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“Ignore genetic test results,” GPs told
GPs should “not take at face value, or
attempt to interpret” reports from direct-toconsumer (DTC) genetic tests, advises the
Royal College of General Practitioners.
In a position statement the RCGP warns
there is a “very high chance of false positive
or false negative results” from such tests
and “significant NHS costs in confirming (or
more often refuting)” the results.
DTC genetic tests have become popular
in the UK as the technology to analyse DNA
has become faster and cheaper.
The tests produce one of three results:
gene variants—giving information on single
gene conditions or predispositions (for
example, BRCA1 or BRCA2, or the cystic
fibrosis gene); a combination of genes that
may indicate susceptibility to a common
complex or multifactorial condition (such
as Parkinson’s disease or diabetes); or
pharmacogenomic variants that could affect
a person’s response to a drug.
However, the statement—jointly written
by the RCGP and the British Society for
Genetic Medicine—said, “The ability to
confidently interpret how variation within
the genetic code impacts a person’s health
or risk of disease is often weaker than
people expect. Furthermore, it will often
require contextual information such as

clinical signs, symptoms, or family history
to facilitate interpretation.”
It advised that patients should “not be
referred to secondary or tertiary care solely
on the basis of DTC results” because of
the high chance of false positive or false
negative results. Patients can be referred on
for NHS genetic testing if their GP deems it
appropriate because of clinical and family
history, but this should be done “regardless
of their DTC test results.”
The statement also notes the effects on
the NHS of the tests. It said, “To provide
high quality, cost efficient care in the NHS,
it is important to note that many DTC results
may be wrong. There are significant costs
in confirming (or more often refuting) DTC
testing results and these are not warranted
unless there are clinical indications.”
It added that GPs should direct patients
who want to discuss a DTC test result for
which NHS genomic testing is not usually
offered—for example paternity tests or
ancestry information—to the DTC provider.
Writing in The BMJ in October (BMJ
2019;367:l5688), researchers warned that
DTC genetic tests can cause unnecessary
worry or erroneous reassurance.
Elisabeth Mahase, The BMJ
Cite this as: BMJ 2019;367:l6374

The Royal College of General
Practitioners has advised
members not to take results of
direct-to-consumer tests
at face value
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SEVEN DAYS IN
All inpatients with learning disabilities or autism to have care review in next year

The government has announced that all inpatients with learning disabilities or autism
in English mental health hospitals will have a care review in the next 12 months.
Every patient will be given a date for discharge or a clear explanation where this is not
appropriate, the health secretary, Matt Hancock, pledged. The review will also provide
all 2250 inpatients with a plan to move them towards discharge into the community.
The announcement came after a highly critical report by the parliamentary Joint
Committee on Human Rights published on 1 November, which condemned the
“horrific” conditions under which many young people were detained in mental health
hospitals, citing abuse uncovered by the BBC Panorama programme at Whorlton Hall in
County Durham (left) earlier this year.
The government will also establish an independent panel, chaired by psychiatry
professor Sheila Hollins, to oversee case reviews of those in long term segregation and
to support their discharge back to the community. It will include independent experts
who will monitor, challenge, and advise on the progress of reviews for patients in the
most restrictive settings.
Gareth Iacobucci, The BMJ Cite this as: BMJ 2019;367:l6380

Heart failure

Admissions rise by a third,
analysis shows

The number of hospital
admissions in England due to
heart failure has risen by a third
in the past five years, the British
Heart Foundation found. Its
analysis showed that heart failure
admissions had risen from 65 025
in 2013-14 to 86 474 in 201819, a 33% increase. In the same
period, the charity noted, all
other hospital admissions rose by
11%. It said that better detection,
diagnosis, and treatment of heart
failure were urgently needed.

Clinical targets

Testing standards needs
more time, say A&E doctors
The Royal College of Emergency
Medicine welcomed a progress
report from NHS England on pilot
schemes for new waiting time
standards, but it said that it was
too early to draw conclusions. Its
president, Katherine Henderson,
said, “What are presented are
initial steps in the right direction,
and NHS England has noted
our concerns. We are glad there
is recognition that a single
measure is not sensitive enough
to understand the effectiveness
of care in urgent and emergency
care systems.” The final report is
due in 2020.
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Electronic
prescriptions

Hospitals to get £26m to
speed up roll-out

The Department of Health
and Social Care released the
second tranche of funding to
speed up the implementation
of electronic prescribing
systems in the NHS. It will
release £26m this year to
help 25 trusts implement
electronic prescribing systems,
after £13m was released last
year. The department said
that the move would help to
reduce medication errors, give
faster access to information
on prescribed medicines,
and build a complete, single
electronic record. The NHS
long term plan, published
in January 2019, pledged
to implement electronic
prescribing systems for all
providers within five years.

Burnout

Most UK doctors work
when sick, survey
shows
The Medical Protection
Society found that 72% of
nearly 300 UK doctors
polled said that they
always came into
work even when too
unwell, fatigued,

or stressed to be productive.
The society said that the trend
was driven by chronic workload
pressures but also by a “deeply
entrenched” belief in the
medical profession that doctors
should not raise their own
health concerns. Its president,
Jane Dacre (below), called for
“collective steps” to counteract
“superdoctor syndrome” to
reduce the risk of burnout,
mental health issues, and
potentially harmful errors.

Maternity care
Painkiller use in
childbirth falls

The use of analgesics or
anaesthetics before or
during childbirth fell from
67% of all deliveries in 2008-09
to 61% in 2018-19, figures from
NHS Digital showed. The total
number of deliveries in 201819 was 603 766, the lowest in
a decade and down 7.5% from
652 638 in 2008-09. Deliveries
in women aged under 20 more
than halved in a decade
(from 42 209 in 2008-09 to
16 956 in 2018-19), while
deliveries among women
in their 30s increased
by 7% (from
279 206 in 200809 to 298 590 in
2018-19).

The BMJ Awards

Prizes for climate action
and women’s health added

Doctors have until 17 January
2020 to submit entries on behalf
of themselves or colleagues to
The BMJ Awards 2020. The 16
awards have four new categories
for team achievements: women’s
health; workforce and wellbeing;
environmental and climate
action; and respiratory care.
Fiona Godlee, editor in chief
of The BMJ, said, “The BMJ
Awards are an unrivalled
opportunity for teams across
the UK to showcase and
celebrate their achievements.
I do hope that as many
readers as possible
will consider putting
themselves forward.”

Ebola

EU €6m will support
vaccine trials

The European Commission
announced that it would put
€6m (£5.2m) towards an
Ebola vaccination trial in the
Democratic Republic of Congo,
derived from the EU’s Horizon
2020 research and innovation
programme. The announcement
came as the Ebola outbreak
continued to spread in eastern
DRC, with a high risk of spilling
into neighbouring countries.
9 November 2019 | the bmj

MEDICINE
Liver cancer

Soaring death rates need
action, says charity

Deaths from liver cancer have
increased by around 50% in
the past decade, an analysis of
mortality data by Cancer Research
UK showed. Around 5700
such deaths occurred in 2017
in the UK, the highest annual
number recorded. In 2007 there
were 3200 deaths. The charity
attributed the trend to a 60% rise
in the number of people having
liver cancer diagnosed in the
past decade and to increases
in obesity, diabetes, and nonalcoholic fatty liver disease. New
treatments and better prevention
could help tackle the trend, it said.

Naloxone

Pilot study will boost
availability in north east

The drug and alcohol charity
Addaction is
to distribute
naloxone (right),
an opioid
antagonist, to
opiate users
on the streets
of Redcar and
Cleveland. The 12 week pilot,
which is backed by Cleveland
police, will include training in the
use of naloxone. England and
Wales recorded 4359 drug related
deaths in 2018, most involving
an opiate.

Personal budgets

UK law change will give
thousands access

Ministers laid legislation to
give the right to hold a personal
health budget to an extra 100 000
people who use wheelchairs or
need mental health support. The
change, which follows the NHS
long term plan’s commitment to
increase personalised care, will
come into force on 2 December.
The government said this would
give eligible people greater
choice, flexibility, and control over
their health and care. Examples

Rising liver cancer
deaths are partly due to
increases in obesity and
diabetes, says CRUK

of where budgets could be spent
included specially adapted
wheelchairs, choice of personal
care assistants, and exercise
classes, said the Department of
Health and Social Care.

Overseas news

Petition calls for US agency
to disclose industry funding
Several organisations signed
a petition asking the US public
health agency the Centers
for Disease Control and
Prevention to remove its “false
disclaimers” that it “does not
accept commercial support.”
The petition, organised by the
non-profit investigative research
group US Right to Know, states
that the agency received nearly
$80m (£62m) from corporations
in 2014-18. The petition cites
several agency recommendations
or campaigns that were partly or
wholly funded by manufacturers.

Public health

Funding falls by almost
£900m since 2014

Using the latest local government
data, the Institute for Public
Policy Research reported that
expenditure on public health
services—such as sexual
health, drug, alcohol,
and tobacco services—
had dropped by almost
£900m since 2014. The
institute is urging the next
government to reverse the cuts
and reform the funding formula.
Cite this as: BMJ 2019;367:l6344

WINTER
CRISIS
The NHS in
England needs at

4000

least
extra beds this
winter to prevent
thousands of
patients being
treated in
corridors
[Royal College
of Emergency
Medicine analysis]

SIXTY
SECONDS
ON . . .
VALUING GPs
PUTTING A PRICE ON GPs?
No. For once, this isn’t about money.
GPs Sam Finnikin (below) and Margaret
McCartney, clinical support fellows for
values and evidence at the Royal College
of General Practitioners, have started a
campaign called Value GP. They are asking
100 GPs and 100 patients to produce short
videos describing what they value about
their work or their GP.
LIGHTS, CAMERA, ACTION?
The plan, with help from the college’s
patients and carers partnership group,
is to create an interactive tool that will
“capture and demonstrate what it is that
makes general practice so important in
our society.” As well as being shown in
the RCGP building, the resource will be
publicly available on a website.
FINALLY, SOME POSITIVITY
That’s the aim. The campaign has been set
up to counter perceived negativity and to
show what matters to patients and GPs,
something the fellows feel is rarely given
much consideration by policymakers.
SO, IT’S FOR POLITICIANS?
In part. Finnikin explained, “We are trying
to encapsulate what GPs and patients
really value about
general practice in an
unashamedly positive
way. It means that
when people try to
change, influence, or
plan what we do in
the future, we can say,
‘This is what we need
to hold onto—these are
the values that our patients and doctors
think are important.’”
WHO ELSE MIGHT USE IT?
The campaign team is hoping that the
videos will also be used in medical schools
and at careers events for school leavers to
encourage more people to become GPs.
CAN I STILL TAKE PART?
Indeed you can. The campaign is asking
GPs to submit short videos (maximum 30
seconds) online. Information can be found
online at ValueGP. Because, as McCartney
puts it, “unless we share the good stories,
they are not going to be heard.”
Elisabeth Mahase, The BMJ
Cite this as: BMJ 2019;367:l6342
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Patient register will gather
medical cannabis evidence

A

medical cannabis registry
has been launched to build a
body of evidence to support
NHS prescribing. A year after
cannabis medicines were made
legal in the UK, only a handful of patients
have been given prescriptions on the NHS,
according to campaigners.
Doctors have been reluctant to prescribe
because of a lack of evidence about safety
and effectiveness. As a result, patients
feel forced to get products through private
prescriptions or the illicit market.
ProjectTwenty21 will recruit and register
patients who have chronic pain, epilepsy,
multiple sclerosis, post-traumatic stress
disorder, Tourette’s syndrome, anxiety
disorder, or substance use disorder. It will
not be a randomised controlled trial but
will gather real world data to document
effectiveness, safety, and patient reported

outcomes. Patients will receive medical
cannabis at an “affordable cost,” subsidised
by licensed producers and the independent
organisation Drug Science. Chloe Sakal,
ProjectTwenty21’s clinical director, told The
BMJ it was likely that patients on the register
would be already getting cannabis medicines
through private clinics or from abroad.

“Untreated, in debt, or criminalised”
David Nutt, neuropsychopharmacology
professor at Imperial College London
and chair of Drug Science, which set up
ProjectTwenty21, said, “Medical cannabis is
still out of reach for too many. Patients are left
untreated, in significant debt from the cost of
private prescriptions, or criminalised as they
are forced to turn to the black market.”
Speaking at an event to mark 10 years
since he was sacked as chair of the Advisory
Council on the Misuse of Drugs, Nutt said the

Cannabis-based
medicine Sativex
being produced by GW
pharmaceuticals, in
Sittingbourne, Kent

UK’s drug policy had “gone backwards” in the
past decade.
An NHS England report on barriers
to accessing cannabis based medicines
highlighted the lack of evidence. It called
for more randomised controlled trials and
for a national patient registry to collect real
world data. Draft recommendations by NICE
published in August did not recommend
prescription of unlicensed cannabis based
products to patients on the NHS. Final
guidance is to be published on 11 November.
Jacqui Wise, London
Cite this as: BMJ 2019;367:l6360

GENERAL ELECTION

Fact Check Is the NHS being privatised?
As the country prepares to go to the polls, Gareth Iacobucci assesses a familiar claim
from the Labour Party that the Conservatives are planning to sell off the health service
What is the latest claim?
On 3 November Labour released
figures showing that last year
78 981 NHS operations were
cancelled at the last minute. In a
radio interview, shadow health
secretary Jonathan Ashworth used
the data to attack the government
for the number of NHS patients
funding their own treatment,
zeroing in on hospitals that allow

patients to “self pay” to have an
operation more quickly. He argued
that the schemes have muddied
the waters between NHS and
private care and are evidence of a
two tier system.

But is this privatisation?
Not in the widely understood
sense. In the NHS, privatisation
has typically been used to refer to
HSCA
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the rising proportion of the NHS
budget being spent on private
providers. Self paying schemes
are clearly controversial, but in
technical terms the patient not
the NHS is making the purchase.
Ashworth acknowledged this
but also conflated self pay with
what he called an “explosion” in
private provision since the 2012
Health and Social Care Act. Both
are legitimate topics but are best
dealt with separately.

How much has private provision in
the NHS increased since 2012?
In 2014 The BMJ found evidence
of a big rise in contracts being
awarded to private firms after the
2012 act. But this didn’t translate
into significantly increased
spending, as many were low
value contracts.

How much of health budget is
spent on private providers
See figure (left). The elements
of the 2012 act that promoted
competition are now being
unpicked, so it remains to be
seen how the trend will change.
Do official stats tell the full story?
The King’s Fund believes the
2018-19 figure of 7.3% to
underestimate the NHS spend,
noting the absence of local
contract detail. And the Centre
for Health and the Public Interest
argues that if spending by local
councils, charities, and social
care is taken into account, the
proportion is closer to 18%.
If you spot any statements you would
like us to fact check please email
newsdesk@bmj.com
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2019;367:l6376
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“Drugs: a health, not a criminal justice, issue”

PROJECT
TWENTY21

,

set up by the
independent scientific
body Drug Science,
aims to enrol up to

Pressure is increasing for a
radical change to UK drug policy
to focus on harm reduction
rather than criminalisation.
MPs on the Scottish Affairs
Committee recommended the
decriminalisation of small
amounts of drugs for personal
use and called for legislation to
allow the establishment of safe
consumption facilities where
users can inject drugs under
medical supervision (below).
The call comes just two weeks
after the Health and Social Care
Committee called for similar
radical change in response to
what it described as a “public

20 000

patients by the end
of 2021

health emergency.” Drug related
deaths are at an all time high in
Britain, with Scotland having
the highest rate in Europe at 219
deaths per million population.
This situation led to MPs on
the Scottish Affairs Committee to
carry out what they say is one of
the most extensive inquiries ever
conducted into problem drug
use in Scotland. The committee
took evidence from researchers,
drug agencies, users and their
families, health services, and
senior police oﬃcers. They also
visited Canada, Germany, and
Portugal to examine initiatives
aimed at reducing harm.
The report states, “The
criminal justice approach has
failed. Problem drug use is a
health matter, and it should
be treated as such by the UK
government.” It agrees with
the recommendation from

the health committee that
drug responsibility should be
transferred from the Home Oﬃce
to the health department.
Pete Wishart, chair of the
Scottish Affairs Committee,
said, “The evidence is clear.
Decriminalisation is a pragmatic
solution to problem drug use,
reducing stigma around drug use
and addiction and encouraging
people to seek treatment. I hope
the next government takes this
recommendation seriously.”
The committee criticised the
UK government for blocking a
trial of safe consumption rooms
in Glasgow, first proposed three
years ago. The report says there
is strong evidence that it would
be a “practical step to reducing
the number of drug related
deaths in Scotland.”
Bryan Christie, Edinburgh

Cite this as: BMJ 2019;367:l6353

Parties kick off with the familiar political football
The election season kicked
off last weekend amid what
is already shaping up to be a
hard fought match between
the country’s two bitterest
rivals. Almost immediately,
NHS leaders called on
politicians not to use the
NHS as a “political football.”
Labour immediately went
on the attack with the results
of a freedom of information
request that they said
showed a big rise in cancelled
operations (see box).
Staffing problems and
equipment failures were
responsible for 15 000
cancelled operations last
year, Labour said.

First attack
Perhaps sensing an open
goal, shadow health
secretary Jonathan Ashworth,
asserted, “The simple truth
is, under the Tories, patients
the bmj | 9 November 2019

wait longer and longer
for vital care. This general
election is about the future of
the NHS and ensuring quality
care for all.”
Ashworth said Labour
would fully fund the NHS,
recruit doctors and nurses,
and safeguard it from a
“Trump deal sell off that
could cost £500m a week.”
Health secretary Matt
Hancock sought to turn
defence into attack,
taking to Twitter to rebut
Labour’s claims, which
he described as “exactly
the sort of irresponsible
scaremongering doctors [are]
complaining about.”
He said the number of
cancelled operations was
down, and 90% of those
cancelled were rebooked
within 28 days.
The government tried
another counter-attack

on 3 November when
Boris Johnson said in a TV
interview that the Tories
would build 40 hospitals.
“We’re beginning with six,
and 20 hospital upgrades,”
he said, adding that the
remaining 34 would be built
in the next 10 years.
But Ashworth said,“You
can’t trust a word Johnson
says, and you can’t trust the
Tories with the NHS.”

Yellow cards
With the match heating
up, Chris Hopson, chief
executive of NHS Providers,
and Carrie MacEwen, chair
of the Academy of Medical
Royal Colleges, issued a
yellow card to both sides.
Writing in the Times,
MacEwen said NHS
promises were “guaranteed
vote bait” but it was not
right for politicians to use

them. “The NHS’s role is
to manage the health of
the nation, not to be used
as a tool to swing voters
in a three way marginal,”
MacEwen said.
Hopson wrote, “Voters
beware. The NHS has been
a serial victim of politicians
slicing and dicing funding
numbers and making empty
promises.”
As yet there haven’t been
any calls for VAR on the
campaign trail, but in these
unprecedented times we
can’t rule anything out.

The NHS is not
a tool to swing
voters in a three
way marginal
Carrie MacEwen,
Academy of
Medical Royal
Colleges

Abi Rimmer, Gareth Iacobucci, The BMJ
Cite this as: BMJ 2019;367:l6375

Between April 2018 and March 2019

78981elective and urgent operations
in England were cancelled—fewer than

81565) but more than
in 2016-17 (74 170)

in 2017-18 (
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NEWS ANALYSIS

Brexit: what a US trade deal
could mean for drug prices
Trading away the UK’s rights to drive down costs could add half a billion
pounds a week to the NHS budget, reports Gareth Iacobucci
If the UK loses its ability to negotiate
drug prices or to import generic drugs
under a post-Brexit trade agreement
with the US, the NHS’s drug bill could
soar from £18bn to £45bn a year, an
analysis predicts.
The calculations come from
Andrew Hill and his team in the
pharmacology department at
Liverpool University, who were asked
by Channel 4’s Dispatches television
programme to estimate the effects on
NHS drug prices of any US-UK trade
agreement. The programme referred
to 11 meetings that a Whitehall
source said took place between
trade officials from both sides of the
Atlantic and between British civil
servants and the US drug industry.
The prime minister has repeatedly
insisted that the NHS will be off the
table in any future trade deal. After
the latest revelations, the health
secretary for England, Matt Hancock,
said drug pricing would form no part
of any future trade discussions with
the US and that UK officials would not
be allowed to mention it in meetings.
216

But many UK observers remain
unconvinced and are concerned that
US lobbying for drugs to be included
in any trade deal chimes with Donald
Trump’s agenda to clamp down on
what he calls foreign “freeloaders”
who he says get drugs too cheaply.
The US, which has the world’s
highest drug prices, is negotiating
deals with Mexico and Canada that
could delay competition from generic
makers and keep drug prices high.

No benefits to patients
Mark Dayan, policy analyst at the
Nuffield Trust, pointed out in June
that the US drug industry’s intentions
were made clear in a submission
to negotiators. This criticised
the UK’s “long-standing market
access barriers such as rigid health
technology assessments, government
price controls, insufficient health care
budgets, and increasingly punitive
and proactive national procurement
initiatives.”
Dayan told The BMJ that any move
to dilute NICE’s health technology

The NHS could
feel threatened
by potential
legal action if it
doesn’t agree
to higher prices
Andrew Hill,
Liverpool
University

assessments, which rate drugs’ cost
effectiveness before they can enter the
UK market, would be bad for patients
and taxpayers. “If the change you have
is to simply weaken the government’s
power to control prices, then all you’re
doing is paying more money without
any more good to patients,” he says.
The NHS also uses its centralised
purchasing power to strike favourable
deals on the costs of many drugs,
including most recently Vertex’s cystic
fibrosis drug Orkambi.
Because its regulations allow
competition, the UK is also able to
switch some patients to generic forms
of drugs or biosimilars to save money.
But in the US regulatory environment
there is no competition to patented
drugs such as Humira (adalimumab)
for rheumatoid arthritis. As a result, a
packet of the drug priced at £1409 for
the NHS costs £8115 in the US.
Under Hill’s modelling study,
dispensing with the price controls
and bargaining streams that infuriate
Trump would see the NHS drug bill in
the UK rise by £27bn a year. “What we
were trying to highlight with our report
was just how much money is involved
here,” Hill told The BMJ. “When people
make those judgments [about trade
deal terms] they need to make them
with the right figures in front of them.”
Including medicines in a trade deal
would mean enabling patients to be
prescribed drugs without a NICE health
technology appraisal, says Hill. And if
the deal included investor state dispute
settlements, which allow companies
to sue governments for alleged
discriminatory practices, a US company
could sue the UK government for
damages if it believed its profits were
being unlawfully impeded. “There
are precedents of US companies suing
foreign governments—for example,
the tobacco industry suing over plain
packaging for cigarettes,” Hill says.
“So the NHS could feel threatened by
potential legal action if it doesn’t agree
to higher prices.”
The possibility of biosimilars and
generics arriving later is another
potential cost inflator, Hill adds.

National bargaining
Dayan believes that, rather than
European countries paying too
little for drugs, the US’s decision
9 November 2019 | the bmj

to ban national
with Dispatches, while the
bargaining (which
UK would be free to
the NHS benefits from) as a result of
hold such a position,
pharmaceutical lobbying is the main
“that will obviously
reason for its high drug prices. “It
affect the overall negotiations.”
is strange that [the US] is not using
Dayan says it’s possible the UK
its national buying power to bid
could resist lobbying pressure from
down medicines,” he says. “In most
the US and reach a deal with more
countries that is a pretty normal
subtle and less prescriptive wording,
thing to do.”
as seen in the one that the US
The US drug industry’s intense
negotiated with South Korea in 2012.
lobbying—to the tune of more than
“That sets out principles based on
half a billion dollars last year—is one
which medicines should be funded or
of the main reasons why this is the
not funded, and part of that is about
case, says Dayan. “Politically there’s
‘recognising the value’ of patented
been a strong balance of power that
pharmaceutical products,” he says.
has enabled the industry to get its
“The language is quite vague, so they
way in the US,” he says. “And of
[the US] haven’t really managed to get
course [health] is a private sector
through a process that I think would
industry over there in a way that it
fundamentally change things.
isn’t in the UK.”
“But the direction of
The US drug
Hill points out that any
travel is certainly around
industry is
US-UK trade deal involving
preventing medicines from
involved
medicines could affect the
being ‘bid down.’”
prices the UK pays for drugs
With so much
in intense
from all over the world. “If
uncertainty, Hill wants
lobbying
you look at the top 20 drugs
more transparency from
—to the tune
in terms of cost to the UK [in
governments. “We either
of more than
his team’s analysis], most of
need a written declaration
half a billion
them are from the US. But
from the UK and US Board of
dollars
one thing to remember is that
Trade [saying] that, 100%,
as part of these trade agreements we
medicines are not on the table. Or we
might have to make a blanket ruling
need the trading documents [and] the
that we accept competitive pricing
trade deals to become transparent. At
and free market access for all drugs,
the moment we’re just working in the
not just American drugs,” he warns.
dark,” he says.
Tahir Amin is co-founder of I-Mak,
“Huge prize”
an organisation that aims to bring
Hill also believes that the US drug
down the price of drugs by challenging
industry will see the UK as “a huge
key patents and enabling competition
prize” in any trade deal, given that
from generic drugs. He says that US
other European countries use UK
politicians are also concerned that any
published prices as a reference for
future trade deals could affect their
setting their own maximum prices.
own ability to negotiate drug prices.
In a statement a UK government
“With drug pricing being the
spokesperson said the sustainability
hot topic in the US and both the
of the NHS “is an absolute priority
Democrats and the Republicans
for the government,” adding, “We
wanting to be seen to address
could not agree to any proposals
it, albeit in different ways, the
on medicines pricing or access that
forthcoming election in the US will
would put NHS finances at risk or
also be key to what happens with
reduce clinician and patient choice.”
any possible UK-US
But as Stephen Vaughn,
trade deal.”
previously general counsel
Gareth Iacobucci, The BMJ
for the Office of the US Trade
Cite this as: BMJ
2019;367:l6352
Representative, said in an interview

If you simply weaken the government’s power to control
prices, all you’re doing is paying more money without any more
good to patients Mark Dayan, Nuffield Trust policy analyst

FIVE MINUTES WITH . . .

Michael Marmot
The health inequalities expert tells
the RCGP conference how falling life
expectancy relates to poverty

“A

couple of years ago we at
the Institute of Health Equity
reported that life expectancy
in England had improved by
about one year every four
years since the end of the first world war. Then
in 2011 it stopped, and there was a dramatic
change in the curve.
“Health tells us something important about how
well society is meeting the needs of its citizens.
If inequalities in health are increasing, then
inequalities in society are increasing.
“The Food
Foundation calculated
that if people followed
Public Health
England’s healthy
eating advice, those
in the bottom 10% of
income would have
to spend 74% of their
household income on
food. So when you tell
PHE’S HEALTHY EATING
your patients to eat
ADVICE WOULD COST
healthily, who’ll pay
THOSE IN THE BOTTOM
the rent?
10% OF INCOME 74%
“One thing we
OF THEIR INCOME
could do is to get more
money into the system. I was on an Australian TV
public affairs programme, and was asked about
income distribution. I said, ‘What do the following
groups have in common? The 48 million people of
Tanzania, the seven million of Paraguay, the two
million of Latvia, and the 25 top earning hedge
fund managers in New York.’
“The answer is that the previous year each
group had a combined income of $25bn. And I
said, ‘What if the hedge fund managers gave up
their income for one year, and we took that $25bn
and transferred it to Tanzania?’ Someone else
said, ‘You’re in fantasy land, mate. That’s never
going to happen.’
“The next day I went to the Tharawal Community
Centre [which runs clinics for Aboriginal and Torres
Strait Islander patients] and was greeted with a sign
saying, ‘Welcome to fantasy land.’”
“So I say to you, welcome to my fantasy land.
Let’s create a fairer world.”
Michael Marmot, director of the Institute of Health Equity at
the University College London. View his speech to the RCGP
conference at youtube.com/watch?v=0TOV5Ietsdw.

Abi Rimmer, The BMJ

Cite this as: BMJ 2019;367:l6335
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THE BIG PICTURE

New Delhi drowns in environmental pollution
its international audience editor, argued that New
Delhi’s pollution problem requires sustained and
longer term solutions (http://bit.ly/2CrbGWp). They
said that, for the city’s 29 million residents, air
pollution was a very real and immediate health issue.
“A recent study estimated that ambient air pollution
caused ~11 700 deaths in New Delhi in 2017—that’s
over one death in the city per hour,” they wrote.
“The air is so bad that an average of 1.5 years
could be added to the life expectancy of Delhi’s
residents if it was made safe. Across India the impact
of air pollution on disability adjusted life years for
lower respiratory tract infections is greater than that
of tobacco.”
Tom Moberly, The BMJ
Cite this as: BMJ 2019;367:l6378

ADNAN ABIDI/REUTERS

A public health emergency has been declared in
New Delhi by authorities concerned at record levels
of air pollution. All crop stubble burning in India
has been banned, and car use has been rationed
after pollution was recorded at around 20 times
higher than considered safe by the World Health
Organization.
Air pollution is only one aspect of the
environmental toxins in the area, as this image
shows. Women worshipping the sun god during the
Hindu festival of Chatth Puja were forced to wade
through the toxic foam on the river Yamuna, which
local campaign groups claim is a cocktail of sewage,
chemicals, detergents, industrial waste, and excreta.
Writing on BMJ Opinion earlier this year, Anita
Jain, a clinical editor at The BMJ, and Paul Simpson,
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EDITORIAL

Sexism and sexual harassment at the BMA
Culture change is everyone’s responsibility, finds independent review

I

n April 2019 the BMA
commissioned an independent
review into concerns raised
by two members of its GP
committee, Zoe Norris and
Katie Bramall-Stainer. Both women
publicly alleged several incidents
that they thought showed a culture
of sexism, sexual harassment, and
bullying within the committee,
detailing what they described as
the “dark, dinosaur infested depths
of the world of GP politics.”1 The
review was led by Daphne Romney,
QC, who was asked to establish
the extent to which the claims
were substantiated and to make
recommendations for any changes
needed to tackle the problem.2

Depressing reading
This independent investigation
makes depressing reading.2 Women
have been working in medicine
for 100 years now, and yet this
report suggests they are still treated
differently, and inappropriately, by
some of their colleagues. Despite
evidence that organisations that
have equality at the most senior
level perform better across several
measures, we still struggle to achieve
this in the medical profession. As
Romney says, “the majority of men
in the BMA are not sexist or sexual
harassers, and every committee is
not riddled with discrimination,” but
problems with culture remain.
The BMA is unlikely to be the only
organisation in medicine that needs
to tackle what Romney describes
as the “damaging elements of its
discriminatory culture.” However,
she reports that the BMA has never
had a female chair and compares
that with the rising number of
female presidents of the medical
royal colleges in recent years. The
demographics of medicine are
Jane Dacre, professor of medical education,
University College London, London, UK
j.dacre@ucl.ac.uk
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Imagine a
workforce
where all
doctors
showed that
they valued
and respected
each other at
all times

changing so that there are now equal
numbers of men and women, with
women being the majority in some
specialties. We need to reflect that
change by leaving that “old boys’
club” culture behind and embracing
a forward looking, modern, and
equal world. This would help to
ensure that women feel valued and
remain in the workforce, at a time
when we need them more than
ever. This approach applies to all
protected characteristics, not just
female sex, as we need to show
that we value the whole medical
workforce.

Recommendations
Romney’s recommendations suggest
that it is everyone’s responsibility
to support a change in culture. We
are a caring profession so should
show how we care for each other
in our workplaces. Opinion polls
have traditionally put doctors and
nurses at the top of the most trusted
professions. We need to work hard to
deserve and maintain that trust, and
we can do that by treating all of our
colleagues well.
The BMA has taken this report
seriously and has already taken
steps to change things for the better.
It is committed to implementing
the recommendations, looking
to empower staff to call out

inappropriate behaviour and to
develop an effective complaints
process. It will also appoint a
guardian of safe working at the
BMA. The report does contain
some positive findings, including
a supportive environment for
childcare, the development of
policies on bullying and harassment,
and cultural awareness and
assertiveness training for staff. It is
also good to note the diversity within
the Junior Doctors Committee.
Implementing all of the 31
recommendations will not be
without challenge. Romney
suggests, for example, that quotas
be introduced for the proportion
of women on committees, which is
likely to be met with opposition in
some quarters. But since change
has so far been slow, progress
needs a boost.
Following on from the NHS long
term plan, and in consultation
across the health service, the NHS
people plan is now being written.
Its stated aims are to make the NHS
an employer of excellence, where
people are valued, supported,
developed, and empowered and we
see a step change in staff morale
and experience.3 The independent
review into the gender pay gap
in medicine is also about to be
published. Both these documents
can now take account of the findings
of Romney’s investigation.
Building on this work gives us an
opportunity to embed real change, to
embrace equality, to reduce burn out,
and to deal with the difficult issue
of harassment and discrimination
in a firm and fair way. Imagine a
healthcare workforce where all
doctors showed that they valued and
respected each other at all times. We
would be more productive and would
provide better and safer care for the
populations we serve.
Cite this as: BMJ 2019;367:l6200
Find the full version with references at
http://dx.doi.org/10.1136/bmj.l6200

9 November 2019 | the bmj

EDITORIAL

Wrapping The BMJ
We have switched to greener alternatives

R

eaders of the print
BMJ may notice
something different
about this week’s
copy. It arrived in a
more environmentally friendly
wrapper. Like many of you, we are
concerned about the environmental
impact of the print journal, and the
plastic wrapper has been a focus of
complaints from readers. Many are
rightly passionate about protecting
the environment and want to see
that we are working to produce the
journal in a sustainable way. We
realise that if The BMJ is to advocate
for more sustainable healthcare we
must continuously work to get our
own house in order.
With these concerns in mind, we
have spent many months considering
a range of options, and this week we
are using two new wrappers: paper
and a carbon neutral recyclable
plastic. We initially considered
a potato starch material, but not
everyone in the UK can dispose of this
in an environmentally friendly way. So
we have turned instead to paper as the
most environmentally friendly option
for our largest print distribution,
which goes out to hospital doctors
and academics. The recyclable paper
wrapper is sustainably produced
using paper certified by the Forest
Stewardship Council.
Juliet Dobson, digital content editor
jdobson@bmj.com
Tom Moberly, UK editor, The BMJ, London

The paper we
use comes
from offcuts
and thinnings
of trees
harvested from
sustainably
managed
forests

Our smaller print distribution goes
out to GPs and retired doctors, and
paper wrapping is not yet feasible for
these copies. Instead we have chosen
what we believe to be the next
best thing: a polymer derived from
the waste products of sugar cane
processing. Although this remains
a single use plastic wrapping, it is
made up of 75% biological material,
is recyclable in plastic recycling
collections, and has been certified as
carbon neutral by the Carbon Trust.
We will send all copies in recyclable
paper as soon as this is feasible.

Paper trail
As well as improving the way the
journal is wrapped, we continue
working to ensure that it is printed
on the most environmentally friendly
paper. The paper we use comes
from offcuts and thinnings of trees
harvested from sustainably managed
forests. The harvested trees are
used by the Swedish home building
industry instead of environmentally
damaging materials such as concrete
and cement. By buying the offcuts
we are helping to make sustainable
construction more financially viable.
Roughly a quarter of The BMJ’s
paper comes from forest thinnings—
young trees identified as unlikely to
produce construction grade timber
and removed to leave more space for
healthier specimens. The remaining
three quarters comes from waste
chips and shavings produced during
the manufacture of construction

ready timbers. New paper created in
this way can be recycled up to seven
times. The paper mills producing
The BMJ’s paper reduced their use
of fossil fuels by 80% in the past
decade by moving to energy from
hydroelectric sources and renewable
biofuel, half of which is generated
on-site at the mill.
Do let us know what you think of
the new wrapper. And, if you prefer
to read the weekly issue on your
smartphone or tablet, our mobile
app is available to BMA members
and BMJ subscribers from the Apple
App Store or Google Play.1 BMA
members and BMJ subscribers can
also, of course, read the full version
of all our articles online on bmj.com.

More sustainable
We will continue to explore more
sustainable options for printing
and wrapping The BMJ as part of
our commitment to reducing our
impact on the environment. You
can read our coverage of the health
effects of the climate emergency,
of the important contribution that
hospitals and healthcare can make
to reducing carbon emissions and
environmental pollution, and
our recent collection on divesting
from fossil fuels.2‑5 Your comments
and contributions on all of these
issues, and on the new wrapper, are
welcome.
Cite this as: BMJ 2019;367:l6343
Find the full version with references at
http://dx.doi.org/10.1136/bmj.l6343
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t can be easy to forget quite how many
NHS patients used to wait a long time
for hospital care. At the turn of the
century more than 48 000 patients
in England were still waiting longer
than a year to be admitted as an inpatient,
and more than 132 000 were still waiting
after six months for their first outpatient
appointment.
This June, however, just over 1000
patients had been waiting longer than a
year across all outpatient and inpatient
pathways in England. And much progress
has been made in reducing waiting times
in other areas: diagnostics, emergency
care, and cancer services, for example.
The tactics used in the English NHS to try
to reduce waiting times—more resources,
management and political influence, and
in particular targets to which it is held to
account—have largely been mirrored in the
other parts of the UK.

DATA BRIEFING

Waiting
times
compared
across the
four UK
nations
Northern Ireland’s target
for elective referrals is
furthest from being met,
finds John Appleby

All four countries have struggled
Over the past few years all four countries have
struggled to maintain previous reductions
as more patients wait longer. Despite similar
approaches to reducing waiting times,
however, they’ve seen big differences.
As at March this year about one in 13
people (4.8 million) in Scotland and England
were on an elective waiting list. In Wales the
figure was one in seven (about 440 000). But
in Northern Ireland the figure was about one
in every five (about 390 000) (fig 1).
Waits for some patients in Northern
Ireland can be extremely long. At the
Western Health and Social Care Trust, for
example, patients with an orthopaedic
upper limb problem face a potential
maximum wait of nearly five and a half
years for their first outpatient appointment.
They then have the prospect of a further
four or more years if they need to be
admitted for surgery.

A fifth of people in Northern Ireland were on an elective waiting list in March 2019
4 395 351 (8%)

England
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393 951 (7%)

Scotland

441 882 (14%)

Wales

387 639 (21%)

Fig 1 | Proportion
of population on
waiting list for
elective care in
March 2019

Northern
Ireland
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No UK country
currently
meets its
own waiting
time targets
for elective
care

% of patients

Variation in waiting times is reflected in
the targets each country has set itself for
elective care: by necessity, the worse the
waiting times, the less ambitious the target.
England and Scotland currently have the
toughest targets for elective waiting times in
terms of the maximum wait (18 weeks from
referral to treatment) and the proportion
of patients to which this applies (92% and
90%, respectively).
Targets in Wales and Northern Ireland,
with a higher proportion of people on
waiting lists, are less stringent. Northern
Ireland’s elective care targets are markedly
less ambitious than in the rest of the UK,
with an aim by next March that 50% of
outpatients should wait less than nine
weeks and 55% of inpatients should wait
less than 13 weeks. In England, in June
this year more than 72% of patients waited
less than 13 weeks across outpatient and
inpatient lists. It’s also notable that no

Apart from a handful of months in
Scotland, no country has achieved
the four hour A&E target since 2015
country is currently meeting their targets in
aggregate (fig 2).

Four hours in A&E
Although elective care targets vary
across the UK (and also over time within
countries), targets set for waiting times
in accident and emergency departments
are largely similar, with all four countries
including a maximum wait of four hours for
95% of patients.
Apart from a handful of months when the
target was met in Scotland, since 2015 no
country has achieved the maximum four
hour wait target, and Wales and Northern
Ireland have not met their targets since
2012. Currently, about a third of A&E
patients in Northern Ireland wait longer

than four hours, and over a fifth do so in
Wales (fig 3). Demand for secondary care in
Northern Ireland is not so markedly higher
than in the rest of the UK that it can explain
the large differences in waiting times.
The setting of a target on its own may do
little to tackle long waiting times: whether
targets are a good tactic depends on the
system’s ability to meet them. In turn this
depends on basic factors such as money,
management, commitment, organisational
strategies at the front line, and the
productivity of the system in converting its
budget into activity. It is the variable mix of
all these factors that explains not only the
worsening performance all countries have
experienced in recent years, but also the
persistent differences between them.
John Appleby, director of research and chief
economist, Nuffield Trust, London
john.appleby@nuffieldtrust.org.uk
Cite this as: BMJ 2019;367:l6237
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Fig 2 | Proportions
of elective care
patients meeting
waiting time targets

89%

87%

80

77%

Target

60
40

35%
26%

20
0
England
Minimum of 92%
of patients to
wait less than
18 weeks

Scotland
Minimum of 90%
of patients to
wait less than
18 weeks

Wales
Minimum of 95%
of patients to
wait less than
26 weeks

Northern Ireland
Minimum of 50%
of outpatients to
wait less than
9 weeks

Northern Ireland
Minimum of 55%
of day and
inpatients to
wait less than
13 weeks

% of patients waiting
more than four hours

More A&E patients are waiting longer in all four UK countries
40

England

Scotland

Wales

Northern Ireland

Fig 3 | Proportion
of A&E patients
waiting more than
four hours

Target

30

20

10

0
2012

2013

2014

2015

2016

2017

2018

2019
Year

the bmj | 9 November 2019											

223

ABORTION LAW

Women can now be
treated as patients,
not criminals
Doctors in Northern Ireland can now provide legal
abortions in cases of severe fetal abnormality. But
permitted practice in other situations won’t be clear
until after a public consultation, writes Niamh Griffin

S

ince the decriminalisation
of abortion in Northern
Ireland on 22 October,
women have been
attending doctors as
patients, not as criminals, as one
obstetrician put it.
Previously, abortion was
available there in only “very narrow
circumstances,” when a woman’s life
was at risk or if she faced a permanent
threat to her mental or physical health.
Last year 12 such abortions were
carried out.
Women with a diagnosis of severe
fetal abnormality can now seek a
termination in Northern Ireland.
Decisions about abortions for other
reasons await a consultation that will
include doctors and the public. This
will be the first chance for people
to air their views about a change
implemented by MPs in Westminster
rather than locally.

Central booking service
Until 31 March 2020 most women
wanting an abortion, including
because of rape or incest, can travel
to other parts of the UK as they do
now, using a new central telephone
booking service (0333 234 2184) run
by the British Pregnancy Advisory
Service. Terminations for Northern
Irish women in Great Britain have
been state funded since 2017, and
just over 1000 women had such
an abortion last year. Funding for
travel or accommodation is no longer
means tested.
It’s not yet clear whether, from
1 April 2020, abortions will be done
in specialist clinics, as in England,
224

or whether GPs could offer medical
abortion, as in the Republic of Ireland.
The UK Northern Ireland Office
has issued guidance for medical
professionals for an interim period
until the end of March 2020. It states
that women seeking an abortion, or
medical professionals aiding them in
having an abortion, can no longer be
prosecuted, imposing a moratorium
on existing court cases.
Laura McLaughlin, obstetrician and
gynaecologist at the Ulster Hospital,
Dundonald, described the previous
“don’t ask, don’t tell” situation.
She told The BMJ, “If a woman
came to the emergency department
with a miscarriage, if there was
a suspicion that she had taken
abortion pills, health professionals
wouldn’t have asked.” If they did ask
and the woman’s answer was yes,
they risked a prison sentence by not
reporting it to police.
McLaughlin said that she had felt
the difference as soon as the law
changed. “Women can come to us
as patients now, not as criminals,”
she said. “Even at this early stage
we can care for them, and hopefully
by the end of March we will have
regulations and a service so that we
can care for them here in Northern
Ireland without having to send
anyone away.”

Talking about miscarriage
Northern Ireland’s GPs were also
limited in how they could respond to
queries about abortion. In practice,
offering the phone number of the
local family planning clinic was
deemed the safest option, said Katie

I hope by the
end of March
we will have
a service that
can care for
women here
Laura McLaughlin,
obstetrician

Now we can
actually help
the women
locally. That is
a big change
Alyson Hunter,
obstetrician

Cairns, a Belfast GP. She told The
BMJ, “I would be seeing people who
wanted to talk about miscarriages,
when I didn’t think they’d had a
miscarriage. They couldn’t say the
word [abortion].
“I think every GP in Northern
Ireland would have had at least
one patient in the past five years
who had to travel [out of Northern
Ireland for an abortion because of a
fetal anomaly]. My practice of 7000
patients has had three in the past five
years that I can think of.”
For now, abortion is not a
commissioned service: the interim
guidelines state that, until April,
“there is no expectation that
general practitioners (GPs) will
prescribe medication for early
medical abortion.”
Cairns said that the landscape
would change after March. “I’m
really hoping that we can have a
world class, evidence based, patient
centred, local model based in primary
care for the majority of patients
who will access early medical
abortion,” she explained. “This could
incorporate telemedicine to improve
accessibility and confidentiality.”
Safety could be a concern if GPs
were to provide medical abortion,
and they might want buffer zones and
security guards outside practices to
protect staff and patients, she said.
Alyson Hunter, an obstetrician with
a subspecialisation in maternal and
fetal medicine at the Royal Jubilee
Maternity Hospital in Belfast, said
that most women carrying fetuses
with severe abnormalities before the
law change had in her experience
9 November 2019 | the bmj

HOW THE LAW CHANGED
The exemptions provided in Great Britain by the Abortion Act
1967 did not apply in Northern Ireland. Instead, sections of the
Offences Against the Person Act 1861 and the Criminal Justice
Act (Northern Ireland) 1945 were relevant. These outlawed
nearly all abortions, including in cases of rape, incest, and fetal
abnormality, unless the woman’s health was at permanent risk.
An amendment tabled by the Labour MP Stella Creasy (right) to the
Northern Ireland (Executive Formation etc) Act 2019 sought to implement the
recommendations of a report by the United Nations Committee on the Elimination of
Discrimination Against Women on abortion in Northern Ireland. Passed in July 2019,
the act stipulated that, if the collapsed Northern Irish government in Stormont had
not reconvened by 21 October, changes including abortion legislation would occur.
Concerns around abortion are such that some politicians attempted but failed
to reconvene the Northern Ireland assembly, after a gap of more than two and a
half years, to prevent the change.
chosen to continue the pregnancy but
that anyone opting for a termination
faced added distress in travelling.
“Now we can actually help the
women locally. That is a big change,”
she said.
Before the law changed many
women who travelled to have an
abortion because of fetal abnormality
didn’t tell their usual doctor, so
no post mortem was performed.
This made it difficult for doctors to
understand whether an abnormality
posed a risk for future pregnancies,
said Hunter.
“We will be able to organise that
in Northern Ireland now, [as well as]
better follow-up with the women,”
she said.

Conscientious objection
It’s not yet known whether
local doctors will be willing to
provide abortion services. Before
decriminalisation Andrew Cupples,
a GP, wrote to the government on
behalf of more than 700 healthcare
workers in Northern Ireland, stating
that conscientious objection was
about “legal protection . . . and
moral right.”
The Northern Ireland Office’s
guidance to doctors states, “Those
with a conscientious objection to
abortion should direct women to
where information about services is
available including [the information
website] Gov.uk.”
The guidance says, in line
with the UK GMC and after court
cases in England and Wales, that
conscientious objection can be
limited only to participating in a

Our main role
will be to
ensure there
is a clear
pathway for
doctors and
for patients
Alan Stout, BMA

We hope
to see an
overhaul of
sex education
Leanne Morgan,
Doctors for
Choice

“hands-on capacity.” McLaughlin
says that, in practice, this could
include objecting to writing a
prescription but that professionals
could not object to giving a woman the
new booking phone number.
Alan Stout, chair of the BMA’s
Northern Ireland general practitioners
committee, said that the committee
and BMA Northern Ireland “represent
all doctors irrespective of their views.
Once the full consultation is issued,
our main role will be to make sure
that in any future service there is a
clear pathway for doctors and for
patients to follow and that there is the
entitlement to conscientious objection
where required.”
GPs do have diverse views about
abortion, says Cairns, “If, for example,
a senior partner is a conscientious
objector, can they veto the whole
practice being involved?”

The end of legal action
When the law changed, legal action
relating to (now lawful) abortion
immediately ended. On 23 October
a woman who had bought abortion
pills online for her 15 year old
daughter was acquitted in a Belfast
court. The Northern Ireland Office
guidelines say that abortifacients
continue to be considered
prescription-only drugs, but doctors
are no longer expected to report
women who present for aftercare
having accessed pills elsewhere.
A spokeswoman for Queen’s
University Belfast said that medical
students would be updated on the
new services after the consultation.
She explained that students

were already taught “the initial
assessment, medical and surgical
techniques, complications, and
aftercare of patients who have had a
termination of pregnancy.”
Leanne Morgan is an obstetrician
with Doctors for Choice NI, which
campaigns for access to abortion, and
coauthor of a policy briefing for the
region on reproductive education.
She told The BMJ that she hoped
the consultation would lead to an
overhaul of sex education: this could
reduce the number of unplanned
pregnancies, says Doctors for Choice,
and better access to longlasting
contraception such as coils is
also needed. This advice echoes
recommendations in a 2018 report
from the United Nations Committee
on the Elimination of Discrimination
Against Women, which led to the
decriminalisation (see box).
Morgan said, “We would like to
see as much access as possible. We
would like to see a multidisciplinary
model—from GPs, those in the sexual
reproductive health services, and the
telemedicine approach as well.
“And obviously, for second
trimester terminations and more
complex cases, that would be
done in hospital settings. The
wider the involvement across a
multidisciplinary team, the better
the services will be for women and
the better the service will be for those
healthcare professionals involved,
because there will be better scrutiny
and better governance.”
Niamh Griffin, journalist, Dublin
niamh.griffin21@gmail.com
Cite this as: BMJ 2019;367:l6318
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Knife crime: the volunteer doctors
teaching lifesaving skills to teenagers
StreetDoctors aims not only to reduce the number of young people killed and injured by blades but also
to boost the self esteem and confidence of those who live in fear, writes Alison Shepherd

T

he current level of knife crime
in the UK has been termed an
epidemic by the media and a
national emergency by senior
police officers.
In the year to June 2019 the police
recorded 44 076 knife crimes, a rise of a 7%
on the previous year, and NHS figures show
4986 emergency hospital admissions for
blade injuries in 2017-18, a rise of almost
14% on the year before.
But an upsurge in knife attacks is no
new phenomenon. As medical students
at Liverpool University in 2008 Simon
Jackson and Nick Rhead were shocked by
the number of teenagers they treated for stab
wounds in A&E. They realised that many
victims could have had better outcomes if,
instead of fleeing the scene, witnesses had
emergency first aid skills. So, joined by a
third student at Liverpool, Charlotte NearyBremer, they founded the youth social action
charity StreetDoctors.

Blackcurrant juice
Armed with a carton of blackcurrant juice
they visited schools and youth groups
to show young people how a stabbed
Ribena box loses far more juice if the knife
is removed than if it is left in place. They
also demonstrated cardiopulmonary
resuscitation and wound compression and
listened to the teenagers’ stories of life on
their local streets.
Eleven years later, StreetDoctors now has
22 groups in 16 cities in the UK and one in
Dublin, with plans to expand. Its network of
more than 400 volunteer medical students,
junior doctors, and other healthcare
professionals visit schools, youth groups,
and young offender units to teach skills
that can save lives. A 2018 audit found they
had reached 4039 young people through
810 sessions. The charity supports a public
health approach to knife crime that views
stabbings as preventable.
Volunteers sign up for two years, but
many continue for longer. They give six
sessions a year and can choose when to
226

do them, so it fits well around university
life, says Jacob Barnaby, the charity’s
national volunteer coordinator. Barnaby,
who first volunteered for StreetDoctors
four years ago as a first year medical
student at Manchester University, finds the
camaraderie between volunteers inspiring,
and he says volunteering among people he
would not necessarily otherwise meet will
help his clinical practice.
“Volunteering makes you far more aware
of the circumstances young people find
themselves in, and that can really help you be
a better, more empathetic clinician,” he says.
But the principal beneficiaries are the
young people that StreetDoctors tutor,
including the members of Voyage Youth,
a social justice charity in Hackney, east
London, that aims to improve the lives of
black and other minority ethnic teenagers.
StreetDoctors has been working with
the group for four years, and Voyage
Youth’s chief executive, Paul Anderson, is
enthusiastic about the results. “We have
two really great examples of young people
who were trained by StreetDoctors, who
live in areas where youth violence is an
everyday occurrence,” he tells The BMJ.

A stabbed Ribena box
loses far more juice if
the knife is removed
“They were able to give vital
information to somebody who had been
stabbed, explain about lifting their legs
up, apply pressure to their wound, and
wait for the ambulance. They may have
saved two lives.”
StreetDoctors and Voyage Youth are now
setting up a peer mentor scheme to send
recipients of training back to their schools
to pass on their skills to other teenagers.
The aim is to improve participants’ self
esteem and confidence and assuage some
of the fear of violence the youngsters
experience. The scheme also inspires
the teenagers to think about becoming
healthcare professionals.
“Some of our young people have never
thought about being a doctor or any other
health professional, but they see it is
possible, even if they complain it takes so
long,” says Anderson.

Empowering young people
The volunteers are certain of the benefit
of sharing their time and expertise. Liam
Manley, a foundation year 1 doctor at
Russells Hall Hospital, Dudley, has been
volunteering since his fourth year at the
University of Birmingham.
He says that volunteering is not only
about the teaching and leadership skills
that he can include on his CV. “We aim
to empower those young people whom
society often tries to ignore, and for
me that’s something worth giving up a
couple of hours a week,” he says. “The
most rewarding aspect is the feeling of
achievement when you [connect with]
young people and start to elicit a
change in the way they view knives and
violence.”
Alison Shepherd, freelance journalist, Kent
ashepherd@bmj.com
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A StreetDoctor session in Hackney last weekend
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