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Many Nepalese doctors have been coming to the United 

Kingdom for their postgraduate studies for many years. 

Some of them have settled in various parts of Britain and 

made this their home from home. In 1984 they held a series 

of meeting at various venues with the aim of bringing these 

doctors and families together, and Nepalese Doctors‟ 

Association NDA (UK) was established in 1985. The first 

Annual General Meeting was held in 1986 at Durham 

University under the chairmanship of Dr. Prem B Hamal. 

The association has since then grown and the tradition of an 

annual meeting every summer has continued. This annual 

event is not only a chance to share medical knowledge in the 

scientific session and discuss the progress of the 

organisation, but is also a great social event to catch up with 

old friends and meet new ones. The association is a non-

political, non-racial and non-profit making voluntary 

organisation open to all Nepalese doctors presently residing 

in UK. 

 

Executive Committee Members 2009-2011 

 

Dr. Phauda Thebe   Chairman  

Mr. Bharat Shrestha   Vice-chairman  

Mr. Badri Man Shrestha   General Secretary  

Dr. Ramesh Kumar Khoju  Treasurer  

Dr. Dhiraj Tripathi   Joint Secretary  

Dr. Basant K Shrestha   Member  

Dr. Sudir Lohani    Member  

Dr. Ajaya Gurung   Member  

Dr. Prasanna Gautam (IPP)  Member 

 

Local Organising Committee for this AGM 2010  

 

Dr Basant Kumar Shrestha  Chair 

Mrs Nirmala Shrestha  Member 

Mr Badri Man Shrestha  Member 

Mrs Sita Shrestha   Member 

Dr Phauda Thebe   Member 

Mrs Indu Thebe   Member 

Dr Narayan Ram Joshi  Member 

Mrs Shanta Joshi   Member 

Dr Chuda Karki   Member 

Mrs Anju Karki   Member 

 

Editorial Policy 

 

NDA Journal is published annually from the material 

provided by doctors, their family members and friends in the 

UK and abroad. Both medical and non medical articles are 

welcome.  Medical articles should be original, properly 

referenced e.g. Vancouver style. Interesting case histories 

and abstracts of articles published in other journals are also 

accepted. Non-medical articles should be interesting, 

informative, impartial, non-political and if possible linked to 

Nepal and Nepalese cultural heritage.  

 

Material for publication should be typed clearly in 

double space and submitted preferably electronically as 

a word attachment well in time for publication.  The 

editorial board reserves the right to reject any article 

they deem inappropriate.   

 

Articles, both medical and non-medical should be brief 

and concise, and should preferably not exceed 1500 

words (although exceptions will be made at the editorial 

board’s discretion).   

 

Abstracts should be submitted as a word document not 

exceeding 400 words (although exceptions will be made 

at the editorial board’s discretion).  A format of 

Introduction, Methods, Results and Conclusions should 

be followed.  

 

Short stories, poems, travel experiences, recipes, anecdotes, 

etc are included in the journal. Views, particularly in 

relation to medical, dental and social aspects of life are most 

welcome. Relevant health news, news and achievements in 

academic and social life of NDA (UK) members and their 

families are given ample space. There is also space for 

readers‟ feedback in the form of letters to the editor. 

 

A complementary NDA 25
th

 Anniversary Souvenir CD 

will be available this year to NDA members. The CD has 

most of the previous journals and some photos of the 

previous AGM's. A video of the inaugural NDA (UK) 

Meeting is also included. There is a section with members' 

profiles, where members are invited to submit a short profile 

to include as much or as little detail as they feel comfortable 

with.  

 

Notice to the contributors: 

 

Material for publication should be typed clearly in double 

space and submitted preferably electronically as a word 

attachment well in time for publication.The editorial board 

reserve the right to reject any article they deem 

inappropriate. It also is not responsible for not publishing 

articles submitted late. 

 

Editor and Layout:   

 

Dr Dhiraj Tripathi 

 

Editorial Committee: 

 

Mr Badri Man Shrestha 

Dr Phauda Thebe 

 

Website: http://www.ndauk.org.uk 

 

Web Design: Dr Ramesh K Khoju 

 

Feedback: Please send your feedback to 

d.tripathi@bham.ac.uk.  

 

Members’ contact details: We would kindly request all 

members to inform the NDA of any changes to their contact 

details, especially emails to ndauk@doctor.com. 

 

 

 

Opinions and views expressed in the published articles in 

the journal are not necessarily the views of the Nepalese 

Doctors’ Association (UK). 

Nepalese Doctors’ Association (UK) 

http://www.ndauk.org.uk/
mailto:d.tripathi@bham.ac.uk
mailto:ndauk@docor.com
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Editorial 

 
This is a landmark year for  

NDA (UK), and it is a real privilege 

for me to be given the task of 

editing the 25
th

 Anniversary  

Journal. Such has been the 

response to call for articles that I 

am at a loss for words. The quality 

of the submissions has been 

exceptional, and the range of 

articles wide.  

 

There are two articles by Dr Raghav Dhital, and Dr 

Narayan Joshi, on the history and beginnings of the 

NDA(UK). They are really worth reading, and vividly 

describe the people and events leading to the birth of the 

NDA(UK) 

 

Hind Vaidya has been a regular contributor to the NDA 

Journal, and on behalf of the editorial committee wish to 

say a warm “thanks”. She has concentrated on garlic 

based recipes this year, with an interesting account of 

what we would consider a humble vegetable. She also 

shares with us a thought provoking poem. Dr Bhaskar 

Sharma has contributed a nice short story on the ups 

and downs of life. 

 

There are two articles by Dr Siri Gautam and Dr Arun 

Jha describing very different experiences of being away 

from the comfortable surroundings of home. Siri gives a 

detailed account of her time in Haiti helping out at such 

a time of need. Well done Siri!! Arun shares the lows 

and highs of trekking to Annapurna. The determination 

and desire to complete the journey is very admirable, 

despite adverse conditions and effects on one‟s health. 

 

The quality of the scientific and medical articles is 

exemplary this year. Mr Badri Man Shrestha gives an 

insight into Natural Orifice Transluminal Endoscopic 

Surgery. This is an amazing technique, and something I 

had not really understood well till I read Badri‟s superb 

review. Dr Phauda Thebe educates us on Diffuse Large 

B Cell Lymphoma, with his well written article. The 

abstracts are also of high quality, with a most interesting 

and well conducted study presented by Donna 

Shrestha, who is still a medical student. Psychosocial 

issues are well covered in articles by Dr Lawati and Dr 

Sudhir Lohani. Dr Kamal Aryal gives an excellent 

account on the changes in medical education over the 

years. 

 

I would like to thank Mr Badri Man Shrestha and Dr 

Phauda Thebe for editorial assistance, and extend my 

gratitude to Dr Basant Shrestha and the organising 

committee for all their hard work. 

 

Finally, please do enjoy the Souvenir CD that will be 

distributed at the AGM. This is a “first” for the NDA. 

  

With kind regards 

 

Dr Dhiraj Tripathi, MD FRCP 

NDA Journal Editor & 

Joint Secretary of NDA (UK) 

 

 

 

 



 
 

4 

 

NDA Executive Committee 2009 -2011 

From left to right: 

Dr. Ajaya Gurung, Dr. Basant Shrestha, Dr. Dhiraj Tripathi, Dr. Sudir Lohani, Mr. Bharat Shrestha, Dr. 

Phauda Thebe, Dr. Ramesh Kumar Khoju, Mr. Badri Man Shrestha     

Dr. Prasanna Gautam (not pictured)    

 

Welcoming Message 
 

First of all, on behalf of the organising committee, I would like to welcome all our members, 

their families and friends to our Silver Jubilee Function at Marriott, Leicester. 

  

NDA, as we all know was conceived in Birmingham, born at Chesterfield and had its  

Christening (Nwaran) in London, 25 years ago. Whatever one might say the organisation 

has come long way since its inception in 1985. Our achievements have been quite remarkable 

particularly in respect of educational and social activities. Our charity works have been  

extensive and goes on as ever. Above all it has undoubtedly brought a great sense of  

togetherness amongst our members and their families. Although I do realise, few of us feel  

and rightly so, that we are lagging behind to have a substantial impact on our younger members  

of this special Nepalese community. 

 

We wanted this 25th anniversary to be a special event- why not? It is after all a very significant landmark in the history of 

NDA. There were financial restrictions to make it special at Marriott. And it was not possible without the open-hearted special 

contribution from most of our Ex- and present Chairmen, Vice-Chairmen and General Secretaries. They rose to the occasion 

indeed. 

 

This year, we have included a special session on Saturday afternoon -25 years of NDA -past, present and future. Most of us 

like to discuss- what direction should NDA take from now onwards and for years to come. Let us have a healthy and fruitful 

discussion on the day. 

  

Organising any event at this scale has not been easy, but it has been a pleasure for both me and my wife to get this opportunity 

to do so. I would like to thank whole-heartedly/ Phaude/Indu, Badri/Seeta and Dhiraj for their tremendous help all throughout. 

My special thanks to Kapil/Rajani for taking absolute responsibility for the entertainment section and to Sunil/Smiran for 

taking in charge of Sunday lunch. Also, my thanks to the organising committee members, and executive committee officials 

and members for their total support. Above all, thanks to you all for participating so actively in this special weekend event. Of 

course, I should not forget to thank my dear wife Nirmala for being at my side all throughout, as always. 

                           

Let us celebrate and have a nice time. 

 

With all the best to everybody. 

Dr Basant Shrestha, FRCP 

Chairman, NDA Silver Jubilee Organising Committee, August 2010 
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Annual Report by General Secretary: General Secretary’s remarks 
 
Time flies very fast in human life, particularly so when one gets engaged in various activities and this has proven 

 to be true with our Nepalese Doctors‟ Association (NDA) in the United Kingdom. It is a matter of great pride and 

 privilege for all of us to be able to commemorate the 25
th
 anniversary of the establishment of our association 

 this year in the beautiful Marriott Hotel in Leicester.  

  Through the relentless efforts of all members of the association over quarter of a century, NDA has grown up and 

 matured enough to establish itself as a respectable forum where all Nepalese doctors and their families resident in 

 the UK are able to communicate with each other as a single big family and share the moments of happiness and sorrow together.     

The annual meeting has certainly strengthened the bond between all of us, which is a matter of great feat by itself that cannot be 

measured by any yardstick available in the world. 

  There has been significant expansion in the number of members of the NDA over the years. Restriction in the immigration of 

young doctors from Nepal has led to reduction in the number of junior members. The executive committee has been putting all their 

efforts into coordinating and strengthening the links between the members and institutions at home and abroad. However, the time 

constraints accrued from the changes in the working environment in the National Health Services in the UK, with increasing 

consultant-led services provision, has posed significant difficulty in meeting the targets of NDA. 

  Over the years, NDA has been successful in establishing and maintaining links with various health projects back home in Nepal, 

which were supported generously through funds raised by charity activities and contributions made by fellow members. Despite our 

limitations, NDA has provided plenty of supports and sympathy back home in the moments of disasters and crises by providing both 

financial and moral supports, which is well appreciated by Nepalese counterparts. These can be overviewed from the records of the 

past twenty-five years in the compact disk prepared by Dr Dhiraj Tripathi. At present, Nepal is going through a very difficult 

moment, which has, undoubtedly, significant impact on our activities, both at association and personal levels. We hope peace and 

prosperity prevail soon. 

  On this great auspicious occasion, I would like to welcome all of you to celebrate the Silver Jubilee Anniversary of NDA and wish 

you all rejoice every moment with family members and friends. 

 

Best wishes 

Mr Badri Man Shrestha, MS MPhil FRCS 

 

 

Chairman’s Message 
Dear Colleagues, 

 

My wife Indu and I would like to welcome you on this special occasion of the 25
th
 anniversary of Nepalese 

Doctors‟ Association (UK), in Leicester.    

  Like any other organisation, The Nepalese Doctors‟ Association, has had its fair share of many highs and  

lows. Indeed, this is to be expected and follows the natural history of such things. Meanwhile, time has 

whisked past our organisation as it enters its 25
th
 year into adulthood.  I must congratulate and admire my 

predecessors who envisaged the concept of this association way back in 1985. I can only imagine how 

difficult it must have been to have this be materialised at that time. When I arrived in this country on August 

1986, the association was already a year old. Over the years I have been lucky enough to have witnessed and 

taken part in its continued growth and look forward to many more years in the future. I would like to congratulate the founder 

members of the NDA(UK) and we obviously owe them a lot.  

   NDA(UK) is not just an association merely defined by its members and their families; it is equally an organisation through which 

a lot of professional and charitable works are carried out. Our growth as an organisation in no doubt must reflect the latter more and 

more. I believe that our professional expertise in various fields can be channeled through our association for the benefit of our 

counterparts in Nepal. Some of us are already doing this. I congratulate all those who have pioneered towards this end. 

   One of our unique assets is the NDA(UK) Journal/ Souvenir. When we started this journal, the printing work used to be done by 

hand, with multiple proof-reading requiring several changes at a time. Over the years this was replaced by CDs. Now, ever more 

ways exists that even I have trouble keeping up with. I congratulate my predecessors for being so diligent and conscientious in 

bringing out the journal. I am grateful to Dhiraj who has worked so hard to bring this out at its present format. I would also like to 

thank and congratulate those who have helped Dhiraj to bring this out. I once met the president of the Iraqi medical Association UK 

who complimented us by saying that the NDA(UK) brings out a Journal of some quality which the Iraqi Medical Association UK 

lacks despite their members numbering more than five thousand. 

  The success of the organisation depends on the team work of the executive committee. I must thank and congratulate my entire 

team without whose help this could not have been achieved. The entire success of the event lies with the organising committee. We 

all know that the entire burden falls on one person eventually. I whole heartedly thank Basanta and Nirmala for bearing the onus of 

organising this event.  

  Like any other organisation and this one in particular, the role of the General Secretary is crucial. I am grateful to Badri Shrestha 

for being so proactive and diligent. I thank you all for your unfailing support. In fact, it is your organisation which cannot thrive 

without your participation. I apologise to you all if I had offended you inadvertently and I humbly request our younger generations  

to share the burden initially and eventually to take this association over. Finally, I thank my wife Indu for her spirit and generosity 

and my children, Jitendra and Numa for their constant support through thick and thin.  

  Wishing you a very enjoyable weekend, 

 

With best wishes. 

Phauda 

Dr. Phauda R. Thebe MBBS, DCP (London); FRCPath 

Chairman, Nepalese Doctors’ Association (UK) 
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The announcements below have been volunteered by the 

individuals concerned: 

 Geenes Shrestha and Kayt Huggett on their 

marriage.  

 Dr Dhiraj Tripathi on engagement to Dr Rajani 

Lohani.  

 Eva and Ross Aitken on birth of son Mani.   

 Drs Anish and Kamala Dhital on the birth of son 

Nikhil.  

 Dr Basnyet and Mrs Basnyet on becoming 

grandparents again. Jasmine Basnyet gave birth to a 

baby son Sebastian on Thursday 10th June 2010 - 

weighing in 6lbs 11ons - a brother to Sophia and 

cousin to Anna Jolanta. 

 

 

 Dr Basant and Mrs Nirmala Shrestha on birth of 

grandson, Rohan Shrestha. 

 Dr Dhiraj Tripathi on becoming a Fellow of the 

Royal College of Physicians (FRCP).  

 Dr Siri Gautam on new appointment as Consultant 

Pediatrician in Sunderland.  

 Dr Bishnu P Shrestha on new appointment as 

Consultant Psychiatrist 

 Dr Alice Shrestha has been offered a place in 

Medical rotation in Leeds (Core training).  

 Dr Anne Shrestha has a place in the Manchester 

Surgical rotation for 2 years.  

 
 

  

History is based on facts and fiction depending upon who is 

the author and when and under what condition it was 

written.  Ancient history is based on evidence based on 

stone carvings, artefacts and documents preserved in 

museums and are subject to critical review by researchers 

and scholars and some are written based and hearsay and 

word of mouth. They are subject to revision and critical 

review based on evidence available at the time. 

 

Nepalese Doctors Association (UK) is celebrating the 25
th

 

Anniversary this year with boom and bang. Historians have 

been looking to its genesis for some times based on the 

evidences available to them and as they see them.  

 

On my part I have researched in this subject extensively. I 

was unable to find the existence of any stone carvings or 

other durable artefacts to shed light on its origin. Oldest 

document I was able to unearth was a letter dated 30 April 

1984 and posted by a Dr. Narayan Joshi from 

Middlesbrough, county of |North Yorkshire in England 

dated 30
th

 April 1984 and posted on the said date. It read 

“During our social gatherings we have frequently discussed 

the need for some sort of association or group of overseas 

Nepali Doctors to promote understanding among ourselves 

and keep in touch with Nepalese doctors in Nepal and other 

countries. I shall be obliged if you would let other Nepalese 

doctors in your area know of this idea and express their 

opinion”  

 

I was able to confirm that the letter was composed on a BBC 

Computer and was posted to 12 doctors whose address was 

made available to the author at that time by Nepalese 

Embassy with a very understanding and helpful ambassador 

Mr Ishwari Raj Pandey and a Dr Madan Sharma who was 

working at that time at Middlesbrough. Dr Sharma was later 

elected to the high office of Chairman of this August 

association. Carbon dating of the letter conclusively 

conformed that the document was genuine and was written a 

quarter of a century ago. Further DNA testing of the spores 

attached to the document conclusively proved the origin of 

the document‟s origin from Middlesbrough, North 

Yorkshire.  

 

On further digging on the marked area a document was 

unearthed. This document recorded a meeting held on 24
th

 

July 1984 at 760 Chester Road, City of Birmingham at West  

Mercia of England hosted by Dr Sharda Joshi Esquire. The 

conspirators who attended this meeting agreed to form an 

Ad-Hoc Committee to form an organisation named Nepalese 

Doctors‟ Association (UK). Dr Prem Hamal was elected the 

Chairman, Dr Narayan Joshi as the General Secretary, Dr 

Arjun Prajapati as a Treasurer and members elected were Dr 

Sharda Joshi, Dr Ramji Gautam, Dr Raghav Dhital, and Dr 

Basant Shrestha. Dr Raghav Dhital was given responsibility 

to chair committee to write constitution of the association 

with Drs Prem Hamal, Narayan Joshi, Bhaskar Sharma and 

Dr Suberna Shrestha as members. Dr Raghav Dhital was 

awarded OBE for his services to Nepal Britain relationship 

at a later date by HM The Queen. 

 

Dr Basant Shrestha gracefully offered to arrange general 

body meeting of the association at Chesterfield. First 

General Body Meeting was organised at Chesterfield, the 

town made famous by its crooked spire and was organised 

by Drs Basant  Shrestha and Suberna Shrestha on 13
th

 April 

1985. This meeting was a grand affair attended by   doctors 

and their family. The members discussed and approved the 

draft constitution. Dr Prem Hamal was elected Chairman, Dr 

Raghav Dhital as Vice Chairman, Dr Narayan Joshi as 

general Secretary, Dr Bhaskar Sharma as Joint Secretary, Dr 

Arjun Prajapati as treasurer. Members of the committee 

were Drs Basant Shrestha, Suberna Shrestha, Sharda Joshi 

and Ramji Gautam. 

 

Inauguration Ceremony of the Nepalese Doctors‟ 

Association (UK) was kindly performed by HE Ambassador 

Ishwari Raj Pandey on 24
th

 August 1985 at Westminster 

Cathedral Conference Centre , London (hence date of 

establishment 1985) This meeting was organised by Dr 

Raghav Dhital and Dr Arjun Prajapati on behalf of the 

association and was a landmark event. A grand total of 184 

people attended the inauguration including 49 Nepalese 

doctors and their family.   

 

First AGM was organised by Narayan Joshi and Ramji 

Gautam with support from other friends in North East of 

England under Dr Prem Hamal‟s chairmanship on 2
nd

 

August 1986 at Cathedral City of Durham .This meeting was 

attended by 35 doctors, their family and guests. This was the 

first time that all delegates overnight at the venue. It was the 

successful template which was further extended to make it 

full weekend gatherings of present day conferences. 

History of Nepalese Doctors’ Association (UK) - The Beginning    Dr Narayan R Joshi 

 

 

 

NDA Announcements 
                         Dr Dhiraj Tripathi 
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Second AGM was organised by Drs Bhaskar Sharma and 

Sharda Joshi at Birmingham. Third AGM was at 

Manchester, Fourth at Edinburgh, Fifth at Dartford and so 

on. With every subsequent meeting more delegates and 

guests enjoy annual gatherings which is celebrating 25
th

 

year. 

 

This early history of NDA is based on personal 

communications, documents and entries in NDA souvenirs. 

 

 

 

 

Delegates will be free to browse the copies of the documents 

at the conference. Original documents are left in safe 

keeping and will be available for researchers in future. 

 

Regarding conflict of interest I declare that I have no 

financial interest on this article. There may be some 

emotional conflict due to my long association with NDA 

and I welcome any comments and corrections. 

 

 

 

 

Most people start using drugs at young age. The British 

Crime Survey 2008 showed that the prevalence of illicit 

substance use is higher among the younger age group of 16 

to 24 year olds. The use of drugs is not uncommon even 

among people under 16 years. The proportion of 11 to 15 

year olds who reported having taken any drugs in the last 

year was 17%in 2006 and 2007 and 15% in 2008. Similar 

proportions of boys and girls had taken drugs in the last 

year
1
. Substance misuse among young people has become 

significant public health problem due to the association of 

widespread use of drugs with the negative effect on their 

health and society. Understanding of the various factors 

such as religion, culture, availability, cost, formal and 

informal controls and their effect on the use of drugs is 

important to reduce the risk factors responsible for the 

initiation and continuation of drugs by young people. 

 

The use of drugs for religious purposes has been widespread 

for centuries. Peyote is used in religious ceremonies by 

many Native Americans and currently used by members of 

the Native American Church as a sacrament in their 

religious services. Hallucinogenic mushrooms have been 

used by the Aryans in India and the Aztecs. The cannabis is 

often smoked as “hashish” or drunk as “bhang” in Lord 

Shiva‟s honour especially during “Shivaratri” by some 

Hindus. Rastafarians smoke “Ganja” to help them to look 

into their own consciousness and to find the spirit of love, 

unity and justice within themselves. To them it symbolises 

the body and blood of Jesus. In Judaeo-Christian orthodoxy 

wine plays a major role during Communion where it is used 

as a symbol rather than an intoxicant.  

 

There are cultural variations regarding the use of different 

drugs. Binge drinking is common among Russians due to the 

culture of drinking the full content of the glass every time a 

toast is raised. The Native Americans have a long history of 

using drugs like peyote in a controlled fashion but they drink 

alcohol in excessive amounts leading to alcohol dependence, 

liver cirrhosis, accidents, violence and increased mortality. 

Many drug users are united in groups, so called the drug 

subcultures and share their sentiments, rituals, experiences 

and expectations. In the late 1960s and early 1970s, the 

hippies lived in groups and took drugs. Many intravenous 

drug users share equipment not due to lack of it but mainly 

due to possessing a feeling of belonging to that group.  

 

A combination of formal and informal controls operates to 

regulate behaviours. Social controls such as rituals and 

sanctions are informal and are usually aimed to promote safe 

and moderate use of drugs. Social sanction is about whether  

and how a particular drug should be used. Rituals act as 

reinforcement to sanctions. The example with alcohol use 

“let‟s have a drink” applying some control and “let‟s get   

drunk” applying to removal of restraints. Control of use of 

legal drug is usually limited to informal means whereas use 

Often there is a conflict between society‟s approval of 

moderate and responsible use and the law against their use. 

In Britain, the first attempt to try to regulate the trade of  

opium was done with the introduction of the Pharmacy Act 

1868. Until then opium was widely available and anyone 

could legally trade it. It was only since 1916 that the 

national system of criminalisation of distribution and use of 

drugs began in Britain. With the introduction of Misuse of 

Drugs Act in 1971, a system was set up to classify the drugs 

and penalties for their possession and supply according to 

their perceived harmfulness.  

 

Availability is an important social factor affecting the use of 

drugs. The easy availability and affordability, which are 

intrinsically linked, are some of the reasons why the use of 

heroin among the American soldiers in Vietnam was high. 

The condition was made worse by other factors such as 

fighting in an unfamiliar and life threatening environment 

far away from home and loved ones and removal of social 

and moral restraints. Drugs helped them to cope with fear, 

physical tiredness and loneliness. The low re-addiction 

figures among them on their return to the United States tend 

to confirm the effect of these factors on the use of heroin. 

Social availability such as permission or encouragement 

from parents and other influential individuals may also 

promote drug use by removing many of the social and moral 

restraints. Use and promotion of cigarettes and alcohol by 

parents, famous actors and singers and promotion in films, 

television and sports are known to encourage drink, smoking 

and illicit drug use.  

 

The reasons for initiation and continuation of drugs by 

young people are multifactorial and understanding the effect 

of these factors on the use of drugs by them is the first step 

to stop them falling into the vicious cycle of drug use, under 

achievement, social and economic deprivation, frustration, 

violence, crime and prison.  

 

References: 
1. Smoking, drinking and drug use among young people in England 

Findings by region, 2006 to 2008. Published by The NHS Information 

Centre for health and social care 2010  
2. Gossop, M. 2007. Living with Drugs. 6th ed. England: Ashgate 

3. Edwards, G. 2003. Alcohol: The world‟s favourite drug. New York: St 

Martin‟s Press. Chapter 4 

Understanding the effect of social setting on the use of drugs by young people 
Dr G Lawati, MBBS, DGO, MRCPsych 
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 It seems only yesterday when we gathered at Dr. Sharada 

Man Joshi‟s house in Chester Road, Birmingham one 

weekend in summer of 1984 to explore the possibility of 

forming an association of Nepali doctors in the United 

Kingdom. Dr Narayan Ram Joshi from Middlesborough had 

passed the information of the meeting to doctors living in  

all areas of the country.  Only eight of us i.e. Drs Narayan 

Ram Joshi and Late Ramji Gautam from North East, Drs PB 

Hamal and Subarna M. Shrestha from East Midland, Drs 

Bhaskar Sharma and SM Joshi from West Midland and Drs. 

Arjun Prajapati and Raghav Dhital from London and South 

made to the first  meeting ever held by Nepalese doctors 

with the purpose of forming an association in this country. 

In the atmosphere of ample eagerness and enthusiasm, we 

all agreed in principle the idea of forming the association. 

Two committees with specific tasks were formed an ad hoc 

committee under the chairmanship of Dr PB Hamal and 

constitution draft committee under my chairmanship to 

achieve the goal. Then onwards, we held several meetings in 

various parts of the country, gathered opinion and advice 

from many of our colleagues who were equally keen on 

establishing an association of our own. Apart from the 

members of the respective committees, we were fortunate to 

receive valuable suggestions from Drs Bharat Tripathi, 

Pramod Sribastav, Tushar Ghosh and many others which 

helped us immensely to move forwards. Our objective was 

primarily to establish professional as well as a social link 

between doctors of Nepali origin and their families living in 

the United Kingdom. At the same time, our aim was to 

contribute in the development of Health Services in Nepal, 

whatever way we could, by maintaining useful links with 

medical organisations and institutions in Nepal and the 

United Kingdom. 

 

We drafted the constitution, made necessary arrangements 

for the first General body meeting of the Nepali doctors in 

UK to be held in April 1985 under the co-ordination of Dr 

Basant Shrestha in Chesterfield, Derbyshire. The meeting 

was well attended by Nepalese doctors living in various 

parts of the country which approved the constitution and 

decided to establish the Nepalese Doctors‟ Association 

(NDA) in the UK. It was also decided to have the 

association thus formed, inaugurated during the summer of 

the same year in London. H.E Late Mr.Ishwari Raj Pandey, 

the then Royal Nepalese Ambassador in the United 

Kingdom kindly accepted our invitation to attend the 

inaugural function as the chief guest. Under the prevailing 

climate, it was a courageous decision on his part to 

participate in a function of the so called renegade medics 

and recognise their existence. The association was formally 

inaugurated on 24thAugust 1985 at a function held at 

Westminster Cathedral Hall in London. 

 

In short, NDA was conceived in Birmingham in summer of 

1984, born in Chesterfield in spring of 1985 and had Paasni 

(feeding ceremony) in summer of 1985 in London. 

 

It is a matter of great satisfaction to note that, the association 

is moving ahead with a sense of purpose and pragmatism. 

The AGM, annual function remains much looked forward 

and awaited annual event of the year. The executive 

committee meetings held in several parts of the country 

throughout the year give the opportunity to members and 

their families to mix up and exchange views and niceties.  

 

 

 

 

 

 

 

 

 

During the past twenty five years, Nepal has seen many 

changes unfortunately, not all of them, for the good of the 

nation and its people. Divisions and disunity is raising its 

ugly head, mutual trust and harmony that existed for 

centuries amongst the people is at stake. As a reflection of 

this, sadly, the Nepali community in Britain too is not 

immune to it. Thankfully, NDA has kept itself out of this all, 

has tried to maintain unity, remained strictly a professional 

and social body which is much appreciated by people both 

within and outside the professional community.  

 

At this auspicious occasion, let us all wish the association 

every success and many more happy and prosperous 

„Twenty Five Years‟ in the future! 

 
 
 

Twenty Five Years of NDA 
Dr. Raghav P. Dhital OBE 

 
 

 

 

 

 

 

Don’t wait too long 
Hind Vaidya 

 
Need no ticket 

Neither the luggage 

No worry for money 

Even a single penny 

No road ahead to explore 

No hills and mountains to climb 

You leave your loved ones behind 

Being free 

From you own body 

That’s your final journey 

Embryo-birth-different stages-death 

Is your life’s scale 

No one knows 

How far you travel 

It’s a mystery 

You may travel all the way through 

Or you may have short cut 

Whatever reason…….. 

Incurable disease 

Intentional, Accidental and Natural Disaster 

If only you know that 

The exact timing of end of journey 

It would be so nice to say 

Good bye 

To loved ones 

And celebrate the moment 

Like any other occasions 

But 

What comes ahead is uncertain 

So 

Don’t wait too long 

To do what you like to do 

Or what you could do 

Make it happen 

Whenever you can 

And enjoy 
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Abstract 
Natural orifice transluminal endoscopic surgery (NOTES) 

utilises natural anatomical passages for gaining access to the 

intra-abdominal organ for surgical interventions, resulting in 

scarless surgery with significant advantages over open 

surgery such as less postoperative pain, shorter hospital stay, 

early return to activity, avoidance of wound-related 

complications and better cosmesis. This article provides an 

overview of the principles and current practice of NOTES.       

 

Key words: Natural orifice, endoscopic surgery,  

 

 

Introduction 
There has been significant advancement in surgery over the 

past three decades, from open to minimally invasive surgery 

in the form of conventional laparoscopic to natural orifice 

transluminal endoscopic surgery (NOTES) and robotic-

assisted surgery. Minimally invasive surgery is becoming 

increasingly popular because of its advantages over 

traditional open surgical techniques, which are less post-

operative pain and less analgesics requirements, short 

hospital stay, early return to work, fewer complications and 

better cosmesis.
1
  

 

Conventional minimally invasive techniques involve 

accessing organs through naturally existing body cavities or 

anatomical planes, percutaneously, for visualisation and 

instrumentation, thereby leaving behind few scars 

permanently. More lately, natural orifice transluminal 

endoscopic surgery (NOTES) is being investigated 

internationally in clinical settings.  The technique involves 

accessing the abdominal and other cavities through naturally 

existing passages such as the stomach, rectum, vagina and 

bladder, without actually puncturing or incising the 

abdominal wall, that is, scarless surgery.  

 

There are extra advantages of NOTES over the conventional 

laparoscopic surgery, such as improved cosmetic 

appearance, less postoperative pain, reduction in the MRSA 

infection, reduced incidence of wound site hernias, 

reduction in the psychological impact of the trauma and 

discomfort of surgery. As a consequence, this may lead to 

faster return to normal activity.  This type of access opens a 

highly interesting field for certain types of patients, such as 

those with high surgical risk, the morbidly obese, and those 

with multiple prior abdominal interventions or surgical 

wound infections.
2
  This article provides an overview of the 

principles and practice of NOTES. 

 

Historical perspective 

Animal models have shown that a wide variety of 

interventions such as cholecystectomy, appendicectomy, 

splenectomy, hysterectomy, tubal ligations, gastroenteric 

anastomosis, peritoneoscopy, liver biopsy and herniorrhaphy 

can be performed using NOTES techniques.
3
 In a pig model, 

Kalloo performed the first transgastric peritoneoscopy and 

liver biopsies in 2002, with no morbidity and mortality, 

thereby introducing the concept of NOTES.
4
 This was soon 

followed by transgastric appendicectomy by Rao, who 

demonstrated his video at the American College of surgeons 

in 2005. The first transgastric cholecystectomy was  

 

 

performed by Per-Ola Park in 2003 in Sweden and reported 

in 2005.
5
 However, NOTES still remains in infancy stage. 

 

Principles of natural orifice transluminal 

endoscopic surgery 
 

a. Surgical access for NOTES 

For performing NOTES, an access to intra-abdominal 

organs is gained through natural orifices such as the mouth 

and vagina, although there are reports of access through the 

rectum or even the urinary bladder. Transgastric access 

involves passing an endoscope into the stomach, followed 

either by performing a small gastrotomy, which is then 

balloon-dilated, or by fashioning a large gastrotomy using a 

cutting diathermy. The endoscope is advanced through the 

stomach wall into the abdominal cavity. Pneumoperitoneum 

is then achieved and maintained by insufflating carbon 

dioxide gas through the endoscope thereby creating working 

space. 

 

Transvaginal access is somewhat simpler, since posterior 

colpotomy allows direct access to the peritoneal cavity. A 

valved trocar is introduced into the pelvis through the 

colpotomy to facilitate further creation of 

pneumoperitoneum and introduction of instruments for 

performing NOTES.
6
 

 

b. Intra-abdominal surgical procedures 

Innovation of surgical instruments and endoscopes up to a 

diameter of 2mm, both rigid and flexible, is a major 

advancement, which has made NOTES possible. 

Cholecystectomy has been performed successfully through 

both transgastric
7
 and transvaginal routes

8
 where organs 

were delivered through mouth and vagina, respectively. 

Transvaginal appendicectomy has been described.
9
  More 

lately, live donor nephrectomy using NOTES has been 

described from USA.
10

 

 

Current status of NOTES 
Most of the NOTES have been carried out in the American 

centres and several centres have gained significant 

experience on NOTES and have published satisfactory 

outcomes with high safety profiles. There is no report of 

NOTES from the United Kingdom. The Association of 

Laparoscopic Surgeons of the Great Britain and Ireland has 

published a declaration on its website warning their 

members and patients as NOTES should still be considered 

as an experimental surgery. 

 

Every innovative procedure in surgery has been subjected to 

scrutiny in its introductory phase, but eventually they have 

crossed the hurdle of learning curve with passage of time 

and therefore, NOTES should not be an exception. This is 

expected to be a routine practice in the forthcoming decades 

all over the world. 

 

Future directions 
NOTES have scope for high risk patients in intensive care 

units. Under sedation, transgastric peritoneoscopy for acute 

mesenteric ischaemia, assessment of length of ischaemic 

Natural Orifice Transluminal Endoscopic Surgery (NOTES): An Overview 

Mr Badri Man Shrestha MS MPhil FRCS, Consultant Transplant Surgeon, Sheffield Kidney Institute, Sheffield, UK 
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small bowel to make decision for a laparotomy and in 

abdominal trauma patients to assess the degree of 

intraabdominal injury can be carried out without transferring 

patients across to operating theatres. It is expected that, as 

this field develops, other specialties such as urology, 

obstetrics and gynecology, and cardiothoracic surgery may 

find the natural orifice to be a kinder and gentler point of 

entry. 
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I was happy, happy as a child that I was born after seven 

sisters in a row.  My parents would not give up for a son. 

Yes I was born like a jewel in the crown. Not only my 

parents, as I was a male child after 15 girls in the family 

apparently I was very popular! Well, when I came to learn, I 

believe, around 5 or 6 years of age, I felt so proud that no 

one but no one in the town could look me down. 

 

xx                                 xx        xx  

                                                   

Now I am lying in an empty room, full of clutters, empty 

beer bottles lying everywhere. Stinking room with cigarette 

butts.  I have a scruffy, smelly body with unclean teeth. 

When was the last time I had a proper shower?  Is it same 

“me”? I do not know any more. The person I knew as “me” 

was the most proud (to the extent of boast) and a cunning 

fellow.  

 

First time in the school I had felt rather strange. There was 

indeed a great deal of indifference and even hostility from 

the teachers. I was not the most favoured pupil.  Almost 

every day that particular teacher used to give me a load of 

homework.  Needless to say I would return the following 

day with the blank.  My teacher‟s favourite nickname for me 

was “Duffer, “which meant nothing to me. But then I wished 

the school caught a fire or the head teacher died suddenly. 

Alas it was not going to happen.  It is just that life has to go 

on; dragged on, plodded on.  

 

Now is even the harsher time. There is no teacher inside me. 

There is only that pupil who used to get pampered by his 

sisters and the mother. The masterly figure of my father has 

vanished altogether. The loyalties of some of my friends 

lasted only up to the time when I was able to take them to  

the plush restaurant in the town. Yes, no one comes to visit 

me anymore. 

 

I was not to get through my SLC (equivalent GCSE). My 

answer paper was almost blank! 

 

 

 

 

But then was not my father a most resourceful man after all! 

Would he have left any stone unturned?  Just as you guess 

he had to travel to Kathmandu for an urgent business of all 

just around a month after our examination. My mother was 

perhaps not that forward thinking. She did not want him to 

travel as she did not know the most important job he has 

had. 

  

In those days going to Kathmandu from my village would 

mean a real adventure! You had to go to a local railway 

station in India, change trains at several points, arrive at 

Raxaul and then take another narrow gauge train to 

Amlekhganj to Nepal side. By the time you arrive in 

Kathmandu you would have spent a full week indeed! It did 

not matter. When the result got published the same teacher 

came to congratulate me and my father although he did look 

severely confused. I had achieved 1
st
 division. 

  

And then I decided to go to Kathmandu for my higher 

education despite my mother‟s apprehension. I was given a 

choice between Kathmandu and Varanasi, I chose the 

former. Although it took me 10 years to get masters in 

commerce I enjoyed those years thoroughly at the expense 

of my father‟s good will. The time was golden, particularly 

since I met her. 

  

She was 2 years junior to me, a local from Kathmandu. I 

was struck by her beauty when I first came face to face with 

her in the library. Oh my Lord! My favourite Indian screen 

beauties like Madhubala were like dim kerosene lantern 

against this dazzling light from the 1000 watt bulb! Or was 

she a direct light from the surface of the sun. I was 

dumbstruck, speechless, except to say with my dry mouth 

“hello”. 

 

Kathmandu was far from my hometown then but even 

further away has gone my ambition since. I used to talk 

about plucking the stars and making her a garland with 

them.  But now my enthusiasm seems as far away as the 

Down and Out (Short story) 
Dr Bhaskar Sharma, Heaton Drive, Birmingham. 
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stars themselves, whereas I believe her ambition has touched 

the moon if not the stars! 

 

Job was at hand. I was employed as an assistant manager in 

a bank in my own township for just less than two years 

when I was promoted to managership. 

 

I had proposed to her in the autumn moonlight under a sirish 

tree when we sat putting hand in hand together. I had said to 

her “I have to go soon to my town. My mother is not too 

well. She is rather strict about the caste and all. She might 

object to me marrying you but I will make her convinced. 

You know I cannot live without you”. “Me too”, she had 

said with a big hug and she had pecked me on my right 

cheek.  When I proposed to her a bit later on she said “No” 

and, “I am only joking you cowboy, how can I refuse you? I 

am all yours, you know that”. 

 

 I was the most eligible, handsome bachelor. There used to 

be so many offers from the parents of my “would be brides” 

that I started to get fed up. Every day during our evening 

meal my parents would show me a new photograph, some 

cute looking girl, others plump. Some used to be very fair 

coloured, others rather darkish but with a very high domestic 

qualification. Some very short, others even taller than me.  

Then I had to break my silence one evening when they were 

in a good mood. I decided to tell them about my love. “She 

is just wonderful and a I am sure she will be an ideal 

daughter-in law for you. But”. “What but?” my mother had 

raised her eyebrows. I had mumbled. She had insisted. 

Finally I had to give in “from much lower caste”. And that 

was it. 

 

I was banned talking about it altogether. There was more 

intense bride searching and more vexation on my part. I had 

given up coming home for family dinner. I started coming 

late from work. Going out with my friends and ending up 

paying hefty bills had been my almost daily routine 

 

And then there was a bullet, a letter, “I am sorry Dinesh but 

I have got a lottery for USA.  My visa is forthcoming. I shall 

be going soon .You know what, Surya is going as well”. 

Surya was our class mate, a contender to her love perhaps? I 

had a feeling he was jealous of me befriending her. We 

never looked each other‟s eye to eye. Just once I had seen a 

group of college mates loitering about and looking at me 

rather strangely and he was one of them. 

 

 

 

 

 

 

On January 12
th

, 2010 7.0 magnitude earthquake struck 

Haiti.  More than 150,000 people were killed at the time and 

later 230,000 were confirmed dead.  Many people became 

homeless – in this, the poorest country in the Americas. 

 

Whilst working in Toronto this year, I received an email 

from a UK international group I had randomly joined some 

years ago. 

 

The request was for paediatricians to go and work in the 

And further on “It would be nice if you could came along 

too. I will wait for you but then life has to go on you know”! 

A black cloud had surrounded the most beautiful, blue sky 

of my life. I used to think it was limitless, vast and timeless 

to the eternity. But no. It was not to be. The moon had been 

shrouded. There was no ray of sun. The sky had shrunk! All 

that warm, smooth, refreshing feeling of my love was 

beginning to fade.  I felt her so near yet so far. Her memory 

was more troublesome than anything else in life. The 

warmth of that little peck on my right cheek was now 

beginning to feel intense. I must go to her, I must.  

When she was with me I used to feel as though I was 

wrapped in the rose petals, all full of exciting fragrance, 

fresh and delicate. Every day was boon, every minute was a 

gift, and every second was bliss. The day I did not see her 

was a doom day and the minute I saw her my heart would 

leap out, the whole agony would just evaporate, the whole 

doubt would vanish.  Her one little smile would open up the 

universe. 

  

It is not that I did not try for USA.  I applied once, it was 

denied. And then my mother passed away.  My father, well, 

he was like a little baby without her. It was one of my uncles 

and his wife who took a great care of him but then he would 

not let me out of his sight. All my efforts, all in vain. 

 

The bomb shell: Yes the bomb shell has arrived. It has 

finished me. I have reduced myself to nothing, nonexistent. I 

have been shattered to millions of microscopic pieces. The 

ever sleeping inferiority complex has woken up like a 

Jinni‟s. It has drowned me into the deep darkness, into the 

very depth of ocean of nothingness. I have burnt my 

ambition to ashes, my ego to smoke. I feel ashamed to show 

my face to anyone, not even my family.  They do not see me 

smile; they do not hear me talking. They do not know when 

I come or go. They do not gather enough courage to ask me 

question too. They have guessed and guessed it right, may 

be nobody dare coming near me, not even my five year old, 

most precious niece who used to roam around me all the 

time. 

 

I received a wedding card, all the way from Virginia (I do 

not care wherever it is and I do not wish to know it either). 

This wedding card invites me to the wedding of someone 

called Surya to a girl called.... at such and such hall in 

Vienna, Virginia and a small “sorry”. 

 

 

 

 

 

 

 

“airport tent hospital” set up in Port au Prince by the 

University of Miami and Medishare charity.  The beauty of 

the whole thing was that they only wanted people to commit 

for one week at a time (a Saturday to Saturday).  Other 

projects I have looked into always wanted a three month to 

sometimes three year commitment, which was very difficult 

to do during my SpR training years. 

 

This was perfect as I had annual leave coming up.  I 

received a huge pack from the organisation which had   lot 

A Difficult Yet Exhilarating Experience - Haiti, May 2010 
Dr Siri Gautam, Consultant Paediatrician, Sunderland, UK 
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of information about the tent hospital set up and what I was 

to expect  during my stay. 

 

I flew via Miami to Port au Prince.  A volunteer came to 

pick me up from the airport and we took  a short drive to the 

tents.  To me I felt as if I had arrived somewhere like 

Kathmandu.  There were street vendors with colourful 

vegetables, a lot of people milling around the airport 

entrance and the street was chaotic with a lot of traffic. 

 

We soon arrived at the hospital.  It was made up of several 

tents (ED, Paediatrics, PICU, NICU, Medicine and Surgery, 

OR, ICU, physio) including our accommodation which was 

a huge tent with bunks side by side in it.  The washrooms 

were portaloos and the showers were wooden cubicles. 

 

After registration, I set my bag down by my low bunk and 

went to find the paediatric team.  The heat was intense as I 

walked onto the paediatric ward,  (the make shift lab – for 

malaria films, FBC and U+E and TB testing was there as 

well as the paeditric pharmacy) I realized there was no air 

conditioning and that the room was full of bunks with kids 

or their parents on them. 

 

As I was trained in Paediatric Emergency, the team were 

happy for me to hang out in the Emergency Department.  

This suited me perfectly and in the whole seven days I spent 

the majority of my time in the Emergency Department.  I did 

one night on call covering all the paediatric wards and one 

day away at a clinic set up in a police station. 

 

The Emergency Department was a tent which was open to 

the outside.  Patients were registered and waited in the heat 

of the day on benches around the department.  Each day I 

felt like wilting in the heat and barely had to use the 

“washrooms” as I was sweating buckets.  The small bottles 

of energy drinks helped. 

 

 

 

 

 

 

 

 

 

 

 

 

The team work amongst the doctors, nurses  and other 

volunteers in all specialities was amazing.   There were even 

medical students helping out! We didn‟t have pagers so if 

you wanted someone you just found them and spoke directly 

to them.  The camaraderie and the work ethic was incredible 

(roughly 12-13 hours per day).  The team work in the 

Emergency Department was great and we quickly learnt 

how to work with each other well.  We had several 

translators and I got to practice french, (which improved 

significantly during my week there) but I had difficulty in 

understand the local language Creole.   

 

I saw predominantly children but saw some adults too.  So 

long after the earthquake, the illnesses I saw were those I 

would expect in any low resource setting.  We treated 

patients on clinical suspicion as we could not grow bacteria 

as we had no facilities to do any types of culture.  I saw 

many children with meningitis, sepsis, typhoid, malnutrtion- 

I was hoping to see malaria as we could test for that but it 

wasn‟t the season in Port Au Prince.  General paediatric 

illnesses such as pneumonia, viral respiratory illnesses and 

gastroenteritis were there.  The frustrating aspects were in 

trying to treat relatively minor illnesses as we did not have 

the medication to treat things such as scabies or even some 

fungal skin infections.  Many traumas came in as the roads 

and driving aren‟t the best.    There were people who had 

things such as hernias for years and they were put onto 

surgical lists.  Some patients presented to the emergency 

department with long standing malignancies such as breast 

cancer, ovarian cancer and disseminated leukaemia.  Their 

problems were shocking to see as I realized there had never 

been a health care infrastructure which would have 

addressed the problems these people had. 

 

I thought the work was hard, but rewarding and at times. I 

was also frustrated in not being able to treat patients 

appropriately and not being able to send them back into a 

system with a decent Primary health care set up. 

 

I was able to see what the rest of Port Au Prince was like 

when I went to the Police clinic, which was a paediatric 

clinic set up by another charity.  On driving to the clinic, I 

finally saw the “tent cities”, previous to the Earth quake 

happening these had not existed.  Now many people had 

spiraled down from one social set up to another devastating 

one.  The split roads and remnants of fallen buildings were 

easy to see.  The terrain was of hills and buildings with 

some French architecture style.  The sloping hills of the 

capital and again the street vendors, cars, tuc tucs dust and 

heat reminded me of Kathmandu.   

 

The Police station was opposite the Parliament house which 

had been wrecked by the earthquake.  A nearby Cathedral 

only had some single walls left standing. 

 

The clinic was busy with people lining up before we got 

there and I was there with an adult medical doctor and a 

psychologist (addressing the psychological needs of the 

people who had been through so much devastation was an 

amazing aspect of medishare Miami hospital) 

 

The majority of kids I saw were living in tents with which 

ever family members had survived the earthquake.  I asked 

the psychologist to see some of the parents of the children I 

had seen as I felt they would value his help.  There was a 

high expectation for treating or giving medication.  I didn‟t 

think it would be that sustainable to treat even well looking 

children and I felt I was getting into a no win situation.   

 

There were many other NGO groups addressing particular 

needs of the local population – such as malnutrition clinics, 

immunization clinics, disability centres.  There were also the 

local hospitals around.  The week I was there we did not 

have any Obs and Gyn specialist so we had to redirect 

pregnant women.  

 

The local volunteers were very helpful and supportive in 

what we wanted to do.  Nothing was too much. 
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6 children died during the week-predominantly from severe 

infections- It is impossible to even think of that happening in 

the day to day setting I work in now.  On a positive note 

there were many children who survived, many who had 

longstanding medical problems treated and many who had 

long standing surgical problems corrected.  It does highlight 

the lack of health care infrastructure, the lack of health 

education, accessibility to health care and basic essential 

requirements for people to have equal health (Alma Ata) 

 

Despite the hard work, heat, lack of certain medicines, 

frustrations at people seeking help too late, having a shower 

on and off – it was one of the most exhilarating and 

rewarding times I have had on a professional and personal 

level. 

 

 

 

 

 

 

 

 

The hospital has recently moved to a permanent building 

due to the impending hurricanes but the organization also 

wants to provide a sustainable service and have a permanent 

presence.  If you have read this and have further questions or 

are interested in going please let me know.

 

Palungo Sahdhehko 

Marinated Spinach 
 

Ingredients: 

(i) 1 ½ lb spinach 

1 tsp salt 

 

(ii) 6 tbs roasted Soya bean powder 

½ tsp chilli powder 

3 cloves garlic, peeled and crushed 

¼ tsp cumin powder 

½ tsp salt 

4 tbs mustard or vegetable oil 

 

Clean and wash spinach, cut into small pieces.  Transfer into 

a cooking pan, add water to cover the spinach, add a 

teaspoon of salt.  Bring it to boil and simmer for two 

minutes without cover.  Rinse it with cold water and squeeze 

the water.  Put it in a bowl.  Add all the ingredients from (ii).  

Mix well and leave it to marinate for at least half an hour. 

Serve as a side dish. 

Note:  You can use spring cabbage, Chinese leaf instead of 

spinach.  Roasted Soya bean powder can be substituted with 

almond or pea nut or sesame seeds powder.   

 

 

 

 

 

 

 

 

 

 

 

 

 

Bhanta Sandhehko 

Marinated Aubergine 
 

This is one of the classical dishes in Nepal.  This type of 

dish is very popular in Greece with addition of feta cheese. 

Ingredients: 

(i) 3 medium aubergines, grilled and skinned 

3 cloves garlic crushed 

2 spring onion, finely sliced 

2 thin slices ginger, minced 

½ tsp chilli powder 

½ tsp cumin powder 

1 tsp salt 

2 tbs mustard or vegetable oil 

Some fresh coriander chopped 

1 tbs lemon juice 

 

(ii) 2 tsp vegetable oil 

¼ tsp fenugreek seeds 

¼ tsp turmeric powder 

 

Brush the surface of aubergines with oil and poke with fork 

in several places.  Grill until the skin is charred (burnt) and 

the inside flesh is soft.  Lay out the aubergines in a plate and 

press gently over the surface with another plate.  As a result, 

a thick juice is released from the aubergines.  Then peel the 

skin off as it comes off very easily.  Remove the stem and 

cut aubergines into 3-4 portions crosswise and mash them 

with fork. Add all the ingredients (i) and mix well.  Transfer 

into the serving bowl.  Serve as side dish with meal.  For 

extra flavour, heat 1 tsp oil in a pan.  When oil starts to 

fume, drop in the fenugreek seeds.  As soon as seeds 

become black, put the heat off. Add turmeric powder and 

pour the content over the dish. 

 

Important note:  All the garlic based recipes given are 

enough to serve as side dish or snack for 6-8 people.  

These dishes are never served as main dish. 

 

 

Garlic Based Recipes 

Hind Vaidya 
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Most mental illnesses are caused when there is imbalance in 

the way we think. Both happiness and sadness are states of 

our mind. A prolonged and persistent sadness could be 

defined as depression. 

 

We become happy when we think we have achieved 

something. If we analyse this, it becomes clear that it is the 

mind which become happy. It is the mind which sets the 

target and again it is the mind which decides whether or not 

the target has been achieved. In summary it is all in mind. 

When the mind decides that the objective has not been 

achieved or things have gone wrong, it becomes sad. This 

could be because the expectation is unrealistic or simply 

circumstantial. A mind could experience a series of sad 

events and could go into depression. 

 

Depression would lead to production of certain hormones 

which would lead to bodily expression of depression. The 

Medical science as we know it today tries to address this by 

giving chemicals (pills) which boost the formation of happy 

hormone. This may seem to help in a short span of time, but 

is it the right way to treat depression? All the chemicals do 

have side effects and some do end up getting significant 

bodily harm which could be disastrous. 

 

Depression is probably a consequence of modern living 

where we attach so much importance to materialistic 

achievements and individual identity. Modern lifestyle is 

leading to increasing isolation and invariably at some stage 

of life, a person would start to feel inadequate. The support 

system could be lacking at the right time and a one may not 

find any purpose in life. The result is invariably the state of 

depression. 

 

This is not to say depression did not exist before when 

people had more sense of belonging to communities. 

Depression is a state of mind and mind could be very 

individualistic even in a community style living. But when 

one truly lives in a community, the individual mind could 

totally dissolve in a communal mind and the depression as 

we know does not happen. 

 

If one is to believe the hypothesis that depression is 

primarily a disease of mind, the solution to the problem 

should also lie in mind. 

 

Can we train our mind to be happy all the time? It seems 

very difficult at first. 

 

Whenever we try to attain happiness by materialistic means, 

we struggle on and one may feel that the process to attain 

happiness is not all pleasant. Once we gain that 

achievement, will the mind feel happy for ever and retire in 

peace? One can see that this is never going to happen. 

Therefore all materialistic achievements have happiness 

packed together with sadness. 

 

Some people who feel fulfilled can gain mental satisfaction 

from the process of this achievement despite the total 

package containing both happiness and sadness. This is 

because they have trained their mind to be detached from the 

achievement and the final package. Only through this sense  

 

of detachment one can achieve peace with all that is 

happening in this world. 

 

Once you are detached, the so called sad happenings do not 

make you sad and the so called happy events do not make 

you elated. Your mind could be at peace with the 

environment, in fact with practice one can learn to dissolve 

the mind with surroundings, so that you do not feel any of 

the feelings as perceived by the sense organs. You could 

then just enjoy the process and be happy with your 

surroundings. 

 

The above statement is easier said than done but it is very 

much achievable with practice. One needs to learn to look at 

things slightly differently. 

 

All things and our value systems as it is today are products 

of our memory. They are things we were told as a child, we 

were taught in schools and we felt right as we grew. Are 

they all correct? 

 

One of the ways success is gauged in modern society is 

achievements in terms of good jobs and financial success. It 

is partly because of our value system. People struggle 

through the process and they are not happy until they feel 

they have achieved what they strive to achieve. The targets 

also keep changing. As one moves along in life, one does 

not look downwards. The target is always upwards wherever 

one is in the hierarchy. The third richest person in the world 

could be unhappy because he could not be the first or 

second. 

 

It is clear that it is very difficult to be happy unless we 

detach ourselves from the final result. For someone who is 

not attached, these results are immaterial. 

 

A detached person need not necessarily be somebody who 

gives away everything and goes to jungle. One could train 

himself or herself to enjoy the process of living without 

being attached to the final result. One does not necessary 

need to have that sense of cut throat competition. 

  

For a moment, one could try to take our mind out of the 

body and imagine that we are watching our own body. We 

could imagine the body‟s needs and see the way it is being 

met. But do we not make our body struggle very hard to 

achieve things our body does not need? 

 

We somehow loose the excesses we have earned. If we do 

not spend it, someone else will spend it. Is that the way to 

make one‟s mind happy? 

 

There could be a counterargument that if all of us are so 

detached, then why do we need to do anything at all? We 

could all renounce everything and live the life of a sage. 

 

One needs to understand that it is our responsibility to look 

after our body. We also owe some responsibility to all other 

bodies we are related to and the bodies we have helped to 

create. To fulfil this responsibility, one needs to perform 

activities which could be called the process of living. One 

need not necessarily be attached to the achievement to 

A different view of Depression 

Dr Sudhir Lohani, FRCP, Consultant Physician, London 
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perform these duties. If we can achieve this, we could start 

to learn the art of living happily. 

 

How do we get to this state of mind so that we remain 

detached? 

 

Modern schools teach us to be competitive and combative. 

We are constantly thinking and planning for future. Modern 

business management teaches that targets should be set and 

all the resources should be mobilised to get to that target. 

Once a target in achieved, more targets are set. Getting 

through these targets are called achievements and success. 

Our mind is constantly thinking all the time regarding the 

best way to get to that target. Whether you are at work or at 

home, you constantly think. It may ruin your family life and 

sometimes render is to second class status. This constant 

movement of mind carries on until one realises the futility of 

the situation. One then regrets previous actions and things 

move downwards from then on. 

 

This progress cannot be sustained forever. History tells us 

that whatever goes up eventually comes down. 

Alternative way of working would be to work for the love of 

it. The best sportsmen are the ones who usually play for the 

love of the game, not for achieving fame or money. The best 

doctors are the ones who enjoy helping the ill, not the ones 

who strive to achieve some artificial target. When one does 

his duty with total love and dedication, the results come his 

ways and one would continue to enjoy the results and 

process from there on. One never reaches an empty state 

from where the mind starts the freefall. 

 

This philosophy may not be always compatible with today‟s 

capitalistic philosophy. But the capitalistic philosophy does 

not care about people‟s state of mind and well being. All it 

is interested in is generating money and everything in life is 

equated with money. 

 

One does not have to totally renounce money to achieve 

mental peace. One needs money to look after one‟s and his 

dependents‟ bodies. If one does follow his natural instincts 

and profession with dedication and love, success and money 

will follow. 

 

A person following this way of thinking would learn to 

manage things within his or her means. He or she would not 

be constantly being in pursuit of money. If one runs after 

materialistic pleasures, no amount of money is adequate. It 

is a question of satisfying one‟s basic desire and enjoying 

the proceeds. 

 

Can a person who has constantly been on the run change his 

style so that problems can be averted in future? The answer 

is yes and one could change his style whenever he wants. 

One needs to take his mind away from daily rituals and 

activities and try to look at the whole picture. It is a question 

of realising where one started and where one had got to. You 

take the targets away and just enjoy the process of living. 

 

Once one learns to enjoy this process, depression would not 

exist. There would be no failures as failures happen when 

unrealistic targets are set. One would not get the artificial 

success as the terms success and failures are rendered 

meaningless. All of us would just enjoy the process of 

living. 

 

Time is a very interesting concept. Time passes and the 

events of the past become a faint memory. One could argue 

that things are constantly ending and beginning all the time. 

You could think that our body dies and takes a new form 

every day. This need not just be a notional concept. Our old 

cells are constantly dying and are replaced by new cells. Our 

body is constantly changing all the time. 

 

The main reason we do not feel different is because of our 

mind. Mind wants to think that it was the same and will 

remain the same in future also. Our minds plan for the future 

thing that our bodies, our circumstances remain the same. 

But will it remain the same? Does anybody know the future? 

It is very clear that nobody actually knows the future. 

Although one could try to visualise the future, it will remain 

pure imagination. 

 

To be happy and satisfied, one therefore needs to live in the 

present moment and enjoy the process of living. One needs 

to look at his surroundings with a positive outlook and learn 

to take whatever happens in stride. 

 

One factor which comes in the way of enjoying this process 

of living is one‟s ego. Ego is just an imaginary perception of 

one‟s mind which seems to think that his way of thinking, 

his body, his surroundings are superior to others. 

 

Now if you are a bystander watching all of this from outside, 

you could easily see how pointless this ego is. A person and 

his lifespan is nothing when you look at the overall 

timescale and this universe. Your ego is just a figment of 

imagination and means nothing. It starts from zero and will 

soon merge into zero. Once you realise this and consciously 

get ego out of the way, things could be much simpler. It is 

then much easier to merge with your surroundings and get to 

live the present life. 

 

Even if one is feeling depressed at a moment, this feeling is 

transient. One could achieve the right state of mind with 

right attitude and thinking. A right mind is neither elated nor 

depressed. It is in a neutral state and is constantly enjoying 

the process of living. There are certain mental exercises one 

could do to try to attain this neutral, peaceful state of mind. 

These will be discussed subsequently. 

 

http://depression-treatment-sudhirl.blogspot.com/ 
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Garlic is thought to be originated in central Asia.  The plants 

are spread since ancient times to other parts of the world as a  

food, flavouring and medicine.  Such use of garlic is mentioned 

in ancient Egyptian, Greek, Indian and Chinese writings. In 

Nepal, East Asia and Middle East, garlic is used in traditional 

remedy to treat fevers, diabetes, insect bite, cough and cold 

 

The onion, the shallot and the leek are the close relatives of 

garlic. The morphology of garlic is similar to spring onion.  It 

has roots, bulb, stalk, leaves and umbel flowers.  The leaves in 

garlic are long and flat where as in spring onion, tubular and 

hollow inside. The whole garlic plant is edible.   

 

Even the roots are dried in Nepal.  A table spoonful of crushed 

dried roots are tossed in hot oil to flavour the daal (lentil curry). 

A bulb may contain several cloves.  The bulb and cloves are 

covered by a whitish skin which holds cloves together as in a 

sac. 

 

Garlic is one of the cash crops in Nepal.  It is grown extensively 

by farmers whose primary objective is to provide enough for 

their own consumption, to store good quality bulbs for next 

year and to supply for the market.  The green tender plants are 

sold in the market and are consumed as a vegetable almost 

every day.  It is consumed raw, semi cooked in many different 

ways (fried, formented, roasted).  Raw crused garlic is used in 

salad and chutneys Garlic is a natural food supplement to the 

diet of Nepalese people specially in Newar community. During 

the peak season, green garlic stalk and leaves are cut into an 

inch pieces and fried to consume almost everyday so that it 

becomes one of the common dishes.  As a child I remember 

even playing with fried piece of stalk pressing in between my 

index finger and thumb in my dinner plate so that it comes out 

layer by layer.  By late summer, no more green plants are 

available and bulbs are sold.  At the main time, Nepalese 

celebrate a festival “Indra Jatra” when people sing in Newari: 

“Lava Tarkari Nehe makhu Hanchah nishe wehe makhu.” The 

song means:  "I am not coming from today and eat garlic 

vegetable." In Nepal, farmers and Newars seem to consume raw 

garlic in many different ways. They crunch a piece of tender 

garlic stalk just like a piece of celery or spring onions.  Garlic 

consumption may have played a vital role in their body‟s 

natural system and help to keep them fit.  I can remember my 

grandma‟s remedy for cough and cold.  A glass of water used to 

boiled with a few cloves of garlic, turmeric powder, cumin 

seeds and a pinch of salt.  We used to drink warm solution. A 

clove used to smashed and rubbed in the swelling due to insect 

bite.  It is cured.  

 

Now, there are scientific evidences of beneficial properties of 

garlic as an antibacterial (Silagy CS, Neil Haw, 1994, The 

Journal of the Royal College of Physicians, vol 28 No 1:39-45). 

The authors state that garlic supplements have an important part 

to play in the treatment of high cholesterol and blood pressure.  

Garlic could help to maintain a healthy heart and circulation 

when it is eaten raw. A bulb contains an odourless sulphur 

compound (Stoll and Seebeck 1948). When garlic is crushed, it 

yields an odorous, sulphur compound “allicin” with 

antibacterial properties (Cavallito 1944). This is the compound 

most responsible for the spiciness of raw garlic.  Allicin is 

generally deactivated during cooking and may be more 

beneficial consumed raw.  When garlic is chopped with salad 

oil or other edible oils, unstable allicin reverts to another stable  

 

 

 

sulphur compound called Ajoene which has antithrombotic 

properties (Professor E.Block, 1985). 

Smell is a drawback of raw garlic. Some likes the smell, 

some don‟t. One of my friend said to me that she likes garlic 

smell.  When she peels and crushes garlic cloves, she does 

not wash her hand, so she can smell her hand often.  Another 
friend asked me how to reduce the smell of garlic when skinned 

and peeled.  I told her to cut a clove lengthwise using knife and 

chopping board and drop in a container with cold water.  When 

all cloves are done, leave it for minimum 10 minutes. By then 

skin comes off easily. 

 

Garlic has become one of the popular ingredients in cooking 

and bulbs are available in most supermarkets.  There are 

different varieties of garlic.  For the first time I have seen this 

year one clove (Pearl garlic) from china in the market.  

However, green tender garlic plants are not sold like in Nepal.  

When I have shown green garlic plant from my garden in 

cookery class, people were amazed.  I have told how easy to 

grow garlic in the garden or even in pots mainly to use tender 

plants as herbs. 

 

To grow garlic in your back garden, prepare a bed with sandy 

soil with organic matter. Put the separated garlic cloves in the 

prepared bed 4 inches deep and 2 inches apart anytime between 

September and March. It starts sprouting and grows into a 

tender plant which may grow about 60cm tall. Leave half of the 

plant without disturbing so that you can harvest bulbs in 

summer. Half of your garlic plants when tender, can be use as 

herbs in salad and in every day cooking. If you leave some of 

the bulbs in the ground, it will start sprouting next year during 

January. 

 

For those of you who are professionally busy or who do not 

want to handle raw garlic every day, you can peel garlic cloves 

and mince it in food processor. You can freeze it in ice cube 

compartment and use it whenever you want.  Alternatively, you 

can store in an air tight container and refrigerate.  However, it is 

better to use refrigerated crushed garlic within 1-2 weeks to 

prevent from bacterial contamination.  It is also better to acidify 

with lemon juice before storing. 

 

For those of you who have no time at all to do such things, you 

can buy in the form of garlic minced, garlic granules, garlic 

powder, garlic oil from the supermarket. Commercial garlic 

supplement “garlic capsule” is also available . 

 

Apart from using garlic in cooking, it is better to consume one 

or two dishes with raw crushed garlic every day as garlic could 

help to maintain a healthy heart and circulation. Try fresh 

crushed raw garlic based recipes from Nepal, India and 

Mediterranean countries eg Choela, bhuti wala, golbheda ko 

achhar, lava, palu mushaya wala, bhanta wala, Raita, salad, 

humas and sauce 

Sprouted in January from last year‟s 

bulbs left without pulling in my garden 

Green garlic from my garden 

Use of Garlic*     Hind Vaidya 

*: Botanical Name:  Allium sativum, Common name: Garlic, 
Nepali/newari name: Losun/Lava, Family:  Alliacea (onion family) 
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Introduction 
Diffuse large B Cell Lymphoma is the most common Non 

Hodgkin‟s Lymphoma in the world. It accounts for almost 

30- 40% of all Non-Hodgkin‟s Lymphomas. DLBCL 

encompasses heterogeneous groups of high grade B Cell 

Lymphomas (dustbin basket). Due to the difficulty in 

morphological reproducibility of subtypes described in 

REAL classification such as Centroblastic and 

Immunoblastic lymphomas- these are grouped together as 

DLBCL in recent WHO Classification. DLBCL are 

heterogeneous group of high grade B-cell lymphomas on the 

basis of morphology, immunophenotype, genotype and 

prognosis on anthracyclin based therapy 

 

Classification 

There are 2 subtypes: (1) de novo DLBCL; and (2) 

transformation from low grade lymphoproliferative diseases 

 

Clinical Features 
Wide age range affected with a median age in the seventh 

decade. Presents as rapidly enlarging lymph node, with 40% 

as  an extra nodal mass. Presents in stage 4 (~1/3 cases) with 

B symptoms (~1/3 cases), increased serum LDH (~50% 

cases). Bone marrow involvement is ~15% at presentation. 

The overall disease free survival is ~60-70% with R=CHOP 

 

Staging 
Tumour staging is done traditionally according to Ann 

Arbor, but this fails to predict long term survival hence 

International Prognostic Index ( IPI ) was proposed in 1993 

IPI Score has 5 parameters: (1) age 60 or over; (2) tumour 

stage at presentation; (3) serum LDH; (4) patient‟s 

performance; and (5) number of extra nodal sites. Each is 

assigned 0 to 1; maximum score 5. For those with IPI score 

0-1, 5 year survival is over 70%. However for IPI sore of 4-

5, the  5 year survival is less than 20%. With R –CHOP the 

overall survival is better, but not all benefit equally. 

 

Pathology 

 

Macrosocpic features 

The cut surface of enlarged nodes has a “fish flesh” 

appearance. Necrosis, haemorrhage or fibrosis may be 

present. Slice into 2-3 mm thick, and take appropriate size of 

the slice so that fixation is optimal. Take imprint smear for 

cytology or FISH if available. Send half to cytogenetics. The 

differential diagnoses includes other Non Hodgkin‟s 

Lymphomas, Hodgkins Disease, reactive lymphadenopathy 

e.g. Kikuchi‟s Fuzimoto‟s disease, metastatic carcinomas,  

and infections e.g. Tuberculosis, Sarcoidosis etc. 

 

Microscopic features 

Total or partial lymph node architecture effacement, with 

sheets of large atypical lymphoid cells. Fine or broad band 

of sclerosis may be seen in the background. Cells may be: 

  Centroblastic: large vesicular nucleus with smooth 

chromatin, and small multiple nucleoli, often abutting 

the thickend nuclear membrane. Cytoplasm is scant, and 

occasionally polylobated 

 Immunoblastic: large single central nucleolus with a 

"fried egg" appearance, and slightly basophilic 

cytoplasm 

 

 

 T cell rich B cell type: abundant reactive T Cells ~90%. 

Putative malignant B Cells ~10% 

 Anaplastic: very pleomorphic cells with marked 

cohesion, with very large nuclei. 

 Plasmablastic: may resemble immunoblast but show 

eccentric nucleus with more eosinophilic cytoplasm  

 

Microscopic differential diagnoses includes carcinoma 

melanoma, Burkitt‟s lymphoma, mediastinal large B cell 

lymphoma, plasmablastic lymphoma, and plasmablastic 

myeloma. 

 

Immunohistochemistry 
CD45 positive; CD20 positive, very rarely negative; CD19 

positive; CD79a positive; CD10 positive in 25- 50%, both in 

de novo and GCB type; MIB1 is usually 40- 50%, more than 

80% worst outcome; CD5 positive in small number of 

denovo DLBCL. Most of the CD5 positive DLBCL are 

Richter's transformation and have poor prognosis. 

 Melanoma: CD 45 -, S100 +, Melan A +, HMB 45 +. 

Carcinoma: CD45-, Cytokeratins+. Burkitt‟s: 

CD45+,CD10+, Cmyc+, BCL6-.  

 Burkitt‟ like DLBL: CD45+, BCL6+, Cmyc-, CD10. 

 Mediastinal large B cell typically affects young women 

who present with a mediastinal mass. Clear cell 

morphology, Sclerosis. C-RL and Traf 1 are positive in 

~53% of mediastinal large B Cell lymphoma as opposed 

to ~2% in DLBCL.  

 Plasmablastic: CD20 Negative, CD79a Positive; CD138 

positive; Ebstein Barr virus positive in immuno 

compromised patients  

 Methotrexate related DLBCL: usually EBER positive 

and diffuse and strong CD20 and CD79 a positive. Flow 

Cytometry can be very helpful 

 

Cytogenetics 
Most tumours have rearrangement of heavy and light chain 

genes. Additional somatic mutations present in variable 

region. No single genetic expression is typical of DLBCL. 

T(14:18) in DLBCL GCB. BCL6 has poor prognosis 

 

Gene expression profiling of DLBCL 
There are 2 major subtypes: GCB type and ABC type. 

Interestingly neither of these gene expression profile 

correlate with previously described morphological variants 

Both showed significant overall and disease free survival 

5year survival which is independent of IPI is 60% for GCB, 

35 % for ABC ( p < 0.05) 

Differences on immunohistochemistry: 

GCB Type: (A.) CD10 +, BCL6 +; Mum 1-ve, (B.) CD10 -

ve, BCL6 +ve; Mum 1 -ve  

ABC Type: (A.) Mum-1 +ve; CD138 +ve; CD10 -ve; BCL6 

+ve (B.) CD10 -ve, BCL6 -ve; Mum1 +ve  

 

Prognostic factors and treatment  
GCB have better prognosis than ABC type. In 2004 Lossos 

et al used 6 genes out of 36 genes expression in DLBCL 

which correlate with prognosis by using their predictive 

power Z value ( cut off 1.5). LMO2, BCL6 and FN have 

good prognosis. BCl2, CCND2, and SCYA3 have a poor 

prognosis. Germinal centre B cell signature are LMO2 and 

BCL6. Activated B Cell signature are BCL2, CCND2 and 

Diffuse Large B cell Lymphoma 

Dr Phauda R Thebe, Consultant Histo/Cyto Pathologist, London 
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SCYA3. Lymph node signature is FN1. The expression of 

LMO2, BCL6 and FN1 correlated with prolonged survival.  

 

 LMO2: important role in erythropoeisis and 

angiogenesis. It is the most common translocation in T- 

acute lymphoblastic Leukaemia, and also in T cell 

leukaemia developing after retrovirus based gene 

therapy in sex linked severe combined 

immunodeficiency. Absent in normal T cell 

lymphocytes It is expressed in germinal centre 

lymphocytes. 

 BCL6:  encodes a transcriptional repressor. Normally 

expressed in B cells and CD4 positive T cells within the 

germinal centre It controls germinal centre formation 

and T cell dependent immune response It is expressed 

in HD; because it originates from GC B cells. 

Correlates with prognosis. 

 Fibronectin 1 (FN1): an extracellular glycoprotein and a 

ligand for the integrin family of cell adhesion 

receptors that regulate cytoskeletal structure. The 

expression of FN1 by hepatocytes, stromal fibroblasts 

and some tumour cells has been associated with 

metastases. It is a component of lymph node signature 

in DLBCL 

 CCND2: encodes a protein belonging to cyclin family, 

and controls cell cycle from G1 to S phase. It is over 

expressed in CLL and Mantle Cell Lymp  

 SCYA3: is a chemokine responsible for recruiting 

inflammatory cells, and isexpressed in ACB type 

DLBCL 

 

Conclusions 
With R-CHOP treatment prognosis of DLBCL has definitely 

improved. However, with new available immuno repertoire 

it is possible to subclassify into GCB and ABC type of 

DLBCL. Therapy may depend on the basis of these findings 

in the future. 

 

 

 

 

 

  

 

 

 

 

I went to a Boarding school to complete my High School. 

This was followed by 2 years of science course in a College 

in Kathmandu. I then went to a medical School in Calcutta. 

Subsequently, I obtained 3 post graduate qualifications in 

Surgery; one from Nepal and 2 from UK. Recently I have 

started Master‟s in Medical Education, from University of 

Dundee. Based on my own experience of initial university 

Education in Nepal and India and more experience as 

student and teacher in Medical Education in the UK; I 

thought I share some  aspects of medical education with 

other NDA members. 

 

I have been teaching the medical students and foundation 

year house officers and teach in the Care of the Crtically Ill 

Surgical patients (CCrISP) course in the Royal College of 

Surgeons of Edinburgh.  

 

Curriculum development 

It‟s been suggested the teaching strategies used in Medical 

Education should fit the new SPICES model rather than the 

old TIDHUA model we came from.  Each component of 

SPICES model is discussed 
1,2

. 
 

Student centred - Teacher centred 

Most teaching I was involved either as student or teacher 

have been teacher centred. The teacher comes with his 

presentation what he has prepared. Students are not 

considered and teacher decides what to present. The 

objectives are not prepared; a lot of information is presented 

mostly making the students confused and less interested. I 

have found many students unable to understand what I was 

trying to teach. They were not quite prepared what they 

needed to know. However with time I have tried to make 

them more involved and found this more interactive 

.   

 

 

 

 

 

 

 

 

When I do this next time I will e mail my slide presentations 

to the students in advance so that they know what to expect. 

I will ask them to look at the learning resources for the 

subject matter being studied so that they are more interested 

and learn better. I would ask them to have attended the 

clinical skills lab for practical examination, clinics, 

endoscopy units and radiology sessions for that area.  

 

Problem based- Information gathering 

On most presentations the approach I have taken appears to 

have been information gathering strategy. The power point 

or acetate presentations, I made appear to have been on as 

much as detailed information on that particular condition. 

For example in a recent teaching on perianal conditions to 

4
th

 year medical students in Royal Lancaster Infirmary; I 

started with anatomy, common symptoms of anal disorders, 

how to do a PR examination followed by common perianal 

disorders including haemorrhoids, fissure, fistula, pruritus, 

anal cancer etc. During the second presentation however I 

got some clinical pictures along with the disorders so that 

the students actually saw what the condition looked like 

making it more interesting for them. On both those 

occasions, I tried to get the students involved but contained 

mostly information and tested them mainly their memory 

rather than skills required of them as a doctor.   

 

Next time when I do this I will include real case scenarios at 

the start of teaching. I will present these; let them discuss 

amongst themselves how these patients should be 

investigated, managed and what the differential diagnosis is. 

Then I will take a short break and come to the tutorial 

proper. The timing will need to be one and half to two hours 

rather than one hour. The students will develop problem 

solving skills, team working skills and equip them with 

clinical skills they would need in real life.  

 

Changing Trends in Medical Education – curriculum development, learning and teaching styles 

Dr Kamal Aryal 
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Integrated- Discipline based 

Traditionally the teaching has been discipline based. I spent 

first one and half years of medical school doing Anatomy, 

Physiology and Biochemistry. We then started going to the 

wards and studied Pathology, Pharmacology, Community 

Medicine and some clinical subjects. Most medical schools 

are now adopting integrated teaching styles centered around 

different organ system. Normal anatomy and physiology are 

discussed first and abnormal conditions as the students 

advance in their career. There are constraints in adopting 

this innovative approach. If we want to do integrated 

teaching around gastrointestinal system for example; we will 

need Anatomist, Physiologist, Pharmacologist, Radiologist, 

GI physician and Surgeon to work in an integrated fashion. 

It is going to be difficult to try to get everybody together. 

 

 

Community based – Hospital based 

More emphasis has been placed to get the students involved 

in the community rather than the completely hospital based 

teaching in the past. While students see more complex 

specialist cases in the hospital, they will see more common 

cases in the community and will equip them with different 

perspective in patient care in the community. Their 

experience in the community with the GP would allow them 

to find out which patients have minor problems which may 

need referral for specialist opinion. Hence combination of 

both ways would equip them better. 

 

Electives- Standard programme  

The standard programme is necessary to make the students 

to achieve a particular standard. There will be students who 

want to learn more in a particular field in depth and may be 

their speciality interest in the future.  Some time is therefore 

allotted to spend as electives for that purpose. For those who 

are interested to do surgery or gastroenterology in the future 

elective placement in the colorectal speciality as elective 

would be very useful. 

 

Systematic- Apprenticeship 

Traditional days of apprenticeship and learning are now less. 

The teaching appears to be systematic with clinical 

placements, tutorials, PBLs all fitted in a very integrated 

fashion. In the past students used to go and spend some time 

with the surgeon in outpatients, wards and operating theatre. 

They learned whatever they saw or did with the supervisor 

without much teaching around these.  

 

Learning and teaching styles 

Various learning styles such as competitive, collaborative, 

avoidant, participant, dependent or independent have been 

described 
3
. Different students have different styles and are 

affected by the environment, stage of learning, other learners 

and teachers.  

 

During my undergraduate days the approach was recall of 

information and facts. You listened to teachers in a class, 

made notes, read books and tried to memorise things. There 

was no consideration what was important in real life 

situation. You wasted a lot of time in trying to remember 

unnecessary things. Surface approach to learning was used. 

We remained competitive and tried to stay ahead of others; 

were always conscious of the marks we achieved and what 

position we were on. The number of times I could have been 

collaborative or participant were limited. There were very 

limited sessions when we could have worked in small 

groups. Some laboratory experiments and bed side teachings 

were performed in small groups and tried to be collaborative 

in these. We mostly remained independent learners using 

books and notes.  

 

During the postgraduate days, the learning was mostly from 

seeing patients and managing them in the wards and clinics. 

During initial years you discussed and asked the senior how 

to manage them. As time progressed you managed the 

patients yourself and asked for advice if you could not 

manage them. When I went home I looked in to the books 

the type of condition I had seen and tried to learn them. 

There were only a few discussion or teaching sessions. I 

presented interesting and rare cases and at mortality and 

morbidity meetings. On occasions you had to present 

particular topics on certain clinical conditions. 

 

During my post graduate training in the UK we used to have 

some teachings on Friday afternoons. We were given these 

topics in advance; had beforehand knowledge and made us 

more interested about the topic. In small group work we 

tried to be collaborative and participating. 

 

Teaching styles 

The teaching styles include expert, formal authority, 

personal model, facilitator and delegator 
3
. My belief until 

few years ago has been the students you teach are mostly of 

very high calibre and competitive in medicine. You as a 

teacher provide information and numerous facts and ask 

them questions. This reflects superficial way of learning and 

recall of memory. When I prepared my teaching material, 

there was never any objective. I prepared the material with 

as much information as possible making presentations 

boring with many unnecessary things. I mostly remained on 

the expert and formal authority side of the teaching style. I 

liked giving lectures. I did not have much interactive session 

and did not find the students much interested. 

 

More recently, the teaching style and method has changed. I 

take myself not as information provider but facilitator of 

learner. My job is to encourage the students to learn. Their 

purpose is not only to pass the examinations but the things 

learned should be useful in day to day life and interesting to 

them. The stages of learning include recall, comprehension, 

application, synthesis and evaluation from superficial to 

deep stages. Our job as teacher is to remain towards the 

deeper stage of learning for the student.  I try to be 

encourage them to think about the subject; considering on 

what they already know and build on these.  

 

There will be different types of students in a group in terms 

of their learning styles. Recently, I was teaching a group of 

fourth year medical students. I asked them what was it that 

they wanted from that teaching session. One of them said, 

„we want you to tell us the questions you are asked in the 

examination‟. While for many this may be what is required 

to pass the exams, but for most it is how to become better 

doctors and problem solvers. It is important that our 

teaching helps learning of each of them. Taking them 

through a few sessions rather than a single session helps to 

understand them. The environment we teach should be 
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friendly, co-operative, motivating and interesting for the 

students and not tense.   

 

 Various methods are there for teaching for learning 

different aspects of care. For example to teach to do an 

operations would be by doing those operations in operating 

theatre or skills lab, role model would be useful for 

communication related issues.  For management of clinical 

cases in day to day practice case based discussions and real 

clinical case scenarios with discussion on how they would 

manage this problem in real life incorporated in each 

teaching session would be useful. 

 

 

 

 

 

 

 

Whatever said the learning comes from the learner and they 

have to take ownership of the learning. Our job as a teacher 

is to facilitate, motivate, delegate and make the session 

interesting in a friendly atmosphere. 
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high dose antipsychotics in Rehabilitation and 
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INTRODUCTION       

In May 2006, the Royal College of Psychiatrists issued a 

Consensus Statement on high dose antipsychotic 

medication. The consensus working group recommends the 

following definition for high dose: a total daily dose of a 

single antipsychotic which exceeds upper limit stated in the 

BNF or a total daily dose of two or more antipsychotics 

which exceeds the BNF maximum using the percentage 

method. High dose antipsychotic medication is sometimes 

used for rapid tranquillisation, persistent aggression and to 

reduce the risk of relapse. A possible link has been 

postulated between the use of high dose of antipsychotic 

drugs and ventricular tachycardia and sudden death. To 

reduce the risk of arrhythmia all patients should have ECG 

before prescription, few days after the start of treatment, 

every one to three months during the early stages of 

treatment and then as clinically indicated.  

 

METHODS  

Data related to ECG monitoring of all patients on high dose 

antipsychotics who occupied a bed on a census day in 

September 2008 in the Rehabilitation and Recovery wards 

was collected. 

 

RESULTS 

There are 34 beds available for in-patient management in the 

Rehabilitation and Recovery services in Doncaster. All beds 

were occupied. 11 (32.5%) patients were on high dose 

antipsychotic. 6 (66.6%) out of 9 patients, who had high 

dose antipsychotic started in Doncaster, had baseline ECG 

done. No patient on high dose antipsychotics had ECG done 

one week and 3 months after the start of the treatment. 6 

(85.7%) out of 7 patients, who had completed a year of 

treatment with high dose antipsychotic, had ECG one year 

after the start of the treatment. 

 

CONCLUSION 

The practice of ECG Monitoring of in-patients receiving 

high dose antipsychotics in the Rehabilitation and Recovery 

wards in Doncaster did not fully comply with the standards 

based on the Royal College Consensus Statement. 

Recommendations were made to comply fully with it, to use 

Integrated Care Pathway and to properly document in the 

notes whether the ECG was done or not including the dates. 

Advice was also given to consider buying an ECG machine 

on the ward so that patient did not have to travel to another 

hospital to have ECG. 

 

 

2. Outcomes of Birmingham Hip Resurfacing 

in patients with Inflammatory Arthritis 
 
A Pradhan1,C McBryde2, J Daniel1, P Pynsent2, C Pradhan1, H Ziaee1, 

AMC Thomas2, RBC Treacy2, DJW McMinn1 
 

1The McMinn Centre, Birmingham. 2Royal Orthopaedic Hospital, 

birmingham. 

 
Metal-on-metal hip resurfacing was introduced as a less 

invasive procedure and its medium-term results have been 

encouraging in patients with osteoarthritis. This study 

assesses the outcomes of patients with inflammatory arthritis 

who have had a hip resurfacing.ΟΟ134 hip resurfacings (108 

patients) were performed by three surgeons at two centres 

(November 1997 - May 2008). Demographic, clinical, 

survival rate, Oxford hip scores and activity levels were 

reviewed. ΟΟThe mean age of patients was 41 years. There 

were 57 males and 51 females and the mean follow-up was 

6.4 years. Two patients died due to unrelated causes. There 

were three revisions (2.2%), one for femoral neck fracture 

and two for cup loosening. The 10-year survival rate with 

revision for any reason was 95% (95% c.i. 92.6-100.0). Our 

results show that in patients with inflammatory arthritis, hip 

resurfacing has a low rate of failure. It provides early 

evidence of the suitability of this procedure for young and 

active patients with inflammatory arthritis. 

 

ABSTRACTS 
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3. The Interaction of Oestrogen, Tamoxifen 

and the Unfolded Protein Response in Breast 

Cancer 
 

Miss. Donna Shrestha, Miss. Sally Hallam, Mr. Peter 

Scriven, Ms. Lynda Wyld
 

 

Academic Unit of Surgical Oncology, Department of Oncology, School of 
Medicine, Dentistry and Health, University of Sheffield. 

 

Introduction: The unfolded protein response (UPR) is a 

cytoprotective mechanism adopted by cells when faced with 

cellular stress. Hypoxia, glucose deprivation and oestrogen 

stimulation are all conditions present in the tumour 

microenvironment; these are known inducers of the UPR, 

the activation of which may provide a survival advantage for 

tumour cells (1). Tamoxifen is currently the gold standard 

for the treatment of oestrogen receptor positive breast 

cancers. However, a problem often faced by clinicians in 

patients undergoing tamoxifen therapy, is the development 

of tamoxifen resistance. Studies have suggested that there 

may be a link between anti-oestrogen resistance and UPR 

activation (2). Understanding the mechanisms behind 

tamoxifen resistance may reveal potential targets for an 

optimised or alternative anti-oestrogen therapy. Previous 

work within this laboratory, which suggested that tamoxifen 

may induce the UPR, were undertaken using RPMI-1640 

media (a medium used for cell culture) which contains the 

pH indicator, phenol red.  Phenol red has a weak oestrogenic 

effect in cell culture which may have influenced this finding 

(3).  In addition, the presence of Dimethyl Sulfoxide 

(DMSO) in the media may have affected the UPR and 

therefore, affected the results. DMSO was used as a solvent 

for tamoxifen, as tamoxifen is insoluble in water. The aim of 

this project was to further explore the link between 

oestrogen, tamoxifen and the UPR whilst controlling for the 

two potential confounding factors of phenol red and DMSO. 

The effect of induced tamoxifen resistance on UPR 

activation was also studied.  

 

Methods: Experiments were carried out on a human 

oestrogen receptor positive breast cancer cell line, T47D, 

and a tamoxifen resistant sub-clone, T47D-TR. This cell line 

was established by culturing T47D cells in RPMI Phenol 

Red Free media containing progressively increasing 

concentrations of tamoxifen (10nM to 1µM) over a period of 

21 weeks. DMSO was used to dissolve the tamoxifen for 

these experiments and so was present at low concentrations 

within the media. To control for this, DMSO alone was 

added to the media of matched T47D cells for the same time 

period.   

  The acute effects of oestrogen, tamoxifen, DMSO, phenol 

red and phenol red free media were assessed on levels of 

UPR activation by measuring a key UPR protein, Grp78, 

using western blotting. Comparison was made between the 

T47D and T47D-TR cell lines. Western blot relative 

intensities were determined by densitometry and compared 

statistically using the Kruskal Wallace and/or the Mann-

Whitney U tests. 

 

Results: 1. Following 21 weeks of exposure to increasing 

concentrations of tamoxifen, the T47D-TR cell line was 

confirmed to have acquired relative resistance to tamoxifen 

compared to the parental cell line by MTT cytotoxicity 

assays. T47D-TR cells demonstrated greater percentage 

survival than tamoxifen naïve T47D cells when exposed to 

1µM, 10µM (derived IC50) and up to 25µM tamoxifen 

(p=0.012, p=0.011 and p<0.001 respectively). However, the 

effect of the DMSO solvent on these cells may have had a 

significant biological effect as the DMSO control only 

culture (exposed to matched DMSO concentrations without 

tamoxifen for 21 weeks) showed altered cell morphology. 

This called into question the purity of these findings as 

being wholly due to tamoxifen. 

2. Direct comparison of the parental T47D cell line, when 

cultured in phenol red free media compared to phenol red 

containing media, showed that the mild relative oestrogen 

deprivation of the phenol red free media induced Grp78 

expression.   

3. Acute DMSO exposure for 24 hours, at levels <0.1% 

(w/v) induced little difference in levels of Grp78 expression 

compared to cells in standard culture. The effect of chronic 

exposure following 21 weeks of long term culture showed 

an altered cellular morphology and a greater growth rate 

compared to the parental T47D cell line. 

4. Tamoxifen (which may have both pro and anti-

oestrogenic properties), when exposed to cells at a dose of 

1µM caused activation of the UPR. This was shown by 

elevated expression of Grp78 in both the T47D-TR and 

T47D cell lines. 

 

Conclusion: This project has confirmed the link between 

the oestrogen receptor pathway and UPR activation and that 

the UPR is activated in T47D-TR cells. Phenol red free 

media, being a completely oestrogen free media, does not in 

reality represent a normal cellular environment. The relative 

oestrogen deprivation within the media activates the UPR, 

possibly by inducing cellular stress. Therefore, although 

phenol red media may be mildly pro-oestrogenic, it is less 

stressing for these cells and its use in such experiments can 

be supported. 

  There is much previously published research where DMSO 

containing media have been used to study the UPR. Having 

shown that this may be a confounding factor, further study 

of the link between tamoxifen, oestrogen and the UPR is 

needed with a control for DMSO‟s effects in place. An 

alternate vehicle for tamoxifen such as ethanol should be 

investigated as this may have minimal influence on the 

UPR. 
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It gives me great pleasure to have this opportunity once 

again, to welcome you all to the 25th Annual General 

Meeting of the NDA (UK). This year is a special year for us, 

as we are celebrating silver jubilee. 

 

NDA is a socio-professional organisation, but charity has 

been at its heart since its formation. It has been steady year, 

in comparison to previous years, as we all busy preparing 

for silver jubilee celebration. This year we have donated 

£300.00 to Cobham Mayor‟s Charity (NEW LIFE  

FOUNDATION FOR DISABLED CHILDREN”. 

 

 

 

Despite the efforts put on membership growth, young 

Nepalese doctors have not shown their interest in joining the 

association. NDA (UK) would like to request all new young 

doctors to join the association. This year, there have been 2 

more new life members. 

 

 

I am pleased to announce the NDA finance for year 2008/09 

(audited account), as following: 

 

 

 

 

 

Figure 1. 

 

 
 
Figure 2. 

 

Treasurer’s Report: 2009/10 

Dr Ramesh K Khoju 
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Why Annapurna? 

Before coming to England in 1986, I only new Annapurna 

as one of several mountain ranges in Nepal, my home 

country. While studying at the Institute of Psychiatry in 

London I met a Professor of psychiatry who happened to be 

going to Annapurna trekking every year. „These westerners 

are really crazy‟ was my automatic response. Little did I 

realise that 22 years later I would become one of those 

„crazy westerners‟ myself! 

 

Yes, in the summer of 2008 I became a „westerner‟. I 

decided to go to Nepal for Annapurna trekking! My wife 

Meena and I started training. 

 

As part of renewed enthusiasm for Nepalese mental 

health services I got interested in dementia in Nepal and 

decided to celebrate the ‘World Alzheimer’s Day’ (21 

September) 2009 in Nepal. 

                                                                                                                                                     

Memory Walk in Kathmandu 
I approached my colleagues in Hertfordshire to go to Nepal 

for a memory walk at the Annapurna and to oǟer dementia 

training workshop to health professionals there. To my 

surprise, six of them agreed. We met in the autumn and 

decided to start practicing. My wife Meena and I joined a 

local Gym. Hazel Wood was 

a cross country walker. 

Hannellie Fourie had 

already lost a few Kilos. 

Richard was the Team 

leader. Alice Walters was 

too excited to give up but 

two other colleagues could 

not make it due to personal 

reasons. Finally, five of us did the training and seven plus 

three went to the Annapurna in September 2009!                                                                                             

 

Kagbeni to Beni: a 5-day Trek 
By air to Pokhara 

Plane flew above Kali Gandaki River between the 

Annapurna and Dhaulagiri   ranges. I have never had such a 

beautiful and breathtaking flight. I saw all these beautiful 

Himalayan peaks within 50 meters distance the plane and a 

mistake in judgement of split seconds on the pilot's part 

could cost everyone's life! 

 

Kagbeni to Pokhra  is the  most  popular  and  easy trekking 

region, attracting over 75% of all trekkers  (more than 

30,000  annually). It's also among the tamest areas, with 

excellent lodges lining the main routes 

 

Day 1: Saturday, September 26 – Pokhara 
6 am 

We had to be at the Pokhara airport early in the morning to 

take a flight to Jomsom. It was not easy. The 8-hour bus 

journey from Kathmandu the day before was quite 

exhausting. But the soothing morning breeze with the sight 

of first light of dawn kissing the mountain tops in the west    

were too magical. We managed a quick cup of coǟee before 

boarding the smallest plane we had ever boarded. 

 

 

 

Our party of 10 including 

a guide and two porters 

had occupied two thirds 

of the capacity.  We took 

oǟ at about 7am. We had 

to reach Jomsom before 

the arrival of the strong 

wind later. The plane had 

to return to Pokhara too. 

 

 

Flight to Jomsom (2713 m)                                                                                                
7.30 am 

It was a rather scary 20 

minutes in the air from 

Pokhra to Jomsom. Hanging 

between the green jungle 

below, blue sky above, 

snow-capped mountains in 

front and the barren 

mountains on both sides, we 

were as excited as scared. 

Manouvering the plane through the mountain pass was an 

unexpected experience. We had to reach Jomsom from 

where the trekking had to commence. The plan was to go up 

a few hours to Kagbeni before descending down. 

 

Our guide, BHIM, had booked a continental breakfast in a 

hotel just outside Jomsom airport. Meena was pleasantly 

surprised to see her favourite museli, yoghurt, and banana 

for her usual morning breakfast. A cup of coǟee brought 

some sense of warmth in the cold morning. Food killed the 

fear of the scary ride. 

 

Jomsom spreads over the 

banks of Kali Gandaki 

river. The towering peaks 

of Dhaulagiri and Nilgiri 

form an attractive 

backdrop.  Being the 

district headquarter, it is 

primarily an 

administrative and 

commercial center with 

government oǣcials and merchants  rubbing shoulders with 

the local inhabitants known as „Thakalis‟. A company of the 

Nepalese Army is also stationed here. 

 

Towards Kagbeni (2810 m) 

Kagbeni is situated in the valley of the Kali Gandaki river 

which is one of three which 

crosses the Himalayas. The 

Kali Gandaki was one of the 

major trading routes between 

Tibet  and India. The traders 

brought the famous salt from 

Tibet and barley, spices and 

clothes from India.   After the 

Chinese invasion in Tibet the trade came to an halt and 

many of the rich villages lost their revenue. 

Annapurna 2009: A dream-come-true trekking holiday in Nepal! 
Dr Arun Jha, Hertfordshire, UK 
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Kagbeni is just a 2 hour side trek from the shortest route 

from Muktinath to Jomsom. But it is one of trekker‟s 

favourite villages in the whole Annapurna region and 

Richard had insisted to go there 

 

 
The valley of the Kali Gandaki with the Nilgiri mountain  

(7061 m) 
 

First Night: I became ill 
I did not like Kagbeni at all. The trek from Jomsom to 

Kagbeni was uphill. The mountain view was spectacular all 

the way but the sun was too bright, landscape barren and 

wind had a deathening sound. After about 2 hours I felt 

unwell with high fever and body ache. I thought it was viral 

fever, but the rest of the team suspected mountain sickness! 

 

I was tempted to go to Muktinath by Jeep but I was too 

ill to venture. The night was long, dark and hot with the 

same deathening sound of the wind blowing all the time. 

 

Day 2: Sunday, September 27 - Kagbeni to 

Marpha (2665 m) 
7 am 

Bhim, our guide woke us all up at 6 am to get ready by 7 

am. I was still unwell. The team was considering to send me 

to Pokhra by plane. I could not give up. By the time we 

descended down to Jomsom again, I was feeling much 

better. We continued walking. 

 

Marfa offers the best 

apple rum in the world. 

Although the 

accommodation was not 

up to mark, experience 

was unforgettable. The 

rum took away my 

temperature. We met a 

85-year old Japanese 

trekker who had been 

there several times! We also met a group of doctors from 

Pokhara who had been to Muktinath by a jeep. 

 

Evening walk 

Marpha oǟered me first 

opportunity to see a Nepalese 

village up above the mountains 

so closely. They all spoke very 

good Nepalese but what struck 

me most is the fact that most of 

them were Buddhists.  I was 

rather surprised at my ignorance 

about my own country. Villagers 

are relatively aǩuent. Road are 

paved and clean. People are as 

friendly as anywhere in the trek. 

 

 

Day 3: Monday, September 28 - Kalopani 
Kalopani was the brightest place to stop with spectacular 

view, from within and outside the hotel rooms. Weather 

was warm enough for the laundry to dry on the roof top. 

At dawn, the golden glow of snow-capped tip of 

Dhaulagiri was unbelievable. 

 

Day 4: Tuesday, September 29 – Tatopani 
4 pm 

Tato pani means „hot water‟ where we reached late.  There 

is a hot water spring which is used as a public bath. Except 

Richard no one fancied the Tato Pani bath. 

 

Most evenings we would have an early dinner, plenty of 

beer or rum and go to bed at about 9 pm. Meena had 

developed a very bad sore in her right foot but she did not 

give up. 

 

Day 5: Wednesday, 

September 30 – Beni 

- the Last Stop 
7:48 am 

Tato Pani to Beni was our 

last journey on foot. The 

plan was to catch a bus for 

Pokhara the following 

morning. 

 

We felt like coming to a 

tropical weather. Sun 

became hotter, landscape 

kept changing throughout our descent. It became 

greener and greener. 

 

Day 6 
Back to Pokhara by a 4x4. We had lunch together and 

Meena and I left for Kathmandu because we had to catch 

flight for London the next morning. Everybody was happy 

and well except Richard who looked dehydrated.  He did not 

agree, but we all knew it was due to too much Apple 

RUM!!! 

 

Day 7 
The rest of the team members stayed in Pokhara and left for 

Kathmandu the following morning by air. Would we go 

again? YES, but through a different route. 


