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Top cancer researcher is struck off
A leading researcher into innovative
treatments for pancreatic cancer has been
struck off the UK medical register for “gross
and clear fabrication of research data.”
Thorsten Hagemann, who worked at
Bart’s Cancer Institute in London, was found
guilty of 24 instances of misleading and
dishonest conduct between 2012 and 2014.
He was found to have falsified data in
grant applications to the Pancreatic Cancer
Research Fund and Cancer Research UK,
in a paper published in Nature, in another
paper which was submitted to Nature
Medicine but rejected, and in a presentation
to Cancer Research Technology.
Hagemann, who qualified in Germany
in 1999, progressed rapidly in his career at
Bart’s, where he was both a researcher and
a clinician treating patients with pancreatic
cancer. He was appointed a professor in
2013 after gaining wide experience of
overseeing research projects involving
several assistants.
A medical practitioners’ tribunal, sitting
in Manchester, heard that he was one of
very few academic clinicians researching
treatments for pancreatic cancer.
Concerns about his work began to surface
between 2012 and 2013 when one of his
junior colleagues raised questions about

the source of data he had produced. This
led to an internal investigation relating to
two projects.
He initially denied wrongdoing but
resigned with immediate effect when he
was presented with evidence of scientific
misconduct, including the falsification of
an email exchange.
The tribunal heard that when he was
asked if there was anything else the
institute should know about, he replied,
“No, that’s all.” But a comprehensive
investigation found a further six allegations
of scientific misconduct.
In the Nature paper, he was found to
have included fabricated figures and made
dishonest statements. The particular mice
that he wrote about had not been bred at
the time and he must have known this, the
tribunal found.
Richard Davies, the tribunal chairman,
said that Hagemann’s behaviour
“represented a pattern of conduct featuring
a propensity to fabricate data, cover up
what he had done, and then to act with an
eye to self-preservation.” Because of this,
the tribunal concluded that he was “highly
likely” to repeat his conduct.
Clare Dyer, The BMJ
Cite this as: BMJ 2016;354:i4352

Thorsten Hagemann was
highly likely to repeat
his conduct, the tribunal
concluded
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SEVEN DAYS IN
“Unique” skills save surgeon from sanctions

A London consultant ophthalmologist who had an affair with a patient has escaped
sanction by the Medical Practitioners Tribunal Service after it ruled that his unique
surgical skills made him too important to patients’ welfare to suspend.
John Brookes, 47, a glaucoma expert at London’s Moorfields Eye Hospital, was
also considered one of the world’s most skilled paediatric eye surgeons.
Brookes began a 15 month sexual relationship with one of his adult male patients
in late 2013, the tribunal heard. After Brookes ended the relationship in February
2015 the man, Patient A, notified the hospital’s chief executive of the affair over
Twitter. This prompted Brookes to refer himself to the General Medical Council.
Brookes’s fitness to practise was ruled to be impaired, which would normally
trigger a sanction. But tribunal chair Gail Mortimer said, “The facts fall into that
very rare category of exceptional cases which justify no further action being taken
on your registration.” She added, “It [will] not be in the public interest to interrupt
the continuity and level of care which you provide [and] any other course risks
jeopardising patient safety and wellbeing.”
Clare Dyer, The BMJ Cite this as: BMJ 2016;354:i4325

Research news

Half of US paediatric
trials are unfinished
or unpublished

Nearly half (49%) of 559
paediatric randomised clinical
trials posted on the US trial
registry site ClinicalTrials.gov
from 2008 to 2010 were not
completed or their results were
not published, a study in
Pediatrics found. The
most common reasons
for discontinuation were
difficulty in recruiting
patients, technical and
logistical problems, changes
in standard of care, safety and
efficacy findings, and company
or business decisions. (Full
story doi:10.1136/bmj.i4358)

Thin thread is better
for cervical stitches

Using a thinner thread for
cervical cerclage
could reduce
the numbers
of premature
births and
intrauterine
baby deaths,
researchers
wrote in Science Translational
Medicine. In a retrospective
cohort of 671 women treated
in five UK hospitals the thicker
thread (5 mm) was associated
212

with a three times higher risk
of intrauterine death than the
thinner thread (1 mm) (15% v 5%)
and with a higher rate of preterm
births (28% v 17%). The thicker
thread may encourage the growth
of dangerous bacteria, said the
researchers.
(10.1136/bmj.i4305)

Oestrogen-containing
contraceptives may
raise vitamin D

Previous studies have
found that taking
oestrogen in hormone
replacement therapy
or oral contraception
may be associated
with higher serum
levels of vitamin D, but whether
this was a causative effect or
due to other lifestyle factors was
unclear. A large US study has
now found 20% higher vitamin D
levels in combined pill users.
The findings suggested “that
contraceptives containing
estrogen tend to boost
vitamin D levels, and those
levels are likely to
fall when women
cease using
contraception,”
said the
researchers.
(10.1136/bmj.
i4345)

Research credits

Academics “should not
transfer research credits”

Some methods universities use to
burnish their research credentials
should no longer be permitted
within the Research Excellence
Framework, a committee chaired
by Nicholas Stern recommended.
Under existing rules they can
recruit high ranking academics
at the last minute to benefit from
research excellence scores.
They can also list as many or as
few of their staff as they wish,
controlling the denominator used
in calculating research excellence.
Under Stern’s proposals, past
research scores would no
longer be transferable from one
university to another, and all
academic staff would be listed in
entries. (10.1136/bmj.i4260)

Obstetrics

Team midwifery
seems as safe
as other
intrapartum care

Groups of midwives who
provide care and take
shared responsibility
for women from
initial booking
to the postnatal
period are
as safe as
other forms

of intrapartum care, NICE said
in draft guidance updated from
2014. New evidence showed
that midwifery led continuity of
care was no less effective than
comparator models of care, and
no evidence showed that it raised
risks to the mother and baby.

Poverty

Healthcare is biggest
cost of UK poverty

The effects of poverty cost the UK
£78bn a year in public services, a
report from the Joseph Rowntree
Foundation found. The largest
chunk of that money (£29bn;
37%) goes on health conditions
linked to poverty, often in adults
more prone to early onset of
various conditions than those on
higher incomes. Most other costs
are from children’s and adults’
social services, housing, police
and criminal justice, and schools.
13 August 2016 | the bmj

MEDICINE
Illicit drugs

OH NO, NOT NHS FINANCES
Yes, I’m afraid so. It may be summer, but
those at NHS England never rest.

Hospital admissions
for poisoning rise

England had 14 280 hospital
admissions with a primary
diagnosis of poisoning by illicit
drugs in 2014-15—a rise of 57%
since 2004-05, figures from NHS
Digital showed. Nearly half (45%)
were in people aged 16 to 34. The
north west had the highest rate
of admissions (43 per 100 000
males; 39 per 100 000 females),
while London had the lowest
(14 per 100 000 males; 11 per
100 000 females).

Opioid addiction

US claims for opioid
dependence rise by 3200%

Private health
insurance
claims
for opioid
dependence
in the US
rose more than 3200% from
2007 to 2014, from 217 000 to
seven million, with dependence
characterised by such symptoms
as tolerance, withdrawal, and
repeated unsuccessful attempts
to quit, an analysis found. Claims
for opioid misuse, defined as
continued use despite recurrent
social problems caused by or
exacerbated by opioid use, rose
by 317%, from 87 000 to 277 000.
(10.1136/bmj.i4340)

Ontario will stop funding
high dose opioids

The public health insurance
programme in Ontario, Canada,
will stop paying for high dose
opioids in an effort to improve
clinical outcomes and reduce
opioid addiction. The drugs due
to be delisted are morphine
200 mg tablets; hydromorphone
24 mg and 30 mg capsules
(Hydromorph Contin); fentanyl
75 mg/h and 100 mg/h patches;
and meperidine (Demerol)
50 mg tablets. (10.1136/bmj.
i4300)

SIXTY
SECONDS
ON . . . THE
NHS “RESET”
DON’T TELL ME—THE NHS NEEDS
MORE MONEY
Spot on. NHS finances have never been
worse. Hospitals and other trusts recorded
an eye watering cumulative deficit of £2.8bn
in 2015-16, the largest ever.

NICE guidance

Call for wider supply of
condoms to reduce STIs

The National Institute for Health
and Care Excellence (NICE)
recommends free condoms for
men who have sex with men
and for other high risk groups,
to reduce rates of sexually
transmitted infections. In a
new draft guideline NICE calls
for local authorities and other
commissioners to increase
condom availability in response
to recent increases in gonorrhoea
and syphilis in men who have sex
with men. (10.1136/bmj.i4332)

Chickenpox

No new vaccination
advice until 2017

Public Health England will
make no immediate changes
to its advice on who should be
vaccinated against chickenpox,
after a mother whose son (below)
was hospitalised for five days
with the disease urged the NHS
to offer the vaccine to all people
who wanted it for themselves or
their children.

MEASLES
234
There were

cases
of measles in
England to
July this year,

38

and
were
linked with
people attending
festivals. There

54

were
cases
in the same period
last year

DOES “RESET” MEAN TRUSTS HAVING
THEIR SLATES WIPED CLEAN?
Certainly not. It means that the powers that
be are getting tough. NHS England and NHS
Improvement are desperate to drag the
health service out of the fiscal quagmire.
Financial discipline is the NHS’s number one
priority for 2016-17.
BUT DIDN’T THE DEPARTMENT OF
HEALTH END THE YEAR IN THE BLACK?
It did, but the DH and NHS have separate
budgets. NHS trusts may have filed record
deficits, but the DH unexpectedly found
£417m in national insurance contributions it
hadn’t told the Treasury about, leaving it with
a £210m surplus in 2015-16 rather than a
potential £207m deficit.
SO, WHAT DOES “RESET” MEAN?
Well, trusts are getting some more money:
£1.8bn this year. But they’ve been told that
their combined deficit must be no more
than about £250m. Savings can be made
by tackling “excessive pay bill growth,” the
resetters have said. Trusts will also have to
adhere to strict budgets.
SOUNDS DRACONIAN
Most definitely. Five acute hospitals and nine
clinical commissioning groups have already
been placed in financial “special measures.”
They’ll be offered help to reduce their
expenditure, and heads will roll if they don’t.
WHAT ABOUT PATIENT CARE? ISN’T
THAT THE NHS’S MAIN PRIORITY?
It’s likely to play second
fiddle to finance for
the next 12 months.
Jeremy Hunt insists that
good quality care costs
less, but the NHS will
struggle to maintain safe
staffing levels without
adequate funding.
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2016;354:i4360

Cite this as: BMJ 2016;354:i4374
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Fears over potential risks to patients
have been raised after a clinical
commissioning group (CCG) in
England proposed suspending all
non-urgent referrals to secondary
care, in a bid to save at least £2.5m
over the current financial year.
In its two year financial recovery
plan, published at the beginning
of August, St Helens CCG, in
Merseyside, proposed a temporary
halt on all non-urgent referrals to
secondary care for four months
during the coming winter. Clinically
urgent referrals, suspected cancer,
and referrals of sick children would
not be affected. The CCG has to
make £12.5m worth of savings this
financial year and £17.5m in
2017-18 to balance its budget.
In a statement, Maureen Baker,
chair of the Royal College of General
Practitioners, warned of patient
safety implications, “as patients
with potentially serious conditions
sit on waiting lists without their
symptoms being explored further.”
Anne Gulland, London

Cite this as: BMJ 2016;354:i4384

SAVINGS
£12.5m
£17.5m
The CCG has to make

worth of
savings this financial year
and
2017-18

in

IAN HOOTON/ALAMY

CCG plans to halt
non-urgent referrals

Commentators urge caution over asthma
drug claimed to be “game changer”
“This trial
. . . has not
provided an
answer for
its effects on
exacerbations
—the important
clinical
outcomes”

Research commentators have urged
caution over the results of a study of a
new asthma drug that has been hailed
as a “game changer,” saying that much
larger trials are needed.
Last weekend newspapers carried
stories with headlines such as,
“Asthma pill provides hope to millions
of sufferers and could replace inhaler,”
“Asthma drug ‘game changer’ could
revolutionise treatment,” and “First
new asthma pill in 20 years hailed as
‘wonder drug’ by sufferers.”
A press release from the University
of Leicester, which led the research,
described fevipiprant, a prostaglandin
D2 receptor 2 (DP2 receptor)

antagonist, as “the first new asthma
pill for nearly 20 years [that] has the
power to significantly reduce the
severity of the condition.”

Small study
It reported the findings of a trial in
61 patients who took fevipiprant in
addition to their usual treatment.
The results, published in Lancet
Respiratory Medicine, showed
that fevipiprant led to significant
reductions in eosinophilic airway
inflammation in the sputum and
bronchial submucosa.
The study—funded by Novartis
Pharmaceuticals, the National

HIV charity slams NHS England’s PrEP statement
The HIV and AIDS charity
the Terrence Higgins Trust
has accused NHS England
of issuing an “intentionally
provocative” and
“homophobic” statement
in response to a court ruling
that it holds responsibility
for commissioning preexposure prophylaxis
(PrEP) for preventing HIV.
As a result of the High
Court verdict on 2 August,
NHS England said that it
214

could not now guarantee
funding for all specialist
services, only those in the
highest priority (see box),
in case it lost the appeal
against funding PrEP.
NHS England released
a statement describing
PrEP as a drug given to
people who are at high
risk of contracting HIV—
“specifically, men who
have condomless sex with
multiple male partners.”

Ian Green (left), chief
executive of the Terrence
Higgins Trust, wrote a letter
to NHS England’s chief
executive, Simon Stevens,
expressing his “shock and
concern over the tone,
language and content” of
the NHS’s statement, which
he said contained “factual
inaccuracies.”
Green said that the
efficacy of PrEP was not
related to gender, sexual

orientation, condom use, or
sexual partner numbers.
“Singling out gay men
who do not use condoms is
intentionally provocative,
homophobic, offensive
and inaccurate,” he wrote.
“The only purpose of [this]
statement is to pit one
group against the other.”
NHS England said that it
would issue a full response.
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2016;354:i4347
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Institute for Health Research (NIHR),
and the European Union (AirPROM)—
was designed primarily to examine
the effects of fevipiprant on sputum
eosinophil count, a measure of airway
inflammation used in assessing the
severity of asthma. Typically, people
who do not have asthma have an
eosinophil count of <1%, while those
with moderate to severe asthma have a
count of around 5%.

Eosinophil count fell
Patients in the study were randomly
assigned to 225 mg of fevipiprant
twice a day for 12 weeks or to placebo
in addition to their standard medicine.
Over the study, sputum eosinophil
percentage decreased from a mean of
5.4% (95% confidence interval 3.1%
to 9.6%) to 1.1% (0.7% to 1.9%) in
the fevipiprant group and from 4.6%
(2.5% to 8.7%) to 3.9% (2.3% to
6.7%) in the placebo group.
The study also measured change
in asthma symptoms as a secondary
outcome, as well as various
exploratory outcomes including
change in forced expiratory volume in
one second (FEV1), and lung volumes
using body plethysmography.
The press release quoted Chris
Brightling, one of the researchers,
as saying, “Most treatments might
improve some of these features
of disease, but with fevipiprant
improvements were seen with all of
the types of tests [some of which were
significant].
“We already know that using
treatments to target eosinophilic
airway inflammation can substantially

reduce asthma attacks. This new
treatment, fevipiprant, could likewise
help to stop preventable asthma
attacks, reduce hospital admissions
and improve day to day symptoms—
making it a ‘game changer’ for future
treatment.”
The press release also included
comments from a participant in the
fevipiprant study arm who said, “I was
less wheezy, and for the first time in
years I felt really, really well. For me, it
felt like a complete wonder drug.”

Clinical outcomes lacking
Carl Heneghan, director of the
evidence based medicine centre
at the University of Oxford, said,
“Whilst this trial looks at the surrogate
measure of eosinophils counts it has
not provided an answer for its effects
on exacerbations—the important
clinical outcomes. Furthermore, the
small number of patients from a single
centre needs replicating in much
larger, longer trials.
“Therefore, tempering headlines
with ‘maybe,’ ‘possibly,’ or ‘perhaps’
would be more appropriate at this
current stage in the research of this
novel treatment for asthma patients.”
Hans Michael Haitchi, associate
professor in respiratory medicine at
the University of Southampton, said
that the results were “very exciting and
promising” but that “further studies
are needed to confirm the safety of this
new drug and also to find out if asthma
attacks can be reduced or prevented in
this particular patient group.”
Ingrid Torjesen, London
Cite this as: BMJ 2016;354:i4379

HOW THE CLINICAL PRIORITIES ADVISORY GROUP
RANKS SOME SPECIALISED SERVICES
Levels 1 and 2 include:
• Treatment of iron overload in patients with chronic inherited anaemia
• Complex obesity surgery for children
• Plerixafor for stem cell mobilisation
• Robotic assisted surgery for kidney cancer
• Penile prostheses for end stage erectile dysfunction
Level 3 and 4 include:
• Auditory brainstem implants for children with deficiency
or missing auditory nerves
• Ivacaftor for children with cystic fibrosis
• Pegvisomant for acromegaly
• Prosthetic limbs for lower limb loss
• Pasireotide for Cushing’s disease
the bmj | 13 August 2016 					

FIVE MINUTES WITH . . .

Jenny Higham
The first female chair of the
Medical Schools Council
discusses her plans for the role

“T

he Medical Schools Council is
evolving, and the narrative in
medicine is changing all the
time. What the council has to
do is keep up to date and make
sure that it continues to deal with the important
issues rather than navel gazing.
“The council has done a great job in tackling a
number of issues, such as considering what the
appropriate standards are for medical school
graduates. There is absolutely no evidence that
UK medical schools are
anything other than as
good as anywhere else in
the world, and we produce
doctors who perform
well in their professional
practice. But I think we
shouldn’t be complacent
about that.
“One issue that we
MY AIM IS TO
face is trying to continue
MAKE SURE
the academic agenda,
THAT RESEARCH
IN UK MEDICAL
both in education and
SCHOOLS
research, in an NHS
CONTINUES TO BE that’s extremely strapped
AS STRONG AND
for cash. Everything is
COMPETITIVE AS
under pressure, and it’s
EVER
important that we ensure
that the academic agenda isn’t lost and doesn’t
always play second fiddle to clinical service
delivery. At a time when the money has run out,
that problem gets accentuated. Our students rely
on having great clinical academic role models
and great clinical engagement in a positive
educational environment, so that’s part of our
agenda.
“In relation to research there is uncertainty. A
relatively small percentage of our overall research
budgets comes from the European Union, but we
know that the best research is conducted when
there is a completely open field. The thing that
determines success is leadership and staff, where
you openly recruit, and collaborations should be
based entirely on the quality of the science. My aim
is to make sure that research in UK medical schools
continues to be as strong and competitive as ever.
“We also need to constantly emphasise the
importance of translational research and the
benefits there have been to society from the
research developed in the UK’s medical schools.”
Interview by Abi Rimmer Cite this as: BMJ 2016;354:i4339
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Avoiding unconscious bias
The Royal College of Surgeons has produced guidance for
doctors on how to stop unconscious biases affecting their
work and interaction with colleagues. Abi Rimmer reports

E

veryone has biases,
some they are aware of,
others they are not. This
month the Royal College
of Surgeons (RCS) has
published guidance on how doctors
can avoid these unconscious biases.
Scarlett McNally, RCS council
member and author of the guidance,
explains that it is natural to place other
people in a “category” when you first
meet them. “We do that by mistake,
without thinking, unconsciously—and
that’s fine, that’s human nature,” she
says. “But the question is what we do
with that.”
The RCS guidance includes advice
on how avoiding unconscious bias can
help doctors avoid bullying behaviour,
as well as advice on preventing
unconscious bias when recruiting to
committees and advice for mentors and
supervisors. It also includes specific
information for trainers and trainees
and advice on appropriate behaviour in
surgical environments.
Although McNally says that the
guidance would be useful to doctors
in all medical specialties, the way that
surgeons work means that they are
often less likely to have time to stop and
look at their own behaviour.

“If you rush around and you’re
terribly busy, the people watching you
don’t always pick up on the reasons
why you do things,” she says. “The
critical thing is to stop and take a step
back and think, ‘What is my behaviour
like for the other person?’ You’ve got
to force yourself to slow down and say
hello to the other person and check
where they are coming from.”
She adds, “As surgeons, we
traditionally haven’t been that good at
that because we’ve always had quite
competitive, busy, dynamic people
going into the specialty.”
Although the guidance is not written
exclusively for trainers and trainees,
McNally says that understanding how
to avoid unconscious bias can help
both sides of a training relationship
avoid getting into a situation where a
colleague feels bullied or undermined
to the point of making a complaint.
“It’s not that there are bad people
who are bad trainers: it’s that often the
people who are very good trainers were
brought up in a time when it was OK
to be very didactic, or to shout, or to
be very cross if somebody was late, for
example,” McNally says.
“Actually what you need to do is to set
down what’s important, such as saying,

‘We need to start on time and if you’ve
got a problem with starting on time
then we need to talk about that.’ Rather
than tut-tutting and being cross, as one
would do in the old days, one needs to
set down what’s required for the job
and then get the individual to perform
better on each of those aspects.”
She says that, although difficult, it
is also important for doctors to make
an effort to form relationships with
colleagues or trainees from different
backgrounds. “If the trainee is from
a different background, you’ve got to
almost force the relationship because
you don’t have shared norms or a
shared way of doing things,” she says.
“You’ve got to focus on what the
target is that you need to achieve,
what tasks you need to do, and what
structure you need to create to get
the best from a training post. In the
past, there was a bit more shared

It is natural
to place
other
people in a
“category”
when you
first meet
them

FIVE BOOSTS TO GP FUNDING
GPs could receive a boost to their funding this year as a result of initiatives set out in NHS England’s General Practice Forward View.

1

RETAINER SCHEME

Increased funding for the GP
retainer scheme means that
from 1 July general practices
that employ a GP taking part
in the scheme receive £76.92
per session worked by the GP
each week, up from £59.18
previously. The additional
funding is available from 1 July
2016 to 30 June 2019.
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2

EXPENSES

GPs taking part in the
retainer scheme will also
receive an increase in the
amount they get to cover
professional expenses. The
annual payment will rise from
£310 to between £1000 and
£4000, depending on the
number of weekly sessions
worked.

3

INDEMNITY

New funding designed to
offset the rising cost of GP
indemnity, worth £30m a year
for two years, will launch in
April 2017. The funding will
be paid to GPs as a lump sum
in arrears, so that payments
made to account for inflation
in indemnity fees in 2016-17
would be paid in April 2017.

4

RESCUE PACKAGE

NHS England has released
£16m of funding as the first
instalment of its £40m rescue
package to help struggling
general practices across
the country. The funding is
designed to support general
practices that have been most
affected by rising demand
from patients.

13 August 2016 | the bmj

25 times more spent on agency
fees than filling permanent posts

understanding because people came
from similar backgrounds.”
Bullying is less of a problem in UK
surgery than elsewhere in the world,
such as in Australia, McNally says, but
the guidance does contain advice on
how it can be avoided. “The problem
is, if somebody’s behaviour is quite
brusque, the trainee might interpret that
personally when it was never intended
personally,” she says.
“So, it’s about trying to get everybody
to stop and think before they do
something and to realise that they are
sometimes acting on their unconscious
biases—rather than being the relaxed,
calm, sensible, proactive individual that
they think they are on a good day.”
Abi Rimmer, BMJ Careers
arimmer@bmj.com
Cite this as: BMJ 2016;354:i4307

̻̻Go to careers.bmj.com for more careers
content

5

TRAINING

NHS England has also
released details of the first
phase of its £30m general
practice development
programme to offer training
and development support to
every practice in the country.
It will offer workshops and
learning sessions to practices
over a 9-12 month period to
help them free up capacity.

NHS acute trusts in England are each
spending nearly 25 times as much on
locum agency fees as they spend on
recruiting doctors to permanent positions,
figures obtained by BMJ Careers show.
Information obtained through freedom
of information requests shows that, on
average in 2015, trusts spent £1.4 million
on locum agency fees and £55 000 on
recruiting doctors to permanent positions.
Each trust spent an average of £5.8m on
employing locum doctors.
BMJ Careers sent freedom of
information requests to the 154 acute
trusts in England and received 65
responses. Of the respondents, 56
acute trusts were able to say how much
they spent in 2015 employing locum
doctors, 29 could say how much they
spent on recruiting doctors to permanent
positions, and 13 were able to say how
much they spent on locum agency
fees. Extrapolating to all trusts from
those that responded to the request
suggests that acute trusts in England are
spending £6.5m on recruiting doctors
for permanent positions, £196m on
locum agency fees, and £740m a year on
employing locum doctors.
Figures compiled by the department of
health show that between 2010 and 2014,
the NHS spent £4bn on all agency doctors,
nurses, and other locum healthcare staff
in the NHS. More recently the government
called for action to reduce the amount the

NHS spends on agency staff. Speaking in
May 2015, Simon Stevens, chief executive
of NHS England, said a clamp down was
needed on agencies that were “ripping
off” the NHS. He said the NHS needed
to convert spending on agency staff into
“good, paying, permanent jobs.”
Commenting on the findings, Danny
Mortimer, chief executive of NHS
Employers, said, “We know some trusts
are finding it a challenge to reduce agency
spending at a time where there is a huge
demand on NHS services. We also know
there is a shortage of staff in some medical
specialties, such as emergency medicine
and psychiatry, where locum staff are
more heavily used to ensure care is not
compromised. We will continue to work
with trusts to reduce costs of locum staff
and stabilise the established workforce.”
Mark Porter, chair of BMA council, said
that locums played an integral role in the
NHS, especially during high demand or
staff absences. “Hospitals should not be
left unable to employ the staff needed to
care for patients, having to rely on locums
to plug the gaps,” he said. “We need
better workforce planning and adequate
NHS funding from the government, and
better working conditions, particularly
for NHS staff working in hard pressed
areas such as emergency medicine.”
Abi Rimmer, BMJ Careers
arimmer@bmj.com
Cite this as: BMJ 2016;354:i4359

Simon Stevens says
that the NHS needs
to convert spending
on agency staff
into “good, paying,
permanent jobs”
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Data show that acute trusts are each spending much more on
locum fees than on recruiting doctors to permanent positions

217

THE BIG PICTURE

Stand up for an NHS revolution
From Health Secretary Jeremy
Hunt’s unfitness for the job to the
Labour Party’s introduction of
PFI—the private finance initiative
or “pay for it indefinitely”—no one
escapes their crosshairs.
McCartney told The BMJ when
asked about her motivation to
take to the stage, “The reasons
for the perilous state of the NHS
aren’t getting fair hearings—it’s
underfunded and, worse, we are
wasting fortunes on non-evidence
based, thought-up-in-the-bath,
short term party political policy.
“What do we want? Evidence
based policy making! When do we
want it? After systematic review
and independent cost effectiveness
analysis!”
Bryan Christie, journalist, Edinburgh

“What do we
want? Evidence
based policy
making! When do
we want it?
After systematic
review and
independent cost
effectiveness
analysis!”

Cite this as: BMJ 2016;354:i4378
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Margaret McCartney, the Glasgow
GP and columnist for The BMJ,
made her Edinburgh Fringe
Festival debut last week. She’s
joining the doctor and comedian
Phil Hammond in an hour long
show every night this month,
urging the audience to form a
popular movement to save the
NHS.
Dr Phil’s NHS Revolution is a
verbal Punch and Judy act. The
villains are dishonest politicians,
profiteering corporations, and
market solutions. The heroes are
striking junior doctors, Britain’s
army of carers, and evidence based
decision making.
McCartney heads the
revolution’s Anti Bollocksology
Unit, providing facts that people
need to know about today’s NHS.

ЖЖMargaret McCartney joins Phil Hammond in Dr Phil’s NHS Revolution every night until 27 August at
10:05 pm at the Symposium Hall of the Royal College of Surgeons of Edinburgh. See https://tickets.
edfringe.com/whats-on/dr-phil-s-nhs-revolution.
ЖЖRead Margaret’s column this week, p 233

thebmj.com
̻̻Read David Payne’s round-up of other Edinburgh festival shows with medical themes:
bmj.co/edinburgh2016
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Michael Sharpe
Psychiatry visionary
What was your earliest ambition?
I have no idea. I don’t remember wanting to be an academic psychiatrist—although
it does seem to have some similarities to my father’s job as a parson.
What was your best career move?
My decision to change from general medicine to psychiatry was difficult: colleagues
sat me down and explained how it would be “a waste of a career.” A senior
colleague helped me to see it as a development of my training as a physician rather
than an abandonment of it.

Michael Sharpe, 62, was researching
integrated care and riding a
Brompton bike long before either
was fashionable. His research has
included groundbreaking clinical trials
showing how integrating psychiatry
and psychology into medical care
can improve the lives of patients
in neurology, cancer, and medical
clinics. More recently he has put
these ideas into practice by leading
the integration of psychiatrists and
psychologists into medical teams at
Oxford University Hospitals. He is
professor of psychological medicine at
Oxford and was the Royal College of
Psychiatrists’ “psychiatrist of the year”
in 2014.

Who is the person you would most like to thank, and why?
I’d like to thank many people. Most recently, Fiona Caldicott and Paul Brennan of
Oxford University Hospitals NHS Foundation Trust, for supporting and trusting me to
integrate psychiatry and psychology into medical care at this large acute trust.
To whom would you most like to apologise?
All of those patients for whom I lacked the courage and understanding to just be
with them and stay with them, when they were most distressed.
If you were given £1m what would you spend it on?
I’d set up a centre to help integrate psychiatry into general medical care through
research, teaching, and practice.
Where are, or when were, you happiest?
Age 18, sitting in Corpus Christi College’s 16th century library and reading a
William James book on psychology.
What single unheralded change has made the most difference in your field?
The progressive embracing of psychiatry by physician and surgeon colleagues as
just another medical specialty, rather than something useless or weird.
What book should every doctor read?
Probably the whole of the Oxford Textbook of Medicine. However, Atul Gawande’s
Being Mortal is also an important (and shorter) read.
What is your guiltiest pleasure?
Pleasure shouldn’t be guilty. A herbal gin and tonic with fresh rosemary, drunk
outside as the sun sets on a Friday evening, takes some beating.
What television programmes do you like?
I don’t have a TV. However, the Channel 4 hospital comedy Green Wing is pure genius.
What is your most treasured possession?
My career and my relationships.
What, if anything, are you doing to reduce your carbon footprint?
Cycling furiously on my Brompton bicycle—although I suspect that even cycling as
hard as I can won’t stop climate change.
What personal ambition do you still have?
To see psychiatry regarded as an “ordinary but useful” component of medical care.
What is your pet hate?
People seeming not to care about things that matter. Some things do matter.
What would be on the menu for your last supper?
There is a saying that “if you are not at the table you are on the menu,” so I would
hope to be at the table.
Cite this as: BMJ 2016;354:i4231
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EDITORIAL

NHS funding in England:
money’s too tight to mention
What prospects for better quality care in the NHS?

T

he NHS in England is
halfway through its
tightest ever decade of
funding growth. If plans
set out in the spending
review last autumn hold true to
2020, real term growth in the NHS
will average around 1% a year over
this decade—relative to the long
term average of just under 4%. This
is equivalent to just 0.3% growth in
spending per head of population.
The pips are squeaking. In 201516, NHS provider organisations
were £2.8bn (€3.32bn; $3.69bn)
in the red, with more than two
thirds of NHS trusts not balancing
their books. Recently published
accounts show the Department of
Health overspent the total health
budget (excluding capital) by
£207m.1 This is despite the fact
that growth in health spending was
“frontloaded”—higher allocations
in 2015-16 and 2016-17 before
dropping from 2017-18 to 2020-21.2
“Brexit” could introduce additional
risks to even this historically low
rate of funding increase.
Figures from the Organisation
for Economic Cooperation and
Development show the UK is
in the middle of the pack of
comparable countries, with 9.9% of
national wealth devoted to health
expenditure.3 And if additional
funding were available, social care
would have a strong case for first call
on the money.
On 21 July 2016 NHS England
and NHS Improvement, the
national bodies responsible for
commissioning and provision of
healthcare, announced a long
planned “reset” for NHS financial
performance.
Jennifer Dixon, chief executive,
Will Warburton, director of improvement,
Health Foundation, London, UK
will.warburton@health.org.uk

No NHS trust will receive any
growth money in 2016-17 unless it
is living within its means (or “control
total”). Five NHS acute providers
and nine clinical commissioning
groups were placed into a regime of
financial “special measures” and
will receive targeted intervention
from central bodies to reduce
their rate of expenditure. Senior
leadership may be replaced if
national bodies deem progress
insufficient.4

What about quality?
Thirty per cent of growth money
for trusts will be contingent on
meeting three targets: the four hour
emergency department target, the
62 day target for cancer treatment,
and the 18 week target for routine
operations. Instead of being fined for
missing national standards, hospitals
consistently missing targets will be
able to access funding if they make
improvements against a trajectory
agreed with national bodies.4
The 2013 Francis inquiry found a
focus on access targets and financial
savings contributed to the stark
failings in care, which included
inadequate staffing. With the pay bill
comprising the majority of provider
expenditure, attention is already
focused on workforce costs. Robust
monitoring of the effect of any
change in staffing levels on quality
by provider boards and regulators—
the Care Quality Commission and
NHS Improvement—will become
more critical.
Meanwhile, if quality of care is not
to go backwards, and with rationing
unacceptable, a large part of the
solution must be greater productivity
and efficiency. Ongoing plans to
rationalise and integrate services
across geographical areas—such
as those set out in Sustainability
and Transformation Plans,5
centralisation of specialist care,6

The pips are
squeaking

and the pursuit of innovation and
reduction in variations7 8—are all on
the right lines.
But these are mostly national
initiatives, if locally driven. And the
approach can often seem more about
exerting regulatory control than
supporting improvement.9
We should be focusing on
engaging, training, and supporting
those at the front line—clinicians and
patients—to make the changes that
only they can see are needed through
their daily experience; this is where
synergies between efficiency and
quality can best be realised.
More national and local support
for education and training in quality
improvement methods would help,10
but there are good examples of
progress. For example, NHS trusts
such as Salford, Sheffield, and East
London that have supported quality
improvement over several years
can now see dividends.11 Efforts by
the royal colleges are helping their
members develop the skills to make
change.12 There is a range of support
from other bodies, such as our own.13
NHS system leaders must now
use their powers, such as the
forthcoming National Leadership
and Improvement Strategy, to bring
improvement back in balance with
regulation.
Unless more clinicians can extend
their purview from treatment
to services and find ways of
mobilising resources and scaling
up improvements more effectively,
expect more desperate measures.
Cite this as: BMJ 2016;354:i4204
Find this at: http://dx.doi.org/10.1136/bmj.i4204
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EDITORIAL QUALITY AND OUTCOMES FRAMEWORK

After 12 years, where next?
The focus should move from manipulating risk factors to improving
health in a way that has meaning for individual patients
The recent EU referendum result reminds us that
behaviour is not simply determined by economic
self interest, yet the notion of paying physicians to
perform remains remarkably popular.
Pay for the 32 000 UK general medical
practitioners working for the National Health
Service has been linked to quality of care through
the Quality and Outcomes Framework (QOF) since
2004.1 2
Back then, quality indicators for general practice
were new, and electronic medical records had
become widespread in British general practice.3
There were 80 clinical indicators in 2004 and
77 in 2016, covering cardiovascular disease,
diabetes, respiratory disease, dementia, mental
health, cancer, chronic kidney disease, epilepsy,
learning disability, osteoporosis, rheumatoid
arthritis, palliative care, obesity, smoking, cervical
screening, and contraception.4
Evidence of reduced mortality existed for 25
of the original 80 indicators, and applying that
evidence to the UK population showed that QOF
had the potential to reduce mortality by 11 lives
per 100 000 people if performance improved from
baseline to the target for full payment.5
Twelve years later, Ryan et al measured the
actual reduction in mortality, which turns out to
be 12 per 100 000 before correction for reduced
mortality in similar countries without QOF and just
four after correction (not statistically significant).6
QOF was not primarily designed to reduce
population mortality and seems to have achieved
pretty much exactly what was expected.
What else have we learnt from the first 12
years of QOF? No trials were conducted and
the evidence is generally weak, but the clear
benefits of QOF are the new source of publicly
available population data on major conditions,
the modest improvements in quality of care for
chronic diseases in the framework, and reduced
inequalities between deprived and less deprived
areas.
However, improvement for conditions not in
QOF (such as osteoarthritis) may have stagnated,
continuity of care may have declined, and quality
improvement may have become too narrowly
Nicholas Steel, clinical professor in public health,
Norwich Medical School, Norwich, UK
n.steel@uea.ac.uk
Paul Shekelle, director, West Los Angeles VA
Medical Center, CA, USA
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focused on QOF to the detriment of other
initiatives.6 8
There are concerns that guidelines in general,
and QOF in particular, risk subverting patient
centred care, may inadvertently encourage
unwanted polypharmacy and drug interactions in
older patients with multimorbidity, and may have
uncertain relevance to primary care patients.9 10
QOF will become a teenager in 2017 and
changes are needed. The focus should move from
manipulating risk factors such as blood glucose
and lipid levels to improving health in a way
that has meaning for individual patients, while
acknowledging that healthcare is only one factor
that contributes to improved health.
Financial incentives in QOF are far larger than
they need to be (one QOF point for 2016-17 is
worth £165 (€197; $218)). Indeed, economists
tell us that, although financial incentives work
for simple repetitive tasks, they are ineffective
for more complex tasks and may even be
counterproductive.11
There is a case for abandoning QOF payments
altogether as some areas already have, but payment
for performance is likely to remain in mixed
payment systems when there are clear gaps in
quality.12 Transparent data reporting should also be
maintained.13
Applying population evidence to diverse
individuals in primary care is difficult and
uncertain; it needs to be guided by patient
preferences as much as evidence.
The National Institute for Health and Care
Excellence (NICE) is responsible for managing QOF
and is developing guidance on multimorbidity and
patient preferences that will be highly relevant.
Good resources for sharing decisions with patients
exist (eg, http://optiongrid.org/), but more are
needed, together with adequate consultation times,
before they become routinely used in practice.
QOF indicators should be accompanied by brief
and clear decision aids about the benefits and risks
of treatment options and the time to net benefit
in cases where (small) harm is immediate and
(greater) benefit delayed, to help combine evidence
with patient preferences. QOF has the potential to
lead the charge in the widespread implementation
of patient centred care to improve quality, if NICE
has the will and courage to innovate and evaluate.
Cite this as: BMJ 2016;354:i4103
Find this at: http://dx.doi.org/10.1136/bmj.i4103
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ANALYSIS QUALITY AND OUTCOMES FRAMEWORK

Getting back on track
Martin Roland and Bruce Guthrie assess the
successes and failures of the pay-for-performance
scheme and look at what its future should be

I

n 2004 the UK National
Health Service introduced
the largest health related
pay-for-performance scheme
in the world—the Quality
and Outcomes Framework (QOF).1
Scotland is now abandoning
the scheme, and growing
disenchantment in England is likely
to lead to major changes. What have
we learnt, and what should happen
to QOF in future?

Promising start
In the late 1990s, general
practitioners’ pay had fallen
substantially behind that of
specialists, and morale and
recruitment in general practice
were poor. The government and the
British Medical Association (BMA)
privately agreed that a large pay rise
was needed. Money was available
because in 2000 the government
had committed to increasing
NHS spending to mid-European
levels as a percentage of gross
domestic product. However, the
profession had to give something
in return, and the BMA dropped its
longstanding opposition to “quality
payments” and started to negotiate
a pay-for-performance scheme
that would substantially increase
funding for general practice.
There followed 18 months of
negotiations between BMA and NHS
Employers with a small number
of clinical advisers to develop the

outcome measures (indicators)
that would form the basis of the
scheme (box 1). A starting premise
was that the clinical indicators
should be based on evidence based
guidelines so that they would be
likely to command a wide degree of
professional support (box 2). The
framework also included indicators
related to practice organisation and
patient participation. The package
was controversial, and the BMA
allowed its members to vote on the
scheme—once in outline and once
when the details were known.
Implementation happened over
more than a year. The indicators
were available well before the
financial rewards were introduced
in order to facilitate planning,
investment in electronic clinical
records with tools for managing
chronic disease, the production
of detailed guidance for practices,
and support for implementation
in some parts of the country.
Electronic clinical records, which
were already well advanced in
primary care, became universal
because they were needed to
obtain payment, though GPs had to
employ more administrative staff
to collect the required data. QOF
accelerated existing trends to shift
care for chronic physical conditions
to nurse-led clinics, particularly
diabetes and cardiovascular and
respiratory disease. Practices
used the software tools created

KEY MESSAGES
•   The Quality and Outcomes Framework accelerated previous

trends towards widespread use of electronic medical records and
multidisciplinary management of chronic diseases
•   QOF resulted in relatively limited additional improvements in
quality but reduced socioeconomic inequalities in delivery of care
•   Several indicators were withdrawn because they lacked
professional support or there were problems with implementation
•   New strategies are needed to continue to improve quality of care
the bmj | 13 August 2016											
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for QOF payments to monitor their
care of patients, with more internal
management in practices to ensure
they met the targets.2

High payments
With an overall cost of over £1bn
(€1.2bn; $1.3bn), QOF proved nearly
£300m more expensive than the
government had expected in the
first year because it underestimated
the baseline quality of care. This
meant that many practices achieved
near maximum performance (and
therefore payment) in the first
year. Practice income rose rapidly
with QOF potentially providing
an additional 25% of income, and
this certainly reduced professional
opposition to the scheme. However,
initial rises in income were
progressively clawed back over the
next 10 years with zero or near zero
pay rises such that real terms income
in 2013-14 fell back to below that in
2003-04.3
All data from QOF were publicly
available, and thus three major
innovations were introduced
simultaneously: better data
collection, public release of
information on quality of care, and
pay for performance. It is therefore
unclear what effect the first two of
these would have had on their own,
and the degree to which pay for
performance was a quality driver.
Did QOF improve quality of care?
QOF did produce some improvements
in quality of care, but this was against
a background of a widespread
programme of quality improvement
in the NHS that included national
standards for the major chronic
diseases, annual appraisal of all
doctors working in the NHS, and

widespread use of clinical audits to
compare practices, sometimes with
public release of data. So for asthma
and diabetes, for example, the
introduction of QOF was followed by
a modest increase in the rate at which
care was already improving.4
For the major chronic diseases
in QOF, there were also reductions
in inequalities in delivery of care,
with practices in socioeconomically
deprived areas rapidly catching up
with the performance of practices
in more affluent areas.5 The scheme
may have limited the rise in
emergency admissions for included
conditions, but did not appear to
reduce associated mortality.6‑8
Quality of care for conditions that
were not included also continued to
improve, but at a slower rate than
before the introduction of QOF.9
There were almost certainly negative
consequences—for example, the
progressive decline in the ability
of patients to see a GP of their
choice was probably partly due to a
relentless focus by government on
incentives for rapid access to care.

Did doctors cheat?
Gaming and manipulation of data
are hard to detect, and the planned
“light touch” inspections were in
practice lax.
The government’s concern had been
about one aspect of the scheme—the
ability of doctors to exclude individual
patients from the data (exception
reporting) for a range of reasons,
including their clinical judgment.
This had been important to get
professional support for the scheme,
but the government saw it as an open
invitation to game the system.
This proved not to be the case,
with only around 5% of patients

Box 2 | Examples of indicators that attracted broad
professional support
• Percentage of patients aged ≥45 who have a record of blood
pressure in the preceding five years
• Percentage of patients with coronary heart disease in whom
the last blood pressure reading (measured in the preceding
12 months) is ≤150/90 mm Hg
• Percentage of diabetic patients with up-to-date influenza
immunisation
The government decided that it would be discriminatory
to put age limits on the indicators even though most of the
available evidence was based on trials that excluded older
people. As time went on, and with targets having largely
been met, single disease indicators appeared less relevant
to the needs of patients, particularly older people with
multiple complex problems.

reported as exceptions, though,
as would be expected, rates of
exception reporting were lower for
simple processes such as measuring
blood pressure and higher for
more complex processes such
as diagnosis and intermediate
outcomes.10 11

The
alignment
of indicators
with
professional
values
reduced over
time

What went wrong with QOF?
QOF remains one of the largest
implementations of healthcare
pay-for-performance in the world,
and any programme on this scale
will experience difficulties. Over
the years, there have been several
technical problems, one of which is
that the original payment formula
unintentionally led to larger and
more affluent practices getting
systematically higher payments
than smaller practices for the same
level of quality.12 A second major
technical flaw was that payments
based on responses to a national
patient survey were subject to
random variation such that
practices could improve care from
one year to the next but actually
receive less money.13

Box 1 | How the Quality and Outcomes Framework works
• The original scheme covered 10 conditions
• Data on clinical quality were extracted automatically from practice electronic records
• Doctors could exclude patients from individual clinical indicators (exception reporting)
for reasons including clinical inappropriateness, intolerance of medication, and patient
dissent
• Organisational indicators included medical records, information for patients, education
and training, practice management, and medicines management
• Patient experience indicators related to conducting and acting on the results of patient
experience surveys and offering booked appointments of at least 10 minutes
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Examples of indicators that went wrong
Indicator
Problem
Patient survey reports of whether patients
could get appointments

Insufficient survey numbers and a poorly constructed formula linking survey
scores to payment resulted in substantial random variation in payments
(introduced in 2008, dropped in 2011)
Using a validated instrument (PHQ9) to
Poor alignment with professional beliefs prompted substantial criticism about lack
assess the severity of depression within
of supporting evidence (although other indicators with similar levels of evidence
28 days of a new diagnosis, repeating the
that GPs did believe in were not criticised in the same way). It was also easily
assessment 2-12 weeks following diagnosis “gamed” by GPs using free text description of the patient’s problem rather than
coding “depression” in electronic records (introduced in 2006, dropped in 2013)
Practices should develop a register of patients Practices could effectively claim payments by including a register with one
with obesity
obese patient. The indicator does not encourage regular weighing to create a
more comprehensive obesity register or any strategy for tackling the problems of
obesity (introduced in 2006, still current)
Opportunistic screening of elderly and
Little professional support, substantial concern about harms resulting from
at-risk patients for dementia (technically an
false positive results, lack of services for specialist diagnosis and management
“enhanced service” rather than part of QOF)
(introduced in 2014, dropped in 2015)

Problems also occurred with some
indicators after implementation. For
example, the codes used to define
diabetes registers were changed to
include only records that stated the
type of diabetes. Although intended
to improve the quality of registers,
some people with less specific
diabetes codes effectively vanished
from practices’ QOF registers, and
these people may subsequently have
received worse care.14
Many of these problems could
have been avoided by better testing
of indicators before implementation,
which eventually happened when
the National Institute for Health and
Care Excellence (NICE) took over
development of indicators in 2009.
Although the initial indicators
largely related to aspects of care
that GPs already thought important,
the alignment of indicators with
professional values reduced over
time. This was partly because the easy
targets had already been met and new
indicators were introduced that were
evidence based but had only marginal
gains despite high workload. In
addition, an increasing proportion
of QOF was taken up with indicators
that met a managerial or policy agenda
rather than a clinical one (table).
There was also concern that the
needs of the increasing population
of older people with multiple
complex problems were poorly
served by indicators that focused on
single diseases.
The maximum percentage of
practice income linked to quality
indicators was reduced from 25% to
15% in 2013 because of perceptions
the bmj | 13 August 2016

that the higher rate distorted clinical
practice. More radically, GPs in
one English district (Somerset)
negotiated a complete alternative to
QOF in 2015 and Scotland dropped
QOF in 2016 in favour of a quality
improvement scheme based on local
“quality circles.”
The unpopularity of QOF among
professionals has undoubtedly been
increased by the administrative
burden it produces at a time when
GP workloads have been rising,
general practice has been receiving
a declining share of the NHS budget,
and work stress is higher than at any
time in the last 15 years.15

So what should happen now?
There is general agreement that it
is a professional responsibility to
maintain and improve quality of
care but less agreement on how this
should be done. Although there
is consensus that QOF requires
substantial change, evidence is
conflicting on whether quality
declines when pay-for-performance
incentives are removed.16 17 It would
therefore be prudent to require some
limited ongoing data collection to
avoid serious adverse consequences
of withdrawing financial incentives.
There is also little evidence on what
would work better, although the steady
improvement in quality of care in the
decade preceding QOF suggests that
the development and implementation
of guidelines and standards
encouraged by local clinical audit is
effective. The NHS in Scotland has
chosen this approach, replacing QOF
with “quality circles” implemented

Many of the
problems could
have been
avoided by
better testing
of indicators
before
implementation

through clusters of 10-15 practices
working collaboratively to identify
and develop relevant improvement
work. There is funding to release
GPs from practices but no centrally
created targets or financial incentives.
Similar work is ongoing in Wales.
The successes of QOF included
an acceleration of previous trends
towards systematic management of
chronic disease by multidisciplinary
teams and widespread introduction
of electronic medical records.
However, quality and safety
improvement requires multiple
strategies, sustained over time.
Winning hearts and minds through
persuasion, collaboration, and
close alignment of professional
and managerial agendas is at least
as important as the more technical
elements of any individual quality
improvement initiative.
QOF (and pay for performance
more generally) was not a magic
bullet to improve quality and
reduce variation, but neither will
its replacements be. It remains
to be seen which of the divergent
approaches being taken by the NHS
in England, Scotland, Wales, and
Northern Ireland is most successful.
Martin Roland, professor of health
services research mr108@cam.ac.uk
Bruce Guthrie, professor of primary care
medicine, Population Health Sciences,
University of Dundee, Dundee, UK
Cite this as: BMJ 2016;354:i4060
Find this at: http://dx.doi.org/10.1136/bmj.i4060

thebmj.com
� Analysis: Can pay for performance
improve the quality of primary care? BMJ
2016;354:i4058
225

ANTIMICROBIAL RESISTANCE

An antibiotics success story
How did the Netherlands slash use in agriculture as well as healthcare?
Tony Sheldon reports

“D

utch healthcare
uses the fewest
antibiotics in the
world,” is the bold
and justifiable
claim of the Dutch Health Council, the
government’s independent scientific
advisers. The country has had low
use for decades.1 Yet in veterinary
medicine the Netherlands, the world’s
second largest exporter of agri-food
products (after the United States),
was, until a few years ago, among
the highest users. This mismatch
sparked action that saw the country
cut antibiotic use in farm animals by
nearly 60% from 2007 to 2015.2 3
Today the Netherlands has one
of the lowest levels of antimicrobial
resistance in the world, and it believes
the only way to keep resistance levels
down is for health and agricultural
sectors everywhere to work together in
what it calls a “One Health” approach.
“Because of the continuous
evolution of resistance, any reservoir
could be a source of resistant
organisms to humans,” says Dik
Mevius, head of the National
Reference Laboratory on Antimicrobial
Resistance in Animals at the Central
Veterinary Institute at Wageningen
University.
In June, after holding the rotating EU
presidency, the Netherlands convinced
the 28 countries of the EU to commit
to launching One Health national
antimicrobial resistance action plans
by mid-2017.4 Edith Schippers, Dutch
health minister, said, “Differences
between member states cannot be a
reason to hinder progress and avoid
taking necessary action.”
The new action plans are supposed
to include measures to avoid routine
preventive use of antibiotics in
agriculture and restrict animal use
of antibiotics that are of critical
importance to human health, such
as carbapenems. They should also
include measureable goals adapted
226

to fit each country’s circumstances. A
European One Health network will, in
turn, support the national plans.
Antibiotics are used in huge
quantities in farming, and entire herds
are often treated when a single animal
falls sick or to prevent a herd catching
a disease. The EU banned the use of
antibiotics to promote animal growth
in 2006 and is also now talking about
a ban on preventive use of antibiotics.
Some EU countries are already
clamping down as much as the
Netherlands (Denmark, Sweden), and
others are taking additional measures
(Germany, UK). But so far there has
been little transmission of resistant
organisms from animals to humans
(apart from people working in close
contact with animals), and many
countries, particularly those with high
levels of resistance in humans, such
as meticillin resistant Staphylococcus
aureus (MRSA), do not see reducing
use in agriculture as a priority.

How did the Dutch do it?
Use of antibiotics by the intensive
poultry, pig, and cattle farms in the
Netherlands more than doubled
between 1990 and 2007. By 2010 the
country topped a European league
table of the use of antibacterial agents
per weight of slaughtered animal.5
Systematic preventive use of
antibiotics was simply cheaper than
stringent hygiene and infection
control measures. MRSA, endemic in
the pig population, spread to farmers
and vets; resistant bacteria producing
extended spectrum β lactamase
(ESBL), endemic in poultry, were
linked to a human death.6 There was
momentum for change. “This was
unacceptable, in a country with 17
million people in a small area with
the production of 450 million broiler
chickens a year, who were at that
time all shedding ESBL—and in a
country where healthcare was so well
controlled,” says Mevius.

60%
fall in Dutch
antibiotic use
in farm animals

2007-15

As a result the Dutch Veterinary
Medicines Authority was launched,
a public-private partnership of food
producers, vets, and government.
Within two years it had data on
antibiotic use from 40 000 farms.
Mevius says: “We knew which farms
used two or three times as much as
others. We also knew the vets who
were prescribing more, and we were
then able to start benchmarking. We
created an awareness.”
At the same time parliament rapidly
agreed an ambitious, if unscientific,
target of 50% reduction. A “massive”
58.1% in six years followed. Today,
patterns of use still vary, and a further
30% fall is still thought possible.

Different medical culture
The story is different in humans.
Studies over decades have
consistently shown the Netherlands
to be among the European leaders
for prudent antimicrobial use in
human health.1 Public health experts
estimate 15% of the population are
prescribed antibiotics by their primary
care doctor in any one year, half or a
third of the proportion in southern
European countries. The latest 2013
figures show the Netherlands with 11
daily doses of antibiotics per 1000
population, half of the UK’s rates.7
Equally, rates of MRSA infection are
13 August 2016 | the bmj

PAUL BOSTON

“We knew which farms used
two or three times as much as
others. We also knew the vets
who were prescribing more”

A UK review highlighted “reducing the extensive and unnecessary use
of antibiotics in agriculture” as one of four main interventions
among the lowest, at about 0.5%
among the general population.
In the Netherlands antibiotics
must be supplied on prescription,
with primary care, which has a
strong gatekeeper function in Dutch
healthcare, accounting for 80%. A
culture of cautious prescribing has
been built up over decades through
general practitioners’ acceptance
of strict professional guidance.
Indications for use, type, and dosage
are issued by the College of General
Practitioners (NHG). Recent statistics
show use is continuing to decline,
with a 6% fall recorded between 2011
and 2014 in daily doses of antibiotics
dispensed by pharmacies.8
Jaap van Dissel, director of the
Centre for Infectious Disease Control
at the National Institute for Public
Health and the Environment, says:
“GPs are convinced that many
indications should not be treated with
an antibiotic, even though they are in
other countries.” He cites the example
of acute otitis media in children.
Roger Damoiseaux, professor of
general practice at Utrecht University
Medical Centre, helped draw up the
NHG guidelines advising against using

antibiotics in children aged over 2
years for common problems, including
tonsillitis and sinusitis. He has seen
rates of antibiotic use fall for these
conditions since 1990. Younger GPs,
in particular, prescribe less.
Yet the Netherlands continues to
push for a further 50% reduction
in both incorrect prescribing and
avoidable healthcare related infection
from 2015 to 2020.

Can we follow the Dutch example?
The Dutch are fortunate. Their country
and population are relatively small,
perhaps making it easier to bring all
the necessary players on board to
cooperate in a One Health approach.
Dutch hospital architecture allows
for the option of single rooms, so
patients can be easily isolated to
control outbreaks of infection such
as Clostridium difficile. Dutch farmers
all have computerised systems,
unlike in many countries, which
allow monitoring and comparisons of
antibiotic use.
The Dutch also consciously decided
to make antimicrobial resistance a
priority sooner than most countries.
Decades of work on hospital infection

through the Prevention Working Group
and promoting prudent antimicrobial
use through the Working Party on
Antibiotic Policy (www.swab.nl/
english) means that these issues
are “foremost in the minds of the
professionals,” says van Dissel.
In some countries the agricultural
sector may be reluctant to act if it is
more cost effective to use preventive
antibiotics at moments of risk, such
as when weaning piglets, than to
take measures to improve hygiene.
Meanwhile Mevius’s plea to “act
everywhere” is easier to ignore if
multidrug resistant Klebsiella or MRSA
is already endemic in hospitals.
In the UK, the Department for
Environment, Food & Rural Affairs
is leading a five year antimicrobial
resistance strategy in animals for 2013
to 2018.10 This encourages good farm
management, biosecurity, and animal
husbandry to reduce the risk of disease
and minimise the need for antibiotic
use in animals. In May, a review of
antimicrobial resistance by economist
Jim O’Neill commissioned by the UK
government and the Wellcome Trust,
highlighted “reducing the extensive
and unnecessary use of antibiotics
in agriculture” as one of four main
interventions.11
Sascha Marschang, policy manager
of the Brussels based network of
not-for-profit health organisations,
the European Public Health Alliance,
told The BMJ that while the agreement
the Dutch achieved during their EU
presidency was progress, she feared
the plans “risk not being concrete
enough for the scale and urgency
of the threat.” Crucially, she urged
that stronger legislation is needed to
remove any financial incentives to use
antimicrobials gratuitously. Instead,
“across Europe, vets and farmers
should rather be incentivised to
reduce prophylactic use and improve
animal welfare to reduce the need for
antimicrobials.”
Tony Sheldon, journalist, Netherlands
tonysheldon5@cs.com
Cite this as: BMJ 2016;354:i4192
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MEDICINE AND THE MEDIA

The impact of
Brexit scares
Scaremongering about the NHS
has prompted renewed calls for
regulation of political broadcasts.
Meg Carter reports

T

he NHS was a key issue for both
the Leave and Remain camps
in the recent UK referendum
on whether to continue with
European Union membership.
But both campaigns’ tactics have been
criticised.
One emotive broadcast by Vote Leave, first
shown on the UK’s five terrestrial channels
in May, implored viewers to “Help save the
NHS on June 23” (http://bbc.in/2aufDy0).1
Military-style arrows on maps showed
Turkey’s accession to the EU. “Our NHS is at
breaking point,” it said.
It continued with an anxious elderly mother
and her daughter attending an emergency
department. The split screen film compared
alternative events, depending on the outcome
of the referendum. “Outside the EU,” on the
right of the screen, the clinic had more staff
with less paperwork, emptier waiting rooms,
and a faster, happier outcome, compared
with “inside the EU” on the left.

Save £350m a week
The broadcast also emphasised the misleading
yet widely repeated message that the UK could
save £350m a week by leaving the EU, which
could be spent on the NHS instead.2
Martin McKee, professor of European
public health at the London School of
Hygiene and Tropical Medicine, accused
campaigners of “complete disregard for the
truth” and told The BMJ that such tactics
“undermine trust.” He compared them to
activity in the tobacco industry, which he
said had long used confusion as a means
of undermining public health messages by
suggesting doubt where there is none.
McKee also condemned UK medical
organisations’ unwillingness to challenge
referendum campaigners. “Those that did
speak out,” he said, “such as the Faculty of
Public Health, Royal College of Physicians,
and Society for Social Medicine, put the
others to shame.”
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“As the Brexit promises reveal
themselves as false, public faith
in official statistics will diminish.
This will threaten campaigning
on public health issues”
Michel Dubery, of the advertising
agency Cheil Health, told The BMJ, “If any
[commercial] advertiser had made claims
as clearly mendacious . . . they would have
been rightly taken to task and forced to
desist.” But political campaign messages are
exempt from rules on accuracy and fairness,
being subject only to criminal and civil law.
The independent watchdog the Electoral
Commission advised Leave and Remain
supporters on who could campaign, how
much they could spend, and how voters
could be targeted.3 Referendum broadcasts
are exempt from the codes administered by
the Advertising Standards Authority, which
all other UK advertising must follow.4 Such
regulation has been suggested, but the
main political parties have yet to agree on
how to proceed.
The content of official broadcasts
produced by referendum campaigns does
not have to follow any mutually agreed
best practice and does not have to be
independently checked before broadcast.
A BBC spokesperson told The BMJ,
“Political parties in their party political
broadcasts or formally designated campaign
groups in a referendum are entitled to
set out their political messages without
journalistic interference from broadcasters.
Complaints about the content of referendum
campaign broadcasts, namely their
accuracy, are not a matter for the BBC.”
On 1 August the broadcasting regulator,
Ofcom, said that it had received 153
complaints about inaccuracies in Vote
Leave campaign broadcasts in general
on ITV, Channel 4, and Channel 5.5 It
responded, “The requirement for due
accuracy applies only to news programmes.

As these broadcasts were not news
programmes, we will not be taking these
complaints forward for investigation.”
Ofcom also received 77 complaints about
referendum broadcasts on the BBC, which
is outside its remit.
Jon Sharpe heads the advertising agency
RKCR/Y&R, whose clients include the charity
Breast Cancer Now. He said, “As the Brexit
promises reveal themselves as false, so public
faith in all official statistics will diminish.
This loss of faith will not only impoverish
political debate but also threatens effective
campaigning on public health issues.”

Independent regulation
Since the referendum a petition calling
for an independent regulator of political
advertising has attracted more than
18 000 signatures, prompting an early day
motion backed by 42 MPs.6 Meanwhile, the
barrister Anthony Eskander wrote in the
New Statesman that Vote Leave could be
prosecuted for its “propaganda.”7
Eskander, based at Church Court
Chambers in London, told The BMJ,
“When it comes to holding politicians
and campaigners accountable for stating
information which is false, there are
various options which could be explored.
“To take two examples: firstly,
establishing an independent regulatory
body, which would govern political
advertising and campaigning (a body
which could institute a code of best
practice covering the truth and accuracy
of statements released during election and
referendum campaigns); and secondly,
creating a new criminal offence.”
But these are unlikely to happen any time
soon.
Meg Carter is a freelance journalist, Bath, UK
meg@megcarter.com
Cite this as: BMJ 2016;354:i4342
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