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The first day of a junior doctor’s working life is often filled with fear and trepidation. However, 
there really is no reason to be scared. Day 1 is usually filled with induction, meetings with your 
seniors and supervisors and tours of the hospital. Before you know it, the dreaded first day is 
over. Day 2 begins and then you are on the wards finally as a real doctor. That is when the real 
excitement begins.

Starting up
Chapter 1

Panic?
Never panic. One of the main things that 
 terrifies junior doctors is that they will be 
expected to act beyond their level of compe-
tency and to run a cardiac arrest on their own 
when they don’t even know where the 
patient is, let alone where the arrest trolley is.

At the start, the wards and the hospital 
can be unfamiliar, daunting places. The whole 
situation is enough to cause excessive sweat-
ing and palpitations, something that regularly 
occurs to junior doctors.

The most important thing to remember 
is that you are never alone. There is always 
someone that will be able to help you. Your 
seniors will not expect you to know much on 
your first day and will help you develop during 
your time with them. Everyone will show you 
what to do, and soon it will become second 
nature to you.

people to help you
You are surrounded by people who can help 
you. All you need to do is to ask them. They 
include:

1 Nurses who often know a great deal about 
what needs to be done for each patient. Many 
are very experienced and have been doing 
their jobs for years. Their advice can often be 

invaluable. They often also know individual 
patients very well. They generally have fewer 
patients on their lists than the doctors and 
may have spent considerable time with both 
the individual patient and their relatives. Every 
time they take a patient’s observations or 
administer drugs they are exposed to the 
subtle signs of disease. This gives them a great 
‘intuition’ for when patients are developing a 
problem. If you are unsure about the current 
issues or plan with a patient then their nurse 
will hopefully be able to help.

2 Patients who want to be treated kindly and 
properly and with as little pain as possible. 
Developing an open and honest approach 
with patients will make your life infinitely eas-
ier. If there is an issue you do not know the 
answer to or cannot fix immediately it is usu-
ally best to acknowledge this. A partnership 
with patients empowers them and also 
reduces the stress that comes from pretend-
ing to be an omniscient doctor.

3 Other doctors who love to demonstrate 
their skill at just about everything. Most peo-
ple are secretly happy to be asked by a junior 
doctor for help; it makes them feel useful 
and gives them a chance to shine. If you ask 
for help you will almost certainly get it. There 
is no shame in it, and you will be helping 
 others by developing a culture of honesty and  
cooperation. If you are unfortunate enough to 
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initially meet with some degree of apparent 
resistance or negativity do not take it person-
ally. Some doctors (usually the busy ones) 
won’t always be overjoyed by having another 
thing added to their list; however, this does 
not mean that you should not have asked or 
that they are critical of you. Try not to take 
any emotional outbursts personally.

4 Other members of the multidisciplinary 
team. These allied healthcare professionals 
can be really helpful in providing you with use-
ful information about your patient.

 ● Problems arise when junior doctors do NOT 
ask for help. This can be a disaster. If you feel 
panic rising in your throat, please just ask for 
help. This is counter-intuitive for self-reliant med-
ics, but it saves lives (yours and the patient’s).

 ● Make sure you attend orientation day for jun-
ior doctors if the hospital has one. It is useful for 
finding out what the hospital can do for you. They 
can be painful and bureaucratic but they are 
often sources of important information. Most 
hospitals now have a mandatory shadowing 
week when you start your FY1. use this to your 
advantage to get acquainted with the hospital.

 ● If possible contact your predecessors 
before their last day on the job. They can give 
you invaluable information about what to 
expect (the idea for this book originally came 
from a request for help from a new junior 
doctor). In particular, ask them for any nuggets 
of information, for example, what your new 
consultants do and do not like, how to access 
the computer systems, if there are any specific 
specialist investigations you may be required 
to request and how to do so.

 ● Most people find that they are physically 
exhausted during their first week of work. 
Such fatigue passes as you get used to the 
hospital and new routines. Plan to be kind to 
yourself during this time and try to avoid plan-
ning too many late nights. Hospital life is 
always much easier when you are well rested.

three basic tips
1 Take the initiative in hospitals. If things are 
not working, do something about it. If there is 
a problem, try to think of a solution for it, and 
contact the person in charge. You may need 

more firepower, and this can come from your 
senior sister on the ward, your consultant or 
even the general ward managers. Junior doc-
tors can achieve amazing changes when they 
make the effort to do so.

2 Similarly, take initiative in managing patients. 
Try to know why each patient came to hospi-
tal and what their current problem is. This may 
sound insultingly basic but it is not unusual to 
see a patient on a ward round when no one 
has this information to hand. Again, nurses are 
usually quite good at knowing what a patient’s 
current problems are. Present seniors with a 
plan for your patients rather than just asking 
them what to do. You will learn how to man-
age problems much more quickly if you think 
about them yourself first. Don’t be afraid to 
look beyond what is asked of you. If you feel 
that a patient has a problem that your team is 
not interested in then don’t just ignore it, take 
the initiative. The fact that a senior doctor has 
not addressed a problem does not necessarily 
mean that it is okay to ignore it. Thinking stra-
tegically actually makes work more fun and 
prepares you for more responsibility.

3 Prioritize your work. When tasks are being 
fired at you from all directions, priority setting 
is really important. Try to learn early on which 
things are very urgent and which can wait. 
Despite the hype, in between moments of 
chaos, there is quite a lot of downtime in your 
junior doctor year (unless you are very 
unlucky or disorganized!). Keeping a list of 
written jobs is essential, especially when you 
are really busy. If it’s not written down clearly, 
you will at some point forget it no matter 
how important you know it is.

Other useful start-up 
information

Dress
It is worth bearing in mind that patients often 
dress up to the nines to ‘visit the doctor’. I 
once watched an elderly woman with deteri-
orating eyesight, high-heeled shoes and lop-
sided make-up hobble over the hospital lawn to  
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visit the diabetes clinic. Having always dressed 
 casually, I dressed my best from then on.

 ■ Changing from student to doctor mode can 
put grave dents into your early pay cheques. If 
nothing else, buy good-quality shoes which will 
look good and will stay comfortable after a 
hard day on the wards.

You may get stained with all sorts of unmen-
tionable substances as a junior doctor. Stain 
removers from supermarkets and household 
stores can fix most things. Soaking garments in 
cold water and lots of soap followed by a nor-
mal machine wash removes blood stains.

 ■ Whilst wearing theatre scrubs (‘blues’) on 
the wards can be all the rage, doing so is a 
theoretical infection risk and frowned on by 
some hospitals. If you have to wear them out-
side theatre, remember to change regularly 
and return them to the hospital laundry to 
be  washed! Wearing them outside hospital 
grounds is definitely not acceptable.

A general rule of thumb is to dress modestly 
and smartly. Avoid flashy jewellery as this 
poses an infection risk, and open toe shoes 
should be avoided. High heels can be cumber-
some and in some specialities rather inappro-
priate, for example, intensive care unit (ICu).

Equipment
Always carry the following things:

1 Pen (more than one). Black is the only 
acceptable colour unless you are a pharmacist.

2 Notebook/personal digital assistant/piece 
of paper.

3 Stethoscope.

4 Pen torch to assess pupillary reflexes and 
for looking in mouths.

5 Pager/bleep.

6 Cash for food/drink/newspaper.

7 Ophthalmoscope (if not readily accessible 
on wards).

8 You should also have access to a neurology 
kit (tendon hammer, orange sticks, neuropins, 
tuning fork and Snellen’s eye chart; remember 
that neurotips and orange sticks should be 

disposed of in a sharps bin after use on a 
patient and should never be reused).

9 Contact details of your seniors and colleagues:

 ● You may wish to carry everything in a trav-
eller’s pouch or a small shoulder bag.

 ● Things often get misplaced so you should 
label anything you cannot afford to lose with 
your name, either by engraving or hospital 
wrist bands.

 ● Junior doctors definitely need access to 
ophthalmoscopes. Ward ophthalmoscopes 
have an amazing tendency to walk and to run 
out of batteries. Therefore, buy your own 
portable ophthalmoscope, and examine peo-
ple’s eyes at every opportunity. They are 
expensive but definitely worth every penny. 
It  is a great skill to have but takes time to 
acquire. Pocket veterinary ophthalmoscopes 
are sometimes the most portable, cheap and 
reliable, and little known to medics – as they 
are advertised for vets.

 ● Ask your ward pharmacist for a couple of 
aliquots of tropicamide (0.5%) to carry in 
your top pocket. One to two drops greatly 
facilitate ophthalmic examination. It takes a 
few minutes to work. Warn the patient that 
they may have blurred vision and sensitivity 
to light for a few hours; record the proce-
dure in the notes and tell the nurse. Having 
failed to do the latter, you are liable to be 
fast bleeped by a nurse who thinks the 
patient is coning. It is sensible to dilate both 
eyes, not only to avoid mistaken neurology 
but also to allow you to view and compare 
the fundi. Never use tropicamide in patients 
with a history of glaucoma, eye surgery or 
who need neurological monitoring. You 
should also avoid alternatives like cyclopen-
tolate as these can take weeks for the eye to 
return to normal.

 ● Consider carrying a ring binder or folder 
(see Chapter 2) containing important team 
info, a handful of blood forms, radiology 
requests, blank drug charts and history, dis-
charge summary and to take out (TTO) 
sheets (if your hospital still uses them). Such 
a binder allows you to do a lot of the 
paperwork on ward rounds, before it gets 
forgotten.
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First-day paperwork
The first day is mainly paperwork. Each trust 
may have slightly different requirements and 
will send you documentation before you start 
of exactly what you will need to bring.

Try to fill out as much of the documenta-
tion as possible prior to your meeting with 
payroll and Hr. Making copies in advance will 
save you long queues at the photocopier.

Here is a checklist of essential documents 
to bring:

 ■ gMC registration certificate
 ■ Passport and/or driver’s licence with its 

counterpart
 ■ Medical indemnity certificate (e.g. Medical 

Defence union or Medical Protection Society)
 ■ Bank details – last bank statement:

 ● utility bill
 ● CrB certificate

 ■ Induction pack and contract from the trust
 ■ Occupational health report (and data card 

if you have one with a list of your immuniza-
tions and blood results)

geography
 ■ get a map of the hospital from reception 

to help you learn where everything is.
 ■ Specifically, find out the location of blood 

gas machines, canteen, casualty, ITu, wards 
that you are working on, radiology depart-
ment, doctors’ mess, drink machines, endos-
copy, labs for crucial bloods, nuclear medicine 
and on-call rooms if available.

Ward rounds
Think of yourself as the ward round producer 
(much of it is performance). give yourself at 
least 20 minutes’ preparation time to have eve-
rything ready. For each patient, be prepared to 
supply at the drop of a hat the following details:

1 Patient ID (name, age, date of admission, 
occupation, presenting complaint)

2 Changes in condition and management since 
last round (with dates of change)

3 results (any investigations carried out recently 
from blood tests to imaging reports)

4 Assessment (physical, social, psychological)

5 Plan for inpatient management (future 
investigations, ops, drugs, reviews by specialist 
teams)

6 Plan for discharge (see Discharging patients)

It is helpful to print off a list of patients to give 
to consultants and the senior registrar, which 
includes the preceding points. Before the 
ward round, check with the ward clerk, nurse 
in charge or online system that no patients 
have moved overnight.

Encounters with patients  
on the ward round

 ■ unless the patient asks for relatives to 
remain present, it is generally a good idea to 
ask them to leave the room whilst the team 
examines the patient. People will often give 
more information if their relatives are absent.

 ■ Ask your registrar which investigations to 
have available. If your hospital uses an elec-
tronic reporting system such as PACS (picture 
archiving and communications system) then 
you may wish to access the important scans 
before the ward round so that your seniors 
can look at them without too much disrup-
tion. Alternatively, print out the reports and 
have them to hand.

 ■ Each consultant will have their own pet 
details that he or she wants to know about 
each patient. Find out what these are from 
your predecessor and supply them tirelessly 
at ward rounds. These could range from occu-
pation to ESr to whether or not the patient 
has ever travelled to the tropics.

 ■ Never say that you have done something 
you haven’t, and never make up a result to 
please anyone. It is bound to backfire. If you 
realize you have given a piece of information 
that is wrong, admit it sooner rather than later. 
It is much better to admit ignorance than to 
make up something incorrect that could affect 
patient safety.

 ■ Do not argue with colleagues (or anyone 
else) in front of patients – it is unprofessional.

 ■ get a clear idea of the management plan 
for each patient. Make definite ‘action points’ 
and if your consultant cannot be pressed  
into being clear, then ask your registrar. This is 
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 particularly important when making decisions 
regarding ceilings of care.

 ■ If you work with a partner, such as a fellow 
junior doctor, make sure that jobs arising from 
the round are clearly allocated. Meet up later 
for a ‘paper round’ to check important results, 
prioritize jobs and make sure that everyone is 
clear about what remains outstanding.

 ● As the junior doctor, you are expected to 
know everything about the patient, both 
medically and socially. Developing a rapport 
with other members of the multidisciplinary 
team is therefore vital.

Social rounds
You need to let the social team know how 
your patient is going to cope (or not) on 
discharge:

1 Ask yourself: how is this patient going to 
manage physically, socially and mentally? 
Specifically, draw up a list of ‘activities of daily 
living’. Find out if there are any activities that 
the patient is having difficulty with especially 
in elderly patients. These are essential to 
ensure a patient is discharged safely and to 
assess if they may need more care in the 
community.

2 Have relevant patient details ready (see the 
succeeding points). Most are available from 
the medical notes and the front-page admis-
sions sheet. Otherwise, try the nurses, nursing 
notes, patient, relatives and general practi-
tioner (gP).

3 If you are required to give a history, try to 
include the following points:

 ● Patient ID
 ● Prognosis: short and long term
 ● gP and admitting rights to local hospitals 

(usually in the admission sheet at the front of 
the notes and dependent on home address)

 ● Type of residence and limitations (e.g. stairs)
 ● Home support and previous reliance on 

social services such as packages of care, tele-
care and pendant alarms

 ● Financial status
 ● Issues regarding capacity if there are any
 ● Special problems which need to be 

addressed (physical, social, mental, legal)

4 go to the meeting with specific questions 
you want to be answered. Make sure you 
come away with ‘action points’ – not just 
vague gestures from various team members 
about your patient’s care (this goes for all 
ward rounds).

5 Translate medical jargon into normal English 
for social rounds, as some members of the 
social team may not be fully fluent in medical 
acronyms.

6 Familiarize yourself with key people from 
local rehabilitation services, residential homes, 
nursing homes and alcohol support services. 
Effective liaison can prevent or at least curtail 
hospital admission.

night rounds
As a junior doctor your experience of night 
shifts may be limited. However, it is important 
to do a quick night round before you leave for 
home. If you are covering overnight this can 
mean the difference between a relatively 
happy night and a sleepless nightmare. Even if 
you are not on overnight you still have a 
responsibility to leave your patients well 
tended to for the evening shift. This will reduce 
the stress of the night cover (which will one 
day be you) and protect your patients from 
being neglected whilst you are away. If you do 
nothing else, make sure you have checked off 
the following before going to bed:

1 Analgesia

2 Fluids

3 Infusions

4 Sedation if needed

5 Ask each team nurse on the night shift if he 
or she has problems that need sorting out 
before the morning:

 ● If possible start your night round after the 
night nurses’ start of shift and drug rounds 
have been completed. This is when they iden-
tify problems that you need to deal with 
before going to bed.

 ● If you are the covering doctor then tell night 
staff to bleep you if they are concerned about 
a patient. Paradoxically, this combined with 
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reassurance and information about worrisome 
patients cuts down bleeps.

 ● Inform every team nurse of what to do if 
a sick patient’s condition changes. Sometimes 
you can set limits for relevant signs (e.g. 
pulse, CVP, T, BP) beyond which you want a 
doctor to be called. Write these in the 
notes. Many hospitals have ‘early warning 
systems’ that do this job for you and tell 
nurses when they should contact a doctor 
or nurse specialist.

 ● If bleeped for an apparently trivial matter 
overnight, try your best not to sound irritated. 
Be ready to go to the ward, even if only to 
provide reassurance. Again, paradoxically, this 
reduces bleeps. If nurses are confident that 
you will turn up if requested, they will not 
bleep you ahead of time. If you do have a 
problem with a large number of bleeps that 
seem inappropriate or unnecessary it is best 
to speak to the nurse in charge rather than 
getting upset or angry.

 ● Fewer and fewer hospitals provide on-call 
rooms for junior doctors. If there is one and if 
it is a long way from the wards, there may be 
somewhere that you can sleep on the ward. 
Ask the sister or charge nurse. Be very careful 
though as some trusts have taken disciplinary 
action against doctors sleeping in side rooms 
at night.

Discharging patients
Clearing hospital beds is an invaluable skill that 
will earn you lots of brownie points from vir-
tually everyone. To clear beds effectively:

1 Make plans for people’s discharge on the 
day they arrive. Ask yourself the following 
points:

 ● When will they be likely to leave?
 ● What will get in the way of this person 

going home or being transferred?
 ● What can be followed up in clinic?

2 If possible, write discharge summaries at 
least 24 hours in advance (Chapter  3, 
Discharge summaries (TTO/to take away 
[TTA])) and send the TTO (drug prescrip-
tions) to the pharmacists early in the day to 
avoid delays.

Work environment
Evidence suggests that upgrading your envi-
ronment upgrades your work – and you. 
There are ways you can make your particular 
corner of the hospital a great place to work, 
even if the rest of the hospital has miles of 
yellow peeling paint and dripping pipes:

 ■ Consider buying a music player. Label it 
clearly and lock it away. It can do wonders for 
long winter weekends and nights on call.

 ■ Put postcards/pictures/photos up in your 
work area provided it is not accessible by 
patients. If you don’t have a bulletin board, 
order one from hospital supplies. Some man-
agers frown at this, but if it is in an area to 
which patients do not have access, like the 
doctor’s room, then it should be fine.

 ■ Most hospitals provide a computer in the 
doctor’s room. Make sure you get as much 
Internet access as local policy allows. Carry an 
encrypted trust approved portable uSB hard 
drive. It will allow you to carry your work with 
you. Ensure that you maintain patient confi-
dentiality at all times by anonymizing patient 
information. A password is not enough, and 
the drive must be encrypted.

 ■ Bring decent coffee, tea or cocoa supplies 
to work. A single-cup cafetière, some packs of 
coffee at the back of the ward fridge and a jar 
of your favourite spread can upgrade your 
existence no end. The expense of this can be 
shared with your colleagues.

Bibliography
Most junior doctors read little other than fic-
tion during their job. You probably don’t need 
to buy anything you don’t already have. A few 
recommended texts and online resources are 
as follows:

 ■ Pocket Prescriber: Nicholson T., gunarathne A., 
Singer D. (2013) Hodder Arnold, London.  
A brilliant and truly portable little text, useful 
for checking those common drugs on a ward 
round.

 ■ Acute Medicine: Sprigings D., Chambers J. 
(2007) Wiley Blackwell, Oxford. A compre-
hensive guide to emergencies.
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 ■ Pocket Examiner: Hill C.S. (2009) Wiley 
Blackwell, London. A pocket-text of clinical 
examinations.

 ■ Oxford Handbook of Clinical Medicine: Hope 
r.A. (Editor), Longmore J.M., Wilkinson I., 
Davidson E., Foulkes A., Mafi A. (2010) Oxford 
university Press, Oxford. A great pocket ref-
erence text for medical conditions.

 ■ Surgical Talk: goldberg A., Stansby g. (2011) 
Imperial College Press, London. Commonly 
asked topics for those awkward theatre 
moments.

 ■ The ECG Made Easy (and sequel, The ECG 
in Practice): Hampton J. (2013) Churchill 
Livingstone, Edinburgh. An approachable 
guide to the mysteries of the ECg.

 ■ Clinical Medicine: Kumar P., Clark M. (2012) 
Saunders, London. Love it or hate it, it proba-
bly answers most of the medical questions 
you could ever ask. The pocket version is an 
excellent reference guide and fits into most 
shoulder bags.

 ■ Rapid Medicine: Sam A.H. et al. (2010) and 
Rapid Surgery, Baker C. et al. (2010) Wiley 
Blackwell, Oxford. Both are memory joggers 
for core facts.

 ■ Junior Doctors’ Handbook: Published annually 
by the BMA and free to members. An excel-
lent summary of your rights and useful infor-
mation for your early years as a doctor.

 ■ Map of Medicine: A set of 300 flow charts 
covering the community and specialist aspects 
of the 300 ‘top’ conditions. An excellent and 
interactive quick reference. It is free to NHS 
professionals in England and Wales; you need 

an Athens password for the professional 
 version (www.mapofmedicine.com). The read-
only version is available through NHS Choices.
recommended texts for the medical special-
ties (SHO-level texts) include:

 ■ Lecture Notes: Respiratory Medicine:  
Bourke S., Burns g. (2011) Wiley Blackwell, 
Oxford. Beautiful explanations of the patho-
physiology and principles of management of 
respiratory disease. A very good primer for 
a chest unit job.

 ■ The Little Black Book of Neurology: Zaidat O., 
Lerner A. (2008) Saunders, New York. A 
 concise but very detailed guide to clinical 
neurology.

 ■ Essential Haematology: Hoffbrand A., Pettit J., 
Moss P. (updated every reprint; the most 
recent edition, 2011) Wiley Blackwell, Oxford. 
A superb book!

 ■ Essential Endocrinology and Diabetes: 
Holt  r., Hanley N. (2012) Wiley Blackwell, 
Oxford. Another very useful primer for an 
endocrine job.
We haven’t found any particularly good small 
books for rheumatology or nephrology, so we 
recommend using the appropriate chapter in 
any medical textbook such as Kumar and 
Clark. If you want a really detailed text,  
then the Oxford Handbooks for both rheu-
matology and nephrology and hypertension 
are excellent and small enough to take on the 
ward with you.
For fun and rapid insight into the world you 
are entering, try the classic House of God by 
Sham S. (1978).
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