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CRITICAL THINKING Matt Morgan

Hospital doctors should step outside

L

ast year I did something I found diﬃcult,
unsettling, and risky. Yet, in many ways,
it was a simple act that community health
workers do every day. It didn’t involve a
complex procedure or a new treatment.
I even wore a pair of jeans while I did it.
Last year I stepped into the home of a patient
I’d cared for while he was critically ill many years
before. I left the safe neon confines of “my” hospital
and entered “his” softly lit world of home. I was
the visitor, the guest in his life rather than he
in mine. That experience changed me. It was a
powerful way to navigate the fog of medicine that
surrounds us in hospitals.
Until then, my “patient follow-up” had involved
seeing an empty bed in the intensive care unit. This
meant that the patient had either died or got better.
Occasionally I’d expand this window further, by
visiting people on the ward after leaving intensive
care or by looking at their date of discharge on
the hospital computer. To my colleagues, a “did
not attend” at an outpatient clinic may represent
something similar: the patient didn’t come,
presumably having got better or perhaps worse.
This binary view of the future is, of course, not
real life. While survival is good, it’s not always
good enough, and we should strive towards what’s
important to patients. What better way to frame
these hopes than to see patients living their own life?
Before I saw the other side of that journey I
was ill prepared to advise on what route to take.
This form of follow-up may be a rare concept in
hospital medicine, but it’s one we need to learn
about from our community colleagues, who have
known this for decades. As I stood in that person’s
home—seeing the adapted shower, hearing the
children playing in the garden, smelling the home
cooked food—I was reminded of what medicine’s
really about. Not a ward discharge, not a hospital
discharge, but life returning.
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I’ve come to think of this as “deep follow-up,”
and I believe that it may help combat nihilism when
treating conditions such as traumatic brain injury
or cardiac arrest. I later visited a family where life
could not return, where the patient had died. But
this, too, may give us the humanity to have diﬃcult
conversations about survivorship earlier and may
help shared decision making about life sustaining
treatments.
Of course, this kind of follow-up needs to be done
safely, with support for all parties. It may not be
suitable for all patients, all families, or all staﬀ. It
isn’t practical for every encounter. But perhaps we
can occasionally flip the narrative
and, instead of patients booking
an outpatient appointment with
us, book a walk in the park
with them.
Matt Morgan is intensive
care consultant, University
Hospital of Wales
mmorgan@bmj.com
Cite this as: BMJ
2019;366:l4914

Survival is
not always
good enough,
we should
strive
towards
what’s
important
to patients

189

PERSONAL VIEW Adam Briggs, Tim Elwell-Sutton

The prevention green paper:
blink and you’ll miss it
We were hoping for something bold and ambitious.
In the end, it’s a missed opportunity

O

n a Monday night in July,
shortly before Boris Johnson
became our prime minister,
the government released its
much anticipated green paper
on prevention. This was done with no fanfare;
not even a press release. Published amid
reports of a row between the health secretary
Matt Hancock and outgoing prime minister
Theresa May, it’s probably unsurprising the
paper lacks ambition.
Hancock’s original prevention vision took
aim at the Ageing Society Grand Challenge
mission—five years of additional healthy
life expectancy by 2035 while narrowing
inequalities. This mission was published at
a time of unprecedented stalling in healthy
life expectancy and widening of health
inequalities, and the green paper now
sensibly admits it “will not deliver the whole
five years.” But if a prevention green paper
isn’t going to deliver the target, what is?
We were hoping for something bold and
ambitious; something to reorient the health
and care system towards prevention and put
health creation at the heart of government
policy. In the end, it is a missed opportunity.
In terms of what is included, the paper,

rather surprisingly, reports chapter three of
the childhood obesity plan. The expected
extension of the soft drink industry levy to
include milk drinks has been watered down,
however, to something which “may” be
implemented “if the evidence shows that
industry has not made enough progress on
reducing sugar.” Similarly, there are no firm
commitments on infant food labelling and
marketing, or front-of-pack labelling.
There is the confirmation of pre-existing
plans to ban sales of energy drinks to
children, and the reiteration of an aim for the
country to be “smoke free” by 2030. This is
an ambitious target to commit to, but we will
have to wait until a “later date” for the details
of how this is to be achieved.

Wider determinates of health
As expected, there’s a lot on the role of
technology, personalised prevention, and
genomics: areas where Hancock has a strong
personal interest. This has a place in modern
medicine and disease prevention, but it can’t
come at the cost of getting the basics right on
the wider determinants of health, which we
know are the biggest drivers of ill health and
inequalities.

So, if this is a consultation document,
what should we be saying to the government
about prevention? While there’s a nod to
the importance of matters such as housing,
planning, and transport in the paper, it fails
to provide a coherent approach to tackling
these root causes. With local government
facing a £3.2bn funding gap in 2019-20 and
the public health grant soon to be 25% less a
person than in 2014-15, it’s clear any serious
attempt to have an impact on prevention
needs to be backed by a reversal of public
health cuts, at the very least.
Such funding increases could be
made more attractive in the future by the
development and launch of the composite
health index to track population health
alongside gross domestic product. This
has the potential to be a game changer if it

BMJ OPINION Wendy Mitchell

For those living with
dementia, we need
hope—research
gives us that hope

That pitying look, those haunting words,
“there’s nothing we can do . . . ” still trouble
me now, some years on. I’ve no doubt that
continually having to give a diagnosis of
dementia can be demoralising for a clinician.
After all, there’s been no new drug treatment
for more than 20 years now. It’s not a “sexy”
area to research, though undoubtedly
any major breakthrough will win a desired
accolade in the history books.
So I can imagine how the clinician feels.
But if the clinician feels sad, how do you
think the patient feels? If a doctor states that
there is nothing that can be done, we usually
believe them. We go away despondent and
believing it to be the end. Yet it doesn’t have

We have to find the best ways to
live and adapt to the disease
190

to be that way. Let’s not forget that there is
something clinicians can offer alongside
support—and that’s the opportunity to be
involved in research.
As soon as I was diagnosed with dementia
I wanted to take part in research—after
all, there is no cure and a diagnosis of a
progressive, debilitating, terminal illness
focuses the mind on the here and now. Being
involved helps improve my sense of wellbeing
because I know I may be contributing to
removing the inevitability that a diagnosis
currently brings. Without research we can’t
change the future. For those of us living with
dementia, we need hope and research gives
us that hope.
Social and technological research is
equally as important as clinical drug trials,
especially for those of us living with dementia
3-17 August 2019 | the bmj

ACUTE PERSPECTIVE David Oliver

Exorcising phantom policies

M
Any serious attempt to have an impact
on prevention needs to be backed
by a reversal of public health cuts
is used to evaluate policy decisions across
government departments.
So, as Boris Johnson settles into No 10, the
long term battle to put prevention and health
creation high on the government agenda
needs to continue, with his first budget being
next on the watch list. This green paper is a
very small step in the right direction, but great
strides are needed before we start seeing real
change.
Adam Briggs is public health specialty registrar
Adam.Briggs@health.org.uk
Tim Elwell-Sutton is assistant director of strategic
partnerships, The Health Foundation
Cite this as: BMJ 2019;366:l4913

now. We have to find the best ways to live
and adapt to the disease and we have to find
the best ways to care for people who can no
longer care for themselves.
I know researchers can find it very difficult
to find people willing to take part, which can
sometimes be due to a lack of understanding
around the meaning of research and what it
entails. We have to normalise talking about
research and to do this consultants, GPs,
district nurses or occupational therapists,
physiotherapists, in fact any healthcare
professional must come on board.
To normalise talking about research would
normalise involvement. So the next time any
clinician thinks there’s nothing they can do,
please think again.

uch has been written
about the informal
“hidden curriculum” in
clinical training that can
influence our behaviours,
perceptions, and values. Hospital medicine
has a parallel problem of hidden or
“phantom” policies, which aren’t formally
written but become accepted practice.
I’m aware of this from working in older
people’s acute care, but readers in other
specialties will have their own bugbears. I’ll
give some examples.
Despite a regulatory impetus for patients
to be reviewed by a senior clinician, not
every patient must be reviewed daily by a
consultant or blessed by a doctor before
going home. Criterion based discharge led
by a nurse or therapist could often be an
alternative.
When an acutely admitted patient’s
primary presenting problem naturally sits
under vascular, orthopaedic, urological, or
general surgery but may not need an urgent
operation, disputes can occur between
surgical and medical teams over who has
continuing responsibility, even when
agreed rules and protocols are in place.
Doctors and occupational therapists
routinely discuss care with patients’
families by phone as a necessity, but I’ve
too often seen nurses say that this isn’t
allowed because of confidentiality and data
protection. The Data Protection Act doesn’t
forbid such calls, and
hospital policies and
training recommend
caution regarding
consent or caller
identity—not blanket
bans.

Ward multidisciplinary teams add
great value to assessment and care. But it
doesn’t follow that all patients must wait
for a formal occupational or physiotherapy
assessment before discharge. If it’s
uncontentious to other members of the
team that patients can care for themselves,
therapists should focus on more complex
assessments where they add the most value.
There’s a parallel risk of potential
de-skilling if every patient whose diabetes,
depression, delirium, or dementia
accompanies acute illness—or every dying
patient—is automatically referred to liaison
psychiatry or specialist nurse practitioners.
These teams have tremendous expertise,
but competent generalists should manage
the basics and not make “referral for all”
the norm.
There’s so much more we could do
differently. One of many examples was
described by the Health Foundation in
flow-cost-quality studies in Sheffield
and Warwick. This shifted the focus from
“assess to discharge”—where no one could
go home without a range of functional
assessments in hospital—towards
“discharge to assess,” where patients were
sent home with support much earlier for
assessments at home.
The results were impressive: the
change has been embedded and adopted
elsewhere. This shows what can be done if
we don’t let “phantom” policies stalk wards.
Let’s see them, name them, and exorcise
them.
David Oliver is a consultant in geriatrics and acute
general medicine, Berkshire
davidoliver372@googlemail.com
Twitter @mancunianmedic
Cite this as: BMJ 2019;366:l4949

Therapists
should focus
on more
complex
assessments
where they
add the
most value

Wendy Mitchell was diagnosed with young onset
dementia in 2014 at the age of 58
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PRIMARY COLOUR Helen Salisbury

LATEST PODCASTS

Poaching in practice

I

t’s uncontroversial to suggest that
GP workloads have increased over
the past 10 years. Work previously
done in hospitals has shifted to
primary care, and the population
of older patients with complex medical
needs has grown. Demand has risen,
and patients have higher expectations
of instant access. When I first started
in general practice few people had
mobile phones and, unless they were
sick enough to stay in their homes, most
patients didn’t ask to be called.
For stressed GPs, however, help
is at hand. August is the end of the
training year, and a newly minted batch
of qualified GPs will shortly join the
workforce. They’re hugely welcome, and
competition for their services is hot. But
many new GPs are anxious about taking
on the responsibility for a list of patients,
and relatively few commit straight away.
And who can blame them, when there are
many other well remunerated and far less
onerous ways of using their skills?
In addition to plentiful locum work,
every five minutes seems to bring another
initiative from on high that takes GPs
away from their core role of being the
named doctor for a group of patients. They
now work at the front door of hospitals,
filtering out patients who should see a
GP rather than attend the emergency
department. The promise of seven
day access to routine primary care,
which seemed to be politically
driven rather than based on
need, means that patients can
see an unfamiliar doctor on a

Knowing patients
over time, earning their
trust and confidence—
these are the joys of
general practice

Sunday afternoon but can’t see their own
doctor for a month, as their registered
practice is understaffed and can’t recruit.
Seeing another doctor who has access
to your primary care record is nowhere
near as good as seeing your own. Your GP
already knows your history and doesn’t
have to spend half the appointment glued
to the computer, looking at your notes.
Your GP remembers what happened last
time you went to hospital and can help
you weigh up the likely risks and benefits
of another referral. Your GP will read your
letters, be alert to abnormal test results,
oversee your prescriptions, and liaise with
other services on your behalf.
But, as list sizes climb, this role
becomes more onerous, and the prospect
of holding such responsibility becomes
less inviting. We’re losing older colleagues
to early retirement, and the new Primary
Care Network directorships will remove
another 250 or so full time equivalent GPs
from the system, leaving the remainder
increasingly stretched.
Knowing patients over time, treating
whole families, earning their trust
and confidence—these are the joys of
general practice. But we need list sizes
to be manageable so that this feels like a
privilege rather than a burden. GPs are a
multi-talented and versatile group, but
please can we employ them where they’re
most needed—in routine, day-today general practice?
Helen Salisbury is a GP in Oxford
helen.salisbury@phc.ox.ac.uk
Twitter @HelenRSalisbury
Cite this as: BMJ 2019;366:l4947

Patients' research rights:
beyond participation
“In the past we've seen people give a number of
reasons as to why they haven't done patient and
public involvement [in research]: a lot of it can be
inertia—they've never done it before so it's hard
to do something new for the first time; a lot of it
is being a bit nervous about the right way to do it;
and some of it can be logistic—where do you find
people to contact, how many people is enough,
and are they representative enough? Sometimes
you may feel that there are shortcuts—maybe I'll
just go read a few Twitter posts and forums and
perhaps that's my job done here. But then you're
really missing out on specific feedback on your
specific protocol or review of the literature and
that's where a lot of the value is.”
In the above extract Paul Wicks, researcher and
patient, describes why some researchers might
be reluctant to embrace patient involvement
in research. In this podcast The BMJ’s Helen
Macdonald and Emma Cartwright discuss with
him what rights patients should have when
it comes to research and where we should be
moving to next.

Tips for new doctors
As changeover seasons begins, the latest
episode of our Student BMJ podcast, Sharp
Scratch, asked regular listeners for their advice
for new doctors. Medical students Laura NunezMulder and Declan Murphy, and surgical registrar
Greta McLachlan, discuss tips on everything from
the importance of self-care to not fretting about
asking for a senior’s opinion if you’re on call and
have doubts about what to do. As Greta says: “If
you're worried about being embarrassed, does
that outweigh the possibility that your patient's
unwell and is going to become poorly from it?”
“Patient safety is more important than your
pride,” concludes Laura.
Catch up on all of The BMJ’s latest
podcasts at bmj.com/podcasts
Edited by Kelly Brendel, deputy digital content editor, The BMJ
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ANALYSIS

Burnout in
healthcare:
the case for
organisational
change
Mental and physical exhaustion is an
occupational phenomenon and we
need to look beyond the individual
to find effective solutions, argue
A Montgomery and colleagues
KEY MESSAGES
•   Burnout is an occupational problem not a medical

diagnosis
•   Healthcare organisations should assess burnout at
departmental level and use it as a metric of safety
of care
•   More focus is needed on developing healthy
workplaces
•   Staff and patients must be included in developing
actions to reduce and prevent burnout

B

urnout has become
a big concern within
healthcare. It is a
response to prolonged
exposure to occupational
stressors, and it has serious
consequences for healthcare
professionals and the organisations
in which they work.1 Yet often
initiatives to tackle burnout are
focused on individuals rather than
taking a systems approach to the
problem.
Evidence on the association of
burnout with objective indicators
of performance (as opposed to self
report) is scarce in all occupations,
including healthcare.9 But the few
examples of studies using objective
indicators of patient safety at a
system level confirm the association
between burnout and suboptimal
care. For example, in a recent study,
intensive care units in which staff
had high emotional exhaustion had

Evidence that
the system
is broken is
masked until
critical points
are reached

higher patient standardised mortality
ratios, even after objective unit
characteristics such as workload had
been controlled for.10
The link between burnout
and performance in healthcare
is probably underestimated: job
performance can still be maintained
even when burnt out staff lack
mental or physical energy11 as they
adopt “performance protection”
strategies to maintain high priority
clinical tasks and neglect low priority
secondary tasks (such as reassuring
patients).12 Thus, evidence that
the system is broken is masked
until critical points are reached.
Measuring and assessing burnout
within a system could act as a signal
to stimulate intervention before it
erodes quality of care and results in
harm to patients.
Burnout does not just affect patient
safety. Failing to deal with burnout
results in higher staff turnover, lost

revenue associated with decreased
productivity, financial risk, and
threats to the organisation’s long
term viability because of the effects
of burnout on quality of care, patient
satisfaction, and safety.13 Given
that roughly 10% of the active EU
workforce is engaged in the health
sector in its widest sense, the direct
and indirect costs of burnout could be
substantial.14

Shared problem
We need effective strategies for
preventing and ameliorating burnout
within healthcare settings. The
most common responses have put
the responsibility on healthcare
professionals to take better care of
themselves, become more resilient,
and cope with stressors on their
own. But such an individualistic
approach can ignore the sources of
chronic stressors in the workplace
such as incivility, staff shortages, and
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Most positive experience

Interim proﬁles

Most negative experience

Engaged

Disengaged *

Burnout

No exhaustion or cynicism,
but a strong sense of
professional efficacy

Overextended †
Ineffective ‡

Solutions focused on reducing
fatigue + more encouragement
+ reducing alienation

* Solutions focused on poor social relationships at work + lack of critical resources
† Solutions focused on reducing workload and ameliorating fatigue
‡ Solutions focused on improving feelings of doing well on the job
Maslach burnout inventory profiles of work experience and possible solutions

austerity measures, which are often
beyond an individual’s control.
The exhaustion, cynicism, and
consequent feelings of inefficacy
experienced by people with burnout
are often a shared experience in
response to shared job stressors,
and we should frame it as a systems
problem.1
Individually focused solutions are
important to support overburdened
staff but are less likely to have
longevity and sustainability than
solutions that are organisationally
embedded.15 They may even
compound problems in the long run
by reinforcing a dysfunctional coping
approach that interprets failure as
wholly personal.
The current focus on narrow
definitions of burnout as a
medical diagnosis and inadequate
measurement approaches have
hampered progress. Viewing burnout
as a disease has hindered efforts to
focus on the work place values that
are driving burnout. In addition, a
focus on the exhaustion component
of burnout has overestimated some
relationships and underestimated
others, meaning that interventions
are less evidence based.
We discuss four practical steps
to move us towards understanding
burnout at a systems level and
therefore implementing a systems
approach to the problem: using
burnout as an indicator of
healthcare quality, assessing it at
the departmental and the individual
level, explicitly developing
healthy workplaces, and including
practitioners and patients in
developing research questions.
194

Individually
focused
solutions are
important
but are less
likely to have
longevity than
solutions that
are embedded
in the
organisation

Healthcare quality assessments
We need a different approach to
integrate wellbeing as a quality marker
within the healthcare system (such
as the JAMA charter on physician
wellbeing).20 We can think of hospitals
measuring safety in four categories:
structure (eg, facilities, organisational
culture), process (eg, consistency of
care), outcome (eg, survival rates), and
patient experience (eg, satisfaction).21
In the UK, research among NHS staff
indicates an almost universal desire
to provide the best quality of care but
also shows that organisations can find
it difficult to obtain valid insights into
the quality of the care they provide.22
However, better quality, safer care for
patients has been linked to higher
rates of staff engagement.23 24 In
addition, staff satisfaction is weakly
correlated with hospital standardised
mortality ratios.25
Medical departments reporting high
levels of burnout could therefore be a
signal of erosion of safety. If burnout
can be considered an indicator of
organisational malfunctioning, it
should be included in the assessment
of healthcare quality. The World Health
Organization’s recognition of burnout
as an occupational phenomenon
(and not a medical disease) opens
the way for policy makers to fund
organisational strategies aimed at
research and amelioration.26
Measuring staff experience of work
may help to understand organisational
drivers of poor quality care. Leiter
and Maslach describe five profiles
of work experience, each suggesting
a different approach to tackling the
drivers of burnout and thus a different
intervention and solution.27 There is a

continuum from burnout (high on all
three dimensions of dysfunction) to
engagement (low on all three).
The three intermediate profiles are
disengaged (characterised by high
cynicism only), overextended (high
exhaustion only), and ineffective (high
inefficacy only) (figure). Each profile
reflects a different worklife crisis that
would require a unique intervention
strategy. The ineffective profile has
been largely ignored, with most
researchers focusing on exhaustion
and cynicism. But feeling negatively
about how well you are doing your
job needs more than just a lighter
workload and lunch with colleagues.
Moreover, including burnout as a
quality metric can signal problems that
are difficult to capture. For example,
there is evidence that compassion
fatigue and depersonalisation is
associated with caring neglect.28
Although insufficient to trigger current
institutional procedures (and unlikely
to cause immediate harm), caring
neglect can lead patients, family, and
the public to believe that staff are
unconcerned about the emotional and
physical wellbeing of patients.

Departmental or unit level assessments
Evaluation of burnout is limited by
inadequate measurement. The best
available measure is the Maslach
burnout inventory, but researchers
often use it improperly—for example,
focusing only on the exhaustion part
with a single item—or using it as a
tool for diagnosis, for which it was
not designed.
Research efforts to link the burnout
and patient safety research agendas
have counterintuitively focused on the
performance of individuals rather than
the department or practice in which
they work. However, some recent
research has examined the differences
between organisations within
healthcare,29-31 and our suggestion
is to go further and examine the
levels of burnout in each unit within
an organisation to understand key
systems drivers.
Organisations are designed and
managed around work teams, and
managers are held accountable for
large groups of people. The relevant
data for evaluating these teams are
typically aggregated indicators, such
3-17 August 2019 | the bmj

as productivity or turnover or patient
safety rates for the entire team. This
suggests that burnout assessments
should also be aggregated measures.
This is especially relevant for any
decisions about implementing
interventions across work teams or
entire departments.

Development of healthy workplaces
A meta-analysis of interventions to
reduce physician burnout suggests
that approaches that promote healthy
individual-organisation relationships
are the key to preventing burnout.34 At
the same time, another meta-analysis
found few examples of rigorously
implemented and evaluated
structural interventions.35 We need
more research to identify the key
stressors driven by the organisation
that put people at risk of burnout
and what changes could be made to
reduce their impact.
Models of the “fit” or “match”
between the workplace and the
worker provide a useful framework
for identifying possible ways to
improve the job environment. For
example, the areas of worklife model
specifies six areas in which the jobperson match is critical: workload,
control, reward, community, fairness,
and values.36
Burnout, in contrast to simple
chronic exhaustion, arises from
workload problems combined with
mismatches across the other five areas
of worklife.36 Mismatches in these
areas affect an individual's level of
experienced burnout, which in turn
determines various outcomes, such as
job performance, mental health, and
health services delivery. The greater
the mismatch between the person and
the job, the greater the likelihood of
burnout; conversely, the greater the
match, the greater the likelihood of
resilience and engagement.
The challenge is to identify some
of the important factors from one or
more of the six areas and then use
this information to design possible
interventions. Obviously, a practice
or department may be experiencing
problems in multiple areas that may
be outside the control of that team,
but it may be possible to identify a
problem that people care about and
are willing to work on, until there

Strategies to reduce burnout in healthcare using the areas of worklife model36
Workload Overload is a feature of frontline care that means there is little opportunity to
rest, recover, and restore balance. Managing workload and recognising boundaries can
provide opportunities that can help staff feel effective in their work
Control Experiencing a lack of control has been a consistent predictor of burnout.
Conversely, the perception of having the capacity to influence decisions and exercise
professional autonomy is more likely to lead to resilient and engaged physicians
Reward Insufficient recognition and reward (whether financial, institutional, or social)
increases people’s vulnerability to burnout because it devalues both the work and the
workers, and it is closely associated with feelings of inefficacy. Feeling that you are
appropriately and consistently rewarded is associated with intrinsic satisfaction, which
is the optimum state for healthcare staff. This is an area where patients can contribute
Community Regardless of their size, healthcare organisations are social communities.
Whether it is a rural general practice or a large university hospital, relationships that
are characterised by a lack of support and trust, and by unresolved conflict, all mean a
greater risk of burnout
Fairness Fairness is the extent to which decisions at work are perceived as being fair
and equitable. This factor is the one most directly relevant to patient care. Patients and
health staff will experience feelings of cynicism, anger, and hostility if they don’t feel
they are being treated appropriately
Values—Values are the ideals and motivations that originally attracted people to
their job, and thus they are the motivating connection between the worker and the
workplace. Feeling that the work that you have to do is far away from what you want to
do can lead to greater burnout.

is an improvement. For example,
organisations where staff have set
their own working patterns (affecting
the areas of fairness and control) have
shown improved recruitment and
staff satisfaction.37 One successful
intervention can inspire more hope
and willingness to fix other problems.
Measuring the attributes of an
organisation before an intervention
(box) can provide a foundation on
which to monitor its health and
enable the selection of appropriate
tools to change work practices.

Importance of staff and patient input
We need more input from everyone
in healthcare settings, including
physicians, nurses, and other staff
as well as patients and their families.
For example, most research on the
intersection between quality and
burnout has focused on nursing.38
Physician and (especially) patient
experiences are largely absent,
although recent evidence indicates
that patients’ perceptions of
physician wellness affect the doctorpatient relationship.39
Patients and relatives also have an
important role in driving or preventing
burnout. The perspective of patients
and carers on organisational
problems and stress among
healthcare staff can be an indicator of
organisational wellbeing.
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The accumulated evidence points
towards prevention strategies
that emphasise building staff
engagement.40 Questions such as,
“What working conditions would
need to change in this hospital to
make people want to work here and
be fully engaged with their job?” may
be easier to answer than, “How do we
improve the quality of healthcare in
this hospital?” and be more likely to
allow clinicians and patients to feel
ownership of some of the answers.
Initial evidence suggests that
involving patients through experience
based co-design can result in better
service delivery,41 and patient
feedback can help improve services
and build morale among staff.42
Meaningful patient involvement
therefore has the potential to
ameliorate staff burnout.

Conclusions
We need to widen our approach to
tackling burnout. Prevention, which
is more desirable than treatment,
will be enabled by a healthy
workplace approach that includes
both continuous evidence based
assessment of burnout and action
on the structural drivers of burnout
tailored to staff experience and
co-designed with input from the users
of the health service.
Cite this as: BMJ 2019;366:l4774
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We cannot expect to end
cervical cancer completely

LETTER OF THE WEEK

Medicine’s responsibility
to biodiversity
Bernstein draws much needed attention
to the catastrophic loss of biodiversity
(Editorial, 29 June). I agree we need to think
hard about the environmental impact of
medicine, but we should go further than just
reducing its ecological footprint. Bernstein
argues that we need to conserve biodiversity
because we might benefit from future
medical developments using other living
organisms. In this mindset, human beings
are seen as separate from the rest of nature,
and the value of other life forms is defined
by their usefulness to us. Heidegger referred
to this as classifying the world around us
as merely raw material for manipulation,
with nature regarded as a standing reserve
to be used or discarded at will. The crises
of climate disruption and mass extinctions
are arguably the result of precisely this form
of dualism, with an underlying assumption
that the environment will somehow deal with
whatever we discard.
Environmental humanities would
argue that human beings are not separate
from nature but are an integral part of a
joyful, complex, co-evolved, and mutually
dependent web of life. This poses ethical
challenges for how we practise medicine.
Rose proposes we regard other creatures as
kin, for example, whereas Jonas argued the
need to practise an ethics of responsibility
towards all purposive creatures.
Furthermore, increasingly powerful
biomedical technologies are changing the
very nature of who we are. We must consider
the needs and wishes of future generations,
both human and more than human. These
may include a planet worth living on.
Doctors should be on the front line to
preserve biodiversity—its loss threatens
our physical health but also impairs our
emotional and spiritual health and makes us
far less than we could be.
Michael E van Beinum, consultant child and
adolescent psychiatrist (retired), Selkirk
Cite this as: BMJ 2019;366:l4811
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Researchers say that high coverage of
human papillomavirus vaccination
could eradicate cervical cancer (This
Week, 6 July). The two vaccines
currently used in the UK, Gardasil and
Cervarix, cover the two strains of HPV
that are most likely to cause cancer.
Gardasil 9 covers an additional five
oncogenic strains.
If the vaccines we currently use
prevented all cases caused by the strains
they cover, about 70-75% of cases
could be prevented; using a nine valent
vaccine would increase this, but the rate
would still be less than 100%.
Eradication is not realistic for cervical
cancer, but a dramatic and sustained
decrease is achievable.
A cervical screening programme is likely
to be required. As the number of cases
falls, current screening technologies
might cease to be cost effective, but
cheaper, simpler tests—such as testing

Eradication is not realistic
for cervical cancer, but a
dramatic and sustained
decrease is achievable

urine samples for HPV using polymerase
chain reaction—are likely to reduce the cost
of screening.
Peter M B English, public health physician, Epsom
Cite this as: BMJ 2019;366:l4953

Follow Australia’s lead
Australia was the first country to introduce a
nationwide HPV vaccination programme in
2007 (This Week, 6 July). It has among the
lowest rates of cervical cancer worldwide and
is on track to eliminate it in the next 20 years.
Arguably, we cannot expect to eradicate
HPV without vaccinating boys. The vaccine has
been offered to boys in Australia since 2013
and will be introduced to boys in the UK aged
11-12 years from September 2019. The cost
effectiveness and efficacy of introducing boys
to the programme has been debated, but there
is now thought that benefits will extend to
genital warts and head and neck cancer.
Parent and sexual education are key factors
in vaccine uptake and HPV transmission,
respectively. The latter is important, as
regardless of high coverage, immigration will
have an effect until worldwide eradication is
achieved. This is a distant goal, with 85% of
the global burden occurring in less developed
regions.
Keira J Bralsford, medical student, and Elias Jamieson,
medical student, Manchester
Cite this as: BMJ 2019;366:l4955

STORAGE OF RED CELLS

Transfusion: fresh isn’t always best
Trivella et al present some caveats around
the duration of red cell storage and clinical
outcomes (Analysis, 15 June).
Another valid hypothesis is that very
short storage might be more dangerous
than medium storage periods (7-21 days)
and equally dangerous as longer storage
(28-42 days). A meta-analysis found
that “ultra short” storage of red cells
was associated with a rise in nosocomial
infection. Shorter storage red cells have a
greater imbalance of oxidation-reduction
potential than longer storage red cells in
preliminary studies in vitro.
Red cell storage duration is also
a poor predictor of post-transfusion
free haemoglobin and heme, putative
mediators of toxicity from transfusions.
We might be giving toxic red cells (very
fresh) to the most fragile patients. At
our centre we define fresh as <21 days of

storage, and we generally never transfuse
red cells that have been stored for less than
7-10 days, for the above reasons as well as
logistics of supply.
Neil Blumberg physician in haematology and transfusion
medicine, Rochester, New York
Cite this as: BMJ 2019;366:l4968
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DIETARY FATS

Ultra-processed food is the problem
We agree that the World Health
Organization should reconsider its dietary
recommendations and prioritise a food
based approach in future dietary guidelines
(Analysis, 6 July).
In the past 50 years ultra-processed
products have gradually displaced
unprocessed and freshly prepared
meals, initially in Western countries but
increasingly worldwide. Many of these
products have been promoted as healthy,
low fat alternatives. In high income
countries, for most age groups, including
children, more than half of the foods
consumed are ultra-processed.
Ultra-processed foods are high in sugars,
fats, and various metabolically active
food additives and are poor sources of
protein, dietary fibre, and micronutrients.
Ultra-processed food consumption is
higher in lower socioeconomic groups,
resulting in reduced dietary protein density
and increased sugar intake, which is
linked with higher rates of obesity and
metabolic disorders.
WHO should prioritise reversing this trend
and should promote freshly prepared, locally
sourced, seasonal foods rather than focusing
on restricting one macronutrient.
Agnes Ayton, consultant psychiatrist and honorary senior
lecturer at University of Oxford, and Ali Ibrahim, specialty
trainee year 5 in child and adolescent mental health,
London
Cite this as: BMJ 2019;366:l4970

GLOVES OFF

Always assess the risk
Nurses at Great Ormond Street Hospital are
campaigning to reduce the use of non-sterile
gloves (Sixty Seconds, 6 July). Wearing
gloves prevents contamination of hands and
subsequent transmission to other patients
and protects healthcare workers from being
contaminated and subsequently colonised or
even infected.
Although gloves can potentially harbour
and transmit organisms, they should still be
used in some circumstances, namely during
invasive procedures; when in contact with
sterile sites and non-intact skin or mucous
membranes; for all activities that have been
assessed as carrying a risk of exposure to
blood or body fluids; and when handling
sharps or contaminated devices.
We welcome the substitution of gloves
with thorough hand washing with detergent
and water or the use of alcohol gel for

routine contact, but it is imperative that
each healthcare worker assesses the risk
and makes the decision whether to wear
gloves before proceeding with clinical
contact with patients.
Walid Al-Wali, senior consultant medical microbiologist,
chairman of infection prevention and control, Al-Wakra,
and Firas Ali Al Rubaiy, consultant in family medicine,
Dubai
Cite this as: BMJ 2019;366:l4996

DOCTORS’ EARLY RETIREMENT

Strengthening the argument
Moberly says that the number of doctors who
took voluntary early retirement or retired
because of ill health rose 207% from 386
in 2007-08 to 1186 in 2018-19 (This Week,
29 June). But the article didn’t mention the
change in the size of the medical register over
time. If the size of the medical register tripled
between 2007-08 and 2018-19, for example,
this observation would be less valuable.
Using the General Medical Council’s Data
Explorer tool, I found that the size of the
medical register increased from 244 515 in
2007 to 298 705 in 2018—a 22% rise.
This means there has been a 185% (or
2.85 times) rise in real terms in the number
of doctors choosing to retire early. Including
the increase in size of the medical register
increases the validity and accuracy of
Moberly’s initial observation and strengthens
the argument that UK doctors are facing a
health crisis.
Elliott W Sharp, medical student, Brighton
Cite this as: BMJ 2019;366:l4796

SPEAKING UP
DOCTORS AS NHS LEADERS

Embrace “the dark side”
One of the root causes of the limited number
of medically trained chief executives in the
NHS is the lack of recognition and teaching
of management in undergraduate medical
education (NHS Leadership, 29 June).
Management culture is misrepresented as
money focused and oppressive—“the dark
side.”
Formal management education has long
been part of the undergraduate medical
curriculum in the United States, with some
universities offering integrated Master of
Business Administration programmes.
These provide academic learning to aid the
development of strategic, operational, and
interpersonal skills.
Medical engagement with organisational
priorities is critical for the NHS for
sustainability in a volatile, complex,
uncertain, and ambiguous environment.
Giving medical students the skills to embrace
organisational realities would create the
mindset for a sustainable and engaged
medical workforce and would enable more
doctors to be role models in executive posts
like their academic peers.

Shouting louder doesn’t
change culture
Brennan and Davidson write about
empowering doctors to speak up about their
concerns (Personal View, 6 July). As they
say, we should focus not only on physicians
but on other healthcare disciplines where
a hierarchical culture exists. A culture of
speaking up with concerns irrespective of
seniority or profession needs to extend to
our nursing, pharmacy, and allied healthcare
professionals.
Avoidable errors must be prevented, but
a disproportionate response can create a
hostile environment. The person or team
might feel resentment, which might prevent
people from speaking out in future. Major,
repeated, or systemic concerns require formal
reporting and thorough investigation, but
often an informal, discreet conversation is all
that is needed.
Changing the culture is crucial. But this
is rarely achieved through wielding the
stick or shouting louder. Fostering respect,
humility, and teamwork across professions
and grades is key to achieving an open
constructive culture of constant learning and
improvement.

Ali Mehdi, consultant orthopaedic surgeon, Melrose

Jeremy P Reid, academic foundation year 2 doctor,
Wolverhampton
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OBITUARIES
John Baker

Ivor Norman Lennox Johnston

William Charles Donald Lovett

General practitioner
Paddock Wood, Kent
(b 1936; q Oxford/
London Hospital, 1960;
FRCGP), died after a
holiday accident on
20 April 2019
After several years in his
family’s general practice, John Baker worked
in Uganda (1966-68). In 1968 he joined
Paddock Wood Practice, where his colleague
shared his aspirations for GPs and the then
new Royal College of GPs. John later sat on the
college’s council and was an examiner for the
membership examination and local provost.
The first health centre in Kent was about to
open, and John was one of two organisers of
the GP training scheme in Tunbridge Wells. By
the time he retired, 30 years later, the practice
had provided two more course organisers and
numerous trainers. In retirement he served as
a borough councillor and, although restricted
by arthritis, enjoyed theatre, the arts, and his
garden. He leaves his wife, Ruth; two sons;
and four grandchildren.

General practitioner
Chawton House Surgery,
Lymington, Hampshire
(b 1934; q Guy’s Hospital
1957; MRCGP), died
from metastatic prostate
cancer on 6 May 2019
Ivor Norman Lennox
Johnston attended Wallasey Grammar School
and won a scholarship to study medicine at
Emmanuel College, Cambridge. Ivor was a GP
in Lymington, Hampshire, where he was the
much loved and respected “Dr Ivor” until his
retirement at 70. He also did an exchange with
an Australian GP, personally delivered medical
supplies to Russian refuseniks and Romanian
orphanages, and sailed with the Jubilee
Sailing Trust as ship’s doctor. He remained
active until his death with the Lymington
Society, the New Forest Hospital League
of Friends, and the Solent Music Festival.
Ivor loved gardening, travel, and opera and
was renowned for his kindness, curiosity,
modesty, and sense of humour. He leaves his
wife, Daphne, and large extended family.

Principal medical officer,
Welsh Office, Cardiff
(b 1918; q Cardiff/London,
1942; OBE, MD (London),
DPH, DTM&H, FFPH), died
from cancer of the prostate
and old age on 7 July 2018
William Charles Donald
Lovett (“Donald”) did his military service
in Nigeria. Further postings to Kenya and
Somaliland ensued after the end of the war.
In December 1946 he was demobilised and
later joined the Colonial Medical Service.
He left Africa and the Colonial Medical
Service in 1963. In 1964 he was seconded
to the Colonial Office to advise the newly
independent government of Guyana, and
in 1969 he undertook a similar role for the
Ministry of Overseas Development in what
was to become the United Arab Emirates.
Back in the UK he worked in the Welsh Office
until 1983 and retired completely in 1988.
Predeceased by his wife, Mary, Donald
leaves three sons; eight grandchildren; and
12 great grandchildren.

David Whillier

Sebastian Johnston, Miranda St Hill

Jonathan Lovett
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Henry Ernest Thomas Korn

John Edward Lennard-Jones

John William Powles

Consultant clinical
haematologist Ysbyty
Gwynedd (b 1937;
q Middlesex Hospital
Medical School, London,
1964; FRCPath), died from
glioblastoma multiforme
on 8 November 2018
Henry Ernest Thomas Korn (“Tom”) was the
only son of medical parents who fled Nazi
Germany before the second world war. At
medical school he met his future wife, Mary,
and after house jobs and a stint as a ship’s
doctor, they settled in London. In 1975 Tom
was appointed consultant haematologist
at the Caernarfon and Anglesey Hospital in
Bangor and then moved to the new Ysbyty
Gwynedd in 1984, where he was responsible
for extensive clinical and laboratory
development. After retiring in 1998, he
continued to work as a locum at Bangor
until the age of 70. He enjoyed working on
his smallholding and supporting his wife’s
equestrian adventures. He leaves Mary, three
children, and five grandchildren. His eldest
son predeceased him.

Gastroenterologist
(b 1927; q Cambridge/
UCH, 1953; MD, FRCP,
FRCS), died from old age
on 29 March 2019
John Edward LennardJones undertook a
natural sciences tripos
at Cambridge before studying medicine.
He won undergraduate prizes and later the
Bilton Pollard fellowship from University
College Hospital, which enabled him to tour
gastroenterological centres in the US. On his
return in 1963 he joined the Medical Research
Council’s gastroenterology research unit at
the Central Middlesex Hospital and increased
his clinical commitment at St Mark’s Hospital.
He was consultant gastroenterologist at
the University of California, Los Angeles,
from 1965 to 1974 and professor of
gastroenterology at the London Hospital
from 1974 to 1987. He published widely.
John married Verna, a midwife, in 1955. She
predeceased him in February 2019, and John
leaves four sons, four daughters in law, and
nine grandchildren.

Senior lecturer University
of Cambridge (b 1943;
q Sydney University,
Australia, 1968), died
from a heart attack on
15 September 2018
After junior doctor
training in Sydney,
John William Powles married his first wife,
Margaret Fisher, and travelled to the UK,
where he was a research fellow at the centre
for social research at the University of
Sussex for four years. In 1975, he took up a
lectureship at the department of social and
preventive medicine at Monash University in
Melbourne, Australia. In 1990 he travelled to
China with an epidemiology delegation and
met his second wife. In 1991 he emigrated
to the UK and became a lecturer in public
health medicine at Cambridge. He retired in
2011 and moved to Spain where he stayed
active and enjoyed life in retirement. He had
a heart attack as he was swimming. He leaves
his wife, Adela; daughter, Rebecca; and
granddaughter, Sylvia.

Huw Parry, Julia Korn

Andrew Lennard-Jones

Hebe Naomi Gouda, Adela Sanz, Rebecca Powles
Carol Brayne
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John Adam Dormandy
Championed new approaches to tackling
peripheral arterial disease
John Adam Dormandy (b 1937;
q University of London, 1961;
FRCS Ed, FRCS Eng, DSc Lond),
died suddenly on 26 April 2019

John Adam Dormandy
was a consultant vascular
surgeon, researcher, and
medical educator best known
for innovative work on the
diagnosis and management of
peripheral arterial disease. He
had a leading role in developing,
and garnering international
support for, uniform guidelines
that had a major impact on
vascular care among specialists.
The Trans-Atlantic Inter-Society
Consensus on Management
of Peripheral Arterial Disease
(TASC) was published in 2000.
Dormandy, a former president
of clinical medicine at the Royal
Society of Medicine, was the
genial force behind it, steering

cooperation between medical
and surgical society experts in
Europe and North America.

Research
Dormandy, who became a
consultant vascular surgeon
at St George’s Hospital in
1973, would later set up a
clinical trials unit there for new
treatments and comparisons
of drug therapy. He initiated
and led numerous multicentre
studies on the treatment
of critical limb ischaemia,
including prostacyclin trials,
and on secondary prevention
of vascular events in diabetic
patients.
One of the novel treatments
was the use of an angiogenesis
stimulation to grow new blood
vessels. He was a pioneer in
trying to see whether the blood
supply to people’s limbs could

Dormandy “moved the conversation away from
amputation towards prevention, medical treatment,
and not doing bypasses in all cases”

be improved by using this
stimulation, to benefit those
who had a lot of disease in the
arteries, were in pain, couldn’t
walk properly, and were at risk
of losing a leg or legs.
Stella Vig, who worked with
Dormandy as a junior researcher
at St George’s before she
became a consultant vascular
surgeon, says, “He changed
the philosophy for peripheral
vascular disease. Many of these
patients are one second away
from having a heart attack or a
stroke, and he recognised we
should be treating them not just
for their legs, but holistically.
“He moved the conversation
away from amputation towards
prevention, medical treatment,
and not doing bypasses in all
cases.” Dormandy was doggedly
determined, says Vig, to reduce
the complications of vascular
disease and showed that
circulation within the legs “was
in continuity with cardiac and
cerebrovascular circulation and
therefore should not be treated
in isolation.”
He was a major investigator
in the CAPRIE study, published
in 1996, which showed the
beneficial effects of using
clopidogrel compared with
aspirin to reduce ischaemic
events and changed prescribing
practices for people with
occlusive vascular disease.

Life and career
Born in Budapest, Hungary,
Dormandy came to England
in 1948. He was educated in
Geneva, Paris, London, and New
York. He qualified in medicine
at the University of London in
1961. He became a lecturer in
applied physiology and senior
lecturer in surgery and later
professor of vascular surgery,
mainly working at St George’s
Hospital. His research into
haemorheology and peripheral
arterial diseases took off in
the late 1970s. Together with
coauthors, he published Clinical
Haemorheology, which became
a standard work.
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In 1989, Dormandy instigated
the European consensus process
on critical limb ischaemia,
which brought together world
experts from specialties such
as haematology, diabetes, and
orthopaedics. It led to a consensus
document finalised in 1991
in Rome, and a book, Critical
Ischaemia: Its Pathophysiology
and Management.
Dormandy, who spoke several
languages, was the author of five
medical books and more than
200 research papers.
Friends say Dormandy
would admit that he, like many
surgeons, lacked the patience
or time for repeated lengthy
discussions with outpatients
with chronic vascular disease.
Hence, from the early 1990s,
he was the first UK vascular
surgeon to propose and support
the concept of experienced
specialist nurses managing
nurse led vascular clinics for
patients with claudication.
Curiously, in the 1980s,
Dormandy’s expertise came
to the notice, and aid, of two
dictators from that era. He was
flown by private jet to Baghdad—
to operate on Saddam Hussein’s
mother’s varicose veins—and
in 1983 to Libya, to operate on
“either Colonel Gaddafi or one
of his entourage,” according to
Celia Velarde, his secretary for
many years.
Gifted an export model gold
watch by Saddam in lieu of
payment, Dormandy found he
couldn’t sell it so wore it until it
was stolen in a house burglary.
Velarde says the “sizeable
bill” for the Libyan event
was “never paid, because the
following year the siege of the
Libyan embassy (in London)
took place, and the principals
melted away. He was furious.”
Dormandy died suddenly, in
Paris, just months after his wife,
Klara, had died. He leaves two
children; two stepchildren; and
a large extended family.
Matt Limb, Croydon
limb@btinternet.com
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