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this week


LATEST ONLINE 
 Hunger spreads 


and food prices 
soar amid 
pandemic, warns 
UN food agency


 England’s chief 
medical officer: 
covid will cast  
a “long  
shadow” on  
mental health 


 Israel advises 
against foreign 
travel after 
recording 125 
 new covid cases


GPs call for clarity on covid symptoms
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GPs have called on the government to 
update the official list of covid-19 symptoms 
after seeing patients shun tests because they 
don’t believe they have been infected. They 
also said a public communication campaign 
was needed on the limitations of lateral flow 
tests and vaccination.


The website of the Covid Symptoms Study 
being run by the health science company 
ZOE and King’s College London said the 
most commonly reported covid symptoms 
were now headache, runny nose, and sore 
throat and not fever, cough, and loss of sense 
of smell or taste, as listed by the government.


Lack of information about these changes 
was making dealing with patients difficult 
and could thwart efforts to control the 
pandemic, GPs have told The BMJ. Ellen 
Welch, a GP in Cumbria, said, “I work 
entirely remotely, both in and out of hours, 
and the vast majority of people contacting 
out-of-hours services with coughs or fevers 
still express surprise and frustration when 
a covid-19 test is mentioned. People ‘know’ 
it’s not covid-19.


“I would say almost every single person 
responds to the ‘do you have any covid-19 
symptoms’ question . . . with, ‘Oh, I’ve had 
both my vaccinations,’ as if this means it 
doesn’t apply to them any more.”


 Prakash Kachhala, a Nottinghamshire 
GP, said, “I’m struggling to recall anyone I 
have spoken to at an urgent appointment 
having done or arranged a PCR test. We saw 
this even before delta with straightforward 
coughs and fevers, but obviously it’s more 
complex with delta. Lateral flow tests don’t 
help, and I wonder if access to them is 
reducing those going for PCR.”


Neena Jha, a GP in Hertfordshire, 
said she had seen similar issues at her 
practice. “I don’t think the blame is with 
the patients. I think it’s poor public health 
messaging.Patients have misunderstood 
the role of the lateral flow tests.”


Martin Marshall, chair of the Royal 
College of General Practitioners, said, 
“With the delta variant, patients are 
presenting with symptoms more 
commonly associated with colds and flu. 
It’s vital public health information . . . 
is kept up to date as our understanding 
changes.”


A Department of Health spokesperson 
said, “Our experts keep the symptoms of 
covid-19 under constant review. Regular 
testing remains vital for identifying cases 
and breaking chains of transmission.”
Elisabeth Mahase, The BMJ
Cite this as: BMJ 2021;373:n1654


A cough, fever, and loss 
of smell are no longer the 
most common symptoms 
reported by people testing 
positive for covid
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Covid-19
Trial assesses ivermectin 
for non-hospital treatment
The broad spectrum antiparasitic 
drug ivermectin is being 
investigated as part of the 
Principle trial, which will evaluate 
whether the drug can help speed 
up recovery, reduce symptom 
severity, or prevent hospital 
admission in people at risk of 
serious covid-19 illness. Stephen 
Griffin, associate professor at 
the University of Leeds, said 
that there was some evidence to 
support the use of ivermectin for 
covid-19, though no randomised 
controlled trials, and other small 
studies showed no benefit. “A 
well conducted RCT would be 
welcome to resolve ongoing 
controversy, although one 
must question whether such 
resource is justified by available 
supporting data,” he said.


Regulation
GMC appeals tribunal’s 
racism decision
The GMC plans to appeal against 
a “flawed” employment tribunal 
decision that the regulator 
had discriminated against a 
consultant urologist, Omer Karim, 
on the grounds of his race. The 
employment tribunal held that 
Karim was treated differently 
from a white doctor who was 


also under investigation and that 
there was no credible explanation 
for this. But the GMC said the 
facts of the white doctor’s case 
were different in key respects 
and that the tribunal had wrongly 
concluded that disproportionate 
referrals of ethnic minority 
doctors to the regulator by 
employers constituted evidence 
of direct discrimination. 


Conflicts of interest
MPs receive “hidden” 
funding from pharma
The pharmaceutical industry 
has a “hidden web of policy 
influence” over MPs on all-party 
parliamentary groups (APPGs), 
a paper published in Plos 
One found. Researchers from 
Bath University examined how 
APPGs—informal cross party 
groups dealing with a particular 
topic—were funded. They found 
that, from 2012 to 2018, 58 
health related APPGs received 
468 payments totalling just 
under £2.2m in direct 
and indirect funding 
from drug companies. 
The authors said the 
payments “represent 
institutional conflicts of 
interest” and called for 
greater transparency in 
how these groups  
are funded.


Personal protection
Vaccinated people should 
still wear face masks—WHO
People who have been vaccinated 
against SARS-CoV-2 should still 
wear face coverings, the World 
Health Organization said on 25 
June. It said this was particularly 
important in protecting against 
the delta variant, now the UK’s 
dominant strain. “Vaccine 
alone won’t stop community 
transmission,” said Mariangela 
Simao, WHO’s assistant director 
general for access to medicines. 
“People need to continue to 
use masks consistently, be in 
ventilated spaces, [ensure] hand 
hygiene, physically distance, and 
avoid crowding.”


Obesity
Junk food ads will  
be banned from 2023
Advertisements for unhealthy 
food and drink will be banned 
before the 9 pm watershed by the 


end of 2022 in television and 
on-demand programmes, 


the UK government 
announced after a 
public consultation. 
However, Chris 
Thomas, research 
fellow at the Institute 


for Public Policy 
Research 
think tank, k tank, 


said ministers should be bolder said ministers should be bolder 
and tax junk food to pay for and tax junk food to pay for 
nutritious diets. He said, “There nutritious diets. He said, “There 
is strong evidence that funding 
free nutritious food for those that 
need it has a positive impact on 
health and the economy.”


Patient safety
Trust pays out for patient 
who died from starvation


The family of Linda Doherty, 69, 
a patient who starved to death in 
hospital, are expected to receive 
a six figure sum in an out-of-court 
settlement from Surrey and 
Sussex Healthcare NHS Trust, 
after a catalogue of errors when 
she was admitted with abdominal 
pain and a small bowel 
obstruction. Anna Crawford, 
assistant coroner for Surrey, 
found that Doherty died in 2017 
from sepsis and acute kidney 
injury, malnutrition, intestinal 
failure secondary to Crohn’s 
disease and ileal resection, and 
inadequate nutritional intake. 
The trust said it had put in place a 
range of measures to ensure that 
this could never happen again.


Matt Hancock resigned as England’s health secretary on Saturday 26 June after CCTV 
caught him breaking his own social distancing rules by kissing an aide in his ministerial 
office. He has been replaced by former chancellor Sajid Javid.


Hancock admitted breaking covid guidelines after the Sun newspaper published 
pictures of him with Gina Coladangelo, whom he had appointed a non-executive director 
of the health department. In his resignation letter Hancock said, “We have worked so 
hard as a country to fight the pandemic. The last thing I would want is for my private life 
to distract attention from the single-minded focus that is leading us out of this crisis. I 
want to reiterate my apology for breaking the guidance.”


Hancock also praised NHS staff and officials in his former department for their work 
during the pandemic. 


Javid, a former banking executive, quit as Boris Johnson’s chancellor in February 
2020 after a row with Number 10 over his right to select his own advisers. On taking up 
the post he said, “I look forward to contributing to our fight against the pandemic and 
serving my country from the cabinet once again.”


Hancock resigns after covid breach and is replaced by Sajid Javid 


Gareth Iacobucci, The BMJ Cite this as: BMJ 2021;373:n1649JA
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IS FOOTBALL COMING HOME?
Yes, 60 000 footie fans have got the green 
light to go to Wembley Stadium for the Euro 
2020 semi-finals and final on 6, 7, and 11 
July and will be the largest crowds assembled 
at a UK sporting event in over 15 months.


SO, PILOT RESULTS HAVE DRIBBLED IN?
They have. The government’s “world leading 
events research programme” took its time 
to publish its findings, but they emerged on 
25 June, with “no major outbreaks” reported 
across nine events, including the FA Cup 
semi-final at Wembley on 17 April.


VAR NEEDED!
Four pilots in Liverpool in April and May 
involving 13 258 people were hailed a 
success by local health bosses, who said 
there was no substantial spread of the virus 
around festivals and nightclubs. Only five 
people were turned away because they had 
a positive lateral flow test (LFT) result before 
an event. Of the 25% and 43% of those 
attending who took up offers of PCR tests 
on the day and five days later, four tested 
positive on the day and seven after the event.


IT’S A GAME OF TWO HALVES, ISN’T IT?
LFTs are as controversial as a penalty 
decision. Jon Deeks, professor of biostatistics 
at Birmingham University, said among those 
attending, LFTs would have missed 70% of 
cases (catching five of 17). The numbers were 
small because the prevalence of covid in 
Liverpool at the time was low.


SOUNDS LIKE A SCHOOLBOY ERROR
It’s no secret that Deeks thinks LFTs are not 
match fit. Using them to screen for infection 
is contrary to the MHRA’s exceptional use 
authorisation, he says. “The government are 


authorising themselves to use the 
test for this purpose at Wembley by 
labelling the Euro 2020 final as a 
research study.”


THEY THINK IT’S ALL OVER . . .
“Negative lateral flow tests will 
not make Wembley safe,” says 
Deeks. “The risk will depend on 
the numbers who are infected—


which is now likely to be higher than at 
the Liverpool events. For the sake of public 
health, the government needs to pay 
attention to the MHRA authorisation and the 
evidence of the failure of these tests to detect 
many with infection, a fair number of whom 
are likely to be infectious.”
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Zosia Kmietowicz, The BMJ
Cite this as: BMJ 2021;373:n1633
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Pfizer found 
nitrosamines 
above the 
acceptable level 
of daily intake 
in several lots 
of Champix


Misoprostol in some countries 
will be more than 150 times 
cheaper than alternative drugs, 
said the authors.


General practice
“Serious concerns” over 
pension and pay system
The BMA’s General Practitioners 
Committee wrote to NHS England 
about its serious concerns 
with the recently launched GP 
payment and pension system 
PCSE (run by Capita) after reports 
from practices of pension data 
not showing up, lacking detail, 


and being incorrect. GPs 
also report incorrect, 


missing, and double practice 
payments. The BMA said, “There 
is a lack of detail in statements, 
which is making it needlessly 
difficult for practices to check 
whether they are correct.”


Racism in medicine
BMJ wins publishers’ 
award for diversity work 
The BMJ won the Professional 
Publishers Association award 
for diversity and inclusion. The 
judges were impressed with The 
BMJ’s work experience scheme 
for school leavers from under-
represented backgrounds. They 
also applauded the themed issue 
“Racism in Medicine,” published 
in February 2020, which led to the 
creation of the Race and Health 
Observatory and the BMA’s 
charter to prevent and effectively 
deal with racial harassment at 
medical schools.


Cite this as: BMJ 2021;374:n1650


Smoking cessation
Champix products are 
temporarily unavailable
Pfizer stopped distribution 
of all varenicline (Champix) 
products under its control 
with immediate effect after it 
observed nitrosamines above the 
acceptable level of daily intake in 
several lots. It was responding to 
requests from various regulatory 
authorities worldwide to check 
for the presence or formation 
of nitrosamine impurities in 
medicines. In England there 
are about 20 000 prescriptions 
a month for varenicline. Pfizer 
anticipates that supply problems 
will last several weeks.


NICE backs e-cigarettes  
as smokers’ quitting aid
E-cigarettes should be offered 
alongside other aids to stop 
people smoking, said a new draft 
NICE guideline. The evidence 
shows they are similarly effective 
to other cessation options. 
The guidance says  people 
should be advised on where 
to find information on 
e-cigarettes containing 
nicotine, that the 
devices are substantially less 
harmful than smoking, but that 
the long term health effects are 
still uncertain. People should 
also be advised to stop smoking 
completely if they start using 
e-cigarettes containing nicotine.


Obstetrics
Low dose misoprostol works 
best for labour induction
Induction of labour with low dose 
oral misoprostol results in fewer 
caesarean sections than standard 
methods, found a Cochrane 
review of 61 trials involving 
20 026 women. Misoprostol 
was also associated with lower 
rates of hyperstimulation with 
fetal heart rate changes. Oral 
misoprostol outperformed vaginal 
dinoprostone, which is much 
more expensive and is used in 
preference in many countries. 


CANCER
A blood test being 
piloted by the NHS 
that can detect 
more than 50 types 
of cancer before 
any clinical signs or 
symptoms emerge 
correctly identified 
presence of cancer 


in 51.5% of 
cases at all stages 
of the disease and 
wrongly detected 
cancer in 0.5%


[Annals of 
Oncology]
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P
aediatric emergency 
doctors around the UK are 
seeing a surge in anxious 
parents attending with 
children with mild fever, 


with one referring to the situation as 
“winter in June.” 


The Royal College of Paediatrics and 
Child Health said many parents who 
had not seen fever in their children 
before (particularly those born during 
lockdown) were taking them directly 
to emergency departments rather than 
seeking help from pharmacies, GPs, 
NHS 111, or online. 


The college’s president, Camilla 
Kingdon, said, “Many emergency 
departments are currently 
overwhelmed, and there has been a 
particularly steep rise in the number 
of young children presenting. Some 
have seen the highest ever numbers 
of children in their department, and 
waiting times can be huge.”


The increase was related to a 
rise in respiratory infections such 
as respiratory syncytial virus, 
bronchiolitis, paraflu, and rhinovirus, 
which all produce coughs, runny 
nose, and fever, said the college. These 
usually mild infections are mostly 
seen in winter, but lockdown easing 
has meant children being exposed 
to them this summer as they resume 
contact with other children.


Advice to parents
The RCPCH, the Royal College of 
Emergency Medicine, and the Royal 
College of GPs, have given joint advice 
for parents on how to treat children 
with mild fever and when to seek help, 
saying most children can be treated 
at home.


Dan Magnus, a consultant in 
paediatric emergency medicine at 
the Bristol Royal Hospital, said that 
on 21 June his department achieved 


Judge rules doctors can remain 
anonymous in child court cases


“Winter in June”: surge in 
children with fever in A&E


The BMA has warned that a new weight management 
service will result in a “significant” rise in GPs’ 
workload and will have little benefit to patients.


On 21 June NHS England published an enhanced 
service specification for weight management. 
The aim of the service, the document said, was to 
help general practices develop and implement a 
proactive approach to identifying patients with 
obesity. It also aims to help practices engage with 
such patients and refer those who are ready to 
make behavioural changes to appropriate weight 
management programmes.


Richard Vautrey, chair of the BMA’s General 
Practitioners Committee, said that, although 
obesity can have a devastating effect on patients, 


the enhanced 
service was not the 
way to tackle it. He 
said, “It is clinically 
flawed and overly 
bureaucratic, and 
it shows a lack of 
trust in GPs and their 
teams to do what is 
best for patients.


“While the BMA believes it is vitally important as a 
nation that much more is done to help and support 
people with weight management, the announced 
enhanced service is fundamentally flawed, will have 
little to no impact in tackling the problem, and will 
present a significant rise in workload at a time when 
practices are at breaking point.”


He added, “It is no use having such a scheme 
in general practice when the receiving specialist 
services are so patchy across the country, with many 
having long waiting times or being already full. GPs 
and their colleagues in the wider practice team care 
for their patients and want to give them the best 
treatment possible for their conditions, but there is 
a limit to what they can do.


“Ultimately, practices need to be given the trust 
and flexibility to do what they can within resource, 
time, and staffing constraints to meet the needs of 
their patients, based on their expert knowledge of 
their communities.”
Abi Rimmer, The BMJ  Cite this as: BMJ 2021;373:n1623


Weight management 
service plans are 
flawed, warns BMA


Two sets of parents who fought 
court battles to try to stop doctors 
withdrawing life prolonging treatment 
from their severely ill children have 
lost their bid to lift reporting restriction 
orders protecting the identities of 
clinicians. The parents of 
Zainab Abbasi and Isaac 
Haastrup told the High Court 
they wanted to be free to 
tell their stories about their 
children’s treatment and 
identify the doctors involved.


The High Court family 
division president, Andrew McFarlane, 
had to weigh up two rights guaranteed 
by the European Convention on 
Human Rights: that of the parents to 
freedom of expression under article 
10 against that of the clinicians to 
privacy under article 8. He ruled the 
evidence led firmly to the conclusion 
the clinicians’ identities should be 
protected.


He said his experience of two high 
profile cases involving withdrawal of 
treatment from babies (Charlie Gard 
and Alfie Evans) had shown that 
“treating clinicians as a group, and any 
individual member of that group, are all 


seen as legitimate targets for 
the most vile and unbounded 
threats and denigration across 
social media.”


 McFarlane added, “Why 
should the law tolerate 
a situation in which 
conscientious and caring 


professionals, who have not been found 
to be at fault in any manner, are at risk 
of harassment and vilification simply 
for doing their job? It is wrong the law 
should require those for whom the 
protection of anonymity is sought . . . to 
establish ‘compelling reasons’ before 
the court can provide protection.”
Clare Dyer, The BMJ
Cite this as: BMJ 2021;373:n1629


THE SERVICE will be 


allocated £20m in England at a 
practice level. Practices will be entitled 
to £11.50 for each patient they refer to a 
weight management service


Conscientious 
professionals 
are at risk of 
vilification for 
doing their 
job  Andrew 
McFarlane







request a test, and not 
everyone self-isolates in line 
with requirements, but NHS 
Test and Trace has no targets 
for increasing the number of 
people coming forward for a 
test or self-isolating.


Local authorities’ 
involvement in tracing 
activities has increased 
significantly, the NAO said, 
but, while data sharing has 
improved, local authorities 
still cannot access all 
they need to deal with 
outbreaks.


NHS Test and Trace spent 
£13.5bn of its £22.2bn 
budget in 2020-21. Of this 
£10.4bn went on testing, 
£1.8bn on identifying and 


containing local outbreaks, 
and £0.9bn on tracing. 
Ingrid Torjesen, London 
Cite this as: BMJ 
2021;373:n1636


a new record for the number of 
children seen in 24 hours. “We are 
effectively running a winter level 
emergency department response in 
the summertime.”


Similarly, Richard Burridge, 
consultant paediatrician and lead for 
the children’s emergency department 
at Watford General Hospital, said, 
“We’re seeing three times the number 
of children with fevers for early June 
than in 2020—which was lower 
because of covid-19—and twice the 
number of children we saw in June 
2019, significantly higher than 
we’ve ever seen before in children’s 
emergency departments.”


Damian Roland, of the National 


SPOT (system-wide paediatric 
observation tracking) Programme, 
provided composite data on 
emergency department attendance 
by children aged up to 15 years at 
four major paediatric emergency 
departments in May: Leicester 
Royal Infirmary, Royal Hospital for 
Children Glasgow, Birmingham 
Children’s Hospital, and Alder Hey 
Children’s Hospital. Attendance was 
categorised as standard (can wait 
until a doctor is available), urgent 
(need to be seen above standard 
category), or immediate (must be seen 
immediately). The data showed that 
the absolute number for the three 
combined categories rose from 11 165 
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Some 
emergency 
departments 
have seen the 
highest ever 
numbers of 
children, and 
waiting times 
can be huge  
Camilla Kingdon


Test and trace: lack of progress “deeply disappointing”


in May 2020 to 23 661 in May 2021, 
although the 2021 level was similar to 
that seen in 2019 (21 046).


While the proportion in the 
standard triage category was similar 
over the year (68.2% and 72.1% in 
2020 and 2021, respectively) the 
actual numbers in this group rose 
from 7619 to 17 065, accounting for 
almost all of the increase. At 6000, 
the number of urgent cases in 2021 
was double that in 2020 (3035) but 
similar to the number in 2019 (5315), 
although the proportions were again 
consistent. In the immediate category, 
attendances were 115 in 2020 and 
152 in 2021 (1.0% and 0.6% of the 
total, respectively).


Michelle Jacobs, from the RCEM 
Paediatric Emergency Medicine 
Professional Advisory Group, said, 
“We understand and recognise that 
parents may be concerned, especially 
if their child is young and this is the 
first time that they have been unwell,” 
but she expressed concern that the 
intense pressure was putting the 
safety of patients at risk.
Shaun Griffin, London 
Cite this as: BMJ 2021;373:n1639


Serious problems remain 
with the speed and reach 
of NHS Test and Trace 
and with levels of public 
compliance with it, says a 
damning report from the 
National Audit Office. 


A clear integrated 
national and local testing 
and tracing strategy is 
needed by July, when 
England is to come out of 
lockdown. But it is currently 
unclear whether free mass 
asymptomatic testing using 
lateral flow devices will 
continue, said the report.


Improve support
Plans for improving the 
test and trace process, 
including how to improve 
support for people to 
come forward for tests and 
comply with self-isolation 
requirements, should be set 


out by October, it added, 
when NHS Test and Trace 
is to be subsumed into the 
National Institute for Health 
Protection, which will bring 
further risks and challenges.


Meg Hillier, chair of 
the Commons Public 
Accounts Committee, said 
the report showed the 
service was “still plagued 
by the same problems” 
as at the beginning of the 
year and described the 
lack of progress as “deeply 
disappointing.”


In England a mass rollout 
of asymptomatic testing 
began in autumn 2020, 
and 691 million lateral flow 
devices were distributed 
between October 2020 and 
26 May 2021. But only 96 
million (14%) of these have 
been registered as used, 
because there is no system 


to ensure everyone reports 
and to monitor results, the 
report said. And the service 
does not have targets to 
cover the period between 
experiencing symptoms 
and coming forward 
for a test, it added.


 The overall 
effectiveness of the 
process relies on public 
compliance, which is 
“still low or variable,” 
the report said. 
Only a minority 
of people who 
develop symptoms 


NHS Test and Trace’s turnaround of in-person 


PCR tests taken in the community has improved, 


with 90% of results received within 


24 hours in April 2021, up from 38% in 


October, but performance dropped to 17% 


in December when infections surged
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COVID-19


What is the latest?
On 23 June the US Centers for 


Disease Control and Prevention’s 
safety committee said there was a 
“likely association” between the 
Pfizer-BioNTech and Moderna covid-
19 vaccines and myocarditis and 
pericarditis in some young adults. 
The CDC’s Advisory Committee on 
Immunization Practices said there 
was a higher than expected number 
of reports of heart inflammation in 
people aged 16-24 who had received 
the mRNA vaccines.


The US Vaccine Adverse Event 
Reporting System had received 1226 
preliminary reports of myocarditis and 
pericarditis after about 300 million 
doses of the Pfizer and Moderna 
vaccines up to 11 June. The Food and 
Drug Administration said it would 
add a warning about the risk to 
information sheets for the mRNA covid 
vaccines. A joint statement signed 
by the US Department of Health and 
Human Services, the CDC, and medical 
organisations such as the American 
College of Physicians and American 
Medical Association emphasised that 
the side effect was “extremely rare” 
and that most cases were mild.


Who is affected?
In the US the confirmed cases 


have mostly been seen in male 
adolescents and young adults and 
occur more often after the second 
dose than the first. CDC data showed 
that after 3 625 574 second doses 
administered to men aged 18-24 there 
were 233 reports of myocarditis or 
pericarditis, when two to 25 would 
have been expected. After 5 237 262 
doses administered to women in this 
age group 27 cases were seen, against 
an expected two to 18. Vinay Prasad, 
a haematologist-oncologist and 
associate professor in the department 


For the vast 
majority 
of people 
myocarditis 
is a benign, 
self-limiting 
condition  
John Greenwood


There is a 
clear and large 
safety signal 
in young men 
and a clear but 
small signal in 
young women  
Vinay Prasad


NEWS ANALYSIS


Are reports of myocarditis 
and pericarditis after 
mRNA vaccines a concern?
Jacqui Wise looks at the data released by UK and US regulatory agencies last week


of epidemiology and biostatistics at the 
University of California San Francisco, 
told The BMJ “There is a clear and large 
safety signal in young men and a clear 
but small signal in young women.”


When did reports first emerge?
The first few reports of heart 


inflammation after the Pfizer vaccine 
came from Israel at the end of April. 
On 1 June Israel’s health ministry said 
there was a “probable link” between 
the vaccine and myocarditis cases. A 
total of 275 cases of myocarditis were 
reported in Israel between December 
2020 and May 2021 among more than 
five million vaccinated people. Most 
of the cases were in men aged 16-19, 
usually after the second dose. After 
the reports the European Medicines 
Agency started a review, which is 
expected to report in July.


What is the situation in the UK?
Up to 16 June the MHRA had 


received 53 reports of myocarditis 
and 33 of pericarditis (including one 
death) after the Pfizer vaccine. The 
latest weekly yellow card reporting 
figures show there have been 42 
reports of myocarditis (and one death) 
and 77 of pericarditis after the Oxford-
AstraZeneca vaccine and three reports 
of myocarditis and one of pericarditis 
after the Moderna vaccine.


An MHRA spokesperson said, “The 
number of reports of myocarditis and 
pericarditis reported with the vaccines 
in the UK remains similar or below 
the expected background rate in 
different age groups within the general 
population and does not currently 
indicate an increased risk following 


vaccination against covid-19. We 
will continue to closely monitor 
these events reported in the UK and 


internationally.” The MHRA did not 
publish a breakdown of patients’ ages.


Is myocarditis serious?
Symptoms of myocarditis 


and pericarditis can vary but often 
include shortness of breath, a forceful 
heartbeat that may be irregular, and 
chest pain. Heart inflammation is a 
complication seen with a range of 
viral infections, including SARS-CoV-2 
itself. The EMA said that, depending 
on the source, the incidence of 
myocarditis and pericarditis ranges 
from 1 to 10 in 100 000 people a year.


John Greenwood, president of the 
British Cardiovascular Society and 
a consultant cardiologist at Leeds 
Teaching Hospitals NHS Trust, told 
The BMJ, “Myocarditis is not an 
uncommon condition and it can be 
associated with many different viruses. 
In our hospital, for example, we may 
have one or more patients per week 
suspected of having it.” He added, “For 
the vast majority of people myocarditis 
is a benign, self-limiting condition 
and can be easily treated with NSAIDs. 
For a very small number of people the 
heart muscle can become impaired.”


Is this association or causation?
“The fact that it is relatively 


common, particularly in younger 
adults, and high numbers of the 
population have now received covid 
vaccination, makes it more difficult to 
determine whether the relationship 
to vaccination is association or 
causation,” said Greenwood. Spotting 
the “signal” of vaccine induced 
thrombotic thrombocytopenia was 
easier, because this was a much rarer 
condition, he explained.


Both the UK yellow card scheme 
and the US reporting system rely 
on voluntary reports from medical 
staff and the public. An MHRA 
spokesperson said, “The nature of 
yellow card reporting means reported 
events are not always proven side 







Around a third of people 
in England who developed 
covid-19 went on to 
experience long term 
symptoms sometimes called 
long covid, a UK study has 
found, and experts believe 
that more than two million 
people could have been 
affected in this way.


Findings from the React-2 
(Real-time Assessment of 
Community Transmission) 
study from Imperial College 
London used self-reported 
data from 508 707 adults 
aged 18 or older who took 
part in three rounds of 
surveys that were carried out 
between September 2020 
and February 2021, in which 
they were asked about 29 
different symptoms.


Effects on daily life
The study, published as a 
preprint and not yet peer 
reviewed, found that around 
a fifth (19.2%) of those 
surveyed reported having 
had covid-19 previously, 
with more than a third 
(37.7%) reporting at least 
one persistent symptom and 
14.8% experiencing three 
or more symptoms lasting at 
least 12 weeks.


Almost a third of people 
(30.5%) with at least one 
symptom lasting 12 weeks 
or more reported having had 
severe covid-19 symptoms 
that had a “significant effect 
on my daily life” at the time 
of their illness.


Overall, 5.8% of the study 
population had one or more 
persistent symptoms for 12 
weeks or more, a proportion 
that could translate to more 
than two million people in 


England. The most common 
persistent symptoms 
included tiredness, shortness 
of breath, muscle aches, and 
difficulty sleeping.


More likely in women
In addition, the researchers 
found that long covid was 
more common among 
women than men (1.5 times 
as likely) and in people 
who were overweight or 
obese, who smoked, lived 
in deprived areas, or had 
been admitted to hospital. 
In contrast, persistent covid-
19 symptoms were lower in 
people of Asian ethnicity.


The findings also indicated 
that the prevalence of 
persistent symptoms 
increased with age, with a 
3.5% increase in likelihood 
for each decade of life.


At a press briefing to launch 
the study, Paul Elliott, director 
of the REACT programme and 
chair in epidemiology and 
public health medicine at 
Imperial College London, was 
asked how long “long” covid 
may be for some people.


“For some people, I think 
they will have very long term 
consequences of having 
had the infection,” said 
Elliott. “There are certainly 
people who have got organ 
damage, so if they have that 
they will continue to have the 
consequences.


“Long covid is still poorly 
understood, but we hope 
through our research 
that we can contribute 
to better identification 
and management of this 
condition, which our data 
and others’ suggest may 
ultimately affect millions of 


people in the UK alone.”
The authors suggested 


various possible reasons 
why women seemed to be 
more likely to have long covid 
symptoms. Fellow report 
author Helen Ward, professor 
of public health at Imperial, 
told The BMJ, “There are a 
lot of theories. It may be that 
it is to do with a more active 
immune response in women 
that reduces symptoms 
initially but then produces 
prolonged symptoms.”


After the briefing the 
government said that covid-


19 was still a relatively new 
disease and that it was 
providing scientists with 
£50m of research funding to 
better understand its long 
term effects.


Similar themes to the 
React-2 study’s findings 
emerged in another study, 
led by researchers at 
University College London 
and King’s College London. 
This study found that a 
sixth (17%) of middle aged 
people who reported being 
infected with SARS-CoV-2 
also reported long covid 
symptoms but that this 
proportion fell to 7.8% in 
younger adults.
Adrian O’Dowd, London
Cite this as: BMJ 2021;373:n1626


effects. Some events may have 
happened anyway, regardless of 
vaccination. This is particularly the 
case when millions of people are 
vaccinated.”


How are young people affected?
Kamlesh Khunti, professor of 


primary care diabetes and vascular 
medicine at the University of Leicester 
and a member of SAGE, told The BMJ, 
“The number of reports are very small 
compared with the millions who have 
been given the vaccine, and patients 
are recovering quickly after being 
treated with NSAIDs (some may require 
steroids). Overall the risk-benefit ratio 
is in favour of giving the vaccine.” 


He added, “Infection rates are still 
high in younger people, and we are 
now seeing increasing numbers of 
young people coming into hospital 
with complications of covid-19. 
And young people are also at risk of 
developing long covid.”


The Joint Committee on Vaccination 
and Immunisation has not yet made 
a formal decision on vaccinating 
people aged under 18 in the UK 
once the adult vaccine campaign is 
complete. But in the US the CDC said it 
continued to recommend vaccination 
for everyone over 12 years of age. The 
Advisory Committee on Immunization 
Practices presented data showing that 
even among young men there were 
relatively few myocarditis cases given 
the total number of covid-19 cases 
prevented. Among adolescent boys 
ages 12 to 17 the researchers estimated 
that, for every one million second dose 
vaccinations, 5700 covid-19 cases, 
215 hospital admissions, 71 intensive 
care unit admissions, and two deaths 
would be prevented. Against this there 
might be an estimated 56 to 69 cases 
of myocarditis.


Prasad believes the US decision is 
wrong and that it’s better to play it 
safe. “Vaccination always serves two 
purposes,” he said, “firstly to benefit 
the person who gets it and secondly 
to benefit others. We are willing to do 
things for the second purpose but not 
if they are a net harm to individuals.” 
He thinks the US should suspend all 
vaccination in under 18s and give only 
one dose of vaccine to men under 25.
Jacqui Wise, Tenterden, Kent
Cite this as: BMJ 2021;373:n1635


Third of infected people have long covid
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GOVERNMENT said that covid-19 was still a relatively 


new disease and that it was providing scientists with £50m of 
research funding to better understand its long term effects
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1.   Conflict and Covid-19 in Nagorno-Karabakh 
by Anastasia Taylor-Lind. The image captures 
the desperation of providing healthcare in 
Stepanakert while a war and a pandemic rage 


2 .  An Elegy for the Death of Hamun by Hashem 
Shakeri. Yasmin Raeesi, 17, uses a dead tree to 
dry clothes on the banks of a dry lake in Iran


3.   Friendship Bench Zimbabwe by Brent Stirton. 
These grandmothers volunteer to provide a 
vital mental health service to their community  


4.  Water Scarcity by Sujan Sarkar. Nine year 
old Rupali carries salt water for her family on 
Mousuni Island, off the coast south of Kolkata







These are just four of the images that have been 
shortlisted for this year’s Wellcome Photography Prize. 
Now in its third year, the 2021 competition covers three 
worldwide health challenges: mental health, global 
heating, and infectious disease.


Ninety photos by 31 professional, amateur, and 
student photographers from 15 countries are on the 
shortlist. Covering topics such as the effects of covid-19 
on transgender women in Jakarta, rising temperatures 
in the Arctic Ocean, and addiction and the process of 
recovery, the photos aim to tell provocative stories and 


challenge preconceptions of these urgent health issues.
An expert panel of judges from across photography, 


medicine, and science selected the shortlist from more 
than 10 000 photographs submitted from 110 countries.  


The six category winners, who will be awarded £1000, 
and one single image and one series winner, who will 
each win £10 000, will be announced during an online 
event on Wednesday 28 July. 
Some of the images shown here have been cropped. 
Alison Shepherd, The BMJ
Cite this as: BMJ 2021;373:n1641
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THE BIG PICTURE


Images highlight the world’s health challenges 
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How long does covid-19 
immunity last?


This is difficult to say definitively. 
When the body’s immune system 
responds to an infection, it isn’t 
always clear how long any immunity 
that develops will persist. Covid-19 
is a very new disease, and scientists 
are still working out precisely how 
the body fends off the virus.


There is reason to think that 
immunity could last for several 
months or a couple of years, at 
least, given what we know about 
other viruses and what we have 
seen so far in terms of antibodies 
in patients with covid-19 and in 
people who have been vaccinated. 
But getting to a ballpark figure, yet 
alone putting an exact number on 
it, is difficult, and the results of 
immunological studies of covid-
19 vary. One reason for this is 
confounding factors that scientists 
do not yet fully understand—in 
some studies, for example, the 
longevity of antibodies targeting the 
spike of SARS-CoV-2 is shorter than 
one might expect. We lack clear 
data to understand whether this is a 
problem for covid-19.


Immunity is also determined by 
other factors besides antibodies, 
such as T and B cell memory, which 
some studies estimate could last 
for years. And immunity is induced 
differently by natural infection 
versus vaccination, so one can’t 
just combine studies to arrive at a 
definitive figure.


How long do antibodies against 
covid-19 stay in the body?


Data indicate that neutralising 
antibodies last for several months 
in patients with covid-19 but gently 
fall in number over time. One study, 
published in the journal Immunity, 


of 5882 people who had recovered 
from covid-19 infection, found 
that antibodies were still present in 
people’s blood five to seven months 
after illness. This was true for mild 
and severe cases, though people 
with severe disease ended up with 
more antibodies overall.


All of the vaccines approved so far 
produce strong antibody responses. 
The study group for the Moderna 
vaccine reported in April that 
participants in an ongoing clinical 
trial had high levels of antibodies 
six months after their second dose. 
A study in the Lancet found that 
the Oxford-AstraZeneca vaccine 
induced high antibodies with 
“minimal waning” for three months 
after a single dose.


Neutralising antibodies are 
expected to decline in number 
over time, says Timothée Bruel, a 
researcher at the Pasteur Institute, 
given what we know about 
the immune response to other 
infections. In April, Bruel and 
colleagues published a paper in 
Cell Reports Medicine that looked 
at antibody levels and functions 
in people who had experienced 
symptomatic or asymptomatic 
covid-19. Both types of participant 
possessed polyfunctional 
antibodies, which can neutralise 
the virus or assist in killing infected 
cells, among other things.


This broad response, says 
Bruel, might contribute to longer 
lasting protection overall, even if 


neutralising capabilities wane. A 
modelling study published in Nature 
Medicine examined the decay of 
neutralising antibodies for seven 
covid-19 vaccines. The authors 
argued that “even without immune 
boosting, a significant proportion of 
individuals may maintain long-term 
protection from severe infection 
by an antigenically similar strain, 
even though they may become 
susceptible to mild infection.”


More research is needed, however, 
to determine exactly how the body 
fights off SARS-CoV-2 and for how 


BRIEFING


How long does covid-19 
immunity last?
Many questions remain about both natural and vaccine induced 
immunity to SARS-CoV-2. Chris Baraniuk reviews what we know so far


ONE PREPRINT STUDY involving more than 50 000 


participants found that 96.4% were antibody positive one month after 


their first dose of either the Pfizer or AstraZeneca vaccines and 99.1% 
were antibody positive between seven and 14 days after their second dose


Neutralising 
antibodies are 
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long polyfunctional antibodies 
might play a defensive role after 
infection or vaccination.


What about T and B cell 
responses?


T and B cells have a central role 
in fighting off infections and, 
crucially, in establishing long 
term immunity. Some T and B cells 
act as memory cells, persisting 
for years or decades, primed and 
ready to reignite a broader immune 
response should their target 
pathogen arrive in the body again. 
It’s these cells that make truly long 
term immunity possible.


A study published in February in 
Science assessed the proliferation 
of antibodies as well as T and B 
cells in 188 people who had had 
covid-19. Although antibody 
titres fell, memory T and B cells 


were present up to eight months 
after infection. Another study in a 
comparably sized cohort reported 
similar results in a preprint posted 
to MedRxiv on 27 April.


Monica Gandhi, an infectious 
disease doctor and professor of 
medicine at the University of 
California San Francisco, says we 
have evidence that T and B cells can 
confer lifelong protection against 
certain diseases similar to covid-19. 
A well known Nature paper from 
2008 found that 32 people born in 
1915 or earlier still retained some 
level of immunity against the 1918 
flu strain, 90 years hence. “That is 
really profound,” she says.


A paper published in July 2020 
in Nature found that 23 patients 
who had recovered from severe 
acute respiratory syndrome still 
possessed CD4 and CD8 T cells, 17 


years after infection with SARS-
CoV-1 in the 2003 epidemic. What’s 
more, some of those cells showed 
cross reactivity against SARS-CoV-2, 
despite the participants reporting 
no history of having covid-19.


But again, these are early 
studies and we still lack definitive 
conclusions about the role of T 
and B cells in covid-19 immunity. 
There’s a conundrum, for example, 
in knowing that T cells help B 
cells to rapidly make high affinity 
antibodies on re-exposure. How 
much does it matter that serum 
antibodies have a short life and 
wane rapidly, if the cells making 
them are established and ready to 
go?


How does natural immunity 
compare with vaccine induced 


immunity?
Various studies have shown that an 
immune response involving memory 
T and B cells emerges after covid-
19 infection. But people’s immune 
systems tend to respond in very 
different ways to natural infection, 
notes Eleanor Riley, professor of 
immunology and infectious disease 
at the University of Edinburgh. “The 
immune response after vaccination 
is much more homogenous,” she 
says, adding that most people 
generally have a really good 
response after vaccination. Data 
from the clinical trials of the leading 
vaccine candidates have found T 
and B cell reactivity.


Does vaccination make a 
difference to those who have 


already had covid-19?
There is some evidence that 
vaccination can sharpen immunity 
in people who have previously 
been infected with SARS-CoV-2 and 
recovered. A letter published in 
the Lancet in March discussed an 
experiment in which 51 healthcare 
workers in London were given a 
single dose of the Pfizer vaccine. 
Half of the healthcare workers had 
previously recovered from covid-19 
and it was they who experienced 
the greatest boost in antibodies—
more than 140-fold from peak pre-
vaccine levels—against the virus’s 
spike protein.


The immune 
response after 
vaccination 
is much more 
homogenous 
than natural 
infection
Eleanor Riley


Clamping 
down on this 
pandemic is our 
first priority, 
as opposed to 
thinking about 
boosters
Monica Gandhi
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Is there any difference in vaccine 
induced immunity between the 


first and second doses?
It’s difficult to get a sense of the 
entire immune response after one 
dose of vaccine versus two, but 
many studies have investigated 
antibody levels at different stages 
of dosing. 


One preprint study from 
researchers at University College 
London involving more than 50 000 
participants found that 96.4% were 
antibody positive one month after 
their first dose of either the Pfizer 
or AstraZeneca vaccines and 99.1% 
were antibody positive between 
seven and 14 days after their second 
dose. Median antibody levels 
changed slightly up to two weeks 
after the second dose, at which 
point they rocketed.


Another study, also a preprint by 
researchers in the UK, evaluated 
the difference in peak antibody 
levels among 172 people over 80 
who received the Pfizer vaccine. 
Those who had no previous record 
of covid-19 infection had 3.5 times 
more antibodies at their peak if 
they received their second dose 12 
weeks later rather than three weeks 
later. However, median T cell levels 
were 3.6 times lower in those who 


had the longer dosage interval (the 
authors note that the relatively low T 
cell responses in both cohorts in the 
study may be because of their age). 
This again shows how early we are 
in our understanding of the virus 
and immunity to it.


How does immunity affect 
reinfection?


Detected cases of reinfection 
are rare. Riley thinks that, even 
if people become infected after 
vaccination or an initial natural 
infection, they will probably 
experience only a mild illness at 
worst. (Note, however, that this does 
not necessarily mean they cannot 
transmit the virus even if they have 
mild or no symptoms.)


Will covid-19 vaccine boosters 
 be necessary?


Albert Bourla, the chief executive of 
Pfizer, has said that a booster dose 
will “likely” be required within 12 
months of the second dose. There 
are understandable reasons for this. 
Riley points out that older people, 
for example, might have weaker 
immune responses, so they could 
be threatened by a rise in virus 
transmission during the winter. 
Boosters might also be necessary to 


heighten immunity against emerging 
variants of SARS-CoV-2, she adds.


Gandhi argues that SARS-CoV-2 
is known to mutate relatively slowly, 
and early studies have found there is 
still good cross reactivity against new 
versions of the virus. She thinks it is 
unlikely that the immunity induced 
by the original vaccines won’t be 
enough to tackle new variants.


An article published in Science 
in March 2021 reviewed the 
evidence so far and concluded that 
the currently available vaccines 
give sufficient protection against 
extant and foreseeable variants. 
“Ultimately, the best defence 
against emergence of further 
variants of concern is a rapid, 
global, vaccination campaign—in 
concert with other public health 
measures to block transmission,” 
the authors concluded. “A virus that 
cannot transmit and infect others 
has no chance to mutate.”


Gandhi agrees: “Clamping down  
this pandemic when we know we 
have the tools to do so worldwide 
is our first priority, as opposed to 
thinking about boosters that may 
not be needed for rich countries.”
Chris Baraniuk, freelance journalist, Belfast 
chrisbaraniuk@gmail.com
Cite this as: BMJ 2021;373:n1605


Booster doses 
will probably 
be required 
within 12 
months of the 
second dose
Albert Bourla


G
UN


IL
LA


 E
LA


M
/S


PL








10 3 July 2021 | the bmj


by immigration authorities for tracking 
or enforcement. A moratorium on 
prosecuting undocumented migrants 
may also encourage vaccination 
uptake. Transparent communication 
of the prioritisation process is 
important to ensure public acceptance 
of this approach, as was done in 
Singapore, where migrant workers 
were prioritised for vaccination 
alongside older adults and essential 
health workers.11


The pandemic may provide an 
opportunity for some countries to 
extend registration programmes for 
migrants, offering an official pathway 
to regularisation of their status and 
potentially extending healthcare—not 
just covid-19 vaccines—to a larger 
population.


Thailand already allows 
undocumented migrants to register for 
healthcare without threat of penalty, 
although uptake has been low.12 
The pandemic may also encourage 
companies to ensure that all 
employees are registered and offered 
vaccination to avoid outbreaks that 
could jeopardise productivity.13


Countries must be accountable for 
vaccinating those living within their 
borders, including both documented 
and undocumented migrants. Rates 
of vaccination among migrant groups 
could be used to measure the success 
of a country’s vaccination programme, 
for example. The  International 
Labour Organization alongside others, 
could be a leading global voice in the 
protection of these workers’ rights. 
Countries should also consider 
bilateral agreements to help increase 
vaccination rates when one country is 
a dominant source of migrant workers 
for the other.


This is a challenging task. However, 
all nations must work together to 
protect the vulnerable and extend 
healthcare to everyone, for “no one is 
safe, until everyone is safe.”


Cite this as: BMJ 2021;373:n1608


Find the full version with references at  
http://dx.doi.org/10.1136/bmj.n1608


Some progress has been made 
over the past year. In November, 
the  International Organisation for 
Migration signed a memorandum 
of understanding with Gavi, the 
global vaccine alliance, to help 
reach migrant, refugee, and 
displaced populations.9 And a recent 
statement by the UN Network on 
Migration called on governments 
to provide vaccinations for all 
migrants, regardless of their status.10 
These are excellent moves, but the 
implementation details remain 
unclear.


Barriers to access
Barriers to access remain because 
many undocumented migrants 
fear punitive action if they step 
forward for vaccination. Vaccination 
programmes targeted through trusted 
community health workers or non-
profit organisations may be one way 
to encourage uptake. Alternatively, 
governments should consider 
setting up vaccination centres that 
do not require formal identification 
or registration before vaccination. 
Coordination among government 
agencies from health and immigration 
sectors will be needed to ensure 
vaccination programmes are not used 


A
s covid-19 vaccines are 
delivered around the 
globe, some groups are 
being left out, putting 
everyone in harm’s way. 


Undocumented migrants, including 
migrant workers, refugees, and other 
displaced people, are one such group.


Many undocumented migrant 
workers are young and outside the 
high risk groups defined by the 
World Health Organization’s “values 
framework” for the allocation and 
prioritisation of vaccines.1 But 
these populations are particularly 
vulnerable to the virus: many live in 
densely packed quarters and rely on 
low income jobs where it is impossible 
to socially distance. They may have 
limited access to personal protective 
equipment and healthcare and have 
higher rates of conditions such as 
obesity and diabetes that contribute 
to covid-19 complications.2 3 
Vulnerability among migrant groups is 
a complex issue, involving individual, 
household, community, and structural 
factors, all of which are exacerbated by 
the pandemic.4


Many low and middle income 
countries are struggling to 
secure enough vaccines for their 
populations,5 and prioritising migrant 
groups—regardless of their status—will 
be challenging against a backdrop of 
limited resources.


The best way to ensure that 
undocumented migrants are 
vaccinated, particularly in struggling 
middle income countries, is for the 
international community to lend its 
support.


Covax emerged to help low income 
countries secure vaccines for their high 
risk populations.6 But this protection 
does not, as yet, extend to citizens of 
low income countries who are living 
undocumented elsewhere. More than 
1.8 million (or 4 million by some 
estimates) people from Myanmar are 
living in Thailand, for example, and 
will not benefit from Myanmar’s access 
to Covax vaccines.7 8


Countries must 
be accountable 
for vaccinating 
those living 
within their 
borders
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Covid-19: vaccinate undocumented migrants
An urgent international endeavour
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I
n July 2020 the House of 
Commons Health and Social Care 
Committee started an inquiry on 
workforce burnout and resilience 
in the NHS and social care. The 


committee received over 100 written 
submissions, held oral evidence 
sessions, and conducted anonymous 
in-depth interviews with staff. The 
report was published on 8 June 2021 
and found evidence that “burnout is a 
widespread reality in today’s NHS.”


Although many of the findings 
may be of little surprise to people 
working in the system, they raise  
important concerns about the health 
and wellbeing of the workforce.1 
Commenting on the report, the 
committee’s chair, Jeremy Hunt, 
described workforce burnout as “an 
extraordinarily dangerous risk to the 
future functioning of both services.”


In declaring burnout widespread 
even before the pandemic, the report 
makes an important distinction, given 
that the past 15 months could be 
viewed as special cause. It calls out the 
lack of robust workforce planning and 
recommends that chronic excessive 
workloads be tackled as a priority.


Excessive workloads need to be 
dealt with at every level of the health 
and care system, requiring courage 
from leaders and teams. Different 
ways of working need to be developed, 
including genuine co-production with 
staff, service users, and the public.


Workforce crisis
Healthcare is experiencing a global 
workforce crisis, with the World 
Health Organization projecting that an 
additional 40 million health workers 
will be needed by 2030.2 Health and 
care delivery is labour intensive. 
Around two thirds of NHS providers’ 
spending is on staff costs, and the total 
pay bill for NHS trusts is more than 
£50bn (€58bn; $70bn) annually.3


Multiple warnings have been issued 
about the need to tackle workforce 
wellbeing over many years, including 
in the 2009 independent review by 


being trained. The Health Foundation, 
Nuffield Trust, and King’s Fund 
proposed this amendment to the 
forthcoming health and care bill.6 In 
its latest guidance on integrated care 
systems, NHS England emphasises 
the role of such systems in workforce 
planning, asking integrated care 
systems to “undertake integrated 
and dynamic workforce, activity, and 
finance planning based on population 
need, transformation of care models, 
and changes in skills and ways of 
working.”7 This is sensible in theory, 
but how realistic is it to place new 
workforce responsibilities on these 
relatively new structures?


Leadership, investment
The evidence based tools and 
leadership behaviours required to 
reduce stress and burnout are already 
well known, but workforce health 
and wellbeing has not seemed to be 
a high priority of policy makers. Will 
the health and social care committee’s 
report improve outcomes? In part, 
it will depend on whether multiple 
leaders across the health and care 
system can maintain the current 
momentum behind workforce and 
workplace transformation. 


Effective workforce planning 
and purposeful culture change will 
require sustained political leadership 
as well as long term investment 
at a level commensurate with the 
urgent need for improvement. As 
the committee concluded: “We are 
not persuaded that a combination of 
ministerial judgements and haggling 
between government departments is 
a satisfactory substitute for objective 
long term workforce planning for the 
NHS and care system.” As Michael 
West, of the King’s Fund, said in his 
evidence: without this investment, the 
NHS People Plan will remain “a very 
smart looking car” but “without the 
engine.”1.


Cite this as: BMJ 2021;373:n1603


Find the full version with references at  
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Boorman.4 This showed the relation 
between the health and wellbeing 
of NHS staff and organisational 
performance, and set out the business 
case for investment—an estimated 
saving of £555m a year of direct costs. 
The NHS staff survey 2020 showed 
that 44% of staff reported feeling 
unwell owing to work related stress—
the highest level since 2016—and 
ethnic minority staff experienced high 
levels of bullying, harassment, and 
discrimination.5 


Improving staff health and 
wellbeing is therefore far from being a 
“nice to have,” it is a moral, social, and 
economic priority. The focus must be 
on tackling the root causes of stress, 
not on interventions that seek only to 
manage or mitigate it.


It is encouraging that the 
committee’s recommendations 
emphasised the importance of 
compassionate leadership. But it 
also acknowledged that “structural 
barriers” would need to be removed to 
support this.


The report also calls for Health 
Education England to publish 
independent annual workforce 
projections covering the next five, 10, 
and 20 years, including an assessment 
of whether sufficient numbers are 
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 “I
’ve been in debilitating pain 
for far too long,” says Sara 
Schroter, 49, who is from 
London and works at  The BMJ . 
She developed symptoms of 


severe sciatica in November. Completely 
immobilised, she attended an emergency 
department where she received painkillers 
but no confi rmed diagnosis. 


 In January she resorted to a private  MRI, 
which showed a herniated disc. In February, 
after a poor response to an epidural, she was 
referred for an urgent neurosurgical review 
by telephone and added to the waiting list 
for discectomy. Elective surgery had stopped 
completely owing to covid-19, and she was 
given no indication of the expected wait. 


 Musculoskeletal (MSK) conditions such as 
neck pain, low back pain, and arthritis are 
the UK’s leading cause (22%) of years lost 
to disability, and they have a huge societal 
and economic impact. They aff ect over 
18 million people and lead to 30% of all GP 
consultations in England.     


 Schroter’s situation will be all too familiar 
to the many patients waiting for diagnosis, 
referral, treatment, or surgery, whose 
numbers have swelled during the pandemic. 
Many struggle with everyday activities, and 
many experience the depression and anxiety 
that can accompany chronic pain.    


 Schroter felt “lucky” to get surgery in May 
because the surgeon recognised the severity 
of her condition without seeing her in person. 
In pain and with side eff ects from the drugs, 
she was unable to work, “Life is mostly on 
hold,” she said before the operation. 


 Deteriorating conditions 
 Trauma and orthopaedics is “one of the 
worst hit” specialties by covid-19, says 
Sue Brown, chief executive of the Arthritis 
and Musculoskeletal Alliance (ARMA), 
a UK umbrella body for patients and 
professionals. 


 All non-emergency surgery was 
cancelled, she says  , while rheumatology, 
surgery, and community physiotherapy 
were scaled back. Some outpatient 


consultations were cancelled, and some 
were done by video or phone consultation. 
Brown says that service resumption now 
“varies,” although “most are back.” 


 In April some 635 728 patients in 
England were waiting for surgery including 
hip and knee replacements—the most for 
more than a decade—and more than 67 000 
had been waiting for over a year.   In January 
2020 the total was 521 408, with 436 
waiting over a year.  


 The National Joint Registry shows that 
joint replacements in 2020 were at just 49% 
of 2019 levels for knees and 57% for hips in 
England and Wales—at least 100 000 fewer.   
Many were cancelled during the fi rst covid 
wave.   


 “We are seeing patients’ conditions, such 
as arthritis, deteriorating,” says John Skinner, 
vice president of the British Orthopaedic 
Association.  “Patients are being treated with 


more advanced disease, which can make the 
surgery more complicated. We are calling on 
the government to prioritise these patients,” 
he says. It should establish centres, “separate 
from A&E, to deliver planned elective surgery 
around the clock,” he adds. 


 Rej Bhumbra, consultant trauma and 
orthopaedic surgeon at Barts Health in 
London, says, “Teams delivering MSK 
services aim to save life, save limb, and 
restore function. But the functional 
restorative services of treating arthritis, 
degenerative back pain, and other MSK 
pathologies have had to defer to saving life. 


 “This was understandable in the very short 
term, when we did not know the natural 
history of this virus. Now, NHS leaders must 
determine their priorities for patients.” 


 He adds, “We need investment in 
infrastructure and most importantly people, 
rather than contractual quick fi xes. We need 
investment in nurses, physiotherapists, 
anaesthetists, occupational therapists, and 
surgeons, with increased recruitment and 
professional development.” 


MSK conditions affect over 18 million 
people and lead to 30% of all GP 
consultations in England


 THE NEW NORMAL 


 “Life on hold” for NHS patients needing 
care for musculoskeletal conditions  
 In the fi rst of a new series on the “new normal” in medicine,  Kathy Oxtoby  reports on the backlogs     
created by the cancellation of primary and secondary care appointments during the pandemic


 “I WANTED TO SEE A HEALTH PROFESSIONAL FACE TO FACE” 
 Joanne Ryan, in her 40s and from London, had an emergency 
discectomy in 2005 after a fall on the stairs and recently sought help 
with new pain. 


 “It was pretty bad at the time, but since then I’d not had major 
issues until this January,” she says. “During lockdown I didn’t realise 
how sedentary I’d become. Then one day my back completely seized 
up. I couldn’t move and was frightened.   A few days later I got a 
phone appointment with a GP who didn’t know my history—which 
is important, as I don’t want to have another back operation. The 
outcome wasn’t helpful: I was prescribed some co-codamol and told I could refer myself to a local 
MSK service online. 


 “In pain, with limited mobility, I waited 10 days for an appointment with the service, which was 
a telephone call with a physio. I felt that the consultation was not appropriate for my condition. 
Again, they had no idea of my previous condition. There was no continuity. I was never offered the 
opportunity to see someone face to face. 


 “I was then referred to a phone app, with exercises and videos and some explanation on how to 
do them. But there’s no interaction, so motivation is difficult. 


 “My condition has improved because it’s been so long, and I’ve been trying to be mobile. But 
what I wanted was to see a health professional face to face and to be reassured that I didn’t need 
a scan. 


 “Back problems are going to be an issue for a lot of people because we’ve been stuck at home, 
sedentary, without suitable conditions for working at home. People like me are going to cost the 
NHS more money down the line.” 
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 No national data have been collated 
to show how the pandemic has aff ected 
rheumatology services, says Elizabeth 
MacPhie, chair of the clinical aff airs 
committee at the British Society for 
Rheumatology. Anecdotally, some units 
cancelled “large volumes” of new and 
follow-up appointments, she says, because 
many staff  were redeployed. 


 “Some patients are potentially accruing 
damage to their joints that can’t be reversed,” 
MacPhie says. Social distancing rules limit 
numbers attending outpatient clinics, and she 
predicts “at least another 12 months before 
we’re back to seeing the volumes we used to 
in face-to-face clinics.” 


Workforce shortages
 Chronic workforce shortages mean that 
rheumatology departments lack suffi  cient 
staff  to provide a safe level of care, 
claims a report by the British Society for 
Rheumatology. The report,  Rheumatology 
Workforce: A Crisis in Numbers ,   shows there’s 
a lack of consultants, specialist nurses, and 
health professionals to provide the level 
of care recommended by NICE guidance. 
The society says that these “unacceptable 
staff  shortages” mean that patients are 
experiencing “progressively worse health, 
leading to unnecessary disability and pain.” 


 Bharat Kandikonda, a GP in 
Middlesbrough, works part time in 
rheumatology in secondary care. In 
November he started a clinic at his practice 
for joint injections to help clear the backlog 
of patients with MSK problems who couldn’t 
receive this monthly treatment in hospital. 
Patients in chronic pain used to wait an 
average of six weeks to see a rheumatology 
specialist, he says; they now wait seven 
months. 


 NHS helplines are unanswered or have 
been reported closed, says Ailsa Bosworth, 
national patient champion for the National 
Rheumatoid Arthritis Society. Calls to the 
charity’s helpline from March to May 2020 
rose from about 150 to more than 800 a 
month, she says, with “patients panicking 


because they haven’t been able to see their 
consultant in months.” 


In primary care, GP s have continued to 
provide consultations during the pandemic, 
with 7 million weekly appointments in 
England now, a million more than before 
the pandemic.     Martin Marshall, chair of 
the Royal College of General Practitioners, 
says there are “ways to deliver care to patients 
with musculoskeletal health conditions 
remotely” but given the nature of MSK 
problems, particularly new ones, “physical 
examinations are often necessary and face-to-
face appointments will have been facilitated.” 


 Elspeth Wise, a GP in South Shields, 
recalls “a massive drop in people 
presenting” at the start of the pandemic. 
Care of patients with MSK disorders has 
often been managed by telephone, she says, 
and this can make it diffi  cult “to distil down 
exactly where the patient’s pain is.” The 
practice now assesses people by phone and 
invites “a reasonable proportion” of patients. 


 Sudden cancellation of joint replacement 
surgery has also been challenging, says Wise. 
“Patients have been in horrendous pain, and 
some have been crying on the phone. I have 
felt at a loss to help,” she says, but she hopes 
“fi rst contact practitioners” will help. These 
physiotherapists with enhanced training see 
patients without a referral.    


 Louise Warburton, a GP and clinical lead 
for the one stop Telford MSK Service, which 
off ers assessment and treatment, says  , “A lot 
of the work now is to prioritise people who 
need to be seen urgently.” 


 Schroter says GPs, a physiotherapist, and 
a surgeon did “everything they could” for 
her in phone consultations—but that she 
wanted to see a clinician “face to face.” 


 Chris Mercer, a musculoskeletal 
specialist adviser for the Chartered 
Society of Physiotherapy and consultant 
physiotherapist at University Hospitals 


Sussex, says that during the pandemic about 
80% of consultations at his service occurred 
by phone or video. Previously, they accounted 
for only 40%. 


Nerve injuries from covid-19
 Mercer foresees a “big demand” for 
physiotherapy services in the coming months 
because of the  backlog, as well as the 
peripheral nerve injuries caused by covid-19. 
Remote consultations are set to continue in all 
aspects of MSK care to tackle long waits. Some 
patients prefer these because it means taking 
less time off  work to attend. However, the 
ARMA chief executive Brown says that neither 
digital nor face-to-face consultations should 
be the default, as “what is crucial is doing 
what is most appropriate for the patient.” 


 NHS England’s collaboration on Best 
MSK Health, launched in February, also 
emphasises appropriate care.   This “is starting 
to move MSK towards the priority it deserves,” 
says Brown. It advises that patients should 
be sent to secondary care only if necessary 
and that online consultations or support 
groups can help people with chronic pain. 


 The Department of Health has earmarked 
£1bn to tackle backlogs, as well as £160m 
to help hospitals carry out more operations. 
But as the number of people waiting for care 
tops fi ve million for the fi rst time,   leaked 
government costings suggest that these 
sums will be nowhere near enough. 


   During the pandemic many rheumatology 
patients have had no choice but to manage 
their conditions themselves, and this is 
likely to continue. Bosworth, who has 
infl ammatory polyarthritis, says now more 
than ever patients need to know how to 
advocate for themselves and seek support.  
 “When you live with a very painful disease 
like rheumatoid arthritis,” she says, “you 
become accustomed to pain and to saying 
you’re OK when you’re not. We’re going to 
have to learn to know when to say, ‘I’m not 
coping, and I’m not fi ne.’”   
   Kathy   Oxtoby,    journalist , London 
kathyoxtoby1@gmail.com     
 Cite this as:  BMJ  2021;373:n1616 


Patients in chronic pain used to wait 
an average of six weeks to see a 
rheumatology specialist, they now 
wait seven months, one GP finds
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