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THE BOTTOM LINE Partha Kar

Losing one’s faith in leaders

I

t’s really awkward to look back at something
you’ve written and realise it hasn’t aged well.
I’ve reached the point where I need to reassess
an issue I wrote about for The BMJ last March,
where I argued “we must keep faith in our
experts.”
Spending time on wards full of patients with covid19 in recent weeks has made things hit home. I’ve
worked with teams who are tired, gritting their teeth,
and battling exhaustion. Walking into side rooms
or closed bays, I’ve seen sheer fright in the eyes of
patients who teetered on the edge—those imploring
looks as oxygen saturations were held just high
enough with high ﬂow oxygen, their eyes asking, “I
will be OK, won’t I?”
That reassurance is so diﬃcult to give. I can’t simply
smile and say, “Don’t worry, you’ll be ﬁne.” Behind
the mask, behind the face shield, through the gloves,
you try to reassure, but the heart still aches. I’ve seen
death plenty of times in my career. But it just feels so
tough, almost a year into the pandemic.
All of this made me reconsider that column. I had
asked people to stop sniping and to give our leaders—
Whitty, Vallance, Van-Tam, and colleagues—the
space and time to operate, shape plans, and steer
us out of choppy waters. Was I wrong to have faith?
On reﬂection, I have no regret—just a sense of one’s
heroes failing, which perhaps leaves a more bitter
taste.
I placed my faith in our clinical leaders to stick by
the science, stand up to politicians, go public when
necessary, and do what it took to protect lives. Fast
forward 11 months, and my faith is palpably lost.
We have more than 112 000 deaths, alongside the
pandemic’s impact on society, children, cancer care,
and other services. Many people will disagree. Some
will say that sometimes you have to stay on board for
the greater good. But I believe that, at some stage,
that point is passed. At what point do we as senior
clinicians say, “I’m done. No one’s listening to my
advice, and that’s why lives are being lost”?

the bmj | 20 February 2021

What, exactly, has gone right so far, apart from
vaccine delivery by primary care? We’ve seen the
development of a contagious variant, the opening
up over Christmas, a lack of any cohesive strategy to
support people from ethnic minority backgrounds, and
a vaccine strategy that may work—yet wrapped around
hope rather than science. When do we acknowledge
that being silent over these failings makes us complicit?
I’m frustrated and tired. I’m hurt by my own loss of
faith. We’ve been brought to this position by an out of
control pandemic, brought on by the same people who
failed to inﬂuence politicians to do the right thing: close
borders, lock down early, forget Christmas for a year.
To me, leadership isn’t deﬁned by how nice or
popular you are. It’s deﬁned by outcomes. That’s
how I judge my own successes and failures. In this
pandemic—if death and collateral
damage are the barometers, as
they should be—the leadership
teams have failed us all.
Partha Kar, consultant in diabetes
and endocrinology, Portsmouth
Hospitals NHS Trust
drparthakar@gmail.com
Twitter @parthaskar
Cite this as:
BMJ 2021;372;n424

Leadership
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by how nice
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outcomes
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OBSERVATIONS Andy Cowper

NHS white paper returns
power to health secretary
The government's plans contain two main changes: reversing almost
all of the Lansley reforms and shifting control back to ministers

T

he health and care white
paper, which forms the
government’s legislative plans
for the NHS in England, was
revealed on 5 February by the
Health Policy Insight website.
Doctors’ attitudes to NHS politics and
policy making vary widely. Quite a few
choose to ignore the politics and to deliver
their best care in the system as it is. And for
doctors in Wales, Scotland, and Northern
Ireland the proposals will not make any
diﬀerence because the NHS in those nations
is organised diﬀerently.
For doctors in England, however, the
proposed legislation is relevant because it
contains signiﬁcant changes to the current
system. It is also diﬀerent because many,
although not all, of these changes were
requested by the English NHS’s leadership.
There are two main changes in the proposed
new legislation. One is to reverse almost every
aspect of the Health and Social Care Act 2012.
The other is a big shift of power to intervene,
going back to the secretary of state.
The Health and Social Care Act 2012
was brought in under the Conservative led
coalition government by its health secretary,

Andrew Lansley. Those reforms to “liberate
the NHS” relied on a mix of patient choice,
provider competition, and clinical, GP led
commissioning as drivers of the internal
market to change and improve the NHS.
A key aspect of Lansley’s reforms
was making the NHS in England semiautonomous. There was a shift in control
of the system to the NHS Commissioning
Board, which is answerable to parliament
through an annual mandate and now brands
itself NHS England.

Ending the internal market
The proposed new legislation will eﬀectively
end the purchaser-provider split in the NHS
in England. The internal market reforms
were ﬁrst attempted under the Working for
Patients reforms in 1989 that introduced nonmandatory GP fundholding. These aimed to
get NHS and others to compete to oﬀer initially
GPs, and later patients, better or faster care,
with money following those choices.
The problem with the logic of an
NHS internal market is that it requires
both surplus capacity in the successful
providers, so they can expand and treat
more patients, and eﬀective mechanisms

for permitting unsuccessful providers
to change or, in extremis, close services.
A mixture of available resources and a
political and public unwillingness to
countenance many closures never provided
the preconditions for such internal market
mechanisms to work. And there is a notable
and longstanding trend for most people to
choose their local provider.
The move to geographically based
collaboration through the new integrated
care systems is the NHS leadership’s solution
to maintaining and improving patient care.
Collaboration and integration are the new
buzzwords. This trend is not recent: the
NHS Commissioning Board’s leader, Simon
Stevens, has been promoting collaboration
and integration in his policy moves, ﬁrst in
2014’s Five Year Forward View and again
in 2019’s NHS Long Term Plan. The NHS
leadership has over the past 18 months been
reﬁning its appeals for new legislation, and
it has had most of its requests granted.

BMJ OPINION Ian Hamilton

Alcohol related deaths are on the rise, but we remain a nation in denial
We are a nation in denial when it comes to the
harms of alcohol. Even the recent report from
the Office for National Statistics showing a
new record in the number of alcohol related
deaths is unlikely to shift our long held
love affair with this drug. From January to
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September 2020, 5460 people lost their lives
to this substance, an increase of 16.4% on the
same period the year before.
The pandemic has intensified the factors
that contribute to people developing a problem
with alcohol. Unemployment, poverty, lack of
housing, and insecurity have not been spread
equally in our society—as always, it is those
with the fewest resources who are feeling
the greatest impact. Unless you’re in that
situation, it can be hard to understand how
this feels and the limited choices that such
inequality leaves someone with.
It’s this lack of collective empathy that has
permitted addiction treatment services to be
incrementally shrunk over a decade in which
deaths and harmful drinking levels have

The apathy of the Westminster
government is depressing
risen—a twisted and cruel policy position.
Not only has this specialist help reduced, but
the pandemic has made it harder to access
services. Restrictions mean that in-person
consultations have been replaced by virtual
appointments, which are a poor way to build
a relationship. This leaves us in a deadly
situation where access to help is harder when
people already drinking at hazardous levels
have further increased their consumption.
Although we may not fully understand all
of the reasons behind the record number
of people dying, we do know how to reduce
alcohol related harm. One example is
20 February 2021 | the bmj

Those who plan to use this legislation
for “taking back control” might have
been wise to think a bit harder
The other major change, which was
not requested by the NHS leadership, is
a big shift of power to intervene back to
the secretary of state. As the plans stand,
the health secretary will get powers to
direct the NHS Commissioning Board; to
intervene early in local reconﬁguration
decisions; to allow the creation of provider
organisations; and to abolish professional
regulators and NHS arm’s length
organisations without legislation.
Clearly, the likelihood of one of the major
professional regulators such as the GMC being
abolished is minute. It is, however, indicative
of the size of the proposed power shift back
to the politicians. It may be that Stevens’s
media skills, political savvy, and robust use of
legislative independence have ruﬄed egos in
the Department of Health and at No 10.
Yet those who plan to use this legislation for
“taking back control” might have been wise
to think harder. The NHS was under massive
pressure before covid-19 hit. The pressures
of the past year have exacerbated all of those
problems and left many staﬀ exhausted: many
are near, or have already reached, burnout.
The key point about retaking responsibility
for the NHS is that you retake responsibility
for the NHS. It looks as though the health
secretary will have to learn this the hard way.
Andy Cowper, editor, Health Policy Insight, London
andycowper@hotmail.com
Cite this as: BMJ 2021;372:n384
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minimum unit pricing. The apathy of the
Westminster government to adopt the
policy is depressing. Early evaluation of
the introduction of minimum unit pricing in
Scotland looks promising.
The last Labour government had the
courage to act ahead of public opinion by
banning smoking in public places—a policy
that is now publicly accepted as well as
proving to be an effective way of reducing
the harm caused by cigarettes. While
banning alcohol would not be desirable,
there is a need for bold policy intervention.
This is unlikely to happen until we and our
government accept that we are in a state of
denial about the harm alcohol continues to
cause.
Ian Hamilton, academic, University of York
the bmj | 20 February 2021

ACUTE PERSPECTIVE David Oliver

Lack of PPE betrays NHS clinical staff

T

he failure to provide
adequate personal protective
equipment (PPE) to health
and social care workers
during the pandemic has
highlighted the disintegration of any
culture of integrity, transparency,
honesty, and support for healthcare staﬀ
from the government and NHS employers.
I have reported in The BMJ this week
(p 256) on NHS trusts’ behaviour around
supply of PPE to their clinical staﬀ and the
trusts’ responses when staﬀ complained.
For me, and doubtless for other
clinicians and care staﬀ, this is a grave
matter. Already, over 600 NHS staﬀ
have died from covid-19. We know from
Scottish data published in The BMJ that
patient facing clinical staﬀ are seven
times more likely to be admitted to
hospital with covid than other workforce
groups. Staﬀ working on general acute
covid ward areas outside intensive care
are at the greatest risk.
Study ﬁndings showing a higher risk of
sickness and death among staﬀ have been
replicated internationally, although some
countries have managed to avoid any
healthcare worker deaths from covid-19
by employing rigorous infection control
measures. We are putting our health and
our lives on the line at work. Adequate
PPE from our employers is the least we
deserve to protect our workplace safety.
It’s also crucial in preventing hospital
or care home acquired covid
infections, so any shortages put
patients at risk.
The corporate responses I've
received from NHS trusts are miles

from the “open learning culture” that
the DHSC and NHS England oﬃcially
embrace—or the duty of “candour,
transparency, and openness” required of
doctors and nurses. This duty also applies
to clinician managers, yet it’s clear to me
that many individuals restricting PPE use,
or telling staﬀ to keep quiet, are clinically
registered.
The NHS and the social care sector face
serious workforce gaps and plummeting
staﬀ morale, compounded by covid-19
fatigue, which won’t be helped by this
closed culture and reﬂexive denialism.
Growing research evidence has
suggested that the airborne spread of
covid-19 puts staﬀ not working with high
ﬂow oxygen or ventilation at greater risk,
and yet their oﬃcially recommended PPE
levels still include a standard surgical
mask and not a FFP3 face mask.
Public Health England responded by
saying that there was no justiﬁcation for
changing the current speciﬁcations but
did not reference the review and appraisal
of empirical evidence on which it is
basing its oﬃcial PPE advice.
There has still been no meaningful
apology or credible commitment to
learn and change from the people and
organisations responsible for PPE failings.
Clinical staﬀ have been betrayed, and
so has as a broken NHS management
culture.
David Oliver, consultant in geriatrics and
acute general medicine, Berkshire
davidoliver372@googlemail.com
Twitter @mancunianmedic
Cite this as: BMJ 2021;372:n438
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PRIMARY COLOUR Helen Salisbury

LATEST PODCAST S

How are you, doctor?

W

e all know the
conventions around
replying to the
seemingly simple
question, “How are
you?” If you meet a neighbour in the
street, or chat with a local shopkeeper,
custom demands a brief—and preferably
optimistic—response. “Fine, thank you”
is a good one, and “Busy, but bearing up!”
is also acceptable. You’re even allowed
to sidestep with “Looking forward to the
warmer weather/the end of lockdown.”
But what you’re not expected to do is
actually tell the person how you are.
The rules are diﬀerent with close
friends. They really do want to know
how you are, and they’re prepared to
listen as you admit to your weariness
with work or disharmony at home. These
communications are reciprocal as you
listen to and support each other.
The medical consultation is a strange
hybrid. When I ask my patients how they
are, I do want a full answer. Sometimes
the response is focused on a sore knee,
or on palpitations, but often the broader
question is answered because the
patient has rightly assumed that I’m
interested in the whole person, not just a
knee or a heart.
The diﬃcult part comes when the
question is turned back on me. “And
how are you, doctor?” If I don’t know
the patient well I’m likely to
respond with the standard, “Fine,
thanks.” The relationship is
not symmetrical: as a doctor,

A full and
frank account
of my current
highs and lows
wouldn’t be
appropriate

I expect to hear everything about my
patient, but they will generally know very
little about me. If the patient is someone
I’ve consulted with for years such brevity
may seem rude, but a full and frank
account of my current highs and lows
still wouldn’t be appropriate. This is an
in-between territory calling for some
signal that, alongside the professional,
there’s also an element of the personal.
Working out how to respond
comfortably can be hard. As you become
more conﬁdent in your professional
identity, you may feel more relaxed
when patients stray across the invisible
boundary. If you’re lucky enough to
continue practising in the same area for
some years, you’ll come to know some
of your patients very well. Although
the relationship you have is an entirely
professional one contained within the
consultation, there’s often a warmth and
personal connection too. Without it the
interaction would be poorer, thinner,
and less satisfying for both parties.
We’re encouraged in training to take a
whole person approach to medicine, to
see the patient before us as more than a
collection of symptoms. So, although it
may make us uncomfortable, is it really
so surprising if some of our patients
want to do the same with us, to see us as
more than just a collection of knowledge
and skills?
Helen Salisbury, GP, Oxford
helen.salisbury@phc.ox.ac.uk
Twitter @HelenRSalisbury
Cite this as: BMJ 2021;372:n447

The mental health toll
of lockdown
How do we treat the mental health impact of
covid-19? Daisy Fancourt is researching the
psychological effects of the pandemic, and she
joins the latest Deep Breath In podcast to talk
about how we can respond to the mental health
challenges people are experiencing.
“What's been interesting is that what seems
to affect people's mental health the most has
been uncertainty. People find it hardest when
they don't know what's happening and they
feel confused by it. When we look at previous
epidemics, like SARS, MERS, H1N1, Ebola,
we found that mental health got worse when
people were in quarantine. Whereas with
this pandemic, mental health got worse in
the leadups to lockdown coming in and then
actually improved in lockdowns. That seemed
to be from people being anxious about what
was happening, that they weren't going to be
safe, that there weren't effective measures in
place, so this uncertainty is a huge driver.”

Tackling PTSD in the NHS
A recent survey of NHS staff showed worrying
signs that covid-19 has caused widespread
trauma. In this Wellbeing podcast, Neil
Greenberg, a consultant psychiatrist, talks
about trauma and moral injury, what some of
the warning signs are, and what individuals and
organisations can do to help colleagues.
“I think the most important thing you can do
is to give people a damn good listening to and
not jump to solutions too quickly. Once people
have had a good listening to, you should check
for risk, and the best way is to have a future
facing question—you know, ‘What are you doing
next?’ And then ask them for their ideas about
how you can help, so developing a collaborative
plan based upon what they want. And then, from
your point of view, understand that sometimes
you can't solve these things in one session.”
Listen and subscribe to The BMJ podcast
on Apple Podcasts, Spotify, and other
major podcast apps
Edited by Kelly Brendel, deputy digital content editor, The BMJ
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ANALYSIS

Will a new NHS structure in England
help recovery from the pandemic?
The policy challenges facing the health service and government are enormous, but
Hugh Alderwick and colleagues argue that a major reorganisation is not the solution

T

he NHS has just faced
the most diﬃcult year
in its history. The
arrival of covid-19
vaccines provides
hope that the UK may bring the
pandemic under control in 2021,
but the NHS will feel the eﬀects
of covid-19 for many years.
Serious short term challenges
also remain: hospitals are under
extreme strain,1 the backlog
of unmet healthcare needs is
substantial,2 and the NHS faces
the mammoth task of vaccinating
the population against covid-19.3
Amid these challenges, NHS
leaders have called for changes
to NHS structures and legislation.
In November 2020, NHS England
published proposals for new
legislation to change the way the
NHS is organised.4 The changes
are designed to support local
NHS organisations to collaborate
to improve care and manage
resources as they recover from
covid-19. We draw on evidence
from the long history of NHS
reorganisations to assess the
proposals and help understand
their potential eﬀect.

The proposals
include a mix
of aspirations,
organisational
changes,
and policy
and legislative
fixes

KEY MESSAGES
• NHS leaders in England have called for
changes to healthcare system structures
and legislation
• The changes are designed to support
collaboration between organisations
and services
• Encouraging collaboration makes sense,
but the potential benefits of the new
system proposed may be overstated and
the risks of reorganisation underplayed
• NHS leaders and government have
a long list of policy priorities as the
country recovers from the pandemic
and a major structural reorganisation of
the healthcare system should not be one
of them
the bmj | 20 February 2021

Policy context
Before covid-19, the national strategy
guiding the development of the NHS in
England was the long term plan.5 The
plan—published in 2019—focused on
developing more integrated services
within the NHS and between health
and social care, boosting disease
prevention, and improving cancer,
mental health, and other services.6
A mix of policy mechanisms
was proposed to drive progress,
including new contracts for general
practitioners, revised quality
measurement, and greater use of
digital technology. The logic was that
collaboration between local agencies
would improve services, contributing
to better population health.
But the rules governing the NHS in
England were not designed with this
logic in mind. The Health and Social
Care Act 2012 sought to strengthen
competition within the healthcare
system and created a complex and
fragmented organisational structure.
The aim of integrating services
was supposed to be balanced with
competition among providers.7
NHS England has since established
sustainability and transformation

partnerships and integrated care
systems (ICSs)—partnerships of NHS
commissioners, providers, and local
government in 42 areas of England—
to join up local services. But these
partnerships have no formal powers
and must navigate the 2012 act’s
rules on competition.
As a result, NHS England proposed
new legislation to government in
2019.8 The idea was to bring the
rules governing the NHS closer in
line with the direction the system
was heading in practice. Proposals
included removing requirements
to competitively tender some NHS
services, and establishing local
partnership committees with powers
to make decisions on local priorities
and spending. The proposals
were designed to avoid a major
reorganisation but risked replacing
one set of workarounds with another.9

Proposed NHS structure
The 2020 proposals4 include a mix of
aspirations, organisational changes,
and policy and legislative ﬁxes. A
new NHS structure is outlined with
four layers of NHS agencies and
partnerships (box).
The centrepiece of the new NHS
structure is integrated care systems:
42 area based partnerships between
the NHS and local government
that currently exist informally but
under NHS England’s preferred
plans would be established in
legislation as new NHS agencies,
responsible for controlling most
healthcare resources and leading
service changes. A further tier of
organisational partnerships between
the NHS and local government—so
called “places,” based on local
authority areas—and compulsory
NHS provider collaborations would
join ICSs in a new NHS landscape
founded on collaboration. NHS
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Summary of proposals for new health system structure in England
also calls for legislative changes
to allow NHS integrated care
providers to be established that
can hold single contracts for all
NHS services in an area.

Places—NHS organisations will
work with local authorities and
others to organise and deliver
health and social care services
in “places”—defined by existing
local authority boundaries. Joint
decision making arrangements
should be developed between
local agencies, which may be
given responsibility to manage
budgets for services. NHS
organisations will be expected
to collaborate with non-medical
services to meet the social,
economic, and wider health
needs of the population.

Integrated care systems
(ICSs)—Collaborations between
NHS providers, commissioners,
and local authorities in 42
geographical areas (covering
populations of one to three
million). ICSs will become a new
intermediate tier of the health
system and control a “single pot”
of NHS resources.

Provider collaboratives—All
NHS providers will need to join a
provider collaborative. These may
be vertical—including primary,
community, mental health, and
acute hospital services within
a place—or horizontal—which
might include multiple hospitals
providing specialist services
across larger areas. NHS England

Two options for ICSs—NHS
England outlines two
options for enshrining ICSs
in legislation. The first is that
ICSs are established as joint
committees made up of existing
organisations, with mechanisms
to make collective decisions.
Clinical commissioning groups
(CCGs) would merge to fit ICS

England wants these changes implemented by 2022.
The proposals for a new NHS structure lack detail,
so it is not possible to fully assess their likely eﬀect.
But several key issues can be identiﬁed.

Benefits of integration risk
being overstated
Overall, the emphasis on closer collaboration
between the NHS, local government, and other
agencies makes sense—and goes with the grain
of recent national policy initiatives. But the
potential beneﬁts of integrated care have long been
overestimated by policy makers. Evidence suggests
that integrated care may improve patient satisfaction,
access to services, and perceived quality of care,
but evidence of eﬀect on resource use and health
outcomes is limited—and potential beneﬁts may be
modest and take time to be realised.12-14 Despite the
clear logic behind greater cross-sector collaboration
to improve population health,15 16 there is limited
evidence to suggest that partnerships between local
healthcare and non-healthcare agencies improve
population health.17-19
This doesn’t mean that collaboration is bad or ill
advised. But the risk is that NHS leaders’ faith in
collaboration outpaces their ability to deliver. Making
collaboration work also depends as much on culture,
management, resources, and other factors as it
does on NHS rules and structures.20-22 Formal duties
to collaborate or mergers of NHS functions do not
necessarily produce collaboration in practice.
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boundaries. The second—NHS
England’s preferred option—is
that ICSs are created as new NHS
bodies with a duty to “secure
the effective provision of health
services to meet the needs of
the system population.” Each
ICS would have a chief executive
and a board that would include
NHS providers and local
authorities. CCGs would be
abolished, and their functions
taken on by the ICS.
National and regional NHS
bodies—National NHS bodies
will shift their focus to regulating
and overseeing these new
systems of care. Legislation
would be needed to formally
merge NHS England and NHS
Improvement, to provide a
“single, clear voice” to local NHS
organisations. ICSs would take
on some of the functions of the
regional arms of NHS England
and Improvement.

Area health authorities are back—but how will they work?
Establishing a new regional tier of
the NHS in England—ICSs—could
improve the murky accountabilities
in today’s health system. NHS leaders
have a long history of reinventing
the “intermediate” tier of the health
service23—and most national public
healthcare systems have some form of
regional management layer. But the
2012 act opted to remove it, leaving a
vacuum in strategic and operational
oversight of the NHS in England. ICSs
bear some resemblance to the area
health authorities created through NHS
reforms in 197424 and strategic health
authorities established in the early
2000s.25 But creating organisations
is easier on paper than in practice:
merging and creating new agencies can
cause major disruption.26
Limited detail is provided on how
ICSs will work and interact with
other parts of the health system. For
example, NHS providers are to sit on
ICS boards. But how much power
will the ICS have over its constituent
providers? How will ICSs hold new
provider collaboratives to account?
And how will NHS providers balance
their duty to collaborate with

existing responsibilities as individual
organisations—particularly
foundation trusts, which are
technically autonomous agencies
with distinct local accountabilities?
The role of regulation in overseeing
local systems is not clearly set out.
There is a risk that unifying NHS and
other agencies aﬀects patient choice
and responsiveness.
With clinical commissioning groups
abolished—or at least merged—it
is unclear how the “place” level
of the new NHS will be organised.
The proposals suggest primary care
networks—groups of general practices
that collaborate to deliver deﬁned
services for populations of around
30 000-50 00027—will play a central
role. But these networks are nascent
and small scale,28 and redeﬁning their
functions risks derailing early progress.
The role of local government—which
is responsible for social care, some
public health functions, and other
social services—in the new NHS
collaborations is, so far, poorly deﬁned.
This is a major weakness. Meaningful
involvement of local authorities in any
new arrangements will be essential.
20 February 2021 | the bmj

Past reorganisations have delivered little benefit
The new proposals should be understood in the context of a long line
of NHS reorganisations. Over the past 30 years, the NHS in England has
been on an almost constant treadmill of reform and reorganisation.
Overall, evidence suggests that previous reorganisations have
delivered little measurable beneﬁt.7-42 Other policies to support NHS
improvement, such as boosting investment, expanding the workforce,
and modernising services, are likely to have had a greater eﬀect
on performance.41 Reorganisations can also have negative eﬀects,
including additional costs, destabilising services and relationships,
and delaying or detracting from care improvements. Even when one
(more) restructure seems logical or desirable, the cumulative eﬀect of
regular reorganisation can drain the energy and conﬁdence of staﬀ.43
NHS England states—perhaps pre-emptively—that it does not
want to trigger a “distracting top-down reorganisation” of the NHS.
But it is hard to see how their proposals to abolish CCGs and create
ICSs would avoid this. There is also a risk government will use the
opportunity of new NHS legislation to introduce more widespread
changes. This is hinted at by NHS England, which “envisage[s]
Parliament using the legislation to specify the Secretary of State’s
legal powers of direction in respect of NHS England.”

NEIL WEBB

Health policy priorities after the pandemic

Commissioning is dead: long live commissioning?
Formally establishing ICSs and mandating provider collaboration
would further diminish—if not dissolve—the NHS internal
market. The 2012 act’s version of commissioning would be all
but dead. Changes to simplify procurement rules and make joint
purchasing decisions easier should help reduce fragmentation
and complexity in the current system.30 But commissioning
would live on. ICSs would be responsible for “strategic
commissioning”—including assessing health needs, planning
services, and allocating funds to improve local health and
healthcare. New payment models would be developed to help do
this.31
Changes to commissioning in the NHS are nothing new.
Commissioners have existed in an almost constant state of ﬂux
since the birth of the purchaser-provider split in 1991. Assessing
the contribution of commissioning to improvement in the NHS
is challenging—and regular reorganisations make it even harder.
But, overall, evidence suggests that NHS commissioning in
and of itself has consistently failed to have a signiﬁcant impact
on patient care or outcomes.32-35 Indeed, strategic purchasing
has failed to live up to policy makers’ expectations in several
countries—hampered by asymmetries in information, political
and market power, and resources.36
NHS leaders should not expect too much from a renewed
version of commissioning in the English NHS. Instead, greater
attention needs to be given to developing the blend of policy
levers to support improvement in complex systems—including
by strengthening the NHS’s capabilities to identify, implement,
evaluate, and spread improvements in diﬀerent contexts.37 Data
and technology will need to be eﬀectively harnessed to help staﬀ
and systems do this.
the bmj | 20 February 2021

The NHS needs an updated strategy when it ﬁnally emerges from
the pandemic. NHS England’s proposals for new legislation are
based on delivering the NHS long term plan. But the plan was
produced before the pandemic and its implementation has been
blown oﬀ course.44 Policy and system changes in the NHS during
2020 have also been substantial.45
The scale of the challenges facing the NHS after covid-19
is staggering—including addressing chronic staﬀ shortages,46
prioritising the backlog of unmet healthcare needs,2 and working
with other services to tackle wide health inequalities exacerbated by
covid-19.47 Resources to do this are constrained.48
Public policy challenges facing government are even bigger.
Delivering the prime minister’s pledge to “level up” the country
requires cross-government intervention to reduce health
inequalities.49 Adult social care in England is in desperate need
of reform after decades of neglect.49 Action is needed to reverse
increases in child poverty and destitution.50 51 The list goes on.
In this context, the onus is on NHS leaders to articulate how
changes to NHS structures ﬁt within a new guiding strategy for the
future of the health and care system. The ambition to close the gap
between the “rules in form” and the “rules in use”10 in today’s NHS
makes sense. But any changes to legislation should be targeted and
backed by clear evidence or logic. This may mean initially pursuing
limited ﬁxes to amend competition rules and strengthen the power
of ICSs that can evolve over time—not “big bang” changes that
could damage or distract. A major structural reorganisation of the
healthcare system would not be the answer to the problems facing
the NHS and its patients after the pandemic.
Hugh Alderwick, head of policy hugh.alderwick@health.org.uk
Phoebe Dunn, research fellow
Tim Gardner, senior fellow, Health Foundation, London
Nicholas Mays, professor of health policy, London School of Hygiene and Tropical
Medicine, London
Jennifer Dixon, chief executive, Health Foundation, London
Cite this as: BMJ 2021;372:n248
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The wrong reform proposals at the wrong time
Plans to shake up the NHS consolidate the 2012 marketisation

282

NEIL WEBB

T

he government’s draft
white paper for reform of
the NHS in England is a
remarkable document—
as much for what it does
not say as for what it proposes.
Far from reversing the 2012
Health and Social Care Act, as has
been widely reported, the proposals
consolidate the market paradigm that
the 2012 act strengthened and which
the government has favoured during
the covid-19 pandemic.
The core elements of the disastrous
Lansley reforms remain in place: no
duty on the government to provide key
services to everybody; entitlement to
services dependent on membership—
now of clinical commissioning groups
(CCGs), in the future of “integrated
care system (ICS) NHS bodies,”
though abolition of CCGs is implied,
not expressed; commercial contracts
and the purchaser-provider split
still the basis for delivering services;
foundation trusts still able to receive
49% of their income from outside
the NHS; and public health functions
and communicable disease control
remaining outside the NHS.
Apart from the merging of NHS
England and NHS Improvement and
Monitor, there are two clear, genuine
reversals of the 2012 act: greater
ministerial control over NHS England,
and the abolition of competition rules,
especially the “needless bureaucracy”
of virtually compulsory tendering
for clinical services. The latter is
welcome from the perspective of those
of us who see no place for a market
bureaucracy in the NHS. But far from
needless, transparently competing
for contracts is the check against
corruption and cronyism. Contracts
worth £10.5bn were awarded directly
without any competition during the
pandemic to the end of July 2020; this
will now become the norm.
To replace tendering, a “bespoke
health services provider selection
regime that will give commissioners
greater ﬂexibility in how they arrange

services” is proposed. No details
are provided and a consultation is
promised “shortly.”
A statutory “ICS NHS body”—
according to NHS England, whose
proposals form the “foundation” of
the new bill—will receive a “single
pot budget” which will merge the
general practice budget with acute
and other services. It will “take on”
the CCG and some NHS England
commissioning functions. Its board
will include representatives of trusts,
local councils, general practice, “and
others determined locally.” General
practices run by US corporations
would be included. No controls are
proposed over who the other board
members may be. They could include,
for example, private hospital groups,
nursing home chains, and the 67
companies awarded a £10bn contract
last November for NHS services.
Decisions on reconﬁguration and
funding will be provider driven and
at scale, implementing “proposals
developed by clinical and operational
networks” rather than based on local
needs. ICSs will be able to “delegate
signiﬁcantly to place level and to
provider collaboratives,” including
the use of “fully ﬂedged integrated
care provider contractual models.”
Place levels are not deﬁned. Provider
collaboratives are not deﬁned either but
are self-determined, with no required
local connection and clearly open to
multinational companies and monopoly
power. According to NHS England,
they will operate within and beyond
the ICS, playing “an active and strong
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leadership role,” and be “a principal
engine of transformation.” The
“strong recommendation” of MPs on
the Health and Social Care Committee
in June 2019—that legislation should
rule out non-statutory providers
holding integrated care provider
contracts to “allay fears they provide
a vehicle for extending the scope of
privatisation”—is not mentioned.
Transparency, scrutiny, and local
accountability will suﬀer. Actual
decision making will be decoupled from
legal functions, and the eﬀectiveness
of local accountability will be
diminished. The leaked document
says nothing about this. The leaked
document is also silent on how
integration can be achieved coherently
when health services are free at the
point of delivery and social services are
means tested, and when funding is for
diﬀerent populations (GP lists versus
local authority); and on how funding
would be allocated for unregistered
CCG residents who might be eligible for
local authority funded social services.
The proposals are, however, clear on
central government’s power. The bill
would give it power to intervene earlier
in reconﬁguration processes, allowing
it to smooth the implementation of
provider driven service change. It
would also give ministers power to
transfer functions between arm’s
length organisations and to abolish
them without primary legislation—an
astonishing power to bypass parliament.
These proposals are incoherent,
deregulatory, oﬀ target, and badly
timed. They will do next to nothing to
remedy the shortcomings highlighted
by the pandemic: a depleted NHS and
a privatised social care system with
over-centralised, fragmented, and
part privatised communicable disease
control and public health systems.
Joined up legislation is needed to
rebuild public services. We have
provided that structure in the NHS
Reinstatement Bill (nhsbillnow.org/
eleanor-smiths-nhs-bill-published-infull). The case for it is as strong as ever.
20 February 2021 | the bmj

EDITORIAL

Vaccines for neglected infectious diseases
Successful development of covid-19 vaccines can provide a blueprint

T

he rapid development of
safe, high eﬃcacy covid19 vaccines in under a
year is one of the greatest
scientiﬁc achievements in
recent history. It has sparked optimism
that a vaccine revolution is under way.
The success of the covid-19 vaccine
enterprise may be transferable to
emerging infections and some neglected
diseases such as tuberculosis (TB) if the
protective antigens are known.1
Covid-19 vaccine development
has been a spectacular validation of
next generation vaccine platforms.2
Most vaccines for other diseases were
developed using established platforms
such as whole inactivated virus (polio
vaccine) or live attenuated virus
(yellow fever vaccine). By contrast,
the covid-19 vaccines with the fastest
timelines to phase III eﬃcacy results
have used new technologies “best
suited for speed”3—mRNA and viral
vectors. Decades of research went
into creating these novel platforms.
A recombinant protein approach has
also been remarkably fast.4

Early start
Even before the covid-19 pandemic,
vaccine companies had started
exploring the use of these new
technologies for other diseases.
Companies are now developing
covid-19 mRNA vaccines that help
overcome delivery challenges by being
thermostable, single dose, or delivered
nasally—features that could be valuable
in vaccines for other diseases. And since
the same production facility can be
used to make RNA for diﬀerent diseases,
this should simplify manufacturing.
Nevertheless, the chances of success
against diseases such as HIV, malaria,
and TB are unclear, partly because of
the ways in which these pathogens can
foil the immune system.
Sixty four covid-19 vaccine
candidates are currently in clinical trials
and 173 in preclinical development,5
a pace of activity made possible by
unprecedented ﬁnancing from an array
the bmj | 20 February 2021

A relatively
modest
increase in
funding could
reap large
rewards for
global health

Gavin Yamey,
professor of global
health and public
policy, Duke
University, Durham,
North Carolina
gavin.yamey@
duke.edu

of funders, including at least $10bn
(£7bn) from the US government.6 These
huge sums meant that the ﬁnancial
risk was spread among funders. It
also meant that preclinical studies,
phase I-III trials, and manufacturing
of candidates before their approval
(“at risk” manufacturing) could
happen simultaneously rather
than sequentially, accelerating the
process and averting delays between
development and production.7
Cynics would say that rich nations
paid up only because of the economic
devastation they experienced from
covid-19. But having witnessed what is
technologically possible with serious
ﬁnancing, research funders may now
be motivated to increase funding for
developing vaccines against neglected
and emerging infections, including
funding for at-risk manufacturing.
Evidence of generous returns on
investments in such development also
bolsters the case.8
A relatively modest increase in
funding could reap large rewards for
global health. One modelling study
found that even an additional $1bn
in annual funding for development of
vaccines for neglected diseases could
greatly increase the odds of launching
vaccines against malaria, hepatitis C,
and diarrhoeal diseases.9
Covid-19 vaccine eﬀorts also
beneﬁted from innovations in the

governance of vaccine development,
such as the 2017 launch of the
Coalition for Epidemic Preparedness
Innovations (CEPI), a public-private
partnership that funds epidemic
vaccine development.10 CEPI rapidly
pivoted to covid-19 when the
pandemic hit. Such new forms of
governance should now be replicated
in the broader vaccine development
landscape. In particular, a new
mechanism is urgently needed to
aggregate public, philanthropic, and
private ﬁnancing for phase III trials of
vaccines against neglected diseases,
the costliest phase of development
with the lowest chance of success.11

Equity and justice
Finally, important lessons must be
learnt from the successes and failures in
supplying covid-19 vaccines globally.
Making a vaccine in the laboratory
is only the ﬁrst step: a pathway is
also needed to link successful phase
III trials with large scale globalised
manufacturing, distribution, storage,
and delivery. And as we have seen
from global covid-19 “vaccine
apartheid,”12 we need to develop
allocation systems that are based
not just on public health need but on
principles of equity and justice.
Cite this as: BMJ 2021;372:n373
Find the full version with references at
http://dx.doi.org/10.1136/bmj.n373
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COVID INVASIVE VENTILATION

What happened to RCTs?

Equity and evidence during vaccine rollout
Herzog and colleagues discuss the allocation of scarce
vaccines, comparing proportional allocation with a fair priority
model (Analysis, 23 January). Regardless of what is used,
there will be a long period of rollout before most of the world’s
population are offered vaccination. For groups of equivalent
priority, an equitable way to decide on the order of rollout is
to use a system of random choice. Randomised sequential
rollout of vaccines could be delivered through stepped wedge
cluster randomised trials (SW-CRTs).
Although constrained by the absence of placebos, SW-CRTs
might provide valuable information related to uncertainties
about different vaccine effects, including:
• Effectiveness in preventing transmission of SARS-CoV-2
infection from vaccinated patients to others, and whether
this differs across genetic variants
• Effectiveness in preventing SARS-CoV-2 asymptomatic or
paucisymptomatic infection: the Oxford-AstraZeneca vaccine
was estimated to have only 27.3% efficacy in preventing
infection that is asymptomatic or when symptoms are
unknown; the efficacy of the Pfizer and Moderna vaccines for
this outcome has not been reported
• Safety of vaccines in terms of risk of clinically important
adverse events
Comparative
safety and effectiveness of different vaccines,
•
including combinations, and of different intervals between
first and second dose of vaccine.
Just as the benefits and harms of other population
interventions can be assessed through randomised trials in
population health programmes, the benefits and harms of
SARS-CoV-2 vaccines could be assessed through randomised
trials in population rollouts. The SW-CRT study design might
be the only randomised evaluation possible outside of phase
III placebo controlled vaccine trials, as phase IV parallel
randomised controlled trials (cluster or individual) might not
be feasible because of logistics or acceptability. The likely
alternative is non-randomised sequential rollout, which is a
less fair way and will result in evidence with a higher risk of
bias.
Katy J L Bell, associate professor of clinical epidemiology, Sydney;
Paul Glasziou, director, Institute for Evidence Based Healthcare, Robina;
Fiona Stanaway, senior lecturer in clinical epidemiology, Sydney;
Patrick Bossuyt, professor of clinical epidemiology, Amsterdam; Les
Irwig, emeritus professor of epidemiology, Sydney
Cite this as: BMJ 2021;372:n435
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Whenever there is widespread uncertainty about the balance between
benefits and harms of an intervention—which clearly exists for the timing of
when to start invasive ventilation (News Analysis, 23 January)—the solution is
generally to do one or more randomised controlled trials (RCTs).
It seems strange that thousands of patients with covid-19 have been
randomised in drug trials but so few in non-drug interventions trials (though
that has long been a general difficulty). The problem cannot be lack of
funding because millions are being spent on covid-19 research, and there is
certainly no lack of patients. But imposing the rigours of an RCT on an already
overstretched service is just too much.
An RCT, however, does not have to be complicated and burdensome if it is
stripped down to the essentials, using routinely collected data to characterise
the patients and their outcomes. But it does need someone to organise it.
Charles P Warlow, emeritus professor of medical neurology, Edinburgh
Cite this as: BMJ 2021;372:n387

RESPECTFUL DISAGREEMENT

The covid-19 shielding list
GPs face challenges regarding “respectful disagreement” with covid-19
policy (Helen Salisbury, 16 January). They are expected to identify those
who should shield, in line with guidelines produced in March 2020.
Emerging evidence does not support many conditions listed as warranting
shielding.
The largest group on the list is patients taking immune suppressant
drugs. Evidence shows a relative risk of around 1.2 for these patients,
compared with 1.8 for being male. The data show that the most vulnerable
are the old, with multiple comorbidities. Most patients on the extremely
vulnerable list do not become so until they are in their 70s and 80s.
This suggests that around one and a half million patients are shielding
unnecessarily.
Shielding has substantial impact on mental health, income, and the
economy. Clinicians can only reasonably advise patients if guidance is
evidence based. The current approach is flawed and should be replaced.
Anthony N Williams, consultant occupational physician, Temple Ewell
Cite this as: BMJ 2021;372:n382

Secondary care opinion
An opinion from a secondary care expert often means different things to
the patient, consultant, and referring GP (Helen Salisbury, 16 January).
I’m an expert on some medical conditions but not an expert on the
individual patient. I hope I provide good advice, but that advice needs to
be interpreted in the wider context. The drive towards simplistic pathways
and tick boxes makes excavating the underlying problem about which
the opinion is needed increasingly difficult. A quick plea to GPs: please
make it clear what you and the patient are expecting or hoping for from a
secondary care opinion.
I accept that problems increase when secondary care consultants veer
outside their area of expertise. More transparent communication between
primary and secondary care would help. Covid-19 has meant more
asynchronous consultations, we need to embrace these and remember
that advice can be given but how it is used can differ considerably.
Ian L P Beales, consultant gastroenterologist, Norwich
Cite this as: BMJ 2021;372:n386
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COVID VACCINE INTERVAL

HOME INSULATION

Risks of increasing the
vaccine gap

Save lives by reducing
wood stove pollution

The government has proposed that increasing
the gap between covid-19 vaccine doses
will enable more people to be vaccinated.
Experience from other vaccines shows that
a longer gap can augment the immune
response. But we are dealing with very new
vaccine technology, of which we have limited
practical experience (This Week, 23 January).
The vaccines have been trialled using
specific protocols. The risk of increasing the
vaccine gap to 12 weeks is unknown, and we
cannot say that there will be no reduction in
efficacy or length of protection.
Medicine involves making decisions and
calculated risks with limited or incomplete
evidence. Perhaps politics is the same. But
this seems too great a risk to take, especially at
such a precarious point of the pandemic.
I implore the government to reconsider its
approach and focus on ensuring the first four
groups on the priority list are vaccinated as per
trial protocol.

As well as creating warmer, healthier homes,
improved insulation saves lives by reducing
wood heater pollution (Research, 16 January).
Nick Hopkinson, medical director of the British
Lung Foundation and Asthma UK, said, “To
protect yourself and others, especially children,
avoid buying a wood burning stove or using an
open fire if you have another source of fuel.”
In 2018, the UK’s PM2.5 pollution was
associated with 32 900 premature deaths.
Domestic wood burning represented 38% of
all PM2.5 emissions in 2018, despite only 7.5%
of UK households using wood heating (2.3%
as sole heating). Wood smoke contains similar
toxic chemicals to cigarette smoke. Researchers
recommended health warnings on new Defra
approved wood stoves because they “nearly
tripled harmful indoor pollution.”
Health professionals should support policies
including no new stoves and subsidies to
remove existing wood stoves.

Milan Dagli, GP, Harrow

Dorothy L Robinson, adjunct senior research fellow,
Armidale

Cite this as: BMJ 2021;372:n401
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PUBERTY BLOCKER CONSENT

CHILD TORUS FRACTURES

High Court ruling will worsen
trans healthcare

Distinguishing between
wrist injuries

We, the executive committee of GLADD (the
Association of LGBTQ+ Doctors and Dentists),
have profound concerns about the High Court’s
judgment that young people are unlikely to be
competent to consent to the administration of
puberty blockers (This Week, 5 December).
We urge the courts and clinicians to
work together to ensure that any delays for
young trans people are minimised to reduce
additional distress. As we reach out to our
trans members to better inform our methods of
improving trans healthcare, we encourage the
courts to act similarly. We fear that inadvertent
consequences of this ruling will worsen the
state of UK trans healthcare.

Management of torus fractures depends on
clinicians being proficient in distinguishing
them from other wrist injuries (Uncertainties,
16 January).
In our 2018 audit of diagnostic accuracy
of paediatric wrist fractures by emergency
department staff, we found that emergency
clinicians were able to identify the presence
of wrist fracture in 93% of cases. But these
fractures were correctly classified in only
67% of cases, with 12% of cases incorrectly
classified as a different type of wrist fracture.
In 14% of cases no fracture type was included
in the initial assessment, which may indicate
a lack of confidence in distinguishing between

the bmj | 20 February 2021

wrist injuries. We did not analyse the grade
of the emergency clinician, but experience
suggests that most of these inaccurate
assessments were performed by junior team
members.
Junior emergency clinicians should
receive dedicated teaching to increase their
confidence in differentiating between torus
fractures and other wrist injuries.
William P Hedges, paediatric radiology fellow,
Birmingham; Greg J Irwin, consultant paediatric
radiologist, Glasgow
Cite this as: BMJ 2021;372:n358

THE TIME TO ACT IS NOW

The time to act might be later
Ford and colleagues investigated studies
claiming: “The time to act is now.” (House
of God, 19 December). Our project, Waiting
Times, explores what it means to wait
within healthcare beyond perennial and
understandable concerns with waiting lists.
We were intrigued by the finding that
injunctions to “act now” had no obvious
rationale or evidence base. We offer nuanced
accounts of healthcare in which sustaining
a caring relationship through time is key,
including the breaking down of time in
psychosis and balancing sustained mental
healthcare for young people against risk
management.
We confess to thinking that the time to act
was now around the first covid-19 lockdown,
given the government’s strategy of imposed
waiting as a form of care to “save the NHS.”
After a year in which every government health
guideline has been criticised as coming too
late, there has never been a better time to
examine the temporality of healthcare.
Lisa Baraitser, professor of psychosocial theory, London;
Jocelyn Catty, senior research fellow, Waiting Times,
London; Laura Salisbury, professor of modern literature
and medical humanities, Exeter; Kelechi Anucha, doctoral
candidate, Exeter; Stephanie Davies, doctoral candidate,
London; Michael J Flexer, publicly engaged research
fellow, Exeter; Martin D Moore, lecturer, Wellcome Centre
for Cultures and Environments of Health, Exeter; Jordan
Osserman, research fellow, London
Cite this as: BMJ 2021;372:n429
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To our colleagues, we encourage the
prioritisation of robust studies to improve
gender identity healthcare to rectify the
inequalities faced by the trans community. We
await the independent review of the Gender
Identity Development Service, which we think
will support the case for a well supported,
evidence based service.
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OBITUARIES
David Malcolm Thomas

Peter Holt Dootson

Sam Simon Sebastian Gibbs

Consultant physician and nephrologist
University Hospital of Wales (b 1958; q 1983
Cambridge; MD, FRCP), died from a brain
tumour on 4 January 2020
David Malcolm Thomas (“Dave”) did house
jobs in London and spent two years as
a registrar in Exeter, before moving to
Cardiff in 1988 to undertake his MD.
Despite repeated attempts to persuade
him to move into academia, Dave
positively chose a full time “jobbing”
NHS consultant post in medicine and
nephrology in 1995. A peerless teacher
and an irrepressible enthusiast for both
the art and the science of medicine, he
mentored, and inspired, countless medical
students and junior doctors. His patients
adored him, as did all of his colleagues.
Before he died, the dialysis unit at
University Hospital of Wales was named in
his honour and, despite being gravely ill,
he witnessed its opening. Dave leaves his
wife and two daughters.

General practitioner
(b 1927; q Edinburgh 1952;
DRCOG), died from old age
on 24 October 2020
After hospital experience
in obstetrics and
gynaecology, Peter Holt
Dootson joined a general
practice in Cheadle Hulme in 1954, where he
stayed until he retired in 1992. He developed
an expertise in education and cardiology and
took an active teaching role in a series of three
day ECG interpretation courses. Peter instigated
weekly meetings in Stockport, involving
hospital and primary care doctors, and
pioneered regular clinical meetings with guest
speakers at the practice. His reputation as an
excellent educator thrived, and he became a
GP course organiser in Central Manchester.
His passion for medicine, and his enthusiasm
to help patients, influenced all who met him.
After the death of his wife, Mae, in 2000, he
remarried and moved to Holcombe Brook,
Bury. He leaves Barbara and his son, Iain.

Consultant dermatologist
Great Western Hospital,
Swindon (b 1958;
q Cambridge University
1984; FRCP), died from
disseminated lung cancer
on 17 April 2020
Sam Simon Sebastian
Gibbs worked for six years at Murgwanza
missionary hospital in Ngara, Tanzania,
before training in dermatology in Norwich.
His first consultant post was in Ipswich for ten
years until 2010, when he moved to the Great
Western Hospital in Swindon. Sam had a
unique combination of intelligence, warmth,
compassion, and good humour, qualities
that made him a wonderful person as well
as an accomplished doctor and teacher. He
loved music and was a gifted player of the
guitar and double bass. He was also a lay
reader and his strongly held faith was integral
to his stoical endurance of a challenging
final illness. Sam leaves his beloved family:
Miranda, Jeni, and Jonny.

Kieron Donovan, Steve Riley, Aled Phillips
John Williams

John Miller

Lindsay Whittam, Jeremy Gibbs
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Brian D Hore

Evan Reginald Price

David Ivor Maurice Siegler

Consultant psychiatrist
Withington Hospital
(b 1937; q 1962; FRCP,
FRCPsych), died from
Parkinson’s disease on
26 July 2020
Brian D Hore gave hope,
and successful treatment,
to thousands of patients in Manchester
with alcohol dependence. He helped move
care forward in the UK through the Medical
Council on Alcohol, and across the globe
through the International Council on Alcohol
and Addiction. All the more impressive, he
managed to do this over many years while
going through the trials and tribulations, ups
and downs, of supporting Manchester City
Football Club. He published two books and
many academic papers on the themes of
developing service networks. In later years
he was appointed a non-alcoholic member
of the general service board of Alcoholics
Anonymous in Great Britain. Predeceased by
his first wife, Eva, he found love again and
married Janette in 1999. He leaves Janette,
two sons, and three grandchildren.

Consultant orthopaedic
surgeon Barnsley (b 1921;
q Cardiff 1944; FRCS,
MRCP), died from old
age and complications of
pulmonary fibrosis on
3 November 2020
Evan Reginald Price was
appointed consultant orthopaedic surgeon
in Barnsley in 1959. He was responsible
for two wards of patients at the Beckett
Hospital and for the accident and emergency
department; he also had inpatient beds at
the King Edward VII Hospital, Sheffield, and
Penistone Hospital outside Barnsley. He
inherited a four year waiting list for routine
surgery which in two years he managed
to get down to just a few months. His
caseload was dominated by mining injuries.
Quick to adopt the latest techniques, he
started doing hip replacement surgery in
the early 1960s and pioneered the use of
laminar flow technology for orthopaedic
operations in Barnsley. Predeceased by
his wife, Althea, in 2004, Evan leaves three
children and five grandchildren.

Consultant physician with
special interest in thoracic
medicine (b 1942;
q University College
Hospital 1966; MRCP,
MD, FRCP), died from a
cerebral haemorrhage on
10 September 2020
Affable, erudite, and cultured, David Ivor
Maurice Siegler enjoyed a successful career
at Luton and Dunstable Hospital, where
staff and patients remember him with huge
fondness. He was appointed consultant at the
hospital in 1978 and threw himself into local
life and work. He reorganised the chest unit;
was co-founder, honorary medical director,
and later chairman of Trustees of Keech
Hospice Care; and a trustee of East Anglian Air
Ambulance. He became a deputy lieutenant
for Bedfordshire, served as a magistrate, and
was a generous co-worker with local GPs.
David loved music, especially opera, and
served as honorary crowd doctor for Luton
Town Football Club. His son, Jonathan, died
from throat cancer two years ago. He leaves
his wife, Julia, and daughter Ruth.

Ian Hore, Andrew Hore

Vivien Price, Christopher Hewitt

Patrick O’Donnell
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John Violet
Pioneered targeted radionuclide therapy for prostate cancer
cityscapes, he came to work
dressed in purple three piece
suits, with a fountain pen and
leather briefcase, carrying oﬀ
what one of his colleagues called
a “slightly bonkers magician
In every hospital—every lucky
fashion look” with aplomb.
one, that is—there is a doctor
He was an avid traveller, a
who has a reputation for staying
connoisseur of food, wine, interior
late to talk with patients, giving
design, and 1980s rock music,
them as much information and
and a devoted father who was at
time as they need to absorb
his happiest when singing along
and understand their diagnosis
to Queen to the delight of his two
and treatment options. At the
young daughters.
Peter MacCallum Cancer Centre
Violet was just three years old
in Melbourne, Australia, the
when his father—a beloved British
radiation oncologist John Violet
general practitioner who worked
was that doctor.
on the Orkney Islands—died of an
Violet was known as much for
astrocytoma. Violet and his two
his empathy as his tireless quest
sisters—Mary, a nurse, and Julie,
to develop a new generation of
tailored cancer treatments and his who works in the humanitarian
profound respect for the autonomy sector—were also inspired to
of patients he recruited into trials. join caring professions by their
mother, a nurse from Ghana, and
There was also more than
their Irish born grandfather, who
a whiﬀ of the Renaissance
trained in tropical medicine and
man about him. An acclaimed
spent his life working in Ghana,
photographer with a love of
John Violet (b 1969; q Royal Free
Hospital Medical School, London,
1993), died on 5 October 2020.
The cause of death is unknown

Violet was known as much for his empathy as his
tireless quest to develop tailored cancer treatments

294

serving as personal physician to
President Kwame Nkrumah.
If there was a thread that
bound together the passions and
phases of his career that took him
from London to Wellington, New
Zealand, and ﬁnally Melbourne,
it was Violet’s push to keep trying
innovative methods, thinking
outside the box in matching the
right approach to the right patient.

Targeted treatment
For Violet, the appeal of new
targeted approaches was their
potential not just for greater
eﬀectiveness, but for fewer
side eﬀects. His search for
treatment individualisation led
to his becoming a pioneer in the
use of radionuclides for both
cancer therapy and diagnostics,
an emerging ﬁeld called
“theronostics.”
His interest in radionuclide
therapy began at the Royal
Marsden Hospital in London,
when he worked as a senior
registrar, treating patients with
thyroid cancer using radioiodine.
He then became a clinical research
fellow in the Cancer Research
UK targeting and imaging group
at the Royal Free and University
College London (UCL) Medical
School, where he studied
radioimmunotherapy—the use
of tumour speciﬁc antibodies to
target radionuclides to cancer
cells—for lymphoma and
colorectal cancer.
His research, said Richard
Begent, emeritus professor of
oncology at UCL, helped tackle
several critical questions. For
example, the radiolabelled
antibodies that Violet was
studying were known to persist
in the circulation for several
days, bringing into question
whether or not the treatment
should be given in spaced doses
(fractionation). “His laboratory
studies with Barbara Pedley,” said

Begent, “showed that the most
eﬀective therapy within safe limits
was achieved with a single high
dose rather than a fractionated
regimen, an important ﬁnding for
the design of clinical trials.”
Violet worked with colleagues
to develop new approaches
to treating lymphomas,
sorely needed given that
some patients develop drug
resistance. He helped develop
and run the ﬁrst clinical trial of
radioimmunotherapy with a
chimeric mouse-human antibody
directed against a receptor called
CD25, a target commonly found in
Hodgkin and T cell lymphoma.

Legacy
But it was at the Peter MacCallum
Cancer Centre, which Violet
joined 10 years ago, where
he made arguably his most
important scientiﬁc contributions.
Collaborating with Michael
Hofman, a nuclear medicine
physician, Violet began studying
the use of a small radioactive
molecule (177Lu-PSMA-617) to
treat men with prostate cancer
whose disease had progressed
after standard treatments. Hofman
and Violet co-led a phase II clinical
trial of this molecule, recruiting
50 men with prostate cancer, that
found high response rates, low
toxicity, and improved quality of
life; the original trial report has
become one of the most widely
cited and inﬂuential papers in
the subject. Novartis purchased
the rights to this molecule and is
conducting a phase III trial, with
the hope that the treatment will be
licensed next year. “This will be
his legacy,” said Hofman. “It will
live on beyond him.”
Violet leaves his former partner,
Jo Violet, and two daughters.
Gavin Yamey, professor of global health
and public policy, Duke University, North
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