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D
ON’T LET it be said that the BMA fails to get
results. At last year’s BMA annual representative
meeting in Torquay, doctors were regretting the
stalemate in the consultant contract negotiations.

Twelve months on, and contracts have been agreed in all 
four devolved nations and, while implementation might not be 
as rapid as consultant leaders would have wished, 
more and more consultants are reaping 
the benefits.

Health service targets were deplored for
their distortion of clinical priorities and
potential harm to patients. The government
has subsequently announced a refinement of
targets, including the A&E goal that insisted 
a patient must be seen, treated and admitted 
or discharged within four hours.

Health secretary John Reid has accepted that
a minority of patients will fall outside these
targets for good clinical reasons. Other targets are
set to be similarly refined. 

Policies agreed at the ARM keep the BMA busy
throughout the year. Some take longer to achieve than
others, some are overtaken by events — foundation
trusts have been introduced, despite doctors’concerns
— but none are ignored. 

Once the representative body decides a policy, it
is sent to the most relevant part of the BMA for
action: the council, a craft committee, one of the
boards, or an association directorate.

Debt modelling and diversity
Student leaders, for example, have been campaigning hard
over the past 12 months, since the BMA medical students
committee took on a range of issues, including tuition fees
and widening participation in medical schools.

Their work almost paid off in January when the vote on the
Commons second reading of the Higher Education Bill, which
will enable universities to charge fees of up to £3,000 a year, was
one of the closest in decades. The government saw its normal
majority of 161 slashed to just five.

The MSC has repeatedly stated its concerns that tuition fees
will deter people from poorer socio-economic backgrounds
from applying to medical school. And the argument was backed

by evidence: debt modelling carried out for the MSC by joint
deputy chairman Daniel Gibbons found that students could owe
up to £64,661 on graduation.

Mr Gibbons said: ‘Debts of this level would put anyone off
becoming a doctor. Medicine is already significantly more

expensive than other courses, and our research shows
that the problem would worsen with the introduction
of top-up fees.’

The figures were recently quoted in a debate by
peers who have scrutinised the bill during its passage
through the Lords, and a number share the MSC’s
fears. Tory peer Lord Skelmersdale tabled a

successful amendment suggesting fees should only 
be paid for three years of a first degree course — a
move that would help ensure potential applicants
from low-income backgrounds are not deterred
from studying medicine.

The MSC is maintaining pressure on
ministers by writing to higher

education minister Alan Johnson —
whom they also met during the

course of the year — urging him to
support the amendment when the
bill returns to the Commons for 
its final stages.

Student leaders are also keen to
support the BMA board of medical
education report The Demography of
Medical Schools, which reveals that
social class and race affect the
likelihood of a young person

applying for and being accepted at
medical school.

MSC chairman Leigh Bissett says: ‘This report highlights
what we have been saying all along, that there is a problem with
participation in medical schools. Medical schools are still mainly
social classes one and two, and we need to change that so doctors
are more representative of society.’

Doctors for doctors
More needs to be done to support colleagues’ health and
morale, doctors agreed last year. They called on the BMA
to take action to encourage doctors to take sick leave, as
most shoulder the pressure of the health service and feel
compelled to go to work when unwell — placing their own
well-being and the welfare of their patients at risk.

They also stated that healthcare professionals with mental
health problems should be able to seek treatment confidentially
and out of their local area — and that all strategic health
authorities should commission services to ensure this was
possible. Since then, the Doctors for Doctors unit has been set up
with its own office and pages on the BMA website.

The unit is committed to providing support for doctors in
distress and difficulty by:
● Helping them make informed decisions about their health
● Working with them to gain insight
● Facilitating access to appropriate care
● Supporting them through recovery.

Its web-based resource was launched last month and includes
links to questionnaires about emotional well-being and alcohol
use, information about seeking help for drug and alcohol misuse,
bereavement, and family and mental health problems.

BMA director of professional activities Vivienne Nathanson
said the emphasis was on prevention, encouraging doctors to
seek help before problems became insurmountable. Through the
unit, the BMA plans to gather evidence on the numbers of

When the BMA representative body casts its votes at the
BMA annual representative meeting it sets the association 
to work for the coming year — or longer — to make its
resolutions a reality. Lisa Pritchard reports on progress 
made on last year’s headline policies

That’s what gets results If you are gay, disabled, a woman or from an ethnic minority and
also happen to be a doctor, you are likely to face barriers that will
impede your career progression, affect you financially, damage
your health and weaken the NHS. That’s the bleak message from
a new BMA report that also says too little is being done to 
tackle discrimination in the NHS. Lisa Pritchard reports 

E
LEMENTS OF the medical profession are racist,
sexist, homophobic and unsympathetic towards
illness or disability among doctors. So says a new
report published at this week’s BMA annual

representative meeting in Llandudno. 
Career Barriers in Medicine: Doctors’Experiences says

these attitudes, coupled with sometimes outdated structures,
throw up multiple barriers in the path of anybody seen as
‘different’who wishes to become a doctor, and that many are
still prevalent within medicine today.

The report says: ‘It is clear that many of the experiences
described and obstacles faced by doctors are detrimental to
their career progression. Although there are signs of changes
in attitude, this exercise has unequivocally proven that not
enough is being done.’

The BMA equal opportunities committee, which produced
the report, interviewed 25 doctors from a variety of
backgrounds to learn about their experiences. One told them
medicine was still ‘a very conservative profession’.

The report looks at four groups of doctors in detail: those
from ethnic minorities, gay, lesbian or bisexual doctors, women
doctors, and doctors with disabilities.

Some of the personal accounts of prejudice in the report are
shocking. One interviewee reveals: ‘I had to work for one
[doctor] who I knew was completely opposed to women in
medicine. He had been heard telling women medical students
that he thought they shouldn’t be in medicine; that they should
be at home having children.’

Another says: ‘My senior partner in the practice was very
homophobic. [He] made jokes about homosexuals in front of
me and made disparaging comments about gay patients.’

A third adds: ‘[You] would expect tolerance from doctors,
but this is the worst group when dealing with their own… 
most people don’t want to know about discriminatory 
behaviour because medicine in this country has a “survival of
the fittest” style.’

Among the barriers identified by the doctors were: 
● Negative attitudes, stereotyping and discrimination

● A lack of flexibility in working environments and career
structures

● Cost, in the context of exams and registration for overseas
doctors, equipment for doctors with disabilities and
childcare

● Constraints on career choices because of perceived norms
● Lack of support.

A number of doctors felt forced out of their chosen career as
a consequence of the barriers they encountered.

One reveals that the problems experienced ‘completely
destroyed my career’.

The doctor adds: ‘It has had very serious implications for my
mental health for some time and it was completely unnecessary
because I was totally British trained — a good quarter of a
million pounds of taxpayers’money went into my training and it
has not been used. I am here at home. I have been home for some
years. The NHS is crying out for surgeons — it is desperate.’

Other doctors have found that leaving the profession was,
ultimately, a positive experience because it lifted the immense
pressures they were under.

Gay and Lesbian Association of Doctors and Dentists 
co-chairman Jolyon Oxley gave up a conventional career
pathway in the NHS because of the physical demands of
training. He had polio as a child, which left him with some
mobility problems that affected his career choices.

Dr Oxley, who is also honorary secretary of the National
Counselling Service for Sick Doctors, says: ‘The choices I
made were fine and worked out well, but for other people that
might not have been the case.

‘In those days [the 1970s], junior doctors worked
extraordinarily long hours and were on their feet the whole 
time. I struggled, and there was no particular extra help. It was
not really discussed with me.’

The EOC’s new co-chairmen, Aneez Esmail and Sam
Everington, have pledged to tackle the career barriers identified
in the report. They say: ‘It is no longer acceptable in this day and
age for doctors to be denied the opportunity to fulfil their
potential because of discrimination and inequalities.

‘The challenge now is to deliver real change over the next
few years so that every doctor, regardless of skin colour, gender,
disability or sexual orientation, is able to play a crucial part in
the NHS and deliver first-class care to patients. 

‘Only in this way can doctors realise their full potential and
ensure the NHS achieves its goals.’

The BMA report outlines a series of suggested approaches
for helping doctors to overcome barriers. 

These include:
● Zero tolerance of discrimination
● Education and training in equality and diversity at all levels,

from medical school onwards
● Good quality careers guidance and support, with

employment information for doctors who have trained
internationally

● Support for under-represented groups in leadership and
management roles

● Recruitment process improvements, including job
applications and interviews

● Better data on all groups of doctors
● Comprehensive occupational health services available 

to all doctors.
Dr Oxley says: ‘Traditionally, there has been a 

tendency in medicine to wait for people to say something 
before doing anything — to wait for people to ask for help or
feel they are being discriminated against and then, maybe,
maybe, respond.

‘I don’t think that’s good enough. Policies and practices 
need to be in place to ensure that the needs of people from any
of the minority groups are actually met in an upfront way. 
That should be the norm.’

He believes the government should make some strong
statements on the unacceptability of discrimination in the NHS
and that all kinds of doctors are valued members of the 
NHS workforce.

A doctor with disabilities, who does not want to be named,
welcomes the BMA report and its potential solutions, but warns
that it will take a long time to change some attitudes.

He has found that doctors do have a certain mindset towards
colleagues with disabilities, and his career choices have been
influenced by that.

He says: ‘I don’t think some of the things in the report will
work too well without general attitude change.

‘It is very difficult to achieve a sudden turnaround [in
attitudes]. I think it will come, but it will just take a long time.’

The BMA has committed itself to the elimination of
unlawful discrimination and the removal of barriers to careers
throughout the medical profession — Drs Esmail and
Everington want ‘real change’to be delivered over the next 
few years. 

Hopefully, the unflattering portrait of aspects of the medical
profession painted by this report can be changed beyond
recognition.
➤ BMA View, page 16

should now be handled. Key features of Maintaining High
Professional Standards in the Modern NHS: A Framework for
the Initial Handling of Concerns about Doctors and Dentists in
the NHS include recognition of the need for:
● Clear reasons to be given for the suspension of doctors
● Suspensions to be time limited
● Trusts to monitor suspension cases and enable doctors to

return to work wherever possible and as soon as possible.
Speaking in December, then BMA central consultants and

specialists committee joint deputy chairman Nizam Mamode
said: ‘This agreement is a significant initial step along the way to
addressing our concerns that suspensions are currently being
misused. We are hopeful that it will reduce the number of
suspended doctors.’

Meanwhile, the same BMA negotiators who contributed to
the framework are still examining the kind of support currently
available to suspended doctors with a view to improving its
coordination or plugging any gaps.

The greatest threat
One of the biggest issues that has emerged
during the year is implementation of the
government’s training overhaul,
Modernising Medical Careers. 

The ARM 2003 set out its beliefs that
‘generalist’ consultants require at least
as much training as ‘specialist’
consultants, and that training must only
be shortened in specialties where there
is evidence that consultants are
currently being over-trained. There was also a call for
the certificate of completion of specialist training to be
reinforced.

Doctors said the training changes should not result in juniors
providing service posts in under-doctored specialties at the
expense of education, and that the government must ensure the
foundation programme is a genuinely educational experience 

for newly qualified doctors. 
All crafts are now

very concerned
about the implication
of MMC. The annual
BMA junior doctors
conference passed a
vote of no confidence
in the MMC team in
May, and BMA council
chairman James Johnson
has described MMC as

the ‘greatest threat’ the
profession faces.

This year’s ARM debates are bound to be heated as doctors
battle to safeguard their high standards of professionalism. The
government should beware — the BMA likes to get results.
● www.bma.org.uk

Thou shall not progress

‘Policies agreed 
at the ARM keep the
BMA busy throughout

the year. Some are
overtaken by events
— foundation trusts

have been introduced
despite concerns —
but none are ignored’

doctors and the type of health problems they are experiencing to
develop a broader picture of the issue. This information can then
be used for further work, such as lobbying.

Plugging suspension gaps
Doctors in Torquay deplored the
increasing misuse of suspensions
against their colleagues because of
the damage it can do to the doctor,
patients and the health service. 

They wanted to see the creation
of a peer support group to tackle the
isolation experienced by suspended
doctors and redress the lack of
adequate support.

In December 2003, the BMA and
Department of Health negotiated a new
framework on how doctor suspensions

MEDICAL STUDENTS are

hoping to win concessions on tuition

fees after signs that ministers are

prepared to discuss extra measures

to prevent them suffering unfairly.

Student leaders, who say medical

students will face massive debts

under plans to allow universities to

charge up to £3,000 a year, have

received assurances that the Depart-

ment of Education and Skills and the

Department of Health plan to take

‘the measures necessary’to ensure the

increased cost of studying will not

have an adverse impact on health pro-

fessional courses, including medicine.

The BMA medical students com-

mittee will continue to call for a

better deal for would-be doctors at a

meeting with higher education min-

ister Alan Johnson next month.

MSC joint deputy chairman

Daniel Gibbons said: ‘The govern-

ment has now realised that medical

students are going to be hit hard by

their plans. They recognise medical

students are in greater debt even

under the current system.

‘I am reassured they are willing to

take forward this issue with us. I hope

we can continue the very constructive

discussions we have been having.’

The MSC says medical students

have different needs to students pur-

suing a three-year degree course.

They study for up to six years, fol-

lowing a course which necessitates

buying expensive equipment and

allows little opportunity for part-time

jobs to supplement income.

At its January meeting the MSC

discussed options that could help stu-

dents through their course.

It has pointed to deals for nursing

students, who receive government

bursaries throughout their course,

and teachers, some of whom have

their debts written off after a period

of service, as indications that the gov-

ernment is prepared to help students

who go into public service.

In a letter to Mr Gibbons, on

behalf of himself and health minister

John Hutton, Mr Johnson has not

ruled out any of the MSC’s sugges-

tions. He says it would be premature

to comment one way or the other on

any proposals. 

But he adds: ‘DoH ministers have

indicated that, whatever the future

levels of tuition fees, they will con-

sider, in consultation with this

department, the measures necessary

to ensure that any increase in the cost

of university courses will not have an

adverse impact on the supply, reten-

tion, diversity or quality of students

on health professional courses,

including medicine.’

Mr Johnson explains the govern-

ment is already spending more than

£700m every year to support the

recruitment and retention of teachers,

doctors and dentists. 

He also points to a report com-

missioned by education and skills

secretary Charles Clarke examining

the ‘gateways into the professions’.

This will look particularly at the posi-

tion of students who do not qualify

for the full £3,000 support package

under the proposed student finance

arrangements.

Mr Johnson says he disagrees

with the MSC’s debt modelling fig-

ures, which claim a London medical

student whose parents have a joint

income of £30,000 could finish uni-

versity with a maximum debt of

£64,661. 

He says the figures are ‘unduly

alarmist’.
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Suspensions culture

a sign of sick service

Following recent focus on the doctor suspended for allegedly taking a bowl of soup

from the hospital canteen without paying for it, we asked our panel of 200 doctors

whether managers were too quick to send staff home. John Weaver reports

Question 1

Do you feel suspension is an

overused tool in the NHS?

YES

NO

DON’T KNOW

80%

6%

14%

77%

5%

18%

98%

2%

0%

Question 2

Do you believe doctors are

suspended too early in the 

course of investigations?

YES

NO

DON’T KNOW

Question 3

Should managers who misuse

suspensions themselves be

subject to disciplinary

procedures?

YES

NO

DON’T KNOW

T
HE RECENT ‘DOCTOR in the soup’ suspension

case raised eyebrows and even smiles in many

quarters. But the case, trivial as it seemed, brought

back into sharp focus the issue of suspensions and

the devastating effect they can have on doctors’ lives.

Nottingham consultant neurosurgeon Terence Hope had been

suspended for allegedly taking a bowl of soup from his hospital’s

canteen without paying. He has now been cleared and is back at

work. And it is not just hospital doctors who are affected. Last

month Newcastle-upon-Tyne GP Roger Ford and Sunderland

GP Les Glass were cleared of any misconduct or wrongdoing in

respect of their work for Sunderland Teaching Primary Care

Trust. They had been suspended from their roles on the PCT’s

professional executive committee since last summer.

Eight in ten of our Doctors Decide panel believe suspension

is overused in the NHS and a similar number say managers press

the suspension button too quickly.And almost all respondents

say managers who misuse suspensions should themselves be

subject to disciplinary procedures.

Cheshire A&E consultant John Bache says suspension 

is almost invariably counterproductive and managers use it 

as a knee-jerk reaction when they are unable to negotiate a

sensible solution to a problem. ‘Rather than demonstrate 

strong management, it often actually represents weak and

unimaginative management,’he says.

Abused weapon

The threat of disciplinary action, including suspension has, for

Nottingham consultant thoracic surgeon David Beggs, been a

much-abused weapon, used mostly by administrators to bring

consultants to heel when they themselves feel threatened.

‘The NHS is sick as a direct result of the way it is managed,’

he says. ‘The only hope of progress is by consultants having

regional contracts again, instead of trust contracts.’

Mr Beggs asks that even if a consultant’s ability is brought into

question, is this not an indication to limit his work rather than to

suspend him? He adds: ‘Having relatively poor results for one

operation does not preclude a surgeon from performing lesser

procedures or limiting his work to less demanding procedures.’

East Yorkshire GP Ian Sibley-Calder warns that suspension

should only be used if patients are at risk and there is no other

way of dealing with the situation. Norfolk GP Roger Grogono

agrees it should only be resorted to in cases where patient or staff

safety is at risk or there is a question of a serious criminal issue.

And Sheffield GP Helen Joesbury argues that action taken

against doctors must be proportionate. ‘In the Hope case the

reaction is totally out of proportion to the [alleged]

misdemeanour. It reinforces the notion that the NHS is run by

jobsworths,’she says.

Fife mental illness consultant Alison West says: ‘Politicians

and managers have long striven to have more control over

doctors and it is difficult to argue that as employees they should

not have to work under the same rules as other employees such

as catering, nursing and cleaning staff.

‘There should, however, be flexibility and common sense in

the management of all staff and less protocol-driven action.’

Cambridge consultant in geriatric medicine Gordon

Campbell says: ‘It is important that when a doctor is 

suspended and then reinstated, the reason for the suspension 

is made public.’

Edinburgh specialist registrar in paediatrics Hannah Shore

sees the other side. ‘I have worked with plenty of doctors who

are awful, who, if they were working as inefficiently in a factory

would be sacked but the profession lets them carry on

practising,’she says. ‘This is often “justified” because those

on rotations only work in the trust for six months and then

move on to become someone else’s problem.’

The message also

comes across from

our poll, to which

68 doctors replied,

that trusts

resort to using

suspension

too speedily.

Among the 

77 per cent of

doctors who believe

this is the case is Shrewsbury 

GP Michael Dawson, who

argues: ‘Managers need to

discuss suspensions with as

many experts as possible first. We also need to look at mistakes

as system failures, not blame people.’

Dr West says the flexing of managerial muscles in cases of

the rapid suspension of doctors is symptomatic of the drive,

which she believes is central to the new consultant contract, to

deprofessionalise doctors in order to disempower them.

‘Another factor has to be the reaction to Bristol, and Shipman

in particular, where doctors are guilty until proven otherwise and

managers can overreact in a bid to be seen to be responding to

public concern,’she says.

‘If there are concerns about a doctor’s professional or 

personal competence, there should be an internal investigation

within weeks. If there is no resolution or there are ongoing

concerns, there should be an external investigation by the GMC

and suspension should take place if clinically appropriate.

‘Clearly, if the person is a danger to others they should be

suspended immediately, but this would be a very rare

occurrence.’

Unsurprisingly perhaps, our panel is almost unanimous in

believing managers who misuse suspensions should themselves

be subject to disciplinary procedures.

A Kent consultant psychiatrist, who does not want to be

named, agrees that managers should be subject to disciplinary

procedures but believes they should first have much clearer

guidance on when and how to use suspensions.

‘Managers may well fear they will be subject to disciplinary

action, or their trust to law suits, if they do not suspend a

clinician whose conduct has been called into question.’He looks

to the BMA and the Society of Clinical Psychiatrists to take a

lead on the issue.

Devon consultant in genito-urinary medicine Ian Alexander

argues that managers who have abused the system should be

subject to dismissal and liable to claims for damages from

doctors whose reputations they have abused.

Kent consultant physician George Noble points out that

managers who overuse suspension risk creating a problem 

for themselves, particularly if their actions breach trust

harassment policies.

Norfolk consultant anaesthetist William Notcutt believes that

we only get part of the story, hyperinflated by the media,when

doctors are suspended. ‘The absolute truth rarely emerges. Often

one is left with unanswered questions, hardened attitudes and a

nasty taste in the mouth.

‘An alternative view is that we are sometimes observing a

group of individuals (doctors, managers and so on) behaving like

a bunch of idiots,’he says.

BOWLED OVER: suspension is

used to keep doctors in line

Would you like to join the Doctors Decide panel

and give us your views on topical issues?

Questions are sent to panellists by email and you have about

a week to respond. Every time you respond, you will be

entered in a draw with a chance to win a £50 Marks &

Spencer voucher. To join the panel, log in to

www.bma.org.uk, click the doctors decide link on the home

page and follow the instructions or email your name and

specialty/grade, with Doctors Decide Panel in the subject

line, to info.doctorsdecide@bma.org.uk.

The winner of this week’s Doctors Decide prize draw is

Durham consultant anaesthetist David Wood

012_BMA_041004
  5/4/04  9:56

  Page 12

ne:why some doctorshave to walk away

Crisis in academic medicineprompts BMA rescue package

KEEPING THE GAME ALIVE:Glasgow consultant
d

EXCLUSIVEBY LISA PRITCHARD

MEDICAL ACADEMICS are
urging the government to back a
blueprint to encourage junior doc-
tors into research in a bid to save
academic medicine.The BMA medical academic staff

committee has drawn up plans for an
academic component of the new
foundation programme under the
training shake-up Modernising Med-
ical Careers.

Doctors leaders are keen to halt
the steady decline in junior doctors
undertaking academic and research
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work. They said medical education
would suffer because there would be
too few academics to teach growing
numbers of medical students. Council
of Heads of Medical Schools figures
released in January revealed a 23 per
cent decline in junior academic 
numbers between 2000 and 2003.MASC’s paper, Proposal for an

Academic Component of the Foun-
dation Years Programme under
MMC, wants MMC to: � Include a clear option for trainees

to work in academia to promote
‘an effective understanding of the
different settings in which medi-
cine is practised’� Designate a proportion of 

foundation positions for academic 
medicine, possibly resulting in
certification at the end� Incorporate training in all founda-

tion programmes that covers, for
example, the clinical research evi-
dence base, how clinical research
is conducted and the role of var-
ious organisations involved in data
interpretation.
Medical students and juniors have

told MASC in several surveys that
they do not consider choosing aca-
demic medicine as a career because
they do not know much about it and
are not exposed to it.MASC chairman Michael Rees

said: ‘We have had an ongoing cri i

in academic medicine that is
becoming so great that unless we do
something about it urgently, academic
medicine will completely disappear.

‘Our proposals would give doctors
good exposure to high quality aca-
demic medicine. At the end of that
period, irrespective of whether they
go on to such a career, they will be
able to use those skills as a doctor,’
he said.

The paper has been presented to
deputy chief medical officer for Eng-
land Aidan Halligan and is due to be
discussed with the MMC academic
subgroup and other Department of
Health officials
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BY LISA PRITCHARD
THE FIGHT against unfair top-up
fees is far from over.That was the message from med-

ical student leaders as they planned
their next moves in a bid to secure a
better deal for would-be doctors.

Armed with new BMA statistics
showing that medical students on six-
year courses are likely to be
considerably worse off financially
under controversial top-up fee pro-
posals — possibly owing up to
£64,661 on graduation — the asso-
ciation’s medical students committee
wants new measures for tackling 
spiralling debt built into the Higher
Education Bill as it progresses
through Parliament.The bill now enters a period of

intense scrutiny by MPs during its
committee stage. Amendments can
be made at any time up to the final
vote in the Commons.MSC joint deputy chairman

Daniel Gibbons said students were
encouraged by the strength of feeling
that prompted a large number of
Labour MPs to vote against the pro-
posals at the end of January. The
government’s 160 majority was
slashed to just five.In a last-minute concession, edu-

cation and skills secretary Charles

Clarke also agreed to commission a
report examining the ‘gateways into
the professions’ — including medi-
cine — to ensure students are not
deterred by the new finance system.

MSC chairman Leigh Bissett said:
‘The announcement indicates that
our concerns are taken seriously, and
we look forward to contributing. We
plan to fight on strongly.’He and Mr Gibbons plan to meet

ministers to work on a way forward.
Mr Gibbons added: ‘We have iden-

tified a number of potential ways
forward on which the MSC hopes to
work with the government. The gov-
ernment has shown a willingness to
listen to us and has said in the past that

they are keen to look at the issue of
medical student finance with us. They
accept that we incur a lot more debt
than our contemporaries on three-year
courses. This is not over yet.’Under the bill proposals, students

will pay up to £3,000 a year tuition
fees once they are earning more than
£15,000. A package of up to £3,000 a
year for poorer students has so far
been agreed by the government, but
medical students will still be hit the
hardest by the plans.Students should continue lobbying

their MPs about hardship — 600 had
done so by the second reading vote via
the BMA website.� www.bma.org.uk

Final-years first t

Tuition fees pledge:‘This is not over yet’
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The £64,000 questionThe MSC debt modelling reached its figures using the government’s own

student expenditure figures and took into account the proposed bursary

package outlined by education and skills secretary Charles Clarke and the

existing bursary arrangements. It found that, by the end of a six-year course:

� A London student with joint parental income of £30,000 could owe £64,661

� A London student with joint parental income of £15,000 could owe £51,642

� A non-London student with joint parental income of £15,000 could owe

£38,023
� A student with a parental residual income of £20,000 could be committing

themselves to 91 per cent more debt by studying medicine as opposed to

a three-year degree — £29,314.51 v £55,592.45It also found that 40 per cent of students live below the poverty line.
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