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How can mindfulness help children who arrive
at school hungry, whose parents are on zero hour
contracts and have had tax credits withdrawn?

NO HOLDS BARRED Margaret McCartney

Mindful of mindfulness

T

he modern mindfulness
movement has gained wide
support in Britain, far beyond
its use in mental health services.
But the National Institute for
Health and Care Excellence approves the
technique only for preventing and treating
some mental illnesses.
Mindfulness has become the realm of
smartphone apps and courses in community halls and
workplaces—including, reportedly, the US military
and Google. And BT’s wellbeing adviser said that
mindfulness can help foster a “resilient workforce.”1
Mindfulness is also used in schools. Here, in
particular, impressive promises are made. It’s for
“the flourishing of young minds.”2 It will enable
schoolchildren to experience greater wellbeing, to fulfil
their potential, and to improve their concentration and
focus.3 Courses offer to reduce exam stress.4
The UK Mindfulness All Party Parliamentary Group
recently made its recommendations for education.
It wants three schools to “pioneer mindfulness
teaching,” test models of “replicability,” and
disseminate best practice. It wants £1m a year to “train
teachers in mindfulness.”5
Using mindfulness in workplaces may seem
attractive—make your employees resilient. But
fair wages and a smaller workload may help more.
However, trials of mindfulness have generally used
waiting lists or usual care as control groups rather than
testing against other interventions.6 What of the benefit
of shared coffee times among general practice staff in

reducing stress, for example, or an end to
unwanted zero hours contracts? And what of
the practice’s long term outcomes?
Similar problems exist with using
mindfulness in schools. A recent systematic
review found much unpublished literature,
an asymmetric funnel plot (with a possible
rational explanation, but still), and a lack of
long term follow-up or control groups that
used other means of relaxation or stress reduction.7
Yet the all party group is urging the Department for
Education to fund voluntary and private providers to
start online programmes in mindfulness, as well as
to train mental health “leads” in schools. The group
seems to be calling for a revolution.
But how can mindfulness help children who arrive
at school hungry, whose parents are on zero hour
contracts and have had tax credits withdrawn? How
about comparing mindfulness practice with providing
free school meals or safe spaces to play?
Mindfulness, applied to the population rather than to
people who are or have been mentally ill, risks making
individuals responsible for their resilience, even though
the systemic problems of social inequality are to blame.
This is not to say that mindfulness, or another form of
relaxation, may not be useful or important. But we must
demand better evidence before making policy.
Margaret McCartney is a general practitioner, Glasgow
margaret@margaretmccartney.com
̻̻Follow Margaret on Twitter, @mgtmccartney
Cite this as: BMJ 2016;352:i839
Find this at: http://dx.doi.org/10.1136/bmj.i839
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PERSONAL VIEW Peter Bailey

This mismanagement of the
NHS amounts to neglect
The basic needs of a vulnerable workforce are not being met

T

oday I’ve been working as
a sessional GP in a village
practice near Cambridge,
seeing the usual mixture
of common colds, hot
children, lumps needing urgent
referral, heart attacks, depression, and
the worried well. Around me, in leafy
Cambridgeshire, GPs are worrying about
the recruitment crisis in primary care,
with as many as 40% of GPs due to retire
in the next five years.

The NHS
exists only
if we will it
to do so; the
government
has lost that
will

A 48 hour strike
Junior doctors are going back to
work after a 48 hour strike over the
imposition of their new contract.
Administrators are trying to fill rota
gaps without spending any money,
and patients are trying to negotiate the
complex bureaucratic barriers we’ve put
in their paths to try to limit demand in
the NHS.
On the wall next to my desk is a crib
sheet about safeguarding vulnerable
adults, reminding me to remain vigilant

as patients pass through my care. It
contains some definitions:
“Professional abuse is the misuse
of power and the abuse of trust
by professionals, the failure of
professionals to act on suspected
abuse/crimes, poor care practice or
neglect in services.
“Institutional abuse is the
collective failure of an organisation
to provide an appropriate and
professional service to vulnerable
people.
“Neglect is behaviour that results
in a vulnerable adult’s basic needs
not being met.”
Reading the crib sheet, I realise
that the vulnerable adults around
me are my colleagues. I see
general practice principals and
assistants at their wits’ end, with
unsustainable increases in workload
and expectation. I talk daily with
junior doctors who have punishing
rotas, poor teaching, and training
programmes that fling them around

the country and separate them from
their families. Just as vulnerable
women come to be locked into
abusive marriages through love
and duty and a lack of practical
alternatives, so doctors become
trapped by their sense of guilt
and responsibility, diligence, and
mortgages.
Many of us foresaw that the
Health and Social Care Act would
wreck the NHS, that the abolition
of primary care trusts by the former
health secretary Andrew Lansley
was like knocking down a load
bearing wall to improve the view.
Piecemeal privatisation of the NHS
would bring it to its knees. And I see

THEBMJ.COM BLOG Janis Burns

Why the GMC should advocate for
juniors in the contract dispute

A

s a doctor I’m regulated
by the General Medical
Council (GMC), and I
have mixed feelings
towards this body. Its
function is to protect the public from
bad doctors: this is simultaneously
reassuring and terrifying. Not all
doctors who find themselves in front
of a fitness to practise tribunal are
bad, and the experience is, by all
accounts, terrifying for those who
find themselves there. I hope that I
never do so, but the proposed junior
contract leaves me fearful.
The GMC also has obligations for
our training, and with that in mind I
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think that the GMC should advocate
for junior doctors in our current
dispute with the government. When
a recent email was sent to all junior
doctors by Terence Stephenson (chair
of the GMC), I was reassured that he
immediately recognised that “doctors
in training feel less valued and less
supported.” And the remainder of the
email did little to alleviate my anxiety
and fear regarding my future as a
junior doctor in training.
With every day of industrial action
we realise that we disrupt services.
Active withdrawal of our labour didn’t
feature in our vision of how life as a
doctor would be. Yet we find ourselves

We find
ourselves in
a stalemate
with the
government
where our
collective
voice is
ignored and
striking is our
only option

in a stalemate with the government
where our collective voice is ignored
and striking is our only option.
Stephenson’s stern reminder that
our first concern must be the welfare
of our patients, while politically
necessary, felt callous. I’ve certainly
grappled with whether striking is
something a doctor should ever do,
and I’m uncomfortable with it.
So, from the inside of this dispute,
it seems that Stephenson and the
GMC are keeping a watchful eye but
that, for whatever reason, they don’t
wish to intervene. While they are
happy to take on a paternalistic role
in overseeing our training, they are
reluctant to protect us, and ultimately
our patients, from the harm that will
result from imposition of a detested
contract.
19 March 2016 | the bmj

ACUTE PERSPECTIVE
David Oliver

Resuscitation
orders and reality

this happening with a sense of grim
foreboding. The NHS exists only if we
will it to do so; the government has
lost that will. The rhetoric is fine, but
the neglectful behaviour is clear, and
now the bruises are showing.

Misuse of power
Jeremy Hunt, the government, and
the Department of Health have
misused their power and abused
the trust of the medical profession.
They are guilty of poor care practice
and neglect of services. They have
failed to create an organisation
that provides an appropriate and
professional environment in which
to work. The result is that the basic

Will the leniency that they
are showing our government be
extended to those of us who find
ourselves in front of the GMC as a
consequence of being dangerously
overstretched and exposed? I’m
happy to be held to account if a
patient comes to harm under my
care, but this is with the proviso
that I’ve been negligent in ideal
conditions. Overstretch me,
let me practise
medicine in
dangerous
conditions,
and I won’t
lose my
career
without a
fight. We’re
collectively

needs of the vulnerable workforce
are not being met.
Junior doctors have no recourse
but to strike, dependent as they are
on their training programmes and
references. GPs can vote with their feet,
and increasingly they are doing so.
Corporate failure has been
identified in many areas of life in
Britain. It’s time we spoke truth to
power and called the government
and the Department of Health
to account for the abuse of its
vulnerable workforce.
Peter Bailey, sessional GP, Cambridgeshire
peter.bailey@nhs.net
Cite this as: BMJ 2016;352:i1536
Find this at: http://dx.doi.org/10.1136/bmj.i1536

blowing the whistle about this
contract, doing what the GMC
encourages us to do, and yet the GMC
remains effectively silent.
It’s clear that public condemnation
from our regulatory body would
increase the pressure on the
government to return to the
negotiating table, would put an
end to these needless strikes, and
would lead to a
negotiated, fair,
and—crucially—
safe contract.
How long will the
GMC wait?
Janis Burns is a core
anaesthetic trainee,
London
̻̻Read this blog in full
at thebmj.com/blogs

We’re now legally obliged to discuss “Do not
attempt cardiopulmonary resuscitation” (DNACPR)
decisions with patients. Failing that, we must make
all reasonable efforts to speak to families, however
inconvenient or upsetting, and however futile, we
think CPR may be. Communicating and explaining
a DNACPR decision won’t usually change it. If
anything, I can see more people saying they don’t
want CPR.
On the acute take, a small handful of patients will
have existing DNACPR orders or documented advance
decisions. Some will be capable of discussing CPR
in the melee of the hospital emergency floor but,
already unsettled by being admitted, are often
disconcerted by our asking. We may lack the time for
a considered, sensitive discussion.
Many patients will lack the immediate capacity for
that discussion. Some will have relatives with them
to discuss CPR. Others may not, so we must discuss
on the phone, or in person despite transport or
distance. It’s often hard to get hold of people or their
phone numbers, even in emergencies.

Crash teams will be called to patients’
bedsides, wonder what they are doing
there, and feel obliged to start CPR
I strongly predict that some staff, motivated by
genuine concern for patients, will continue to make
them “DNACPR” without family discussions. More
court cases will arise. More patients will be “For
CPR” until they’re on a ward and a discussion can be
had, perhaps days later. Crash teams will be called
to patients’ bedsides, wonder what they’re doing
there, and end up feeling obliged to start CPR.
Most in-hospital CPR fails, and outcomes are often
poor for survivors. Those of us who have witnessed
and delivered it know how undignified, even brutal,
it can be. Broken ribs, burns, intubation, repeated
cannulation, hypoxic brain damage. Tellingly, most
doctors wouldn’t choose this for themselves.
I don’t advocate law breaking. But campaigners
and courts might be realistic about the competing
demands on a depleted, pressured workforce and
a realisation that well intentioned rulings may risk
harms to many patients.
David Oliver is a consultant in geriatrics and acute general
medicine, Berkshire
davidoliver372@googlemail.com
̻̻Follow David on Twitter, @mancunianmedic
Cite this as: BMJ 2016;352:i1494
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OBITUARIES
Martin Forrest Brewster
Retired general practitioner
Wigtown (b 1933; q Glasgow
1956), died on 15 July 2015
from sepsis secondary to
bronchopneumonia and
cerebrovascular degeneration
Martin Forrest Brewster had initially intended
to follow a surgical career, but an accident with
a Tilley lamp resulting in a significant burn to
an arm precluded “scrubbing up.” He entered
practice in Wigtown as assistant in 1962,
became partner in 1969, and was made senior
partner in 1980. He held strong views about
public health management of AIDS. He retired
in 1996 but developed the symptoms of a
neurodegenerative condition, which blighted
his final years. He leaves his wife, Donna; three
children; and five grandchildren.
John Macdonald
Cite this as: BMJ 2016;352:i890

Eleanor Head Busher
Former general practitioner Worcester (b 1958;
q Birmingham 1981), died as the result of an
accident while on a skiing holiday in the French
Alps on 25 January 2015.
Eleanor Head Busher (“Elly”) trained as a
GP in Worcester and became a principal in a
practice in the city in 1987. She later spent 15
years as a partner at St Martin’s Gate Surgery
before retiring in June 2014. Elly provided well
informed, warm and compassionate care for
her patients, and enjoyed the depth, breadth,
and continuity of working as a family doctor.
She combined her clinical knowledge with a
commitment to the administrative aspects of
healthcare and was the practice representative
for commissioning. Elly leaves her husband,
Guy; a son; and a daughter.
Kathryn Solesbury
Cite this as: BMJ 2016;352:i894

Anna Gillian Isobel Cookson
Community paediatrician,
Leicester (b 1942; q Edinburgh
1967), died from ovarian
cancer on 11 June 2015.
Shortly after qualifying Anna
Gillian Isobel Bach took
up junior hospital posts in Zimbabwe (then
Rhodesia), where she met her future husband,
John Cookson. On returning to the UK, she
took up paediatric posts in Birmingham. After
444

another spell in Africa, she worked part time as
a community paediatrician in Leicester for many
years and was a well known and respected
visitor to many local schools. Later she also
worked in the breast clinic. She retired in 2002.
She died after a long spell with ovarian cancer
and leaves her husband, two children, and
three grandchildren.
John Cookson
Cite this as: BMJ 2016;352:i901

John Robey Cobbett
Former consultant plastic surgeon Queen
Victoria Hospital, East Grinstead, and Lewisham
Hospital (b 1930; q Cambridge 1956; FRCS),
died from longstanding Pick’s syndrome on
19 January 2016.
John Robey Cobbett was appointed consultant
plastic surgeon to the Queen Victoria Hospital,
East Grinstead, and Lewisham Hospital in
1967. In 1966 he had won the Moynihan
travelling fellowship granted by the Association
of Surgeons of Great Britain and Ireland
and visited America, Japan, and Russia. He
sought to achieve what had been thought
impossible: the functioning anastomosis of
minute blood vessels. In 1968 he performed
the first successful single stage digital transfer
to be carried out in Western practice; probably
the first in the world using microvascular
techniques. Predeceased by his wife, Pamela,
he leaves three children and their families.
Tom Cochrane
Cite this as: BMJ 2016;352:i898

William Moncrieff Haining
Ophthalmologist (b 1926; q 1952; FRCS Ed,
FRCOphth), died from complications of heart
failure on 6 November 2015.
William Moncrieff Haining spent three
years in general practice in St Andrews,
where he became increasingly interested
in ophthalmology. He trained in Oxford
and Edinburgh, and he spent several
years on a Fulbright scholarship in Boston,
Massachusetts. On returning to the UK, he
took up a post as consultant ophthalmologist
charged with developing an eye unit at the
newly built Ninewells Hospital in Dundee.
Under his leadership, the department
developed a national reputation for excellence.
He leaves Barbro, his wife of 57 years; three
children; and six grandchildren.
Nick Haining, Carrie MacEwan
Cite this as: BMJ 2016;352:i903

Struan John Tannahill
Robertson
Former general practitioner
(b 1920; q Glasgow
University 1945),
d 3 February 2015.
Struan John Tannahill
Robertson became a partner
in general practice in Glasgow in 1952. When
Woodside Health Centre was completed
in 1971, Struan became the inaugural
chairman of its management committee,
a role in which he would serve until 1973.
He realised that hypnotherapy might be
helpful in certain patients and subsequently
incorporated hypnotherapy into his clinical
practice following a course in Glasgow. In
1984, he retired and moved to Sutherland,
where he pursued his interest in Glasgow’s
tramway system and wrote several books.
Predeceased by his wife, he leaves four
children, five grandchildren, and three great
grandchildren.
Andrew Senior
Cite this as: BMJ 2016;352:i904

John Lawrence Singh
Former general practitioner
Leeds (b 1938; q Gaja Rajah
Medical College, Gwalior,
India, 1960), died after a
short illness on 4 December
2015.
John Lawrence Singh came
to the UK in the late 1960s. He took over a
singlehanded practice in the Harehills area
of Leeds, where he remained for more than
30 years, before moving to a practice in
Gildersome. John was one of the founders
of Leeds Doctors Cooperative and South
Central Leeds Doctors Cooperative. In 2004
he was made a member of the shadow board
of Local Care Direct, the new entity that
provides out of hours services for the whole
of west Yorkshire. He was also a member of
Leeds local medical committee. John leaves
his partner, Sue, and her two children.
Rajgopalan Menon
Cite this as: BMJ 2016;352:i907

CORRECTION In the print issue of 5 March
2016 (p 360), we mistakenly published the
photo of Martin Spiro alongside the obituary of
John Rimington. We apologise to the families.
19 March 2016 | the bmj

Robert Spitzer
Psychiatrist who “cured” gay people and reshaped the
Diagnostic and Statistical Manual of Mental Disorders
Robert Leopold Spitzer (b 1932; q Cornell
University, New York, 1953), died from
heart disease on 25 December 2015.

Psychiatrist Robert L Spitzer played
a key part in lifting the stigma of
mental illness from homosexuality.
Over his many years at the helm of
the Diagnostic and Statistical Manual
of Mental Disorders (DSM) of the
American Psychiatric Association
(APA) he reshaped and standardised
the research and practice of that area
of medicine.
Legal and social discrimination
against homosexual men and
women was rampant in the US in the
early 1970s. Sodomy laws were still
on the books in almost all states, and
prosecution could cost one one’s job.
The DSM labelled homosexuality a
mental illness.
The level of fear was so great that,
when the APA gathered in 1972 to
consider a change in the classification,
one of its gay but professionally
closeted members would speak on a
panel on the topic only if he could wear
a rubber mask and a fright wig and
have his voice altered electronically.

“Sexual orientation disturbance”
Spitzer realised that many
psychoanalysts—who dominated the
association at the time—were uneasy
with completely normalising the
condition, so he retained a diagnostic
category of “sexual orientation
disturbance” for patients distressed by
the fact that they were gay.
“In those days, I found him
[Spitzer] pleasant, cooperative, and
sympathetic,” the late gay rights
activist Frank Kameny would recall
in a private communication in 2005.
Kameny had a leading role in pressing
the APA to change its policy on
homosexuality, and in 2006 he was
recognized with an award from the
Association for those efforts.
“Kameny and others understood,
I think correctly, that the diagnosis
perpetuated the stigma (against gay
people),” said Jack Drescher, clinical

professor and New York Medical
College and member of the DSM-5
workgroup on sexual and gender
identity disorders, in a conversation
with The BMJ. “Once you removed that
stigma you would change everything.”
The dominoes of discrimination that
slowly fell included state sodomy laws,
barriers to employment in the military
and elsewhere, and marriage rights
and obligations.
Spitzer waded into controversy
again in 2001 when he published a
paper suggesting that at least some
people could change their sexual
orientation. It was based on interviews
with persons treated by the “ex-gay”
movement.
The anti-gay right immediately
seized on this to buttress their agenda.
Other psychiatrists attacked the
study over methodological and other
issues. Spitzer conceded many of their
arguments, attempted to withdraw
the paper from publication, and—in
a highly unusual move—apologised
for it.
Drescher met Spitzer during this
period, and they subsequently became
close friends. “I don’t think that
[Spitzer] was fully prepared for the
media frenzy that was in part created
by the people on the right,” he said.

Changing the DSM
A young Spitzer was asked to be note
taker for final revisions of what would
be DSM-II—then a slim volume of 134
pages—published in 1968. In 1974 the
APA asked him to chair the committee
that would produce DSM-III.
A principal goal was to standardise
definitions in a way that would reduce
room for interpretation and hence
variance. Vigorous language and a
checklist of criteria would lead to more
reliable diagnosis and treatment.
Spitzer was heavily involved in the
process, essentially synthesising
discussions into his own language
and then typing them up himself in
a day when such activity generally
was relegated to secretaries. The
document had grown to 494 pages

Spitzer
played a key
part in lifting
the stigma
of mental
illness from
homosexuality

by the time Spitzer presented it to
the APA Assembly in May 1979. He
explained the objectives and process
and the association voted to accept it—
shocking him with a standing ovation.
“The DSM-III was a transformation
from a mostly psychoanalytic
perspective of diagnosis to a
research perception or a symptom
based perspective,” says Drescher.
Practitioners embraced it because of “a
strong desire for psychiatry to join the
rest of medicine . . . they wanted to be
more medical.”
Robert Leopold Spitzer spent almost
his entire life in the New York City area.
He graduated from Cornell University
(1953), the New York University School
of Medicine (1957), and the Columbia
University Center for Psychoanalytic
Training and Research, and he taught
at the Columbia Psychiatric Institute.
He helped develop several
psychiatric screening and diagnostic
tools. The APA honoured him with
awards in 1987 and 1994, as did the
New York Academy of Medicine in
2000.
Spitzer had increasingly severe
Parkinson’s disease, although the
immediate cause of death was heart
disease. Two marriages ended in
divorce. He leaves his wife, Janet
Williams, and five children.
Bob Roehr, Washington, DC
BobRoehr@aol.com
Cite this as: BMJ 2016;352:i142
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ANALYSIS

Is anyone listening?
Millions of pounds have been spent on patient participation groups
in general practice, but there is little evidence that they have made a
difference. Stephen Gillam and Jennifer Newbould discuss
WHAT YOU NEED TO KNOW
•   Patient participation groups expanded
rapidly after the introduction of a
financial incentive in 2011
•   Little research has been done into
what they have achieved
•   The limited evidence suggests they
need clearer goals, resources, and
training to have an impact

P

atient participation groups began
to emerge nearly 40 years ago
and are well established in many
general practices.1 Growth of the
groups expanded sharply in 2011
when an optional clause in the GP contract
provided financial incentives for practices to
set up “patient reference groups.”3 The clause
stipulated that practices should gain feedback
from their practice population, collate patient
views by means of surveys, agree action
plans, and publicise any resulting actions and
achievements.3
At least two thirds of all practices in
England have a patient participation group.4
Membership of the National Association
for Patient Participation (an umbrella
organisation which supports patient led
groups in general practice) roughly trebled
to over 1000 groups after 2011, and the
association says that many practices were
ill prepared. We estimate that payments
totalled £80m in the first two years of the
scheme’s operation, but they have now been
incorporated into the global sum for practice
funding.

There remains uncertainty about what the
money spent on patient participation groups
has achieved. Here, we summarise the
available research, examine the challenges
faced by the groups, and consider their
future. Although the enhanced service
payments ceased in April 2015, it remains
a contractual requirement for practices to
have a patient participation group.

What we know
The main activity of patient participation
groups is giving advice and feedback on
services provided by the practice, but a
lack of nationally agreed roles means the
remit of groups varies widely (box 1).6 This
diversity makes it harder to assess their
impact.7 Several studies have identified
practical challenges in establishing
and sustaining groups.6 8‑ 10 They face
recruitment difficulties and membership
is seldom representative of the patient
population, in terms of age and ethnicity.
Although members of the groups
want to contribute to development of
the practice, they often feel their voices
are not heard.7 This could be because
of ill defined responsibilities, lack of
training in quality improvement, or lack
of support for a more clearly defined role.
Important determinants of success are
strong leadership and support from the
practice team.1 10 However, an early study
of general practitioners’ attitudes to patient
participation groups suggested that
many initially regarded them with
suspicion.12

Box 1 | Roles of patient participation groups6 7
• Giving advice and feedback on services provided by the practice
• Gathering and reviewing feedback from other patients

The level of involvement of patient
participation groups in decisions about
services is unknown but is likely to be
limited. Smiddy and colleagues reported that
development of groups since the financial
incentive did not seem to be linked to a
strategic vision or overall framework for
patient involvement.8 If groups have been
formed tokenistically, are practice staff really
committed to listening to them?

Feedback fatigue
In recent years, the number of ways in which
feedback from patients is collected has grown
steadily (box 2).
Commentators have bemoaned the NHS’s
failure to respond to users’ feedback, but
which “patient voice” should the GP listen to?
The plethora of sources may be one reason
for a failure to respond, as may be GPs’ trust
in the data with which they are provided.
Yet patient participation groups, with their
longer term, more intimate perspective offer
something more. When relationships are
mutually supportive they offer the potential
to implement change. They also allow
practices to have an interactive discussion
with patients, rather than the one way
communication afforded by most other
feedback mechanisms.
Can they be made more effective?
Changes are required both within and beyond
the groups themselves. There is a need to
align different sources of patient feedback
if the effort and expense expended in
collecting data are to generate lasting service
Box 2 | Sources of patients’ view in general

practice

• In-house surveys

• Assisting in the planning and evaluation of new services

• National General Practice Patient Survey (GPPS)

• Involvement in research

• Suggestion boxes

• Providing a link to other initiatives in the local community

• Complaints procedures

• Health education—eg, running educational meetings for patients

• Surveys for revalidation

• Generating material support for practices—eg, through fundraising

• Friends and family test

• Providing voluntary services to patients

• Care Quality Commission ratings

• Contributing to clinical commissioning groups’ activities

• NHS Choices and other feedback websites
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If groups have been formed
tokenistically, are practice staff really
committed to listening to them?
improvement. Coulter and colleagues propose
that a national institute of “user” experience be
set up to draw relevant data together, determine
how to interpret the results, and put them into
practice.14
One possible model is that provided by the
board of school governors with their clear
statutory responsibilities, access to information
such as financial reports, and well resourced
training and support. Governors are trained to be
a “critical friend” and schools to be responsive
and to consider governors’ feedback.
It is unclear where patient participation
groups fit alongside the new NHS infrastructure
and reforms to promote patient and public
involvement in the wake of the Health and Social
Care Act.15 As CCGs are being encouraged to
take on responsibility for “co-commissioning”
primary care,16 local knowledge found in patient
participation groups could be an asset.

Should we persevere?
To all these suggestions, objections can be
raised. Crucially, is there really the experience
and expertise at practice level to allow for an
expanded role? Small practices may struggle to
support patient participation groups but other
models can be explored. Should groups, like
practices, be federated and link with other groups
locally?
The recent substantial investment in
patient participation groups was an implicit
acknowledgement that they are a potentially
valuable resource and that the NHS needs to
make better use of them. The groups have the
potential to offer responsive, interactive feedback
in the spirit of true partnership. However, for the
foreseeable future and in their current form, these
groups are likely to be confined to the margins of
primary care development.
Stephen Gillam, senior visiting fellow, University of
Cambridge, Cambridge, UK sjg67@medschl.cam.ac.uk
Jennifer Newbould, research leader , RAND Europe,
Cambridge, UK
Cite this as: BMJ 2016;352:i673
Find this at: http://dx.doi.org/10.1136/bmj.i673

A mixed bag of poorly evaluated methods leaves patients
frustrated, and doctors little wiser, says Angela Coulter
The best way to ensure that services
are responsive to those they aim
to serve is to elicit feedback and
encourage providers to deal with
any reported problems. This has
been axiomatic in health policy
for many years, but have we got
the balance right in primary care?
The linked article by Gillam and
Newbould suggests not, pointing
to doubts about the effectiveness of
patient involvement in, and feedback
to, general practices, despite the
plethora of data sources at their
disposal.1 This feedback is obtained
at considerable cost in terms of staff
time and incentive payments for
practices.

Feedback is obtained at
considerable cost in terms
of staff time and incentive
payments for practices
In addition to reviewing
suggestions and complaints,
responding to TripAdvisor type
comments posted on the NHS
Choices website, discussing Care
Quality Commission inspection
reports, and carrying out their
own bespoke surveys, patient
participation groups are expected
to review results from the national
General Practice Patient Survey
(GPPS), which is conducted twice a
year by a survey company contracted
to NHS England,3 and the Friends
and Family Test (FFT) that all
practices are required to invite their
patients to complete.4 Is all of this
really worth doing? If not, what
could be dropped?
No studies have attempted to
answer this question as yet, but my
suggestion for removal is the FFT.
Based on the net promoter score
(www.netpromotersystem.com) used
extensively by retail companies,
the FFT asks people to rate their
experiences using a single question:
“How likely are you to recommend
our GP practice to friends and
family if they needed similar care or
treatment?” followed by an invitation
to provide free text comments.

Launched by the prime minister with
great fanfare in 2012, use of the FFT
throughout the NHS was supposed
to allow the public to compare
healthcare services and identify the
best performers, thereby driving up
quality standards.5

Wasted effort
Practices can gather FFT responses
in any way they see fit, using paper
questionnaires, web tools, check-in
screens, or text messages. There
is no quality control on sample
selection, no check on numbers of
patients approached, and hence
no reliable means of calculating
response rates. This means it fails
the most basic tests of validity
and reliability for surveys. Most
practices manage to collect only a
small number of responses each
month—the latest published figures
(October 2015) show that 5890
general practices collected responses
from 181 774 patients, an average
of 30.9 responses per practice.6 The
low numbers and lack of sampling
procedure mean that individual
practice scores can vary wildly from
month to month, making these
virtually useless for monitoring
purposes and highly misleading
for anyone wanting to use them to
compare practices.
While most patients are very
satisfied with general practice care,
the GPPS reveals frustrations with
access arrangements, continuity
of care, involvement in treatment
decisions and care plans, and
insufficient support for self care.3
Instead of wasting time and money
organising pointless FFT surveys, it
would be much more productive for
practices and participation groups
to focus their efforts on addressing
these priorities for improvement.
Angela Coulter, senior research scientist,
Health Services Research Unit, Nuffield
Department of Population Health, University
of Oxford, Oxford, UK
angela.coulter@dph.ox.ac.uk
Cite this as: BMJ 2016;352:i913
Find this at: http://dx.doi.org/10.1136/bmj.i913
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BMJ ON QUALITATIVE RESEARCH

A test of qualitative
research
The BMJ should take up the
proposal of allocating one slot
a month for a year to qualitative
research (Analysis, 20 February).
This could test the claims of
qualitative research. If the
outcome is successful, it might
be possible to see if success can
be expressed solely on the basis
of qualitative language and terms
or if it is gauged by quantitative
measures (such as numbers of
citations, readers’ comments,
article downloads).
If the first applies, the
proponents would have
unequivocally made their case:
qualitative research can stand
its own ground. But if the second
is true, the authors may need to
admit that short of a paradigm
shift in our understanding of
what constitutes empirical
science, the chasm between
qualitators and quantitators
is too great to be bridged by
a journal that must commit
to certain methodological
standards.

LETTER OF THE WEEK

Reinventing qualitative research

Michel Accad (draccad@draccad.com)

I agree that The BMJ should not actively exclude qualitative research
based on metrics (Analysis, 20 February), but what we need to consider
is how qualitative research might be reinvented.
As McCormack explains, much of it is currently, using a sports
analogy, formulaic “post-game” interrogation. We (researchers) go all
out to find “the player” (disadvantaged patient) during a break from
“the game” (illness episode) and probe to find out what it felt like.
Having obtained some of what we were looking for, we then “send
it back to the studio” (university office) for in-depth analysis. For a
paradigm that claims to be in tune with people’s lives, this is a lifeless
process.
Meanwhile, qualitative research largely misses how life happens all
the time and everywhere. How it moves on unabated as a stream of less
than fully conscious action and feeling. Indeed, this is the considerable
hole in qualitative research’s coverage of the human condition—its
neglect of what is immediately taking place in space-time.
The solution lies partly in the radical social science of Nigel Thrift and
others that attends to the non-representational. This involves “play-byplay” running commentary that creates word pictures of the unfolding
of events—commentary that possesses a living quality, forming images
of its moving subjects.

Cite this as: BMJ 2016;352:i1469

Gavin J Andrews (andrews@mcmaster.ca)
Cite this as: BMJ 2016;352:i1468

The BMJ should lead
the way
The BMJ is called to publish
qualitative evidence, rebalancing
the incessant drive for quantitative
data.
Any clinician seeing real
patients knows that randomised
trials (RCTs) and meta-analyses fail
to capture the human dimension
of clinical practice. Particularly
in patients with multimorbidity,
RCTs have low external validity
(applicability to patients), and
quality of life is rarely investigated.
The extensive trials in
hypertension and stroke have very
little impact on most of the frail
older patients with multimorbidity
that I see daily. Even when
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excellent trials exist, knowing
how, and whether, to apply the
results is challenging. Qualitative
and quantitative approaches
are not competing imperatives,
but complement each other—in
clinical practice and in the
underpinning research.
Live adventurously. Take up
this exciting challenge to blaze
another innovative, exciting, and
educational trail.
Kit Byatt (cbyatt@bigfoot.com)
Cite this as: BMJ 2016;352:i1471

Why publish observational
studies?
The BMJ’s editors suggest that
most qualitative research without

definitive findings or clinical
implications would be better
published in specialist journals.
Why then are observational
studies, which have similar
limitations to qualitative
research, published in The BMJ
and not in specialist journals?
Mark J Bolland (m.bolland@auckland.ac.nz)
Alison Avenell
Andrew Grey
Cite this as: BMJ 2016;352:i1483

Insights into practice
We were disappointed by the
editors’ response to the open
letter. Although The BMJ provides
a platform for patients’ views, we
think it should also be concerned
with scientific inquiry in this

area. The editors point out that
qualitative research may not
provide generalisable answers,
but it doesn’t claim to do so. The
transferability of insights from
qualitative research is rigorously
debated—often more than for
quantitative studies with high
internal validity and low external
validity. Single randomised
controlled trials often do not
provide generalisable answers
either.
Jenna Panter (jrp63@medschl.cam.ac.uk)
Cornelia Guell
David Ogilvie
Cite this as: BMJ 2016;352:i1482

The BMJ editors respond
We appreciate the vigour and
thoughtfulness of responders to
Greenhalgh and colleagues’ open
letter and our editorial. We will
consult on recognising the best
qualitative work, and will call for
research methods and reporting
articles on this.
We agree with Byatt about
the limited applicability of many
trials. That’s why we give priority
to comparative effectiveness and
pragmatic trials. Bolland asks why
we publish observational studies
with limited generalisability. We
try to choose studies with broad
implications, bearing in mind
methodological caveats.
While journals pursue
increased citations, researchers
pursue publication in high impact
journals. The BMJ’s qualitative
studies are on average less
often accessed and cited than
systematic reviews and some
other designs. We publish
research for our broad readership
to help doctors make better
decisions.
There is no ban on qualitative
research in The BMJ, but nor do
we plan to introduce a quota.
Elizabeth Loder (eloder@bmj.com)
Trish Groves
Sara Schroter
Jose G Merino
Wim Weber
Fiona Godlee
Cite this as: BMJ 2016;352:i1492
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Cancer care team of
the year finalists 2016
Creative thinking
by nominees for our
Cancer Care Team
Award is reducing
hospital stays speeding
up diagnosis, and
providing better
support, Nigel Hawkes
reports

The Cancer Care team award is
sponsored by Macmillan. The
awards ceremony takes place
on 5 May at the Park Plaza Hotel,
Westminster. To find out more go
to thebmjawards.com
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AMBULATORY LUNG BIOPSY
SERVICE

AMBULATORY LUNG CANCER
SERVICE

Patients like it—waiting for a diagnosis is
a difficult, anxious time

Lung cancer patients often present late. An audit at
Kettering General Hospital found that 16% of patients
referred on the two week pathway as urgent cases
were actually admitted with complications before the
date of their clinic appointment. Patients routinely
waited up to two weeks for a computed tomography
guided lung biopsy.
The creation of an ambulatory care unit at the
hospital provided the chance to improve things. Raja
Reddy, consultant in respiratory medicine, says that if
complications such as pain can be relieved, patients
require fewer admissions and can stay at home. “I
pick out patients at great danger of being admitted,
review them on the same day, do everything that is
necessary to relieve those symptoms and get them to
the right specialist,” he says.

Treatment for lung cancer is improving, but too
many patients are failing to benefit because of delays
in diagnosis or the reluctance of hospitals to do
lung biopsies for fear of a common complication, a
collapsed lung (pneumothorax). So says Sam Hare,
consultant thoracic radiologist at Barnet Hospital, who
drew on experience of a thoracic fellowship in Canada
to transform the patient pathway.
A key step was to remove fears about biopsies
by using the Heimlich valve chest drain, a small
portable device that can be inserted in the event of
pneumothorax, allowing patients to go home. The
traditional bulky drain typically requires a one to two
day hospital stay, which meant that many frail patients
were denied biopsies because of fears about prolonged
admission. Even when offered biopsies, many turned
them down for the same reason.
“We never decline a lung biopsy,” Hare says. “Our
patients don’t need beds; they usually go home in 30
minutes. If there is a collapsed lung, they can still go
home—it’s a minor, treatable inconvenience rather
than a catastrophe. Most places do 30 biopsies a year—
this year we’ll do 300. Patients like it—waiting for a
diagnosis is a difficult, anxious time.
“We’re doing biopsies on patients other hospitals
say no to, those with smaller cancers deep in the lung
or with bad lung function because of smoking. That’s
the paradox—it’s the smokers who get lung cancer, and
if you’re not biopsying them, no wonder the outcomes
are bad. We’re seeing more and more small cancers
under 2 cm, which gives better chance of a cure. We’ve
had a 73% improvement in curative surgical resection
rates in the past three years. It ticks all the boxes.”

“Most often, we prevent admissions”
“We can make sure they are well enough to go to
chemotherapy, if that’s appropriate, or to go to hospice
care or a Macmillan nurse if not. Most often, we
prevent admissions.”
In the 12 months after the service was introduced
the median time to diagnosis fell to 12 days
compared with an average of 21 days for the other
seven hospitals in the region, a benefit for patients.
“Everyone who has been told they may have cancer
would rather be seen quickly than more slowly,”
he says. Patients needing a biopsy can often be
accommodated the same day because instead of
waiting for a radiology slot the biopsies can now be
done by physicians—the only place in the country
where this occurs, Reddy says.
The number of bed days in the hospital attributable
to lung cancer fell by 57%, and the length of stay fell
from 11.6 to 8.1 days. In 12 months 710 bed days
were saved, while the number of people with urgent
referrals admitted before they could be reviewed fell to
under 6%.
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PREVENTION OF OESOPHAGEAL
CANCER

Patients with Barrett’s oesophagus face a worrying
prospect. Is it going to develop into oesophageal
cancer, which has a poor prognosis? “Only 1 in
10 will progress to cancer but we’ve got to find
those cases of ‘Bad Barrett’s,’” says Hugh Barr of
Gloucestershire Hospitals NHS Trust.

“We can reassure a lot of people that it
won’t progress”
His approach is to diagnose and treat with a
single endoscopy, using various imaging methods
such as magnification, narrow band imaging, and
pattern recognition. “We can reassure a lot of people
that it won’t progress. If we see an abnormality we
immediately take it away with endoscopic resection.
If we know there are other abnormalities but we can’t
see a specific abnormality, we use radiofrequency
ablation. We ablate the whole lot and put them on a
high dose of anti-acid medication.
“If we do this, it’s clearly better for the patient. We
keep the patients under observation, and they don’t
progress to oesophageal cancer. It’s finding it and
treating it at the same time.”
All patients are treated as day cases, where
previously a three day inpatient stay was required.
The procedure has led to better detection rates,
improved patient survival rates, and significant
cost savings. One and five year survival rates are
more than twice the national average, and curative
resection rates have risen from 22% to 28% against a
national drop in the same period from 28% to 20%.
“We can treat virtually everybody—you don’t need
to be young. Some of our patients are 90. Our cancerfree survival is 15 years, so most people will outlive
their cancers,” Barr says.
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CANCER CONNECTIONS

“We asked people what they wanted, and
the message was clear—don’t put it back at
the hospital”
A diagnosis of cancer affects the whole person—
physically, psychologically, and, all too often,
financially. It causes fear and uncertainty for which
treatment, however caring and effective, may not
provide the answers patients are seeking. Reginald
Hall, having retired as a cancer surgeon and director of
the Northern Cancer Network, saw a gap and set up a
charity to provide counsel and companionship to those
so affected in South Tyneside.
“Treatment is only a beginning,” Hall says. “I knew
there was a need for something more. We asked people
what they wanted, and the message was clear—don’t
put it back at the hospital; they didn’t want to be
reminded of that. We raised £350 000 and bought a
house in South Shields, did it up, and extended it. Half
those who come are referred by cancer nurses or GPs,
the rest hear of it by word of mouth. It’s grown beyond
expectations—it just took off.”
Cancer Connections has a network of volunteers
and employs counsellors, complementary therapists,
and a welfare benefits adviser funded by Macmillan.
People visit at all stages—at the time of diagnosis, after
treatment, and some seeking bereavement support.
“Our health service is good at providing cancer
treatment but often provides little of the emotional
and practical help that many people need,” says
Hall. South Tyneside, with a population of 185 000
and what he describes as “a friendly big village
atmosphere,” is the main source, but 11% of visitors
come from outside the area. In 2014 there were 711
first timers and 6566 return visitors, some coming
back to help others after receiving help themselves.
Cancer Connections is unique to the north east but
“could, and should, be replicated elsewhere,” he says.

In association with
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Dermatology team of
the year finalists 2016
Demand for
dermatology services
is outstripping supply.
This year’s nominees
for Dermatology
Team of the Year have
come up with some
novel solutions, Nigel
Hawkes reports

The Dermatology Team award is
sponsored by LEO Pharma. The
awards ceremony takes place
on 5 May at the Park Plaza Hotel,
Westminster. To find out more go
to thebmjawards.com

BEACON DERMATOLOGY
SERVICE

SOLUTION TO THE
DERMATOLOGY CRISIS

Helen Frow, a general practitioner with a special
interest in dermatology, works in a large practice in
Plympton, Devon. Skin problems represent up to a
quarter of all consultations in general practice, and
the Beacon Medical Group, with 33 000 patients
registered, was a major source of referrals to local
hospitals, running at 40-50 a month.
“We were acutely aware of the strain on the system
with long referral to treatment times,” she says. “So we
decided as a practice to take more control of the issue.”

“There was a demand for a more
accessible service. Over half of
Cumbria’s population live in rural areas”

“We were acutely aware of the strain
on the system with long referral to
treatment times”
The key to the system is to use photographs, taken
with the patient’s consent, which other GPs send to
Frow as part of the electronic patient record. Frow then
reviews the records and photographs once a week,
though patients deemed to need urgent referral under
the two week cancer wait are excluded from the system.
“For some I will just give advice to the GP; for others
I’ll give interim advice and arrange to see the patient
myself. If a patient needs a hospital referral that will
be fed back to the GP. We have close liaison with
secondary care services, which means we can put
patients straight onto operating lists without them
needing to see the hospital consultant first.”
The result has been to cut referral rates by 80%, to
8-12 a month. If in-house clinical review is needed,
patients are seen in four to six weeks, compared with
the 12-16 week wait for secondary care. “Two week
referrals have also fallen,” she says. “A lot of our
GPs would have sent patients just to be sure, if they
had doubts. Since they know I’m looking at them it
gives them more confidence. The feedback has also
improved the GPs’ diagnostic skills.”
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The increasing demand for dermatology in Cumbria
was not being met by secondary services, which
found recruitment difficult, and GPs with a special
interest in dermatology were unable fully to fill the
gap. That was the problem identified by Cumbria
GP Fayyaz Chaudhri, whose answer was to establish
a community based out-of-hospital service with
consultant support.
“With the ageing population and a tsunami of
skin cancers, hospital departments—even without
recruitment problems—are never going to be able
to deal with demand, ” he says. “I saw there was a
demand for a more accessible service. Over half of
Cumbria’s population live in rural areas, and it’s a lot
of travelling for them to get to hospital.”
He left general practice in 2013 and with Martin
White set up Cumbria Medical Services, which
provides dermatology services across north Cumbria,
using capacity in existing surgeries and community
hospitals. After three years the organisation is seeing
4000 patients a year. Waiting times are down from 16
weeks to less than four, travel distances are greatly
reduced, and patient feedback is excellent. There are
14 staff plus 10 doctors, including four GPs with a
special interest and two consultants.
The change has not happened without some
opposition from those who would prefer to see
hospital dermatology departments built up. Chaudhri
questions whether that is likely, given the difficulty
North Cumbria Acute Hospitals had in filling
consultancy vacancies on a permanent basis. His
model, he says, “disseminates expertise into the
community and decongests our hospitals to allow
them to deal with more complex patient needs.”
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HOLISTIC CARE FOR SKIN
DISEASE

SUSTAINABLE DERMATOLOGY
RESUSCITATION

UK DERMATOLOGY
DIPLOMA

Patients with severe psoriasis or eczema often
carry a hidden burden of depression and low
self esteem, but psychological support has
often been woefully inadequate, and there is
a shortage of psychology services to provide
treatment says a team at Guy’s and St Thomas’
NHS Foundation Trust in London.
“Patients are often reticent,” says Catherine
Smith, consultant dermatologist. “Skin
disease is a highly stigmatising condition.”
But a small survey in 2012 showed the scale
of the problem, with a mean score on the
Hospital Anxiety and Depression scale of
more than 20, where 11 or higher indicates
a mood disorder. More than 60% had never
been screened for psychological distress.
The team introduced screening using a
system called IMPARTS (Integrating Mental
and Physical Healthcare: Research Training
and Service) developed by Matthew Hotopf
and colleagues at King’s Health Partners (of
which Guy’s is a part). Patients are asked to
complete a screening questionnaire on a tablet
computer before their appointment.
“The advantage for the clinician is that you
see the results before you see the patient,” says
Smith. “That normalises the evaluation.”
The results, says Sinead Langan, a clinical
scientist at the institute, showed a lot of
previously undiagnosed psychological
problems. “We were able to put forward a
case for a psychologist in the clinic, which
was accepted.” This has proved a success,
lending support not only to patients but also to
teaching, training, and research.

“It’s an idea that could easily be
rolled out to other services”

Dermatology faces an acute problem: too many
patients chasing too few qualified staff. Most
GPs have had just two weeks of dermatology
training in medical school and then find it
forms 20-25% of their workload,” says Victoria
Joliffe, consultant dermatologist at Barts Health
NHS Trust.
She believes pressure could be eased by
training nurses and pharmacists, using an
online postgraduate diploma course already
accredited for training GPs. This course has
been running for five years and is heavily
oversubscribed. “We can pick and choose bits
that would work, using submodules of the
diploma course to produce a version that would
upskill people and reduce the demand for
secondary care,” she says.

“The advantage for the clinician is
that you see the results before you
see the patient”
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The collapse of the dermatology service at
Weston super Mare, when the single remaining
consultant retired and Weston General Hospital
was unable to recruit a successor, has inspired
a resuscitation with some novel features. “We
wanted to support the service,” says Jane
Sansom, consultant dermatologist at University
Hospitals Bristol, 25 miles away.
“We were lucky to be able to recruit two new
consultants at Bristol, who provide four clinical
sessions a week at Weston on a hub-andspoke model,” she says. “We also introduced
a teledermatology service in Bristol and North
Somerset. While there’s no substitute for a faceto-face consultation, this system means that
GPs can take pictures, send them to us, and we
can turn them round in a day. We either guide
the GP to manage the case in primary care or
arrange a routine, two week wait, or immediate
appointments.”
All GPs in the area were offered access.
At £1000 (€1300; $1500) per practice for a
dermatoscope, camera, and training, the cost
to the clinical commissioning group averages
out at £58 per patient, less than half that of a
hospital consultation.
The service has also introduced an electronic
surgical booking form, so when the patient
comes into hospital for treatment all the
details are complete and accessible. “It’s very
efficient” she says. “You have got to have all the
data available to fill it in, so it enhances patient
safety, makes efficient use of theatres, and
is auditable. It’s an idea that could easily be
rolled out to other services.”

“We believe that better educated GPs
will deliver better care”
Each year around 50 GPs complete the
diploma course, which comprises online
material plus six visits to the hospital. Before
and after comparisons using a picture based
quiz show better knowledge, and GPs report
a reduction in false skin cancer referrals and
increased confidence in managing common skin
problems. A more formal evaluation of referral
rates in a cohort of participants is under way.
“We believe that better educated GPs will
deliver better care,” she says. “Creating a
‘diploma-lite’ version for nurses and pharmacists
would incur some costs, but once we’ve prepared
it, the running costs are negligible. We’re
upskilling large numbers of other providers to
work alongside dermatologists so that referrals
will be reduced and people can be better
managed in the community.”
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