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Referrals for suspected cancer  
vary threefold among GP surgeries

Adrian O’Dowd LONDON
The possibility that providers of NHS services in 
England would be tied to strict financial restraints 
before being given a licence to operate have been 
toned down in a consultation document from 
Monitor, the regulator of NHS foundation trusts.1

Monitor published a major consultation on 31 
July on its proposed NHS provider licence—the 
main tool that the regulator would use to regulate 
providers of NHS services from next year.

The consultation comes after extensive 
discussions with stakeholders as Monitor 
developed its proposals over the past year.

Initially, Monitor considered imposing 
conditions on private companies that provide 
NHS “commissioner requested services” that 
meant that companies would have to carry on 
providing these services even if they proved not 
to be profitable; services would still have to be 
provided even if the company was facing financial 
difficulties; and providers would have to accept 
limits on how much money they could borrow and 
how much debt they had.

However, in the consultation Monitor has now 
proposed to remove from the conditions some 
restrictions on indebtedness, lending, and cash 
lock-ups. Monitor has also proposed calculating a 
risk rating rather than providers being expected to 
obtain an external credit rating.

Overall, the changes proposed in the 
consultation were necessary after the Health and 
Social Care Act 2012 changed the way NHS service 
providers have to be regulated and gave Monitor 
new duties and powers.2

The new licence would enable Monitor to collect 
information so it can set prices for NHS funded 
services and ensure continuity of services.

Monitor said that licence conditions would 
help it to safeguard choice for patients, tackle 
anticompetitive behaviour against the interests of 
patients , and enable integrated care.

The envisaged timescale is for Monitor to be 
ready to issue licences to NHS foundation trusts 
in April 2013. Monitor also hopes to start issuing 
licences from April 2014 to all other providers that 
wish to provide NHS funded services, unless the 
health department exempts them.
Cite this as: BMJ 2012;345:e5243

Nigel Hawkes LONDON
The rate at which GPs refer patients for suspected 
cancer varies so widely that it indicates real dif-
ferences in the standards of care being provided.

Some variation in referral rate would be 
expected because populations differ, but data 
published this week for individual practices by 
the National Cancer Intelligence Network shows 
that some GPs refer more than three times as 
many patients as others.1 Rates range from a low 
of under 830 in every 100 000 p eople a 
year to a high of over 2550. This is the 
first time such data have been made 
publicly available, enabling patients 
to compare the referral rate of every 
g eneral practice in England.

Mick Peake, the network’s clinical 
lead, said, “The data are not easy to interpret, 
since we do not know what the optimum level 
is for these measures; and although the data are 
adjusted for age, there may be other differences 
in the characteristics of the patients of a par-
ticular GP practice that impact on local referral 
rates. However, the range of the variation is so 
wide that, at the extremes, it probably reflects 
differing standards of care.”

Past studies have shown similarly wide vari-
ation. A King’s Fund study in 2010, for exam-
ple, reported that among all referrals (not just 
those for cancer) there was a 10-fold difference 
between the general practices that referred the 
most and those that referred the least.2 Each 
year the average GP will see only seven patients 

who are found to have cancer. These break down 
as one case each of breast, bowel, prostate, and 
lung cancer and three cancers of other types.

The data were gathered from the national can-
cer data repository, and NHS patient numbers 
were used to track patients back to the general 
practice they were attending at the time of diag-
nosis. The number of diagnoses counted was 
more than 90% of the total number for the coun-
try recorded by the Office for National Statistics; 

some were missed because patients had 
moved and changed their practice more 
than once and could not be traced. The 
data were available to NHS staff and 
GPs on a confidential basis but have 
now been made public as part of the 
government’s open data policy. Where 

small numbers of patients in a particular prac-
tice may make it possible to identify individuals, 
the data have been suppressed, but profession-
als can still access the complete dataset.

Di Riley, associate director of the National 
Cancer Intelligence Network’s clinical outcomes 
programme, said, “Although the number of 
pe ople GPs refer isn’t on its own an indicator 
of how good they are at spotting the early signs 
of cancer, it’s clear from these data that there’s 
variation that needs to be addressed. 

Sarah Woolnough, executive director of policy 
and information at Cancer Research UK, said, 
“We urgently need to learn more about what’s 
behind these differences.”
Cite this as: BMJ 2012;345:e5195
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financial restraints on 
NHS service providers

GPs will see seven patients each year who are found to have cancer; one will have lung cancer (above) 
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Ingrid Torjesen LONDON
The UK public is being asked whether organ 
donors should be given priority to receive organs 
if they ever need them, in forthcoming changes 
to the rules on organ transplantation.

NHS Blood and Transplant is surveying medi-
cal and scientific as well as public opinion on 
what changes they find accept-
able and think would make the 
most difference to boosting the 
number of organs available for 
transplantation and the success 
of transplant procedures.

The survey will inform the 
changes to the organ donor and 
transplantation strategy being 
made from 2013. The changes 
are expected to be the largest ever 
shake-up of the ethical, legal, 
and professional rules govern-

ing transplantation in the United Kingdom. The 
most contentious proposal would be to follow 
Israel’s lead and give priority for organs to the 
UK’s 19.1 million registered donors.

Sally Johnson, director of organ donation and 
transplantation at Blood and Transplant, told 
the Guardian newspaper: “It always seemed to 

me that fairness is quite a funda-
mental British value but we have 
never put that in the context of 
organ donation.”1

The survey also mentions 
introducing a system of pre-
sumed consent where people 
would actively have to opt out 
of donation rather than opt in as 
they do at present. This system is 
acknowledged by the BMA as the 
best way to boost organ donation 
numbers.2 The Welsh Assembly is 
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Whooping cough vaccination coverage 
may be widened: The Joint Committee of 
Vaccination and Immunization for England 
and Wales will decide what to do about 
whooping cough after seeking more data on 
the effects of different options, including a 
booster dose in teenagers and vaccinating 
pregnant women, healthcare workers, 
neonates, or close contacts of neonates. 
There were 675 new whooping cough cases in 
England and Wales in June, bringing the total 
for 2012 to 2466, more than double the 118 
cases reported in the whole of 2011.

Risk of infection from caesarean is nearly 
10%: Almost one in 10 women who have 
a caesarean section develop an infection 
(394 infections among 4107 women), shows 
research from the British Journal of Obstetrics 
and Gynaecology.1 Most infections (88%) 
were minor, but 23 women (0.6%) had to 
be readmitted for treatment. Risk factors 
included being obese (odds ratio 2.4 (95% 
confidence interval 1.7 to 3.4).

Prescriptions for antidepressants rose 
most among drug classes in England in 
2011: Just under 46.7 million prescriptions for 
antidepressants were dispensed in England 
in 2011, an extra 3.9 million items on 2010 (a 
9.1% rise), at an additional cost of £49.8m, 
says a new report.2 Across all drugs there was 
a 3.8% rise in prescriptions dispensed but a 
0.3% fall in costs.

Low expectation of living beyond 35 
is linked to risky behaviour: Teenagers 
who have a low expectation of living to the 
age of 35 are more likely to have suicidal 
thoughts, to attempt suicide, and to adopt 
risky behaviour than teenagers who expect 
to live beyond 35, shows a study of 19 000 
adolescents who were followed up 14 years 
later.3 Monitoring expectations of survival 
may help to identify youths at risk, say the 
authors.

Hospitals that lack specialist foot care 
teams are named: Diabetes UK has 
published the names of 84 hospitals 
in England and Wales that do not have 
multidisciplinary foot care teams despite 
these being recommended by the NICE.4 
Of the 100 or so amputations relating to 
diabetes done in the UK each week, 80% 
could be prevented. The charity is writing to 
trusts to ask what provisions they have and 
calling on people with diabetes who live near 
the hospitals to do the same.

Cite this as: BMJ 2012;345:e5201

IN BRIEF Organ	donors	could	be	given	priority		
for	transplants	under	new	rules	

Nigel Hawkes LONDON 
A group of primary care trusts in southern Eng-
land has discontinued its policy of funding the 
anticancer drug bevacizumab (marketed as 
Avastin) as an alternative treatment for wet age 
related macular degeneration (wet AMD).

The U turn by the Southampton, Hampshire, 
Isle of Wight, and Portsmouth cluster of primary 
care trusts came after Novartis, which markets 
a licensed drug for the condition, ranibizumab 
(Lucentis), successfully sought a judicial review 
of the cluster’s policy.1

 Bevacizumab is unlicensed for wet AMD but 
has a similar mode of action, works nearly as 
well, and is much cheaper. By allowing ophthal-
mologists to prescribe it rather than ranibizu-
mab, the cluster of trusts had hoped to save as 
much as £5m a year.

At a board meeting on 25 July the cluster 
revoked the policy after considering a review 
paper prepared for it by a team that included its 
medical director, Stuart Ward. The review listed 
a series of arguments for changing tack, which 
included the pending legal action, the reluctance 
of ophthalmologists to prescribe bevacizumab, 
guidance from the General Medical Council, and 
an offer by Novartis to negotiate a lower price for 
ranibizumab. The board accepted the advice.

In many parts of the world, including the 
United States, bevacizumab is used more com-
monly than ranibizumab because of the large 
price difference and the results of trials that have 
shown that it is not inferior to ranibizumab.2

 The primary care trust cluster’s review con-
cluded that the trial evidence showed both 
agents to be very effective and broadly equivalent 
in their effectiveness. Safety profiles are similar, 
but bevacizumab seems to be associated with a 
higher rate of serious adverse events. This may be 
a chance finding, as some of these events, such 
as infections and hernias, do not seem to have 
any obvious relation to the drug’s mode of action.

The central issue remains when and whether 
it is justifiable to prescribe an unlicensed drug 
when a licensed one for the same indication 
exists. 
Cite this as: BMJ 2012;345:e5161

Trusts	reverse	advice	to	doctors	
to	use	cheaper	drug	for	wet	AMD

Bevacizumab is widely used as it is cheaper, and 
trials have found it is equivalent to ranibizumab 

After only 0.006% of deaths 
can organs be transplanted



NEWS

BMJ	|	4	AUGUST	2012	|	VOLUME	345	 3

Mobile	phone	app	from	NHS	“hack	day”	is	
set	to	transform	handovers	and	task	lists
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Colin Brown with the app: software developers were incredulous at the systems most trusts currently use

Zosia Kmietowicz LONDON
An application or “app” that has been developed 
after doctors joined forces with software develop-
ers in the first ever NHS “hack day” is set to bring 
a much needed technology boost to the “bits of 
paper” handover system currently used by most 
hospitals when doctors change shifts.

Colin Brown, the doctor on the team that took 
first prize at the hack day at the end of May,1 
said that he had been pondering the idea for an 
electronic means of exchanging information at 
handover for a while. 

“At the moment handover relies on lots of bits 
of paper on which doctors write notes or instruc-
tions about tasks and then juniors stuffing them 
in their back pockets. Then there are patient lists 
that juniors have to update in an Excel spread-
sheet or in Word. There is no way to generate this 
electronically,” said Brown, currently an NHS fel-
low at the Health Protection Agency during a year 
out from his job as academic fellow in infectious 
diseases at St Thomas’ Hospital in London.

“The first part of our task on the hack day was 
to explain the current system to the software 
developers, and we had to keep re-explaining it 
because they were so incredulous at the systems 
used by most trusts.”

The app, which can be downloaded onto 
computers as well as mobile phones, uses a feed 
from the hospital’s electronic medical records 
to provide doctors with a list of all their patients 
and allows them to create task lists and update 
patients’ records.

The team behind the application believes that 
it has the potential to save the NHS more than 
£3.6m in time savings, based on cutting five 
minutes from the time that 10 000 junior doc-
tors spend each day on handovers. However, 
the potential gains for the NHS are much larger.

“Handover will be much easier,” said Brown. 
“Juniors won’t have to trawl through 15 bits of 
paper that other doctors have written, and the 
app will eliminate the potential to leave confi-
dential and sensitive instructions about patients 
lying around, so [will] improve confidentiality. 

“For supervisors there are benefits too, as we 
will be able to log on anywhere in the hospital 
and check whether a particular test that has been 
requested has actually been carried out. There 
will be no more chasing up juniors by bleeping 
them and then waiting for them to call back.”

If a patient appears on several lists—such as at 
a clinic in the hospital and as an inpatient—each 
team will be able to see what tests have been 
ordered and the results, saving time and avoid-
ing duplication, he said.

Paul Wilson, managing director of New Con-
text Scotland, a software consultancy that was 
involved in developing the winning idea, said 
that the application would be free and easy to 
download and install by any NHS hospital trust. 
“Our solution will reduce the errors that occur 
during shift handovers and when patients move 
between departments. We estimate that this 
innovation has the potential to save £3.6m worth 
of time—time that can then be devoted to front-
line patient care,” he added.

The company is currently working to get the 
product beyond the proof of concept stage, and 
a prototype is being tested.

The winning team also included Adrian 
Mowat, from New Context Scotland, Eckhard 
Schwarzat, from the healthcare informatics 
company Value Decision, and Rob Dyke, from 
Tactix4, a software development company.
The second hack day (www.nhshackday.com) will be 
held in Liverpool on 22 and 23 September.
Cite this as: BMJ 2012;345:e5162

Organ	donors	could	be	given	priority		
for	transplants	under	new	rules	

Too	few	school	nurses	to	
administer	proposed	flu	
vaccination	programme

considering introducing the system from 2015.
Although the UK is on track to meet the Organ 

Donation Taskforce’s target of a 50% increase in 
donations from deceased people between 2008 
and 2013, numbers will still not be enough to 
meet current needs.

The survey asks if there should be a review of 
the ethical, legal, and professional acceptability 
of elective ventilation (intubation and ventilation 
of a patient whose death is inevitable to promote 
donation after brainstem death).

A review of care practices at the end of life is 
also suggested, particularly with regard to the 
early withdrawal of life sustaining treatments in 
critical care units and emergency departments, 
which would conflict with the possibility of organ 
donation. 

Other proposals include increasing the number 
of critical care beds and ensuring that the costs 
incurred by an intensive care unit in managing a 
potential organ donor are reimbursed. UK hospi-
tals get around £2000 per organ, whereas hospi-
tals in Croatia get €7000 (£5500). 
The survey is at http://bit.ly/OGoMjt.
Cite this as: BMJ 2012;345:e5219

Nigel Hawkes LONDON
Flu vaccination is to be extended to all children 
aged between 2 and 17, at a cost of £100m a 
year. But how the vaccine will be administered 
is uncertain and the evidence is unpublished.

The Joint Committee on Vaccination and 
Immunisation, whose recommendation has 
been endorsed by health secretary Andrew Lans-
ley, admits that severe logistical difficulties need 
to be overcome first. They include the supply of 
the vaccine, the attitude of parents, the short-
age of school nurses who would provide the best 
mode of delivery for children between 5 and 17 
years, and the possibility that extending the pro-
gramme could disrupt existing flu vaccination 
for over 65s and high risk groups.

But the committee believes that the evidence 
shows the proposal to be cost effective. It says 
that the unpublished study from the Health 
Protection Agency and the London School of 
Hygiene and Tropical Medicine concludes that 
the extended programme “might appreciably 
lower the public health impact of influenza by 
averting a large number of cases of influenza dis-
ease in children as well as many cases of severe 
influenza disease and influenza-related deaths, 
which mostly occur in older adults and those of 
any age with clinical risk factors.”1

Cite this as: BMJ 2012;345:e5108
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Janice Hopkins Tanne NEW YORK
Mitt Romney, the Republican candidate for US 
president, is backing a reversal of the ruling 
issued by the US Supreme Court in 1973 that 
made abortion legal and has said that he will 
ban the use of federal funds for abortions at 
home and abroad should he win the election.

In a letter posted on a pro-life news website, 
Romney spelt out in detail his present anti-
abortion position, which is in contrast to his 
previous position when he was governor of Mas-
sachusetts.1 The letter is similar to the position 
outlined on Romney’s campaign website.2

In the letter Romney wrote, “I am firmly 
pro-life. I believe that if abortion were limited 
to cases of rape, incest, and circumstances in 
which the mother’s life is in peril, we will have 
gone a long way to ending abortion in this coun-
try. I support the reversal of Roe v Wade, [the 
1973 Supreme Court ruling that made abortion 
legal in the United States] because it is bad law 
and bad medicine. Roe was a misguided ruling 
that was a result of a small group of activist fed-
eral judges legislating from the bench.

“I will support the Hyde Amendment, which 
broadly bars the use of federal funds for abor-
tions. And as president, I will end federal funding 
for abortion advocates like Planned Parenthood.

Romney said that he would also reinstate poli-
cies to deny funds to international non-govern-
mental organisations that perform or promote 
abortion as part of family planning services. 
He said that he would support US anti-abortion 
legislation that was based on the premise that 
fetuses feel pain from abortion.

Romney continued, “And perhaps most 
importantly, I will only appoint judges who 
adhere to the Constitution and the laws as they 
are written, not as they want them to be written.

“As Governor of Massachusetts, I fought to 
promote abstinence education in the classroom, 
vetoed legislation to provide emergency con-
traception without a prescription, and vetoed 
embryonic cloning legislation. I am proud to say 
that each time I was presented with legislation 
on life issues, I sided with life. I remain strongly 
dedicated to that position.”

However, Romney’s position on abortion has 
changed over the years, as summarised by the 
Fact Checker blog of the Washington Post3 and 
others.4 5

It seems that earlier in Romney’s career, when 
he was campaigning for a Senate seat from Mas-
sachusetts in 1994, he said that he thought 
abortion should be safe and legal and supported 
the Supreme Court’s 1973 Roe versus Wade rul-
ing. Romney had attributed his policy in favour 
of legal abortion to having learnt of the death of 
a family member from an illegal abortion.

In March 2002, during his campaign for gov-
ernor of Massachusetts, Romney said that he 
personally did not favour abortion but that as 
governor he would protect a woman’s right to 
choose under US and Massachusetts law. He was 
governor from 2003 to 2007.

In February 2006 Romney said in an inter-
view with Fox News that his change of heart 
had resulted from a discussion about stem cell 
research with a Harvard researcher.6

Cite this as: BMJ 2012;345:e5211
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Olympic	drug	testing	
centre	will	house	new	
£10m	research	facility

Romney	outlines	pro-life	stance	
with	vow	to	ban	most	abortions

Mitt Romney said in 2006 that he changed his views to pro-life after a discussion about stem cell research 

The laboratory will test 6000 urine and blood 
samples from athletes during the Olympic Games

Adrian O’Dowd LONDON 
A groundbreaking research centre is to be funded 
with £10m over five years and will be based at 
the current antidoping facilities for the London 
Olympic Games.

The new Medical Research Council Phenome 
Centre at the current Olympics antidoping labo-
ratory in Harlow, Essex, will help researchers to 
explore disease characteristics to develop new 
treatments. Researchers will investigate the 
phenome patterns of patients and volunteers by 
analysing samples, usually blood or urine, very 
rapidly and on an unprecedented scale.

This will help them to discover new biomark-
ers to explain why one person or population may 
be more susceptible to a disease than another, 
which will help scientists to find new, safer, and 
more targeted treatments. Phenome analysis has 
already been used to tailor cancer treatment to 
suit individual patients, such as by minimising 
the toxicity and maximising the efficiency of 
drug treatments for colon cancer.

During the Olympic Games more than 6000 
urine and blood samples from athletes are being 
collected and tested at the laboratory’s facilities, 
which are larger than seven tennis courts. The 
facilities were provided by GlaxoSmithKline and 
are operated by antidoping experts from King’s 
College London, with support from scientists 
from around the world.1

On 1 August the government announced 
that the laboratory would become the Medical 
Research Council Phenome Centre, funded over 
five years by an investment of £5m each from the 
Medical Research Council and the Department of 
Health’s National Institute for Health Research.

The centre will be a collaboration of academic 
partners, led by Imperial College London, and 
nuclear magnetic resonance and mass spectrom-
etry equipment will be provided by Bruker and 
the Waters Corporation.
The BMJ’s Olympics portal is at http://journals.bmj.
com/site/marketing/olympics2012/index.html.
Cite this as: BMJ 2012;345:e5233


