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Javid pledges pension flexibility next year
Doctors in England and Wales will be able
to control how much they pay into their
pensions when the new financial year starts
next April, to avoid punitive tax charges,
under new government proposals.
The new approach, which will be put
out for consultation shortly, replaces
the 50:50 proposal announced in June,
which suggested doctors halve pension
contributions to avoid tax charges. But the
BMA said that it would leave doctors with
smaller pensions.
The same problem could arise in the new
proposal, however. Although doctors will
be able to reduce the amount they pay into
their pension, the employer contribution
will also reduce, so their pensions will grow
at a slower rate.
Employers would then have the “option to
recycle their unused contribution back into
the clinician’s salary,” although this does
not seem to be mandatory.
Doctors can also top up their pensions
through the existing scheme, which means
they can “take on extra work and top up
their pension by purchasing additional
pension at the end of the year when they are
clearer on their total earnings, [and] thereby
maximise any remaining headroom in their
annual allowance,” the Department for

Health and Social Care for England said in
its announcement.
The health secretary, Matt Hancock,
said, “These comprehensive proposals will
give doctors the pension flexibilities they
have called for and need, to make sure
they are rewarded for extra work. We are
taking immediate action, and I hope these
flexibilities will encourage our top NHS staff
to fulfil the dedication of their mission.”
The chancellor, Sajid Javid, said
“introducing flexibility into the system
would give hospitals the staff they need to
deliver high quality patient care.”
The BMA’s chair of council, Chaand
Nagpaul, said, “It is good to see the
government sitting up and taking notice
and proposing action. The BMA will be glad
to work with the chancellor and the health
secretary to guarantee changes that will
solve the problem for all doctors.”
The health department said it would soon
publish a consultation document proposing
“wide-ranging national flexibilities” to the
NHS Pension Scheme, as well as guidance to
employers explaining how they can “swiftly
provide staff with the local flexibility they
need this financial year.”
Elisabeth Mahase, The BMJ
Cite this as: BMJ 2019;366:l5053

The Treasury has agreed
to relax pension rules
for doctors which will enable
them to avoid huge tax bills
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SEVEN DAYS IN
Scotland’s breast screening review will not investigate risks of harm

ALAMY

A major review into Scotland’s breast cancer screening programme is to be
conducted, three decades after it was introduced. It will look at the pressures on the
service, future delivery options, and how to encourage greater participation.
Although the Scottish government described it as a “fundamental review,” it will
not deal with concerns among some leading clinicians that screening does more
harm than good. The programme saves around 130 lives a year in Scotland, but
the NHS accepts that more women will have cancers that are not life threatening
diagnosed and treated unnecessarily. A screening leaflet says, “Research shows that
for every one woman who has her life saved through breast screening, three women
will be diagnosed with breast cancer that may never become life threatening.”
Announcing the review, Scotland’s public health minister, Joe FitzPatrick, said,
“We know breast screening saves lives, and we want our programme to be as
effective as possible.”
NHS National Services Scotland, which coordinates the screening programme,
will carry out the review, which is expected to take a year.
Bryan Christie, Edinburgh Cite this as: BMJ 2019;366:l4954

Mental health

University alerts parents
to suicide concerns

In the first year of a suicide
prevention scheme at Bristol
University the parents of 36
students were alerted to serious
mental health concerns. The
policy encourages students to
allow the university to include
a third party, chosen by the
students, in discussions about
their mental or physical health.
The initiative was introduced after
11 students were thought to have
taken their own lives in two years
at the university. Some 94% of
all new and returning students
signed up to it during the 2018-19
academic year.

Wales

Government must actively
recruit GPs, says report

The National Assembly for
Wales’s Public Accounts
Committee said that the Welsh
government must develop
policies to recruit more GPs to
improve out-of-hours services.
Concerned about the general
decline in GP numbers, the
committee urged the government
to improve the available data.
“We recommend the Welsh
government resolve problems
with the quality of data available
on GP numbers as a matter of
170

urgency. There needs to be better
data available, including on outof-hours care,” its report said.

Portugal delays Welsh plan
for minimum alcohol price
The Portuguese government
submitted to the European
Commission an official objection
to a law that would see a
minimum price imposed on
alcohol in Wales, as it said that
this would increase the price of
wines it exports to the country
and make them less competitive.
Portugal—along with Bulgaria,
France, Italy, and Spain—had
also opposed Scotland’s plans
for minimum pricing in 2013.
The new objection will delay the
introduction of a minimum price
for alcohol until the beginning of
2020 at the earliest.

Fertility

Birth rate in England and
Wales hits record low
England and Wales recorded
657 076 live births in
in 2018, equal to
11.1 per 1000
people—the
lowest
rate since
records
began in
1938 and
a 9.9%

fall since the most recent peak
in 2012, showed figures from
the Office for National Statistics.
Fewer stillbirths occurred than
ever before: 4.1 stillbirths
per 1000 total births, for
the second year running.
The average age of
mothers was 30.6 years,
up from 26.7 in 1978.

Tobacco

Step up smoking cessation
services—WHO
Some countries are still not
doing enough to help people
quit smoking, said the World
Health Organization. In its 2019
global tobacco epidemic report
WHO said that only 23 countries
had implemented cessation
support policies at the best
practice level, making this
the most under-implemented
recommended measure in
terms of countries offering full
coverage. While tobacco use
has declined proportionately
in most countries,
population growth means
that the number
of users remains
“stubbornly high”
at an estimated
1.1 billion, around
80% of whom live
in low and middle
income countries.

Tobacco sales ban for US
under 21s cuts smoking

Local US laws banning the sale
of tobacco to under 21s reduced
smoking among 18-20 year
olds, Nicotine and Tobacco
Research reported. The
“tobacco 21” policies
decreased the likelihood
of an 18-20 year old
becoming an established
smoker by an estimated
1.2 percentage points when
compared with young people
not exposed to the policies. But
they did not affect the chances
of 23-25 year olds becoming
smokers.

Chronic kidney injury
App to spot cases earlier
shows no clinical benefit

A tool called Streams, developed
in cooperation with the Google
company DeepMind to speed
up diagnosis of acute kidney
injury, showed no clinical benefits
over normal care, a team from
University College London and the
Royal Free Hospital concluded.
Although the system led to earlier
recognition of reduced kidney
function in patients admitted
through A&E, it did not improve
renal recovery, survival, length
of hospital stay, or intensive care
admission, the study in Nature
Digital Medicine found.
3-17 August 2019 | the bmj

MEDICINE
Food poisoning

Sixth person dies of listeria
from NHS sandwiches
A sixth person died after eating
listeria contaminated food at
Western Sussex Hospitals NHS
Trust. The deceased was one of
nine previously confirmed cases,
and no new listeriosis cases have
been linked with the outbreak.
All confirmed cases were among
hospital patients in England. The
supply chain is being investigated
at North Country Cooked Meats,
which supplied the contaminated
chicken to an independent food
provider, the Good Food Chain,
that served 43 NHS trusts. Public
Health England said that the
public health risk remained low.

Overseas news

US government resumes
pentobarbital executions

The US federal government
has announced it will resume
executing prisoners in December,
after a moratorium of 16 years.
It will use only a pentobarbital
injection. Prisons have been
told to use only pentobarbital
rather than the previous three
drug regimen (sodium pentothal,
pancuronium bromide, and
potassium chloride). It is not
clear how the government would
obtain the pentobarbital.

Lynch syndrome

Daily aspirin could cut risk
of colorectal cancer—NICE
People with inherited Lynch
syndrome should be offered
daily aspirin to reduce the risk
of colorectal cancer, NICE draft
guidance says. The guidelines
committee was unable to
determine an optimal dose,
although it said results from one

Pre-packed chicken
sandwiches are the
suspected source
of the listeria

SIXTY
SECONDS
ON . . . FACT
CHECKING
IS THIS ABOUT FAKE NEWS?
Kind of. It is a truth universally
acknowledged that you shouldn’t believe
everything you read on Facebook, and now,
thanks to Full Fact, it’s, well, a fact.
HOW COME?
The UK charity has published a report on
the first six months of the fact checking
programme it is running for Facebook.

trial were “clinically important”
and showed lower development
of colorectal cancer in people who
took aspirin for two years.

Active travel

Doctors call for more cash
to get people moving

Cycling has accounted for just
2% of all trips made in England
since 2002, while the average
number of cycling trips per person
a year fell from 18 in 2002 to
17 in 2018, the National Travel
Survey showed. The number
of trips made on foot fell from
264 to 262. Scarlett McNally,
consultant surgeon and a
member of the UK Health Alliance
on Climate Change, said, “The
government needs to tackle the
major disincentives to walking
and cycling by building more
safe cycle lanes, increasing cycle
parking spaces, and retraining
drivers to respect all road users.”

Specialty training

Graduate medical students
less likely to take gap year
Over 30% of trainees decide
against going straight into
specialty training during their
second year of foundation
training despite having originally
intended to do so, a study in BMJ
Open found. Trainees who were
graduate entrants to medical
school were more likely than
non-graduates to move straight
into specialty training, the
analysis showed.
Cite this as: BMJ 2019;366:l5038

SPIN
116

An analysis
of
psychology and
psychiatry RCTs
published in key
journals between
2012 and 2017
found that 56% of
them highlighted
a treatment as
beneficial even if
the results were
not statistically
significant
[BMJ EvidenceBased Medicine]

HOW DOES THAT WORK?
The checkers are given Facebook text posts,
images, videos, and links that have been
identified as potentially false. Once their
truthfulness (or otherwise) is checked, Full
Fact publishes the findings on its website
and as an attachment to the original posting.
WERE THE POSTS PRECISE?
No, not really. Of the 96 posts looked at,
only five were rated as “true.” Of the others,
59 were “false,” 19 a “mixture” (either
a mix of accurate and inaccurate claims
or the primary claim was misleading or
incomplete), seven as “opinion,” and six
as “satire.”
ANY HEALTH MYTHS DEBUNKED?
A few. They looked at posts on the
contraceptive pill’s side effects and whether
bath products could induce labour. They
also looked at a post with almost 60 000
shares that said a tampon could be used to
help a stabbing victim.
IS THAT TRUE?
Apparently not. Full Fact reported that
several first aid experts said using a tampon
to staunch a wound could risk further harm.
Instead you should put pressure on the
wound with something like a bandage,
towel, or a piece of clothing, and call 999.
ANYTHING ELSE?
You might not be surprised to hear the
charity also considered claims
relating to vaccines.
However, Full Fact
said these often
needed expertise beyond
its in-house capabilities. So it has
focused on connecting with outside experts.
I WANT TO FIGHT FALSE FACTS!
The charity is looking for people who can
work with it on other public health issues.
Go for it. Not all heroes wear capes.
Abi Rimmer, The BMJ
Cite this as: BMJ 2019;366:l5017
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Junior doctors
win rest break
court appeal
Junior doctors have won a Court
of Appeal test case over how
rest breaks are monitored. The
judgment could have substantial
cost implications for the NHS, so
much so that the health secretary
tried and failed to intervene in the
case earlier this year.
The case was brought by 21
doctors, led by Sarah Hallett
(below), deputy chair for education
and training of the BMA’s Junior
Doctors Committee. They argued
that Derby Teaching Hospitals Trust
breached their contracts by using
an incorrect system to monitor
rotas to check doctors took breaks
in the year from August 2013.
The High Court rejected the
case last year, but the new
appeal judgment sets a binding
precedent in England and Wales
on the monitoring of hours for
trainees on the 2002 contract.
Lord Justice Bean said the trust’s
monitoring method was “both in
breach of the contract on its proper
interpretation and also irrational.”
He added, “The cost more
generally, for both the [trust] and
the NHS as a whole, is potentially
substantial.”
Hallett and the other appellants
could claim £250 000 in pay they
lost. But the BMA has said she is
not seeking compensation.
Jeeves Wijesuriya, BMA Junior
Doctors Committee chair, said,
“The widespread use and incorrect
application of monitoring software
resulted in trusts failing to pick up
issues with working conditions
and potentially weakening the
protections afforded to junior
doctors in their contracts.”
A Department of Health
spokesperson said, “We are
disappointed with the judgment
and we will support Derby Hospitals
as they consider next steps.”
Abi Rimmer, The BMJ
Cite this as: BMJ 2019;
366:l4959
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Babylon eyes US and Asia
with £2bn investment
Ali Parsa, founder
of Babylon, said the
company “still had
a lot to deliver”

Babylon says it is now worth more
than £1.6bn, after new funders,
including the Saudi Arabian
government and a major US health
insurer, invested $550m in the
private health company.
Babylon, known for GP at Hand,
said the new money would “fund
extensive product innovation to
cover chronic conditions” and allow
it to expand into the US and Asia.
In its latest funding round the
company attracted new investors

including the Saudi Arabian Public
Investment Fund, the German
insurance company Munich Re,
and the US health insurer Centene
Corporation. It also received extra
funds from its existing shareholders,
the Swedish investment companies
Kinnevik AB and Vostok New
Ventures.
Babylon’s founder, Ali Parsa,
who previously led Circle Health,
a private company that ran an NHS
hospital before falling into financial

“Review all asthma patients annually”
All patients with asthma
should have their risk of a
future attack assessed and
they should be monitored
and treated accordingly, new
guidelines from the British
Thoracic Society and Scottish
Intercollegiate Guidelines
Network say.
The guidance also
recommends patients whose
asthma is not adequately
managed through standard
controller therapies should be
referred for specialist care.
More than five million
people in the UK are treated for
asthma, and the NHS spends
around £1bn a year on
the condition. In
2017 nearly
1500 people
died from
an asthma
attack. In

response, the guidelines focus
on attack prevention and
recommends reviews be held
at least once a year. Review
should include an assessment
of the future risk of an attack,
symptoms, and treatment.
Clinicians are advised to look
for key factors that increase the
risk of an attack, such as history
of attacks, poor control, and
overuse of reliever medication.
Moderate or slight risk factors
include obesity, exposure to
tobacco smoke, depression,
and having an allergic disease.

Quadruple ICSs
Clinicians are
advised to consider
quadrupling the

It’s a drive
to more
tailored and

level of inhaled corticosteroids
(ICSs) at the onset of an attack
and if necessary for up to 14
days, so as to stop the attack
and the need for ongoing oral
steroids.
However, clinicians must
weigh up the benefit-risk ratio
in people already taking high
doses of ICSs, especially if they
experience frequent asthma
attacks. Clinicians should
also consider the option of
combined maintenance and
reliever therapy (MART) in
adult patients with a history of
attacks while taking medium
dose ICSs or ICS and long
acting β agonist combination
treatment.
Non-drug treatments are
also recommended to improve
quality of life and reduce
symptoms, including breathing
exercise programmes.
3-17 August 2019 | the bmj

Saudi Arabia has joined German
and US insurance companies as
the new investors in the company
that owns GP at Hand
difficulty, said, “This investment will
allow us to maximise the number of
lives we touch. We have a long way
to go and a lot still to deliver. We are
grateful to our investors, our partners,
and 1500 brilliant Babylonians
[staff] for allowing us to forge ahead
with our mission.” He added, “We
have seen significant demand from
partners across the US and Asia.
“While the burden of healthcare
is global, the solutions have to be
localised to meet the needs and
culture of each country.”
GP at Hand has provoked
much debate since it launched
in November 2017, with critics
accusing it of cherry picking young,
healthy patients and destabilising
existing NHS GP services. Despite
this, the service has been given
the go ahead to expand out of
London, and has opened clinics in
Birmingham.
Elisabeth Mahase, The BMJ
Cite this as: BMJ 2019;366:l5009

Meanwhile, smokers who are parents
or carers of children with asthma or
who themselves have asthma should
be offered support to quit.
Consultant respiratory physician
John White, who co-chaired the
guidance group, said, “At the heart
of the new guideline is a drive
towards providing more tailored and
personalised care to help people
manage their asthma effectively and
reduce acute illness.”
As the guidance was launched, it
was also announced that a UK-wide
guideline for the diagnosis and
management of chronic asthma
is being produced jointly by the
British Thoracic Society, the Scottish

NHS pensions: tax rules are biggest
threat to medical workforce, says BMA
Doctors will reduce their
workloads or leave the NHS
unless pension taxation rules
are changed, the BMA warned
before new proposals were
announced (see page 169).
In a letter to Boris Johnson,
Chaand Nagpaul, chair of
the BMA council, warned
that taxation rules were “the
greatest immediate threat
to our medical workforce
capacity and, consequently,
to patient services.”
During his leadership
campaign Johnson said he
would “fix” the rules on the
lifetime allowance. However,
Nagpaul said rules concerning
the annual allowance also
needed to be changed.

“Without action by the
Treasury to address the
cumulative impact of these
policies, doctors will have
no choice but to reduce the
amount of work they do for
the NHS, or leave it entirely, to
avoid unexpected tax bills that
can be four, five, or six figures
in some cases,” he warned.

Meeting the chancellor
He also called on Johnson
to ensure that the new
chancellor, Sajid Javid, met the
BMA to discuss the pension
issues, after the previous
chancellor failed to do so.
Commenting on Johnson’s
commitment to bring down GP
waiting times, Nagpaul said

that for that to happen both
the “GP workforce crisis” and
the “inadequate infrastructure
of support in the community”
would need to be tackled.
Nagpaul also reiterated
the BMA’s stance against a
no deal Brexit, warning that
it could have potentially
catastrophic consequences
across the NHS. “We remain
convinced that no Brexit deal
will ever deliver the kinds and
range of benefits which the
UK’s current membership of
the EU confers on patients,
the medical workforce, and
health services across the UK
and Europe,” he said.
Abi Rimmer, The BMJ
Cite this as: BMJ 2019;366:l4941

Care is being affected, doctors warn
Doctors have raised concerns
that a growing reliance on
outsourcing radiology work
during the pensions crisis has
put patients at risk.
In examples given to
a survey by the Hospital
Consultants and Specialists
Association (HCSA), doctors
reported that their hospitals
were outsourcing more
imaging checks, which some
said were “worse quality,”
meaning they had to be
re-reviewed by consultants,
creating even more work.
More than 1000
consultants responded to the
HCSA survey last month. It
found that nearly half (47%)
plan to retire earlier, over half
(51%) are no longer working
overtime, and 26% are
cutting their overtime hours.
One consultant radiologist
said, “Backlog of imaging
has increased exponentially.
Patients are breaching
cancer targets, diagnoses
are delayed, more scans
are outsourced. I have to

When asked if pension
problems have directly
affected patient care
in their trust,

71% of

consultants said yes

re-review many, which is not
an efficient use of time.”
The pensions crisis
has also led to a loss of
experienced staff, leaving
younger consultants without
guidance. One London
consultant said, “Young
consultants cannot do the
same complexity or numbers
of cases, and there is no one
there for guidance. There
has been no succession
planning.”
Another problem is that
some doctors are reluctant to
take up senior positions. A
consultant from Norfolk said,
“Colleagues are hesitant to
take up managerial roles. In
our department, a colleague
became clinical director
and was paid an additional

£16 000 over the year and
then got a tax bill for almost
that exact amount. We have
no clinical director.”
HCSA president Claudia
Paoloni said, “We should
be clear that this is a crisis
entirely of the Treasury’s
making and which the
feeble consultation on
amendments to the NHS
pension scheme, announced
this week, will not solve.”
Elisabeth Mahase, The BMJ
Cite this as: BMJ 2019;366:l4907
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PM’s £1.8bn pledge is a “drop in the ocean”
Royal Cornwall Hospitals NHS Trust

£99.9m

to build a new women’s and children’s hospital in the
centre of the Royal Cornwall Hospital site in Truro
Luton and Dunstable University Hospital NHS
Foundation Trust

£99.5mfor a new block in

Luton to provide critical and intensive care, a delivery
suite, and operating theatres
University Hospitals Birmingham NHS Foundation Trust

£97.1mfor a purpose-built hospital, replacing
outpatient, treatment, and diagnostic accommodation

B

oris Johnson has
announced that his
government will release
£1.8bn to fund new health
equipment and buildings
at selected sites across England.
Twenty hospital trusts and primary
care organisations in England will
receive a share of £850m in new
capital funding to enable them to
upgrade outdated facilities and
equipment. An additional £1bn will
be released by the Treasury from
surplus reserves to allow existing
projects to update facilities and
infrastructure to proceed.
Healthcare leaders and experts have
welcomed the announcement but said
the funding fell well short of what was
needed to clear the £6bn backlog of
NHS maintenance costs.
Johnson made the announcement
on 5 August during a visit to Boston
Pilgrim Hospital of the United
Lincolnshire Hospitals NHS Trust, one
of the organisations that will benefit
from the funding. It is part of a package
of NHS announcements expected
this week. On 7 August, after The BMJ
went to press, the government was due
to announce a “new, more flexible”
consultation on NHS pensions for

senior doctors. It said it would issue
guidance to all trusts on actions they
may take to mitigate the immediate
pensions difficulties facing staff.
Ahead of the hospital visit Johnson
said that he saw it as his “immediate
task” to make sure frontline services
had the funding they needed. “Today
I’m delivering on this promise with a
£1.8bn cash injection—meaning more
beds, new wards, and extra lifesaving
equipment to ensure patients continue
to receive world class care,” he said.

Downpayment
England’s health secretary, Matt
Hancock, said, “We are making a
downpayment for the future of NHS
buildings and facilities, with a £1.8bn
fund to revitalise our hospitals and
immediate funding for bigger wards,
better mental health units, and state
of the art children’s hospitals in areas
that most need them.”
Sally Gainsbury, senior policy
analyst at the Nuffield Trust, said that
£1bn of the investment was “not new
money to NHS providers” as they had

Healthcare leaders said the
funding will not clear the £6bn
maintenance backlog

NEWS ANALYSIS

Creating new generalists to meet patients’ needs
Training for
the next
generation
of physicians
has a new
name and a
new focus.
Abi Rimmer
asks what
has changed
and why
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Earlier this month the first cohort
of junior doctors entered internal
medical training (IMT), which replaces
core medical training (CMT). Mike
Jones, medical director for training
and development at the Joint Royal
Colleges of Physicians Training Board,
explains the new training scheme.

Why has IMT been introduced?
The aim is to increase the
number of trainees who have
generalist skills, Jones says. “The
catalyst was the [2013] Shape of
Training report, supplemented by
the Future Hospital Commission
report and the Francis report [on Mid
Staffordshire]. They all said we needed

more doctors who were going to have
generalist skills and be able to deal
with the patients coming through the
front door,” he explains.

How does IMT differ from CMT?
The two year CMT is replaced by
the three year IMT, with trainees taking
on the medical registrar role in the
final year. Progress will be assessed
on 14 capabilities in practice, a move
away from multiple competences and
the “tick box” approach of CMT, Jones
says. “The other aspect of IMT is that
it now has mandated components
within it including geriatrics and
critical care,” he says. “There is also
an indicative number of patients that

trainees need to see in acute care,
a mandated number of outpatient
clinics undertaken, and for the first
time simulation training requirements
are embedded in the curriculum.”

Do all trainees have to complete
three years of IMT?
No, trainees who intend to enter
group 2 specialties such as clinical
genetics, dermatology, and medical
oncology can do so after two years
of IMT, as long as they have passed
the Membership of the Royal College
of Physicians (MRCP) exams. The
board says that most non-physician
specialties that accept CMT are likely to
require only two years of IMT.
3-17 August 2019 | the bmj

already earned it through incentive
payments for cutting their costs but
had had it held back by the Treasury.
“It’s cash they already have in their
accounts and will now be allowed to
spend,” she tweeted.
The president of the Royal College
of Physicians, Andrew Goddard,
said, “While 20 more hospitals may
seem a significant investment, it is
unfortunately a drop in the ocean.
Today’s announcement is certainly a
small step in the right direction, but it’s
a far cry from the great leap it will take
to save our health service.”
Ben Gershlick, senior economist
at the Health Foundation, said, “Just
bringing England up to the OECD
average for capital spending on
healthcare would require an extra
£4bn (in 2019-20 prices) a year by
2023-24.”
Derek Alderson, president of the
Royal College of Surgeons, said, “We
welcome additional investment in
hospitals, but today’s announcement
is like an absent landlord saying he’ll
mend the shower but the broken
toilet, damp walls, and dodgy electrics
will have to wait. The NHS deserves
a comprehensive capital settlement,
with investment for all areas, in the
next spending review.”
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2019;366:l5031

Doctors fear detention centres, such as this in Brownsville, Texas, are failing to protect children

Call for inquiry into US child detention
American doctors and public
health experts have written to
the House of Representatives
calling for a congressional
investigation into the
“increasing health risks” in
detention centres holding
children who have crossed the
US southern border.
In a letter sent on 1 August
the group from Harvard and
Johns Hopkins universities
warn the politicians about the
“threat of infectious diseases—
particularly influenza” citing
autopsy results of three
children—aged 2, 6, and 16—
who died from the virus.
They wrote, “These tragic
deaths appear to represent
more than half of child deaths

in the last year in these
immigration facilities and
reflect a rate of influenza death
substantially higher than that
in the general population.
Poor conditions may be
amplifying the spread of
influenza and other infectious
diseases.”

Not following best practice
They added, “Moreover,
we suspect the Department
of Homeland Security and
Department of Health and
Human Services may not
be following best practices
with respect to screening,
treatment, isolation, and
prevention of influenza.
With so many lives at risk,

agreement that they will be on the
registrar scale when undertaking the
third year of IMT.

Have any specialties been added
to the medical registrar rota?
Yes. Jones says that neurology,
palliative medicine, and genitourinary
medicine have become group 1
specialties. This means trainees
planning to enter these specialties will
need to complete all three years of IMT,
increasing their training by a year.
Will third year IMT trainees
receive a pay increase?
Yes. Jones says that trainees will
continue to progress through the
training pay scales, and there is an

How does this affect CMT trainees
completing next year?
Jones says that next year this cohort
will have specialty training (ST3) posts
they can apply to. The physicians
training board is working with Health
Education England on the precise
number of posts that will be available
and says that various factors, such as
the uptake rate in previous years, will
be taken into account. Posts will be
available in all previously available
specialties, but the competition for
these specialties will be the same as
in previous years. “Nobody is going to
say automatically that there are going
to be loads of places in cardiology,
for example, because cardiology has
always been competitive,” Jones says.

these issues are worthy of
congressional investigation.”
The doctors added that,
with another influenza season
expected alongside other
infectious diseases, “timely
action is critical.”
Under the Trump
administration’s policy,
children are separated from
their families or guardians
with whom they crossed
the US-Mexico border. The
American Civil Liberties
Union says that more than
900 children, including
babies and toddlers, have
been separated from their
families since June 2018.
Elisabeth Mahase, The BMJ
Cite this as: BMJ 2019;366:l5015

What if trainees want to take a
year out of training after CMT?
They can, but they will need to complete
the third year of IMT when they return if
they want to enter a group 1 specialty.
This can be done in the same deanery
where they completed CMT.
Will overall training time rise?
Jones makes it clear that doing
the third year of IMT will not increase
the overall time in training. He says,
“The indicative seven year training
programme that used to be two years
of CMT and five years of dual training
with a specialty—that will now be three
years of IMT and four years of specialty
training. Overall training time has
not changed except for the three new
group 1 specialties.”

The aim is to
increase the
number of
trainees with
generalist skills
Mike Jones,
physicians
training board

Visit www.jrcptb.org.uk/internal-medicine

Abi Rimmer, The BMJ
Cite this as: BMJ 2019;366:l5042
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THE BIG PICTURE

Health workers
join Hong Kong
protests
Thousands of health workers in Hong Kong
have marched to protest against police violence
during the pro-democracy demonstrations in
the territory. Some have also volunteered to
provide on-street care to injured protestors who
fear arrest if they seek hospital treatment.
The protests began in early June to oppose a
proposed law that would allow the extradition
of Hong Kong citizens to China. They have since
widened to include calls for an independent
inquiry into police violence and the introduction
of universal suffrage as promised under the
1984 Sino-British Joint Declaration.
“What makes us very frustrated is the
inappropriate use of weapons and excessive
violence by the police,” said Arisina Ma Chungyee, president of the Hong Kong Public Doctors’
Association.
“We expected tear gas and rubber bullets to
be fired high up or way down,” said Tim Wong
Lok-yu, an emergency doctor at Queen Elizabeth
Hospital, “but the police must have fired level,
otherwise those people I treated would not have
got head injuries.”
Many injured protesters have avoided
hospitals after five were arrested in an
emergency department in June. “Neither the
injured nor the medical officers expected
that the police would apprehend them in the
emergency room,” said Ma. Since then doctors,
nurses, and paramedics have joined first aiders
in protest zones.
“I have treated injured reporters, also
passers-by and tourists, not only the so called
unlawful protesters,” said Pierre Chan, the
Legislative Council medical representative.
“Another very serious development is that a
nurse who was volunteering was arrested and
charged with riot, so we are all scared.”
On 2 August doctors, nurses, and allied
professionals descended on the central business
district to hold another rally, attended by an
estimated 10 000 people. “We need to reiterate
the importance of safeguarding patient privacy
in hospitals and condemn the excessive use of
force by the police, which has caused harm not
just to the public but also to our firefighter and
ambulance service colleagues,” said Cyrus Lau
Hoi-man, a nurse and one of the conveners of
the rally.
Jane Parry, Hong Kong
Cite this as: BMJ 2019;366:l5027
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EDITORIAL

New standard of proof for suicide at inquests
Suicide can now be concluded on “balance of probabilities” in England and Wales

I

n May 2019 the Court of
Appeal in England and Wales
handed down a ruling on
the determination of suicide
at inquest that is likely to
affect the national suicide rate and
influence policy priorities.1 The
ruling upholds a critical decision
taken in 2018 by the High Court2
that the standard of proof required
for a suicide conclusion (previously
verdict) should be the civil standard—
balance of probabilities—rather than
the previous criminal standard—
beyond reasonable doubt. The
lowering of the threshold is expected
to lead to an increase in deaths
recorded as suicide.
The standard of proof has been
debated for several years. Suicide
prevention charities, in particular,
have campaigned for the civil
standard, arguing that it will give
a more accurate picture of the
extent of the problem by reducing
the underestimation that a higher
standard makes inevitable.3 Higher
figures, they believe, will also
bring higher political priority. In
addition, the criminal standard
is widely seen as stigmatising, a
throwback to a time when suicide
was a crime; decriminalisation
occurred only in 1961.
The case that produced the change
was brought by a family opposing the
lower standard, not supporting it.2
This concerned a death by hanging
in an English prison. At inquest the
coroner allowed the jury to come
to a narrative conclusion that it
was “more likely than not” that
the deceased had intended to take

Deaths from self poisoning are expected to receive more
suicide conclusions in coroners’ courts after the new ruling

Inquests,
whatever they
conclude,
should be more
supportive, less
legalistic, with
fewer delays

Louis Appleby, professor of psychiatry
Pauline Turnbull, project director p.turnbull@manchester.ac.uk
Nav Kapur, professor of psychiatry and population health, National
Confidential Inquiry into Suicide and Safety in Mental Health (NCISH),
School of Health Sciences, University of Manchester
David Gunnell, professor of epidemiology, Bristol Medical School,
University of Bristol
Keith Hawton, professor of psychiatry, Centre for Suicide Research,
Department of Psychiatry, University of Oxford
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his own life, effectively a suicide
determination on the balance of
probabilities. A legal challenge
followed and the case reached the
High Court, where judges decided
that, although the higher standard
had been widely applied, it had
no legal justification. The Court
of Appeal court has now agreed,
although the Ministry of Justice
will take a further appeal to the
Supreme Court.

Suicide rates
How will the change affect reported
suicide rates in England and Wales?
Suicide numbers will probably
rise and will be hard to compare
to previous years. There will be
a similar rise in high risk groups
such as patients with mental health
problems, whose suicide rate has
been falling,6 as well as in eligibility
of deaths for suicide research and
serious incident investigation.
These increases, however, could
be less than expected. First, official
statistics are already adjusted so that
deaths in which intent is unclear
(“open” conclusions, recorded as

“undetermined”) are viewed as
probable suicides and included
in national figures.7 In 2017 this
amounted to an additional 924 cases,
raising the suicide rate by 24%.8
Many of the deaths that will now
meet the standard for suicide may
have previously been recorded as
undetermined.
Furthermore, any increase may not
be uniform across the population,
and new prevention priorities may
arise. Uncertainty over a person’s
intent is often the reason a death
does not meet the criminal standard.
Any rise may therefore be greater in
groups whose suicidal intent can be
harder to ascertain—for example,
young people or those who die from
self poisoning,9 which is more often
associated with women.8
Even so, if a lower standard of
proof reduces underestimation and
increases the accuracy of suicide
reporting, there is an unarguable
public health benefit and the change
should be welcomed. The effect on
inconsistency of inquest outcomes,
a longstanding problem limiting
comparisons over time and between
areas, is harder to predict. Coroners
are independent legal officers, and
their use of conclusions varies.12
Allowing more ambiguous cases to
be considered as suicides may add to
that inconsistency.
Most important is the effect on
bereaved families. Some will find
the greater chance of a suicide
conclusion unwelcome because
of religious belief, guilt, or even
insurance. Others will see it
differently. But while there is no
single family viewpoint, most
agree that inquests, whatever
they conclude, should be more
supportive, less legalistic, with
fewer delays.13 The standard of proof
is only one part of a system that
needs reform.
Cite this as: BMJ 2019;366:l4745
Find the full version with references at
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Time and tide
Our future health and wellbeing depend on the oceans

T

he global ocean covers
more than 70% of the
Earth’s surface, and
over half the world’s
population live in
coastal zones.1 Billions of people
depend on marine ecosystems
for their livelihoods, with seafood
providing a key source of protein2
and micronutrients.3 Numerous novel
medications have been extracted
from marine organisms,4 including
anti-cancer agents from sponges and
algae.5 More broadly, time spent at the
coast encourages physical activity,
reduces stress, and protects against
mental ill health.7
Unfortunately, already degraded
marine ecosystems are under
persistent and growing risk of further
damage from microbiological and
chemical pollution, overexploitation,
and climate change.8 Rising CO2
emissions threaten the entire marine
ecosystem with acidification3 and
whole coastal communities with
more flooding from storms and rising
sea levels,9 with implications for
critical public health infrastructure
(eg, fresh water and sewage systems).
Changing environmental conditions
also encourage the spread of toxic
algal blooms.10
Chemical threats to health range
from the well documented dangers
of methylmercury poisoning during
fetal development11 to toxicity from
the complex cocktail of chemicals
in the environment, including
endocrine disrupting phthalates and
perfluoroalkyl substances (PFAS),
whose diverse autoimmune effects are
especially important for elderly people
and those with compromised immune
systems.12 13 These various health
threats are not just occurring in far off
places; they affect the lives of millions
of people here and now and, directly or
indirectly, cause diseases that medical
practitioners ultimately have to deal
with in their clinics.14
The United Nations report Our
Oceans, Our Future made it clear in
the bmj | 3-17 August 2019 			

We cannot
continue to
discharge
vast amounts
of waste
materials into
our seas and
expect human
health to be
unaffected
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2017 that achieving good health and
wellbeing (sustainable development
goal (SDG) 3) depends on SDG
14 (conserve and sustainably
use the oceans, seas, and marine
resources).15 The European Marine
Board and others have also attempted
to bring the environmental science
and health communities closer
together, with little success.
Clinicians and health researchers
are essential for unravelling the
interconnections between the state
of marine ecosystems and health
and wellbeing. Encouraging and
supporting their participation in this
growing field is critical.

No time to waste
Substantial rapid policy changes are
possible, as shown by the response
to marine plastic pollution.17
However, identifying, monitoring,
and communicating the risks to
human health and wellbeing from the
degradation of our seas and oceans
has so far not been sufficient to put
them firmly on the political and global
health agendas.
For instance, although fisheries
destruction and ocean acidification
were discussed extensively in
the 2015 Lancet Commission on
Planetary Health,2 the more recent
Lancet Commission on Pollution
and Health11 and World Health
Organization health and climate
change18 reports, barely mention
marine issues specifically. We need to
better understand and communicate

the opportunities for health promotion
that healthy marine environments
offer, as well as the loss of
(underappreciated) benefits that will
occur with increasing degradation.
We cannot continue to discharge
vast amounts of waste materials into
our seas and expect human health to
be unaffected. As yet we lack a clear,
global vision of how to reconcile the
health of both oceans and people,
and how to support decision makers
in achieving sustainable marine
ecosystems that promote public
health. Global governance will be
required to deliver these aspirations.
This might, for example, involve
establishing a panel similar to the
Intergovernmental Panel for Climate
Change to gather evidence and
promote collaborative action.
With the decade of the ocean for
sustainable development (2021–30)
only 18 months away, we must
accelerate research into the health
risks of our rapidly changing oceans
and exploit more fully all existing
opportunities to use coastal areas to
improve public health.
The current and future state of
the global ocean will in large part
determine the current and future
sustainability, health, and wellbeing
of everyone. Although coastal
communities are on the front line,
ultimately we are all affected by the
seas around us.
Cite this as: BMJ 2019;366:l4671
Find the full version with references at
http://dx.doi.org/10.1136/bmj.l4671
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The public success of surgical safety
checklists is a triumph of selection bias
over rigorous implementation science

David R Urbach, professor of surgery and health
policy, management, and evaluation, University of
Toronto, Canada
Justin B Dimick, professor and chair of surgery,
University of Michigan jdimick@med.umich.edu

Extraordinary claims, Carl Sagan used
to say, require extraordinary evidence.
The famed astronomer and science
communicator was advocating scepticism
around pseudoscientific and paranormal
phenomena such as astrology and
divination, but it’s reasonable to apply a
similarly high standard of scientific evidence
to the World Health Organization’s surgical
safety checklist.
Checklists, after all, are credited with
truly extraordinary power, bordering on
the miraculous. A simple, inexpensive
intervention can purportedly eliminate
half of postoperative deaths. The supposed
mechanism of this dramatic reduction in
mortality is equally fantastic: ensuring that
the team members, patient, and procedure
are properly identified and confirming
that the team has contemplated several
processes of care.
Such large effects seem implausible,
especially considering that most of these
processes were already required in modern
hospitals and that none has been proved
to reduce surgical mortality when applied
individually.

Although studies of entire populations
where checklists were introduced didn’t
demonstrate an impact on mortality with
safety checklists, analyses that were restricted
to select hospitals or subgroups of patients
have found striking effects. For example,
introducing safety checklists in the US state of
South Carolina was found to have no overall
impact on mortality. However, analyses
restricted to hospitals that completed a
comprehensive safety programme—including
checklists—found large and statistically
significant reductions in operative mortality.
This observation highlights a common
attribute of studies that found an effect
of safety checklists on mortality: patient
selection. In another highly cited example,
a before-and-after study in a Dutch hospital
found no statistical reduction in operative
mortality after implementing a checklist.
Patients for whom checklists were fully
completed, however, showed odds of dying
more than halved after surgery. By selecting
subgroups that completed the checklist (and
comparing them with those that did not),
these studies introduce a clear bias: the teams
or hospitals that completed the checklist
will differ in many important ways, thus
influencing surgical outcomes.

HEAD TO HEAD

Is WHO’s
surgical
safety
checklist
being
hyped?
David Urbach and
Justin Dimick argue that
the evidence does not justify
the promotion of the World
Health Organization’s
surgery checklist. But
Alex Haynes and
Atul Gawande say
studies prove it save lives

A more balanced account
The public success of surgical safety
checklists is a triumph of selection bias over
rigorous implementation science. This is
Populations and subgroups
unfortunate, since checklists have real and
What kind of evidence supports the
meaningful benefits, and their continued
effectiveness of checklists? Principally, it
use should be strongly encouraged. These
comes from before-and-after studies, which
benefits, however, relate to improvements
have limited value in demonstrating causal
in team dynamics, engagement of
effects because of their susceptibility to bias.
perioperative nurses, staff satisfaction, and
Caution is always warranted when analysing advocacy for better support for surgical care
longitudinal trends in surgical safety, since
in resource poor settings. While these may
operative mortality has been declining.
not seem as exciting as claims of cutting
The one published randomised study
the risk of operative death in half, they are
of checklists was a stepped wedge cluster
nevertheless important and don’t require
randomised controlled trial, carried out in just tortured interpretations of the empirical
two hospitals. That trial didn’t find a statistical scientific evidence.
reduction in postoperative mortality with
A more balanced and realistic account of
the use of a checklist. It did find a reduction
the benefits of safety checklists would be more
in complication rates with checklist use, but
credible to a sceptical healthcare community
the validity of this finding has been criticised
that’s becoming increasingly fatigued by the
because of a lack of blinding and the exclusion proliferation of patient safety interventions—
(contrary to the intention-to-treat principle)
an alarming number of which have been
of patients in the “checklist” arm who didn’t
adopted without compelling scientific
comply with the intervention.
evidence.
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The checklist is among the most powerful
tools for improving the safety of surgical
care introduced in recent years

Alex B Haynes, associate chair for investigation and
discovery, Dell Medical School of the University of
Texas at Austin alex.haynes@austin.utexase.edu
Atul A Gawande, professor of surgery, Harvard Medical
School, Boston, Massachussets

The World Health Organization introduced
its surgical safety checklist as a performance
enhancing tool for teams providing surgical
care. A prospective pilot study in eight diverse
hospitals around the world associated its
introduction with a 46% fall in perioperative
mortality after inpatient surgery.
Since then, numerous studies have
documented that introducing the checklist
into regular use reduces mortality. A recent
review of the evidence showed that this was
true in a variety of settings using different
study designs and found an apparent dosage
relation between adherence and improvements
in outcomes. Following these results, the
checklist has been enthusiastically adopted
in many healthcare environments. A recent
assessment of its use in a pooled analysis of
international studies found that the checklist
was used in 75% of operations assessed.

Implementation approaches
The primary debate seems to be over whether
the checklist is implementable. The evidence
suggests so—but it takes time for population
level implementation, and the approach
taken is important. David Urbach and
colleagues from the University of Toronto,
Canada, reported an ecological analysis
of perioperative mortality in the province
of Ontario after a provincially mandated
introduction of checklists, enacted shortly
after the pilot study’s initial report. After a
very rapid analysis (only three months since
introduction) they found that the 8.5% decline
in mortality observed in all cases—including
predominantly outpatient procedures such as
ophthalmology and arthroscopy—didn’t reach
statistical significance.
In contrast, a more recent analysis
of a carefully supported mandatory
implementation of the checklist in Scotland
(with analysis focusing on inpatient surgery,
where mortality rates are more likely to be
affected) found a 39% reduction in mortality
during the Scottish Patient Safety Programme,
which emphasised use of the checklist
as a key element of safe surgical care. No
such changes were seen in non-operative

admissions, decreasing the likelihood that a
more generalised improvement in care was
responsible for changes in outcomes.
A further dive into the checklist’s mechanism
can be found in an analysis of the Safe Surgery
2015 programme in South Carolina, a statewide voluntary collaborative. A structured
implementation pathway was provided, as well
as coaching on implementation, team training,
and collaborative peer support. Using statewide discharge data, hospitals completing the
programme saw a 22% reduction in mortality
after inpatient surgery—changes not seen
in other hospitals in the state. Additionally,
hospitals that completed the programme
showed changes in team based surgical
practices (for example, improvements of 12%
in communication and 3% in coordination),
and the greater the improvement in these
attributes, the greater the associated
perioperative mortality reduction.

Team communication
The checklist was intentionally designed as
a tool to strengthen team communication,
and these data suggest that it does precisely
this. However, evidence from the Canadian
study illustrates how important the
approach to implementation is for effective
use of the checklist, as does analysis of its
implementation by NHS England, where
early mandate of the checklist without
implementation support resulted in very
high rates of documentation but only patchy
clinically meaningful implementation.
Some may argue that the effect of the
checklist can’t be separated from the
implementation programme and associated
training. Teams with the capacity for
improvement are the most likely to effectively
integrate a complex behavioural intervention
such as the checklist into their workflow,
leading to the criticism that studies of checklist
implementation simply identify “improvers.”
We do not disagree. However, even
highly motivated teams need tools for
implementation, and the evidence suggests
that the WHO surgical safety checklist is
among the most powerful tools for improving
the safety of surgical care introduced in recent
years. We must endeavour to learn how to
maximise its effective implementation in
environments around the world, improve it,
and continue to evaluate results.
Cite this as: BMJ 2019;366:l4700

the bmj | 3-17 August 2019 											

181

WAR ON DRUGS

Could drug
consumption
rooms save lives?
Despite record numbers of deaths, the UK
government has rejected Scottish calls to
let people inject drugs such as heroin under
medical supervision. But what evidence is
there that such spaces are safer?
Melanie Newman investigates

W

ith well over 1000
drug related deaths
in Scotland last
year, more than
double the number
in 2008, and HIV infection spreading
among drug injectors, the Scottish
government, charities, and some MPs
are calling for the introduction of drug
consumption rooms (DCRs). These
are safe, sterile places where people
with dependency may inject their own
drugs under medical supervision.
They require at least de facto
decriminalisation of drug possession
and operate in several countries, such
as Portugal, that have reduced drug
deaths.
“DCRs are not a magic wand or a silver
bullet, but they are humane, productive,
and cost effective,” Scottish National
Party MP Ronnie Cowan argued in a
parliamentary debate in January 2018.

Overdose deaths rising
As overdose deaths rise across the
world, many authorities are considering
similar responses, including at least a
dozen US cities.
How many of these proposals will
come to fruition is unclear. The UK
government has rejected the “harm
reduction” approach favoured by
proponents of the rooms and reiterated
its abstinence focused policy. It says the
rooms would be illegal, because drug
possession is a crime under the Misuse
of Drugs Act 1971, and police would
have to arrest anyone involved.
182

They
have been
shown to
reduce injury
and deaths
from opioid
overdoses
Chris Beyrer

A similar argument has been used
in the US, where the Department of
Justice under President Donald Trump
has argued that the facilities would
violate federal law. The US deputy
attorney general Rod Rosenstein has
also claimed that the sites would
“undermine the deterrent message.”
Legislators in California proposed
a bill that would have guaranteed
those running a safe injection centre
in San Francisco immunity from arrest
by local or state police. It passed the
state’s assembly and senate before
being vetoed by California’s governor,
a supporter of coercive treatment
for drug addiction. Meanwhile the
opening of a DCR planned in inner city
Dublin since 2017 has been delayed to
allow provision of further evidence to
the city council after objections from
businesses, which feared the effect on
tourism, and from parents, who object
to the location near a primary school.
The UK Home Office minister Victoria
Atkins responded to Cowan’s plea by

Drug related deaths in Scotland, 1996 to 2018

saying there was only “one room open
in Catalonia for one hour a day from
Monday to Friday.” There were, in fact,
13 DCRs open in Catalonia at that time.
Critics fear UK politicians are
allowing politics to subsume policy
debate. In Scotland at least one
expert thinks the UK government’s
refusal to sanction DCRs is being
used by the SNP to excuse its own
inaction. “The SNP was ambivalent
about drug consumption rooms
until the UK government ruled them
out,” said the expert, who did not
wish to be named. “Now it’s backing
them and Westminster is being
blamed for everything that’s gone
wrong in Glasgow.”

Thirty years’ experience
Disagreement also exists over the
evidence for DCRs, despite the length
of time sites have been in existence.
Switzerland opened its first safe
injection centre some 30 years ago, as
part of a four pronged drug strategy
encompassing prevention, treatment,
harm reduction, and law enforcement.
The strategy was brought in after
heroin use in Zurich spiralled out of
control. Germany, the Netherlands,
Spain, Norway, Luxembourg,
Denmark, and France have opened
DCRs. Outside Europe there are sites
in Canada and Australia as well as the
US. As at December 2018 there were
117 DCRs worldwide.
Chris Beyrer, a professor of
epidemiology at the Johns Hopkins
3-17 August 2019 | the bmj

there any evidence that sites increased
local rates of drug related crime.
The charity the Joseph Rowntree
Foundation spent almost two years
analysing DCRs’ suitability for the UK
before announcing its support for pilot
programmes last September.

Bloomberg School of Public Health,
in Balitmore, said the evidence
in support of DCRs was “consistent
and compelling.”
“They can significantly reduce
reuse of unsterile injecting equipment,
leading to reduction of transmission of
infection risks, and, very importantly,
have been shown to reduce injury
and deaths from opioid overdoses,”
he said. “Vancouver, which opened
the first safe injection facility in North
America, found a significant reduction
in overdose related morbidity. This
has been quite consistent with other
experiences.”
There are no recorded cases of a
fatal overdose in a drug consumption
room. Research found records of
non-fatal overdoses, but deaths were
avoided because of prompt medical
attention and the overdose treatment
naxolone.
The facilities may also improve
relationships between care providers
and people who inject drugs, so
they are more likely to access drug
treatment services, Beyrer added.
In June 2018 the European
Monitoring Centre for Drugs and Drug
Addiction examined a decade’s worth
of studies into the sites and concluded
they offered a range of benefits to their
clients and the community, including
reduced drug taking in public. “There
is no evidence to suggest that the
availability of safer injecting facilities
increases drug use or frequency of
injecting,” the centre said. Neither was

Switzerland’s first
drug injection room
was opened in Bern
in 1986

People who
are sceptical
are afraid to
say anything
Keith
Humphreys

Mixed evidence
A recent meta-analysis cast doubt
on the evidence for DCRs’ ability to
reduce harm among people who inject
drugs. However, the International
Journal of Drug Policy retracted it
shortly after publication. The authors
had combined different outcomes
such as mortality, drug related crime,
and sharing of drug equipment into a
single composite measure, a process
that was methodologically flawed.
The study’s lead author, Tom May,
from the Centre for Criminology at
the University of South Wales, did
not respond to The BMJ’s requests for
comment. But one academic, Keith
Humphreys, believes the retraction
was heavy handed and shows how
febrile the debate over the sites has
become.
Humphreys, a Stanford University
psychiatry professor, served presidents
Obama and Clinton as senior adviser
on national drug control policy. He
said, “If we’re going to retract papers
because of disagreement over the
method, we’ll end up with half of all
papers retracted.” “Crazy things” have
been said on both sides of the debate,
he told The BMJ.
“On one side, you’ve got people
saying, ‘Introduce these centres and it
will be the end of civilisation,’” he said.
“One the other side: ‘If you don’t have
them you’re a murderer.’ It’s getting
to the point where people who are
sceptical are afraid to say anything.”
Humphreys says the evidence base
for DCRs is too weak to be conclusive
either way. He points to a 2014
literature review that found that 85%
of studies were done on two sites,
one in Vancouver and one in Sydney.
“People say there have been hundreds
of studies, but when you look at it this
way you realise the evidence base is
more modest. Yet a lot of people are
making a lot of strong claims.”
His opinion chimes with one of
the conclusions of another 2018

report, by the US think tank the Rand
Corporation, which found that the
evidence base was “limited in quality”
and in the number of locations. The
report found it difficult to say whether
DCRs had a preventive effect on
overdoses overall, although research
in Vancouver found the site did
reduce fatal overdoses locally. The site
was also responsible for most of the
research showing reduction in disease
transmission and in other harms
associated with used needles—but this
may have been down to the facility’s
needle exchange programme rather
than people injecting in the premises.

No serious adverse consequences
But the Rand report did note that the
centres would not have survived if they
had serious adverse consequences
for their clients or local communities.
“During an emergency such as the
present opioid crisis in the US, the
absence of a large down-side risk for a
program that has strong face validity
may be sufficient for some decision
makers to proceed,” it noted.
This isn’t good enough for
Humphreys. “We don’t know if these
facilities extend people’s drug use
career. And if they do, even modestly,
that would cancel out the benefit of
safer use while they’re in there,” he
said. “There’s a lot of research still
to be done. People are not designing
rigorous studies, and they are not
interested in them either.”
Neither does he accept that the
seriousness of the drug problem
in the US and Glasgow justifies an
experimental approach. “This is a
very vulnerable population, and
it’s possible these sites are harmful
or not helpful.” Rather than taking
the risk, he suggests that money
should be spent on interventions
for which there is strong evidence:
“Methadone, buprenorphine, other
opioid substitution, needle exchange,
treatment: all these are underfunded.”
Steffanie Strathdee, associate
dean of global health sciences at
the University of California, started
the study that was used to evaluate
Insite, the supervised injection centre
in Vancouver. She doesn’t buy any
of these arguments. “The benefits
far outweigh the risks so far as I’m
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concerned,” she said. “The evidence
is very clear. It’s a waste of resources
to try and reinvent the wheel when we
already know that a programme like
this works.”
Ideally, cohort studies would be set
up in several locations to follow people
over time, she admitted. “But those are
expensive. Who is going to fund it? If
it comes at the expense of running the
programme itself, that’s a mistake, and
not only that: people will die.”
More research in areas where use
of stimulants—methamphetamine,
for example, rather than heroin—is
predominant could be useful,
she conceded. “There’s room for
more research on sites that are not
orientated towards injectors: crack
smokers or methamphetamine
smokers.” All in all, though, she
believes there to be more than enough
evidence to justify pilot programmes.
She added, “The opposition is
similar to what we’ve seen for needle
exchange programmes. Conservative
people think [the programmes] are
sending the message that drug use
is condoned. This is a moral not a
scientific opposition.”

A moral standpoint
The US Office for National Drug
Control Policy had a list of reasons for
opposing needle exchange, she said.
“We addressed each one of them in
scientific papers, and it didn’t make
a difference. You can’t use science to
change people’s minds when they’re
coming from a moral standpoint.”
Unlike Humphreys, she thinks the
opioid crisis justifies radical measures.
“I do agree that interventions we
know work, like needle exchange and
opioid substitute, are not at scale right
now. But even if those were brought
to scale it’s unlikely we would be able
to turn this epidemic around. People
are addicted, and forcing them into
treatment doesn’t work.
“We have an obesity epidemic,
and our response as a society is to
try to make it easier for people to eat
healthily. Nobody is thrown in jail for
overeating. We need to take the same
approach to drugs.”
Given the lack of agreement, it may
not be surprising that people who
work with drug injectors have taken
the law into their own hands. One US
184

music festivals. Its staff break the law
when they handle illegal drugs.
“They had a memorandum of
understanding with the local police,
health agencies, and the festival
itself,” said Rolles. “They operated in
a ‘de facto decriminalisation’ zone,
and the police allowed that to happen
under a very strict set of criteria.” The
police were enthusiastic, while the
health authorities were much more
risk averse, he added. “The health
authorities were the hurdle in terms of
getting it off the ground.”

community organisation has been
operating an illegal facility since 2014,
and a church minister in Dundee is
leading discussions about setting up
an unofficial site.
The BMJ has also learnt that
some UK drug service providers
are already running unofficial safe
consumption rooms. One provides
a toilet with a mirror and table,
equipped with motion sensors so
staff can detect when a person inside
stops moving.
Steve Rolles, senior policy adviser
with the Transform Drug Policy
Foundation, a UK pressure group that
campaigns for drug policy reform,
says that the situation is now so bad
in Glasgow that it’s likely an unofficial
DCR will be set up. “I can see a
situation where a voluntary group set
up a pop-up service probably in a tent
or from a mobile unit,” he said.
“And given that the local police,
health authorities, and the SNP all
support these centres I can’t see
anyone taking action to shut it down.”

Police support
Police chiefs in several British
regions, including the West
Midlands, Durham, and North Wales,
strongly support DCRs. A 2019 report
commissioned by the Drugs, Alcohol
and Justice Cross-Party Parliamentary
Group, which investigated the legal
barriers to establishing the rooms in
the UK, found that “there is flexibility
within the law for the police to take
a reasonable approach . . . exercising
discretion in the public interest.” But
the police cannot set up services, and
the bodies that could run facilities,
such as NHS organisations, fear
consequences from the government.
There are precedents however.
Rolles pointed to the Loop, a drug
safety testing initiative that operates at

You can’t
use science
to change
people’s
minds when
they’re coming
from a moral
standpoint
Steffanie
Strathdee

Supervised heroin treatment
In June the Home Office issued
licences to allow centres in Cleveland
and Glasgow to supervise injection
of prescribed opioids. This has been
welcomed by Glasgow campaigners,
but they point out that these facilities
will have much more strict access
than DCRs, being targeted at users for
whom other treatment methods have
failed, and will be more expensive.
But Dave Liddell, chief executive
of the Scottish Drugs Forum, a drug
policy and information body, says the
focus on DCRs creates a misleading
impression of what’s needed to tackle
Scotland’s drug problem. “One room
is not going to impact significantly on
the overall death rate. We have 56 000
to 59 000 people with drug problems,”
he said. “Forty per cent of them are
receiving treatment . . . much less than
in England.”
He wants to see countrywide DCRs
as well as better access to treatment
and better retention. “Too many NHS
drug services treat people with a
drug problem in too rigid a manner,
with formal appointment systems
and discharging them for missed
appointments,” he said.
Suboptimal prescribing of
methadone and buprenorphine is
also a key problem. “We estimate that
potentially 50% of those on opioid
substitution therapy are on lower than
the recommended dose, increasing the
likelihood of people ‘topping up’ on
street drugs,” he said. “There are many
improvements to devolved aspects of
drug policy which Scotland could do
now and which aren’t being done.”
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