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Your success   Our commitment

Medical Exam Preparation

MRCP 1 & 2      MRCS 1 & 2      MRCPCH 1      MRCPsych 1      FRCA      PLAB

Online Courses
“After studying the 123doc online course I passed my exam! 
I found the course to be extremely helpful. The content was 

exam-orientated and the format was user-friendly. I have 
recommended 123doc to all my friends”

“Studying became so much easier with 123odc 
online courses. With all the important content 

online, I could study from any computer, anytime”

www.123doc.com
0207 170 4024
info@123doc.com

Get Yo
ur 3

-D
ay FREE TRIAL

Go to
 www.123doc.com

Click on FREE TRAIL and fo
llow th

e in
stru

ctio
ns.

You will n
eed to

 enter th
is code: 

JRDOC017

Thousands of MRCP, MRCS, MRCPCH and 

MRCPhsych questions

Past exam themes

Links to medical books and journals

Unlimited timed mocked exams with feedback

Individually tutored study options

Direct access to online tutors

Study from any computer, at any time 
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UK’s junior doctors. You can find
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England, Scotland,Wales and
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JuniorDr.com.
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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.

The system for choosing junior
doctors is in chaos. The reforms
brought in by the Modernising
Medical Careers Committee have
left thousands of trainees and med-
ical students feeling undervalued,
dejected and forgotten. 

It starts with the computer dat-
ing programme used for founda-
tion year one doctors. The aim was
to open up the application process
to make it fairer for final year stu-
dents. Instead it has resulted in
hundreds of students facing exams
with the prospect of working in a
far flung part of the country. Or
even worse, facing unemployment.

Newly qualified doctors
should not be made to travel hun-
dreds of miles to a new job. They
should be offered jobs near their
medical schools with familiar hos-
pitals and consultants. They need
to be looked after carefully in their

first year not shunted away.

Overseas Doctors

At the other end of the spec-
trum, the sudden changes to junior
doctor job applications are
extremely unfair in their timing.
Of course there needed to be a
change to the system. There were

Junior doctor training
needs urgent resus

far too many people applying for
jobs and UK graduates should be
given a preference over those from
other countries.

But this change should have
been introduced gradually, giving
foreign doctors here a chance to
make some long term decisions
rather than suddenly facing unem-
ployment. Worse still, the PLAB
exams are still being sat around the
world. They bring in a huge rev-
enue for the GMC but there is still
no cutting down on the number of
doctors taking the exams, despite
the sudden changes.

With UK graduates facing
unemployment from the day they
leave medical school and overseas
doctors facing sudden unemploy-
ment this summer, there has never
been a worse time to be a junior
doctor in this country.

Of course reforms are needed
in both systems but the way that
they have been suddenly intro-
duced is both demoralising and
insulting. Until the governing bod-
ies of our profession start to realise
this, they will further alienate new
doctors making industrial action
more of a reality than at any time
since the foundation of the NHS.

Editorial

“With UK graduates fac-
ing unemployment from
the day they leave med-
ical school and foreign
doctors facing sudden
unemployment this sum-
mer, there has never
been a worse time to be a
junior doctor.”

> What’s on the inside
Drugged up docs
Doctors and med students
on the white stuff
Page 10

Can patients be too fat to fix?
The debate
Page 8

Pro-anorexia
Patients who celebrate
their illness
Page 11

Maggot Therapy
Taking the bite out
of wounds
Page 13
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Muhunthan Thillai
Editor
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Ashley McKimm
Editor
SHO Psychiatry, Chase Farm London
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News Pulse
Tell us your news. Email the team at newsdesk@juniordr.com
or call us on 020 7684 2343

Overseas doctors will not be
hir ed by the NHS, even if they
are the most qualified, unless an
EU doctor would not be able to
do the job competently, follow-
ing controversial new rules by
the Department of Health.

From July 2006 any NHS trust
wishing to employ a doctor from
outside the EU will have to prove
that a 'home-grown' doctor could
not fill the post, ending the current
permit free training arrangement
for international doctors.

The move is expected to radi-
cally change the composition of
doctors. Over 6,500 overseas doc-
tors passed the PLAB exams in
2005 allowing them to practise in
Britain. Under the regulations very
few would be eligible to take a
post under the current high levels
of competition. 

Overseas doctors already find
it difficult to obtain a post in the
UK. According to the BMAmore
than one-third who sat the PLAB
exams in 2003 remained unem-
ployed six months later - a figure
which is expected to have risen
substantially over that last few
years since the study.

Acknowledging the competition

Dr Tom Dolphin, deputy chair-
man of the BMA's Junior Doctors
Committee, supported the propos-
als:

“It is good news that the gov-
ernment is at last acknowledging
the enormous competition for jobs
that junior doctors are facing. The
lack of a well thought through sys-
tem of medical recruitment has hit
overseas doctors the hardest.
Thousands have come to the UK in
the belief that training jobs are
easy to come by, only to find them-
selves unemployed, and in many
cases living in poverty, or forced to

DH: Hire 'home-grown' doctors
(not the best qualified)

LONDON

“They DH did not con-
sult anyone involved
such as the BMA,
Royal Colleges or
overseas doctors. Is
it because they don't
consider them as
valuable members
contributing to the
NHS?””
Sudheer Surapaneni
Psychiatry SHO
St Ann’s Hospital, London

Working Conditions

“This is a sudden,
reactive and ill-
informed  decision
that will affect 
thousands of doctors'
careers and lives. It
could also seriously
affect the quality of
patient care.”
Rahul Dev
Staff Grade Medical Emergency Ward
Broomfield Hospital, Chelmsford

“In future [graduates]
who wish to work or
train in the NHS will
need a work permit.
To obtain a work per-
mit an employer must
show that a genuine
vacancy exists, which
cannot be filled with
a resident worker. ”
Lord Warner
Health Minister

> 117,000 doctors currently
working in NHS (increase of
27,417 since 1997)
> There has been a 56 per cent
increase in first year medical
school places since 1997
> 6,500 overseas doctors passed
the PLAB exams in 2005

> Key facts

> Your viewpointsreturn home,” he said.
“It is in their interests, as well

as those of UK graduates, that
NHS recruitment policies are
based on the realities of the job
market, and these changes offer the
opportunity for a much better man-
aged system.”

Misinformed overseas doctors

The Department of Health and
GMC have been attacked over the
failure to educate overseas gradu-
ates about the realities of finding a
UK based job - especially consid-
ering that over £350,000 is raised
annually from PLAB exams fees.

In 2002 Sir Magdi Yacoub
fronted a campaign by the NHS to
recruit doctors from overseas. The
aim was to attract around 1,000
specialists. The promotion failed
with fewer than one hundred being
recruited but it did lead to a surge
of inexperienced international
graduates who had heard of the
doctor shortage in the UK. This
cause applications to the PLAB to
surge by over 70 per cent between
2001 and 2002.

Limited support

Lord Warner did state that the
DH would continue to work with
the GMC to recruit a small number
of overseas specialists:

“We recognise that internation-
al doctors have made a huge con-
tribution to the NHS since it was
founded in 1948 and there will still
be opportunities for overseas staff
to come to the UK. We will contin-
ue to need small numbers of spe-
cialist doctors, who can bring their
skills and experience to the NHS.”
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Dr Paul Miller
Chairman of BMA Consultants’
Committee

BMA slams 'vindictive'
pay rise
LONDON

“I cannot believe the
government has been so
mean-minded. This low
pay rise will do very little
to relieve NHS debt but
will damage doctors'
goodwill enormously.”

Working Conditions

UK doc jailed for refusing
to go to war in Iraq

A militar y doctor has started
an eight month prison sentence
following his refusal to serve in
Basra during the Iraq war in
June 2005.

Flt Lt Malcolm Kendall-
Smith, who received orders to
serve as a military doctor, defend-
ed his stance stating that the inva-
sion and subsequent occupation
were illegal.

A panel at the military court
martial stated he could not “pick
and choose” the orders he took.
Kendall-Smith was dismissed
from the RAF and sentenced to
eight months in prison.

He was further criticised by
the presiding judge:

“You have sought to make a
martyr of yourself and shown a
degree of arrogance which is

amazing.”
An RAF spokesperson

defended the troops action in Iraq
stating that it acted under a United
Nations mandate and therefore the
invasion was legal under interna-
tional law.

Kendall-Smith, who has
served twice in Iraq before, plans
to appeal the decision in the high
court on the grounds that the war
was illegal.

His lawyer, Justin Hugheston-
Roberts, said:

“[Kendall-Smith] feels his
actions were totally justified and
he would not, if placed in the same
circumstances, seek to do any-
thing differently.”

Kendall-Smith is the first ever
British officer to use the legalities
of war to defend his breach of
orders.

GLOUCESTERSHIRE

Working Conditions

Growing up smart
It's the way the brain develops

- not it's size - that makes people
smart, according to the US
National Institute of Mental
Health. Clever kids tended to have
a thin frontal cortex that thickened
more slowly than their normal col-
leagues. The scientists believe that
the longer 'maturation' time may
lead to more complex neural con-
nections and hence the greater
intellect.

Scotland sees better
All residents in Scotland are

now entitled to free eye tests
thanks to a new initiative by the
Scottish Executive. The aim is to
reduce preventable eye disease
which many feel has risen since
the abolition of free examinations
under the NHS in the early 1980s.
It is expected that both the Welsh
and Northern Ireland executives
will push for similar schemes over
the coming year.

Babies in the bag
Sainsburys’ supermarket in

Margate has started an antenatal
clinic, in association with East
Kent Hospitals NHSTrust. The
first such scheme in the country
will see pregnant women visit
their midwives in between shop-
ping for bread and nappies.
Sainsburys hope to roll the scheme
out to other stores if successful.

Built-in air bags
Being obese puts men at

greater risk of death in a car crash,
according to researchers in
Milwaukee. The study, published
in the American Journal of Public
Health, found that the greater
momentum during the crash may
contribute to injuries. However,
moderately overweight men
seemed to benefit as their bodies
tended to cushion them from the
impact.

Does my brain look big in
this?

A paper published in the jour-
nal NeuroImage suggests that
obese people also have fat brains.
The research conducted in the US
found that when the brains of
obese people were compared to
‘lean’ people, a smaller percentage
of grey matter was found. These
changes were found specifically in
the putamen, post-central and
middle frontal gyri, and frontal
operculum - areas associated with
regulation of taste, reward and
behavioural control.

Health claimed a rise of 2.5 per
cent would suffice. Finally, as we
reported in the last JuniorDr, Health
Secretary Patricia Hewitt inter-
vened and stated a 1 per cent rise
was sufficient.

Consultants

Consultants have been award-
ed a phased pay rise of 1 per cent
until November 2006 then
increased to 2.2 per cent. The
BMA stated that it was ‘astonished
at the vindictive and petty treat-
ment of consultants.’

Dr Paul Miller, Chairman of
the BMA Consultants' Committee
said:

“I cannot believe the govern-
ment has been so mean-minded.
This low pay rise will do very little
to relieve NHS debt but will dam-
age doctors' goodwill enormous-
ly.”

Staff and associate doctors will
receive a pay rise of 2.4 per cent.

Pay for junior doctors will
rise by 2.2 percent next year, fol-
lowing the final decision by the
Doctor and Dentists Review
Body (DDRB). 

Dr Jo Hilbourne, chairper-
son of the BMA's JuniorDoctors
Committee, criticised the rise as
insufficient:

“Despite the long hours and
increasingly intense working pat-
terns, take-home pay for junior
doctors has been falling, and they
deserve far more than this,” she
said. “This sends the message to
doctors that they're to blame for
the failure of NHS managers to
balance the books. Not only that,
but the government has blatantly
interfered with a process that is
supposed to be independent of pol-
itics.”

The BMA had recommended
to the DDRB that a pay rise of 4.5
per cent was needed to reward doc-
tors fairly. The Department of
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New junior doctors start
with higher debt than ever

Average medical student
debt passed £20,000 forthe first
time last year, according to the
annual BMA Medical Student
Survey. Worringly the r esults
show that students also overesti-
mate how much they'll earn in
their first year as a junior doctor
by 15 percent.

The survey, which is based on
the results of 1,877 students,
showed that those in the fifth year
of medical school now have on
average £20,172 of debt - a 17 per
cent increase on 2004. Students
doing a sixth year reach £22,365.

The average estimate of the
basic FY1 junior doctor salary by
students was £23,420 - £3,125, or
15 per cent, higher than the true
figure of £20,295. This means it
could take some students up to
seven years longer to pay off their
debt than they initially believe.

Andrew Pearson, deputy chair
of the BMA's Medical Students
Committee, said:

“The average sixth year med-
ical student now owes more than
the basic annual salary of a newly
qualified doctor. This is particular-
ly worrying when you consider
that junior doctors' take-home pay
is falling and that medical unem-
ployment is increasingly com-
mon.”

“There's a lot of anxiety
among medical students at the
moment, and with top-up fees on
the horizon, their financial pres-

sures are going to get worse."

£55,000 in de bt

The highest debt reported this
year was £55,000. A further 100
had debts over £30,000, and one in
ten had debts of over £25,000. The
BMA believes that the high cost of
studying medicine is one reason
for the social imbalance among
medical students – only one in
eight of those surveyed came from
a family where the main source of
income was a blue collar job.

Students were also asked this
year how concerned they are about
their debt. Only one in six said
they were ‘very worried’. A further
45 per cent said they were fairly
worried and about 40 per cent said
they were ‘not really worried’.

LONDON
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Happy hearts

Optimistic people are less like-
ly to suffer from heart disease,
according to a study published in
the Archives of Internal Medicine.
The retrospective study of 545
patients in the Netherlands found
that those who were classed as
optimists were 55 per cent less like
to die from heart disease or stroke. 

E for anxiety
Anxious children are more

likely to use ecstasy as they get
older, according to a study pub-
lished in the BMJ. The research,
which looked at over 1,500 chil-
dren with an average age of nine,
suggests that depressed young
adults are more likely to take the
drug to make them feel better.

Prescriptions rise 15p
The cost of an NHSprescrip-

tion has increased by 15p to £6.65
as of the beginning of April. The
DH emphasises that the rise is
below the rate of inflation. It is
expected to raise an addition
£400m per year for the NHS.

Safe sex gets cheaper
The rate of VAT on condoms

and contraceptives will be reduced
to 5 per cent from July 1 as part of
a government program to halt the
rise in STIs.

Young Brits won’t wait -
so get sick

42 per cent of young Brits
would forego a trip to the doctor
simply because they can’t bear
waiting for an appointment,
according to a study by
easyMoney.com. The survey of
18-29 year olds found that 16 per
cent became more unwell as a
result. It also found one-third
risked tooth decay because they
“didn't have time” to get to the
dentist.

The computer says
you’re bored of me

Scientists at the Massachusetts
Institute of Technology have
developed a sensor capable of
showing if someone is interested in
your conversation, or not. The
device aimed at helping autism
sufferers was unveiled in New
Scientist magazine. A camera fixed
on the users glasses analyses the
emotional reactions of the listener
and translates this to the wearer.
Initial trials show a 90 per cent
success rate.

6

Summary of Study

Expensive Life for London
Students
The overall average monthly
expenditure for UK students
was £289, last year it was
£265. For those students in
London it was higher at £388.
Middle-Class Medicine
19 per cent of respondents
came from families whose
main family earner was in a
managerial occupation, 43 per
cent from a professional back-
ground and 22 per cent from
other white collar back-
grounds. Only 13 per cent of
respondents came from a ‘blue
collar’ background.
Bank of Mum and Dad
The overall average amount of
contributions from parents was
£2,589 (excluding those who
received nothing or did not
state an amount). 13 per cent of
these said they will have to
repay at least some of this
money.
Down the Tube
The median expenditure on
travel was £440 per year but
higher for those studying in
London at £632.
Elective expense
The average length of a first
elective was 7.1 weeks and the
mean cost was £2,108.

Health Secretary, Patricia
Hewitt, is proposing to make
working longer hours a contrac-
tual responsibility as she pledges
to make health care more acces-
sible to the public.

Ms Hewitt this month com-
pared medical care with services
offered by high-street shops and
supermarkets:

“With banks and supermarkets
they are open 24/7. But patients
are telling us that with the health
service, you either see your GPor,

out-of-hours, go to A&E.  We
need to make sure that GPsurger-
ies become more accessible.”

This is in contrast to an agree-
ment made only last year by the
Government that effectively
relieved GPs of the responsibility
of out-of-hours services, a move
that has provoked heavy criticism

LONDON

Work longer, DH tells docs
NHS

“With banks and supermarkets,
they are open 24/7 ... We need to
make sure that GP surgeries
become more accessible.”

Patricia Hewitt

from some GPs and the BMA. 
A Luton GPtold JuniorDr it may

not be best for the public either:
“It’ s not in patients’nor GPs’

best interests for doctors to be
overworked. If a GPhas to start at
7 am, one can’t possibly continue
until ten at night.”  

But the idea that health should
not be time-restricted is proving
popular with patients.  Some gen-
eral practices are already opening
from 8 am to 8 pm with growing
success.
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Self harm high among Goth
youths

A young person’s identifica-
tion as a Goth is a greater pre-
dictor of self harm or suicide
attempts than previous depres-
sion, parental separation oralco-
hol use - according to findings of
a study published in the BMJ
this April.

The research found that
belonging to the Goth subculture
was strongly associated with a life-
time prevalence of self harm (53
per cent) and attempted suicide (47
per cent). Average rates of self
harm among young people in the
UK are 7-14 per cent.

The researchers at the
University of Glasgow completed
a longitudinal cohort study of
1,258 young people between the
ages of 11 and 19. They were
asked about self harm and identifi-
cation with a variety of youth sub-
cultures, including Goth. 

Even after adjusting for factors
such as social class, parental sepa-
ration, smoking, alcohol use, or
previous depression, Goth identifi-
cation remained the single
strongest predictor of either self
harm or a suicide attempt. 

Cardiac examination skills
do not appear to differ among
third-year medical students and
qualified doctors, but may
decline after years in practice,
according to a study in the
Ar chives of Internal Medicine
this month. 

Average competency scores of
third and fourth-year medical stu-
dents were significantly higher
than those of first and second-year
medical students. However, there
was no difference in average score
between them and practicing jun-
ior doctors. Cardiology trainees
performed significantly better than
all other groups. 

The study at Stanford
University School of Medicine,
California, used a 50-question,
computer-based multimedia test to
evaluate the cardiac examination
skills of 860 students and doctors.
Participants took the test at one of
16 sites in the United States and
Venezuela between July 2000 and
January 2004. 

“Cardiac examination skills
do not improve after [the third year
of medical school] and may
decline after years in practice,
which has important implications
for medical decision making,
patient safety, cost-effective care
and continuing medical educa-
tion,” the authors concluded.
“Improvement in cardiac examina-
tion competency will require train-
ing in simultaneous audio and
visual examination in faculty and
trainees.”

Arch Intern Med. 2006; 166: 603-604
www.jamamedia.org

BOSTON

SAN FRANCISCO

Smoking weed to treat IBD
in the body and are known to have
a modulatory effect on the immune
system. Using human colonic tis-
sue and cells the researchers have
established the existence of a func-
tioning endocannabinoid system in
the colon and that cannabinoids are
involved in wound repair of the gut
lining. 

“That means that they might
well promote wound healing in
patients with Crohn's disease and

ulcerative colitis,” said Dr Karen
Wright, Lecturer in Molecular
Pharmacology at the University of
Bath.

The exact mechanism for this
effect is not yet known. The
research team are planning a clini-
cal trial to see whether THC, the
active ingredient in cannabis, can
help control symptoms of inflam-
matory bowel disease. 

www.bsg.org.uk

Med students
on par with
docs for 
cardiac
examinations

Mr Robert Young, lead
researcher on the study, said:
“Although only fairly small num-
bers of young people identify as
belonging to the Goth subculture,
rates of self-harm and attempted
suicide are very high among this
group.”

Copy cats

“One common suggestion is
they may be copying subcultural
icons or peers. But since our study
found that more reported self-harm
before, rather than after becoming
a Goth, this suggests that young
people with a tendency to self-
harm are attracted to the Goth sub-
culture,” he said.

“Rather than posing a risk, it's
also possible that by belonging to
this subculture young people are
gaining valuable social and emo-
tional support from their peers.
However, the study was based on
small numbers and replication is
needed to confirm our results.”

Dr Michael van Beinum,
Consultant Child and Adolescent
Psychiatrist, and advisor to the
study said: 

The active ingredient of
cannabis may be an effective
tr eatment for chronic inflamma-
tory bowel disease, according to
the British Society of
Gastroenterology. 

Research into the effect of
cannabis on the gut mucosa
showed that blocking cannabinoid
receptors reduced cell growth.
Endocannabinoids occur naturally

BATH

7

"Mental health problems are
common in young people and
there is evidence that they are on
the increase. For some young peo-
ple with mental health problems, a
Goth subculture may be attractive,
as it may allow them to find a
community within which it may be
easier for their distress to be
understood.”

“Social support is important
for all young people to help them
cope with the difficulties they
face, and therefore finding a peer
group of like-minded Goths may,
for some, be adaptive. Adults help-
ing young people in difficulty
need to be aware that those who
clearly identify with Goth subcul-
ture may also be self-harming, and
may benefit from learning further
coping mechanisms to help them
overcome inner distress. Further
provision of mental health servic-
es for all young people is urgently
required.”

http://bmj.com/cgi/content/abstract/bm
j.38790.495544.7Cv1
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focused on hip and knee replace-
ment.

Under the East Suffolk rules,
hip and knee replacement sur-
gery will only be offered to obese
people if their pain and disability
is 'sufficiently significant to inter-
fere with daily life and/or ability
to sleep'.  Do you agree with
the ruling?

Haslam -
That's OK,
as it is a
c l i n i c a l
definition, and is
open to broad inter-
pretation.

What worries you if such a
ban is to be implemented in East
Suffolk?

Haslam - It may spread geo-
graphically, and to other disease
areas. Hip replacement is not a
luxury, but an essential operation,
what next?  CABG banned in
those with a BMI of 30+?

If you were to set the rule, on
what basis will you entitle some-
one to hip and knee surgery?

Should obese people be banned
from hip and knee replacement
surgery?

Haslam - It is perfectly accept-
able to 'ban' patients from any pro-
cedure if the risks outweigh the
benefits. It's not a 'ban', rather a
clinical decision not to operate.
Hips and knees are no different;
there is additional operative,
anaesthetic and post-op risk in
obese people. 

Furthermore, the prosthesis is
only under guarantee up to a cer-
tain weight and will not have as
great a life-expectancy in an
obese, compared to a lean, person.
What must be remembered, how-
ever, is that the decision to operate
should always be clinical rather
than financial, which is not the
case in Suffolk.

Summers- We were shocked
and thought it deeply unfair.
Obesity can have a genetic
grounding that is out of one's con-
trol. The decision to ban people
from having operations should not
relate to finance. Obese people
pay taxes to fund the NHS just as
the non-obese do and therefore
everyone is entitled to the same
treatment.

Keeble - It depends on what
you mean by fair, and fair to
whom. It could be argued that it is
unfair on obese patients to say that
they have to get their weight down

before surgery, as this may delay
surgery, but one could also argue
that it is fair to them as it will
hopefully reduce
complications
and increase
the chance
of success.
One could
also argue
that it is fairer
to the wider
community
and the
taxpayer
to expect
from peo-
ple a
respons i-
bility to soci-
ety to increase
their chance of
the operation
being a success.

Is it justifiable
to impose such a ban
on the grounds of
cutting costs?

Haslam-  No. Only
on clinical grounds. If
the operation is not car-
ried out on a fit person
but on somebody with a
BMI of 32, the hip will
not improve on its own, it
will deteriorate further.
The patient is less and less
likely to lose weight, due to

increasing immobility, so the
end result is the ‘hip

from Hell’, which is
more costly and

complex to
m a n a g e ,
when it
inevitably
is done by
s o m e o n e ,

somewhere,
years down

the line. 
If an obese

person is denied

the operation on
financial grounds, will

they get some of their tax
refunded? Probably not!

Summers- If the Trust is
making the decision based solely
on financial reasons then one
must ask if their finances are
organised properly? The gover-
nance of hospitals should be
closely scrutinised and more care
taken over the funds each trust
receives from the Government.

In a BBC News Online article
“Obesity patients were denied
operations” you were quoted, Dr
Keeble, as saying: "We cannot
pretend that this work wasn't
stimulated by pressing financial
problems.”

Would you like to elaborate?

Keeble- The health service in
East Suffolk has substantial debts,
projected at over £40m this time
last year, so consultants and GPs
decided we could not leave this
problem to managers to sort out.
We developed a clinical strategy
to get the system back in to finan-
cial balance. Part of the strategy
was to look at developing clinical
thresholds for some surgical pro-
cedures. Our initial list contained
10 procedures but the press

Patients with a BMI over 30 are being refused joint
surgery by a Sussex Primary Care Trust. It follows
new NICE guidelines stating that patients lifestyles
can be taken into account in determining if a treat-
ment would be ‘clinically and cost effective’.

Is it ethical? Does it go against what we stand for as
doctors? Michelle Connolly and Nicole Chiang asked
those involved for their arguments.
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Haslam - Purely and simply on
clinical risk/benefit on an individ-
ual patient basis.

W h a t
do you say to
the argument
there's no point in let-
ting obese people have
replacement hips, as
they'll only break under the
weight?

F
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Summers - I have some
sympathy with this argu-
ment. It's unfair on the
patient if they are to
undergo an operation
that has little chance of
success.  However, obe-
sity is a disease and peo-
ple with it should not be
ostracised. Each case has to
be looked at on its individual
merits.

Should obese people be
forced to lose weight before
undergoing surgery?

Summers- Yes, but only on
clinical grounds. There is also the
moral argument that some people
are large because they want to be
like that, so making them lose
weight could be seen as an
infringement on their privacy.

What are the implications of
this ban on patients, the NHS and
doctors?

Keeble- The implications for
patients in the short term are
delayed operations. In the longer
term, we hope now that people in
the area and their doctors are
aware of these criteria, they may
make more of an effort to get their
weight down when they start to get

Can patients
be too fat to

fix?

symptoms. This will be good for
their general health and may even
mean that they can avoid what is
still a major operation.

Should other PCTs adopt a
similar approach?

Keeble - I have had several
communications from PCTs across
the country looking for
more details on what we
have done. By going pub-
lic on this we helped to cre-
ate the possibility for a
mature debate to take place
both about the responsibilities
that people have for their own
health and about what the NHS
should and should not be funding.
Unfortunately the media is so keen

“It may spread geo-
graphically, and to
other disease areas.
Hip replacement is
not a luxury, but an
essential operation,
so what next?  CABG
banned in BMI 30+ ?”

Dr David Haslam
Chairman
National Obesity Forum

Michael Summers
Chairman
The Patient’s Association

Dr Brian Keeble
Director of Public Health
Ipswich Primary Care Trust

to sensationalise and criticise, pre-
sumably because they have
worked out that this approach sells
papers, that the opportunity for
such a mature debate never really
materialised.

Dr David Haslam
Chairman
National Obesity Forum
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“I was using cocaine daily
during my third year,” Kieran,
an ex-medical student told
JuniorDr. “It was a stressful time
and my way of coping was to
block it all out with drugs.”  

Kieran now works in the City
but says he didn’t understand the
impact his ‘habit’was having at
medical school. “I didn’t see it as a
problem at the time, despite com-
ments from friends.” 

“A big drinking culture goes
on anyway, and I lived by the
‘work hard, play hard’motto,” he
said. “It came to a head when I
kept going over my overdraft to
fund my nights outs.  I subsequent-
ly failed my exams, the resits and
was unable to complete my
degree.”

Despite cocaine use remaining
rife in the capital Kieran sees
things differently these days. “You
can’t avoid becoming addicted.
The high was intense but the next
day was always a complete write-
off,” he feels now. “I don’t believe
professionals making decisions
about peoples’lives should do so
after a night of drug abuse”.

Cocaine in Britain

Kieran isn’t alone. Nearly four
million Brits have tried Class A
drugs such as cocaine, ecstasy or
magic mushrooms. A total of 11
million admit to having sampled
some type of illegal drug.  

Doctors as a profession rate
highly in the addiction stakes with
binge drinking and drug abuse
recognised as occupational haz-
ards. The last study in 1998 by the
BMA estimated that 1 in 15 doc-
tors were alcohol or drug depend-
ent – significantly higher than in
the general population. Further

figures from 2001 show that 72 per
cent of doctors embroiled in GMC
complaints procedures had alcohol
or drug problems1.

Use among doctors

Although cocaine is widely
available and glamourised by
celebrities it remains an illegal
Class A drug. Doctors found in
possession of the substance face
criminal prosecution along with
plenty of questions regarding fit-
ness to practice.  

Such consequences however,
fail to prevent 11 per cent of junior
doctors using cocaine on a regular
basis, and a further 10 per cent
experimenting from time to time
according to a BMAstudy2. 

JuniorDr spoke to Sarah, one
such medic. Halfway through a
stressful house year, she has been
using cocaine recreationally since
her student days.  

“It’ s not something I do all the
time,” she says. “I have a busy
work life and am often exhausted
at the end of a shift.  I want to have
some sort of social life outside of
work, so a few lines of coke before
a big night out can give me the lift
I need.”

Drug and alcohol dependence
among the profession has lead to
calls for random drug testing of

The Law

According to the Misuse of
Drugs Act 2005 cocaine is a
Class A controlled drug. It is a
criminal offence to ‘unlawfully
possess’(with or without intent
to supply), to import or export
the drug or to produce it. The
police have ‘stop and search’
powers to enforce the law.
Patients addicted to cocaine are
required to be notified to the
Chief Medical Officer and doc-
tors are only permitted to pre-
scribe cocaine in rare circum-
stances with a licence from the
Home Secretary.

Drugged
doctors

Kate Moss’s cocaine antics unleashed a barrage of media attention onto the ‘white stuff’,
and according to the latest British Crime Survey she isn’t alone in her pricey habit
Welch looks at the drug and its use among medical students and doctors.

Where to turn for help

Doctors’ Support Line
www.dsn.org.uk
0870 7650001
British Doctors and Dentist
Groups
01252 316076
Sick Doctors’Trust
0870 4446153
BMA Counselling Service
www.bma.org.uk
08459 200169

“I was using
cocaine daily 
during my third
year. It was a
stressful time
and my way of
coping was to
block it all out
with drugs.”
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Websites that promote
weight loss to those who are clin-
ically underweight belong to the
‘Pr o Ana’ movement. Pro-Ana
stands for ‘pr o-anorexia’.  ‘Ana’
is the affectionate personifica-
tion used by sufferers of this
often deadly illness.

Pro-anorexics believe they are
masters of their illness, free from
the desire to become rid of it.
They are emaciated, self-pro-
claimed champions of the move-
ment, whose aim is to beautify and
promote the anorexic state.  Their
motto is ‘Anorexia is not a disease,
it’s a way of life’.

Food Porn

The movement manifests itself
through largely American-based
websites and discussion boards,
frequented by users with names
such as ‘Dying 2 b Thin’,
‘Starving for Perfection’ and
‘Never 2 thin’.  A popular feature
of any Pro-Ana website is ‘food
porn’. Here the anorexic is invited
to salivate over pictures of ham-
burgers, pizzas, ice cream and
cakes, forcing themselves to
become sated. There is everything
imaginable to keep the anorexic

loyal to Ana, from lists of ‘safe
foods’, to tricks on how to min-
imise calorie intake at times when
this may prove difficult, such as
Christmas and birthdays.
Waverers draw ‘thinsperation’
from picture galleries of unhealth-
ily thin women. The skinnier a
woman is, the closer she is to per-
fection goes the belief, hence a
decidedly emaciated Jodie Kidd is
lauded as ‘perfect’.

Ten Commandments

Even more startling is that for
some hardened anorexics the Pro-
Ana movement is more than a
chance to exchange views and tips
with others: it’s a religion. There
are prayers and poems in the name
of Ana, who is feted in a god-like
manner. The first of the Pro-Ana
Ten Commandments demands that
‘Thou shalt not eat without feeling
guilty’. Other favourite quotes are
‘Nothing tastes as good as thin
feels’, ‘Hunger hurts but starving
works’. And the Latin ‘Quod me
nutrit, me destruit’- What nourish-
es me destroys me’.

Nobody knows exactly when
or how the Pro-Ana movement
began but the sites were first
exposed en masseto the public in
2001. That year, servers such as
Yahoo were successfully peti-
tioned to ban the material because
of its damaging message to young
people. However, many Pro-Ana

sites pre-empted this move and
rebranded themselves simply as
‘diet’ websites continuing with the
same content and message.

Mental Illness

The Eating Disorders
Association told JuniorDr of their
concern of the Pro-Ana movement.
“These websites are incredibly
damaging because the people
behind them have become so psy-
chologically entrenched in their ill-
ness, to the extent that they no
longer think rationally. So not only
do they have an eating disorder,
but they also have a psychiatric ill-
ness”.

Professor Janet Treasure said:
“These sites illustrate the confu-
sion that people with eating disor-
ders face. Part of them recognises
that they or other people say they
need help and yet in many ways
pro-anorexia offers a solution, that
is communication with other suf-
ferers.  Treatment involves work-
ing with this ambivalence”.

Fur ther information
> Institute of Psychiatry Eating Disorders
www.eatingresearch.com 
> Eating Disorders Association,
www.edauk.com

Pro-anorexia
Googling eating disorders a few years ago would have led you to
numerous support groups helping sufferers on the road to recovery.
Today, however, type in ‘anorexia’ and you’ll discover websites that
laugh at the notion of recovery and celebrate the ‘benefits of illness’.

“Nothing tastes as good
as thin feels”

“Hunger hurts but starv-
ing works”
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doctors. 
Sarah sees this as an invasion

of privacy: “What I choose to do
in my private life bears no reflec-
tion on the sort of doctor I am.
Plenty of my colleagues go out
and drink themselves silly every
night, then turn up to work the
next day barely able to function.
Taking cocaine doesn’t impinge on
my working life like that.”

C17H21NO4

Benzoy lme thy lecgon ine
(C17H21NO4) or cocaine to you and
me, is an alkaloid derived from the
erythroxylon coca plant. The dis-
tinctive white powder snorted
through a crisp, rolled twenty is
cocaine hydrochloride.  

Crack cocaine is produced
from heating cocaine hydrochlo-
ride, water and sodium bicarbon-
ate. On cooling rocks precipitate,
which are smoked, or heated on
foil and the vapour inhaled.

Cocaine takes effect almost
instantaneously when injected or
smoked, or after about fifteen min-
utes when snorted. In the brain it
blocks the dopamine reuptake
transporter which activates the
limbic system, causing the charac-
teristic euphoria. 

Cocaine accounts for most
substance related deaths, often
when alcohol is taken concurrent-
ly. Increased doses result in
arrhythmia, seizures, MI, stroke
and respiratory arrest. Users also
characteristically become anxious,
irritable and impulsive. 

References
[1] The Annual British Crime Survey 2005 – Home
Office 
[2] British Medical Association.  The misuse of
alcohol and other drugs by doctors. London: BMA,
1998
The names Kieran and Sarah have been used to
hide the identity of those featured.

Druggedup
doctors

Kate Moss’s cocaine antics unleashed a barrage of media attention onto the ‘white stuff’,
vey she isn’t alone in her pricey habit. Ellen

Welch looks at the drug and its use among medical students and doctors.

JuniorDr
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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 professional groups 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 MLP contact us atinfo@mlpuk.co.ukor call 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 and Bristol

www.mlp-plc.co.uk
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Maggots
- Taking the bite out
of wounds

Chronic wounds and skin
ulcers have always been difficult
to treat. One important example
is that of diabetic foot ulcers that
fr equently result in amputation.

Numerous observations of sol-
diers at war in past centuries have
shown that wounds accidentally
infested with maggots not only
healed quicker but also appeared
to protect the host from acquiring
septicaemia. Since the late eigh-
teenth century, studies of con-
trolled, sterile management of
infected wounds, abscesses and
osteomyelitis with MDThad been
successful and popular until the
introduction of antibiotics and
aseptic techniques in 1940’s,
where it was used only as a last
resort. Interest in the little crea-
tures has once again grown recent-
ly because of the emergence of
antibiotic resistant microorgan-
isms - MDTcan reduce the risk of
acquiring an MRSA-related ill-
ness.

Certain species of larvae, par-
ticularly the green bottle blowfly
(lucilla sericata), feed on necrotic
tissue only and don’t invade inter-
nal organs or break away from
each other. They provide a useful
method of removing necrotic tis-
sue that would normally impede
new tissue formation. They also
release exudates containing certain
proteolytic enzymes and chemi-

cals such as allantoin, ammonia
and calcium carbonate that act as
antimicrobial agents and possibly
as growth factors to encourage
wound healing. Some believe that
the physical effects of the crawling
maggots and sucking of debris and
bacteria also assist in these
processes.

It is recommended that
between five and ten maggots are
used per centimetre squared of
wound and up to 1000 maggots
can be introduced into the wound
at any one time. They are kept in
place via hydrocolloid dressings
(double layered and designed to
allow oxygen in and exudates and
debris out) and are usually left for
three days. A number of applica-
tions may be needed depending on
severity of the wound and the
amount of necrotic tissue removal
desired. MDTis mostly used on
chronic, external, non life-threat-
ening wounds, where other inter-
ventions have failed, and has even
been successfully used for necro-
tising fasciitis and other situations
where surgery would have been

risky.
Candidates should be chosen

with care. Those with a purulent,
sloughy, skin lesion that is resistant
or not completely responsive to
treatment will benefit from MDT.
It can be used alone (important
when costs need to be kept mini-
mal) or supplementary to medical
or surgical treatment. Although
studies are difficult to accurately
evaluate and compare, it has been
observed that in 80-95 per cent of
cases most or all debridment is
removed via MDT. 

There is substantial evidence to
advocate the use of larval therapy
in chronic leg/pressure/venous sta-
sis ulcers, diabetic foot wounds,
traumatic and post-surgical
wounds and even burns or necrotic
tumours. MDTis simple, cost-effi -
cient, effective and rapid, without
any known side effects aside from
itching/tickling sensations felt by
some patients. It is becoming more
and more popular in hospitals
across the globe, and as our knowl-
edge increases, will probably open
the doorway to more unconven-
tional forms of medical treatment.

(1) "Myiasis: The Rise and Fall of
Maggot Therapy", D. Morgan, Journal of
Tissue Viability , 1995, 43-51, 5(2)

Pros

• Simple and fast.
• Cost-effective, especially in
third world countries.
• Decreases chronic wound
healing time and efficiency
• Eliminates odour of necrotic
tissue.
• Reduces morbidity and mor-
tality by preventing infection
of the wound.
• An alternative to
medical/surgical methods that
have failed or are unsuitable
for the patient.
• No side effects reported
apart from slight physical dis-
comfort.

Cons

• Disgust/revulsion/other psy-
chological distress.
• Pain/tickling/itchiness.
• Fear of maggots escaping/
burrowing into skin/maturing
into flies (in fact, this is not
true as mature larvae need to
leave the wound to turn into
pupae and then adult flies).
• Potential allergic risk
(although none has been
reported thus far).
• Require an experienced cli-
nician to select and sterilise
the right species of maggots.

Most people, with the exception of fishermen and extreme animal lovers, will be disgusted by the thought of maggots crawling onto their skin. You
can instantaneously conjure up an image of a rotting body plagued with flesh-sucking creepy crawlies. In fact, myiasis is the very term given to the
‘infestation of live humans and animals with dipterous larvae which feed on the host’s dead or living tissue, liquid body substances or ingested
food’. But as Amilia Youkhana explains, despite its ickiness, maggot debridement therapy (MDT) could be a significant part of the management of
chronic inflammatory processes such as wounds, ulcers, burns and even necrotic tumours.

“The latest technologi-
cal instrument in the

surgeon’s tray  can be
bought from your local

angling shop” 

JuniorDr
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been fundamental to recent
advances in cancer research and he
has written several books on mod-
ern patient care.

The son of a Polish army cap-
tain and a Scottish schoolteacher,
as a child Sikora launched home-
made rockets from his backyard.
The premature death of his father
just after hearing his young son
had won a place at Cambridge
meant a scholarly student life: “I
lived at home with my mother and
commuted in, so I wasn't involved
in the 'drinking in the school bar'
kind of thing.”

The loss of his father to lung
cancer, aged just 56, also had a
massive effect on his career: “I
realised I wanted to do something
that involved a serious illness, and
had a scientific base that was like-
ly to change over my lifetime:
both those things are true about
cancer. Unfortunately, the speed of
change in cancer and the clinical
benefits has not been as fast as one
would have predicted 30 years
ago.”

Private Medical School Dean

Ever controversial, Sikora has
recently made the papers as he
embarks on new crusade to, as he
puts it, ‘dramatically diversify
medical school entry’as Dean of
Britain's first private medical
school. Even with the recent open-
ing of three new government fund-
ed medical schools it is something
that Sikora feels passionately
about: “Medical school selection
has become so 'socially engi-
neered' and political. I think the

“I have no hobbies whatso-
ever, but I do like trains! I was
Father Christmas on the 'Santa
Special' train and my daughters
were my little helpers!”

Sikora is a fresh-looking,
slight and particularly dressed
man uncontaminated by the lethar-
gy, which by his own admission,
has infiltrated other senior medics
of his generation. Far from the
nerdy train-spotter his press com-
ments might suggest he appears
animated and sincere and obvious-
ly loves his job: “I am happiest
when I am working,” he smiles,
sipping from a child-sized
'Snoopy' mug, “My wife under-
stands that.”

His CV is a multitude of acco-
lades with distinctions such as
chief of the World Health
Organisation Cancer Programme,
professor of cancer medicine at
Imperial College and senior advi-
sor to several major pharmaceuti-
cal companies. Sikora's work has

“Medical school
selection has
become so 'socially
engineered' and polit-
ical. I think the med-
ical profession has
lost the 'nice bit' of
medicine, I think we
need to try and retain
a bit more of the 'Dr
Finlay' approach.”

“We are just as will-
ing to take a student
with a degree in
Anglo-Saxon history
as one who has stud-
ied pharmacology, as
long as we are con-
vinced of their pas-
sion for medicine,
and their intellectual
capability.”

Professor Karol Sikora was one of the first doc-
tors to contradict general medical opinion and
advocate alternative therapy in cancer treat-
ment. He is regarded as one of the world's lead-
ing minds on cancer care and Britain's most
outspoken and controversial doctor, he was
also not quite what JuniorDr's Natasha Murray
was expecting when they met.

medical profession has lost the
'nice bit' of medicine, I think we
need to try and retain a bit more of
the 'Dr Finlay' approach.”

Selection is limited to graduate
applicants only and will occur over
a gruelling two days. “We want
students who are determined, moti-
vated and capable. Our typical stu-
dent would be in their twenties or
earlier thirties who has had a bit of
life and business experience,”
Sikora explains. “We are just as
willing to take a student with a
degree in Anglo-Saxon history as
one who has studied pharmacolo-
gy, as long as we are convinced of
their passion for medicine, and
their intellectual capability.”

The Royal College of
Physicians recently published a
report suggesting that medical
schools should move away from
using top grades in science 'A' lev-
els as the primary selection crite-
ria, recommendations which are
reflected in Sikora's method. “A
good doctor needs the ability to lis-
ten to his patient, and to under-
stand what the patient is worried
about. Medicine is more often not
a technical exercise, and is about
allowing the patient to express
their worries and leave the room
feeling satisfied… in the allotted
time of course. Often these skills
are innate and cannot be taught.”

A geek with the human touch

Professor Sikora is a living,
breathing oxymoron - a man with a
PhD in molecular biology whose
work into gene therapy will revo-
lutionise oncology, but says that

Karol Sikora
JuniorDr
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doctors must rely less on technol-
ogy. He is a man who, as a student
canvassed for Harold Wilson, yet
about to open a medical school
charging an estimated £10,000 a
year in fees, way out of financial
reach of most applicants. He talks
about training business-savvy stu-
dents who will understand what
makes the NHS tick, but is con-
cerned that future medics will
become merely technicians herded
by financial managers. He is an
avid train-spotter, but one with
social skills. Yet despite his con-
tradictions, Sikora does practice
what he preaches. I leave after my
allotted hour feeling satisfied and
pleased that I had met a rare
anomaly, a science geek with the
human touch.

- Cancer, private medical schools and
Snoopy mugs
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As part of the process to
tackle the challenges ahead, over
the past 3 years Lord Adair
Turner has been compiling a
report looking at UK pension
planning. There are a numberof
issues:

The first is the ageing popula-
tion. In 1950 there were 5 people
of working age for every pension-
er. The ratio has now fallen to 4:1
and by 2050, it is expected that this
will have fallen further to just 2
working people to every pensioner.

To add to the problem life
expectancy is increasing and it is
clear that the state pension, already
one of the UK Government's
largest expenses, may become
unsustainable. 

Secondly, the lack of retire-
ment savings is due to many possi-
ble reasons: lack of incentive, poor
investment returns, rising house

prices and university debts. The
dramatic rise in house prices dur-
ing recent years has meant that
those not on the property ladder
are channelling resources towards
saving a deposit rather than plan-
ning for retirement. 

The most affected by any crisis
would be today's 20 and 30-some-
things. With university debts to
repay and the UK's pre-occupation
with home ownership, planning for
retirement is invariably not a prior-
ity.

How will this affect the NHS?
At present the NHS pension is a
contributory final salary scheme.
This means that members pay 6%
of their gross wage. The NHS pays
around 14% of gross wage on the
employee's behalf. The scheme
operates on a 1/80th accrual,
meaning that members accumulate
an 80th of final salary for each

year worked in the NHS. The cur-
rent maximum by age 60 is
40/80ths, i.e. half of final salary.
For most members, the final salary
is the highest pay in any of the last
3 years of work and they are enti-
tled to tax free cash at age 60
equivalent to 3 times the annual
pension. The scheme also offers a
spouse and dependents certain
death and pension benefits.

The proposed changes to the
NHS pension are not finalised at
present. Both the Government and
the British Medical Association
(BMA) give information that is
vague. Two potential changes are
to increase the normal retirement
age to 65 and introduce a career
average relevant earnings (CARE)
system offering a pension based on
average basic pay across the entire
career of an NHS employee.
Neither of these changes have been
implemented yet and they are
unlikely to be implemented at any
time in the near future. What can
be deduced from this is that the
pension scheme will almost cer-
tainly change in the future and
whatever changes occur are
unlikely to leave members better
off in retirement. 

So what can be done to

improve your retirement income?
Firstly, the NHS offers certain
options which may be used to
enhance your NHS retirement. The
Added Years system allows you to
purchase more 80ths, reducing
your shortfall and in effect allow-
ing you to retire at 60 with a full
NHS pension (40/80). Any mem-
ber of the NHS scheme is able to
purchase Added Years at any time
in their career in order to optimise
their pension entitlement. The
additional cost of doing so is fixed
at the outset but will depend upon
when Added Years are started and
how many are bought. 

The use of a second private
pension will also be available to all
Doctors from the beginning of the
2006/2007 tax year. Up until
5/4/2006 being a member of the
NHS pension has inhibited some
Doctors' ability to have a second
pension. From 6/4/2006 (post A-
Day) any member may invest up to
£215,000 (subject to available
earnings) into a second pension as
long as the lifetime allowance of
£1.5million is not surpassed. This
figure includes the total NHS fund
value, which depending on the
basis of the scheme can be quite
difficult to calculate.

Compared to the population as
a whole, the members of the NHS
Scheme are in an enviable posi-
tion; final salary occupational
schemes are now a rarity owing to
the high associated funding costs.
Taking an alternative view, the
highest pension it is possible to
receive is equivalent to taking a
50% pay cut. With all investments,
time is the critical factor. The
sooner any additional measures are
put in place, the better the chance
of a financially secure retirement. 

For more information, contact
MLP Private Finance PLC on 0845
30 10 999 or info@mlpuk.co.uk.

Turner points the 

way
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JuniorDr
Every few months, on a slow news day, the national press decides that it is time to roll out the well-worn story: The UK has a pensions crisis.
There are headlines such as "You will be living in poverty in retirement", "Pension schemes in multi billion pound deficit" and the ever popular
"You will have to work until age 70".

“The most affected by
any crisis would be
today's 20 and 30-
somethings. With uni-
versity debts to repay
and the UK's pre-
occupation with
home ownership,
planning for retire-
ment is invariably not
a priority.”
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A.  Topical steroids
B.  Artificial tears
C.  Topical tetracycline
D.  Corneal grafting
E.  Topical acyclovir

Test yourself Think you know a melanoma from maligna? Or the difference between a primar y and secondary
pneumothorax? This issue, in association with 123Doc, we bring you a selection of self-test ques -
tions to check your medical knowledge.

A17-year-old Kurdish asylum seeker has had some
ocular discomfort, and complains of blurring of vision
in both eyes. He arrived in this country 2 weeks before -
hand. He has no past medical history , although he was
subject to electric shock torture and regular beatings
during a recent spell of detention. 

On examination, his visual acuity is 6/6 in both eyes.
Fundoscopy is normal bilaterally . His eyelid appears
abnormal, however . What is the management of this
condition?

Q1

 

(A) Primary pneumothorax
(B) Secondary pneumothorax
(C) Duration greater than 2 days
(D) Duration greater than 1 week
(E) Duration greater than 2 weeks
(F) Catamenial pneumothorax
(G) Ipsilateral side
(H) Contralateral side

Each question refers to pneumothorax. Choose the
appropriate answer for each question. 

1. A20-year-old man feels a sudden pain in his left
chest and feels short of breath.
2. Adisorder associated with occurance 3 days before
or after the onset of menses.
3. A63-year-old man, lifelong smoker , feels sudden
pain in his right chest and short of breath
4. Duration of chest drainage after which referral for
surgical management of pneumothorax is indicated
5. Apatient presents after a car crash with distended
neck veins, hypotension and the trachea deviated to
one side. Where do you put the needle ?

Q3

A38-year-old male presented with this lesion on the foot. 

The diagnosis is: 
A.  Lentigo
B.  Acral melanoma
C.  Lentigo maligna
D.  Nodular melanoma
E.  Compound melanocytic naevus

Q2

The following have a much lower concentration in
the cerebrospinal fluid (CSF) than in the cerebral
capillary blood.

A. K+
B. Na+
C. Osmolarity
D. Protein
E. Sugar

Q4

Q5

Answers and Teaching Notes

1 C
This is the appearance of trachoma.                                                                                                      
Chlamydia trachomatis affects some 400 mil-
lion people worldwide. The bacteria are spread
by flies seeking moisture. The bacterium
grows in epithelial cells, causing an inflamma-
tory reaction in the cornea and the conjunctiva.                                                                                                                         
Lymphoid follicles on the tarsal plate are one
of the earliest signs. Localised inflammation
causes scarring, which is why the vision is
affected. This process is exacerbated by the
eyelashes turning inward (trichiasis).                                                                                                                                        
The treatment of individual cases is by either
topical tetracycline or by a course of a
sulphonamide (beware Stevens Johnson syn-
drome). Surgical treatment may be indicated in
advanced cases. Community treatment is of

great importance, and the results of regular
face washing, a supply of clean water and
decent toilets are dramatic. Trachoma was a
major public health problem in Europe prior to
piped water and sewage facilities.

2 1 = A 2 = F   3 = B   4 = D   5 = H 
From a thoracic surgical point of view, pneu-
mothorax may be divided into two main cate-
gories - primary and secondary. 
* Primary pneumothorax is due to a ruptured
subpleural bleb, which may be congenital or
due to localised interstitial emphysema. 
Indications for surgery for primary sponta-
neous pneumothorax (PSP) include: 
- Persistent air leak (<1 week) 
- Failure of lung to re-expand 
- Recurrent (possibly operate after 2 weeks) 

3 C
Both aluminium and magnesium containing
antacids such as magnesium carbonate,
hydroxide and trisilicate and aluminium glyci-
nate and hydroxide, being relatively insoluble
in water, are long acting and retained in the
stomach. They give good symptomatic relief
but rarely effect healing of the cause of the
dyspepsia. Magnesium containing antacids
tend to be laxative while aluminium containing
preparations may be constipating especially if
taken in large quantities. Aluminium accumu-
lation is not a risk if renal function is normal.

4 D
CSF has a very low plasma concentration
because large protein molecules cannot cross
the blood-brain barrier. The Na+ concentration
is roughly the same or slightly more in CSF

and the K+ concentration is slightly less in
CSF. The CSF sugar content is about two third
than that of blood.

5 B
Acral refers to the involvement of palms and
soles. In malignant melanoma, depth of inva-
sion is a good prognostic indicator (Breslow
index) and lesions with less than 0.76 mm are
associated with 98% 5-years survival; progno-
sis worsens with deeper lesions. Melanoma
metastasises to local nodes and liver. Rx ini-
tially local excision, and then 1 cm margins
down to fascia. 3 monthly follow-up for 1 year
and then 6 monthly for 5 years

JuniorDr
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A36 year old enterpreneur is referred for increas -
ing constipation. Over the past few months he has
suffered severe dyspepsia and has been taking
large amounts of antacids. Examination is unre -
markable apart from a loaded rectum. Which of
the following is the MOSTlikely culprit :- 

A.  Sucralfate
B.  Magnesium trisilicate
C.  Aluminium hydroxide
D.  Calcium carbonate
E.  Cimetidine

Get Your 3-Day FREETRIAL
Go to www.123doc.com

Click on FREETRIALand follow the instructions.
You will need to enter this code: JRDOC017
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Count on MPS to support you
through your foundation years

For more information call 0845 718 7187
Or visit www.mps.org.uk/foundationyears

Professional support and expert advice

¥ 24 hour medico-legal emergency advice line

¥ 25% exclusive discount on PasTest Online Revision

¥ FREE access to the online Clinical Foundation 
Programme provided by doctors.net.uk

¥ Quarterly Casebook with case 
reports and risk management advice

¥ Case reports and fact sheets via our website

A Casebook feature on using chaperones for intimate
examinations quickly became one of the most visited articles
when it was published on the MPS website. Close Encounters
of the Risky Kind1 looked at how misunderstandings over
examinations of the breasts, genitalia or rectum can lead to
distressing accusations, while improved communication and
using a chaperone could mitigate these risks.

In September 2004, the Department of Health published the
Ayling report2, which recommended that all Trusts and primary
care practices should have an explicit policy on the use of
chaperones. Nevertheless, in the past year, a junior doctor
working in a Scottish hospital was criticised during a sexual
assault trial for failing to use a chaperone and make notes when
examining a female patientÕs genital area.3

As a junior doctor or GP registrar, you may find yourself in a
situation where you feel a patient needs an intimate
examination, but you feel uncomfortable with the
circumstances. Or you may have experienced a tricky
consultation with a patient previously and would feel more
comfortable having a third party present. However, you may be
worried that if you suggest having a chaperone present the
patient may think you are being overly defensive. 

HereÕs a brief summary to help you avoid medico-legal pitfalls
around intimate examinations and when deciding whether to
use a chaperone, based on the GMCÕs 2001 guidance.3

¥ Explain to the patient why such an examination is necessary
and give them the opportunity to ask questions. Most people
will feel embarrassed and vulnerable in this situation. Seek
their concerns or any beliefs they have that might influence
how they view the need for any examination and offer
reassurance.

¥ Describe what will happen in the examination in terms the
patient will understand, mentioning any possible discomfort or
pain. Patients may not understand why you want to check
one part of their body when their symptoms are in another
area. By clarifying the reasons, you can avert the risk of
misunderstandings.

¥ Offer the patient a chaperone. Another member of the clinical
team, who you should introduce by their role in the practice,
would be most appropriate. The RCGPÕs patient-partnership
group advises against using receptionists. Friends and
relatives may not be a good option due to potential
embarrassment and confidentiality issues. If a chaperone has
been present record their identity in the patientÕs notes. Also
note if a chaperone was offered but turned down.

¥ If you are unable to offer a chaperone, explain the reasons to
the patient and offer to reschedule the examination. Record
any such discussion and the outcome.

¥ Make sure you get the patientÕs consent for the procedure
and record this in their notes. 

¥ Give the patient privacy to undress and dress. Only help them
remove clothing if they state your assistance is required;
record this in their notes. Make attempts to preserve their
dignity wherever possible. Avoid exposing more of their body
than is necessary.

¥ Describe what you are doing at each stage of the examination
and why. Avoid making any unnecessary personal comments;
these could be misconstrued because of the situation.
Afterwards, explain the outcome and what will happen next.

¥ If the patient asks you to stop the examination, do so.

¥ Keep the presence of the chaperone to the minimum
required. They do not need to be present for any subsequent
discussion of the patientÕs condition or treatment, for
example.

Although there arenÕt any concrete rules about when to use a
chaperone, MPS picks out the following as risk areas:

Ð Being the same sex as the patient does not negate the need
for a chaperone;

Ð Age is not a factor, the elderly and young children can be just
as uncomfortable with the situation as a teenager;

Ð Consider the patientÕs religious/cultural beliefs; and

Ð Follow your gut feeling: if you feel uneasy or the patient
seems unwilling to be examined, either arrange for a third
party to be present or advise them to see another GP.

References
1. Casebook, 2004(2) 13-14, May 2004

2. Independent Investigation into how the NHS Handled
Allegations about the Conduct of Clifford Ayling, Department 
of Health, 15 July 2004.

3. Expert Critical of DoctorÕs Actions, The Courier, 
24 November 2005

4. Intimate Examinations; General Medical Council, London,
December 2001

When not to go it alone by Annmarie McTigue , Writer, Medical Protection Society
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Ljubljana
Weekend ward escape to

Ljubljana is tiny for a capital
city - it’s the size of Nottingham
(the British city it is twinned with)
but with students making up a
staggering fifth of the population
wandering around in summer it
can feel more like a ghost town.

Underneath this emptiness is
an amazing attempt to appeal to
new European tourists clutching
their shiny mauve passports.
Ljubljana now has more museums
per head than any other city in
Europe. There’s also a reported
10,000 concerts per year and 12
international festivals

To date Ljubljana hasn’t been
overrun with loud, beer-swilling
stag parties. Compared to the new
EU cities of Prague, Riga and
Bratislava it appears on the sur-
face more upmarket and locals
welcome visitors in English.

Where to stay?

There are nearly a hundred
lavish hotels in Ljubljana offering
concierge style service, flatscreen
in-room televisions and free news-
papers but don’t stay there.
Ljubljana is one of the few cities
where you can stay in a prison.

Hostel Celica (www.souhos-
tel.com) is a converted prison with
each “cell” designed by a different

architect. It’s chic and stylish and
costs just £14 per person per night.
Doubling as an art gallery you’re
obliged to let visitors peer through
the cell door bars during the day.
Breakfast is served outside, there’s
a meditation room and free inter-
net access too. The city centre is a
5 minute walk away.

If you don’t fancy a short stay
behind bars the three star City
Hotel is a good option (web.city-
hotel.si) right in the centre. Rooms
from around £50 per night.

Key attractions

Tromostovje (Triple Bridge) -
Marking the centre of Ljubljana
this is the feature that appears on
postcards. It is literally what it’s
called - a ‘triple bridge’- and an
impressive one at that.
Moderna Galerija (Museum of
Modern Ar t) -  Stunning exhibits
with lots of projects based around
the past conflicts that led to the
breakup of Yugoslavia in 1991.
Definitely worth a visit ww.mg-
lj.si.

Nightlife

Cafe Galerija, Mestni trg 5 -
Definitely the trendiest bar in
Ljubljana. Candles light the path

to a Middle Eastern style bar with
vast couches and adorned with
curtains everywhere.
Levstik, Levstikov trg 9 - If
you’re looking for a more original
Slovene experience try Levstik.
With broken walls it’s pretty grot-
ty but has great food and beer!

Find the full Ljubljana guide at
JuniorDr.com

A city which few can pronounce and even fewer can locate may not sound the ideal location for a few days retreat after MRCPs. Surprisingly though,
Ljubljana is the hidden gem of the new EU accession states. It’s got more museums than anywhere else in Europe, is packed with riverside bars and
restaurants, the locals speak English - and where else can you return to Monday’s ward round having spent the weekend in prison and enjoyed it!

JuniorDr
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The pics

Top left - Ljubljana at night;
right - Ljubljana castle; 
Middle - empty bar in the city;
Bottom left - Cell at Hostel
Celica; right - Lake Bled
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Monday

I've been feeling terribly sick
all weekend. I haven't actually
thrown up but the sight of food
makes me nauseated. The drug rep
for clopidogrel is handing out
bacon rolls at our breakfast meet-
ing. They're dripping with fat.
Talk about irony. I excuse myself
and try to escape the room but I'm
caught by John, one of my bosses
(the one who's a complete bas-
tard). He wants some help with a
private list tomorrow. He asks me
this on a weekly basis and I've
finally run out of excuses.

The afternoon clinic drags on
and on. Everyone seems to be on
the same medications and they all
seem to have the same problems.
At about four-thirty, as I am talk-
ing to Mr Wright who is fifty-
seven years old, I excuse myself
and leave quickly. I just about
make it to the toilet as I throw up
half a litre of green bile. I wash
my mouth out and go back to the
consultation.

I get home at seven and go
straight to bed

Tuesday

The beauty of working in a
teaching hospital is that I don't
have to do general medicine. I
smile as I watch my gastro col-
leagues run up the stairs with a list
of patients as long as their colons.
The entire building has gone down
with Norwalk virus and so most of
their elderly patients have copious
amounts of diahorrea and vomit-
ing.

I spend the morning in the
angio suite. I have to say that I'm
getting the hang of this and have
now completed my thirtieth stent
insertion. It's got to the point where
Douglas, one of my bosses, spends
the morning next door drinking
coffee whilst I get on with the list.
I notice that he always has one eye
on the monitors though.

At around five I head back to
the angio suite to help out John. He
does the entire list himself and
only wants me to talk to him for a
couple of hours. He starts to talk
about his wife and the problems
they're having in the bedroom
department. I was feeling better but
the sickness is coming on again.

Wednesday

The morning is spent seeing
all the inpatients. My SHO is on
nights so I've just got a house offi -
cer. His name is Shankar and he's
an overseas graduate, having
trained in India. He's also very
good at his job and I know that if
he says things are ok then they
generally are. This morning he
tells me he's worried about Mr
Singer, a fifty-year-old man post
MI. He's had grumbling abdomi-
nal pains all night. I feel his
abdomen. It's a little hard but not
peritonitic. I tell Shankar not to
worry and to give him an enema.

I get home late and make a few
calls. I open a bottle of Merlot and
have a large glass. My cell goes
and I answer it. It's my ex. We
broke up several months ago but
have been seeing each other on
and off for a few weeks. He wants
to know if I'm free tonight. I think
it over and decide to put it off till
the weekend. I really should stop
before one of us (probably me)
gets hurt.

Thursday

Shanker is again worried about
Mr Singer. I pop up after clinic and
see him briefly. No need to get a
surgical opinion I tell him. What
are they going to say anyway? I
have teaching in the afternoon
which is great. 

We have four new medical stu-
dents who are keen but very green.
I decide to go to town on them and
pull out my bad cop routine. After
an hour one of them looks like
she's going to cry. I soften a little

and end by telling them my philos-
ophy of life at medical school.
Have fun, drink a lot, dance a lot
and make sure you have a lot of
good relations with your fellow
medics. One of them asks what I
think about problem based learn-
ing.

Friday

The morning is spent in angio
suite again. I'm clocking up my
stents and Douglas will soon be
able to drink coffee in his office.
As I'm finishing, I get a call from
Shanker. Mr Singer has perforated.
I excuse myself from the list and
head up to the ward. Shankar, bless
him, has already sorted out the x-
rays and the bloods. When I get
there, he's with Dominick, one of
the nicer general surgeons who I
respect a lot. He finishes examin-
ing the abdomen and turns to me.
He tells me that he's taking him to
theatre and then takes me aside.
“You should have been on the ball
with this one. It shouldn't have
been your house officer who had to
call the alarm.” He leaves and I
feel humiliated, much more so
because Dominick is such a nice
guy.

Before I leave work I head up
the ICU to check in on Mr Singer.
He's not there and a nurse tells me
that he died on the table. I feel sick
again and rush to the toilet. It could
be Norwalk but I haven't had any
diahorrea. As I leave, the nurse
jokes that I could be pregnant. I
stop dead in the middle of ICU. I
need to find a chemist, fast.
‘Jill’ is a real-life cardiology SpR at a busy
London Teaching Hospital. Names have
been changed (for obvious reasons!).

The Secret
Diary of a

Cardiology
SpR 

JuniorDr
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Where has all the health gone?

New UN figures show that the average
woman in Zimbabwe can only expect to
live to the age of 34, a man to 37.

In the last twelve months average life
expectancy has fallen by two years.

What are the answers? Join the debate

21
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Top 5
non-medical

medical
books

ability to consent, you should
obtain specialist advice. A psycho-
logical evaluation might be neces-
sary. If the patient cannot give
valid consent, the doctors must act
in the best interests of the patient.

As for the SHO, he should
probably have questioned the SpR
following his brief second visit.
The patient's rapid and unexpected
change of mind coupled with his
uncertain cognitive ability should
have triggered a chorus of alarm
bells in the SHO's mind. If asking
the SpR proved too daunting, he
could have checked with the
patient himself to ensure that this
was what he truly wanted.
Deciding to undergo brain surgery
is no trivial matter, and making
sure that the patient's decision is
informed and autonomous is key
to good medical practice. 

Daniel K. Sokol, Imperial
College Medical Ethics Unit,
London.  www.medicalethicist.net

Any comments, questions or
cases? Contact
daniel.sokol@talk21.com

Medical Ethics and Law

Daniel is co-author of Medical
Ethics and Law: Surviving on the
Wards and Passing Exams.

JuniorDr

Ethical
advisor
I'm a neurosurgery SHO.  The other day, I saw my SpR come out of a
patient's room and say to me “He doesn't want the operation!” (surgery
to evacuate a subdural haematoma).  I told him that the patient has
known dementia.  “Oh, does he?”, he said and went back in.  Literally a
minute later he came out and said “yeap, he wants the operation!”  I did-
n't question my SpR, but it's a little odd, isn't it?

Sure, it's terribly boring but
not knowing about the ins and outs
of consent can get you struck off
the register in a blink of an eye. In
short, consent is the patient's vol-
untary agreement to treatment or
examination. It's important
because it allows the patient to
make his own decisions, guaran-
tees that he hasn't been coerced,
increases the likelihood of patient
cooperation, and prevents you
from getting sued for negligence
or battery. In other words, obtain-
ing consent is essential from both
an ethical and legal point of view.

If a ruffian puts a knife to your
throat and asks for £20, your con-
sent to the generous donation
would not be valid. You were
under pressure to give the money.
To obtain valid consent, the
patient has to be free from pres-
sure and able to refuse. He must
also understand and believe what
he's consenting to and must be
given enough information to
weigh up the pros and cons of the
procedure (e.g. the purpose of the
treatment, the possible side-
effects, the likely prognosis, alter-
native options, etc.). The patient
should also be competent.  

Competence is task-specific.
A child can be competent to
choose between a muffin and a
Crunchie bar but not to assess the
risks and benefits of brain surgery.
In our case, the patient's dementia
does not entail that he can't con-
sent to surgery. Dementia has a
continuum of severity, ranging
from very mild to very severe. The
SpR should have assessed the
patient and it is doubtful that this
could be done in less than a
minute. If unsure about a patient's

A case of dodgy consent
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Medical Ethics and
Law - Surviving on
the Wards and
Passing Exams

Sokol and Bergson
£14.95

ISBN  0954765710

The House of God
Samuel Shem (Black Swan) £7.99

Despite being nearly thirty years old this is the origi-
nal pain, suffering and soul-destroying “life as a first
year doctor” book. Hilarious, yet gut-wrenching at
points it’s easy for any doctor to relate too. Although
American and a touch over-dramatic at times it’s up
there with the ‘Cheese &Onion’ for essential books
that will shape your career.

Complications: A Surgeon’s Notes on an Imperfect
Science
Atul Gawande (Profile Books) £8.99

A beautifully written book that celebrates doctors for
being humans too - and not always making people
well. Atul Gawande was a surgical doctor in Boston
and later went on to write for the New Yorker. He
describes intimately his feelings as a surgeon and
some insights into his fears facing surgery in the
future.

Cynical Acumen: The Anarchic Guide to Clinical
Medicine
John Larkin (Radcliffe) £19.95

Described by the author as “The Hitchhiker’s Guide
to Medicine” it deals with the more ‘practical’aspects
of being a doctor. Relating diverse aspects like cook-
ing and religion to passing the MRCPit’s uniquely
funny and surprisingly educational.

Bedside Stories: Confessions of a Junior Doctor
Michael Foxton (Guardian Books) £7.99

A compilation of Foxton’s columns in the Guardian
over the course of two years. A bit of a rant at the fail-
ings of the NHSand the expectations of being a doc-
tor but pretty hilarious at the same time. 

Emergency!: True Stories from the Nation’s ER
Mark Brown (Saint Martin’s Press) $7.99

Shocking, hilarious and explicit. Mark Brown collect-
ed the most tragic, inspiring and downright bizarre
stories from ER physicians across the US. This is a
compilation of over a hundred of the best. Laugh out
loud funny and tear-jerkingly inspiring.
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Hospital

When your hospital food tastes like the remnants of a liposuction pro-
cedure and the price 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 Doctors’Mess is in the Education Centre near the canteen
- it’s a bit tiny, but there're comfy seats, a nice big TV, newspa-
pers and a kitchenette with a toaster, a fridge and a microwave.
Tea and coffee are provided, but don't use the Education Centres
green crockery unless, for whatever reason, you want to wind
them up. A small room off the mess has at least two computers
that can check e-mail and another that can run various CALpro-
grammes. They’ll insist on teaching you how to use CAL.”

JuniorDrScore - 2/5

> Papworth Hospital, Cambridgeshire

Evian Water 50cl
Enough to make you wet yourself at -

99pWOW!

Walking the
corridors
While we doctors are puzzling over squiggles on ECG traces, prescrib-
ing 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.

‘DAVID’
HOSPITALCHEF (YORKSHIRE)

Working as a chef in a hospital
is very different to working in a
hotel. For a start, the budget is
much less. Can you imagine that
we only have two pounds to spend
on each person for the entire day?
That's all three meals for the price
of a Big Mac at McDonalds.

Also, there's the fact that we
have a few more people to cater
for. When the hospital is full, we
have to cook for seven hundred
patients, and then there's the vari-
ety of food that people never think
about. We need vegetarian, kosher
and vegan. Soft food for the people
with strokes and swallowing diffi -
culties. High protein diets for peo-
ple who are malnourished. 

Here's a tip if you're ever in
hospital then order the Halal
option (whether you're Muslim or
not). We have to bring that in from
our local Indian and as you can
imagine it tastes pretty good.

My day starts at six am. I have
to supervise the morning break-
fasts but they're usually cereals and
toast so that's pretty easy. Lunch
starts getting made at nine. We
have over thirty staff and it can get
pretty hectic. By eleven the porters
are coming down to pick up the
meal trays and transport them
around the hospital.

Things quieten down by one
and most of the staff have an
extended lunch break. By half two
then we're all go again for the
evening meal. This tends to be the

one we spend most of our money
on - it looks good too as evenings
are when relatives visit so it
appears to their family they are
getting a decent meal.

Dinner is shipped out after
five. We always leave thirty or so
meals back as people often want
hot food later on at night. Once we
run out then we can give them
snack boxes which contain sand-
wiches, crisps and chocolates. I
know a junior doctor that orders
them for himself everytime he
works late. I don't complain. 

The other night I passed a
pizza delivery guy taking a stack
of boxes up to the Doctors' Mess.
I've often seen doctors eating food
directly from our meal trays and I
once caught one eating food form a
patient's half finished meal. It's
like they're scavengers at night
with nothing to eat but chocolates
from the vending machines.

They say an Army runs on it's
stomach and that's why they have
such great chefs. We need that sort
of attitude in the hospitals. If it was
up to me, I'd provide free hot food
to all hospital staff throughout the
entire day. Sure it would cost a lot
but think of the improvement to
morale?

I'm usually at home by seven.
Luckily for me, my wife is a great
cook and so the food is completely
different to what I'm preparing at
work. We usually have something
light for dinner. Pasta, a salad or
some fish with vegetables. And
wine. Lots of wine.

Whipps Cross Hospital
Leytonstone

Cool prices at -

65pLOW! Belfast City Hospital
Belfast

Celebrations Chocolates (460g)
They ruin the party at -

£4.85WOW!Princess Alexandra Hospital
Harlow

It’s time to celebrate at -

£3.49LOW! Queen Elizabeth II Hospital
Welwyn Garden City

Snickers bar (standard)
Enough to make you sick -

45pWOW!Whipps Cross Hospital
Leytonstone

Choco-tastic -

38pLOW! Belfast City Hospital
Belfast

Next issue we’re looking for the lowest /highest price of a Bic black
ball pen, the least expensive ‘Get well soon’card and a single banana.
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¥ Exclusive discounts with
for online revision and books

¥ Access to the doctors.net.uk 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 the

doctors.net.uk online
clinical foundation
programme and

receive 

50% OFF
MPS membership

subscription for your
SHO (F2) year. 

Offer ends 30th July 2006.

Email : juniordoctor@mps.org.uk

Call Membership Helpline 
on 0845 718 7187
www.mps.org.uk/foundationyears
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