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and for a greater understanding of
the impact of the proposed
changes.

In a world of ‘doctor-patient
partnerships’, ‘multidisciplinary
teams’ and ‘team centred
approaches’we expected a proper
consultation before the plans were
set in stone. Sure, the Royal
Colleges were asked but raised few
objections to the final draft.
Wouldn’t it have been right to put
the proposal to us, the doctors
affected by the proposed changes.
At least we would have had the
chance to have our say.

Unfortunately it looks unlikely
we’ll be able to delay the arrival of
this monster patient and unfortu-
nately on this occasion we're all
holding the crash bleep. In the next
issue of JuniorDr we’ll have an
understandable guide to MMC and
how it affects you. In the meantime
you can participate in the ongoing
discussion via our website.
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JuniorDr is not a publication of the NHS,
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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-
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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.

Throughout the country doc-
tors wait. A critical patient is
expected. Nobody knows when it
will arrive. Nobody knows any-
thing. Deep in their stomachs they
feel that anxious, sick feeling - the
feeling that even with their best
efforts the patient is unlikely to
pull through.

Soon, at every hospital
Modernising Medical Careers is
going to be slamming through the
emergency doors. It is likely to be
the toughest patient that us doctors
will have to resuscitate in recent
years and it is likely to affect the
way we work forever.

Few people believe that MMC
in it’s current format will benefit
training, even fewer believe it will
benefit the patients. Hundreds of
doctors are threatening to quit the
profession. Many more may do so
when they finally understand the
confusion of what is actually hap-
pening.

The Deaneries have also taken
the step of warning consultants of
the disruption to their clinical
duties from the ‘unprecedented'’
number of interviews.

From the outside it appears
that MMC is being made-up along
the way with no-one sure of what’s
actually happening. Why push
ahead? The BMA Junior Doctor’s
Committee have called for a delay

MMC: Coming soon to
all hospitals near you

Editorial

“The Deaneries have
also taken the step of
warning consultants of
the disruption to their
clinical duties from the
'unprecedented' number
of interviews”
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News Pulse
Tell us your news. Email the team at newsdesk@juniordr.com
or call us on 020 7684 2343

Doctors who believe they
have committed a majormedical
error in the last three months are
more likely to report symptoms
of burnout and depression,
which may increase the risk of
futur e errors.

The results of the study, pub-
lished in the Journal of the
American Medical Association
(JAMA) showed that those who
reported an error experienced sub-
stantially higher levels of burnout
and were three times more likely to
display the indicator signs for
depression. The survey looked at
doctors prospectively from qualifi-
cation at quarterly intervals. 

“In addition to the obvious
negative effects of errors on
patients, studies have shown that
the physicians involved often
experience shame, distress and
depression,” says Dr Shanafelt the
lead clinician in the study.

Almost 15 per cent of the 104
participants reported making an
error in the previous three months.
The connection between errors and
the levels of distress also worked
in reverse with those scoring high
on burnout twice as likely to report

Making medical errors causes
burnout and depression

NEWYORK

Working Conditions

“Making an error also
has a strong effect on
burnout, empathy
and depression, and
this forms a vicious
cycle that can nega-
tively impact patient
care.”
Dr Colin West
Study author

> Key facts

Junior doctors in Scotland
have called the lack of informa-
tion regarding MMC as ‘unac-
ceptable’ and demanded action
in a letter to the Chief Medical
Officer this week.

In the letter they warned that
they would be unable to support
the implementation of MMC in
Scotland unless its concerns are
addressed. If not, it states that doc-

Scottish docs demand MMC action
GLASGOW

The NHS

> Those who reported an error
were three times more likely to
display the indicator signs for
depression

tors will join the call for a UK
wide delay of implementation of
the next phase of MMC specialty
training.

They have requested clarifica-
tion on the number of actual places
available in each specialty in
Scotland, details on programmes
designed for each specialty and
whether doctors will be able to
express a location preference
when applying for posts.

“Implementation of specialty
training represents the biggest sin-
gle threat to the future of our
trainees and their careers in
decades. Junior doctors across
Scotland demand answers on how
our concerns will be resolved,”
says Dr Graeme Eunson, Chair of
the BMA's Scottish Junior Doctors
Committee.

“Until recently we believed
that implementation of the pro-

gramme in Scotland was on track
and would work, however, we
know that this is only the case for
some specialties. Unless all spe-
cialties are prepared to take a con-
sistent approach, this new training
programme will fail.”

an error in the next three months.
They also found a trend towards
increased future errors for physi-
cians with symptoms of depres-
sion.

“Not only are physicians who
perceive they have made errors
more likely to experience burnout
and symptoms of depression, but
those who are distressed appear
more likely to make an error in the
next three months,” says Dr.
Shanafelt

“Much of the quality improve-
ment movement has rightly
focused on adjusting systems to
prevent errors,” says Dr Colin
West, one of the reports’authors. 

“It’ s important to do whatever
we can in the practice environment
and care system to build in safe-
guards, but our study highlights
the human dimension. If a physi-
cian is experiencing personal dis-
tress, it makes a future error more
likely. Making an error also has a
strong effect on burnout, empathy
and depression, and this forms a
vicious cycle that can negatively
impact patient care.”

Association of Perceived Medical Errors With
Resident Distress and Empathy: A Prospective
Longitudinal Study JAMA, September 6, 2006; 296:
1071 - 1078. 



hours period.
The study found that over the

same period the number of atten-
dences for major illness or trauma,
which would normally bypass the
GP, had hardly altered at all. It mir-
rors a report from the British
Association of Emergency
Medicine that states that atten-
dences across the country are up
by 13 per cent.

A similar pattern was seen in
Netherlands in 2000 when out of
hours care was also restructured.
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A+E units suffer as GP’s
contracts change
WARWICK

Dr Michael Lipkin
Study Researcher
Northwestern University, Washington

“Emphasis on end-of-life
care, terminal illness
and the use of discontin-
uation of life-sustaining
medical treatment has
obscured the need for
advance planning in the
regular care of all com-
petent adult patients.”

The NHS

Identifying a medical
proxy should be part of
routine medical care

Patients should be asked to
identify a medical proxy as part
of the admission process, sug-
gests a study published in the
Journal of General Internal
Medicine.

One-third of married individu-
als choose someone other than
their spouse as a surrogate for
medical decision-making accord-
ing to the study carried out by
Northwestern University,
Washington. The results come con-
trary to normal procedure in which
physicians regularly look to the
spouse as informal surrogates.

A study of patients at the
University of Chicago found that
less than 26 per cent of patients
had been asked to identify a med-
ical proxy. Additionally, over a

quarter of survey participants
chose someone other than the per-
son identified as an emergency
contact to act as proxy in medical
decision-making.

“Emphasis on end-of-life care,
terminal illness and the use of dis-
continuation of life-sustaining
medical treatment has obscured
the need for advance planning in
the regular care of all competent
adult patients,” said Dr Michael
Lipkin, study researcher.

The study also found that
where adult patients did chose a
parent, sibling or child as their
medical proxy they prefer their
mothers, sisters and daughters to
serve as medical proxies over
fathers, brothers and sons.

h t t p : / / w w w . b l a c k w e l l -
synergy.com/toc/jgi/0/0

CHICAGO

Patient Care

Lightning Callers
Doctors have warned of the

risk of using mobile phones out-
doors during stormy weather in
this month’s BMJ. It follows a 15
year old girl who was struck by
lightning in a London park whilst
using her mobile. When someone
is struck by lightning the high
resistance of human skin results in
lightning being conducted over the
skin without entering the body,
explained the authors. Using a
conductive material, such as a
mobile phone, disrupts the
flashover and results in internal
injury with greater death rates. 

http://www.bmj.com/cgi/content/full/332/755
6/1513

More time for tea
Adults in Japan who con-

sumed higher amounts of green
tea had a lower risk of death due to
all causes including cardiovascu-
lar disease, according to a study in
JAMA this month. But there was
no link between green tea con-
sumption and a reduced risk of
death due to cancer. Those who
consumed five or more cups a day
had a risk of all-cause mortality
that was  26 percent lower during
the seven years of follow-up. 

JAMA. 2006;296:1255-1265

New deposit account
UK Biobank, a futuristic med-

ical project aimed at improving
the prevention, diagnosis and
treatment of cancer, heart disease,
diabetes and other serious condi-
tions was launched this month.
The £61 million project will gath-
er, store and protect a vast bank of
medical data and material that
researchers will study in decades
to come. The aim is to understand
how the complex interplay of
genes, lifestyle and environment
affect our risk of disease. It aims
to  eventually recruit half a million
volunteers aged 40 to 69.

Sniffing out sepsis
The University of Manchester

has received £1m to develop a
new device able to ‘sniff out’
harmful infections. The funding
will be used to create a non-inva-
sive wound monitor to treat
patients with severe burns, skin
ulcers or gaping wounds. When
bacteria metabolises inside a
wound, molecules of that bacteria
are emitted into the air. Using state
of the art sensors they hope to be
able to detect and diagnose the
presence of an infection almost
instantaneously.

> 27 per cent increase in atten-
dences to A+E departments
> GPtreatable attendances
increased by 51 per cent
> 13 per cent increase in atten-
dance across country as a whole

> Key facts

Accident and Emergency
departments are facing
increased demands as a direct
results of changes to the GPcon-
tract in 2004, according to study
by Warwick University. The
changes then led to GPs trans-
ferring out of hours service to
Primar y Care Organisations

The study which looked at
Foundation NHS Trusts in the
Heart of England region found that
out of hours attendances at hospital
emergency departments had
increased by 27 per cent. Less
severe conditions - the sort that
may by suitable for care by a GP-
had increased by 51 per cent.

They also found that one of the
biggest increases was the number
of children presenting with respira-
tory conditions - the most common
problem seen by GPs in the out of



Calls to kick rugby scrums
into touch

Calls for contested scrums in
rugby union to be banned have
been made in the BMJ this
month. 

James Bourke, consultant sur-
geon and honorary medical officer
to Nottingham Rugby Football
Club, made the recommendations
after experiencing six serious
spinal cord injuries related to the
contested scrum in his 30 years
service. 

In Australia no acute spinal
cord injuries have occurred in
rugby league since contested
scrums stopped being allowed in
1996. “An incident involving two
young players who are now wheel-
chair dependent occurred recently

in my experience in rugby union
and have caused me to change my
opinion on contested scrums,”
says Bourke. “The consequences
of injury are so great that the con-
tinuing risk of injury cannot be
accepted.” 

He believes rugby union
should follow the example of
rugby league in Australia and ban
contested scrums. “Rugby union
outlawed the ‘flying wedge’and
the ‘cavalry charge’ as they are
potentially dangerous. It should
now also outlaw the contested
scrum,” he concludes.

BMJ; 332: 1281;doi:10.1136/bmj.332.7552.1281

NOTTINGHAM

Patient Care

Cancelled theatre
ops drop to lowest
number since 1999

The number of NHS opera-
tions cancelled at the last minute
is at its lowest since September
1999, according to new figures
released by the Department of
Health. 

Figures released for the period
April to June this year show that
the number of cancellations during
this period were more than 3,000
fewer than in the same period last
year.

“These figures show that
despite financial challenges in
some areas, the NHS is still work-
ing hard to improve access for
patients,” said Health Minister
Caroline Flint.

“Investment and reform are
giving patients more certainty
about their treatment as well as the
fastest access to care.”

“NHS trusts are continuing to
deliver a better service for their
patients. But there can be no room
for complacency - one cancelled
operation is one too many and the

NHS is working hard to reduce
these further.”

The figures show that more
than 99 per cent of operations -
around 1.4million - were carried
out on schedule from April to June
this year.

They also highlight that the
number of patients not treated
within 28 days of a cancellation
was down by over 5 per cent com-
pared to the same period last year.
This is the lowest number of
patients not treated within 28 days,
following a cancellation, since
records began in 1994/95.

“The introduction of the can-
celled operations guarantee in
April 2002 - where patients must
be guaranteed an operation within
28 days of cancellation - has
helped reduce the number of can-
cellations and given patients more
certainty about when they will get
their treatment,” said Flint

LONDON

The NHS

T
he P

ulse

JuniorDr

Sweet Dreams
Feeling sleepy? Don’t have a

high sugar, low caffeine drink - it
could make things worse, accord-
ing to a study published in Human
Psychopharmacology: Clinical and
Experimental. The study of volun-
teers at Loughborough University
found that an hour after consuming
a high sugar, low caffeine drink
they had slower reactions and
experienced more lapses in con-
centration than if they had simply
drunk a decaffeinated, nil carbohy-
drate drink. 

Hum Psychopharmacol Clin Exp 2006; 21: 1-5

Drinking is dangerous
Drinkers are up to four times

more likely than non-drinkers to be
hurt from physical injuries such as
a fall or punch, research from the
University of Queensland shows.
The study published in the BMJ
found that any alcohol consump-
tion quadrupled the risk of injury
for the first six hours and the risk
remained at 2.5 times that of a non-
drinker for the next 24 hours.
Quantity and specific drinks such
as beer or spirits did not increase
injury risk but mixing drinks
increased injury five-fold.

http://www.uq.edu.au

Better health step by
step

100,000 pedometers costing £3
each are to be given to people who
want to ‘get active and take the
first step on a road to a fitter,
healthier lifestyle’. The scheme is
run jointly by the Department of
Health and the Countryside
Agency. “GPs and nurses will be
trained to advise people on how to
get the most out of their pedometer
by setting goals on the road to
becoming active,” said Caroline
Flint, Public Health Minister.

http://www.doh.gov.uk

Poor and accident prone
Children from the poorest fam-

ilies in England and Wales face
greater risks of dying from injury
than children in all other social
groups, according to a study pub-
lished in the BMJ. The death rate
for children belonging to the long-
term unemployed was 13 times
that for children of higher manage-
rial and professional occupation
parents. Inequalities were highest
for pedestrian and household fire
deaths.

http://bmj.com/cgi/content/full/333/755
8/53
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Patients are to be given
more power and say overhow
their local health services are
organised and run, under new
proposals launched by the
Health Secretary Patricia
Hewitt this month.

Under the plans Primary Care
Trusts (PCTs) will for the first
time be required to formally
respond to public petitions if more
than one per cent of the local com-
munity are unhappy with a partic-
ular health service. They also plan
to put patients ‘at the heart of the
decision making process’when
commissioning new services.

The changes will build upon
the existing ‘patient forums’, of
which there is currently one in
each trust, by establishing new
groups called ‘Local Involvement
Networks’ (LINks). The DH
hopes these will have more clout
to influence services both in hos-
pitals and the community.

PCTs will also be expected to
publish a set of prospectuses that
set out an assessment of the local
needs and quality of current serv-
ices, patient satisfaction levels and
plans for future investment.

LONDON

Empowering
patients

Patient Care
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Slapping on sunscreen
may cause skin damage

Simply slapping on some
sunscreen may cause more harm
than good, according to a study
due to be published in New
Scientist later this month.

Research carried out at the
University of California found that
if people apply sunscreen less than
once every two hours they might
be better off not using any at all
due to the effect of free radicals.

Kelly Hanson, a university
chemist, along with her colleagues
tested three UVfilters commonly

Patients who take theirmed-
icine regularly, even a placebo,
have a lowerrisk of death than
those with poor adherence,
according to a study published in
the BMJ this month.

The findings suggest that
adherence to drug treatment may
be a marker for overall healthy
behaviour, with mortality being
about half that for good adherers
than those with poor compliance.

Researchers looked at 46,000
participants from 21 studies. “The
observed association between
good adherence to placebo and
lower mortality also supports the
existence of the healthy adherer
effect, whereby adherence to drug
therapy may be a surrogate marker
for overall healthy behaviour,”
suggested Betty Chewing, who
conducted the research.

She points to research that the
health improvement may not lie in
the treatment but in patients’emo-
tional and cognitive processes of
‘feeling cared for’ and ‘caring for
oneself’.

http://bmj.com/cgi/content/full/333/755
7/15

CALIFORNIA

ALBERTA

Smokers stay more sober
rette smoking appears to promote
the consumption of alcohol.”

Researchers administered a
range of individual nicotine doses
along with an alcohol dose via
intragastric tube with blood alco-
hol levels measured at various
timepoints. They found that the
interaction between alcohol and
nicotine may be related to the nico-
tine dose.

“Nicotine appears to delay the
emptying of the stomach contents,
including alcohol, into the intes-
tines, a major site for absorption,”
says Chan. “Aportion of the alco-
hol molecules are then subject to
metabolism within the stomach,
leaving less alcohol passing from
the stomach to the intestinal tract
for absorption, thus decreasing
alcohol concentration measured
downstream in the blood.”

“In summary the current find-
ings should be a warning to the
general public regarding the dan-
ger of abusing multiple drugs,
since the pharmocokinetic interac-
tions among these substances are
often unpredictable and injurious.”

A tablet a day
keeps the
doctor away

found in sunscreens. After one
hour they found that each com-
pound had sunk into the skin
meaning its protective effect was
greatly reduced. 

Worse, they found that the
samples contained more reactive
oxygen species than skin exposed
to UV with no sunscreen on it.
Reactive Oxygen Species are free
radicals that can damage skin cells
and increase the risk of skin can-
cer.

Skin cancer charities already
recommend that people go no

Nicotine may reduce blood
alcohol concentration, according
to findings from the National
Institutes of Health.

The results published in
‘Alcoholism: Clinical &
Experimental Research’show that
nicotine can reduce blood alcohol
concentrations at dosage levels
that could be achieved by human
smokers. The effect may encour-
age more drinking to achieve a
desired ‘high’, which can lead to
greater levels of the toxic acetalde-
hyde in the body as well as chron-
ic alcohol-related diseases.

“Since the desired effect of
alcohol is significantly diminished
by nicotine - particularly among
heavy or binge drinkers such as
college students - this may encour-
age drinkers to drink more to
achieve the pleasurable or expect-
ed effect,” said Wei-Jung Chen,
Associate Professor of
Neuroscience and Experimental
Therapeutics at the Texas A&M
Health Science Centre College of
Medicine. “In other words, ciga-

BATH
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more than two hours without reap-
plying. Our findings tend to sup-
port that, says Hanson, and sug-
gest that it may actually be neces-
sary to reapply even more often. 

The team also propose that
antioxidants, such as vitamins C
and E, could be added to sun-
screens. “In previous work we’ve
shown that antioxidants can help
neutralise reactive oxygen species
in the skin,” says Hanson.

Free Radical Biology and Medicine,
DOI:10.1016/j.freeradbiomed.2006.06.011

Living alone doubles your risk
of serious heart disease, according
to a Danish study of 138,000
adults published in the Journal of
Epidemiology and Community
Health. Age and living alone were
the two strongest predictive fac-
tors for acute coronary syndrome.
The authors pointed out that
lifestyle traits of those living by
themselves, such as smoking, obe-
sity, high cholesterol and less
social support, may explain the
difference.

Singleton sickness

Wei-Jung Chen
Associate Professor of Neuroscience
Texas College of Medicine

“Since the desired
effect of alcohol is
significantly dimin-
ished by nicotine -
particularly among
heavy or binge
drinkers such as col-
lege students - this
may encourage
drinkers to drink
more to achieve the
pleasurable or
expected effect.”



Ministers have been
slammed for their complacency
following the exposure of scores
of sex offenders within our
schools. But what’s the situation
within the NHS? Health
Minister Lord Warner was
unable to answerthe number of
people working with children in
the NHS who currently have
cautions orconvictions for sexu-
al offenses.

An urgent review into sex
offenders working within the edu-
cation system is underway, but the
Department of Health has given no
such assurance of similar action is
within the NHS.

The Sex Offender Register has
been in existence since 1997 list-
ing the names and whereabouts of
some 12,000 convicted sex offend-
ers. Following the murder of Sarah
Payne The News of The World, in
a bid to enforce a US style
‘Megan's Law’, promised to pub-
lish pictures of each of the offend-
ers until they had been outed. 

Police chiefs petitioned the
newspaper to halt its campaign,
saying the publicity would only
drive the offenders underground,
where they would re-offend. As a
result it was ruled it was not in the
public interest for the Register to
be made public; access rights were
only granted to the members of a
limited number of professions -
doctors being one of them.
However, as was exposed in The
News of the World some doctors
are more involved in the register
than others - they’re on it.

Drugs for sex

Doctors intent on committing
sexually acts within the NHS often
use their status to exploit vulnera-

ble patients. So called ‘Drugs for
sex’ is doing for the medical pro-
fession what ‘cash for questions’
did for politics as the following
case example shows:

The NHS is only beaten by the
Peoples’Army of China in the title
of the world’s largest employer.
Among this workforce of some
1.3 million there are known and
unknown sex offenders. It’s some-
thing we have little information
about and an area where it’s cru-
cial to know more, feels Tim
Loughton MP, Shadow Children’s
Minister.

“We have asked the Secretary
of State for Health, Patricia
Hewitt, whether she is carrying
out an investigation to determine

Following the press furore over the number of undisclosed sex offenders working in Britain's schools, Sinem
Ayman asks Tim Loughton MP, Shadow Childrens' Minister about the situation within the health ser
patients be concerned.

Are sex offenders 
hiding in the NHS?

Mrs C J, a patient under Dr
Rai’s care, was prescribed
diazepam, dihydrocodeine and
chlormethiazole. She was
dependent upon these drugs.
On the first occasion, Dr Rai
attempted to kiss his patient and
told her that if she ‘promised to
go further’ with him, he would
ensure she had an ‘adequate
supply of drugs’.  Manipulating
the situation further, he remind-
ed Mrs C J he also had the
power to take the drugs away.
Shortly after this initial consul-
tation, Mrs C J approached the
doctor again for medication, on
which Rai informed her he
would not prescribe the drugs
‘unless she went further’ with
him.  Rai then ordered Mrs C J
to perform oral sex on him.

(Extract condensed from
GMC Tribunal)

> Case Example
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the number of sex offenders still
employed within the health service
but we’ve had no response that
any such review is going on.”

Criminal records checks

When we apply to hospital
posts criminal records checks are
carried out to avoid the risk to
patients. It seems, however, that
many sex offenders are obtaining
jobs despite these procedures. 

“The Government stipulates
that anyone coming into contact
with children will have a CRB
check, which we wholly support
but the problem is that it’s uncer-
tain with whom the responsibility
of running the checks lies,” says
Loughton.

With NHS cutbacks and over-
stretched medical personnel
departments many doctors simply
start posts without formal checks
being carried out and simply get
lost in the system. For locum doc-
tors who work in hospitals but are
employed through an agency the
question of who is responsible for
the CRB checks becomes even
more complicated.

Keeping track of 
offenders

There are numerous lists con-
taining the names of people who
pose a threat of which the largest is
the Sex Offender Register listing
some 29,000 names. There is also
the Protection of Children Act
Register which is supposed to
cover the NHS, and the now infa-
mous List 99 which names offend-
ers caught working in schools.
Many however feel the numbers
just don’t add up. 

“There’s an awful lot of people

Following the press furore over the number of undisclosed sex offenders working in Britain's schools, Sinem
, Shadow Childrens' Minister about the situation within the health service and should

being missed,” feels Loughton.
One concern is why the Protection
of Children Act, which covers the
NHS, isn’t as comprehensive as
the Sex Offender Register.

“All the headlines have con-
centrated on dodgy teachers, so
schools have tended to be a more
high profile area but that doesn't
mean the problem does not apply
to the NHS.” 

Loughton suggests a central
list to which everyone can check
against NHSstaff. He feels the
NHS is so fragmented with many
services being contracted out that
it adds to the confusion over
whose job it is to run the vital
CRB checks.

“PCTs, mental health and
social care trusts are utilising
more and more private contractors
to provide their services, that’s
why it’s absolutely imperative to
have one central list to which
employers can refer to.”

EXPOSED
No quick fix

Despite pressure from the
media and health minister it’s not a
situation that Loughton sees a
rapid solution too:

“The Government can put into
effect all sorts of protocols rela-
tively quickly but in order for a
proper vetting system to work, we
need a system like that which is
what envisaged under the Bichard
Inquiry [set up after the Soham
murders] recommendations,” he
states. 

“The Government has already
started working on this but merely
setting it up has already cost £54
million and it has been pushed
back and back. We are years away
from a computer system where
institutions can share information.
The key thing is we need combined
intelligence between the different
authorities, not only between
schools and education authorities
but between hospitals, and social
services and trusts as well.”

“Sex offenders are good at get-
ting around the door so you have
got to be one step ahead by max-
imising communication between
groups. You’ll never get a full res-
olution because people who are
hardened sex offenders are pretty
clever at getting around the law
and so some will not be caught.
Putting together a central list will
hopefully allow us to catch a lot
more, but the most important part
of this is to give some assurance to
the public that when their child
goes to see a health professional
that they are seeing a health profes-
sional in safety,” says Loughton.

Are sex offenders 
hiding in the NHS?

“Sex offenders are good
at getting around the

door so you have got to
be one step ahead by

maximising 
communication between

groups.”

TIm Loughton MP
Shadow Childrens’ Minister

If a doctor has been found
unfit to practice, the GMC,
which licenses doctors to prac-
tise medicine in the UK has a
number of options at its disposal.
It can:

> Erase the doctor from the
medical register.
> Suspend the doctor’s registra-
tion for up to 12 months.
> Place conditions upon the
doctor’s registration for a maxi-
mum of three years.
> Record a public admonish-
ment (reprimand) but take no
action against the doctor's regis-
tration.

> Role of GMC
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The Turkish siblings original-
ly identified were heralded as evi-
dence of an evolutionary link
between our ape-like ancestors
and the upright human beings we
are today. However, scientific
opinion remains divided over just
what exactly is responsible for this
four-limbed locomotion. JuniorDr’s
Fiona Kenny spoke to two leading
researchers, Nicholas Humphrey,
who believes the four-limbed
locomotion has a multifactorial
grounding and Stefan Mundlos,
whose team has recently pub-
lished evidence of the genetic
defect responsible for the family’s

unusual gait.

The original Turkish 
family

Aged between 18 and 34, two
of the daughters and one son have
only ever walked on all fours. But
the other two siblings are able to
walk short distances upright, and
all five are able to stand upright
with their hands and knees flexed,
albeit only for a short time.

The family is highly adept at
walking on all fours and is able to
move swiftly and easily up and
down rough terrain. The calluses

on the palms of their hands are evi-
dence to the length of time the
family has used this locomotion,
also known as a ‘bear crawl’.

Evolutionary psychologist
Nicholas Humphrey, from the
London School of Economics,
spent time with the family at their
home. The mother told him,
“Everyone in our family did the
bear crawl.”

Researchers have discovered
that the parents, who are closely
related and have 19 children in
total, have handed down a unique
genetic combination to the chil-
dren. MRI scans show all five sib-

lings suffer from a rare form of
cerebellar ataxia, largely due to
hypoplasia. As the cerebellum
controls balance, ataxics are
unsteady and uncoordinated.

However, according to
Professor Humphrey, “This condi-
tion cannot provide a sufficient
explanation for the quadrupedality
… there is a recent report of a
young man with a congenital age-
nesis of the cerebellum that never-
theless learned to walk and ride a
bicycle.”

Professor Humphrey believes
the four-limbed locomotion to be
the product of ‘extraordinary

Walking 
on all fours

The family that walks on all fours was hailed as a scientific landmark and a point of contention for scien-
tists all over the world. Discovered last summer in the south of Turkey, the three sisters and two brothers who
walk and run on their feet and wrists were thought to be unique, the only human quadruped alive today.
However, since then others have been identified from Brazil to India - a discovery that has further intensified
the scientific interest and controversy.
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Stefan Mundlos
Max Planck Institute,Berlin

events involving a mutant gene
and local cultural influences’.
And, without blaming the parents,
he believes even the lack of
parental influence to push the chil-
dren to progress to walking was a
significant factor. “They were
accepting of the condition. The
father thought his crippled chil-
dren were a gift form Allah to test
his love and devotion and his abil-
ity to look after disabled people.”

Seen in the BBC documentary
‘The family that walks on all
fours’, a local physiotherapist was
sent in to help the family walk
upright. In the space of just a few
hours the transformation was
astonishing. Professor Humphrey
said, “Their whole expectations
had changed, they suddenly
thought, we can do it after all.”

Reports from the local health
service in Turkey have said even
today several of the children,
including the young man, are con-

tinuing to walk some of the time.

Genetics and evolution

The quadrupedal gait is not
uncommon in children during the
transition from crawling to walk-
ing but what is of significant note
in this family is that they place all
their weight on their wrists, splay-
ing their fingers upwards thereby
protecting them from damage.
Unlike our closest ancestors,
chimpanzees and gorillas, this
wrist walking allows the siblings
to preserve the dexterity of the fin-
gers so that the girls in the family
are able to do fine needlework and
crochet.

Some scientists believe the
genetic mutation has caused the
family to revert to some form of
‘backward evolution’and this sig-
nificant difference in gait illus-
trates the process of evolutional
intelligence. Finger dexterity
allowed hominids to use and
manipulate tools, taking them that
one step further towards modern
day humanity. 

But while Professor
Humphrey does not believe the
family are ‘literal throwbacks of
evolution’ he said, “They could
eliminate something about our
past history. We have discovered a
model for how our ancestors might
have walked, one which anthro-
pologists have not previously
thought about.”

Stefan Mundlos, leader of the
genetics team at the Max Planck
Institute in Berlin also disagrees
with such an idea, “Evolution does
not go backwards. There is only
one way into the future. However,
mutations may result in the inacti-
vation of a gene product that is
necessary for certain steps in evo-
lution and that thus may be able to
destroy this evolutionary process.
This is called an atavism.”

Professor Mundlos’team is
conducting genetic analysis on the
family’s DNA. He told JuniorDr,
“We have identified a locus on
chromosome 17p which is highly
likely to contain the gene for QL
(quadrupedal locomotion) syn-
drome.” Using mutation analysis
to identify this gene, Mundlos
believes the gene will be “likely to
encode a protein that is essential
for brain development, in particu-
lar of the cerebellum.”

Both Humphrey and Mundlos
acknowledge that the evolution of
bipedality would have involved
many genes and fine complex
alterations, and agree that muta-
tion in one gene cannot throw
someone back into an earlier evo-

lutionary stage. Professor Mundlos
believes this single gene predispos-
es the family to a specific form of
cerebellar damage which renders
the siblings quadrupedal. But
Professor Humphrey believes it to
be more complex than a single
mutant gene and that the involve-
ment of “extraordinary cultural cir-
cumstances” is just as significant.

New cases

Since ‘The family that walks
on all fours’ was broadcast,
Professor Humphrey has received
numerous reports of other cases of
quadrupedalism, contemporary
and ancient.

He said, “We’ve seen photo-
graphs; all are hand walkers and
look very similar, all with some
form of cerebellar damage.” The
genetic testing is currently being
done on the Brazil group and
Professor Humphrey said, “There
are 30 or 40 genes already known
which damage the cerebellum and
my guess is that almost any of
them might in this Turkish family
produce the same outcome.”

He continued, “If it turns out
that any or even all of the other
families have the same gene which
Professor Mundlos has located on
chromosome 17p, it will suggest
that there is a gene which specifi-
cally predisposes this family to be
quadruped. It will be remarkable
and I will eat my hat!”

The scientific world has now
only to await the outcome. 

Images kindly reproduced with permission.

“Evolution does not go
backwards. There is only
one way into the future.
However, mutations may
result in the inactivation
of a gene product that is
necessary for certain
steps in evolution and
that thus may be able to
destroy this evolutionary
process.”

Professor Mundlos’team’s
work is published in the Journal
of Medical Genetics: Turkmen et
al (2006) Cerebellar hypoplasia
and quadrupedal locomotion in
humans as a recessive trait map-
ping to chromosome 17p. J.
Med. Genet. 43: 461-464. 

> References

MRI scans illustrating cerebellar hypoplasia (arrows A & B), fourth
ventricle enlargement (arrow C) and hypoplasia of the corpus callo-
sum (B). 
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Cancer cells are, for all
intents and purposes, immortal.
Having broken free of the rules
and strictures that govern other
cells, they are free to grow and
divide as they please. In a short
space of time, a lone cancercell
can form a mass of identical
clones - a tumour. Theoretically,
cancers could exist indefinitely,
but as always, there is a catch.
Those that spread quickly and
aggressively do so at the expense
of their host, who usually ends
up dying, taking the tumour
with it. 

But there is one way a cancer
could escape this fate and carry on
its selfish reproduction - by find-
ing another host. It could become

contagious. 
In humans, cancers are defi-

nitely not contagious. You can’t
catch cancer from someone who
has it. At most, you can inherit a
higher risk of developing cancer,
because of faulty genes passed on
from your parents. But recently,
scientists have found some star-
tling exceptions to this rule. 

Even devils get cancer

Earlier this year, Australian
researchers Anne-Marie Pearse
and Kate Swift found that a facial
cancer plaguing the local
Tasmanian devils (below) was
caused by contagious cancers. 

The condition, known as

‘devil facial tumour disease’, is
spread when an infected devil
bites another. The devils’boister-
ous temperaments and their
propensity for squabbling over
carcasses mean that such bites are
common. “Devils jaw wrestle and
bite each other a lot, usually in the
face and around the mouth, and
bits of tumor break off one devil
and stick in the wounds of anoth-
er,” says Pearse. 

Once infected, the animals
develop grotesque tumours that
stop them from feeding properly
and they usually die of starvation
within six months. As a result the
cancer is decimating the already
small population. 

Going to the dogs 

At University College
London, Robin Weiss and Claudio
Murgia have found another exam-
ple of an infectious cancer - a dis-
ease called canine transmissible
venereal tumour (CTVT), or
Sticker’s sarcoma. 

CTVT is transmitted through
sex or close contact between
infected dogs. It was first
described 130 years ago by a
German scientist called Novinski
and its origins have been debated
ever since. Some scientists sug-
gested that it was caused by a
virus, much like human papillo-
mavirus (HPV) causes cervical
cancer in humans today. 

But in a study published this
month, Weiss and Murgia have put
these theories to rest. They and
their colleagues analysed tumour
samples from 40 dogs across five

continents. All these samples
shared identical and distinctive
genetic markers that uninfected
tissues from the same dogs did not. 

The explanation was clear -
these cancers had not developed in
the usual way from the cells of the
host animals. The cancer cells
themselves were spreading from
dog to dog. 

Becoming contagious

These rogue cells have
evolved from a single ancestor
into a dynasty that has colonised
the globe aboard canine vessels.
“It appears that man's best friend
can be its own worst enemy. Our
study shows that CTVThas
become a parasite that has long
outlived its original host,” says
Weiss.

How this process began is still
a mystery, but the team’s analysis
provides some hints as to where
and when. The original cancer cell
must have developed in either a
wolf or an old Asian dog lineage,
such as a Husky. It evolved any-
where between 200 and 2500
years ago and may well have been
around for even longer. 

According to Weiss, “CTVT
represents the longest-lived cancer
‘clone’ known to science”. The
cells that he is studying today are
most probably direct clone descen-
dants of the same cells that
Novinski identified 130 years ago
- genetically identical great-grand-
daughters of the original tumour.
When that original cell gained
independence, it became truly
immortal, long outliving its origi-
nal body and lasting for centuries.

To kill or not to kill

So far, we don’t know of any
human cancer cells that have
pulled off a similar trick.
Occasionally, they can hitch a lift
aboard transplanted organs.
“Because transplant recipients are
treated with immunosuppressants
in order to prevent rejection, the
transferred cancer cells can then
grow into tumours just like
CTVT,” explains Weiss. “That is
why people who have suffered
from cancer should not become
organ donors.”

His group have found evi-

Of 

and
dogs
devils

While human cancers cannot be transmitted from person to person,
scientists have recently identified two types of contagious cancers in
animals. In Tasmanian devils and domestic dogs, cancer cells have
evolved into independent parasites, jumping from animal to animal like
an infectious virus. Ed Yong explains.

Once infected, the
animals develop
grotesque tumours
that stop them from
feeding properly, and
they usually die of
starvation within six
months. As a result,
the cancer is deci-
mating the already
small population.



dence that evading the host's
immune defences is a key part of
CTVT's strategy for finding anoth-
er dog to infect. The cells accom-
plish this by switching off some
key immune system players - a
group of genes collectively called
dog leukocyte antigens (DLAs).
They also secrete a protein called
TGF-ß1 that strongly blocks any
immune responses. “Our findings
also show that cancer cells can
evade immune responses and
CTVT is particularly smart in this
regard,” says Weiss. 

But slipping past immune sen-
tries would do the cells no good if
the host died before infecting
another dog. Infection requires
sex, which may not happen for
some time. So CTVTis a merciful
parasite. At the start of infection, it
grows rapidly, but within 3-9
months, it regresses of its own
accord. By never killing its carrier,
the cells ensure that they can
spread to as many new hosts as
possible. 

The Tasmanian devils are not
so lucky. Their cancers are spread
through biting, a more frequent
event than sex, and as such, they
can afford to be more aggressive.
But the devils’population is small
and their genetic diversity is low.
This combination may spell the
end for both devils and cancer
cells, unless some vaccine can be
found.

Pearse & Swift. 2006. Nature 439: 549.
Murgia, Pritchard, Kim, Fassati & Weiss.

2006. Cell 126: 477-487.
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CTVT is a merciful
parasite. At the start
of infection, it grows
rapidly, but within 3-
9 months, it regress-
es of its own accord.
By never killing its
carrier, the cells
ensure that they can
spread to as many
new hosts as possi-
ble. 

Sounds that get cardiac surgeons s blood pumping - 

1   You make my heart go boom  (Jackie Wilson)
2   Listen to my heart  (Culture Club)
3   My heart will go on  (Celion Dion)
4   Boom, Boom, Boom  (Vengaboys)
5   Don’t go breaking my heart  (Elton John)
6   Bleeding heart  (Jimi Hendrix)
7   Flat Beat  (Flat Eric)
8   Stayin’ Alive  (Bee Gees)
9   I’ll never break your heart  (Backstreet Boys)
10 Unbreak my heart  (Toni Braxton)
11 Don’t Leave Me This Way  (Thelma Houston)
12 Mmmm Bop  (Hanson)

Tunes that trouble patients on their way to sleep in
the anaesthetic room -

1   Wake Me Up Before You Go-Go  (Wham)
2   Every breath you take  (Sting)
3   I’m Blue, Da Ba Dee (Effel 65)
4   Can’t fight this feeling (REO Speedwagon)
5   Take My Breath Away  (Moroder)
6   Sweet Dreams Are Made of This  (Eurythmics)
7   Do you really want to hurt me (Culture Club)
8   Back to Life  (Soul II Soul)
9   Stayin’ Alive  (Bee Gees)
10 Don’t Leave Me This Way  (Thelma Houston)
11 It Hurts So Bad  (Kim Carnes)
12 Rescue Me  (Fontella Bass)

Songs that psychiatrists can’t get out of their heads - 

1   Who do you think you are?  (Spice Girls)
2   Can’t get you out of my head (Kylie)
3   Oops upside your head  (Gap Band)
4   Suspicious Minds (Fine Young Cannibals)
5   I believe I Can Fly  (R Kelly)
6   The Drugs Don’t Work (The Verve)
7   I’m a Believer  (The Monkees)
8   Big White Room  (Melanie Garfide)
9   Everyone wants to rule the world (Tears for
Fears)
10 Two Faced  (Louise)
11 (You drive me) Crazy  (Britney Spears)
12 Why does it always rain on me  (Travis)

Queued up tracks for that long wait in A+E to see a
doctor - 

1   Help! I need somebody  (Bananarama)
2   Calling Doctors Jones  (Aqua)
3   I’m still standing after all this time (Elton John)
4   It hurts so bad  (Kim Carnes)
5   Don’t leave me this way  (Thelma Houston)
6   Survivor  (Destiny’s Child)
7   I just died in your arms tonight  (Cutting Crew)
8   I just gotta get out of this place  (Bee Gees)
9   Do you really want to hurt me  (Culture Club)
10 Another One Bites the Dust (Queen)
11 The drugs don’t work  (The Verve)
12 I Quit (Hepburn)

Which tunes get the heart docs pumping and the psychiatrists
head-banging? We find out.

Doctors Playlist  



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



example: 

However, if you are currently
looking forward to buying your
first home, you may find yourself
shocked at the price of houses and
flats and the monthly mortgage
outlay that appears to be beyond
your reach despite the opportunity
to take advantage of a professional
mortgage. There are a number of
possible solutions to the difficul-
ties of buying a home. This may
allow you to convince a mortgage
lender to loan you the necessary
money despite your income being
insufficient to meet the costs of the
mortgage.

Buying jointly with parents

A parent may agree to pay a
share of the mortgage and there-
fore allow their income to be
included in the calculation that
decides the maximum mortgage

As a medical professional,
you can use yourstatus to your
advantage as many mortgage
providers are willing to offer
special terms to those in certain
professions including doctors.
Such terms are not available to
the majority of individuals. 

Mortgage providers recognise
that the medical profession is
demanding and provides you with
opportunities for significant salary
progression. Mortgage plans
designed exclusively for particular
professional groups provide
increased flexibility to those who
qualify.   

What this means in practice is
that you may be able to borrow up
to 110 of the purchase price of a
property, without having to pay
higher interest rates associated
with higher borrowing. In addi-
tion, you are still able to choose
the most appropriate interest rate
product that suits you, for exam-
ple: fixed, variable or discounted
rates. As an independent financial
adviser, MLP Private Finance can
help you find the most appropriate
mortgage to meet your needs. 

Mortgage providers are able to
offer professional mortgage
arrangements by considering your
individual career path and the
opportunities it represents, for

loan.  If they have mortgage com-
mitments of their own, those
repayments would need to be
taken into account. Even though
the mortgage is in the names of
parent and child, ownership of the
property may not need to be in
joint names and can be in the sole
name of the child if all parties
agree.

Gifts from Parents or
Grandparents

They may be willing to help
out financially by providing a
lump sum to use as a deposit and
thereby reducing the mortgage
amount. One way of making this
possible is for parents to re-mort-
gage their own homes, releasing
the money for the deposit.
However, there are Inheritance
Tax considerations to take into
account.  

Guarantor Mortgage

If you are a graduate in a pro-
fession such as a doctor, dentist,
vet or solicitor, you may be able to

borrow up to 100% of the purchase
price provided that a parent is pre-
pared to act as guarantor for you.
The parent would be jointly liable
for mortgage payments but the
mortgage is not a joint mortgage.
In order to do this, you will need a
close relative, usually a parent,
who will act as the guarantor and
to pay the mortgage payments if
you are unable to.  

The lender will look at the
guarantor's income and yours if
you have one, to judge whether the
guarantor can cover the cost of the
loan. The guarantor must prove
that they can cover any mortgage
commitments of their own, as well
as yours. As a guarantor is agree-
ing to be liable for the mortgage,
they will need to take financial
advice to ensure that they fully
understand the implications of this
action. 

In time, as your own income
increases, you will be able to take
on full responsibility for the mort-
gage, but the guarantor’s assis-
tance at the start may prove invalu-
able to help you on to the property
ladder. 

For more information on pro-
fessional mortgages and the vari-
ous ways to buy a property, con-
tact MLPPrivate Finance PLC on
0845 30 10 999or info@mlpuk.co.uk.
Or visit www.mlp-plc.co.uk. 

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

Doctor in the 
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Mortgages are overly complex with so many bells and whistles that you can end up making one of the biggest financial decisions of your life
based on limited information and knowledge.  Employing the skills and experience of an independent financial adviser could save you money in
the long run. 

“As a medical profes-
sional, you can use
your status to your
advantage as many
mortgage providers
are willing to offer
special terms to
those in certain pro-
fessions including
doctors.”
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Test yourself
Think you know the causes of neurogyaseptic meningitis? Or the skin manifestations of inflammatory
bowel disease? This issue, in association with 123Doc, we bring you a selection of self-test questions
to check your medical knowledge.

MRCS Anatomy Upper Limb 
Among the actions of Lumbricals and Interossei the
following is LEASTlikely -

A.  The interossei are indispensible for flexion at MCP
joint and simultaneus extension at PIPand DIPjoints.
B.  In radial nerve palsy, if ED tendon is cut on dorsum
of hand, the distal phalynx cannot be extended with full
force.
C.  Paralysis of interossei leads to clawed hand.
D.  Lumbricaqls extend both interphalangeal joints.
E.  Flexion of ring and little fingers is more pronounced
when ulnar nerve is damaged at or proximal to elbow.

Q1

MRCP Part 1 - Neurologyaseptic meningitis
A 54-year-old man presents to accident and emergency
with an occipital headache, photophobia and neck
stiffness. His relatives have become concerned
because he has become drowsy and started shivering.
On examination he has neck stiffness and generally
brisk reflexes, but no other clinical signs. A computed
tomography (CT) head is performed which is normal.
Lumbar puncture reveals and opening pressure of 18,
white cells 120 per cubic mm (lymphocytes predomi-
nant), glucose 3.5 (serum 5) and protein 0.5 g/l. There
are no organisms seen on the gram stain. 

A.  Coxsackie virus.
B.  Borrelia Burgdorferi.
C.  Human immunodeficiency (HIV) seroconversion.
D.  Central nervous system (CNS) tuberculosis.
E.  Sarcoidosis.

Q4

MRCP Part 2 Dermatology- Skin manifestations of
inflammator y bowel disease
A 24-year-old female with bloody diarrhoea, weight
loss and malaise presented with this lesion on the leg.
The most likely diagnosis is:

A.  Necrobiosis lipoidica.
B.  Vasculitis.
C.  Pretibial myxoedema.
D.  Squamous cell carcinoma.
E.  Pyoderma gangrenosum.

Q2

Q3

Answers and Teaching Notes

1. E 
Acting via the extensor apparatus, the lumbricals
extend both interphalingeal joints. Their action on
MCPjoint is disputed. In claw hand of Ulnar palsy
the index and middle finger is less flexed at inter -
phalangeal joints as their lumbricals are intact
(median nerve). Flexion of ring and little fingers is
less pronounced when ulnar nerve is damaged at or
above elbow (Ulnar Paradox).

2. D
This patient has an aseptic meningitis. Causes of
this included: 
Infectious aetiologies 
Viruses (Enteroviruses - Polio, coxsackievirus,
echovirus, HSVtypes 1 and 2, Varicella-zoster
virus, Adenovirus, Epstein-Barr virus, LCMV, HIV,
Influenza virus types Aand B). 

Bacteria (Partially treated meningitis,
Parameningeal infection, Endocarditis,
Mycoplasma pneumoniae, M tuberculosis,
Ehrlichiosis - Monocytic, Granulocytic, Borrelia
burgdorferi, Teponema pallidum, Brucella species). 
Fungi (C neoformans, Histoplasma capsulatum,
Coccidioides immitis, Blastomyces dermatitides). 
Parasites (Toxoplasma gondii, Taenia solium (cys-
ticercosis)). 
Non-infectious causes (Drugs, Nonsteroidal anti-
inflammatory drugs (NSAIDs), Trimethoprim-sul-
famethoxazole, amoxicillin, OKT3, Azathioprine,
Intravenous immunoglobulin, Isoniazid Intrathecal
methotrexate, Allopurinol). 
Systemic diseases (Sarcoidosis, Leptomeningeal
cancer, vasculitides, Behçet disease, Vogt-
Koyanagi-Harada syndrome) 
Tuberculosis disseminated within the CNS almost
always causes a low glucose. (T uberculoma in the
CNS may not).

3. E
Pyoderma gangrenosum is a disorder of unknown
aetiology that presents with erythematous nodules
or pustules that frequently ulcerate. The ulcerated
lesion has a violaceous rolled edge, and can grow
with alarming speed. It is associated with inflam-
matory bowel disease, haematological malignancy
(myeloma, monoclonal gammopathy , leukaemia),
rheumatoid arthritis, and liver disease (e.g. primary
biliary cirrhosis). Up to 20 per cent are idiopathic.
Rx underlying disease, steroids, CyA, Aza, IVIG,
and infliximab.

4. FHJ
The key abnormality is the dominant R-wave in V1
for which there are four main causes: 
· Right ventricular hypertrophy 
· True posterior infarction (when what you are see -
ing is the equivalent of a standard Q wave) 
· WPWtype A

· RBBB .This case shows marked right axis devia -
tion and a prominent P-waves in lead 2 (>2 small
squares 'Ppulmonale') both of which are associated
features of right ventricular hypertrophy . The
patient is likely to have severe pulmonary hyperten -
sion

5. A
As there is no instance of direct male-to-male
inheritance this pedigree is compatible with both
autosomal dominant and X-linked dominant inher -
itance patterns. It is unlikely that this pedigree fits
with X-linked recessive inheritance as all 4 females
in the second generation are af fected. It cannot be
Y-linked as there are af fected women and cannot be
mitochondrial inherited as a male has af fected chil-
dren. Autosomal dominant diseases are much more
common than X-linked dominant conditions.

JuniorDr
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MRCP Part 2  Cardiology ECG RVH
A 54-year-old man is referred by his general prac-
titioner (GP) to the cardiology clinic after he
develops exertional dyspnoea and mild peripher-
al oedema. His electrocardiogram (ECG) is
shown (recorded at standard speed and voltage). 
List three abnormalities. 

A.  Left axis deviation.
B.  Left atrial enlargement.
C.  True posterior myocardial infarction (MI).
D.  Left ventricular hypertrophy.
E. Wolff-Parkinson-White (WPW) syndrome.
F.  Right ventricular hypertrophy.
G.  Anterior non-STelevation MI.
H.  Right atrial enlargement.
I.  Right bundle branch block (RBBB).
J.  Right axis deviation.

Get Your 3-Day FREE E-video
Go to www .123doc.com

Click on FREE E-video and follow the instructions.
You will need to enter this code: JRDOC027

 

Q5MRCPCH Part 1 Genetics Inheritance patterns
In this family the disease is most likely to be inher-
ited:

A.  In an autosomal dominant mode.
B.  In an X-linked recessive mode.
C.  In an X-linked dominant mode.
D.  In a Y-linked dominant mode.
E.  In a maternal mode (mitochondrial).

 

 



by Annmarie McTigue Ð Writer, MPS

MPS recently represented an SHO member at a coronerÕs
inquest. He had seen a patient who was being treated for
a suspected panic attack. A blood test had been ordered,
but the result was not received or followed up and
nothing was recorded in the patientÕs notes. Our member
Þnished his shift and went home, without any handover
taking place. In fact, the test showed a pH of 6.8 and a
blood glucose level of 27.2. The patient was suffering
from diabetic ketoacidosis, and died later that evening. 

Patient handover between doctors has been a burning issue in
recent months. An orthopaedic SHO wrote to the BMJ in February
of his concerns about poor handover between shifts in NHS
hospitals. It attracted a deluge of responses, including one from
researchers who had looked into handover in 17 hospitals in Wales.
They had found that allocated handover time was no longer than 20
minutes in 11 of them and that only two hospitals had developed a
proforma to ensure that a minimum of information was handed
over.

Another respondent said that good medical records were as much of
a factor in continuity of patient care as handover, while another
doctor emphasised the importance of including nursing staff in
handover meetings.

The new shift patterns brought in under the European Working
Time Directive have reduced the likelihood of mistakes happening
when a doctor is exhausted. However, they have been replaced by
incidents and near-misses occurring because of poor handover
arrangements.

Here are a few suggestions to help you avoid the
medicolegal problems associated with handover:

Good Medical Practice

The GMC advises that one of the doctorÕs duties as Òworking with
colleagues in the ways that best serve patients' interestsÓ.

It says that doctors should communicate effectively with colleagues
within and outside the team and that, when handing over care, you
must always pass on enough information about the patient and the
treatment needed. ÒYou must be satisÞed that, when you are off
duty, suitable arrangements are made for your patients' medical
care. These arrangements should include effective hand-over
procedures and clear communication between doctors.Ó

Communication with Colleagues 

Shift work and multidisciplinary care make effective
communication essential. Keeping records up to date, recording
test results and reasons for changes to medication are both an
essential component of care and a courtesy to colleagues.

DonÕt skimp on detail in patientsÕ notes. Remember to record
both positive and negative Þndings, details of any X-rays or
scans, treatment plans and progress.

Tests that have been ordered but not yet come back are a regular
feature for patient-safety incidents. If you have ordered tests
ALWAYS record this in the notes and arrange for follow up.

Leaving a post-it note at the nursesÕ station might seem like a
good way to give an urgent message about a patient to a
colleague. But how many people walk past that area and could
see that patientÕs details? Always consider patient conÞdentiality
and do not leave patient-identiÞable information lying around.

If you notice a near-miss or incident that occurred as a result of
a poor handover, report this back to your colleagues as a basis for
improvement.

If you Þnd handovers are rushed and not being done properly
bring this to the attention of senior staff.

Guidelines

The BMA Junior Doctors Committee has published guidance on
clinical handover for clinicians and managers1, which is endorsed by
representatives of the National Patient Safety Agency and the GMC.
This information would also be useful for those working outside the
UK if there are no speciÞc local guidelines.

Words of Encouragement

Recent research2 has shown that working in a more organised and
sympathetic shift system reduces attention lapses and therefore the
likelihood of making serious errors in patient care. The mistakes
that may happen at handover between brighter-eyed doctors, are
more than compensated by their better overall performance than
when junior doctors had to work the 100-hour weeks of old!

1. Safe Handover: Safe Patients, BMA Junior Doctors Committee. BMA, London.
www.bma.org.uk

2. Landrigan CP et al, ÔEffect of Reducing InternsÕ Working Hours on Serious
Medical Errors in Intensive Care UnitsÕ;NEJM, 351(18):1838Ð48 (2004) and
Lockley SW et al., ÔEffect of Reducing InternsÕ Weekly Work Hours on Sleep and
Attentional FailuresÕ;NEJM, 351(18):1829Ð37 (2004).

Handover Hazards

Count on MPS to support you
through your foundation years
€ 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

For more information call0845 718 7187
Or visitwww.mps.org.uk/foundationyears

Professional Support 
and Expert Advice
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Monday

In case you’ve been following
this column the most important
thing to note is that I’m not preg-
nant. Now that's cleared up I can
tell you about my last ever week in
clinical medicine - at least for the
next two years. My project thesis
has been finally accepted and I’m
off to start work in a lab looking at
myocytes until I get a squint.

As usual my Monday morning
is spent in the cath lab with some
angioplasties and stents. I’ve final-
ly become good enough for my
boss to leave me to get on with it.
He’s still on the end of a phone
somewhere in the building but I
rarely have to call him and he
never checks up on me anymore.

I spend the afternoon review-
ing ward patients with my house
officer - I still refuse to call him an
FY1. Nobody’s sick at the moment
which is good as, with the SHO on
nights, we’re relatively thin on the
ground. I catch up with some
paperwork before heading home
for an early dinner at six.

Tuesday

My morning is filled with
meetings. To start with there’s the
regional angiogram meet where
cardiologists from district generals
present their cases for considera-
tion on CD-roms. They line up
expectantly at the back of the
room with discs in hand as we go
through them one by one. The
consultant chairing it this morning
is a bit of an idiot and he spends
most of the time sneering at his
colleagues from other hospitals.
The cases are met with grunts of
disapproval and comments like
‘do you really think we need to see
angios like this?’and ‘he hasn’t
got a cat’s hope in hell of getting a
stent from me’. He reluctantly
agrees to look into a few.

I spend the rest of the morning
in management meetings which
stretch on into the afternoon. One
main problem is that the rest of the
registrars have become militant
after finding out that we’ve proba-
bly been banded incorrectly. The
back pay they owe us will run to
over a hundred thousand and the
trust is already complaining about
laying off staffing in order to meet
targets.

I’m not particularly bothered
but the extra cash would come in
handy. The management are cur-
rently trying to pay us off by offer-
ing a sweetener of two grand each

but no one is biting. We agree to
push them for the full amount. I
actually feel a little sorry for them.

Wednesday

My last general medicine on
call for the next two years! I accept
the list of patients waiting to be
seen with excessive enthusiasm
and actually frighten the poor gas-
tro reg on nights. The morning
passes slowly but things start to
speed up in the afternoon. We get a
sick patient with cardiogenic
shock after a large anterioir MI. I
thrombolyse him and get him a
bed on CCU. His pressure starts to
drop so we put in a central line and
start some dobutamine. Things
slowly start to slip downhill after
this.

As his pressures drop I realise
the only thing to do is insert an
aortic balloon pump. We can’t do
this here and it requires consultant
approval. I speak to the on-call
consultant who’s a care of the eld-
erly physician - very nice but not
much help. He suggests I speak to
my boss. That’s when I run into
real trouble.

My boss has obviously been
having a bad day and is even more
obstructive than normal. He listens
to my story and then turns the
request down. He doesn’t ‘meet
criteria based on his pre-morbid
state’. I argue that diet controlled
diabetes is hardly ‘morbid’but he
disagrees. I sulk back to CCU
where my man is really starting to
go downhill quickly. I start some
noradrenaline and then decide to
ignore my boss and transfer him
anyway. I lie to the accepting con-
sultant when he asks me if I’ve got
approval from my boss.

I get home late and open a new
bottle of Merlot. These things
seem to be finishing rather quick-
ly.

Thursday

The proverbial ‘stuff’ has hit
the fan. Johnson (my boss)
calls me into his office
before our rounds. He is
absolutely livid that I
went behind his back to
transfer my man out. He
starts ranting about pro-
fessional obligations and the
chain of command. I call him a
wanker under my breath (not for
the first time) but he doesn’t hear.
We part on icy terms.

I spend the rest of the morning
on the ward round being ignored.

Our SHO is still on nights so the
poor house officer is getting the
brunt of Johnson’s rage. He’s not
happy with a single thing and
starts going off on multiple tan-
gents. I take her down for a coffee
afterwards but she is still visibly
upset. Despite a latte and two
chocolate muffins she tells me that
she wants to swap firms. It’s only
been two weeks since she started.

The afternoon passes by slow-
ly as I try to tie up any loose ends
before I leave tomorrow. I go
home early. There are several
messages on my answerphone but
I ignore them. I go to sleep early.

Friday

I’m in clinic when I get a
bleep from a number I don’t
recognise.  After finishing with a
patient I call it. It’s the office of
the chief executive. He wants to
see me as soon as possible. I
excuse myself for a while and
make my way over.

I’ve never spoken to him
before but he’s looking rather
glum for a plump guy in a pin-
stripe suit. Dr Johnson has
informed him that he is reporting
me to the General Medical
Council for professional miscoun-
duct. Specifically, for lying about
his approval for the transfer out of
CCU. I am completely stunned
and have no idea what to say.

I forget about clinic and try
and find him. He’s in the private
sector doing angios all day. I try
his mobile and leave a rather brief
yet to the point message. I proba-
bly shouldn’t have commented on
the size of his manhood.  

I leave early after clearing out
my desk. On the way out I stop
and call to find out how my man is
doing. The balloon pump has
worked and they’re moving him
out of their ICU.

I leave the building. I don't
know if I’ll be back.
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*  Names have been changed to try to
keep our cardiology SpR in a job -
though she’s doing a pretty good job of
trying to lose it without our help!



Brussels
Weekend ward escape to

Where to stay?

Hotels in Brussels are nothing to
shout about. There’s the scores of
sterile, functional chains catering
for the constant trips of politicians
to this EU hub. Amigo is the one
exceptional hotel in the city and is
priced exceptionally to boot so it
tends to be the haunt of top politi-
cians and celebrities. If you’ve
still to make your millions try the
centrally located and practical
George V (Rue ‘t Kint) or NH
Grand Place (Rue D’Assaut)
instead. Visitors who are more fru-
gal with their budget should try
Bruegel (Rue Du St-Esprit) - a
newly refurbished youth hostel sit-
uated a few minutes from the main
square. You can stay in a double
room for just 20 euro a night.
There’s a 1am curfew - but it has
it’s own bar which stays open until
the last man is standing.

Eating

Belga Queen- (Rue du Fosse aux
Loups) A stylish (and moderately
expensive) restaurant set in a giant
converted bank where you can
dine with  the Brussels elite. The
food is typically Belgian and
served by waiters dressed conspic-
uously like monks. Watch out for
the transparent toilet doors that
confuse many a tourist.
Chez Leon- (Rue des Bouchers)
Gracing the backstreets of
Brussels for over a century Chez
Leon is a cheap and cheerful place
to sample great ‘moules and frites’
for under 15 Euros a time.

Key attractions

Manneken-Pis - This takes the
piss! Belgium’s most popular
tourist attraction is a tiny bronze
statue of a boy peeing. Nobody
really knows what he symbolises
or why he’s there. More interest-

ing is why the scores of tourists
crowded around stare for so long.
Grand Place-  This is the tourist
centre and is enclosed in magnifi-
cent Baroque buildings. Worth a
few hours sipping a hot chocolate
while watching the weird antics of
your fellow travellers.

Nightlife

Le Bier Cir cus (Rue de
l’Enseignement) - 200 beers which
means there’s just enough time to
try them all and turn up sober for
the Monday ward round. Intimate
and with knowledgeable staff it’ s
the ideal place to savour the
flavour of Belgian beer and get
esquisitely drunk.

Day Trips

Bruges, which egotistically
has dubbed itself the ‘Venice of
Northern Europe’is only an hour
by train. 3 million people mob this
tiny town of 100,000 every year
scoffing the ‘moules et frites’and
sipping on Belgian beers. Nice
place for some food, some walking
but boring after dark.

If you’re looking for some
proper nightlife Antwerp is the
place where you’ll find the locals.
90 minutes away it’s also a good
spot for some hardcore shopping
away from the tourist traps of
Brussels and Bruges.

People don’t get excited about Brussels.It lacks the elegance of Paris, the nightlife of Amsterdam and is even
overshadowed by the romance of it’s own northern sister Bruges. But that’s exactly why Brussels has it’s
charm. No-one expects to like it, in fact many visit already certain they’ll be disappointed, but most leave con-
founded. If you don’t expect to fall in love with the city at the heart of Europe  you might just do so.
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Key facts

> Population - 2,090,000
> Language - French (85%)
and Flemish
> Currency - Euro

> Belgium produces 172,000
tons of chocolate a year.
> World defining inventions
from Belgium include the
Smurfs, waffles and french
fries.

The pics

Clockwise from top left -
Mannekin-Pis; Moules et
frites; Atomium; Belgian
chocolates; European
Parliament; Bruges; Beer.
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If you want to read about
weird and wacky research then the
Annals of Improbable Research is
the place to start. The journal’s
popularity is soaring as more of
the world’s most respected scien-
tists vie to fill its pages. It’s not
just the accolade of having your
paper on the homosexual habits of
necrophilic ducks published - the
best research is recognised at the
annual Ig Nobel Awards too. 

Held at Harvard University
the awards ceremony isn't your
average ‘A’ list champagne-
quaffing, canapé-gobbling affair
either. A succinct “welcome, wel-
come” suffices for an introduction
speech and an eight-year-old
‘Miss Sweetie Poo’keeps pro-
ceedings moving at a rapid pace
by greeting any acceptance
speeches deemed to be too long
with shouts of “I’m bored, I’m
bored!”.

Both the magazine and the
awards are the brainchild of Marc
Abrahams, a Harvard math gradu-
ate who, in 1991, decided
achievements ‘that cannot or
should not be reproduced’must be
acknowledged. Abrahams brought
the Ig Nobels on tour to the UK in
March and JuniorDrcaught up with
him after the London show to find
out more.  

As Abrahams acknowledges
there’s often a little confusion
between the Ig Nobels and a real
Stockholm approved Nobel Prize.
He is certain the Swedish capital
would see the funny side, even
when it comes to using the word
‘Nobel’. “We tried to be careful
that no-one would ever confuse it,
but this is a world full of confused
people so I’m sure some people
still don’t get it.”

“By merely existing, the Igs
make the Nobels shine all the
more brightly, and real Nobel lau-
reates have even been involved.”

Actual Nobel Prize winners often
present the handcrafted Ig Nobels
to the plucky winners. 

The awards, now in their 15th
year, weren’t too difficult to start
either. “It was surprisingly easy,”
says Abrahams. “MIT
[Massachusetts Institute of
Technology] gave us a beautiful
place to hold the ceremony. We
announced the Ig Nobels would
be held one Thursday in October
and that tickets would be free; all
350 were snapped up instantly.
Word got about and some quite
eminent scientists came forward
to hand out the prizes at the cere-
mony, wearing the strangest hats.”

With such bizarre and far-
fetched research it’s often surpris-
ing  how scientists obtain funding
for their projects. Much of the
research is done out of the scien-
tists’ own pockets when they real-
ly do get bored of pipetting, says
Abrahams, but “a surprising num-
ber of projects are indeed funded
by industry”. A paper on ‘The
effect of Star Wars on locust brain
activity’ was actually funded by
Volvo, and a paper on the flatu-
lence of herrings was funded by
the Navy, who in fact requested
the research.

Surprisingly it’s not the
Americans that dominate the Ig
Nobel laureates. “Actually, the
largest number are from the
United Kingdom,” states

Abrahams - a fact that has annoyed
some big cheeses in the British sci-
entific world. Former chief scien-
tific advisor to the Government,
Robert May, even wrote to
Abrahams demanding he stop
awarding British scientists Ig
Nobels, even if they wanted to
receive them. “Perhaps he was just
having a bad day,” quipped
Abrahams.

After fifteen years of awards
Abrahams has seen many exam-
ples of bizarre science. A study
published in The Lancet, entitled
‘A man who pricked his finger and
smelt putrid for five years’was a
strong contender for his favourite
but that goes to a paper about
ducks.  

A Dutch museum curator was
the proud recipient of the 2003
biology prize for his paper on
‘Homosexual Necrophilia in the
Mallard Duck’. Kees Moeliker
witnessed the death of a male mal-
lard after it crashed into the win-
dow of Rotterdam’s
Natuurmuseum. A second male
duck, thought by Mr Moeliker to
have pursued the deceased duck,
mated with it for 75 minutes, con-
stituting the first observation of
homosexual necrophilia in the
male duck.

For more examples of weird
and wacky science, go to
www.improbable.com 

Sitting in a lab all day can be a pretty dull job. If you’re one of the world's smartest brains that idle time can
be a dangerous thing. You begin to start thinking about those things that the rest of us never worry about,
like the pressures produced when penguins poo, or the forces required to drag sheep over different sur-
faces. 

Luckily, there are awards to be won for all that weird thinking. Michelle Connolly gives us the lowdown on
the recent Ig Nobel Awards visit to Britain.

Doctors on having bought
second-hand textbooks might
find Silvers & Kreiner's paper on
“The Effects of Inappropriate
Pre-existing Highlighting on
Reading Comprehension” appli-
cable.

> Previous Winner

The 1993 prize for literature
was awarded to the 973 co-
authors of a brief research paper
in the New England Journal of
Medicine.  There were 100 times
as many authors as pages.

> Previous Winner

When 
scientists
get bored > ‘Homosexual Necrophilia in the Mallard Duck’

Kees Moeliker, Rotterdam’s Natuurmuseum
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doctor in charge of the patient and
he or she should document the
decision and its supporting reasons
on the medical records.

When arriving at a decision,
the senior doctor should, whenev-
er possible, discuss the issue with
the patient and relatives (compe-
tence and confidentiality permit-
ting) and the rest of the medical
and nursing team (including the
patient’s GP). Most of the time,
there will be no conflict between
the wishes of the patient and those
of the medical team. In a few
cases, there will be disagreement.
A joint statement from the BMA,
the Resuscitation Council and the
RCN illuminates the issue:  

Doctors cannot be required to
give treatment contrary to their
clinical judgement, but should,
whenever possible, respect
patients’ wishes to receive treat-
ment which carries only a very
small chance of success or benefit.

The statement is open to inter-
pretation, but the ‘safe’option is to
adhere to the patient’s wishes
regarding resuscitation. As usual,
when in doubt, consult trusted col-
leagues, your defence organisation
or the BMAEthics Department.  

Your hospital should have a
written policy regarding resuscita-
tion attempts. It may be wise to
track it down.

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

JuniorDr

Ethical
advisor

Dead
funny

I'm an SHO. Recently, an elderly cancer patient relapsed following
chemo.  Although the patient and his relatives are still hopeful, the con-
sultant thinks he's only got a few weeks to live.  As the situation is med-
ically futile (he has secondaries in several places, including his ribs)
we're thinking of making him a 'DNR' case.  Would that be ethically right
if the patient and his relatives still believe he can "pull through"?

There is much confusion in the
medical profession regarding
DNR decisions. A DNR order is
simply an advance decision that
CPR will not be attempted. To
refresh your memories, you should
consider a DNR (or DNAR) order
when: 

1. The resuscitation is like-
ly to be futile (more on this later).

2. A competent patient has
validly refused resuscitation
(including through the use of an
advance directive which, remem-
ber, is legally binding in England
and Wales).

3. The resuscitation will
probably lead to a quality of life so
low that it would not be in the
patient’s best interests.

Your consultant is invoking
(1) to justify his decision. There is
much debate, however, over the
meaning of ‘futile’.  In some
cases, what constitutes futile treat-
ment is obvious. Giving antibi-
otics to a dead patient is obviously
futile (and unethical since it’s a
waste of limited resources!). But is
a treatment or procedure with a
one per cent chance of success
‘futile’? This will depend on how
the individual balances the bur-
dens and benefits of the treatment
or procedure. In short, there is an
evaluative component in establish-
ing futility. This value judgement
points to the importance of dis-
cussing the issue with the patient.
The patient may have good rea-
sons to persevere despite the odds.
He may wish to attend a grand-
child’s upcoming wedding or to
finish writing a novel. 

Ultimate responsibility for the
DNR decision rests not with the
patient, but with the most senior

What’s the deal with DNR?
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Medical Ethics and
Law - Surviving on
the Wards and
Passing Exams
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£14.95

ISBN  0954765710

Things you don’t want to
hear during surgery
“Stop! Come back with that!  Bad
Dog!”

“Wait a minute, if this is his
spleen, then what’s that?”

“Better save that. We’ll need it for
the autopsy.”

“Everybody stand back!  I lost my
contact lens!”

“Could you stop that thing from
beating; it’s throwing my concen-
tration off.”

“FIRE!  FIRE!  Everyone get
out!”

“Damn!  Page 47 of the manual is
missing!”

The newNHS
Patients’ 
Behaviour Charter

1.Try to suffer from the disease for which you are being treated.
Remember that your doctor has a professional reputation to uphold.

2.Do not expect your doctor to share your discomfort. Involvement
with the patient’s suffering might cause him to lose valuable scientific
objectivity.

3. Be cheerful at all times. Your doctor leads a busy and trying life and
requires all the gentleness and reassurance he can get.

4.Never die while in your doctor’s presence or under his direct care.
This will only cause him needless inconvenience and embarrassment.

5. Never reveal any shortcomings that have come to light in the course
of treatment by your doctor. The patient-doctor relationship is a privi-
leged one and you have a sacred duty to protect him from exposure.

6. Never ask your doctor to explain what he is doing or why he is doing
it. It is presumptuous to assume that such profound matters could be
explained in terms that you would understand.

“I hate it when they’re missing
stuff in here.”

“Ya know, there’s big money in
kidneys ... and this guy’s got two
of ‘em.”

“What’s this doing here?”

“Sterile, shcmedle.  The floor’s
clean, right?”

“Don’t worry.  I think it is sharp
enough..”

“Hand me that ... uh ... that uh....
thingie.”

“Accept this sacrifice, O Great
Lord of Darkness.”
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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 -

42" TV with Sky Digital, 10 PCs with Internet Access, a plasma
information screen, a modern kitchen, two snooker tables and a
Fussball table. Complimentary tea, coffee, toast, newspapers
and magazines are provided daily and there’s a lunchtime snack
bar selling sandwiches, soup, jacket potatoes and snacks, solely
for the use of Doctors. We have a dedicated 'Junior Doctors'
Liaison Coordinator’ who is based in the Mess and ensures its
smooth running on a day-to-day basis. We have a monthly Mess
party as well as trips to the theatre and other events

JuniorDrScore - 5/5

> Queen’s Medical Centre, Nottingham

Bic ball pen
Too expensive to write a complaint -

60pWOW!

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.

‘JOANNE’
SWITCHBOARDWORKER (LONDON)

I’ve been working at switch-
board for the past eighteen years.
I’m actually the most senior mem-
ber on the team but I still prefer
night shifts. They tend to be much
quieter and it suits my life a little
better. My husband passed away a
few years ago and it’s better to
spend days alone at home than
nights. Besides, you get more time
off if you opt for more nights.

The shifts are twelve hours
long and start at eight in the
evening. We have a handover-
much like doctors and nurses. Are
all the bleeps up to date? Have the
crash call tests worked fine? Are
there any locum doctors on call?

As the hospital is quite a small
district general there’s only one
person on nights. This can get pret-
ty lonely but it’s usually so quiet
that it means I can snooze off for a
few hours without too much inter-
ruption. 

We deal with the unusual
things here on a daily basis. We
have doctors locked out of their
rooms, nurses complaining of
cockroaches and people always
order pizza on night shifts and get
it sent here. It usually ends up cold
but they often offer me a slice
when then turn up to collect it.

One of the hardest things I’ve
had to deal with was when all the
bleeps stopped working for a
night. We had to make sure that we
knew exactly where all the key
doctors were overnight - just like

the days before pagers. The med-
ical and anaesthetic registrars also
had two-way radios so I could call
them in an emergency. 

By one or two in the morning
things usually quieten down and I
move over to the sofa that we have
in our room. I still have my head-
set on and a remote wireless unit.
Using wi-fi I can then sort out the
basic things like bleeping people
and connecting others to exten-
sions without having to even get
up from the couch. It’s amazing
what modern technology can do
for you if you know how to use it.

It’s funny how many excuses
we get about broken bleeps.
Replacing them costs over two
hundred pounds a go  and we try to
charge for instances when it’s
clearly the doctor’s fault. They get
around it by making up things like
‘it was damaged when I dropped it
running to a crash call’and ‘a
nurse spilt some fluid onto it’.

Things get a little busier by the
time sun comes up and people start
coming into work. I try and get a
cooked breakfast on my way home
and then go straight to sleep. I
always turn my mobile and land-
line off when I get in. I’ve had to
deal with enough ringing overnight
and can’t face it anymore. I drift
off to sleep as soon as I can and
sometimes dream of doctors
throwing their bleeps around the
corridors in a weird game of
‘bleep-rugby’. Sometimes they
offer me pizza. 

St Thomas' Hospital
London

Doodle-tastic -

25pLOW! Wexham Park Hospital
Slough

Single banana
Slipping up -

85pWOW!Bristol Royal Infirmary
Bristol

Potassilicious -

40pLOW! Lister Hospital
Peterborough

‘Get Well Soon’ card (cheapest)
Enough to make you sick again -

£1.25WOW!Royal London Hospital
London

Better than penicillin -

60pLOW! Royal Alexandra Hospital
Paisley

Next issue we’re looking for the lowest/highest price of a sachet of
tomato ketchup, a packet of salted crisps and a can of Coke/Pepsi.
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