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this week
Hunt rejects MPs’ criticisms on debt
England’s health secretary, Jeremy
Hunt, has rejected the findings of a new
report from MPs, which claimed that the
government is yet to produce a convincing
plan to tackle the NHS funding crisis.
In the report this week, the House of
Commons Public Accounts Committee said
that the government had not acted quickly
enough to keep acute hospital trusts in
financial balance and had not set out a
credible plan to plug the £22bn financial
“black hole” that the NHS faces by 2020-21.
But, speaking exclusively to The BMJ,
Hunt insisted that the government had
already begun to help financially stricken
NHS hospitals by cracking down on the
high cost of agency staff and creating a
new streamlined economic regulator, NHS
Improvement, to help trusts bring their
finances under control.
In response to the committee’s
criticisms Hunt said, “I wouldn’t accept
that [criticism] at all. I think that’s
completely wrong, we do have a very
good plan. It started from the month after
the election when I gave a speech to NHS
Confederation talking about bringing in
controls on the costs of agency staff, and
actually we’ve seen those begin to have
serious impact.

“We then brought together Monitor and
the Trust Development Authority to form
one organisation, NHS Improvement, and
that’s more than just an administrative
tidying up of the deckchairs—it’s recognition
of the fact that trusts need support in
improving their safety and quality but also
in running their services more efficiently.”
The committee’s report highlighted that
NHS trust and foundation trust finances
had deteriorated, from a combined £592m
surplus in 2012-13 to a net deficit of
£843m in 2014-15. It warned that deficits
could reach £2.5bn by the end of 2015-16,
which was not sustainable.
The report said that targets for hospital
trusts to deliver 4% efficiency savings a year
were unrealistic and had caused “long term
damage” to hospital finances. It added that
the data that were used to project efficiency
savings were “seriously flawed.”
Hunt said that the government
recognised the pressures that existed, but
he insisted that the extra £10bn funding
the Treasury had committed over the course
of this parliament would be sufficient.
Read more from the interview with the health secretary in
next week’s issue of The BMJ.

Gareth Iacobucci, The BMJ
Cite this as: BMJ 2016;352:i1572

Jeremy Hunt said that the
government had made
“challenging decisions about
tackling deficits”
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SEVEN DAYS IN
Two in five consultant posts were unfilled last year

Jane Dacre (left), the president of the Royal College of Physicians, asked the health
secretary, Jeremy Hunt, how he proposes to provide a safe seven day NHS without adequate
numbers of doctors, at the college’s annual conference on 15 March.
Dacre said that trusts have found themselves unable to fill new posts that were created to
meet demands in patient care. She said, “Over the last year, our census data show that 40%
of consultant physician posts remain unfilled, nearly always due to a lack of candidates.
“If 40% of teaching or policing posts were unfilled, this would be a national crisis . . . but
somehow we doctors are expected to roll our sleeves up and to muddle on through and fill
in the gaps ourselves.”
She referred to figures from the census released in February that showed that 21% of
consultant physicians (of 6926 respondents) highlighted significant gaps in trainee rotas
that compromised patient care. Nearly half (48%) said that rota gaps occurred “often, but
usually with a workaround solution such that patient safety is not compromised.”
A 10th of consultants reported that they often “acted down” to fill vacant trainee posts,
and nearly a third said that they had acted down as a one-off. Dacre said, “So my first big
question for the secretary of state is—if we have neither enough trainees nor consultants to
run the service now, how are we going to implement a safe seven day service?”
Zosia Kmietowicz, The BMJ Cite this as: BMJ 2016;352:i1511

Junior doctors’ dispute
Junior doctors consider
legal challenge

A group of junior doctors and
patients instructed solicitors
to investigate judicial review
proceedings against the
government over the imposition
of the new contract. The BMA
has already announced its own
separate legal challenge against
the government, but organisers
said that the fresh action would
be “significantly broader in scope
. . . with issues of patient safety at
its heart.”

Doctors take protest to
Whitehall

Junior doctors staged a protest
march from St Thomas’ Hospital
to the Department of Health
in Whitehall in opposition to
the government’s handling of
its ongoing dispute with the
profession. Another group of
doctors marched outside the

BBC’s London headquarters at
Broadcasting House, to protest
at the lack of mainstream media
coverage of the latest 48 hour
strike.

Zika virus

Estimated risk of
microcephaly

About one in every 100 women
infected with the Zika virus in the
first trimester of pregnancy will
have a baby with microcephaly, a
study in the Lancet estimated on
the basis of data from the
2013-14 Zika outbreak
in French Polynesia.
Although this risk
is relatively low
compared with
other maternal infections, the
authors said that the association
remains an important public
health issue because the risk of
Zika virus infection is particularly
high during outbreaks, such as
the current one in South America.

No vaccine for current
outbreak

MARK THOMAS

Vaccines currently in
development will not be ready for
the current Zika outbreak in Latin
America, said Marie-Paule Kieny,
assistant director general at the
World Health Organization. She
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told a press conference that the
most advanced candidates were
still a few months from entering
early clinical trials, adding that a
particular priority was to develop
a vaccine that was safe for
pregnant women.

Revalidation

Updated guidance is issued

New guidance from the Royal
College of General Practitioners
on revalidation equates one CPD
credit to one hour of
learning activity, verified
by a reflective note on
lessons learnt and changes
made, where reflection
is required only for the
most significant and best
examples of learning. Previous
CPD credits were doubled for a
demonstration of impact. The
new approach better values
quality over quantity and rewards
the time spent on activities that
have impact, said the college.

Refugee crisis

Médecins du Monde
condemns border closure

The aid agency Doctors of the
World (Médecins du Monde) said
that the decision to close the
Greece-Macedonia border to all
refugees and migrants has made

an already horrific situation much
worse. More than 14 000 people
are currently camped at the
border, with more arriving every
day. Families with young children
are living in the rain and cold with
no protection, and dozens of
people have had panic episodes
after realising that they can no
longer continue their journey.

Child health

Fewer school age children
are smoking

The proportion of 15 year olds
who reported having their first
cigarette at age 13 fell from
24% to 17% from 2009-2010
to 2013-2014, the World Health
Organization’s Health Behaviour
in School-Aged Children study
showed. The reduction was larger
in girls than boys (22% to 13%,
versus 26% to 22%), and no
consistent association with family
affluence was found.
19 March 2016 | the bmj

MEDICINE
Scarlet fever cases hit
49 year high

Cases of scarlet fever in England
and Wales have risen to the
highest level since the 1960s,
Public Health England said.
In 2015 some 17 586 cases
of scarlet fever occurred—the
highest since 1967, when 19 305
cases were reported.

Quit rates proved
higher with the
cold turkey
approach

Art award

Winning image

This watercolour and ink
painting of the Ebola virus by
David Goodsell was the overall
winner of the 2016 Wellcome
Image Awards. Some 16 science
centres, museums, and galleries
aacross the UK
will display
the winning
images.
For more,
see www.
wellcomeimageawards.org.

Research news

Creator of website for
research papers stands firm

Alexandra Elbakyan, a Kazakh
neuroscientist who in 2011 set up
the Sci-Hub website, which has
made almost every peer reviewed
paper ever published available
free online—some 48 million
articles—is refusing to shut it
down despite a US court order to
do so. Elbakyan set up the site
because she was frustrated that
she could not afford to access
the articles she needed for her
research at $32 (£22.60) a time,
but the publishing company
Elsevier took legal action.

Partial breast radiotherapy
is effective
Radiotherapy that focuses on
only the part of the breast that
had contained the tumour is
as effective as the standard
treatment of whole breast
radiotherapy, showed research
presented at the European
Breast Cancer Conference in
Amsterdam. The researchers

hope that the results will
contribute to changes in clinical
practice worldwide (full BMJ
story doi:10.1136/bmj.i1448).

A&E
STATS

Abrupt quitting works best

There were

Quitting smoking abruptly is
more likely to lead to sustained
abstinence than reducing
cigarette use gradually, a study in
the Annals of Internal Medicine
found. The study, funded by the
British Heart Foundation, found
that 15.5% of the patients in
the gradual cessation group
had quit smoking at six months,
compared with 22% in the abrupt
cessation group (full BMJ story
doi:10.1136/bmj.i1521).

Rare stroke in obese
women taking pill

Obese women who used oral
contraceptives seemed to have a
raised risk of a rare type of stroke
known as a cerebral venous
thrombosis (CVT) that was nearly
30 times greater than in women
of normal weight not taking oral
contraceptives, a study in
JAMA Neurology found.
The authors said that
the absolute risk of
CVT was small but
that obese women
should be told about
the risks and may
want to consider
alternative methods
of contraception (full BMJ story
doi:10.1136/bmj.i1554).
Cite this as: BMJ 2016;352:i1546

1.9

million
A&E attendances
in England in
January 2016,

10.1%

more than in
January 2015

SIXTY
SECONDS
ON . . . THE
NHS BILL
WHAT? ANOTHER BILL ON THE NHS?
This is a private member’s bill sponsored
in the UK parliament by the Green Party MP
Caroline Lucas. Backed by health service
campaigners, it aims to reverse Conservative
NHS reforms and stop the “creeping
privatisation” of the service over decades by
Labour and Tory governments.
SO, WILL THE NHS GO BACK TO HOW
IT WAS BEFORE ANDREW LANSLEY,
THE FORMER CONSERVATIVE HEALTH
SECRETARY, GOT HIS HANDS ON IT?
Extremely unlikely. Few private members’
bills—those put forward by backbench MPs—
get anywhere unless the government decides
to take them up and support them.
WHAT’S THE LATEST ON THE BILL?
It was second on a list of private members’
bills on 11 March but got only 17 minutes for
debate when time ran out at 2.30 pm, after
backbench Conservative MPs filibustered
for more than four and a half hours on the
two clause bill that preceded it. That bill
aims to ensure that
foreigners who
commit serious
crime in the United
Kingdom are
deported.
BUT WON’T MPs
GET THEIR SAY
ON THE NHS
BILL ON A FUTURE OCCASION?
It was given a future notional date of 22
April, but, as one MP noted, “Julember the
tenteenth” might as well be fixed as the next
date for the bill to have a hearing. Private
members’ bills are debated on a Friday, when
most MPs are in their constituency and when
few bother turning up for debates.
ONE MP DESCRIBED WHAT HAPPENED
AS “SHOCKING.” WHAT DOES IT SAY
ABOUT UK DEMOCRACY IF DEBATE CAN
BE SO EASILY STIFLED?
Precisely the question the Commons’
Procedure Committee is asking itself. The
committee is carrying out an inquiry into how
private members’ bills are dealt with and
could suggest reforms. Meanwhile, a petition
calling on parliament to reform the rules on
filibustering or “talking a bill to death” has
garnered over 42 000 signatures and will
be considered for debate in parliament if it
reaches 100 000 signatures.
Clare Dyer, The BMJ
Cite this as: BMJ 2016;352:i1517
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Good week
IPADS: Of 88 patients with
kidney stones facing surgery,
71 (81%) said that they
preferred receiving information
about the procedure by video
on an iPad than in a face to face
meeting with a doctor. The video
also improved understanding,
research presented at the European
Association of Urology conference
showed.
GW PHARMACEUTICALS:
The company set up in 1998 to
investigate the beneficial effects of
cannabis saw its stock market value
soar when it announced that
its experimental drug,
Epidiolex, had reduced
seizures in children
with Dravet syndrome by
39%, compared with 13% in
those taking a placebo.
PERSONALISED MEDICINE:
The subject got its own All Party
Parliamentary Group in the House
of Commons on 15 March. The
group, of which The BMJ is partner,
aims to help the NHS and patients
make the best use of the increasing
availability of new technologies to
provide more personalised health
and care.
REFERRALS: All GP hospital referrals
will be made electronically by
2018. NHS England has set aside
£55m to reward GPs and hospitals
for switching to digital referrals
by 2018. Currently around half of
referrals are made on paper and sent
by second class post.

Bad week
NHS PERFORMANCE:
Hospitals treated just 83%
of emergency department
patients within four hours (the
target is 95%); the largest number
of patients ever (263 445) waited
more than 18 weeks for hospital
care; and a record low of 81% of
cancer patients received their first
treatment within 62 days (target
85%).
SCOTTISH NHS: Audit Scotland
accused the Scottish government of
lacking effective leadership because
of its failure to make progress on its
ambitious plans to provide more care
at home in Scotland (full BMJ story at
doi:10.1136/bmj.i1444).
Cite this as: BMJ 2016;352:i1570
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BMA calls for proportionate
treatment at end of life
Doctors should not pursue aggressive
but non-beneficial attempts to
prolong life, says a report from the
BMA on end of life care and physician
assisted dying.
The report said that more should
be done to identify patients who are
likely to be approaching the end of
life—in particular, frail older patients
with multiple comorbidities—
which should then trigger a review
of the goals of different medical
interventions and the patient’s
medicines.
It said that people nearing the end
of life should receive only appropriate
and proportionate treatment. The
report called for more training to help
doctors identify when patients may
be approaching the end of life and
to equip doctors with the necessary
communication skills to handle
difficult conversations with dying
patients and their relatives.
The report said it was equally
important that patients are not
abandoned or denied treatment for
reversible conditions or to relieve

symptoms simply because they
seem to be approaching the end of
life or have a terminal condition.
It recommended individual
assessments so that, while a
decision may have been made to stop
chemotherapy because a patient’s
cancer is incurable, antibiotics for a
chest infection may be appropriate.
The final part of three volumes,
the report is based on a series of
consultation events held across
the UK in 2015 that canvassed
237 doctors and 269 members of
the public. In January the BMA
published the second volume, which
found that doctors and the public
were concerned at the prospect of
legalising physician assisted dying.
The new report cited pockets of
excellence around the UK but found
considerable variation in the quality
of care provided to patients across the
country, as well as variation between
medical conditions. End of life care
for patients with cancer tends to be
good, it said, but improvements are
needed for people with conditions

Doctors need
more training
to equip
them with the
necessary
communication
skills to
handle difficult
conversations

Shaken baby witness was dishonest
A leading expert witness who
gave evidence for parents in
alleged “shaken baby” cases
was dishonest in acting outside
her expertise and in deliberately
misrepresenting the research
literature, a medical practitioners’
tribunal has ruled.
Waney Squier (right), a
consultant neuropathologist
since 1984, changed her opinion on the
mechanisms of abusive head trauma after
the publication of hypotheses by the clinical
neuropathologist Jennian Geddes, said the
tribunal chair, Michele Codd.
The tribunal found that, in Squier’s
written and oral evidence to courts, she was
“dogmatic, inflexible, and unreceptive to
any other view” and that she “cherry picked”
the literature to support her argument that
injuries were not deliberately inflicted.
In a series of family and criminal cases in
which she gave evidence on behalf of parents

accused of harming their babies, the
tribunal found that Squier strayed
into areas outside her competence,
such as biomechanics and ophthalmic
pathology, was not objective and
unbiased, and did not pay due regard
to the opinions of other experts.
The tribunal deemed her evidence
as “evasive,” and Codd told her that it
“was not able to accept large tracts of
your evidence.”
In one case, Squier was held to be
“sarcastic and disparaging” of the report of a
neuroradiology expert, Neil Stoodley. Squier,
based at John Radcliffe Hospital in Oxford,
argued that Stoodley’s report demonstrated “a
lack of understanding of some basic but highly
relevant anatomy and pathology.”
However, the tribunal questioned whether
Squier should have been included in the case
at all. The tribunal will now decide whether
Squier’s fitness to practise is impaired.
Clare Dyer, The BMJ Cite this as: BMJ 2016;352:i1550
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Food industry body
admits that voluntary
agreements lack punch

such as chronic obstructive
pulmonary disease or heart failure.
Some families spoke of long delays
in getting appropriate pain medicine
out of hours when relatives were cared
for at home. Busy health professionals
do not always treat patients’ relatives
with kindness, the report found, and
supporting bereaved family members
can often seem a low priority for
overstretched staff.
The report urged hospital staff to do
more to discharge patients so that they
can die at home if they wish. It found
that, where delays in putting together
a package of care are unavoidable,

many patients would be happy to be
discharged from hospital despite a less
than ideal care package being in place.
It said that, if a patient is
approaching the end of life and has
expressed a desire to die at home,
appropriate planning should be made
for future medical episodes. It found
that many inappropriate hospital
admissions occur because a patient’s
family members are concerned
about a sudden deterioration in the
patient’s health, do not know what to
do, and call an ambulance.
Jacqui Wise, London
Cite this as: BMJ 2016;352:i1527

Cash for cutting antibiotic use
GPs and hospitals in England will
be given incentives to reduce the
number of antibiotics they prescribe,
in an effort to tackle the growing
problem of antibiotic resistance.
NHS England announced that, from
April 2016, clinical commissioning
groups (CCGs) will receive extra
funding if they reduce the number
of antibiotics prescribed in primary
care either by 4% or down to the
average performance level of 201314. The incentive is part of the quality
premium scheme, which offers extra
funding each year for hitting a range
of targets. A CCG with a population of
300 000 would receive a maximum of
£150 000 a year.
CCGs will also receive extra
funding for reducing prescriptions
for co-amoxiclav, cephalosporins,
and quinolones to 10% of the total
number of antibiotics prescribed.

These broad spectrum antibiotics
should be reserved to treat resistant
disease and should generally be
used only when standard antibiotics
are ineffective, the guidance said.
Hospitals will be offered
additional funding of as much as
£150m to reduce antibiotic use
as part of the Commissioning for
Quality and Innovation (CQUIN)
scheme. Hospital trusts will receive
payments for gathering and sharing
evidence of antibiotic consumption
and for ensuring that a review is
carried out within 72 hours of
treatment starting.
NHS England said
that total antibiotic
prescribing in England
increased by 6% from
2010 to 2013.
Jacqui Wise, London
Cite this as: BMJ 2016;352:i1499

Voluntary agreements between the UK government and
industry to improve the nation’s diet and curb the rising
tide of obesity have reached the end of the road and
legislation is needed, says a senior figure of the body
that represents the country’s major supermarkets and
fast food chains.
Speaking in London on 9 March at the Westminster
Food and Nutrition Forum on the next steps for obesity
policy, Andrea Martinez-Inchausti, deputy director of
food policy at the British Retail Consortium, said that
retailers understood that they had a role in improving
the nation’s health.
Retailers had done “a lot of work” on product
reformulation to reduce salt, fat, and sugar in products
and on front-of-pack calorie labelling, she said, even
if less progress had been
made on marketing.
But, while the industry
the calorie
had a track record
of working with the
reduction
government to implement
voluntary guidelines and
agreements to help the
for England
public improve its diet—
challenged the
the most recent being the
public to reduce
responsibility deal—this
its total
voluntary approach was
calorie intake
no longer enough, she
said.
by
Alluding to the
government’s serially
calories (kcal) a
delayed childhood obesity
day by making
strategy, which is now
foods healthier
scheduled for publication
in the summer, Martinez-Inchausti said, “We believe
that, for speedier progress and for the change that
needs to happen going forward, the new strategy
needs to really look into delivering comprehensively.
By ‘comprehensively,’ we mean not just the usual
suspects doing the majority of the work,” she said,
referring to companies with a large market share.
“We’ve taken the voluntary approach as far as it
can go” on reformulation and meeting targets, she
explained, saying that smaller companies had to
be involved, too. “In that context, we remain to be
convinced that there is any other way of doing it than
through legislation.”
Rosie Boycott, who chairs the London
Food Board and advises the London
mayor on food policy, said, “I am
sympathetic to the food industry,
because it is very difficult for one
company [to go it alone]. If we create a
level playing field, then they can all
move forward.”

IN 2012

pledge
5bn

Caroline White, London

Cite this as: BMJ 2016;352:i1508
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Eight months into a rubbish collection
crisis and bags continue to pile up
on a street in Jdeideh, east Beirut,
Lebanon. Doctors have been speaking
out to the media about the health
harms they believe are associated with
the increased pollution, including
a spike in the rates of respiratory
infection and gastroenteritis cases.
The crisis began after the government
closed a major landfill site last July
without providing any alternatives.
Local authorities have resorted to
shovelling rubbish onto the roadside
and riverbank as well as sporadically
burning bags.
“In some cases, they start
burning the trash, and then we see
widespread breathing difficulties
and skin infections,” Rachid Rahme,
director of Sacre-Coeur hospital’s
emergency and critical care units,
told the Associated Press.

HASSAN AMMAR/AP/PA

Lebanon rubbish crisis is a
threat to health, warn doctors
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EDITORIAL

Proliferation of online healthcare companies
Should the NHS try to keep up?

W

ith an app for just
about everything,
why not one for
contacting your
doctor? In the
United Kingdom, private companies
offering primary healthcare are
proliferating, with Dr Morton, a
website offering email or telephone
consultations, and Dr Now, a
smartphone app offering video
consultations. Companies in the
United States are offering an Ubertype experience, where instead of a
car, a doctor appears at your door.1
These companies operate in
a climate where patients want
convenience, flexibility, and
speed of access, features which
overstretched general practitioners
in the UK are struggling to provide.
Meanwhile, new companies are
appearing regularly, with the UK
digital health market currently
worth £2bn.2 What are the
implications for the NHS?

Online access
to healthcare
at any time
may not be
a rational,
effective use
of healthcare
resource if
the goal is
to maximise
population
health

Safety of online consulting
Online consultation methods,
although widely used in
countries such as Denmark,3 are
relatively untested, with recent
Cochrane reviews concluding
that insufficient evidence exists
to make recommendations
about their use,4 and doctors
and patients voicing safety
concerns.5 UK professional
bodies advise that emails should
be reserved for “appropriate
matters” such as scheduling
Jessica Watson, academic clinical fellow
Jessica.Watson@bristol.ac.uk
Chris Salisbury, professor in primary health care, Centre for Academic
Primary Care, University of Bristol, Bristol BS8 2PS, UK
Helen Atherton, assistant professor, Division of Health Sciences,
University of Warwick, Coventry, UK
John Campbell, professor of general practice and primary care,
University of Exeter Medical School, Exeter, UK
Brian McKinstry, professor of primary care e-health, Usher Institute of
Population Health Sciences and Informatics, University of Edinburgh
Sue Ziebland, professor of medical sociology, Department of Primary
Care Health Sciences, University of Oxford, Oxford, UK
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appointments, repeat prescriptions,
and test results.6 7 The American
Academy of Family Physicians
supports online consultations for
“established patients” who have
previously received care from the
practice.8
Private companies however,
have no access to patients’ medical
records, leading to concerns about
continuity of care, and they lack
the safety net of bringing patients
in for face to face consultations.
There are also ethical concerns
related to the privacy and security
of personal data. One study found
that although 86% of NHS approved
health apps transmitted information
to online services, 66% did not
use encryption and 20% lacked a
privacy policy.9
Online companies may deal
with demand that otherwise would
have been met by the NHS, thereby
reducing NHS workload. However, if
they meet unmet
demand for
quick,
convenient
care, it may
increase
expectations
that NHS
general practice
will be unable
to satisfy without
additional resource.
And if online companies
adopt cautious safety net
procedures, referrals to GPs,
walk-in centres, and emergency
departments could increase. Such
“supplier induced demand” will
be desirable if it meets important
needs, but if patients mainly consult
with minor self limiting illnesses
the health gains will be minimal.
Moreover recruitment to online
companies could further reduce an
already depleted workforce if NHS
doctors leave to work for private
companies offering less stressful and
more flexible working conditions.

Online private healthcare
companies offer access to
prescription-only medications
previously controlled by GPs. This
has implications in terms of safe
drug monitoring, risks of drug
interactions, and scope for drug
companies to influence prescribing
decisions. This is particularly
relevant to antibiotics.

How should the NHS respond?
There is a need to improve access to
NHS general practice, and the prime
minister’s £50m challenge fund was
set up to “stimulate innovative ways
of providing primary care services,”
including online consulting.11
However, despite considerable
rhetoric, a recent survey of 696
respondents in 319 NHS general
practices found few had any plans to
introduce online consultations.12
If online consultations are a
government priority, sustained
financial investment is likely to be
needed to encourage overstretched
NHS GPs to introduce additional
services.13 Without increased
investment, hard decisions must
be made about what the NHS can
afford within limited budgets. Online
access to healthcare at any time may
not be a rational, effective use of
healthcare resources if the goal is to
maximise population health. If the
NHS does not respond it risks being
seen as technologically backwards
and resistant to change. This could
lead to a two tier system—one that
is quick and responsive, paid for by
the patient, and one which is slow
and inconvenient, paid for by the
government.
If the NHS does not supply
relevant services, the private
sector will be unafraid to do so.
The consequences represent a step
into the unknown, with potential
substantial adverse and far reaching
effects.
Cite this as: BMJ 2016;352:i1076
Find this at: http://dx.doi.org/10.1136/bmj.i1076

19 March 2016 | the bmj

EDITORIAL

The pursuit of ignorance
The UK’s anti-lobbying clause will jeopardise evidence informed policy making
“There is nothing a government hates
more than to be well informed; for
it makes the process of arriving at
decisions much more complicated and
John Maynard Keynes
difficult.”1

facing. A core example is the ESRC’s
“impact accelerator” awards. At
the University of Edinburgh, such
funding has supported researchers
mapping Scotland’s tobacco and
alcohol retail outlets to make their
results9 publicly available and to
discuss the policy implications of
evidence of oversupply in deprived
communities. The wording of the
new clause suggests that research
councils will no longer be able
to support these impact oriented
grants.

D

espite Keynes’s belief
that evidence makes
government decisions
harder, successive
UK governments
have committed to adopting
policies informed by evidence.
UK academics now have explicit
incentives to demonstrate the
impact of their research beyond
academia. Surprisingly, however, the
UK Cabinet Office has introduced a
clause that could limit researchers’
engagement in policy debates.2
The new clause, for insertion
into all grant agreements, was
announced by Cabinet Office
minister, Matthew Hancock. It
prohibits the use of government
funds for “activity intended to
influence or attempt to influence
Parliament, government or political
parties, or attempting to influence
the awarding or renewal of contracts
and grants, or attempting to
influence legislative or regulatory
action.”3 This seems to conflict with
the pursuit of public health goals,
which often require ensuring policy
makers are aware of the implications
of research.

The UK Cabinet
Office has
introduced a
clause that
could limit
researchers’
engagement in
policy debates

Privileging private sector views
The tension may be inadvertent
on the part of the government, but
at the very least it seems to have
uncritically adopted the agenda of
the Institute of Economic Affairs
K E Smith, reader
Katherine.smith@ed.ac.uk
J Collin, professor, Global Public Health Unit, School of Social and
Political Science, University of Edinburgh, Edinburgh, UK
B Hawkins, lecturer, Faculty of Public Health and Policy, London School
of Hygiene and Tropical Medicine, London, UK
S Hilton, deputy director
L Moore, director, MRC/CSO Social and Public Health Sciences Unit,
University of Glasgow, Glasgow, UK
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(IEA), the free market think tank
cited in the announcement of the
clause.3 Two IEA reports appear
to underlie the clause,4 5 both
presenting sustained critiques
of public health advocates and
researchers. The IEA’s position is
that only money raised through
sources other than taxation should
be used to influence government
spending, in effect privileging
private sector views, some of which
clearly run counter to public health.
It is worth noting that the IEA has
received substantial funding from
leading tobacco manufacturers,6
while Hancock was recently reported
to have received donations from
the IEA chair (without breaching
parliamentary rules governing
donations to MPs) .7
The seriousness of the threat
posed by this new clause depends
on its interpretation, but it seems
likely to reinforce what a systematic
review identified as key barriers to
the use of research in policy: poor
dissemination or accessibility of
research and lack of clarity about
relevance to policies.8
It is on the back of such evidence
that UK Research Councils
(RCUK) and the higher education
funding councils have encouraged
academics to become more outward

Threatening language
The clause also seems to threaten the
multifunded UKCRC public health
research centres of excellence,
established to encourage researchers
to engage with policy makers and
practitioners,10 and the government
funded What Works centres,
intended “to improve the way
government and other organisations
create, share, and use … high quality
evidence for decision-making,”11
a concept Hancock has previously
praised.12
The threat seems greatest for
those funded by, or working in,
research centres and units that
are core funded by the RCUK.
The picture is more complex for
traditional university academics.
To take one example of work that
could be prevented, researchers who
found that NHS organisations with
private finance initiative contracts
had higher capital costs than those
without such contracts, “worked
closely with several parliamentary
committees . . . to ensure that the
research has informed legislative
opinion and impacted on its
decision-making.”13 The purpose
was to reduce costs to the public
purse, and yet the new clause seems
to rule out this kind of activity unless
academics are funded by sources
other than the government.
Cite this as: BMJ 2016;352:i1446
Find this at: http://dx.doi.org/10.1136/bmj.i1446
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Be the ﬁrst to know
what is happening in
your specialty

Follow
us

POPULAR ONLINE
Why tackling in school
rugby should be banned
An online debate triggered by
Adam White’s blog post

Anita Atwal
“As an occupational therapist
and level 1 coach I made a
recent observation: all five boys
who were injured were all boys
who had not been attending
rugby practice. So is there an
association between training
and type and severity of injury?”
flatman22
“Touch rugby does need to play
a part in developing players,
however the statistics show a
child is more at risk walking to
school than being injured in a
rugby match. Compared to other
sports rugby comes out as a very
safe sport.”
̻̻Find out more at http://bmj.
co/tackling

Pots from pills

journals.bmj.com/twitter

Edinburgh potter
Andrew Guest
posts on how
the medication
he takes for
Parkinson’s disease inspired him:
“I found myself running my fingers
over a used blister pack on its way
to the rubbish bin, admiring both
the tactile quality of its puckered,
empty cells, and the sophisticated
technology through which I was
able to medicate myself with
clean, controlled, safe doses of a
variety of prescriptions.”

I’m over 65, but I don’t
need a bus pass

In his personal view, Mark
Clarfield argues: “In the
developed world at least,
those of us who reach what is
nowadays not a very old age get
a plethora of benefits despite
an increase in life expectancy.
Many over 65s today (not all, of
course) are quite well off and
still healthy and don’t need
special benefits.”
Stephen Head, Nottingham
I strongly endorse the free
bus pass for its health and
environmental benefits. I walk
to the bus stop from home
and from the arrival stop to my
place of work, and similar back.
This is good for my health,
good for the NHS (therefore)
and good for the planet, since I
leave my 2 litre petrol car on the
driveway.”

THEBMJ.COM POLLS
Last week’s poll asked:
Do academic researchers have
the same responsibility to share
data as industry?

11%

̻̻Find out more at bmj.co/
datashare
Total votes: 378
Yes: 337
No: 41
430

89%
Yes
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TOBACCO CONTROL

Pension funds: tobacco
investment up in smoke
An oncologist who persuaded Australian pension funds to divest from
tobacco is bringing her campaign to the UK, reports Anne Gulland

L

ike all Australian
employees, Bronwyn
King (right), a radiation
oncologist at the Peter
MacCallum Cancer
Centre in Melbourne, automatically
contributes to an occupational
pension. And like many investors it
was something she gave little thought
to. This changed when she arranged
a meeting with a representative
from her pension fund. They were
discussing investment options
when the representative dropped a
bombshell: King and many of her
colleagues were investing in mining,
alcohol, and tobacco.
“I was very concerned. It was such
a bad fit for me to be a shareholder in
tobacco companies responsible for the
death of my patients,” she told The BMJ.
Rather than simply switch to a more
ethical pension, King did something
more radical. She approached the
chief executive of the hospital who
allowed King to challenge the fund,
Health Super, which also managed
the pensions of other hospitals.
Over the next year King learnt as
much as she could about pensions
and investments before presenting her
reasons for divesting from tobacco.
Health Super’s board agreed in May
2011. And when it merged with a bigger
fund, First State Super, this also agreed
to divest from tobacco companies,
depriving them of investments
worth £105m. Australia now has 35
tobacco-free funds, with investments
representing about 40% of the total.

Tobacco-free investment
King went part time and dedicated
the rest of her time to evangelising
the tobacco-free investment message,
setting up an organisation called
Tobacco Free Portfolios.
“At the moment we have the
ridiculous scenario where the health

It was such
a bad fit for
me to be a
shareholder
in tobacco
companies
responsible
for the death
of my patients

sector is aware of the impact of
tobacco, and we have 180 government
signatories of the Framework
Convention on Tobacco Control. But
if you have the global finance sector
investing in and turning a profit
from the same industry we have a
problem. We need to collaborate
more broadly,” King said.
Four years ago, pension fund
investment in tobacco caused a
stir when local authorities took
control of public health in England.
Campaigners pointed out the
inconsistency of public bodies funding
smoking cessation programmes while
also investing in tobacco companies.1
King thinks that there may be a second
chance to persuade local authorities
to divest from tobacco after Chancellor
George Osborne announced last year
that the 89 local government pension
schemes would merge into six.
Simon Capewell, a vice president
at the Faculty of Public Health, said,
“Councils have other industries
they can invest in, and they cannot
abdicate responsibility for what
happens to public funds.”
UK doctors with an NHS pension
don’t need to worry that they are
unwittingly propping up the tobacco
industry because their pensions are
managed by the government and
funded through taxation and other
revenue. However, doctors with a
private pension or investments may be
unknowingly investing in “sin stocks.”

Can companies divest?
But how easy is it for companies
to divest? Grace Hetherington,
spokesperson for Share Action,
which campaigns for responsible
investment, said that investment
managers have a fiduciary duty to act
in the best interests of their investors.
“It’s being interpreted by some
fund managers as a duty to protect

investment at all costs and is often
seen as a justification for investing in
companies such as tobacco or fossil
fuels,” she said.
However, while divesting from
tobacco may make ethical sense,
it may not make financial sense.
In the past five years, the price of
British American Tobacco shares has
increased by 62%, outperforming
average gains of the Financial Times
Stock Exchange 100 companies.
Laith Khalaf, senior analyst with the
financial services provider Hargreaves
Lansdown, thinks UK funds have
little appetite to dump tobacco stocks.
“Tobacco stocks have been on
a pretty good run of late and are
regarded by fund managers as stable
income streams,” he adds.
Part of the problem is where
investors draw the line, says Khalaf.
What about arms, mining, alcohol,
fast food, and gambling companies,
which arguably do just as much, if
not more, harm than cigarettes?

Tobacco is unique
However, King thinks that tobacco is
unique. “Zero is the only safe number
of cigarettes to smoke. Many financial
institutions want to be good stewards
of capital, and they engage with the
companies where they hold stock.
Engaging with the tobacco industry
is futile because the only positive
outcome is for them to cease their
primary business,” she said.
And she wants individual investors
to think about where they’re putting
their money. “If you’re a shareholder
in a company you want that company
to grow and sell more products and
find new customers. That doesn’t fit
with what the vast majority feel about
the tobacco industry,” she adds.
Anne Gulland, freelance journalist, London, UK
agulland@bmj.com
Cite this as: BMJ 2016;352:i1491
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THE BMJ DEBATE

It’s the
workforce,
stupid
With experts assessing
that the NHS is in the grip
of the biggest crisis in its
history, The BMJ hosted
a discussion during the
Nuffield Trust summit this
month on whether today’s
medical workforce is
fit for the future needs of
the health service.
Gareth Iacobucci reports
Doctors’ morale
Junior doctor Saira Ghafur told
the panel how her colleagues are
feeling against the backdrop of an
ongoing industrial dispute with the
government:
“Everyone is just frustrated, angry,
disappointed. People are talking
about resigning, people are going
abroad. Some of my colleagues who
have become consultants are going
abroad now after however many
years of training in the UK. You just
think, ‘This is a complete and utter
waste of everyone’s training time
here and we’re not coming back into
the NHS.’”
Richard Jones is a clinical director
at a hospital in Portsmouth and drew
an interesting comparison between
medicine and the Navy:
“Morale is so important because
it does determine discretionary
effort. As soon as doctors, nurses,
and others stop going above and
beyond then we really do have a
crisis. I’m an unabashed fan of how
the Royal Navy does this. When
a captain in charge of a warship
makes an important decision, right
at the beginning he weighs that
decision against two variables.
The first is, ‘How will this decision
affect operational capability in our
432

“The NHS has run for many years on discretionary effort, and that
goes hand in hand with treating people as professionals”
Cliff Mann, president of the Royal College of Emergency Medicine
performance?’ And the second is, ‘How
will this decision affect morale?’”
The Royal College of Emergency
Medicine’s president, Cliff Mann,
expanded on Jones’s point, arguing
that morale was the key driver to
recruitment and retention of staff.
The NHS has run for many years on
discretionary effort, and that goes
hand in hand with treating people as
professionals—not just doctors and
nurses and physios; everybody in the
hospital is a professional employee of
the NHS. And we have done a lot to try
to denude that.”

Training for clinical leadership
As a former GP now running an acute
trust, Samantha Barrell said her
hospital had done a lot of work on
clinical leadership training but added
that this was not always easy:
“One of the things that need to be
thought through all the way through
training is how we develop doctors
who are clinical leaders in every
department they work in. Some of our
clinical leaders do feel nervous about
leading performance and driving
change. They feel ill equipped to do it.

At the moment there is still quite a high
hierarchical model . . . where you’re
rewarded for seniority in years in the
job rather than the impact and the
outcomes that you actually deliver.”
Jeremy Taylor, chief executive of the
charities’ coalition National Voices,
said frontline doctors need to be trained
and incentivised to create new types of
collaborative leadership with patients:
“I think we have to be slightly
careful [of] not falling into the trap
of assuming that if we just get the
contracts [and] the money right
everything would be fine because
we’re also talking about skills and
behaviours. We have to think about
the training and the incentives for the
current workforce. A lot of that is going
to be about empowering the frontline
because you're not going to get those
kinds of collaborative partnership
behaviours in a culture where people
don’t have power, don’t have authority,
are in a hierarchical structure, and
don’t have the headspace.”
The Nuffield Trust’s Candace Imison
said there should be more emphasis
on supporting the current workforce
in leadership roles. “My big beef is
19 March 2016 | the bmj

“As a trainee, what I
see going back into
practice [is that] rota
gaps are apparent
everywhere. That’s
for medical staff,
nursing staff;
everyone is
particularly
stretched”
Saira Ghafur,
junior doctor

that we don’t put enough resources
into developing the workforce today.
All our workforce money goes into
the workforce in the future and that’s
leaving us with a very big problem at the
moment.”

Career flexibility
Neena Modi, president of the Royal
College of Paediatrics and Child Health,
called for a return to broad based
training to allow doctors to experience
a fuller range of experiences during
training:
“We seem to have abolished broad
based training which was so valuable.
[It] meant that trainees could get a
breadth of experience in the earlier years
of their training and then could have
much more flexibility to focus on areas
that particularly interested them, but
we’ve stopped commissioning broad
based training, which is extraordinary.”
Modi also argued that the UK needed
to “inject some academic rigour” into
workforce planning. “Our trainees
want to take time out of training to do
research, for parental responsibilities,
and it represents quite a substantial
proportion of trainees. If we don’t inject
that sort of objective knowledge into our
workforce planning for the future, of
course we’re going to get the numbers
wrong.”

“I think it’s a myth
that junior doctors
and others don’t want
to do things like that
[seven day working].
They just need to
know that it’s not
going to run them
into the ground.”
Ben Mearns,
chief of medicine,
Surrey and Sussex
Healthcare NHS Trust

Reflecting on the length of a doctor’s
working life, Cliff Mann said we should
do more to encourage portfolio careers.
“We have to understand that people
are likely now to be fully trained as a
doctor by the age of 24 and potentially
work until they are 68. I think you
need to encourage the idea of portfolio
careers,” he said. “For far too long you
were a GP or you were a paediatrician,
an anaesthetist, or whatever it is.
You need to say: ‘Actually you’re a
fully trained doctor; you have these
competencies but you could have
other competencies, many [of which]
could be taught to you in a matter of
months.’”

Doctors are people too
Samantha Barrell said that “human
factors” are the most important
element in empowering a workforce.
“It’s about connecting with others, it’s
about not feeling isolated, it’s about
a feeling that you’re being listened to.
It’s about feeling that when you do
something, you make a difference.”
Consultant paediatrician Claire
Lemer reflected on how small things
can make a big difference. “I was
reflecting on why the morale was
bolstered [at my own trust]. It’s the
real power of local role models, just
taking the time to care about the

“We do need to see
some leadership at the
top and it does raise
the question of who is
in charge of the NHS.
Is [Jeremy Hunt] in
charge or is it all down
to [NHS England] as
he suggested [at the
summit]?”
Neena Modi,
president of the Royal
College of Paediatrics
and Child Health

people that they work with and for,
and not underestimating simple things
like the power of a home baked cake.
Those really little things that connect a
human being to another human being
really matter.”
Ben Mearns, chief of medicine at
Surrey and Sussex Healthcare NHS
Trust, rounded the debate off on a
positive note, albeit tempered with a
warning:
“Medicine is fun; it should be fun.
And when you inject the fun back even
in a small way…or [managers] say we’ve
developed you a job that you enjoy
and you want to get out of bed in the
morning and spend time with these
interesting people who are going to
teach you and train you [and] you’re
going to see some nice patients . . . and
at the end of the day you’re going to
leave not feeling broken, you’re going
to feel inspired. I think a lot of the time
people are now seeking permission to
have fun and it’s become very top down
and technical . . . medicine inherently
isn’t all about that. It is about the
people wanting to do their best and
deliver the best care they can, and
sometimes that isn’t easy to display on
a spreadsheet.”
Gareth Iacobucci, news reporter, The BMJ
Cite this as: BMJ 2016;352:i1510
Find this at: http://dx.doi.org/10.1136/bmj.i1510
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Why are juniors so keen
to cling to banding?
The new junior doctor contract is far from perfect, says Alex Holborow.
But the system it will replace is unfair, untransparent, and open to abuse

I

t’s 3 am and I’ve just finished a
12 hour shift in the emergency
department. This is day seven
of 11 consecutive shifts, ending
with four nights. I work one in
two weekends and the majority of the
weekday shifts occur out of hours,
covering twilights or nights. My rota
is no different from that of many other
juniors up and down the country, and
it is renowned for its brutality. Many
of my colleagues bear it with stoicism,
aware that it is considered a rite of
passage. This rota has traditionally
attracted an 80% banding—often
viewed by the media as a bonus but
without which many juniors would be
forced to look for second jobs.

The existing
banding
system also
promotes
inequity
between
doctors’ pro
rata rates

Plain time, banding, and contracts
Throughout the unedifying debate
between the BMA and health secretary
Jeremy Hunt the primary points of
contention have been the expansion of
“plain time” status and the hourly rate
that this attracts. The imposition of the
2016 contract would see the end of
banding, as well as of the monitoring
system used to regulate it. Up until
a few years ago not many people
would have lamented its passing.
The imposed contract debate is an
opportunity for an honest appraisal
of working conditions for juniors
in England. This is also relevant

for doctors in Wales, Scotland, and
Northern Ireland where the contract
is not being introduced but where
changes are surely on the horizon.
The 80% banding relates to a
supplemental payment that amounts
to 80% of basic salary in compensation
for total hours worked above 48 each
week. I should therefore be receiving
1.8 times my basic salary. In my case
the job was miraculously re-banded at
50% before I started, although not a
single minute had changed on my rota.
A “monitoring exercise,” an ominously
Orwellian term, had been conducted
and the rota had been found to be
“compliant” with a 50% banding.
Such contractual shenanigans
are commonplace in medicine and
juniors simply accept them. But let’s
think about it for a minute: I accepted
an offer of employment at a given
salary and signed the contract, I
then received an email a few weeks
before starting telling me that my
pay had been substantially cut as my
employees had monitored the hours
worked by the previous employee.

Banding and inequality
The existing banding system also
promotes inequity between doctors’
pro rata rates. My current rota, for
example, is made up of 45.67 hours a
week with the out-of-hours component

comprising 63.5% of that. If I were to
work 40 hours a week, with 51% of
those out-of-hours, I would be in the
same banding; however, over the year
I would work fewer hours and fewer
weekends and nights than I currently
do. How can this possibly be fair?
Treating juniors as a kind of
indentured labour was once routine
practice and the current banding
system was an attempt to penalise and
therefore prevent the most egregious
excesses in doctors’ hours.
The new contract eliminates
banding completely, replacing it
with an hourly rate. On the surface
this change is a positive one, a
recommendation that in the past had
widespread support among juniors.
However, the accompanying expansion
of plain time and the removal of both
banding and financial penalties for
excessive hours threaten to create an
environment in which excessive hours
are an inevitable outcome, a concern
expressed by the BMA.

What are we protecting?
The new contract sees the introduction
of “real time exception reporting,”

FIVE HEALTH STORIES EXPOSED USING THE FREEDOM OF INFORMATION ACT
A review of the
Freedom of
Information Act
led to ministers
backing down
from moves
to water down
the legislation.
Here are five
health stories
that would never
have happened
without the act.
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1

Mefloquine and
the military

“Lariam: hundreds of
British soldiers suffering
from mental illness after
being given anti-malarial
drug”—The Independent,
15 April 2015. Since 2008,
994 service personnel
have been admitted to
mental health facilities after
receiving the discredited
mefloquine (Lariam).

2

Children’s
mental health

“‘Creaking’ mental health
care keeps children
waiting years”—The
Times, 30 March 2015.
The longest wait from first
referral to being formally
assessed since 2012 was
at the Sussex Partnership
NHS Foundation Trust,
where a patient waited
three years

3

Care.data
costs

“NHS blows £5m on
delayed Care.data”—
The Register, 2 June
2015. NHS England
spent £2.5m in both
2013-14 and 2014-15
on the personal medical
information sharing
scheme, which has
been hit by a series of
expensive delays.

4

NHS
contracts

“A third of NHS contracts
awarded since health
act have gone to private
sector”—The BMJ,
10 December 2014. An
analysis of 3494 contracts
disclosed how private
companies were particularly
successful at winning NHS
contracts offered under
competitive tender.
19 March 2016 | the bmj

Growing housing costs are forcing
NHS staff to leave London

where doctors report excess hours
worked and this triggers an internal
review. Under the current system
juniors have to record their shifts
in 15 minute units over a two week
period, with trusts often demanding
that juniors get a form signed by a
consultant every time they work over
their allotted hours. We are forced to
beg for signatures from consultants, as
if offering up apologies for working too
hard. It is unclear how the new process
will work; however it must improve
transparency in the monitoring of
excessive hours. It must also have teeth.
Without routinely enforced financial
disincentives it will be ineffective.
In its current form, the 2016
contract remains unsafe. It may,
however, be worth looking at what
we are protecting. The current system
results in extraordinary inequalities,
is routinely abused by employers, and
is mandated by a faulty quality control
process. In the interest of fairness there
must be changes.

Escalating housing and transport
costs are forcing many NHS staff out
of London posts, leaving trusts
struggling to maintain safe care, it
has been claimed.
The London NHS Partnership and
NHS Employers urged candidates for the
capital’s mayoral elections to prioritise
affordable housing and transport for key
workers in their campaigns.
An analysis of the postcodes of more
than 100 000 NHS staff between 2010
and 2015 showed that more of them are
moving out of London to live and work.
Over those five years salaries across the
NHS in London rose by 3.8% but average
London house prices went up by over
37%, said the report.
House prices are now 11 times the
average London NHS gross salary
compared with 8.4 times the average
five years ago. Meanwhile rents and
transport costs have each increased by
nearly 25% over the period, according to
the report.
Many NHS staff are travelling longer
distances into work: the average
commute for an NHS employee in central
London is predicted to rise to 30 miles by
2020 from 22 miles five years ago.
NHS Employers and the London NHS
Partnership said that transport and

housing costs were “consistently in the
top five reasons that NHS staff leave
posts in London.”
They said that a new London mayor
should review the scope to reduce
transport costs for key NHS staff, provide
key worker housing, and prioritise new
housing developments for NHS workers.
Danny Mortimer, NHS Employers’
chief executive, said, “Housing costs are
outstripping what the NHS can afford to
pay for its staff, putting the staffing of
London’s hospitals and services at risk.
“We know that increased travel costs
are also an issue. We want a public
commitment to ensure that London can
attract and retain the talented healthcare
workers its communities need.”
Ben Morrin, director of workforce at
University College London Hospitals
NHS Trust, which is part of the London
NHS Partnership, said, “London’s NHS
relies upon great staff. Yet retaining
them is the greatest workforce challenge
London’s NHS faces. The next mayor can
make a vital contribution by committing
to review how we can reduce transport
costs for nurses, therapists, and
scientists who will otherwise struggle to
remain in London.”
Matthew Limb, BMJ Careers
limb@btinternet.com

House prices are now 11 times the average London NHS gross salary
compared with 8.4 times the average five years ago

Alex Holborow, foundation year 2 doctor,
Morriston Hospital, Swansea, Abertawe Bro
Morgannwg University Health Board.
aholborow@gmail.com

5

Obesity
and Blair

“Obesity weighs heavily on
Blair’s seat”—The Guardian,
26 February 2005. Figures
from the Department of
Health listed County
Durham and the Tees
Valley—home of the
then prime minister’s
constituency—as having the
highest proportion of obese
people in England.
the bmj | 19 March 2016 											
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BMJ CONFIDENTIAL

Ara Darzi
Pet hate—procrastinators
PETER LOCKE

What was your earliest ambition?
I always tell people that I’m a failed engineer. My father hoped that I’d follow in
his footsteps, and I suppose I was drawn to the creativity and precision of surgical
technology by that unfulfilled vocation. But surgery was my earliest goal.
Who has been your biggest inspiration?
Avedis Donabedian—a great pioneer of health services research and quality
improvement, a professor of public health in Michigan, and a fellow Armenian—
was an enormously influential figure throughout my career.
What was the worst mistake in your career?
I’ve made so many bad mistakes that I’m not sure of the worst. Once you’ve made a
few, however, you begin to recognise that each brings a learning opportunity.

Ara Darzi, 55, has been more
sure footed than any of the other
GOATs appointed in Gordon Brown’s
“Government of all the talents” in
2007. He proved to be an effective,
hardworking minister and remains
indispensable, while his fellow
GOATs are long out to pasture. Born
in Baghdad to expatriate Armenian
parents, Darzi trained in Dublin and
moved to the UK as a surgeon in
1990. An academic clinician who
pioneered laparoscopic surgery, he
went on to make his mark in policy
with ambitious healthcare proposals in
London as a junior health minister—
which, where implemented, have been
a success—and he installed quality as
the lodestone of the NHS in his 2008
report, High Quality Care for All. He
is the Paul Hamlyn chair of surgery at
Imperial College London and director
of the Institute of Global Health
Innovation, and he was awarded the
Order of Merit in the 2016 New Year
Honours.

What was your best career move?
Making the leap to become a full time academic clinician at Imperial College
London gave me the freedom and space to start building a strong team and to
really drive an academic programme around surgical technologies, patient safety,
and, ultimately, quality improvement.
Bevan or Lansley? Who has been the best and the worst health secretary?
I don’t celebrate failure, so I won’t comment on the worst. The vision of Nye Bevan,
however, in driving the world’s first national model of universal health coverage in
the UK, was an unparalleled feat in the country’s history.
Who is the person you would most like to thank, and why?
My parents, my wife, and my kids. For everything.
To whom would you most like to apologise?
My children, for not picking them up from school enough.
If you were given £1m what would you spend it on?
I’d open a restaurant somewhere hot and near the sea.
What single unheralded change has made the most difference in your field?
Information technology.
Do you support doctor assisted suicide?
There’s an intrinsic conflict in the medical profession’s duty of care if doctors
are accountable for decision making or planning in assisted suicide. That said, I
strongly support patient choice, so this important public debate must continue.
What book should every doctor read?
Atul Gawande’s Being Mortal.
What poem, song, or passage of prose would you like at your funeral?
“Stairway to Heaven,” by Led Zeppelin.
What is your guiltiest pleasure?
Chinese dumplings for lunch on a Friday, after I’ve finished my operating list.
What personal ambition do you still have?
We still have a long way to go to reduce inequities in the quality of healthcare
provision, both domestically and internationally. My ambition remains the same:
to improve healthcare outcomes for patients and the public.
What is your pet hate?
Procrastinators and bureaucracy.
Cite this as: BMJ 2016;352:i1413
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