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Medicine Vet Med Dentistry

The most successful 
applicants and 
Medic Mentor 
students get 
involved in 
everything!  Don’t 
hesistate; put 
yourself outside of 
your comfort zone 
and your confidence 
will grow!  Apply 
for competitions, 
attend events, read 
as much as you 
can, and follow the 
Seminar Series!

Medic Mentor’s Masterclass

STUDY SKILLS
& TIME MANAGEMENT

April 28th London
SITUATIONAL JUDGEMENT TEST
HONESTY, INTEGRITY AND PROBITY ARE KEY QUALLITIES 
FOR ANY HEALTHCARE PROFESSIONAL.  

Si t u a t i o n a l 
judgment tests 

or SJTs for short 
are a psychological 
tool that use 
h y p o t h e t i c a l 
scenarios to assess 
one’s behavioural 
and cognitive 
abilities. SJTs 
have become 
increasingly popular 
in the world of 
medicine. They play 
the single biggest 
role in the selection 
of final year medical 
students into their 
first junior doctor 
jobs. Furthermore, 
SJTs have been used 
more commonly 

in medical school 
assessments as well 
as in admission 
i n t e r v i e w s . 
F a m i l i a r i s i n g 
yourself with the 
structure of such 
interview questions 
and having a logical 
way of approaching 
them can make 
you stand out from 
other candidates.

Structure: SJTs 
always pose a 

realistic hypothetical 
scenario that 
can easily be 
encountered by a 
person in the role 
for which you are 

being interviewed, 
in this case, a 
medical student. 
Once the scenario 
has been drawn 
up, the candidate 
is given a list of 
potential answers 
from which they 
have to select 2-3 
correct ones, or they 
have to rank the 
answers from most 
to least appropriate. 

A friend, who is suffering 
from chronic back pain, 
asks for medical advice. 
She feels her current GP 
“doesn’t know what he 
is doing”. You are a third-
year medical student, 
but have recently had 
an extensive teaching 
session on back pain. 

Suitable for students from Year 10 or S3 upwards  
Register under courses at medicmentor.co.uk £25/student

REFINE YOUR STUDY SKILLS AHEAD 
OF EXAMS

Options:

1. Reassure her that this is likely to 
be simple back pain and not to worry

2. Abstain from giving medical 
advice, but advise her to see another 
GP

3. Abstain from giving medical 
advice, but advise her to see her GP to 
discuss her concerns, including those 
about her current treatment

4. Refuse to discuss the matter 
stating that it is against medical 
guidelines to advise outside of a 
hospital setting

5. Offer some useful information, 
based on what you have learnt, and 
advise a visit to the GP

1 2



Medicine Vet Med Dentistry

Nominate your school to host a

FREE SEMINAR
in 2018

Email education@medicmentor.org with your experiession of interest to host 

A Free Seminar at Your School!
This is a great way to get students more involved in the Seminar 

Programme.  Access to a Mentor, will give students the confidence to 
work through the study guides independently.
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THE PBL CASE
PRESENTING COMPLAINT: FINGER PAIN AND STIFFNESS

Martin is a 32-year-
old mechanic who 

presented to his GP with 
a six months history of 
worsening pain, stiffness 
and swelling in his fingers. 
The symptoms are always 
worse in the morning and 
improve as the day goes 
on. However, the first 30-
60 minutes after waking 
are very bad. He had 

a few episodes of pain 
accompanied by marked 
stiffness and swelling 
of his finger joints. It 
affects the small joints 
(metacarpophalangeal and 
proximal interphalangeal) 
of the fingers on both his 
left and right hand. During 
these flares, Martin took 
some paracetamol to no 
avail but another painkiller, 

ibuprofen seemed to have 
made a small difference. 
Apart from the joint 
symptoms, he was also 
complaining of constantly 
feeling “under the weather” 
and having lost some 
weight without changing 
his diet or daily activities.

Correct ranking of answers from most to least appropriate:

5. Beneficence is one of the four pillars of medical ethics. You should always try to help patients, 
irrespective if they are a friend or not. It is entirely appropriate to share your newly acquired 
knowledge on back pain but knowing your limitations is a key aspect of professionalism. As a 
medical student, friends and family will often look at your as if you were a doctor even if that is 
not the case yet. The GP is not only more experienced and more knowledgeable than a third-year 
medical student, but they are also fully registered members of the General Medical Council, who 
can diagnose, council and treat patients.

3. Although this option is entirely appropriate, it is not ideal. While giving medical advice 
as a student is completely unacceptable, it is possible to share your existing knowledge 
on a subject if that will be of any benefit to your friend. However, it is still good advice to 
tell your friend to seek help from their GP who is the best person to deal with this issue.

2. Option 2 is where things become of “borderline appropriateness”. While it is 
appropriate to abstain from giving medical advice as a medical student, impeding on the 
doctor-patient relationship is a questionable action. GPs are under enormous pressure 
to fulfil one of the most important roles in the NHS within increasingly shorter periods 
of time. It is important to realise that while patients have every right to complain and to 
receive the highest quality care possible, the fact that they are a bit unhappy with their 
GP does not make that doctor incompetent. It is in the patient’s best interest to restore 
the good relationship with their doctor.

1.   This is a highly inappropriate and unprofessional answer to give. It breaches multiple ethical 
principles and has the potential to be very dangerous as well. A third-year medical student is not 
qualified enough to reassure such a patient. However, it would be inappropriate (even for a doctor) 
to “diagnose” anybody, let alone a friend who is not even their patient, in such a non-formal way.

4.   You might be surprised that option 4 is the least appropriate, but there is a simple explanation 
for that: this answer is a lie and one that is very unhelpful for the hypothetical patient. Such an 
action would seriously call into question any medical student’s professionalism.

3
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THE DEBATE
MOTION: THE  UKCAT IS ESSENTIALLY A WORTHLESS TAX 
ON  MEDICAL  SCHOOL  APPLICANTS

1. There is very little 
evidence that the UKCAT 

differentiates medical students 
who perform better than 
those who perform worse. 

2. 80% of medical students 
in the UK attended private 

or grammar schools, for the 
remaining 20% this is yet 
another financial barrier.

3. More affluent students 
are likely to have access 

to courses, books and other 
resources that will enable them 
to prepare better and hence 
score higher on the UKCAT.

4. Despite the misleading 
name, the UKCAT is not a 

national system used by all 
medical schools in the country.

Here as some 
thoughts 
to help you 
guide your 
discussion:  

Past medical history: anaemia diagnosed a few months ago.

Drug history: none.

Social history: Martin lives with his wife and their 6-year-old 
daughter. He only drinks “a pint or two once in a blue moon”, but 
he smokes ten cigarettes a day and has been doing so since the 
age of 16. 

Family history: “joint problems” on mother’s side of the family.

Ideas, concerns and expectations: Martin is working with his hands and 
has been struggling lately. He is worried that the situation might get 
worse. His uncle had similar complaints when he was young and now has 
deformed fingers. 

Examination findings: there was marked swelling, tenderness and redness 
on palpation of the small joints of Martin’s hands and feet. They were also 
‘warm to touch’. However, the joints closest to the tip of his fingers and 
toes -distal interphalangeal joints and interphalangeal joints respectively- 
were completely normal.

1. What are the possible diagnoses?

2. What tests would you do to get a definitive diagnosis?

3. Can you relate the anaemia to your diagnosis and if so, 
how?

4. Why did ibuprofen ease the pain despite paracetamol 
being ineffective?

5. Is Martin’s weight loss concerning?

Kestra  has been involved with Medic Mentor 
for over 3 years.  She joined as an aspiring 

medical student in year 12 and  attended  
National Healthcare Weekend.  She received 
mentoring throughout her application, and 
she worked incredibly hard at school, obtaining 
top grades for both A-level and GCSE.  She is 
also a talented gymnast, coach and singer.  She 
received 3 out of 4 offers and was ranked among 

the top 60 students in Cardiff Medical School‘s 
application process.  She has continued to be an 
inspiration and excellent role model to aspiring 
students.  She has received 2 Medic Mentor 
Scholarships so far, and has taught students 
at Medic Mentor’s Summer School last year.

MENTOR PROFILE: KESTRA DAWSON

KESTRA TUTORING STUDENTS ON THEIR PERSONAL 
STATEMENTS @ the SUMMER SCHOOL

7 8



Please give a brief description of your journey into medical school.

When I was 15 I realised that a medical career actually involved 
everything I was looking for in a future vocation: variety, challenge, 
meaning... So, I started work experience with my father (a consultant 
neuropathologist) in the summer I finished my GCSEs, spending 3 
weeks in pathology, neurology, neurosurgery and neurophysiology. 
I loved every minute of it! After that, I got stuck into finding work 
experience and participating in activities I could use to build a 
personal statement. 

The most significant of these was my work as a professional 
gymnastics coach and my time presenting a research project at the 
Japan Super Science Fair. After completing my UKCAT and gaining 
extremely average scores, I applied wisely to universities, focusing 
on my strengths – personal statement and interviews. Facilitated by 
the support of Medic Mentor, I was fortunate to receive 4 interviews 
and 3 offers; and so my journey into medicine was an unusually 
smooth one.

What advice or tips would you give to current medical school 
applicants?

Top Tips:

1. Create a master list of every single extracurricular and 
academic achievement you have ever had and date them. This is 
a fantastic basis for personal statements and is great to draw from 
during interviews. It’s even useful in your time as a medical student 
– to make applications and build a portfolio.

2. Log ALL work experience you do (including specific 
anecdotes).

3. Anecdotes are your best friends! Find specific stories 
describing your experiences because they make you individual and 
sound genuine – they are a great way to demonstrate your skills and 
experience throughout your personal statement and in interviews.

4. If you have the opportunity, time and interest, try an EPQ 
on a current medical topic – it’s great to talk about at interview and 
show off research skills, which is an aspect of medicine that many 
applicants neglect to mention. 

5. If you have family members who are related in any way to 
the healthcare profession then get them to help you find work 
experience, read your personal statement and practise interviews! 

6. If medicine is something that you are genuinely motivated 
to pursue, then you will always find a way in, even if it takes 5 years 
longer.

10



M E N T O R
Winter 2017/18

THE MOST GOOD YOU 

Kestra, 
describe your 
experience 
of medical 
school so far? 

In just one year, my training has involved a huge variety of 
experiences from lab practicals and placements to clinical 
skills and full body dissection. It has been as difficult as I was 
told it would be and indeed, medical students are required to 
demonstrate every skill they said they had during the medical 
application process. But it’s worth it. I have already had the 
opportunity to experience things that most people would never 
witness in their lives and I feel incredibly privileged and proud 
to be a part of the healthcare workforce. 

 

CRITICAL ANALYSIS OF AN ARTICLE
LEARN TO THINK CRITICALLY LIKE A HEALTHCARE PROFESSIONAL

A key skill that every 
medical student should 

acquire is the critical 
appraisal of research articles. 
In the UK, we practise 
evidence-based medicine 
which essentially means that 
decisions regarding clinical 
guidelines, investigations 
and management of 
conditions are made 
after careful evaluation of 
scientific evidence. The most 
basic form of such evidence 
is research published in peer-
reviewed scientific papers. 
However, there is a real art 
to distinguishing between 
good, robust scientific 
findings and science that is 
lacking in good evidence. 
Just because something is 
published in a newspaper, 
online, journal, or even a 
textbook does not mean it is 
definitely true. 

Critical appraisal is 
a process used to 

identify the strengths and 
weaknesses of an article in 
order to objectively assess 
its usefulness and validity.

We, at Medic Mentor, 
would like to encourage 

you to learn this invaluable 
skill as soon as possible. 
However, instead of reading 
dry scientific papers that are 
likely to be above your level 
of understanding, in each 
School Societies Bulletin we 
will give you an interesting 
medicine-related article to 
read and appraise. This is 
also a useful skill, as we are 
presented with opinions 
mixed in with facts in the 
media every day, and doctors 
need to be able to dissect to 
the key issues.

As well as this, we now offer 
an amazing opportunity 

for those of you who want 
to voice your opinion or just 
get a huge brownie point for 
application to medical school 
and beyond. Write down 
your critical appraisal using 
the “Letter Guidance” in the 
downloads section of our 
website for full details. The 
best letters will be published 
in the subsequent issue of 
Medic Mentor Magazine, 
the only magazine in the 
UK dedicated to students 
applying to healthcare 
degrees, where school 
students can put their name 
to an article. It cannot be 
emphasised enough how 
good such a thing would look 
on a medical candidate’s CV.

NOW!
Itatque sum repro ipsaped moditat 

re, illandam enimet

HAVE YOU READ THE LATEST 
ISSUE?
Subscribe at  medicmentor.org for just £4.99/month
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“I view every patient as a potential lawsuit”. 
Frighteningly 69% of surveyed neurosurgeons 
agreed with this statement in 2014, and since then 
that attitude has only continued to grow. Now 34% 

of all physicians think the biggest problem in medicine 
is malpractice liability. As many of us are aware, the 
NHS faces many issues currently, including rising costs 
and increasing reliance on private services. Arguably the 
largest problem facing healthcare today is the practice 
of defensive medicine. This may be due to an increase in 
complaints procedures in the NHS and an ongoing threat 
of clinical negligence claims hanging over the heads of 
many practitioners. This has led to an unnecessary fear of 
litigation which, as many have confessed, influences their 
professional decisions massively. 

It is estimated that 90% of doctors practise defensive 
medicine, leading to financial and ethical implications that 
are only going to get worse as people become more 
aware of and more particular about their care. Can we 
really let this continue? Can we let medicine become “a 
cure worse than the disease”? 

What is defensive medicine and when does it occur?
Defensive medicine is defined as a doctor’s deviation 
from their usual behaviour or that considered good 
practice, to reduce or prevent complaints or criticism 
by patients or their families. It includes both positive and 
negative defensive medicine;

Positive defensive medicine involves performing needless 
tests or procedures and prescribing unnecessary 
treatments. A common example of this is shown when 
patients are referred for venous thromboembolism 
prophylaxis (VTEs). This is where doctors take 
preventative measures against deep venous thrombosis 
(DVT) or pulmonary embolisms (PEs), based on the risk 
factors they display. It has, however, been shown that this 
pathway is not greatly effective at preventing PEs. Despite 
this, almost all patients continue to be referred for it.

Negative defensive medicine involves avoiding certain 
treatments and removing high-risk patients from the 
practitioner’s list. For example, in a case where a patient 
is borderline needing a treatment there may be less risk 
in not performing the procedure than performing it 
improperly. The most common example of this is seen 
when patients have low back pain, which is extremely 
common in day to day life. One doctor has said “We 
always try to avoid invasive procedures such as spinal 

injections or surgery and always try our best to try non-
invasive, less risky procedures such as simple painkillers 
or physiotherapy”. 

This wasteful practice fails to prioritise the patient’s 
needs and it is spiralling out of control, dragging the 
medical profession into a poisonous habit that it just 
can’t seem to give up.

How has medical practice developed?
In the past, a more paternalistic approach in healthcare 
meant that there was little public knowledge of medicinal 
treatment. The patient’s respect for the doctor stemmed 
mainly from the fact that their life was in the doctor’s 
hands. More recently, there have been dramatic changes 
in the doctor-patient relationship, as we are dealing with a 
more informed and questioning public. However, patients 
are accordingly less accepting of treatments particularly 
as they are more aware of the risks. As such, doctors 
are now overly careful to act in a way that cannot be 
challenged; to avoid being liable of malpractice.

Medical malpractice occurs when a doctor, hospital, or 
other health care provider deliberately breaches a duty 
of care to a patient, who is injured or dies as a result. 
Unlike malpractice, negligence does not involve intent but 
a mistake by the physician, however it is the main cause 
of accusation for such practice. Errors that fall under 
malpractice include carrying out a procedure without 
the patient’s informed consent, misreading X-rays and so 
on.

Why is defensive medicine such a cause for concern?
“I will prescribe regimen for the good of my patients 
according to my ability and my judgment and never do 
harm to anyone”- Hippocrates

This oath is what every doctor graduating in the 
Western world must follow, however the difference 
between this and reality is quite a thing apart. As I have 
previously mentioned, unnecessary treatments are now 
prescribed knowingly, which does not follow what the 
oath states about working in the best interests of the 
patient. Refusing to perform high-risk surgery could be 
harmful to the patient, as this light fingered approach may 
shunt the patient into a terminal condition. How can it 
be allowed to continue that our very own healthcare 
professionals are the ones posing health risks to their 
patients? Not only is this inconsiderate, it is illogical. By 
avoiding high-risk patients their condition is only going 

Defensive Medicine
---

Cora Manchester
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to get worse. They will need more treatment, meaning 
the risk of procedures will get worse. The doctor will 
continue to avoid them, putting them in a vicious cycle 
until the physician is in fact liable of negligence; the very 
thing they were trying to avoid.

The extent of the damage such practice could cause 
is frightening. It can be harmful for a doctor-patient 
relationship, as this deceit will inevitably lead to the 
degradation of this relationship. However the destruction 
doesn’t stop there; requesting procedures that are 
surplus to requirement is putting an enormous strain on 
NHS resources and finances that could be invested into 
other areas, such as research or treatments for patients 
who need them more urgently. This is draining what 
limited resources the NHS have, putting an enormous 
strain on procedures available for patients who actually 
need them.

Despite these catastrophic effects which can be 
observed within the medical profession, the problem of 
defensive medicine shows no signs of being resolved.

Are doctors just dreaming it? 
According to a survey by Jackson Healthcare, the main 
reasons for defensive medicine are: to avoid being 
named in a potential lawsuit (78%), it has become the 
new “standard of care” (61%), patient or family demands 
that everything humanly possible be done (59%), to 
adhere to the standard of perfection to which patients 
hold physicians and any bad result is the physician’s fault 
(53%). The second cause particularly grabs my attention 
– the idea that this treachery is, in our doctors’ eyes, the 
new standard of care. The idea that they do not have 
to follow any example better than that of this deceitful 
practice.

However disturbing that may be, my main interest is 
in the predominant reason for practising defensive 
medicine – to avoid litigation. Due to the nature of 
the modern doctor-patient relationship, this fear has 
spiralled out of control. It is now common for patients 
to demand to have every measure possible taken and 
to be informed of every step. This means that their 
unrealistic expectations often lead to disappointment, 
and negligence claims are now much more common. 
Despite the obviously manic and widespread fear that 
this has caused, it has been shown in a survey that 
“Only 5% of malpractice claims go to trial and 90% of 
those claims are won by the physician”. Yet still 92% 
of physicians were found to be ordering imaging tests 
and diagnostic measures for assurance and 42% were 
eliminating high risk procedures and avoiding patients 
with complications. This demonstrates perfectly the 
enormous gap in the reality of litigation of doctors and 
their perception. Something quite clearly needs to be 

done to stop this paranoia being spread wildly through 
the NHS, and it needs to be done urgently.

The longer it is allowed to continue; the more problems 
it will cause, the more doctors will start to take on 
a similar mind set, which will inevitably lead to more 
mental health issues for many physicians.

Conclusion
As previously mentioned, doctors have a duty of care to 
their patient. However defensive medicine goes against 
several aspects of this – they are not avoiding harm, 
doing good or working in the best interests of society. 
How can doctors avoid malpractice by acting in a way 
that could harm their patient?

To tackle this ever-growing problem that seems to have 
healthcare held firmly in its grasp, we need to start at 
the root of the problem, but what is this? The problem 
has many roots. The practitioners, the patients, lawyers 
and more all contribute to the issues that we now see 
in healthcare. Physicians need to come to their senses 
and be shown how few doctors actually suffer what they 
fear. They need to be shown how defensive medicine 
could be closer to malpractice than they were originally, 
and therefore how they are making their situation worse 
for themselves. Obviously this sort of change in attitude 
doesn’t happen in an instant, and many of them may need 
help in the form of guidance or counselling to help them 
reduce these fears. Patients and lawyers also need to be 
made aware of the chaos they are creating by expecting 
too much of doctors who have restrictions placed upon 
them, which they are legally bound to follow. They cannot 
provide every possible resource to ensure patient safety, 
they can only offer the necessary measures. By raising 
awareness of what the limitations are, we could reduce 
the amount of complaints and negligence claims which 
instigates this practice in healthcare.

This sort of change would be ideal, provided there was 
a more widespread acknowledgement of the need for 
change. In a survey, 79% agreed with the statement that 
physicians “should adhere to clinical guidelines that 
discourage the use of interventions that have a small 
proven advantage over standard intervention but 
cost much more”. However, this statistic seems almost 
hypocritical given that the majority of these physicians 
no longer do this, and instead have been sucked into 
the habit of defensive medical practice. Perhaps showing 
to them in more detail the impacts of this practice and 
posing to them the idea that the NHS cannot go on this 
way should make them more aware of the consequences 
of their actions, and help initiate a change in the attitudes 
of these practitioners. We can’t resolve anything if they 
are not willing to change their ways.


