forget
how to spell it) and free sweets
(extra special fizzy ones) too.
Check outjuniordr.com/joinus.

Tube drivers on London’s
underground will once again go on
strike this month. It will cause
chaos to the capital’s transport sys-
tem and cost the economy mil-
lions. So why are they bringing
about industrial action? Are they
worried about passenger safety?
Do they have grave concerns about
their working conditions or are
they upset over the bullying of for-
mer colleagues? No. They are
striking because they feel that an
average salary of £32k, a 35-hour
working week and a new rota sys-
tem is simply not good enough for
the job they do.

Junior doctors have never
before taken strike action. They
have threatened to do so on a few
occasions, the last in 2000, but the
Government know that we never
would. As annoyed as we get over
pay and conditions they realise we
would never knowingly jeopardise
the health of our patients, and that
is our one true weakness.

Since the European Working
Directive has come into force
things have changed dramatically.
We work less hours and more
shifts. A week of nights on the go.
Handovers that last an hour. Less
training. Less pay.

This month the Secretary of
State of Health has again tried to

Sir, the JuniorDr
will see you now.

interfere with the independent pay
body set up to regulate doctor’s
salaries (see page 4). The
Chairman of the BMAwas out-
raged and called it a “kick in the
teeth” for junior doctors every-
where. 

Unfortunately, for us to make
as strong a point as London
Underground workers it doesn’t
just mean inconvenience for com-
muters. For us the results are a lit-
tle more serious.

JuniorDris the first publication
of it’s kind. A brand new magazine
free to junior doctors throughout
the UK. Available quarterly in hos-
pitals and updated regularly online
it’s designed to include the news
and features that we as junior doc-
tors want to read. 

Whether it’s understanding the
complexities of revalidation, find-
ing your first mortgage or an
amazing beach on which to spend
your annual leave we’re aiming to
build a comprehensive resource for
you to access.

This is your magazine and we
need you to be part of it. Write to
us, email us or pick up the phone.
We’re waiting to hear from you.

Welcome to JuniorDr.

Editorial

“As annoyed as we
get over pay and con-
ditions they realise
we would never
knowingly jeopardise
the health of our
patients.”
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With all the important content online, I could 
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“The 123Doc lecture course was invaluable. 
The lecturer shared common mistakes made 
and gave out lots of top tips. I was able to ask 
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News Pulse
Tell us your news. Email the team at newsdesk@juniordr.com
or call us on 020 7684 2343

Health Secretary Patricia
Hewitt has been strongly criti -
cised for her dir ect intervention
in the independent Doctors’Pay
Review Body calling for salary
increases to be limited to 1 per
cent this year. Her comments
were branded a ‘kick in the
teeth’ by BMA chairman Mr
James Johnson this week.

Patricia Hewitt made the rec-
ommendations in a letter to
Michael Blair QC, Chair of the
Doctors’and Dentists’Pay Review
Body. It follows attempts to curb
Government spending budgets fol-
lowing a £250 million NHS deficit
in 2005.

The BMA condemned the
‘meddling’ as an ‘unacceptable
and incompatible ... interference in
supposedly independent pay nego-
ciations for doctors’. BMA
Chairman Mr James Johnson went
on to say:

“These Government recom-
mendations are a kick in the teeth
for doctors who have worked tire-
lessly to improve the quality of
patient care and bring waiting
times for operations down to
record levels.”

BMA Critcism

The BMAre-iterated their con-
tinuing loss of confidence in the
independence of the Pay Review
Body in the face of the govern-
ment’s ‘overweening assertive-
ness’. It critised as ‘indefensible’
to expect doctors to pay for NHS
deficits.

“Doctors are as frustrated as
patients by financial instability in
the NHS; we’re the ones struggling
with limited resources to keep
services running,” it said.

Yet for all our hard work, the
government is effectively saying
that we should be punished for the

Patricia Hewitt’s ‘kick in the
teeth for doctors’ pay - BMA

LONDON

“It’s typical of New
Labour to try and
interfere  with junior
doctors’ pay.”
Kent Yip
SHO Oncology
Queen Elizabeth Hospital, Birmingham

Working Conditions

Royal College hopes to
put doctors to sleep
LONDON

“A thirteen hour,
seven nights in a
week shift is essen-
tially the most acci-
dent-prone roster
that can be devised.”

Working Conditions

A return ticket to Hull and
some antibiotics please

Seven new controversial pri-
vately run, but NHS funded,
Walk In Centr es will open at
train stations across the UK,
Health Minister John Hutton
has announced this month.

The state-of-the-art facilities
aim to offer commuters the oppor-
tunity to visit their doctor on their
way to or from work. The surgeries
will be open from 7am to 7pm.

Mr Hutton praised the choice
that the new centres will offer:

“There is a real demand for
medical centres at busy stations.
People want an NHSthat allows
them to choose how, where and
when they are treated.”

“They will allow many
patients to see a GPor nurse when
they choose, without the need for
an appointment.”

In a survey commissioned by
the Department of Health almost
two-thirds of commuters said they
are likely to use the facilities.
30,000 patients per year are
expected to be treated in the seven
centres.  

It is the first time the
Department of Health has invited
bids from private organisations to
run primary care Walk in Centres.

MANCHESTER

National Health Service

“Junior doctors’
should become more
forceful - it worked
for the tube drivers.”
Nathan Borgeaud
SHO Chest
Colchester Hosptial, Essex

GPs’ lives in the bag
The adventures of GPs on

their home visits have been pub-
lished by the RoyalCollege.
“Secrets from the Black Bag”
hopes to give an insight into the
‘delights, fears, challenges and
successes’of GPs from around the
globe. Written by Susan
Woldenberg Butler it’s priced
£15.00

www.rcgp.org.uk/acatalog

Don’t TFI PFI 
The affordability of Europe’s

biggest hospital rebuilding proj-
ect, the Royal London Hospital,
has been thrown into doubt.
Health secretary Patricia Hewitt
has called for a review of the £1
billion PFI cost which would have
seen the hospital built by contrac-
tor Skanska Innisfree and leased
back to the NHS. The review also
includes St. Bartholomew’s
Hospital which had been saved
from closure a decade ago.

otctr dootp - 27 points
Harshan Lamabadusuriya,

SHO in paediatrics at Birmingham
Children’s Hospital came 17th out
of 104 contestants from 30 coun-
tries in the World Scrabble cham-
pionships last month.

Loaded by locums
Global Medics, the Croydon

based locum and medical recruit-
ment agency, has been sold for
£14 million. The firm which oper-
ates in the UK, Australia,
Germany and the Netherlands is to
be sold to another UK firm - Multi
Group Plc.

Death penalty for doctor
A junior doctor from Gujarat,

India has been sentenced to death
after his involvement in the mur-
ders of two people. 32-year old
Jagdish Patel offered clients help
with visas then drugged and killed
them in his own home. His legal
team state they plan to appeal the
decision.

Cancer Cocktail
Cancer patients at a hospital in

North Hampshire are to be offered
free spirits, wine and beer in their
beds, according to a report in the
Daily Telegraph. It’s the first time
in a number of decades that alco-
hol is being offered to patients.
The hope is that it will help ‘work-
up an appetite, calm people down
and help them sleep’.

“[NHS] deficits will be
the first call on
resources next year,
and will therefore
impact on the afforta-
bilit y of pay awards. ”
Patricia Hewitt
Secretary of State for Health

Teachers 
£23,000 (inner city)
Tube driver
£31,000 (post 26wks training)
Police constable
£19,170
Nurse
£18,000
Junior Doctor
£30,630 (FY1 band 2b)
Firefighter
£25,700

Sources: BBCNews, BMA

> Public sector starting
salaries 2006

London Liverpool Street
London Canary Wharf
London Kings Cross
London Victoria
Leeds (New Station Street)
Manchester Piccadilly
Newcastle (Central Station)

> Locations of the new railway
Walk in Centres

> Your viewpoints

failure of NHSmanagers to bal-
ance the books.”

Interference ‘indefensible’

The BMA have since made a
formal complaint to the review
body about the Department of
Health's interference. In it’s letter
it stated:

“We [the BMA] deeply regret
the pressure that is being brought
to bear on the review body by the
intervention of Cabinet ministers,
pressure which is unacceptable and
incompatible with the review body
system. Our members will expect
the review body to ignore such
interventions.” 

“As a result of European legis-
lation, many junior doctors are
already working more intensely for
lower take home pay,” he said.
“The government's old argument
that juniors are guaranteed a job
for life simply isn't valid any
more.”

Curbing spending

Patricia Hewitt also in her role
as Health Secretary has supported
a pay award of ‘around 2 per cent’
for Staff and Associate Specialist
Doctors. For dentists a cap at 2.5
per cent has been suggested.

Other Goverment departments
have made similar recommenda-
tions to pay review bodies as part
of a wider attempt to curb spend-
ing. The Chancellor has urged Pay
Review bodies to base pay increas-
es on the Government’s inflation
target of 2 per cent.

The recommendations come
after allegations in the Mail on
Sunday newspaper that
Conservative and Labour MPs are
demanding a 22 per cent rise for
themselves over the next two
years.

The team point out that the
current trend towards a thirteen
hour, seven nights a week shift is
essentially the most accident-
prone roster that can be devised.
The guide draws on experiments
from Harvard and published in the
New England Journal of Medicine
that tired doctors make nearly six
times as many diagnostic errors.

Dr Andrew Rowland, deputy
chairman of the BMA’s Junior
Doctors Committee impressed the
importance of hospitals in ensuring
doctors sleep:

“Because of the European
Working Time Directive, more and
more junior doctors are working
night shifts. In order to ensure
patient safety, hospitals need to
provide them with adequate rest
facilities and design rotas that
allow sensible work/life balance.”

A copy of the guide can be
obtained from the RCPwebsite.

www.rcplondon.ac.uk

A guide to help junior doc-
tors cope with the rigors of sleep-
ing on the new rota system has
been unveiled by the Royal
College of Physicians this week.

The guide ‘Working the night
shift: preparation, survival and
recovery’will be available free to
all junior doctors throughout the
NHSwho work night rotas.

It offers help on where and
when to sleep, how to improve
alertness and the use of alcohol,
caffeine and sleeping pills.

“Night shifts are a major part
of many trainees’working lives,
and this guide provides practical
advice on how to survive them,”
said Dr Declan Chard, Chair of the
RCPTrainees Committe. 

“It is to be hoped that man-
agers will also heed its advice,
designing rotas and providing
facilities that minimise the nega-
tive effects of night shifts for
patients and doctors.”
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Mountain
training for
doctors

Royal College develops
national child protection
programme

The Royal College of
Paediatricians has launched a
national training course for jun-
ior doctors working with child
protection issues. The
Government funded training
will be available for all paedia-
tricians, A and E doctors and
General Practitioners.

The course lasts one day and
may become compulsory for pae-
diatrician training in due course.
As well as a series of lectures and
workshops, doctors will be given a
DVD with case scenarios.

The course comes in the wake
of a series of national scandals
involving child protection. The
case of Victoria Climbie, the
young girl murdered by her great-

aunt raised particular concerns.
Victoria had presented to the
Central Middlesex hospital in
London prior to her death where
staff missed potential clues of
child abuse.

High profile paediatricians
have also been in the news over
recent months. The case of
Professor Roy Meadow who was
struck off the medical register for
evidence he gave in a child abuse
case also pressurised the Royal
College to develop the scheme.

The NSPCC has warned that
child abuse remains an all time
high priority. Over the twelve days
of Christmas last year 4,500 calls
were placed to the child support
charity Childline. Head of the
NSPCC Child Protection Helpline,

LONDON

Training

Training
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Younger docs kick
consultants asses when it
comes to patient care

Younger doctors recently
graduated from medical school
provide higher-quality care than
older docs, according to meta-
analysis by Harvard Medical
School and published in the
Annals of Internal Medicine.

The review of 59 previous
studies dating from 1966 com-
pared doctor’s ages to clinical suc-
cess or quality of care. Overall 32
out of the 62 (52 per cent) evalua-
tions reported decreasing perform-
ance with increasing years in prac-
tice.

One highlighted study by the
American Board of Internal
Medicine found that patients suf-
fering an MI were 10 per cent
more likely to die if their doctor
was 20 years out of medical school
compared with a recent graduate.
In this trial research showed a 0.5
per cent increase in mortality for
each year post-graduation, after
controls.

Similar results appeared in a
study for mortality rates for car-
diac artery bypass graft surgery
which rose with the length of time
in practice (P<0.001). 

People poura quarter more
alcohol into short, wide glasses
than tall, narr ow ones of the
same volume but wrongly
believe that tall glasses hold
more, according to a study pub-
lished in the BMJ

The study found that even pro-
fessional bartenders poured 20.5
per cent more into short tumblers
than tall highball glasses despite
having on average six years expe-
rience.

The study in the US looked at
198 college students and 86 pro-
fessional bartenders. Both groups
were asked to pour a standard shot
of alcohol into a tall and short
glass, each 335ml in volume. They
were then asked to repeat the
experiment four times without any
further instructions.

Both students and bartenders
overpoured more into short glass-
es. The students, with practice,
reduced their ability to overpour
into tall glasses, but not into short,
wide glasses. Most students also
believed that the tall glasses held
more.

The researchers suggested that
the best way to avoid overpouring
was with glasses on which the
alcohol level is marked. They also
suggested that people should con-
sider that when alcoholic drinks
are served in short, wide glasses,
two drinks are actually equal to
two and a half.

www.bmj.com/cgi/content/full/331/753
1/1512

BOSTON

NEWYORK

“Patients suffering an
MI were 10 per cent
more likely to die if
their doctor was 20
years out of med
school rather than a
recent graduate.”

Wine drinkers eat healthier
bought a greater volume of ready
cooked dishes, chips, butter,
sausages and soft drinks. 

The study analysed 3.5 million
transactions chosen at random
from 98 supermarkets across
Denmark during a six month peri-
od. 

The results support similar
findings from France and the USA

which showed that wine drinkers
also use less saturated fat in their
meals. 

The researchers suggested that
the health benefits of drinking
wine may be due to the shopping
characteristics of people who drink
wine rather than the wine itself.

bmj.bmjjornals.com/cgi/rapidpdf/bmi.3
8694.568981.80

LONDON

Small 
glasses
cause
big beer 
goggles

The University of Leicester
has launched a new diploma in
mountain and expedition medi-
cine this year. The course will be
aimed at preparing doctors to
rescue patients trapped on
mountains in the UK and around
the world.

It will teach doctors to deal
with trauma, hypothermia and alti-
tude sickness. It will also provide
teaching on how to safely ‘extract’
patients back to base camp.

A University spokesman said
they were “very excited at the
opportunity to train junior doctors
in expedition medicine”. He added
that the course would be open to
anybody with a relevant under-
graduate degree. 

186 people died attempting to
climb Mount Everest last year
alone. It brings the total to over
two thousand since Sir Edmund
Hillary and Sherpa Tensing made
their historic ascent in 1953.

LEICESTER

JuniorDr

Older doctors were less likely
to screen appropriately for hyper-
tension and cancer. They were
however better at preventative
care, remembering to screen for
proteinuria and ophthalmic
defects.

time for an early discharge?

One of the largest studies of
hospitalised patients looked at
patients admitted for various con-
ditions, and was adjusted for
patient’s comorbid conditions and
physician factors. It found that
although there was no difference in
mortality rates for doctors of dif-
ferent ages, those who had been in
practice for more years had longer
lengths of stay

Lead author, Dr. Niteesh
Choudry, suggested that physi-
cians with more experience may
paradoxically be at risk of provid-
ing lower-quality care. He pro-
posed that part of the reason was
the change in focus from personal
experience to greater reliance on
evidence based medicine.

www.annals.org/cgi/content/full/142/4/
260 

Fast Delivery from our
renowned bookshop

in Manchester
Hammicks BMA Medical Bookshop

399-401 Oxford Road, 
Manchester M13 9BL
Tel: 0161 276 9704

On top of our monthly book 
titles at very special prices 

we offer a permanent

Dis-appointment
Patients miss around 10 mil-

lion appointments with their GP
each year, according to a report by
the Developing Patient
Partnership. Simple forgetfulness
is blamed as the main cause for the
missed appointments which cost
£180 million. Two-thirds of GP
surgeries believe patients should
be charged.

Ah, the good auld days
British people were happier in

the 1930s than today, according to
a team of researchers at Cardiff
University. They believe this is
because our expectations are high-
er today along with a lower feeling
of fellowship and equality.

Teething problems
Babies born by Caesarean sec-

tion are more likely to develop
tooth decay, according to a study
by a team at New York University.
These babies were found to be
infected by a cavity causing bac-
terium, streptococcus mutans, a
year earlier than those born vagi-
nally.

I hate Mondays
More suicides occur on a

Monday than any other day,
according to the Office for
National Statistics. For both men
and women the general trend was
for a fall in suicide rate as the week
went on with the lowest numbers
at the weekend.

Parasickamol
Long and complicated drug

names are putting patients at risk
according to researchers at the
University of Derby. They found
that one in four drug errors were
due to confusing names.

A fishy fact
The blockbuster animation

‘Finding Nemo’ has won praise
from the National Society of
Epilepsy. In a recent article pub-
lished by the BMJ they deemed
‘Dory the fish’ one of the most
realistic portrayals of post-seizure
amnesia in a film plot.

Fidget to avoid fat
Fat people sit still while thin

ones fidget according to a recent
report in Science. The difference is
350 calories per day. “People with
obseity are tremendously effi -
cient,” says Dr James Levine,
director of the study.

John Cameron, said that
Christmas had been a particularly
difficult time for many children: 

“The NSPCC's Child
Protection Helpline is a vital serv-
ice that makes a difference to chil-
dren's lives,” he said. “It provides
someone to turn to all year round
giving help, advice and support to
distressed children or adults con-
cerned about a child.”

People who buy wine rather
than beer have healthier diets,
according to research by scien-
tists in Copenhagen.

The study, published in the
BMJ this month, found that wine
buyers bought more olives, fruit
and vegtables than beer buyers.
Beer buyers on the other hand

COPENHAGEN

76
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how to make..
a man

You’ll need

500,000
bacteria per square inch for your
man’s armpits. Slightly less for his
groin and feet. The rest of him
requires a lot less work - just
15,000 for the drier, less bacteria
friendly, parts of his body.

£2.75is the net
worth of your man’s most
important body part - his skin.
The average male has 14 to 18
square foot of skin, enough at
today’s commercial cowhide
rates to put almost three quid in
your pocket - but only if it’s cut
and dried first. Forget the rest of
him it’s only worth about 75
pence.

Add an extra 2.5cm to
his height as this is the variation
in a normal person’s height
throughout a typical day. We all
shrink by nightime thanks to the
effect of gravity. As we get older
the amplitude of daily variation
becomes less in addition to
spinal column compression and
osteoporosis.

02 is the most
common element
in the human body
making up 62.81
per cent.

You can get 50
per cent of the nitrogen
atoms for your man from
industrial fertiliser. In the
developed world half the
nitrogen components of
the body come indirectly
from fertiliser factories. In
1909 Fritz Haber devel-
oped the first ammonia
factory which is the key
component in fertiliser. 
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0845 700 1700
or visit www.ta.mod.uk

For more information call

With the TA, your career choice can also be rewarding in your
spare time. If youÕre a qualified doctor/consultant and can commit
to 19-27 days per year*, the TA Medical Services (TA MS) can
offer an exciting and challenging work environment, where youÕll
be paid to do what you do best.  YouÕll also be given the
opportunity to extend your skills by attending professional courses.
And because itÕs your own time, we make sure you have fun too. 

The TA MS provide vital support for the Regular Army. TA MS
volunteers are healthcare professionals who have a unique
opportunity to gain a range of experiences that would be hard
to find elsewhere.

Please quote Ref: JDR
* Flexibility in some specialisations

•WE NEED 
YOUR SKILLSŽ
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Is there a
doctor on board?

At thirty thousand feet above the earth there are no hospital facilities. With the nearest medical support four
thousand miles away it's the last place that anyone would want to become ill. Over the loudspeakers a call
goes out asking for a medical doctor on board. From that point onwards the care of one man with chest pain
and the decision to divert four hundred passengers rested with junior doctor Krish Vedavanam. 

It all started with a ham sand-

wich, Dr Vedavanam told JuniorDr

It was November and I
was flying from London
to Toronto for the wed-

ding of a close friend who had
been on my GPtraining scheme.
With me were two other junior
doctors - a paediatrician and a gen-
eral physician. Arriving at
Heathrow we found our Air
Canada flight delayed by five
hours.

After some time complimenta-
ry food arrived in the form of a
ham or egg sandwich. Sitting
opposite us in the terminal were a
Muslim couple. I could tell as the
woman was wearing a hijab. 

I looked at her, then at the ham
sandwich and said, “Are you sure
you ought to be eating that?” She
looked back blankly clearly not
understanding. “Pork!” I said in a
loud voice pointing at the sand-
wiches. Her husband responded
and thanked me with some broken
English.

I gave them my egg sandwich
but not the cereal bar - it was full
of sugar and I was sure they were
both diabetic. They were really
grateful for the sandwich. Later the
man came up to me again and
asked if he could phone his son in
London from my mobile.

Finally at 9pm we boarded the
plane. I was very tired and fell fast
asleep just after take-off.

Is there a medical doctor on
board?

Three quarters of the way into
the journey, still in a daze, I heard

the dreaded phrase over the loud-
speaker - “If there are  any medical
doctors on board could they please
make themselves known to the
cabin crew”. My friend had
already heard the message and had
got up. I followed her.

Towards the back of the plane
we found the man who I had given
my egg sandwich too before the
flight. He was complaining of cen-
tral chest pain and looked general-
ly unwell.

After my communication
problems at Heathrow I was a little
concerned about the ability to
understand what was happening.
Luckily there happened to be an
Urdu speaking stewardess onboard
- the only one in Air Canada.

The gentleman told us that he
was a cardiac patient and had chest
pain at rest before starting his jour-
ney to Canada. Before stopping in
London he had been in Saudi
Arabia where he was given low
molecular weight heparin and had
been told to take another dose
when he got off the flight -  some-
thing we found rather surprising.

As he was already taking beta-
blockers and GTN patches we tried
another patch but there was no
improvement. With difficulty we
laid him down flat behind one of
the bulkheads in the plane and
gave him high-flow oxygen and
treatment dose aspirin.

His wife was terrified by now.
She was scared he was going to die
and, because of the language barri-
er, there was very little we person-
ally could do to reassure her.
Although his observations were
stable the pain was not improving.

It also emerged that they were

both diabetic - just as we had sus-
pected in the airport. The airline
medical kit despite containing
items like morphine, didn't have a
BM monitor. We had to put an
announcement out for any passen-
ger with a BM kit to come forward.
Luckily someone did, but rather
embarrassingly we had to call
them back for a second time to
explain how it worked.

As he was still in acute pain we
decided to obtain IVaccess and
gave him morphine. 

Diverting the plane

It was at that point we were
asked to make the decision on
whether to divert the plane.
Diverting a plane is a pretty big
decision to make when you know
it will affect the journies of 400
people on board. 

We had a working diagnosis of
acute coronary syndrome and
decided that he needed medical
treatment as soon as possible so
informed the crew. The cabin crew,
who had been great throughout the

flight, put together the procedure
to reroute the plane.

The plane was diverted to
Newfoundland, the most easterly
point of Canada. It took a further
90 minutes to reach there. Luckily
the gentleman was stable through-
out the reminder of the journey.

Whilst other passengers and
the cabin crew were strapped in on
landing we weren't. As the plane
came into land we were still with
the gentleman trying to keep him
comfortable - it was a strange
experience.

On touching down in
Newfoundland we were met by
paramedics and they stretchered
the gentleman off the plane. He
remained stable and was quite
comfortable at this point. His wife
went with him.

After he had been ‘unloaded’
the pilot thanked us and the pas-
sengers applauded. It was a good
feeling, not just the appreciation
but also the relief of getting him to
medical help. Although he had
remained stable throughout we
always had a fear in the back of
our minds that he could deteriorate
at any time - not something you
want when the nearest hospital is
three hours away and you have 400
people watching.

Back in the air

Less than two hours later we
were back in the air and continuing
on our way to Toronto where we
landed safely. Looking back the
entire incident went smoothly. I do
however understand how stressful
it must be for doctors when some-
one takes more seriously ill - espe-

cially if they don’t have colleagues
to help like we did.

After our experience I definite-
ly feel all planes should carry a full
doctors bag, as the onboard med-
ical kit lacked some key items.
Although, I think most doctors
wouldn’t hesitate to help in a simi-
lar situation, I feel it’s also really
important to make sure you’ve got
medical indemnity insurance for
good samaritan acts.

As far as I am aware the gen-
tleman recovered. We went onto
our wedding, slightly late, but it
was still an amazing day.
Fortunately our return flight to
London was much less eventful
and there were no further calls for
doctors on board. This
time I slept soundly.

“

”

“ The airline medical
kit, although contain-
ing items like mor-
phine, didn't have a
BM monitor. We had
to put an announce-
ment out for any pas-
senger with a BM kit
to come forward.
Luckily someone did.”

F
ea

tu
re

s
F

eatures

Flight facts

> Medical emergencies are the
most common reason for
diverting an aircraft.
> 75 per cent of medical emer-
gencies among passengers take
place whilst still on the ground.
> 1 passenger per 39,600 need
emergency medical assistance
in-flight.
> The most common problems
are abdominal pain, chest pain,
shortness of breath, syncope,
and seizures.
> Items falling from overhead
lockers represent 6.3 per cent
of incidents requiring treat-
ment.
Wallace WA. Managing in flight emergencies.
BMJ 1995; 311: 1508
Cummings RO, Schubach JA. Frequency and
types of medical emergencies among commer-
cial air travelers. JAMA1989;261:1295-9
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BODIES
Over the last five years the

number of bodies donated in
England and Wales has fallen from
670 to 600.  Meanwhile the num-
ber of medical schools has
increased by eight, and fifteen new
postgraduate anatomy departments
have opened to improve the anato-
my training of surgeons. 

JuniorDr spoke to Dr Jeremy
Metters, HM Inspector of
Anatomy about this threat. 

Why do you think there has been
a fall in the number of donors of
cadavers?

Since 2000, the number of
offers of cadaveric donation has
fallen, mainly for three reasons.
Firstly, Alder Hey and Bristol
played a role. In light of these
scandals, many people withdrew
their intention to donate their bod-
ies, directly citing these examples.
Secondly, from 2001 onwards, if a
person was diagnosed with demen-
tia their body could no longer be
used for teaching purposes.
Thirdly, if people had MRSAthey
could no longer donate their bod-
ies.

Annually, 600 people wish to
donate their bodies to medical sci-
ence and considering that each

year some 260,000 people die in
the United Kingdom, this isn't a
great deal. The percentage of peo-
ple donating their bodies to anato-
my teaching would be greater if
the public knew how to donate.

The office of the Inspector of
Anatomy has to be particular in
what type of cadaver is accepted.
Donations below 60 years of age
are declined, unless the patient is
ill and likely to die soon, because
it's not worth the bureaucracy.

Demand for cadavers has also
risen since 2000 because the num-
ber of medical schools and the
number of students at those
schools has increased by 20%.
Demand will increase even further
because surgical reconstruction
procedures which were banned as
part of the Anatomy Act 1984 are
now lawful under the Human
Tissue Act 2006. It was ok for
trainee orthopaedic surgeons to
excavate the upper end of the
femur in a cadaver but it was
unlawful for the trainee to insert a
prosthesis.  It took 22 years for this
bizarre caveat to be addressed,
simply because it's very difficult to
obtain parliamentary time.

Do you believe anatomy is still
best taught on cadavers?

Yes. All medical schools with
the exception of Peninsula say that
cadavers are the best means by
which anatomy should be taught.

The use of cadavers is very
expensive. Does the cost-benefit
ratio of anatomy teaching on
cadavers still warrant its continua-
tion?

Yes, and it is actually not that
expensive. At each of the thanks-
giving services, students are
incredibly grateful for their ‘silent
teachers’, who provide them with
the most incredible textbook.
Indeed, some medical students
recently wrote “our silent teachers
provided us with a text that no
book can duplicate, no lectures can
match and no computer could sim-
ulate”.

Would you donate your body?
Yes, in due course, but being

on the National Organ Donor
Register is more important. One
cannot be on both registers, since
the maintenance of life is more
pertinent. A lady today stipulated
that her body be used only for
research purposes, and not for
teaching. But her wishes cannot be
guaranteed, as we cannot forsee
what type of research will be con-
ducted at the time of death and

whether her body will be of use.
We also cannot guarantee intend-
ing donors that medical schools
will accept the body. Schools must
run checks that can preclude dona-
tion, which is very distressing for
the family, particularly if it was
“Granny's last wish”.

What are the motives commonly
cited when people wish to donate
their bodies?

People often donate if they
have benefited in some way from
medical care. There is also a strong
desire to help future generations.
There are about 600 donations per
year - there would be more but
many cadavers are lost via post
mortems.

What happens to donated bod-
ies?

Provided there is a consent
form or a donation request in the
Will the person in possession of
the body, usually the next of kin,
will contact the medical school,
who will then ask questions about
the death.  This is to ensure there
are no conditions which preclude
donation (post-mortem examina-
tion, severe deformity, hepatitis or
dementia).  The school will then
accept the body for “anatomical

The recent expansion of

medical training in England

has resulted in a shortage of

bodies for the education of

medical students and for

research.

While the numbers of people

donating body organs has

increased, the number of

people leaving their whole

bodies for medical science

has fallen since 2000.

Michelle Connelly finds out

why from Dr Jeremy Metters,

HM Inspector of Anatomy.

return 
of the body
snatchers
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Independent Financial Advice
for Doctorsfrom like-minded professionals

If youÕre hard working and successful in a demanding career, you want to be sure that your financial affairs 
are just as well organised. WhatÕs often missing is a source of reliable advice: an independent contact 

with more know-how than the usual banker or insurance salesman. 
MLP is one of the foremost independent financial advisers in Europe. Our clients are, almost invariably, professionals. 

Our focus on doctors has enabled us to develop financial planning concepts for 

¥ Investments 

¥Retirement 

¥Property ownership

¥Protection that can be tailor-made to individual aspirations. 

To achieve these objectives, MLP financial consultants themselves come from an academic background. 
They are also required to complete intensive and on-going training. 

So, rather than settle for second best, look for quality advice.

To arrange a free consultation with MLPcall 0845 30 10 999

MLP Private Finance PLC is authorised and regulated 
by the Financial Services Authority  

HEAD OFFICE12 Bedford Square  London  WC1B 3JA
MLP has offices in London, Birmingham, Edinburgh, Newcastle, Manchester and Bristol

www.mlp-plc.co.uk
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The(Secret) 
Diary of a 
Cardiology SpR

examination or research” but by
law for no longer than a period of
three years. Body parts are allowed
to be separated but they must be
brought together when the body is
cremated or buried within three
years of death. The donor is free to
withdraw their consent at any time.
Under the Anatomy Act 1984, the
next of kin was allowed to halt
donation. This will no longer be
lawful under the Human Tissue
Act 2006. Most donors take the
view: “I don't mind what you do
with my body after I've gone,” and
express this in their donation
forms.

A brief history 
of body donation

Before the Anatomy Act of
1832 the only bodies available
for anatomy teaching were
those of executed criminals.
The shortage of bodies in the
early 19th century led to the
practice of “grave robbing” - in
those days medical schools
asked no questions. 

The most infamous grave
robbers were Burke and Hare,
who committed murder to meet
the demand for cadavers at
Edinburgh medical school.
Similar events in London led to
the Anatomy Act 1832, which
allowed the use of bodies of
paupers or unclaimed bodies to
be used in the dissection room.  

Until just after World War
II, most of the bodies were from
those who had no relatives to
pay for the funeral. It wasn't
until the 1960s that people actu-
ally started bequeathing their
bodies to medical science. 

The Anatomy Act of 1984
tightened the legal controls on
body donation. However,
Section 4(3) continued to allow
the “person in possession” to
permit donation, where there
was no evidence that the
deceased objected.  

There followed a decline in
the willingness of medical
schools to accept bodies when
the deceased had not expressed
a wish to donate. By 1990, all
donations only followed the
written consent of the donor.
Since 2000, all anatomy depart-
ments in UK medical schools
have refused to accept bodies
unless it was the expressed wish
of the deceased during life.
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Monday
I work for five men. One of

them, Douglas, is a gentleman.
Three of them are reasonably self-
centred but bearable. John is a
complete bastard. Not the kind of
boss who is just looking out for
himself and obsessed with private
practice but somebody who is truly
evil. I'm sure his own mother
would agree with that.

Mondays are usually quiet. I
have clinic in the morning with
mainly post infarct patients. It's
their six week check up. Are they
on a healthy diet? Are they exercis-
ing slowly? A middle-aged Asian
gentleman is still worried about
having sex. I try to explain that at
six weeks if he can climb a flight of
stairs he should be able to start
with non-penetrative sex. His
English is very limited and I take
to drawing him a diagram. He
looks at it for a while and then tells
me he has diabetes so can't do that.

Tuesday
We're on take for general med-

icine today so I take the bleep at
eight. There are several patients to
be seen and my morning is spent
sorting out the standard chest
pains, pneumonias and headaches.
The hospital has initiated a manag-
er to take all GPreferrals which
gets rid of a lot of the hassle. 

We have a reasonably sick
chap in the afternoon. He's in sep-
tic shock after an ERCP. I spend an
hour putting in lines and getting his
pressures up. On answering the
bleep the intensive care registrar
tells me that he's busy so I start our
man on noradrenaline which is
against ward policy. The sister in
charge tries to stop me but I tell her
that we either start the norad or I
give her the crash bleep and let her
come running when he arrests. She
backs down.

We do the rounds with Dr
Edwards, a young and nervous res-
piratory physician who insists on

examining everyone again. I won-
der if I'll be like that when I grow
up? I grab an Indian takeaway on
my home. I eat out of the boxes
and when finished pile them up on
top of last weeks' ones.

Wednesday
The morning is spent in the

cath lab with Douglas. He's a fan-
tastic teacher with a lot of patience
which is great for me. We stent a
few patients. One of them is a bit
tricky and Douglas watches over
my shoulder but refuses to step in.
He gives me a smile and steps
back. I get it after a few goes.

After lunch I catch up with our
house officer (I refuse to call him
an FY1). He's a little cocky, espe-
cially for someone so soon out of
medical school. He hasn't sorted
out the referrals I asked him about
this morning so I try and be firm
but I'm not very good on disci-
pline. I agree to do a couple and we
part on mutual terms.

I spend the rest of the day tak-
ing ward referrals. Most of them
are decent but I have a run in with
the gastro reg who insists on get-
ting an emergency cath for a ward
patient. I tell him that it isn't indi-
cated in this case but he insists on
going to the consultant on call. I
tell him to go ahead and we stare at
each other for a few seconds like a
playground game of chicken. He
walks away but I don't hear from
him again so I guess he was the
chicken.

My ex calls me as I'm walking
in through the front door. The con-
versation is short and less than
pleasant. He's free tonight and
wants to know if we want to meet
up. I toss the mobile away and
open a bottle of merlot.

Thursday
I spend most of the day plan-

ning my research grants. I'm apply-
ing for funding to the MRC and the
application process is harder than

getting into medical school. My
research is due to start in the sum-
mer and I get to spend one morning
a week sorting it out. I think the
three years out of clinical medicine
will be a welcome break. 

The afternoon is spent in the
echo labs. The clinic is long and I
keep getting interrupted by my
house officer with problems that he
should have sorted this morning. I
refer him to the med reg on call.

The mess is having a night out
and I arrive suitably late. Spending
time with colleagues out of work is
one of the joys of medicine. People
are so different outside the build-
ing. And the alcohol helps.

I spend most of the night chat-
ting to fellow cardiologists but as
the evening wears on things get
silly. I end up on the dance floor
with my house officer and some-
how I end up nearly pulling him.

Friday
John is doing his weekly ward

round so I go in early to make sure
the patients are sorted out. I have a
reasonably bad headache. My
house officer turns up soon after
and we decide to ignore last night.

The round gets off to a good
start but soon John is in his usual
mood. He starts raving about
minute details and most of his
unjustified words are directed at
our houseman. I step in every now
and then to defend him. After a
while John directs his anger at me
and I take most of it.

Then I call him a wanker and
storm off the ward. Actually I
don't. I calmly rebuke his antics
with polite answers until he gets
fed up and goes to see his private
patients.

I have clinic in the afternoon
and stay late to finish some letters.
On the way home I get a call from
my ex. He's around this weekend
and asks if I'm free. I pause outside
the tube station. I need a few sec-
onds to think this one over.

‘Jill’ is a real-life cardiology SpR in a busy London Teaching Hospital. The names have been changed

CONGRATULATIONS
to the team behind this first issue
of •Junior Doctor• from everyone

at PasTest, supporting junior 
doctors at every stage 

of their career.

For books, courses, online revision
and CPD conferences and events,

visit our website at

www.pastest.co.uk
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Should a smoking ban be intro-
duced to the UK?
Hooper

There is no suggestion that
smoking should be banned com-
pletely, but that smoking in work-
places and enclosed public places
should not occur as this affects the
health of others. Smoking is not
allowed in workplaces in Ireland
and this will soon be the case for
public places in Scotland, with
Northern Ireland and Wales to fol-
low. In England the proposals are
for no smoking in all workplaces
and enclosed public spaces with
some exemptions. These exemp-
tions include pubs that don’t serve
food and private members’clubs,
meaning more than 99% of all
workplaces will be smoke-free.  

The exemptions have not
pleased everyone – the health
lobby would like to see every
worker protected from a known
hazard; the pub trade would have
preferred a level playing field and
are worried that private members’
clubs will have an unfair trading
advantage and the enforcement
officers are concerned that the law
will be confusing for the public
and difficult to police. As the
Health Bill passes through
Parliament we can expect these
issues to be debated. The exemp-
tions, should they remain, will be
subject to review. Most people
believe that a total ban on smoking
in enclosed public places and
workplaces is inevitable.
Nodder

Our concern is that a complete
ban would hit the smallest com-
munity pubs (i.e. the marginal
businesses) hardest and that this
would lead to closures.
arger chains of pubs
and big food-

led pubs would be able to weather
the temporary drop in trade caused
by the ban, but small outlets are
not making enough profit to sur-
vive this downturn. However, it is
arguable that a full ban is actually
preferable to the half way house
proposals currently on the table
from the government which would
force pubs to choose between
smokers and food.

Do you foresee any problems with
regard to enforcement of a ban?
Hooper

If the law is clear to the public
and managers of businesses (who
will have to enforce the law) then
I do not think there will be as
much of a problem as such that is
predicted by the tobacco industry.
In other countries self-regulation
is successful – we can see this on
the Underground and on planes.
Nobody lights up in the cinema
anymore. Signs are crucial, as is
the explanation of the reasons why
we need a ban is to the wider pub-
lic. Ireland had a high profile cam-
paign explaining the rationale and
then a policy of zero tolerance to
deliberate law breakers. This has
resulted in very high levels of
compliance. Smokers in Ireland
seem to understand that their
smoking can be harmful to others.
However, if the law has exemp-
tions that are difficult to under-
stand or rationalise then there may
be a number of businesses that
will exploit loopholes and
thereby undermine
the intention of
the law.

Nodder
Yes. There are currently no

details from the Government as to
how the legislation will be
enforced, so the danger is it will
be inconsistent and regionally var-
ied.

Will a smoking ban encourage
smokers to quit?
Hooper

Although we should not
regard this as the most important
issue there is not a doubt that one
of the side effects of comprehen-
sive workplace smoking restric-
tions is a reduction in consump-
tion. In Ireland they are reporting
a 16% reduction in one year, this
does not mean that there are 16%
less smokers as some people will
have just cut down on the number
smoked. The most important thing
is that people are protected from
second-hand smoke (SHS).
Nodder

There is already a trend
towards giving up – the numbers
drop every year and there is no
reason to suspect this will slow
down. The industry is already
responding to demand for non-
smoking pubs.

There has been controversy sur-

By 2007, the UK could be a largely smoke-free zone. Whilst anti-smoking and medical organisations have long
been campaigning for a total ban on smoking in the workplace, smokers’ groups and the hospitality industry
argue that this would threaten freedom of choice and could put pubs out of business. We’ve brought togeth-
er Paul Hooper from ASH (Action on Smoking and Health) and Caroline Nodder, editor of The Publican, to fight
out some of the issues surrounding the impending smoking ban.

rounding the links between pas-
sive smoking and ill health – how
substantial do you believe the
risks to be?
Hooper

As far as I’m aware the only
controversy has been generated by
the tobacco industry. It would be
highly unlikely that a cocktail of
4000 chemicals with over 50
known carcinogens and other poi-
sons would not cause illness.
Estimates have been made by var-
ious people; the latest figures
found in the BMJ (Jamrosik, 2005)
are that about 11,000 people in the
UK die early as a result of SHS,
most in older age, but around
2,700 under 65 years old. At least
700 deaths per annum result from
workplace exposure with around
one person per week dying in the
hospitality trade. This compares
with about 235 deaths at work
from all accidents.
Nodder

I am not a scientist so cannot
answer this question. My under-
standing is that there is actually no
definitive research on which all
parties agree.

Will a smoking ban be effective in
improving the health of the

Up in smoke

nation?
Hooper

Yes – of course!
Nodder

That remains to be seen.

What impact will a smoking ban
have on business and the econo-
my?
Hooper

Although some businesses will
suffer a downturn in trade as a
result of a ban on smoking, many
others will experience an uplift.
Overall experience from New York
and other places is for trade to
improve and employment to
increase. Ireland is often cited as
losing pub trade since the ban, but
in fact there has been no change to
the trend in business as a result of
the new law (trade was decreasing
anyway). Looking ahead to bans
elsewhere – we can expect any
change to be blamed for any
adverse occurrence!
Nodder

As above, the small pubs who
can least weather the storm will
close and there may well be some
job losses in the industry.

Facts on smoking

> The Royal Medical Colleges
estimate that smoke-free public
places could save 160,000 lives.
> Ireland and Norway banned
smoking in bars in 2004. New
Zealand and Sweden followed
last year.
> Iran banned smoking in public
buildings and tobacco advertising
in 2004.

> 97 per cent of bars and restau-
rants in New York are now
smoke-free.
> Smoke free workplaces would
cost the tobacco industry £310
million in lost sales.
> Non-smokers who work in the
smokiest bars are around 20 times
more likely to get lung cancer
than the average non-smoker.
> In smoke-filled rooms pollution
levels can reach 50 times those in

a busy road tunnel.
> According to the Restaurants
Association, 45,000 jobs and
£346 million cold be lost if
restaurants are forced to ban
smoking.
> The average risk of a non-
smoker gettling lung cancer is
0.01 per cent.

SOURCES: BMA, FOREST, ASH
Restaurants Association

Current smoking legislation in the UK

> England 
Workplaces, including restaurants and bars selling food (but not those only serving alcohol) will have a
ban in place by the middle of next year. The ban only covers indoor areas so outside dining is permitted
for smokers. It also defines a vehicle as a workplace, so lorry drivers can’t smoke if there is another
employee with them. Private members clubs are exempted from the ban and can decide whether to be
smoking or non-smoking, even if they serve food.

> Scotland
All smoking in enclosed public spaces will be banned from 0600 GMTon 26 March 2006.

> Northern Ireland
Slightly later than Scotland but more comprehensive,  smoking will be banned in all Northern Ireland’s
workplaces and enclosed public areas, including bars and restaurants from April 2007.

> Wales
At the minute legislation for Wales is drafted at Westminster and is likely to be similar to that for England
above. It is expected that the Welsh assembly will increase restrictions when it comes into power in 2007.

- The debate over proposed UKsmoking bans> Got your own views on the smoking ban issue? Let us know. You can also vote in our online poll at
JuniorDr.com
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Don't say it too loudly for fear
of being branded a Scrooge, but
thank goodness that's over. It's not
that I don't like Christmas, but it
has the habit of leaving your
finances looking like they've been
in an industrial accident and it's
rarely pretty. Everything about
Christmas spells excess, and
because we are creatures of temp-
tation, keeping a reign on our
spending is nigh on impossible.
The other problem is that having
been paid earlier than normal in
December, the journey to January's
pay day is more of a long and
painful trek than a pleasurable
jaunt.

For most people organising
their finances is about as appealing
as it is for a smoker to give up.
They know they should, it's long
overdue, but it's not like the next
cigarette is going to be the one that
kills them? Tomorrow sounds fine
thank you very much, so let's
change the subject.

The sooner you take control of
your finances the sooner you can
focus on the other things in your
life that are important to you.  With
a proper footing you can pursue
personal and career objectives in
the short, medium and long term.

The immediate concern for
junior doctors is dealing with any
outstanding debts they are carry-
ing, and looking at how to pay
them off as quickly and economi-
cally as possible. The golden rule
is to get rid of the debts with the
highest interest charges first and
then work through the rest. It may
be necessary to move debt on to
lower interest rates, consolidate it
or look at bringing loan terms into
line. What is certain is that a little
time spent investigating matters
will reap rewards. 

Many young doctors will be
struggling with high rents, or have
problems getting on to the proper-
ty ladder. Rising property prices
have made it difficult for young
medics to move into their own
homes, but by virtue of their pro-
fession they have access to special-
ist mortgage products that others
don't, and such products can make
all the difference. Securing a mort-
gage can also be used as a vehicle
through which to consolidate debt.
This does have the disadvantage of
turning short term personal debt
into long term mortgage debt and
can end up being more expensive
over the long run. However, if a
room in the property is going to be

rented, or it makes the overall debt
manageable on a monthly basis,
then it can be highly effective as a
strategy. Again the key is investi-
gation. 

At the start of the year and the
start of our careers most people
have their eyes firmly fixed on the
horizon in their hurry to get ahead.
What we must try and guard
against though is falling from the
financial positions we secure for
ourselves. Like a climber ascend-
ing a mountain, we want to secure
our position before we push on up.
If we slip we want to ensure that
the safety rope will catch us!  What
is important however is that we get
the financial expertise to create a
safety net without holes - one that
will protect us against the sort of
issues that would have life chang-
ing consequences for our career

prospects and future goals. There
is only one thing worse than not
having sufficient security, and that
is having a foundation in place that
doesn't do its job. Seeking profes-
sional help will make sure the most
effective plan is created. 

Getting financially "fit" is not
impossible, and putting a flexible,
holistic plan in place will allow
young doctors to adjust to the
demands of their personal and pro-
fessional lives as they move
through their career. Scrooge in
himself may not have been such an
attractive character, but what saved
him were the trips he made with
the spirits of Christmas Past,
Present and Future. For those able
to look to their own futures and
begin to make the provisions that
will see them through there is
nothing to fear. Those leaving
things to luck will have a very dif-
ferent journey indeed.  

For more information tele-
phone MLPPrivate Finance PLC
on 0845 301 0999. MLPPrivate
Finance PLC is authorised and reg-
ulated by the Financial Services
Authority.

when christmas
cheer turns to

christmas 

fear

F
in

an
ce

JuniorDr
Still recovering from excessive Christmas spending? Drowning under
last years’ credit card debts? David Beech, financial consultant from
MLP Private Finance, offers some advice on how to get “financially fit”
for 2006.

“Scrooge in himself may
not have been such an
attractive character, but
what saved him were the
trips he made with the
spirits of Christmas Past,
Present and Future.”

Earlymorning ward rounds, 
writing up drug charts and a 
dictator for a boss. But once in 
a blue moon you do something
that matters. That makes a 
difference. It’s worth a thousand
night shifts just for that one 
single moment. You know 
exactly what I mean. 

We’ll always be JuniorDrs.

JuniorDr
19
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A. Nebulisers
B. Anti-coagulation
C. Adenosine
D. Pericardiocentesis
E. Thrombolysis

test yourself
Think you know your AMLs from CMLs? Or how to diagnose tertiary hyperparathyroidism? This issue,
in association with 123Doc, we bring you a selection of self-test questions to check your medical
knowledge.

This 68-year-old man woke up one morning acutely
breathless. He had vague central chest discomfort
which tended to be slightly worse with breathing. He
was recovering from a severe viral illness which had
laid him down for a week. Respiratory rate 34, Sats
92% on air, BP 90/60, PR 112/min, engorged neck
veins. Respiratory exam: Scattered wheeze with
decreased bilateral air entry. Cardiovascular examina-
tion: Unremarkable. ABG: pO2 9.8, pCO2 4.7, pH
7.37, HCO3 22.0. What treatment is indicated?

Q1

A. Acute myeloid leukaemia
B. Chronic myeloid leukaemia
C. Acute lymphoblastic leukaemia
D. Chronic lymphoid leukaemia
E. Myelodysplastic syndrome

A 22-year-old man has been feeling gradually
unwell over the previous 8 weeks. He is now
very tired and has noticed a rash on his body.
He comes to A&E where his FBC shows Hb 8.4
g/dl; WCC 45 x 109/l; Plts 10 x 109/l.His blood
film is shown. What is the diagnosis?

Q4

A 25-year-old man presents with a below knee DVTand
is started on warfarin straight away and sent home to
return to the anticoagulant clinic in 4 days time. 48 hours
later, he returns with diffuse purpuric skin lesions and
marked deterioration of his leg. What has happened?

A. Poor drug compliance
B. Allergic reaction to warfarin
C. Warfarin overdose
D. Warfarin-induced skin necrosis
E. Paradoxical emboli

Q2

A. Graves disease
B. Papillary carcinoma
C. Follicular carcinoma
D. Anaplastic carcinoma
E. Hashimoto’s thyroiditis
F. Primary hyperparathyroidism
G. Secondary hyperparathyroidism
H. Tertiary hyperparathyroidism

Instructions: For each of the clinical situations
describedbelow select the most likely diagnosis from
the list above.

1. A 40-year-old women presents with weight gain
and lethargy. Blood tests indicated the presence of
antimitochondrial antibodies.
2. A long standing diabetic is found to have a high
PTH, but a slightly low serum calcium 
3. A 15-year-old boy presents with a lump in the thy-
roid. He lives well into his 80’s.
4. A 70-year-old women presents with a lump in the
thyroid. She also has a hoarse voice and the mass
involved the whole of the gland.

Q5

A 30-year-old woman complains of daily headaches for
the past one year. On examination the left pupil is 2 mm
larger than the right and reactive to accommodation but
not to light. There are no other abnormalities. Which of
the following features would be inconsistent with the
diagnosis?

A. Absent biceps jerk
B. Exaggerated response to dilute pilocarpine drops
instilled in the left eye
C. Ptosis
D. Fine hand tremor
E. Resolution of anisocoria with time

Q3

Answers and Teaching Notes

Q1. Answer D
Teaching Notes:
The ECG shows the unusual finding of electrical
alternans which is pathognomonic of pericardial
tamponade. There are several clues to the diagnosis
in the clinical presentation too (pericarditic chest
pain, engorged neck veins, hypotension, tachycar -
dia). The commonest cause of pericardial ef fusion
is viral, and it is likely that his viral illness has
involved the pericardium.

Q2. Answer D
Teaching Notes:

Warfarin affects the vitamin K-dependent clotting
factors, which include factors II, VII, IX, X as well
as proteins Cand S. As the latter have a shorter half-
life than the former, patients started on warfarin
will initially be prothrombotic before being antico -
agulated. Hence, the need to start heparin before
warfarin. Warfarin-induced skin necrosis is a severe
reaction seen in people with previously undetected
protein C defi ciency.

Q3. Answer C
Teaching Notes:
This patient has a Holmes-Adie pupil which hap -
pens to coexist with tension headache. Chronic
headache in a young person with no unusual fea -

tures often falls into the tension category . An absent
biceps jerk would be consistent with Holmes-Adie
syndrome. The characteristic abnormality in this
condition is degeneration of parasympathetic
nerves in the ciliary ganglion, which leads to den -
ervation of the pupil and hence hypersensitivity to
dilute pilocarpine drops. It is more common in
women than men. The affected pupil is usually
larger than the other but may constrict with time.
The cause of the associated arrefl exia is unknown.
Afine hand tremor may accompany anxiety states
associated with tension headache but ptosis
requires an organic explanation.

Q4. Answer A

Teaching Notes:
The film shows blasts one of which has an Auer
rod. This is pathognomonic of acute myeloid
leukaemia. In addition this is the most likely condi -
tion in a man of this age. Do not be put of f by the
presentation which may be subacute.

Q5. Answers 1-E, 2-G, 3-B, 4-D
Teaching Notes:
Papillary carcinoma is the most common kind of
thyroid cancer. It normally affects the young and is
often multifocal. It has a good prognosis.
Anaplastic carcinoma has a worse prognosis and
mostly effects elderly women.

JuniorDr
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hospital

When your hospital food tastes like the remnants of a liposuction pro-
cedure and theprice bears more resemblance to the cost of a PICU
incubator things start to take the biscuit. Here’s our regular column of
the best and worse hospital essentials you’ve reported -
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What it’s got -
“The Mess has a newly decorated lounge, which includes a tel-
evision and snooker table. Adjacent to the mess, a quiet area for
study is available with PC, printer and Medline Search facility
and CD-ROM texts (a lap top and CD-ROM can also be bor-
rowed). The Doctors also have their own dining area where
Barbara the waitress serves breakfast and lunch. Outside these
times, 'Trafford Fayre', the main hospital dining room is open
between 8.00am and 7.00pm. In the restaurant foyer vending
machines sell snacks, drinks and chilled foods. The latter may be
reheated in the adjacent microwave ovens.”

JuniorDrScore - 2/5

> Trafford General Hospital, Manchester

Regular Coca-Cola Bottled 500ml
It’s enough to make your top pop at ...

95pWOW!

walking the
corridors
While we doctors are puzzling over squiggles on ECG traces, prescribing
IVnystatin and ordering MR scans for patients with metal implants there
are a bunch of people in the background quietly observing what’s going
on. Porters, students, secretaries and canteen staff see the other side of
hospital medicine. We’ve asked them to tell all.

‘JOHN’
HOSPITALPORTER (LONDON)

I've been a porter in a busy
London hospital for seventeen
years. I've seen a lot of doctors in a
lot of situations. I've seen consult-
ants make their juniors cry and I've
seen a surgical houseman floor his
consultant with a right hook. 

One night, when I first started
out in this job, I had to rush some
blood from the labs up to the fifth
floor. I delivered the blood and
was on my way back to control
when I noticed a young doctor
standing out on a balcony.

Normally I wouldn't take any
notice but this young man seemed
a little too close to the edge of the
balcony - it had a low metal rail
that came up to your knees and the
road was a long way down. It was
pretty cold out there but I walked
out of the ward and onto the bal-
cony beside him.

He was staring out over the
rooftops of central London and his
eyes were glazed over. I stood for a
while, not saying anything and
then I offered him a cigarette. He
looked at me and then took one.
We both lit up, not sure of what to
say.

After a while I thought that I
was probably mistaken and that he
was probably out there getting
some fresh air. I was about to go
back in when he asked me why I
had come out. I laughed nervously
and said that I thought he was
going to jump. He looked at me for
a while and said that yes, he had

been thinking about it.
I remember exactly the way

his shirt was smartly starched and
his blue tie which was unbuttoned
at the top. He wore a white coat
which was usual back then. I didn't
know what to say so I just stood
there for a while.

He started to talk. He was hav-
ing problems at work. His girl-
friend was on the verge of break-
ing up with him. He had exams
looming. I didn't know what to say.
I mean, he got paid a lot of money,
probably had a flashy car and
gained respect from a lot of people
but deep down he was just a scared
kid with a lot of pressures building
up.

We talked for a while and then
both walked back in. We had
another cigarette and then we part-
ed. He promised to talk to some-
one. I bumped into him a few times
after that but then a month later he
moved on to another hospital and I
never saw him again. 

Anyway, my advice to docs
would be that as bad as it is, it can
get worse. The thing that most jun-
ior doctors don't realise is that
whatever they're going through the
chances are their predecessors
have been there before. 

If you're having problems at
work or in your personal life than
for God's sake talk to someone
about them. Take some time out
and you'll often realise that things
are never quite as bad as they
seem.

Greenfields Canteen
Chase Farm Hospital

You lucky people it’s lower

65pLOW! Norman’s Canteen
University College Hospital

Ham sandwich on white bread (no salad)
Suprise, suprise again it’s ...

£2.59WOW!Greenfields Canteen
Chase Farm Hospital

Surely pigs are worth more ...

£1.10LOW! St. Bartholomew’s Canteen
London

8 hours parking (for patients)
Arrange a loan before you attend outpatients at ...

£35WOW!Great Western Hospital
Swindon

Cheaper than the bus ...

£5LOW! Foresterhill Hospital
Aberdeen

Next issue we’re looking for the lowest /highest price of a Snickers bar,
a 450g box of Celebrations chocolates and a 330ml bottle of Evian.
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I'm a senior house officer and I have a problem with one of my col-
leagues.  He is lazy, turns up late, and gives me poor handovers.  On our
last shift he missed an obvious MI on an ECG and forgot to start antibi-
otics on a clearly septic patient.  What shall I do?  

The concerned SHO has made
an important diagnosis:  a col-
league is showing signs of incom-
petence and negligent behaviour
which may prevent him from ful-
filling his duties as a doctor. The
prognosis, if untreated, ranges
from no adverse consequences to
patients or the medical team (due
to sheer luck or a sudden improve-
ment in professional competence)
to inefficient teamwork, the pre-
ventable death of several patients,
a prison sentence and long-lasting
guilt for his heedless colleagues.
The likelihood of these wide-rang-
ing possibilities is uncertain.

In ethics, as in medicine,
uncertainty in the face of a difficult
problem should prompt the deci-
sion-maker to seek the advice of
others. If possible, the SHO should
first explain his concerns with the
problem colleague (however
unpleasant the prospect). This may
reveal underlying reasons, such as
a recent death in the family or a
drug or alcohol addiction, which
may shed light on his behaviour.
The colleague may acknowledge
the problem and take appropriate
steps to resolve it. Depending on
the circumstances, the SHO may
want to discuss the issue with other
colleagues to ascertain whether
they have made similar observa-
tions. The missed MI and forgotten
antibiotics may be symptomatic of
more frequent errors.  

Another approach would be to
ask the GMC, BMAor a defence
union for advice without revealing
the identity of the colleague. They
will provide immediate ethical and
legal advice on how to proceed.
The best option, whether a private
chat with the colleague concerned,
a discussion with the SpR or con-
sultant, or a phone call to the BMA

ethics advice line, will depend on
the specifics of the situation. The
worst option is to do nothing. In
this case, doing nothing is itself an
act with moral implications.
Although important, loyalty to
your colleagues is not absolute.  It
may be outweighed by the duty of
non-maleficence (i.e. protection
from harm) to your patients and,
not least, by obligations to yourself
as a moral agent.

Daniel K. Sokol, Imperial College

Medical Ethics Unit, London

Any comments, questions or
cases? Contact

daniel.sokol@talk21.com

Medical ethics books:

Sokol, D., Bergson, G. Medical
Ethics and Law:  Surviving on the
Wards and Passing Exams, Trauma
Publishing, 2005.

Medical Ethics Today, BMA
Ethics Department, BMJ Books,
2004.

My colleague's incompetent - what should I do?

Useful contacts:

British Medical Association
Ethics Department
02073836286
ethics@bma.org.uk

General Medical Council
02075807642
standards@gmc-uk.org

Doctors Support Line (staffed
by volunteer doctors to pro-
vide peer support for doctors
and medical students)
0870 765 0001
www.doctorssupport.org

You’ve probably realised by now that doctors can have weirdest names.
Here’s the world’s most appropriate (and inappropriate!). They’re
all real, you can check them for yourself on Medline - 

Cardiology
Dr Trulove, Dr Love, Dr Hart, Dr Valentine, Dr Everhart

Dentistry
Dr Pullman, Dr Chu, Dr Cheek, 

Dermatology
Dr Spot; Dr Rash, Dr Frye (burn specialist), Dr Tanner, Dr Skinner,
Dr Whitehead

ENT
Dr Klotz (Clots); Dr Wax

General Practice
Dr Kwak; Dr Killer, Dr Yau ("yeow"); Dr Blood, Dr Coffin, Dr Patient,
Dr Payne, Dr Slaughter, Dr B. Sick, Dr Stasick (pronounced
stay sick); Dr A. Sickman, Dr Deadman, Dr Pulse; Dr.Ill, Dr Uhren,
Dr Doctor, Dr Howard Hertz (pronounced HOW-it HERtZ)

Gastroenterologists
Dr Grunt, Dr Puppala (pronounced Poop-a-la), Dr Butt

Hand Surgeons
Dr Hand; Dr Palmer, Dr Nalebuff, Dr Watchmaker

Neurology
Dr Johnathan Treat Paine; Dr Megahead; Dr Brain, Dr Head

Obstetrics and Gynaecology
Dr Wiwi, Dr Ono, Dr Risk, Dr Fear, Dr Yell, Dr Dibble, Dr Fillerup,
Dr Hyman, Dr Love, Dr B. Savage, Dr Pillow, Dr Storck, Dr Semen,
Dr Hatch, Dr Born, Dr Hatcher,

Opthalmology
Dr Peek; Dr Glass, Dr See, Dr Seymour Landa

Pain Management
Dr Neupane, Dr Pain, Dr Ow

Paediatrics
Dr Donald Duckles, Dr B. Softness; Dr Childs, Dr Jelley; Dr Bunny,
Dr Tickles, Dr Elfman, Dr Toy, Dr Kidd (4 so far)

Psychiatry
Dr Alter, Dr Reckless, Dr Brain, Dr Strange, Dr Wisdom; Dr Dippy,
Dr Moodie, Dr Nutter, Dr Nutt; Dr Bummer, Dr Looney, Dr Dement,
Dr Weiner

Surgery
Mr Butcher, Dr Deadman, Mr Yellin
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Respect and responsibility...
Mary, a school teacher in her thirties,
discovers she is pregnant. She is a 
JehovahÕs Witness.

Towards the end of the pregnancy, Mary
develops severe anemia but refuses a blood
transfusion under any circumstances Ð even if
this endangers her life, or the life of her
unborn baby.

Mary is found to have placenta praevia and
has severe rhesus disease. A section is
necessary.

The section is successful and Baby John is
born, but Mary suffers a major hemorrhage. 
If she is not given blood, she is likely to die.

Baby John is seriously ill and needs an
exchange transfusion. Mary has left written
instructions that he is not to be transfused.

What would you do? Would you give the
mother blood? Would you transfuse 
Baby John?

MPS advises that:
As far as Mary is concerned, doctors cannot
force her to have a blood transfusion if she is
competent and, after all discussions, still
chooses not to have a blood transfusion.

However, Baby John needs a transfusion and,
once born, he has rights.  

The father can consent if he has parental
responsibility; this depends on whether heÕs
married to Baby JohnÕs mother and is the
babyÕs biological father. This applies,
regardless of whether they were married
before or after Baby JohnÕs birth. If not, the
doctors must act in the best interests of the
child and apply for a court declaration.

These are the sorts of everyday dilemmas
doctors come up against. ItÕs not always
easy to know which the right course of
action is, and which laws apply.

If you are an MPS member and you find
yourself in a dilemma like MaryÕs doctors
did, you can call the MPS 24 hour medico-
legal emergency helpline Ð 0845 605 4000
Ð for impartial and confidential advice.

MPS are the experts in issues like this.
Membership representatives offer talks on
consent issues like the one above at
hospitals throughout the UK to junior
doctors. Over 1700 PRHOÕs attended our
training sessions during 2005.

We also publish short guides on consent to
treatment. If you would like a copy of the
Complete Guide to Consent for Foundation
Programme Doctors, please email
juniordoctor@mps.org.uk stating your
name and address to receive your 
FREE copy.

¥ Exclusive discounts with                  for 
online revision and books

¥ Access to online clinical foundation 
programme sponsored by MPS

¥ Confidential advice from a medico-legal advisor

¥ FREE editions of Casebook

¥ Online medico-legal fact sheets

¥ Medico-legal sessions

Professional Support
and Expert Advice

Offer for PRHO (F1) doctors

Complete and pass five

modules of online clinical

foundation programme and

receive 50% OFF
MPS membership subscription

for your SHO (F2) year. 
Offer ends 30th July 2006.

Call Membership Helpline 
on 0845 718 7187

www.mps.org.uk/foundationyears
Email : juniordoctor@mps.org.uk
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