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Bout of Africa
Sessional GP Karen Bevan-Mogg writes about her experiences working with Médecins 
Sans Frontières in Lira District, Northern Uganda.

It was just a normal day in Agweng clinic, one of six run by MSF. New patients waiting to 
register in the shade of the mango tree; children yelling as they dangled from the weighing 
scales; a wandering cow shooed away by the counsellor; high-pitched screams in the line-up 
for malaria blood tests; Morris stoically wiping the fl oor again in the “fi rst dose” area where 
children start their treatment...

Despite the country’s reputation for affl uence and development, northern Uganda has been 
ravaged by civil war since 1986. Rebels who call themselves “The Lord’s Resistance Army” 
have abducted over 20,000 children for use as soldiers or sex slaves and forced 1.6 million 
people to fl ee their villages and live in huge camps, where disease and malnutrition are rife.

MSF provides basic health care, feeding programs and water-sanitation, whilst lobbying the 
Ministry of Health (MoH) to fulfi l its duties.

I left my salaried GP job in London to spend a year in Lira. For the fi rst six months I split my 
time between Agweng and Aromo camps, each with a population of around 30,000. During 
the week, we stayed in the camp and on Fridays returned to Lira town for much anticipated 
hot water and intermittent electricity! MSF places huge emphasis on the need to speak out 
against the injustice suffered by distressed populations. We can only do this if we live and 
work directly with the people.

Together with Nicole, a Swiss nurse, I was responsible for everything involved in running the 
clinics, from hiring and fi ring staff, to planning new buildings, supplying the right drugs and 

equipment, teaching clinical skills and occasionally seeing patients!

Typically, I would wake in my mud hut to rooster calls, upbeat local 
radio, lowing cattle and the bustle of 6am camp life, with people 
already fetching water and preparing to leave the relative safety of 
the camp to tend their village gardens several miles away. Most fail 
to grow enough to feed their family, so receive three-monthly maize, 
fl our and oil supplements from the World Food Program.

A quick wash from a jerry can, trying to avoid prying eyes through 
the bamboo fence and whispers of “mono!” - “foreigner!”, then 
morning greetings to the rest of the team and breakfast of fresh 
fl atbread with sweet black tea.

The clinic is an old school building, partitioned by us into private 
areas for consultation, observation of sick patients, etc. We would 
start the day with group teaching, either listening to a topic prepared 
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We’ll take care of the rest.

Welcome!
This edition sees a new column 
with short snappy tax tips for 
Sessional GPs; more from our 
MPS columnist on the use of 
chaperones; Jason Twinn gives a 
rundown on the DNUK discussion 
forum since the last issue. We 
interview Jane Harrison from 
Wales and Judith Harvey gives 
a refreshing perspective on 
Berlioz. We start off as usual with 
a fascinating account of Sessional 
GPs working or training overseas; 
this time we hear from Karen 
Bevan-Mogg working with MSF in 
Northern Uganda.

The clinic as I fi rst knew it
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Twinn Speaks
Jason Twinn, NASGP member and regular contributor to 
the www.doctors.net.uk ‘non-principals discussion forum’, 
continues his regular column giving a round-up of the latest 
hot issues being debated. 

So, how many patients is it safe for one locum to cover at any one 
time?, asks one of our colleagues on the DNUK forum this month. 
Of course, in an ideal world, like for like would apply – one locum 
for one partner absent. However, many smallish practices will try 
and get a locum to cover the whole practice, often covering more 
than one WTE partner. This might be fi ne if it is a single-handed 
practice with a list size less than 2000 patients or a larger practice 
for an afternoon, but where does it become unsafe – one locum 
covering a one and a half time WTE practice for a full week, or a 
2 partner practice with 4000 patients for a fortnight and so on? 
Of course, there are no absolutes here, only grey shades of doubt 
over safety as the ratio of patients to doctors goes up. How many 
times have you heard the line from the practice manager “Oh we 
are a quiet surgery here you know” before you arrive, only to fi nd 
the waiting room contains an ocean of bodies and you are left all 
at sea with a list of 20 house calls. Workload is of course an issue, 
but more important is patient safety and clinical governance, 
which brings me onto appraisal.

You would think this far down the appraisal highway that there 
would be some sort of agreement and conclusion as to how 
locums would be paid for being appraised. However, it appears 
clear that across the UK there is a wide divide over how much 
locums can claim from their PCT for appraisal – this can vary from 
nil to a fi gure of £600 for being appraised. Scotland seems to 
be one of the worst areas, with only one PCO that I am aware of 
paying locums for appraisal, and some have not even got around 
to appraising their locums yet.

Meanwhile Richard Fieldhouse, in response to an accusation that 
the NASGP is undemocratic, gives a detailed account on the 
history, structuring and representation on the NASGPC. As locums, 
it is clear that we need to be incredibly grateful for the enthusiasm 
and insight of those who were motivated enough to set up an 
organisation to represent the views of Sessional GPs - particularly 
as this was done at the time when BMA representation of them 
was non-existent. 

One area in which locums have benefi ted hugely from a bigger 
collective voice is that of NHS superannuation. However, it is 
becoming an almost annual occurrence – the panic that PCTs 
are going to cease paying the 14% employer’s contributions and 
instead this will be delegated to practices out of their global sum. 
However, again the NASGP have silenced these fears in that, 
for this year anyway, there are no plans to change and PCTs will 
continue to pay the employer’s 14 percent contributions.

You can contact Jason at j_twinn@doctors.org.uk 

Stay of execution for 
PCT Superannuation 
Contributions
If you do any freelance general practice work, you may have 
heard rumours that PCTs would stop paying the employer’s 
contribution as from this April (basically, the same rumours as 
last year!) with the onus instead being on the freelance GP’s 
employing practice.

Fortunately, it is just a rumour. The NASGP has received 
the defi nitive answer from the Senior Policy Development 
& Compliance Manager of the NHS Pensions Agency, and 
the proposal to shift these monies from PCTs to practices is 
not under active consideration. Therefore the status quo will 
remain as it is now, with PCTs continuing to pay the employer’s 
contribution for the foreseeable future.




