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Vote Leave broke rules over NHS logo
The Vote Leave campaign in the UK
referendum on membership of the
European Union was repeatedly warned by
the Department of Health for England not to
use the NHS logo ahead of the vote, The BMJ
has discovered.
Emails obtained by a GP under freedom
of information legislation show that in
February 2016 the department’s NHS brand
and identity team issued warnings to the
campaign about using the logo.
The NHS logo was a prominent part of
the Vote Leave campaign. It was displayed
on leaflets delivered to homes and on the
“Brexit battle bus” that toured the UK from
May 2016, ahead of the referendum on 23
June. The advertisement on the side of the
bus said, “We send the EU £350m a week.
Let’s fund our NHS instead.”
The freedom of information request,
submitted by Paul Thornton, a GP from
Nuneaton in Warwickshire, revealed that
the NHS brand and identity team wrote to
the Vote Leave campaign after members of
the public alerted the team about the use
of the logo. The team’s letter to Vote Leave
said, “I am sure you can appreciate why
these people believed they were receiving
communications from the NHS, and then
upon further inspection their annoyance

and concern which led them to bring this to
our attention once they realised this is not
NHS resource.”
The team went on to explain that it was
“against our guidelines” to use the NHS in
this way and that it risked “misleading and
confusing the public.”
In a further email the team explained that
the use of the logo was “strictly controlled,”
adding, “These trademarks cannot be
used by other organisations without the
Department of Health’s authorisation.”
The Vote Leave campaign was asked to
amend or remove leaflets containing the
NHS logo and to stop their distribution
within seven days. This did not occur.
Thornton said that he had submitted the
freedom of information request because
“it was clear that the £350m was not going
to go to the health service and that was a
deception.”
The Department of Health declined to
comment. The BMJ contacted the Vote Leave
campaign and the MPs Boris Johnson,
Michael Gove, and Gisela Stuart, prominent
members of the Vote Leave campaign, for
comment but had not received responses by
the time of publication.
Margaret McCartney, Glasgow
Cite this as: BMJ 2016;355:i5482

MPs Boris Johnson and Gisela
Stuart of the Vote Leave
campaign with the “Brexit
battle bus” in May
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SEVEN DAYS IN
NHS unveils service to help GPs with burnout

PHANIE/ALAMY

GPs in England who experience stress and burnout will be able to access a new, free
confidential support service from January 2017.
The NHS GP Health Service, funded by NHS England at a cost of £19.5m over the next
five years, will offer services such as psychiatric assessment and treatment, support for
addiction related health problems, and one to one and group psychotherapy sessions.
The service will be available across England and will be provided by the Hurley Clinic
Partnership, run by the former chair of the Royal College of General Practitioners, Clare
Gerada, which currently provides the NHS Practitioner Health Programme for London
based doctors.
GPs who use the new service will be able to get support through a confidential
national self referral phone line, a website, or an app.
The announcement, which follows a commitment in NHS England’s General Practice
Forward View to tackle burnout among doctors, came as NHS England also announced
plans to revamp its induction and refresher scheme to make it easier for GPs who have
taken a career break to return to work.
GPs in the scheme will see their monthly bursary increase from £2300 to £3500 and
will also be offered time limited financial top-ups towards their indemnity costs and
professional registration costs until 31 October 2018.
Gareth Iacobucci, The BMJ Cite this as: BMJ 2016;355:i5459

Research news

Blood pressure drugs
affect mood disorders

Patients taking β blockers and
calcium antagonists had
twice the risk of
admission to
hospital
for mood
disorder as
patients taking
angiotensin antagonists,
a large Scottish cohort study
published in Hypertension
has shown. Most of the 299
admissions (84%) were for
major depressive disorder, and
15% were for bipolar disorder.
Patients taking ACE inhibitors or
angiotensin receptor blockers
had the lowest risk of admission
across all groups, including
the group that received no
antihypertensive drugs. Patients
taking thiazide diuretics had the
same risk of mood disorders as
those taking no antihypertensive
drugs. (doi:10.1136/bmj.i5460)

Oats linked with lower
cardiovascular markers

Eating oats is associated with a
modest reduction in low density
lipoprotein (LDL) cholesterol
as well as reducing non-high
density lipoprotein (non-HDL)
86

cholesterol and apolipoprotein
B, a systematic review and metaanalysis has shown. However, the
authors cautioned that only nine
of the 58 trials analysed were of
high quality. Nevertheless,
they concluded,
“Inclusion of oat
containing foods may be
a strategy for achieving
targets in cardiovascular
disease reduction.”
(doi:10.1136/bmj.i5475)

Assisted dying

Desmond Tutu supports
option of assisted death

The emeritus archbishop of
Cape Town, Desmond Tutu
(below), has said he believes
that people who are terminally
ill should have the option
of a “dignified assisted
death.” Tutu lent his voice
to the cause of assisted
dying in an article in
the Washington
Post on his 85th
birthday. He
wrote, “In
refusing dying
people
the right
to die with
dignity, we fail
to demonstrate

the compassion that lies at the
heart of Christian values. I pray
that politicians, lawmakers,
and religious leaders have the
courage to support the choices
terminally ill citizens make in
departing Mother Earth. The time
is now.”

Homeopathy

CCG axes funding for
homeopathy

Wirral Clinical Commissioning
Group has decided to
decommission homeopathy and
an alternative cancer treatment
called Iscador after 95% of 1291
local people it surveyed said that
funding should stop. Twenty of
22 local GPs also supported the
termination of the service. Only
CCGs in Bristol and London
and some health boards in
Scotland still commission
homeopathy. (doi:10.1136/
bmj.i5448)

NHS news

Another CCG
limits surgery
for obese
patients and
smokers

NHS Harrogate
and Rural
District Clinical

Commissioning Group
announced last week that
smokers and patients with a BMI
of 30 or over will be denied nonurgent operations for six months
until they have attended a stop
smoking service or completed a
weight management programme.
The CCG said the move was part
of measures to tackle a deficit
of £8.4m. Ian Eardley of the
Royal College of Surgeons said
that the policy ignored “the
public outcry that surrounded
similar plans announced by
neighbouring Vale of York CCG in
September” and “flew in the face
of the intervention made by NHS
England to prevent those plans
from going ahead.”

UK’s health service needs
radical rethink

The UK’s approach to health
needs a radical rethink, a group
of clinicians, scientists, social
entrepreneurs, and cross bench
peers has said in the Lancet.
They argued that the health
and care system needed to
provide many more services in
homes and communities, and
to embrace new technology.
Collaboration was also needed
to develop healthy and resilient
communities, they said.
15 October 2016 | the bmj

MEDICINE
Come to work happy,
doctors are told

Doctors and other NHS staff
need to be more positive at work,
said Henrietta Hughes, the new
national guardian for speaking
up, in her first interview in the
role. Hughes told the Times that
low level grumpiness could harm
patients and contribute to a
mistrustful and toxic environment
where staff were reluctant to
speak out. She urged staff to
“start living . . . the NHS that
they want to work in.” NHS staff
needed more of the “trust and
joy and love hormone” oxytocin,
she said. “If you think about
that scene in Love Actually
where everyone is meeting at
the airport, that’s the oxytocin
feeling. So wouldn’t it be better
if oxytocin was the predominant
neurotransmitter in the NHS?”

General practice

Receptionists may be
barrier to accessing GP

A survey of almost 2000 people
found that the most commonly
perceived barriers to seeing a
GP were difficulty booking an
appointment with a particular
doctor (42%), difficulty booking
an appointment at a convenient
time (42%), and disliking having
to talk to GP receptionists about
symptoms (40%). Women were

more likely to report each of these
barriers, while people from lower
socioeconomic backgrounds
were more likely to report
“emotional” barriers such as
worrying about what the GP might
find, having tests, and talking
about symptoms. (doi:10.1136/
bmj.i5487)
the bmj | 15 October 2016

The analytics firm
EXASOL has matched
the prescribing data
on drugs for type
2 diabetes with
population data to
create a “heat map”
of England

SIXTY
SECONDS
ON . . .
NIGHT SHIFTS
SHH! I’M TRYING TO SLEEP AFTER MY
NIGHT SHIFT
This is worth staying awake for. New research
has shown that working nights is not, after
all, linked to an increased risk of breast
cancer. Prospective studies of nearly 800 000
UK women showed that women who worked
nights (some for 20 to 30 years) were no
more likely to develop breast cancer than
women who had never done night shifts.
YAWN
This is a major shift in thinking. The World
Health Organization’s International Agency
for Research on Cancer (IARC) had previously
categorised shift work involving “disruption
of the circadian rhythm” as a probable
carcinogen. But this was based on evidence
on breast cancer from animal studies.

Prescribing

Diabetes prescriptions rise
by a third over five years

The number of prescriptions
for drugs that treat type 2
diabetes that were dispensed by
pharmacies in England rose by
35% from 26 million in 2011 to
35 million in 2015, new research
shows. Over half the prescriptions
were for metformin, and around
a quarter were for gliclazide.
(doi:10.1136/bmj.i5484)

GMC investigates online
antibiotic prescribing

The GMC is investigating whether
doctors who work for internet
pharmacies are prescribing
antibiotics appropriately, after
a BBC Radio 5 Live investigation
found that doctors were not
obtaining an adequate history
from patients and were not
following guidelines. One online
pharmacy issued a reporter with
a prescription for metronidazole
for £38 after he completed a
questionnaire that included
questions about whether he had
symptoms of a vaginal infection.
(doi:10.1136/bmj.i5423)
Cite this as: BMJ 2016;355:i5499

MENTAL
HEALTH
British police used
section 136 of the
Mental Health

28271
17417

Act
times last year, up
from
in 2005-06.

CIRCADIAN DISRUPTION?
The agency thought that exposure to light
at night alters sleep patterns, suppresses
melatonin production, and may affect genes
involved in tumour development. However,
this new study says that the evidence
reviewed by IARC was not strong enough.
I’M GOING BACK TO SLEEP NOW
Hold on. Observational studies have found
that working shifts was associated with a 9%
increased risk of type 2 diabetes compared
with working standard daytime hours. The
risk was 37% higher in men and 42% higher
in people whose shift patterns changed.
Further evidence that not sleeping at night
may affect health comes from studies
linking shift work to and increased risk of
cardiovascular disease and stroke and also
depression. And the new study found that
women doing night shifts were more likely to
be obese and to smoke.
I’LL JUST MAKE MYSELF A COFFEE
That’s fine. A recent review
from IARC found no
conclusive evidence
that drinking coffee is
carcinogenic. But don’t
make it too hot, as the
group warned that
very hot drinks may
cause cancer of the
oesophagus.
Anne Gulland, The BMJ
Cite this as: BMJ
2016;355:i5476
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Questions hang over European patent for hepatitis C drug
“Technically,
the EPO’s
decision
means that
sofosbuvir in
itself is not
protected
by a patent
anymore”

Sales of sofosbuvir
and ledipasvir,
another Gilead drug
for hepatitis C, were
around $12bn in 2014

The medical activist group Doctors
of the World (Médecins du Monde) is
calling for European governments to
campaign for the US biotechnology firm
Gilead Sciences to lower the price of its
effective but very expensive treatment
for hepatitis C after the European Patent
Office ruled that the current patent must
be amended.
The European patent for the
blockbuster drug sofosbuvir, which is
marketed in Europe as Sovaldi, was
issued by the office in May 2014.
In February 2015 Doctors of the World
and nine other parties filed “oppositions”
requesting “revocation of the patent in its
entirety for reasons of non-compliance
with legal provisions of European patent
law including novelty of the invention
and the inventive step applied.”

Prices unjustified
Doctors of the World has said that
Gilead Sciences is charging “unjustified
prices” for sofosbuvir in some countries.
The group said that a 12 week course

GP leader attacks
CCGs for underspend

Most CCGs in England fail to
meet cancer care standards

The chair of the Royal College of General
Practitioners has lambasted those in charge of
transforming primary care in England for failing
to lay down plans to improve services for patients.
Maureen Baker described clinical
commissioning groups (CCGs) as a “national
disgrace” for underspending their budgets by
more than £30m and ignoring the needs of
primary care. She also attacked those in charge of
the NHS’s new sustainability and transformation
plans (STPs) for marginalising general practice
and diverting funds worth up to £760m to plug
the deficits in acute care hospital trusts.
Speaking at the royal college’s annual
conference last week, Baker said that the
college had found that CCGs were on course to
underspend by £33m on general practice by the
end of 2016-17. “This is not loose change down
the back of a sofa,” Baker said. “It is real money
that could make a real difference.”
The college would be contacting CCGs to
ensure that they used their budgets to better
support local GPs, she said.

More than 85% of clinical
commissioning groups
(CCGs) in England are
failing to meet national
standards for diagnosing
and treating cancer, new
figures have shown
(see right).
The lowest ranked
group included six CCGs
in London (Newham,
City and Hackney, Tower
Hamlets, Waltham Forest,
Redbridge, and Haringey),
plus areas such as
Leicester, Hastings, and
Rother and Thanet.
The seven CCGs
deemed as top
performing were Vale of
York, Wiltshire, Solihull,
Leeds North, Stockport,
Harrogate and Rural
District, and South Devon
and Torbay.

Zosia Kmietowicz, The BMJ Cite this as: BMJ 2016;355:i5443
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The overall ratings were
based on performance
against four indicators
for cancer care—early
diagnosis, 62 day waits
for treatment after referral
from a GP, one year
survival rate, and overall
patient experience.

“We’ve set stretching
goals to save
thousands more lives
by 2020”
The ratings were part
of NHS England’s new
Clinical Commissioning
Group Improvement and
Assessment Framework,
which was published
to provide an initial
baseline rating for six
clinical priority areas
including cancer.

An NHS England
spokesperson said,
“NHS cancer patients’
care is now the best it’s
ever been, but we’ve set
stretching goals to save
thousands more lives by
2020.
“Measured against
this ambition it’s not
surprising that most local
services need to make
further improvements,
but we’re going to track
progress transparently
so that everyone can see
how we are improving
care and outcomes for
patients.
“Over the past four
years adult smoking
rates are down by
nearly one million
people, demonstrating
the benefits of a
15 October 2016 | the bmj

of treatment costs the French public
health system nearly €42 000
(£38 000), while generic versions of the
drug can sell for as little as €220.
Criticism of sofosbuvir’s pricing has
been widespread. Several countries
have rejected Gilead Sciences’ patent
applications for the treatment,
including Ukraine, Egypt, and China.
India also initially rejected the patent
but reversed the decision after an
appeal by Gilead Sciences.

Partial victory
After a two day public hearing earlier
this month at the European Patent
Office’s headquarters in Munich,
officials said on 5 October that they had
turned down requests from Doctors of
the World and the nine others to revoke
the patent. However, in what Doctors
of the World is declaring as a partial
victory, the office said that Gilead
Sciences must accept amendments to
keep the patent.
In a brief and vague statement the
office said that the “amended form” of
the patent included “deletion of claims
to single compounds,” adding, “The

grounds for decision will be published
on the EPO website in due course.”
Although some experts have said that
it was too early to interpret the effects
of the decision on pricing of sofosbuvir
in Europe, Doctors of the World said in
a statement, “Technically, the EPO’s
decision means that sofosbuvir in itself
is not protected by a patent anymore.” In
the wake of the decision, Doctors of the
World urged “a strong public action from
governments in Europe” to put pressure
on Gilead Sciences to lower prices.
In a statement provided to The BMJ
Gilead Sciences said that “while the
(patent office’s) opposition division
rejected certain of our patent claims
for technicalities, the remaining claims
cover sofosbuvir and were determined
to be valid. The patent will be amended
accordingly. We believe this decision
recognizes the extraordinary innovation
involved in the development of
sofosbuvir.
“In terms of an appeal, we are
considering our options in terms of the
claims that were dismissed.”
Ned Stafford, Hamburg
Cite this as: BMJ 2016;355:i5493

(3%)

7 CCGs
were rated
“top performing”

(11%)

24 CCGs
were in
“greatest need for
improvement”

22 CCGs

(75%)

156 CCGs
were rated
“needs improvement”

comprehensive public
health policy. This will
be the single biggest
contributor to reduced
cancer deaths.
“On top of current
funding, this year we are
also investing an extra
£15m in improving early
diagnosis and setting
up Cancer Alliances to
bring together leadership

across local areas to drive
improvements.”
In his speech to
the Conservative
Party conference in
Birmingham, health
secretary Jeremy Hunt
said that publication
of the data would drive
improvements in cancer
care in England. He told
delegates, “Our new

(11%)

were “performing well”

cancer plan will introduce
a maximum four week
wait from GP referral
to diagnosis; bring in
Ofsted-style cancer
ratings for CCGs; do more
molecular diagnostics and
immunotherapy; and save
an estimated 30 000 lives
a year.”

FIVE MINUTES WITH . . .

Emma Greenwood
Cancer Research UK’s head of
policy discusses new Ofsted-style
ratings on how CCGs treat cancer

“T

his is the first time that CCGs
have received something
packaged together in this
way, so it is helpful in terms
of focusing their thinking on
what needs to happen.
“The metrics that make up the rating are
quite broad and cover a range of things. Once
CCGs look at the specifics, it does give them
a bit of a signal of where they might want to
focus their efforts.
“We think that it needs to be seen in the
wider context of what other data are available.
There is now the Cancer Dashboard
(www.cancerdata.nhs.uk/dashboard), which
has many more metrics and gives CCG areas a
much broader sense of what’s going on across
the patient pathway in WE HAVE TO
their cancer services.
IDENTIFY AREAS OF
THE COUNTRY THAT
“For us to think that
this is working well is to ARE STRUGGLING
be able to see that CCGs and providers within a
system are able to use these data to really help
identify and then actually drive improvement.
“The establishment of cancer alliances
in the next few months definitely has to
be part of helping areas to improve. These
were suggested in the cancer strategy as
a mechanism for areas to have all the key
players come together (CCGs, local authorities,
clinicians, and patients) to think about cancer
services and for better coordination across the
whole pathway, from prevention through to
end of life care.
“But we also need to make sure that when
we do identify areas of the country that
perhaps are struggling, because they don’t
have enough capacity (diagnostic capacity, for
example), that the government and NHS are
putting in place sufficient resource to improve
that capacity. So if we need more radiologists,
we need a really strong solution for fixing that.
That’s not just about local areas
just diverting resources from
one thing to another: it might
mean that we actually need
more in the system, full
stop.”
Gareth Iacobucci, The BMJ

Cite this as: BMJ 2016;355:i5491

Gareth Iacobucci, The BMJ
Cite this as: BMJ 2016;355:i5422
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Catherine Calderwood:
champion of “realistic
medicine”

W

hen Catherine
Calderwood was
appointed as
Scotland’s chief
medical officer in
March 2015, she toured the country
for six months and then decided to
take a risk. She wanted to challenge
the country’s doctors to change their
relationship with patients and bury the
notion that the “doctor knows best.”
In January, she published an
annual report that asked doctors to
take a fresh look at their practice and
consider if patients are being harmed
by overmedicalisation.1 The report
suggested care could be improved by
practising what Calderwood described
as “realistic medicine,” an approach
based on doctors spending more time
listening to what patients want in order
to avoid unnecessary treatment.
The report was a big success. NHS
England’s former chief knowledge
officer, Muir Gray, described it as one
of the best he has read in 44 years.
It has generated over five million
Twitter impressions around the
world, with hardly a dissenting voice.
“The risky part was that this was
a concept that would fall flat, that
people would say— what you are
talking about is something we do not

recognise,” Calderwood tells me at
her office in Edinburgh’s art deco St
Andrew’s House, the administrative
heart of the Scottish government.
“The opposite has happened, which
I’ll admit was much to my surprise.”
The idea behind realistic medicine
is not new. It has been called various
things elsewhere, such as Choosing
Wisely in the United States and Slow
Medicine in Italy. They all grow from
the same root—reduce unnecessary
treatment, address unacceptable
variation, and deliver more
appropriate, personalised care.
Calderwood was strongly
influenced by data showing that
doctors choose less invasive
treatments for themselves,
particularly at the end of life, than
those they prescribe for patients.2 “I
have always felt that people we are
looking after should have the same
information we have—why should it
be different?”
Calderwood qualified from
Cambridge and Glasgow universities
and trained in obstetrics and
gynaecology and maternal medicine
in Scotland and at St Thomas'
Hospital London. She was national
clinical director for maternity and
women’s health at NHS England

DOUGLAS ROBERTSON

Bryan Christie talks to Scotland’s chief medical officer,
obstetrician, and ambitious moderniser

“People might
think this is
about less
medicine
because it
saves the NHS
money but that
is wrong”

before becoming Scottish chief
medical officer.
Her obstetric background has also
left her comfortable with the idea of
choice and people’s close involvement
in their care. “Doctors are fixers by
nature, and they don’t like to say they’ll
not fix things, but my experience is
that patients and the public are already
realistic to some extent.”
She highlights an audit carried out
in Scotland into why people did not
attend for elective surgery. The most
common reason (26%) was that they
had decided they did not want the
operation.3 That to Calderwood is a
clear sign that the health service has to
do better. “Why did these individuals
agree to a procedure and to be put on a
list but never wanted it?”
She is working on embedding
realistic medicine in the national
clinical strategy and also discussing
changing the patient consent process

FIVE THINGS WE HAVE LEARNT ABOUT DOCTORS’ CAREERS
The BMA has
published its
latest cohort
study of
doctors who
graduated in
2006. These
findings come
from a survey
of 430 doctors
in 2015
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1

WORKING
ABROAD

Nine years after graduation,
42% of the doctors said that
they planned to practise
medicine overseas, up from
37% in 2014. Male doctors
were more likely to want
to work overseas, but the
proportion of women who plan
to work abroad rose to 34% in
2015, from 30% in 2014.

2

ATTITUDES TO
WORK

A fifth (22%) of respondents
said that they had a very
strong desire to practise
medicine, while 45% had
a strong desire, and 25% a
lukewarm desire. Just under
5% of doctors had a weak
desire to practise medicine
and 3% regretted becoming
a doctor.

3

CAREER
EXPECTATIONS

Just under half (42%) of
respondents said that their
current experience as a
doctor was worse than they
expected on graduation,
while 17% said that it was
better than expected. Around
75% of doctors said that they
remained happy with their
choice of specialty.

4

WORK-LIFE
BALANCE

Doctors viewed their work-life
balance somewhat negatively,
with 33% rating it low or very
low and 20% rating it high
or very high. When asked to
compare their current worklife balance with how it had
been at the beginning of their
foundation training, 43% said
it was worse
15 October 2016 | the bmj

Scrapped generalist training scheme
was working well, review concludes

with the royal colleges. Instead of
a patient consenting to treatment,
they would request it. Discussions
have already been held with the main
patient support groups in Scotland,
which have been supportive, and
a series of public events starting in
November will gather wider views.
Many doctors, says Calderwood,
have already expressed their support
for this shift. “Lots of people have
told me they have been practising
medicine in this way for years, but
now they have been given permission
to admit it.”
“There is a risk that this can be seen
as being about cuts,” says Calderwood.
“People might think this is about less
medicine because it saves the NHS
money but that is wrong—it’s about
doing the right thing.”
Bryan Christie, freelance medical journalist,
Edinburgh, UK bryan.christie@virgin.net
Cite this as: BMJ 2016;355:i5455

5

GENERAL
PRACTICE

A third (30%) of
those surveyed were
qualified GPs, and of
that subgroup 48%
were GP partners.
Perceived GP
shortages are on the
increase, with 90%
of doctors reporting
shortages in their area.

The broad based training programme
introduced in 2012 by the UK Academy of
Medical Royal Colleges had shown promise
in improving medical education before it was
closed to recruitment last year, a review of the
programme has concluded.
An independent evaluation found that the
programme was meeting key targets, and one
of the review’s researchers told BMJ Careers
that the decision to halt recruitment was a
“surprise.” Health Education England (HEE)
announced that it would stop recruitment
last November, saying that places were being
scrapped to help fill more general practice
posts instead.
Alison Bullock, a professor at Cardiff
University’s school of postgraduate medical
and dental education, led an HEE funded
evaluation of the broad based training
programme for the Academy of Medical Royal
Colleges. She said that the training could
prepare doctors for a changing NHS and
suggested that HEE might come to rethink its
decision or modify the scheme. “I think there
is a need for it,” she told BMJ Careers. “I hope
this isn’t the end of the story.”
Bullock said that, compared with trainees
following traditional routes, “a very positive
story” had been emerging. “I’d be very
surprised if they took things from it—our
evaluation—to make the decision to stop the
programme,” she told BMJ Careers.
The review, which analysed evidence from
trainees, said that the programme showed
promise in developing “better doctors” with
a “wider perspective” who could potentially
improve healthcare. It found that patients
with complex health needs might have a
better experience and outcomes because
of a more “holistic” model, where trainee
generalists spanned boundaries between
specialties. However, some “unintended
consequences” were also revealed in
the analysis, such as trainees feeling
isolated—like “black sheep” in the clinical
environment.
Esther Muddiman, a co-author with
Bullock, said, “We were really pleased with
some of the findings about the potential for
this form of training to contribute towards
more efficient healthcare, with patient
benefits and improved interdisciplinary
working. There’s some real promise there but
also some key challenges in terms of fitting
into existing structures and gaining the trust
of other healthcare practitioners.”

Broad based training was developed to
provide specialty trainees with experience
in delivering patient focused healthcare
across the whole of the health and social
care sectors.
The programme provided six month
placements in general practice, core
medical training, paediatrics, and
psychiatry. In addition, each placement
trainee spent 10% of their time in another
of the four specialties to encourage
interspecialty links.
The study, published in BMJ Open,
explored what 61 trainees from the 2013
and 2014 intakes thought about generalist
training. It found that the programme “was
achieving many of its stated aims.”
Trainees said that they were pleased to
be gaining a “wider perspective” and could
better understand patients’ journeys through
the health system. They thought that this was
enabling them to become “better doctors”
and to add value to a specialty team.
But it was not clear, the review said, how
this would translate into everyday practice
and to what extent trainees could embed
this learning in the wider NHS. Researchers
highlighted concerns with the programme
and also “costs” to trainees. These included
how trainees felt they were regarded by
colleagues on traditional training—as if they
were receiving special treatment.
The provision of so called 10% time, while
good for developing the wider perspective,
was also “problematic” in other ways. It
was a possible source of conflict, said the
study, with both senior and junior staff
“questioning the legitimacy” of trainees’
additional opportunities and time. The
researchers said, “If trainees feel like black
sheep in the clinical environment this may
inhibit their potential for effective learning.”
Muddiman told BMJ Careers, “There’s real
potential but significant challenges in terms
of the established norms and hierarchies of
the medical system. We would need to back
the results up with further studies.”
Bullock said, “Whether broad based
training might come back in some form
in the future I don’t know. Wales is doing
a pilot this year, and Scotland has a lot of
interest in running a programme. I think the
whole idea of training for a more generalist
approach is still very much on the agenda.”
Matthew Limb, freelance journalist, BMJ Careers
Cite this as: BMJ 2016;355:i5486
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THE BIG PICTURE

Humans of the NHS:
telling the stories of
frontline NHS staff
“The patient that sticks in my mind is a young
guy who had crashed his car. He had been thrown
out of the car. As soon as we released him from
the car, he would pass away. There was nothing
we could do. He was 17. I was with him until the
end. Myself and the police officers. To me it was
important that he wasn’t on his own. Regardless
of how he was driving before.”—Paramedic
This is just one of the millions of stories that NHS staff
members have to share. Day in and day out they work
on the frontline to deliver care to our friends, family
members, and loved ones.
The NHS has endured immense criticism recently
in the mainstream media, and as medical students
we found this extremely disheartening. In our clinical
attachments, NHS staff have inspired us with acts of
kindness and feats of heroism every single day. But
this side of the NHS isn’t being shown to people on
the other side of NHS doors. It’s time we changed this
and restored balance to the stories we hear about the
NHS. And we firmly believe we can accomplish this by
celebrating the humans of the NHS.
Humans of the NHS (www.facebook.com/
humansofthenhs) is an independently run project
started by us. Our mission is to show everyone what the
NHS really is and what it means to work in the NHS.
We created Humans of the NHS to provide a positive
alternative narrative to the negative mainstream
rhetoric about the NHS, and we do so by sharing stories
from NHS staff members across all roles. We celebrate
the people whom patients and their family members
only meet in their darkest hours. We provide a platform
for individual voices of NHS staff members to be heard,
from receptionists to healthcare support workers, and
catering managers to doctors. It is our privilege to share
these voices and stories through our official social
media platforms.

I was persuaded to go into medicine by my mum. But no regrets
—Cardiology trainee (r), with her husband, an acute medicine trainee

Ilona Blee, Pareena Patel, Natalia Powers, Jonathan Tsun, Humans of the NHS
Team. @humansoftheNHS

When children are going back home, they say, “Thank you,
doctor!” That is priceless—Paediatric surgeon
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In medicine it’s never just about the doctor. It’s about the
team that you’re with—FY2 Doctor

HUMANS OF THE NHS (ILONA BLEE, PAREENA PATEL, NATALIA POWERS, JONATHAN TSUN)

I’m on geriatrics at the moment. I love old people—
FY1 doctor

I’m really keen on having a balanced work and
Paediatrics is a lot of fun. I spend a lot of my life talking to
personal life. It’s very difficult to achieve—Junior doctor children—Paediatric surgeon
the bmj | 15 October 2016
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THE DEBATE ONLINE AT THEBMJ.COM

Ahmed Rashid: The junior doctor
contract dispute in 10 hashtags

1#IMINWORKJEREMY

5#RASHDECISION

Example: @trentconsultant
#ImInWorkJeremy been round with
registrar. Every patient seen. All
poorly ones or who need decision seen by
consultant. New contract needed? (18 July
2015)

Example: @HelenS_NHA Is someone
deliberately giving @Jeremy_Hunt really
bad medical advice or does he do it all by
himself? #rashdecision (31 January 2016)

2

In the midst of the debate about
a contract that was widely thought to
discriminate against female doctors, a
Sunday Times journalist claimed that women
were, in fact, the cause of NHS workforce
problems. Doctors soon put him right.

When England’s health secretary,
Jeremy Hunt, accused the NHS of having
a “Monday to Friday culture,” healthcare
workers from across the country posted
selfies of themselves busy at work
on their weekend shifts.

#DANGERMONEY

Hunt claimed that “danger money”
was a widely used colloquialism in the NHS
for payment in exchange for working extra
hours. Doctors, who had never heard of or
used the term, were quick to mock it.
Example: @andrewdmct Just spent
£2.90 of my #dangermoney on the
bus to get to work in order to work
a “sociable hours” 12hr Friday
night shift. #juniorcontract (30
October 2015)

3#MILITANTDOCTOR

A Daily Mail article warning the public
about “militant” doctors who had political
motivations and ambitions left junior doctors
bemused.
Example: @willhquick Only a #militantdoctor
wouldn’t want to work more for less pay
and be concerned about patient safety right
@Jeremy_Hunt #NHS #juniordoctors (13
November 2015)

4#MOETMEDICS

A Sun article sought to expose the
“champagne-swilling, lavish lifestyles”
enjoyed by junior doctors, who duly took to
Twitter to share their apparently luxurious
customs.
Example: @kunbab Came home post nights
and remembered I have my emergency bottle
of Moët in the fridge. Phew! #moetmedics (11
January 2016)
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When Hunt responded to the tragic
death of a baby with a suggestion that
parents should look online to determine
the severity of their child’s rash, doctors
highlighted the absurdly risky nature of
this advice.

6

#LIKEALADYDOC

Example: @DrNads77 I don’t really want to
burn my bras, some of them are very pretty,
but this #juniorcontract may drive me to it
#likealadydoc #suffragette (1 April 2016)

7#TIMETOTALKJEREMY

With Hunt unwilling to reopen
negotiations over the contract, junior
doctors protested daily outside the
Department of Health offices in London with
an empty chair waiting for him in case he
wanted to start talking again.
Example: @SannaWaseem Day 19: A chilly
Sunday outside the DoH. Turns out the SoS
doesn’t work weekends . . . #timetotalkjeremy
#juniordoctors (1 May 2016)

8#ISTANDWITHJOHANN

After claims they had been misled
by the BMA’s Junior Doctors Committee,
junior doctors showed their support for the
erstwhile chair, Johann Malawana
Example: @susiebayley So sad people are
prepared to destroy the phenomenal unity
amongst Drs at the moment for their own
political gains #IStandWithJohann (26 May
2016)

9#NOTFAIRNOTSAFE

With media discourse focusing
increasingly on money, junior doctors sought
to highlight the potential dangers of the
contract and its effects on patient safety and
the sustainability of the NHS.
Example: @DanielJCurwen @Jeremy_Hunt
I’ll work my 36th hour of this weekend as
of 12 tonight. How’s your bank holiday?
#notfairnotsafe #rankholiday (30 May 2016)

10#MINDTHEROTAGAP

To quantify the significant
workforce shortages being faced by
departments across the country, this
movement collected rota related data and
experiences from junior doctors on the front
line.
Example: @basher275 Reg on call for T&O
today, no junior doctor cover for day or
night all week. #mindtherotagap #notsafe
#juniordoctors (12 Sep 2016)

Ahmed Rashid is a teaching fellow at UCL medical
school and columnist for the BJGP. You can follow him
on Twitter @dr_a_rashid.
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EDITORIAL

Should
general
practice be a
specialty?

G

eneral practice as
known today in the
UK developed in the
19th and early 20th
centuries.1
Since then, the respective roles
of GPs and hospital specialists have
become blurred, especially since the
1990s, with GPs taking on much of
the traditional hospital care in the
diagnosis and management of major
diseases (diabetes, hypertension,
thyroid disease, mental health);
most preventive medicine (cancer
screening, immunisation, maternity);
and even minor procedures (insertion
of intrauterine devices, joint
injections, and lesion removal). This
has resulted in the disappearance
of the general physician role within
hospitals and greater specialisation
of consultants. What has not
transferred has been the specialist
label for the doctors now delivering
what used to be hospital care.
In August this year the British
Medical Association and the Royal
College of General Practitioners
published a joint statement
supporting a call by the European
Union of General Practitioners for
general practice to be recognised
as a specialty in its own right.2
Most European states along with
Australia and North America already
recognise GPs or family physicians
as specialists, so what would be the
consequence of such a change here?
To practise in the UK doctors must
be registered with the General Medical
Council, which provides separate
registers for GPs and specialists.3 At
the most basic level, entry onto the
specialist register requires a certificate
of completion of training—but so
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GPs in the UK are already
specialists in all but name
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does entry onto the GP register. Such
training is described by the GMC as
“specialist training” for both GPs and
consultants. Both types of training
programmes are rigorous and require
exit examinations and membership
of a respective professional college.
General practice training is shorter
than for many other specialties, but
otherwise the criteria for specialist
and generalist status seem similar.
Combining GP and specialist
registers into a single register would
require new legislation, but would it
be worth it?

Anachronistic anomaly
The main motivation behind calls
for change centres around the status
of GPs: that the differentiation from
specialists is an “anachronistic
anomaly” and that the status of
general practitioners should be
equal to that of their secondary care
colleagues.2 While a simple change
in registration may seem like a low
priority, given the current problems
facing GPs, perhaps now is the time
to do everything possible to improve
recruitment and retention into
general practice, and the perceived
lower status of general practice is an
enduring barrier everywhere.4
GPs are by nature and name
generalists. We deal with whatever
presents to us whether physical,
psychological, spiritual, or, most
commonly, a combination of all three
and more. There is a contradiction in
labelling a generalist as a specialist,
and many pride themselves on their
abilities as generalists. Nevertheless,
GPs are without doubt specialists
in general medicine. They are the
only medical specialty to look after

people from cradle to grave, and
while patients may move between
practices (along with their records),
it is not unusual to hear of links to
the practice of 50 years or more. Such
relationships are unique and lead to a
particular kind of medicine practised
in small instalments over many years.
What are the implications if GPs
become specialists as we move into
the brave new world of the General
Practice Forward View?5 GPs already
work with nursing, administrative,
pharmacy, midwifery, and other staff.
Physicians associates—familiar in
North America—are set to become
more common in the UK, and they
may influence the unique generalist
role hitherto maintained by GPs.6
Working within new organisational
structures outlined in the review,
including so called “multispecialty
providers” and extended
partnerships, alongside consultant
colleagues will inevitably change
the place of the GP, specialist or not.
Alongside these major structural
changes, rebranding general
practice as a medical specialty
seems opportune. Indeed, given the
greater differentiation of GP roles
(into different specialist interests,
with fewer partners and more
salaried GPs), perhaps the time has
come to differentiate the role more
in line with hospital doctors and
establish consultants in primary care
(or general practice). Whether the
change is for all GPs or a proportion,
the NHS could send a powerful
message of confidence at a time when
the primary care service is under
extreme stress.
Cite this as: BMJ 2016;355:i5097
Find this at: http://dx.doi.org/10.1136/bmj.i5097
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EDITORIAL

Refugee crisis presents a humanitarian paradox
Health workers are caught between the needs of individuals and politically motivated containment

T

he United Nations
High Commissioner
for Refugees (UNHCR)
estimates that 65
million people in the
world today have been displaced
by violence or armed conflict.1
Unicef estimates that 28 million
of these people are children.2 Over
21 million refugees are thought to
be living outside their countries of
origin. These appalling numbers are
higher than they were even during
the second world war. Half of the
displaced people come from just
three countries—Syria, Afghanistan,
and Somalia3—but ongoing violence
in Colombia, Sudan, Congo, Central
America, and many other places
contributes substantially.
This vast global crisis increasingly
refuses to go unnoticed. The issue of
migration has not simply reshaped
British politics; it looks likely to
alter the nature of the British state.
Discussions of refugees and migrants
dominate the elections in the US and
all over Europe.
It was with these issues in mind
that representatives of states,
UN agencies, non-governmental
organisations, and others met at the
UN Summit on Addressing Large
Movements of Refugees and Migrants
in New York on 19 September.
The value of the meeting’s
outcomes is not immediately
obvious. The New York declaration
for migrants and refugees was
“adopted,” with a view to creating
a “global compact on refugees by
96
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2018.”4 UNHCR hailed the fact that
“193 member states of the UN are
coming together to agree on a way
forward” as a “game changer.”5 Other
more circumspect commentators
pointed out that the declaration
is not legally binding and there
are no mechanisms to ensure that
states keep their promises.6 The
declaration’s commitments7 aim
to tackle the immediate needs of
refugees and provide long term
solutions—pledging, for example,
to “protect the human rights of all
refugees” and “improve the delivery
of humanitarian and development
assistance.” They are an ambitious
attempt to resolve an important
but highly complex set of problems
that should matter to all healthcare
providers.

When solutions become problems
In 1973 the designers Horst Rittel
and Melvin Webber made an
important distinction between
“tame” and “wicked” problems.8
Tame problems are amenable to a
rational scientific approach, and it
is easy to tell when they are solved.
Wicked problems, by contrast, are
understood differently by every
player, the solutions become part of
the problem, and no clear measure of
success can be discerned.
The commitments in the New York
declaration try to tackle both kinds
of problem. Improving humanitarian
aid is for the most part tame: working
out what specific aid is required
(food, shelter, clean water, medicine)

and providing the funding and
infrastructure to deliver it quickly
and safely. Everyone can agree on
the nature of the problem and the
solution. But there is a paradox
here for healthcare providers. Our
efforts will always exacerbate the
wicked problem of “the camp”: the
better the services are in a camp,
the more people it attracts, reducing
the pressure on other states to
accept refugees for longer term
resettlement.9 The solution becomes
part of the problem.
Health professionals (and other
humanitarians) can all too easily
be co-opted into the agendas of
states whose intention is to contain
displaced people outside Western
borders, where they are, at least
politically, inexpensive.
There is a risk that actions to meet
immediate medical or physical needs
take place at the expense of human
rights which include the right to
freedom of movement.10 We can all
too easily become the mechanism
by which the mass containment of
people is undertaken and justified.
We must openly question our
practices with regard to refugees:
always insisting that more be done
for people in immediate need, but
always remembering that medicine
and humanitarian aid can also
contribute to longer term problems
for people who do not simply have
“needs” in order to stay alive but
ambitions to live fully.
Cite this as: BMJ 2016;355:i5412
Find this at: http://dx.doi.org/10.1136/bmj.i5412
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EDITORIAL

Hunt promises 25% more medical students
Now we need more details, more money, and perhaps more time

I

n a move that surprised English
medical schools, the health
secretary, Jeremy Hunt, told the
Conservative Party’s annual
conference last week that “From
September 2018, we will train up to
1500 more doctors every year.”1
Without further policy details
on this 25% increase, there is an
uncanny similarity to Theresa May’s
gnomic mantra, “Brexit means
Brexit.” The only certainty is, “1500
means 1500; 2018 means 2018.”
For seven decades, official reports
have tried to plan medical workforce
numbers, from Goodenough (1944),
Willink (1957), and Todd (1968)
through committees in 1978, 1980,
1985, 1989, 1993, 1997, and 2006,
to the Health and Education National
Strategic Exchange2 in 2012. Some
reports use complex flow models
and futurology, but conclusions are
still fragile. Alternatively, there is
simple fiat: the 2000 NHS Plan stated
blithely, “We will seek a further
increase in the number of medical
school places of up to 1000,” with
neither reasons nor modelling. That
seemingly is Hunt’s approach.
The eternal problem is how to
provide doctors for an understaffed
NHS in which demand for doctors has
outstripped UK supply since the 1950s.
The pragmatic fix of recruiting from
abroad means that 20% of all doctors
working outside their training country
are in the UK—only the US has more
(60%)3 —with inevitable shortages in
exporting countries. Hunt is neither
new nor alone in wanting the NHS to
be self sufficient in doctors. In a recent
report, the World Health Organization
also asked “destination countries . . . to
achieve greater self-sufficiency . . . in
their domestic supply.”4
In 2015 about 7500 UK trained
and 5000 non-UK trained doctors
entered the Medical Register. The extra
1500 students for 2018 will qualify
in 2023 and enter specialty training
posts in 2025, making a total of 9000
UK trained doctors entering specialty

training, presumably reducing demand
for non-UK trained doctors from 5000
to 3500. It is unclear if that is, “training
all the doctors we need.”1 Certainly
the NHS still needs and must value all
non-UK doctors currently in post.

Running the numbers
Complaining of practical difficulties
might seem churlish after being given
a gift horse of 1500 new students a
year, but could the new recruits be
too much, too soon? “Too much” if
new students must be shoehorned
into overcrowded lecture theatres
and laboratories and need 25%
more tutors, tutorial rooms, and
other infrastructure. Clinical trainers
have just two years to find 25%
more hospital and general practice
placements and clinical teachers.
And “too soon” because 2018 is but a
breath away in admissions cycles, and
these new entrants must apply next
October. A little time for considering
exciting, radical opportunities would
have been nice—perhaps new medical
schools training mostly in general
practice,5 new initiatives for widening
access, or randomised controlled trials
for evaluating change properly.6
What money is available? The
headline figure is £100m up to 2020,
with some extra recouped from other
sources. If undergraduate training
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costs £220 000 per student, as the
government claims, then £100m
is just one third of the £330m (220
000×1500) cost of training an extra
1500 students. Plans for recouping
training costs from doctors who do
not work in the NHS for four years
will surely face formidable legal
challenges, provide little serious
money, undermine already low
morale, and further exacerbate
disenchantment with political leaders.
Where are the new applicants
to come from? All English medical
schools ask for A level chemistry
at grade A or higher, and 16 528 A
level students attained that in 2016;
8500 or more entrants in 2018 would
consume over half the resource
(leaving little for other degrees).
Lower entry criteria might solve that
problem but could also increase failure
rates and reduce both postgraduate
attainment7 8 and patient safety.9
Could the new students help UK
medicine’s twin priorities of more GPs
and widening diversity? Doctors enter
general practice for complex reasons,10
and a reflex response of increased
quotas for schools producing more
GPs may be confounded, as those
same schools perform less well in GP
examinations.10
Medical schools are already
committed to widening access without
compromising excellence11 but
find it challenging.12 The success of
wider access programmes remains
unknown. King’s College London’s
flagship extended medical degree
programme13 started in 2001 and is
largely unevaluated; the few gleanings
suggest lower performance consistent
with the lower A level grades at entry.8
Hunt’s surprise announcement and
its aftermath will galvanise, challenge,
and worry English medical schools in
equal measure for several decades to
come. In the short term more details
are urgently needed, with perhaps a
little more time to consider the options.
Cite this as: BMJ 2016;355:i5480
Find this at: http://dx.doi.org/10.1136/bmj.i5480
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Jeremy Hunt announced
last week that the
government will make
the NHS “self sufficient”
by training 1500 extra
doctors a year in England,
starting in 2018. Joe Freer
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Is Hunt’s
plan to
expand
medical
student
numbers
more than
a pipe
dream?
Will there be NHS jobs for the additional
students once they graduate?
There are already more applicants than places
for medical trainees after graduation. The
Foundation Programme, two years of training
that all UK graduates must complete before
specialty training, has been oversubscribed every
year since 2011. Despite the oversubscription,
every year all applicants have obtained places as
students’ plans changed or they failed exams. The
number of applicants for specialty training also
exceeds the number of posts available. In 2015,
over 12 000 applicants applied for around 8000
specialty training posts.
At present, workforce planning does not fall
within the remit of the UK Foundation Programme
Office. Any plans to increase the number of
training posts would need to be included in
the Department of Health’s consultation on its
proposals to expand medical school places, which
will be launched later this year.
The government has proposed a four year
mandatory NHS service commitment for graduating
doctors. Is attrition even a problem?
There has been support for mandatory NHS
service for several years from both inside and
outside the medical profession. The government
claims that it costs £220 000 (€240 000;
$270 000) to train a doctor in the UK and views
this policy as a way of safeguarding taxpayers’
money by ensuring that UK trained doctors
don’t migrate to other countries. Half of general
practitioners surveyed in 2015 supported some
form of compulsory service.1 It is not without
precedent. The armed forces and law and

accountancy firms all require several years of
mandatory employment in exchange for covering
the cost of training.
This idea has been floated several times in
recent years, including by the House of Commons
Public Accounts Committee and Earl Howe,
former health minister. Howe said: “There are
doctors who disappear to other countries quite
soon after they train. That is a drain on the
system.”2
The number of doctors moving directly from
foundation training to specialty training has
declined in recent years, although there are still
more applicants than posts. In 2011, 72% of
foundation doctors moved directly into specialty
training, compared with 67% in 2012, 64% in
2013, and 59% in 2014. Last year, only 52% of
foundation trainees moved directly into specialty
training.
The government has previously recognised
the benefits in terms of skills and experience
of UK health professionals working in other
countries. A Department of Health review in 2014
concluded that, “UK health services can benefit
enormously from the knowledge and experience
gained from work in low and middle income
countries . . . leading to safer, higher quality care
in the UK; high value leadership development;
and innovation applied to local services.”3
Although, overall, there are more applicants
than posts available, there are shortages of
doctors, and unfilled training places, in some
specialties, including general practice and
psychiatry. BMA GP committee deputy chair,
Richard Vautrey, thinks that “compelling doctors
to work in general practice is not the way to deliver
15 October 2016 | the bmj
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a quality service or improve GP recruitment,”1
and a better approach would be to address unsafe
working conditions.

2% increase in first time applicants, and the overall
fall in applicants was driven by an 18% fall in those
reapplying, the reasons for which are unclear.

Will an extra 1500 doctors a year be enough
to be self sufficient?
Between 1960 and 2010, medical student
numbers in the UK nearly quadrupled, but this
increase has recently levelled off, and in 2012,
a review by the Department of Health and the
Higher Education Funding Council for England
recommended cutting medical student places by
2%. The review concluded that by 2040 the gap
between medical supply and demand will narrow
because of “technological innovation and changes
to the skill mix.”
GP supply, on the other hand, is under strain.
The number of junior doctors choosing general
practice as a specialty continues to fall, and the
proportion of GPs working part time continues to
rise. To recruit in some areas, GP trainees are being
offered up to a £20 000 salary top-up.
A quarter of the 150 000 NHS doctors are
foreign nationals, and 36% qualified abroad.4
Nigel Edwards, chief executive of the Nuffield Trust
health think tank, is sceptical that an additional
1500 doctors will be enough to make the UK self
sufficient. “If this new announcement involves
simply replacing overseas doctors with UK trained
ones, that won't increase the total number working
in the NHS, and certainly won't solve the agency
staff crisis that is affecting the NHS right now,” he
said.
It is also unclear how this increase in the
number of medical students will tackle shortages
in chronically understaffed specialties such as
emergency medicine and paediatrics. Susan Acott,
chief executive of Dartford and Gravesham NHS
Trust, said an expansion of medical training was
“desirable” because “we’re a very under-doctored
country compared with European levels.”
Indeed, at 2.8 doctors per 1000 population,5 the
density of doctors in the UK is the lowest in western
Europe. But Simon Wessely, president of the Royal
College of Psychiatrists, told The BMJ that it would
be 10 to 15 years before any benefit was seen from
the proposals and that it was more important to
tackle the problems of medical graduates not
wishing to enter the profession, poor retention, and
low morale.6

Will new medical schools need to be built?
The government is yet to explain where these new
students will be trained. Some medical schools
in the UK train over 2000 students, and there are
already difficulties in finding clinical placements
for medical students in general practice.
Harrison Carter, co-chair of the BMA Medical
Students Committee, said, “The government
will need to ensure that the quality of medical
education is not compromised by this increase in
numbers . . . This means maintaining staff student
ratios and ensuring the participation of senior
medical staff in medical education and making sure
there are enough clinical placements and jobs for
all medical students.”7
There is a recent precedent for large scale
increases in medical student numbers. Several
medical schools were successfully created
under the last Labour government and are now
performing well.
Maureen Baker, chair of the Royal College of
General Practitioners, responded to the latest
government’s plan cautiously. “We look forward to
receiving more details about how this will work—for
example, whether these extra places will be in
existing medical schools or new medical schools
will be established.”8
According to the Department of Health, existing
universities wanting to offer new places will need to
give assurances that they are offering opportunities
to people from low income backgrounds.
Currently, medical student places in the UK are
capped by the Higher Education Funding Council
for England, which administers funding on the
government’s behalf. Hunt last week announced
a lifting of this cap, opening the door to the 1500
new students a year. Projected costs for this
increase have been estimated at £100m by 2020.
The Department of Health plans to consult on the
proposals later this year but has suggested that the
money could be generated by making international
graduates pay for their clinical placements.
Chandra Kanneganti, chair of the British
International Doctors Association, told The
BMJ that he was concerned that it “will reduce
international doctors’ interest in coming here.
There should be a recognition that international
doctors contribute to the NHS enormously, and
there should be an element of exchange of ideas,
skill sets, and knowledge between different
countries.”

Will medical schools be able to fill these places?
There has been discussion about whether medicine
remains an attractive career choice. Official figures
from the Universities and Colleges Admissions
Service (UCAS) show an overall fall of 1% in
applicants to medical school in 2016. There was a

Joe Freer, editorial registrar, The BMJ
Cite this as: BMJ 2016;355:i5488
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I

t is hardly controversial to suggest
that standards of healthcare in the
NHS are declining. A stream of recent
reports has shown the strain the
NHS is under, drawing attention to
a near universal failure to meet the target
of four hours’ waiting time in emergency
departments,1 the longest waiting times for
operations since 2007, and unprecedented
staff shortages.
The principal cause of this lamentable
state of affairs is unquestionably
underfinancing of the system. In 2012-13,
few trusts were in deficit but by 2015-16 the
proportion had reached 85%.2 As the King’s
Fund has said, we are “facing a health
system buckling under the strain of huge
financial pressures.”2
Current problems are set to intensify at an
alarming rate. The budget for NHS England
is planned to rise by 1.4% next year, then by
0.4% and 0.7% in the following two years,
compared with an expected rise in demand
and cost pressures of between 4% and 5%
a year.3

Muddling through
If we try to go on “muddling through,” a
steady erosion of standards is inescapable.
Trusts under ferocious pressure to balance
the books leave vacancies unfilled, cut
the ratio of staff to patients, slash capital
spending, defer operations, increase
waiting times, cut training, and restrict the
treatments they are prepared to offer.
The only hope of reversing this process
is properly to debate how to bring more
money into the NHS. The NHS will not
be adequately financed as long as it
relies exclusively on tax revenues. Given
budgetary constraints, it is inconceivable
that the government will approve NHS
budgets rising more rapidly than gross
domestic product to match rising demand.
The choice is stark: either we find new
sources of finance to supplement tax
revenues or we accept the prospect of
declining standards for years ahead.
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Lessons can be learnt from some other
European countries that provide excellent
healthcare and are financed differently
from our system. If we moved towards the
French model, for example, mainstream
healthcare could continue to be mainly
financed from public funds, but the
proportion of treatment costs covered
would vary depending on the service
provided.4 Treatment for catastrophic
events would be paid for entirely by the
state, with more minor treatments requiring
a contribution from individuals. People
on benefits would be exempt from such
charges so that everyone could receive the
care they needed. The government could
negotiate with insurance companies the
premiums chargeable to provide cover for
this menu of charges, as in Switzerland
and the Netherlands, and also for the
treatments which the NHS is likely to
withdraw from as the financial squeeze
continues. Without such a scheme, poorer
people may lose access to these treatments.

Could private
top-up
insurance
help fund
the NHS?

Far lower premiums
A French style scheme would make
top-up insurance readily affordable for
most people. The premiums would be far
lower than for private insurance at present
because the bulk of costs would remain
covered by the state.
The French experience is that people
opt for top-up insurance in large
numbers—95.5% of people have it and
the rest have their healthcare paid for from
social funds5—so it is not easy to describe
this as a two tier service. Over time, it
is possible to envisage that a quarter of
healthcare in the UK would be paid for
from these supplementary funds, as it is in
France, enabling us once again to deliver
international standards.
People on low incomes would be treated
for free, with better-off people making
contributions well within their means. We’re
rich enough to drop the “free at the point
of use” principle for the pragmatic “no one
should be denied the healthcare they need
for financial reasons.” How else can we
reverse the decline in standards that now
looks inevitable?
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Current tax revenues
cannot maintain healthcare
standards, writes Christopher
Smallwood, but David
Wrigley worries that
introducing inequity sounds
the death knell of a service free
for all who need it

no
T

Politicians could decide to fund the NHS
adequately if they ended their obsession
with cutting public services

David Wrigley, general practitioner, Carnforth,
Lancashire dgwrigley@doctors.org.uk

he NHS is going through one of
the toughest periods of its life.6
Every day we hear of general
practices closing,7 hospitals
at full capacity,8 patients
waiting in pain in emergency department
corridors, ambulances queuing up with
patients outside hospitals, and a social
care system cut to the bone.
Politicians, commentators, and think
tanks often say that we need a serious
conversation about NHS funding.9 This
usually means, “Let’s start making patients
pay.” And because of the huge pressures
the NHS is under some of them think that
soon this will happen10: private companies
will offer “fee-for-service” appointments
or care, and private insurance companies
will help write new “NHS policies” to give
patients access to their GP or to pay for
some operations or procedures.
Any appointments above a threshold,
or more complex procedures, would be
funded by patients “topping up.” This is
common in the United States, which has
one of the best healthcare systems—if you
can afford it—but also some of the most
iniquitous healthcare in the world.

Envy of the world
That is why the model of the NHS from
1948 onwards has been the envy of the
world. It is paid for from general taxation,
free at the point of use, and available to
all no matter what your background, bank
balance, or location in the UK.
We must ask why we are in such a dire
financial situation when in 2010 the NHS
had the highest ever satisfaction rating and
shortest ever waiting times.11 Since 2009
funding has increased by just 0.9% on
average a year,12 and this is set to continue
until 2020. Many economists think that
the NHS needs a 3-4% increase a year just
to keep pace with demand.13
This 0.9% increase has allowed
governments to say, “We have increased
NHS funding year on year,” because
inflation has been low.14 However, it does

not make up the 3-4% shortfall and has
led to this disastrous financial situation
throughout the NHS.
An explicit decision was made at
the highest political levels to offer
the NHS these paltry amounts. The
economic policies of the 2010 and 2015
administrations have led to many cuts in
funding for public services. The NHS was
“protected” but only against inflation. The
blame for the current state of the NHS lies
firmly at the door of our politicians. This
allows talk of “top-up insurance” as the
answer to the NHS’s woes.
Having a budget for a package of care,
say for one year’s treatment for diabetes,
sounds attractive. But what happens when
that money runs out? People who could
afford it could top this up for extras such
as diabetic retinopathy. But people with no
insurance or savings would be unable to
do this and lose out. We should be working
hard to ensure that everyone has equal
access to all the care they need.
Politicians could decide to fund the
NHS adequately if they were to end their
obsession with cutting public services.
Governments can borrow at all-time
low interest rates, and investment in
healthcare has been proved good for the
economy.15

Exorbitant interest payments
We should be investing in front line staff
instead of “management consultants” of
dubious value.16 And we should find a way
to end the exorbitant £2bn a year interest
payments for private finance initiatives
that could be spent on caring for patients.17
Without more money we are just a
short step away from the introduction of
NHS health insurance or demands that
the public supplement out of their own
pockets. That would be a sad day for
patients, and the NHS as envisaged—free
for all at point of need—will be gone.
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Deborah Gold

A would be magician
What was your earliest ambition?
When I was about 5 I discovered what diplomatic immunity was and was so excited
by the possibilities that I decided to become an international criminal overlord with
diplomatic immunity.
Who has been your biggest inspiration?
Those whose part in social movements has forced change in the face of sometimes
unbelievable odds. The suffragettes; the African National Congress; anti-slavery
campaigners; gay rights campaigners; AIDS Coalition to Unleash Power.

Deborah Gold, 40, chief executive of
NAT (the National Aids Trust), has
been at the forefront of the battle to
persuade NHS England to fund preexposure prophylaxis as a protection
against HIV. In August NAT won a court
ruling against NHS England’s claim that
it had no powers to pay the cost. NHS
England is appealing the judgment.
Gold reached NAT by way of a career in
charities, including Shelter, Stonewall
Housing, Galop (the LGBT anti-abuse
organisation), and London Voluntary
Service Council. She read philosophy at
Reading and also did a master’s there in
political theory and public ethics.

What was the worst mistake in your career?
When my phone rang in a meeting of 50 people at the Greater London Authority. My
ring tone was the Wonder Woman theme tune. I have since changed it.
What was your best career move?
My job at NAT. It brings together an issue I am passionate about, at a time that is
critical, in an organisation that is quietly and astonishingly effective.
Bevan or Hunt? Who has been the best and the worst health secretary?
We’d be nowhere without Bevan. The rest pale . . .
Who is the person you would most like to thank, and why?
When I was 16 my friend, Danny Douglas, press-ganged me into standing as a rep for
my student union. That was the catalyst for my activism and career.
To whom would you most like to apologise?
My younger sister, Amy, for years of making her go down and face the music when
we’d been sent to our room. And for making her tidy our room.
If you were given £1m what would you spend it on?
I’d try to help family and friends, go on a great holiday, and find something I believe in
that the money would make a difference to.
Where are or were you happiest?
On a lazy day with my partner, family, or friends, with a good novel.
What book should every doctor read?
The End of Innocence: Britain in a Time of AIDS by Simon Garfield. Realising how far
we have come.
What poem, song, or passage of prose would you like at your funeral?
Funerals are for the living not the dead—let them choose!
What is your guiltiest pleasure?
I’m a Jewish atheist: I’m guilty about everything.
What television programmes do you like?
Buffy the Vampire Slayer and Battlestar Galactica. Also Borgen has been a recent highlight.
What, if anything, are you doing to reduce your carbon footprint?
I am vegetarian. I try to buy local as much as possible.
What personal ambition do you still have?
I am rubbish at card tricks and haven’t practised for years. Nonetheless I am
determined to improve enough to join the Magic Circle.
What is your pet hate?
People chewing gum.
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