this week

Private firm is paid to cut referrals
The BMA has warned cash strapped clinical
commissioning groups that they risk
repeating the mistakes of the past if they
seek to make financial savings by restricting
GPs’ referrals to specialist care.
The warning came after concerns were
raised about a new scheme in the north
east of England where private company
About Health is being paid by North
Durham CCG to screen all GP referrals for
cardiology, gynaecology, dermatology, ear,
nose, and throat, gastroenterology, and
ophthalmology care.
The 12 month pilot scheme has been
criticised by GPs and Durham’s Labour MP,
Roberta Blackman-Woods, for undermining
GPs’ autonomy.
The CCG said that the scheme would
improve the quality of referrals by ensuring
that practices followed clinical guidelines
agreed by local GPs and consultants.
But Richard Vautrey, deputy chair of the
BMA’s General Practitioners Committee,
said that local healthcare managers
risked repeating the mistakes from similar
schemes in the 2000s.
He told The BMJ, “There used to be a real
attraction to referral management schemes
until primary care trusts realised that they
didn’t save much money, they created more

bureaucracy, and they reduced patient
choice, so many scrapped them.
“I think there is a potential risk [that
these schemes may re-emerge] because
people have lost some corporate memory.”
Vautrey added, “GPs have undergone
years of specialist training to reach a point
where they can make vital clinical decisions
on referrals in complex areas. It is a very
real concern that outsourcing contracts for
patient referrals to a private company will
compromise patient safety, as there is no
guarantee they will exercise the same level
of expertise and understanding in dealing
with patients largely unknown to them.”
North Durham CCG said that the
pilot would be “closely monitored and
evaluated” and would be reviewed if it was
not delivering the expected benefits.
In a concurrent statement, North
Durham CCG and Richard Benson, chief
executive of About Health, said, “GPs have
responsibility to make best use of NHS
resources and need up to date evidence and
advice to be able to treat patients in practice
or refer on appropriately. Unnecessary
outpatient appointments are a large cost to
the NHS.”
Gareth Iacobucci, The BMJ

Cite this as: BMJ 2016;355:i5765
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North Durham CCG is paying a
private company to screen GP
referrals in a bid to reduce
outpatient appointments
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•   NHS must find ways

to speed access
to new drugs and
technologies
•   Severity of autism
symptoms is reduced
by early intervention
•   Indonesian Medical
Association says
doctors risk
losing licence
if they castrate
paedophiles
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SEVEN DAYS IN
Medical director of Cornwall trust is struck off

KEVIN BRITLAND/ALAMY

A former medical director at Royal Cornwall Hospitals NHS Trust, who “naively”
accepted assurances from a bungling consultant gynaecologist that he had learnt
from his mistakes, has been struck off the UK medical register.
A panel of the Medical Practitioners Tribunal Service found that Robert Pitcher
should have ordered a full investigation and considered restricting Rob Jones’s
practice after a damning report by three independent consultants concluded that
Jones had “poor clinical judgment and poor surgical technique.”
The case is the first in which a doctor has been erased from the UK register for
misconduct in a managerial rather than a clinical capacity. Pitcher was one of three
former medical directors at the Cornwall trust to face charges at the hearing that
they failed to protect patients from the harm posed by Jones’s incompetence.
Jones was appointed a consultant in 1992, but his career ended in May 2012 after
a report from the Royal College of Obstetricians and Gynaecologists concluded that
retraining him was not a realistic option “given the breadth of deficiencies and the
length of time problems had been present.” He retired in September 2012.
Clare Dyer, The BMJ Cite this as: BMJ 2016;355:i5712

GP premises

Nearly 300 general
practices will get upgrades

NHS England’s chief executive,
Simon Stevens, announced
that almost 300 surgeries in the
Midlands and the east of England
would benefit from premises
and technology improvements
this year as part of a £900m
investment in general practice
infrastructure over the next five
years. NHS England also pledged
to invest £11m in 2016-17 and
more than £24m in 2017-18 to
fund 22 psychological therapy
schemes around the country,
designed to improve mental
healthcare for patients with
long term conditions, and
£5m to support GPs
with indemnity costs
for working in out-ofhours services and
unscheduled care
services. (Full story
doi:10.1136/bmj.i5689)

Addiction

National prescription
drug helpline is urged

The UK government should
set up a national helpline
to support people addicted
to prescription medicines,
increase funding for support
services, and develop guidance
on tapering and withdrawing
170

drugs, the BMA said. The
recommendations appeared in
a paper produced by the BMA,
charities, patient groups, and
medical bodies as part of an
effort to tackle prescription
drug dependence, particularly
benzodiazepines, “z drugs”
(zolpidem, zopiclone, zaleplon),
opioids, and antidepressants.
(doi:10.1136/bmj.i5725)

International news
Doctors are excluded
from jail threat

The Australian government
changed controversial laws that
had threatened doctors with

Brexit

Brexit NHS promise
“should be upheld”

More than 40 MPs signed a letter
calling on the UK government
to ensure that the “Brexit”
promise to increase NHS
spending by £350m a week
is upheld. The letter,
organised by Vote
Leave Watch (chair
Chuka Umunna,
left) —which aims
to hold “Leave”
campaigners to
their pre-referendum
promises—called on
the chancellor, Philip
Hammond, to use his
autumn statement
on 23 November to
announce the new
funding. “Anything
else will be a
betrayal of the wishes of the
British people,” it said.

jail sentences if they spoke out
about human rights abuses
in the country’s immigration
detention centres. Since June
last year any “entrusted person”
working for, or on behalf of, the
immigration detention system
faced two years’ imprisonment
for any “unauthorised”
disclosures about conditions.
The group Doctors for Refugees
challenged the act in the courts,
and that on 30 September the
government amended the act to
exclude health professionals.
(doi:10.1136/bmj.i5681)

Public health

NHS England invests
£130m in upgrading
radiotherapy equipment

NHS England’s chief executive,
Simon Stevens, announced
£130m of investment to upgrade

or replace older linear accelerator
(LINAC) equipment in England
over the next two years. LINACs
are meant to be replaced about
every 10 years, but the last major
national investment in NHS
radiotherapy machines was in the
early 2000s. Harpal Kumar, chief
executive of Cancer Research UK,
said, “Technological advances in
recent years have been immense,
and this investment in state-ofthe-art equipment will change
the face of cancer treatment
across England.”

Number of sexual health
contacts falls

The number of contacts made
with sexual and reproductive
health services fell by 4% in
England to 2.03 million in 201516, down from 2.13 million
in 2014-15, figures from NHS
Digital showed. Last year 38% of
women who contacted services
were using long acting reversible
contraceptive (LARC) methods
and 45% oral contraceptives.
The Faculty of Sexual and
Reproductive Healthcare said
that it was concerned about the
regional variation in LARC uptake,
which ranged from 23% to 57%,
and about access to services,
which ranged from 1% to 18%,
which it said showed restricted
access after budget cuts.
29 October 2016 | the bmj
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OH, NO, NOT MORE NHS JARGON. I’LL
SKIP THIS ONE
Sustainability and transformation plans
(STPs) may sound like a boring agenda item,
but they have huge implications for the NHS.

Charity launches fetal
movement myth buster

The pregnancy charity Tommy’s,
backed by NHS England and the
charity Kicks Count, launched
a campaign to challenge
myths about how much fetal
movement women should
expect during pregnancy. The
#MovementsMatter campaign
challenges the widely held belief
that a fetus’s movements slow
down in the third trimester owing
to lack of space, saying that,
while the movements may change
in type, their frequency should
not change. It encourages women
to seek advice promptly if they
notice reduced movement, which
can be a risk factor for stillbirth. A
recent study showed that around
half of women who had a stillbirth
had noticed reduced movements.

Diabetes risks to
pregnancy are unheeded

Under half (46%) of women
in England and Wales with
type 1 diabetes and only 23%
with type 2 diabetes took the
recommended daily 5 mg of
folic acid before conceiving,
and few had the recommended
blood glucose levels in the first
trimester, the annual National
Pregnancy in Diabetes
Audit found. Many
women had no contact
with an antenatal
diabetes specialist
team during the
first eight weeks of
pregnancy. Rates
of stillbirth were twice
as high in women
with diabetes as in
the general population
(10.6 v 4.7 per 1000 births).
(doi:10.1136/bmj.i5696)

Babies should share
parents’ room for a year

Babies should sleep in their
parents’ bedroom for six months
and ideally a year to decrease
the risk of sleep related death,

SIXTY
SECONDS
ON . . . STPs

REALLY? HOW SO?
The plans, unveiled by NHS England last
December, have three overarching aims: to
improve health and wellbeing, to improve
quality of care, and, crucially, to achieve
financial balance. Nigel Edwards, chief
executive of the Nuffield Trust, says that
the plans have the “potential to make
fundamental changes in the shape and
nature of health care services.” He warns that
in some areas up to 20% of beds may be cut
and that the number of hospital emergency
departments is likely to change (that is, they
will close).

Only half
of women
surveyed said that
they would call a midwife
promptly if they noticed
reduced fetal movement

guidance from the American
Academy of Pediatrics said. It
also advises that infants should
sleep on a separate surface in
their parents’ bedroom, such as
a crib or bassinet—but never a
sofa, armchair, or soft surface.
It recommends skin to skin care
immediately after birth for at
least an hour; breast feeding; and
placing babies to sleep on their
back. (doi:10.1136/bmj.i5711)
ЖЖBMJ CONFIDENTIAL, p 184

Alcohol pricing

Scottish court backs
minimum alcohol pricing

The drinks industry in
Scotland was urged to
accept a ruling by the Court
of Session in Edinburgh
on 21 October that the
Scottish parliament acted
within its powers when it
passed a bill implementing
a minimum price of 50p
a unit. The Scotch Whisky
Association, alongside other
bodies representing the alcohol
industry, has waged a legal
battle against the bill since it was
passed in 2012. It is yet to decide
on its next steps. (doi:10.1136/
bmj.i5720)
Cite this as: BMJ 2016;355:i5734

SELF
HARM
From 2005-06
to 2014-15 the
number of girls
aged under 18
admitted to
hospital for self
poisoning rose by

42%

(from
9741 to 13 853),
while admissions
for self harm
by cutting rose

385%

by
(from 600 to 2311)

SO, THEY’RE ABOUT SAVING MONEY?
Basically, yes. Amber Davenport (below),
head of policy at NHS Providers, says that
the “triple focus” of the original aims have
morphed into “money, money, money” and
that they’re now more about balancing the
books by 2020-21 than anything else.
WHO IS DRAWING UP THESE PLANS?
Representatives of local areas across
England have come together in 44 STP
“footprints” (areas that are collaborating).
Some footprints mirror existing partnerships,
while others bring together organisations for
the first time.
SO, WHY HAVE I NEVER HEARD OF
THEM?
The timetable for the plans is astonishingly
tight (at best ambitious and at worst
unrealistic, says Davenport). Footprints came
together at the beginning of this year and
were meant to have submitted plans by the
end of June—however, that was postponed to
the end of October.
WHERE CAN I SEE THESE PLANS?
That’s the million dollar question. A
spokesman for NHS England told The BMJ in
August that the plans would not be published
centrally and that it was up to the
footprints to unveil them to
the world. The campaigning
group 38 Degrees has tried to
find out more but has drawn
a blank in many cases and has
warned over the lack of scrutiny
of the plans.
ЖЖDIGITAL HIGHLIGHTS, p 183

Anne Gulland, London

Cite this as: BMJ 2016;355:i5752
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IAN HOOTON/SPL

Ultrasonography to check a baby’s size
is not necessary unless a woman has
diabetes, say the royal colleges

“Medicine
or surgical
interventions
don’t need
to be the
only solution
offered by a
doctor”

Royal colleges issue list of 40
unnecessary interventions
The Academy of Medical Royal
Colleges has issued a list of 40 tests,
treatments, and procedures that it says
are of little or no benefit to patients.
The list has been created by the
academy’s member royal colleges
and faculties, with input from patient
groups and the National Institute

for Health and Care Excellence, and
released to mark the launch of the
academy’s Choosing Wisely campaign,
which includes advice about
treatments for doctors and patients.
The Choosing Wisely initiative
aims to encourage doctors and
patients to have a fully informed

conversation about the risks
and benefits of treatments and
procedures before proceeding with
them. It recommends that patients
should always ask five key questions
when seeking treatment (right).

Avoidable tests
Examples in the list of how the
volume of tests can be reduced
include lessening the use of routine
preoperative tests before minor or
intermediate surgery, as most patients
do not need them, and not routinely
checking cholesterol concentrations
of patients taking a statin at the
recommended dose.
If a woman may have polycystic
ovaries, a blood test to look for a
typical hormone pattern should be
ordered before considering further
imaging, but blood tests are not
usually necessary to check hormone
concentrations if a woman over the age
of 45 presents with typical symptoms
of menopause, the list says. Imaging
is also not likely to be useful in minor
head injury, or for uncomplicated back
pain not associated with “red flags,”
and radiculopathy does not usually
require imaging.
For pregnant women, ultrasound
scans should not be used to check
if a baby is bigger than normal
for its gestational age unless the
mother has diabetes, and electronic
monitoring of a baby’s heart should
not be offered routinely during labour
unless the mother has a raised risk of
complications.

NICE calls for wider diagnosis of coeliac disease
GPs should offer a blood test to
anyone who has symptoms of coeliac
disease or who is at increased risk of
the condition, the National Institute
for Health and Care Excellence
(NICE) has recommended. Doctors
should ensure that people have been
following a gluten containing diet for
at least six weeks before the test.
Coeliac disease affects around
530 000 people in England but is
currently underdiagnosed, NICE
said. If coeliac disease is not treated it
can cause long term health problems
such as osteoporosis, ulcerative
jejunitis, and intestinal lymphoma.
172

Testing should also be offered
to adults who meet the diagnostic
criteria for irritable bowel syndrome
and to any first degree relatives of
people newly diagnosed with coeliac
disease. People who have a positive
serological test for coeliac disease
should be referred to a specialist and
advised to continue with a gluten
containing diet until the diagnosis is
confirmed. An endoscopic intestinal
biopsy to confirm coeliac disease
should be carried out within six
weeks of referral, NICE said.
Jacqui Wise, London
Cite this as: BMJ 2016;355:i5660

WHO TO TEST

Blunted villi, crypt
hyperplasia, and
excess lymphocytes
that typify coeliac
disease

The NICE quality standard said that
a serological test should be offered
to anyone with any of the following
symptoms:
• Persistent unexplained abdominal
or gastrointestinal symptoms
• Faltering growth
• Prolonged fatigue
• Unexpected weight loss
• Severe or persistent mouth ulcers
• Unexplained iron, vitamin B12, or
folate deficiency
• Type 1 diabetes, at diagnosis
• Autoimmune thyroid disease, at
diagnosis.
29 October 2016 | the bmj

FIVE KEY QUESTIONS PATIENTS SHOULD ASK

FIVE MINUTES WITH . . .

1.
2.
3.
4.
5.

Don Berwick

Do I really need this test, treatment, or procedure?
What are the risks or downsides?
What are the possible side effects?
Are there simpler, safer options?
What will happen if I do nothing?

In terms of treatment, plaster casts
are not usually required for children
with small “buckle fractures” on one
side of the wrist or for patients with
small fractures of the base of the fifth
metatarsal on the outside of the foot,
the list notes, as these can be treated
with removable splints and boots. When
patients are particularly frail or near the
end of life, doctors should discuss with
them discontinuing medicines that are
not for control of symptoms, and life
support should not be offered to patients
at high risk of death or severely impaired
functional recovery.
The Choosing Wisely campaign is
part of a global initiative to reduce overmedicalisation. A similar list launched
in the United States three years ago now
includes over 450 recommendations for
treatments or procedures.
Sue Bailey, chair of the Academy
of Medical Royal Colleges, said, “We
all have a duty to look after resources
in healthcare, especially when the
NHS is under so much pressure, but
that’s not the main motivation for this
initiative. What’s much more important
is that both doctors and patients
really question whether the particular
treatment is really necessary. Medicine
or surgical interventions don’t need to

Susan Mayor, London
Cite this as: BMJ 2016;355:i5727

Gareth Iacobucci, The BMJ Cite this as: BMJ 2016;355:i5742

Question habits
Katherine Murphy, chief executive of
the Patients Association, said, “This
list acts as an important reminder
that reviewing current practice in
medicine is important, not just because
it can help us improve on good and
bad experiences, but also because
sometimes habits form with little
justification for them.”
However, she questioned, “Why
has a list of unnecessary treatments
surfaced so late in the day in light of
well documented and huge financial
pressures on the NHS?”
While it was important that
good quality health education and
information were available to patients,
Murphy said that the onus should
not be on patients to ask questions
about the care they receive. “Yes, this
is an important part of a patient taking
control and understanding their health
and social care, but it is natural to defer
to a doctor’s expert advice, and doctors
should play a lead role in this.”
Ingrid Torjesen, London
Cite this as: BMJ 2016;355:i5732

interventions at the end
of their consultation:
referral to a weight
management group or
advice to lose weight.
Results, reported in
the Lancet, showed that
more than three quarters
(77%, 722 of 940) of the
patients who were offered
a referral to a weight
management group
agreed to attend, and
40% (379 of 940) of these
attended. In contrast,
only 9% (82 of 942) of

“T

he triple aim [of vanguards, or
new models of care] is better
care for people, better health
for populations, and lower per
capita cost.
“They’re doing pretty well. By working on
team based care, coordinating care, anticipating
need instead of being reactive, by empowering
clinicians, by giving patients more voice in their
own care, [some vanguards] are achieving double
digit reductions in emergency department use,
and double digit reductions in unscheduled
hospital use.
“In one area, they achieved serious reductions
in elective consultations because patients were
headed for interventions
they actually didn’t need,
and in another they’re
talking about reducing
demands for GP care
by 30-40%. This is not
rationing. It’s discovering
that you have different
ways to meet needs.
“There are also six
THIS IS NOT
care home vanguards
RATIONING. IT’S
that have developed a
DISCOVERING
comprehensive model
THAT YOU HAVE
DIFFERENT
of avoiding unnecessary
WAYS TO MEET
admissions to hospital.
NEEDS
The basic framework is
a strong evidence based assessment process to
know the level of risk, multidisciplinary teamwork,
and focusing hard on nutrition and physical activity
so that people are given support to remain active.
“I’m impressed by some of the vanguards that
are moving services from the hospital to primary
care. In some places there are very strong primary
care organisations and there’s no serious problem
gaining the interest of the GPs. In others there is
a much stronger history of small practice, and it’s
about winning them over.
“The biggest barrier is that GPs are working
extremely hard and don’t have the time to inquire
and learn.
“In vanguards it’s about getting results. The
question is will there be time for them to succeed.
It’s not going to be this year that the harvest
comes. But it’s important for the government
and executive leadership to respect the learning
processes that are under way.”

be the only solution offered by a doctor
and more certainly doesn’t always mean
better.”

GP weight loss referrals work
Most obese patients
found it appropriate
and helpful when their
GP briefly advised them
that losing weight would
benefit their health,
but offering referral to a
weight loss programme
was more effective in
achieving weight loss, a
trial has found.
In the trial 1882 obese
patients from 137 general
practices in England
were randomly allocated
to one of two 30 second

The US quality expert talks about NHS
vanguards two years after their launch

patients who were simply
given advice to lose
weight attended a weight
management group.
People allocated to
the weight management
support group lost nearly
twice as much weight over
12 months as those given
only brief advice (mean
of 2.43 kg v 1.04 kg,
adjusted difference
1.43 kg (95% confidence
interval 0.89 to 1.97)).
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Why can’t the NHS value junior
staff the way top companies do?
Bruce Keogh, national medical director of NHS England, speaks to
Abi Rimmer about the need to rebuild junior doctors’ trust

T

he frustration and
disillusion experienced
by a generation of doctors
have featured prominently
in media coverage of the
dispute between junior doctors and
the government over the new contract.
Bruce Keogh, NHS England’s national
medical director, says that the NHS’s
failure to value its juniors is one cause
of these doctors’ unhappiness.
“Successful companies and
successful organisations really spend
a lot of time in harnessing the energy,
the creativity, the enthusiasm, and
the commitment of people in their 20s
and 30s—the young professionals who
have the energy and the vision,” he
says. “I genuinely think that we don’t
make the best use of the junior doctors
in our NHS.”
He adds, “I think that’s become clear
in some of the discontent that we have
seen recently. So there’s a massive
untapped opportunity for the NHS.”
Speaking ahead of next week’s
Leaders in Healthcare 2016
conference in Liverpool, organised
by the Faculty of Medical Leadership
and Management and BMJ (www.
leadersinhealthcare.com), Keogh
says that the NHS’s failure to value
junior doctors prompted the launch of
initiatives such as Agents for Change in

“I genuinely
think that we
don’t make the
best use of the
junior doctors
in our NHS”

2007 and the faculty itself in 2011. But
he says that the NHS still has a long
way to go until the whole service is
successfully engaging its junior staff.
Keogh acknowledges that during
the contract dispute junior doctors’
faith in the establishment was shaken.
Though it will take time to rebuild trust
between junior doctors and leaders in
the profession, Keogh says that it can
be done.
“Trust is gained or restored by
action, not necessarily by words,” he
says. “So I think that it’s incumbent on
specific organisations such as Health
Education England, NHS Employers,
NHS Improvement, and individual
trusts to recognise the legitimate
concerns that have been expressed
by junior doctors and to actually take
some action to make sure that these
are addressed.”
Health Education England has
started work to deal with some of
these concerns, he says, but this work
has not yet filtered through to junior
doctors on the ground. “It’s only when
the main body of people recognise that
their legitimate concerns are being
addressed that they will start to trust
people in official positions.”
Keogh himself has been subject to
criticism during the junior doctors’
dispute, something he says comes

with the territory. He says that he has
always been a supporter of junior
doctors, and continues to be so, but
that this may not always be publicly
obvious. “In the sort of environment in
which I work you win your arguments
in private,” he says. “If you take your
arguments public you close doors. I
think you have to be very judicious in
any leadership position about making
comments publicly when you’re trying
to influence people.”
One of the topics set to be discussed
at the upcoming Leaders in Healthcare
2016 conference is “Who leads the
profession?” Keogh says that, although
there are many different answers
to this question, some of the most
important leaders in the NHS are the
doctors who work on the front line,
inspiring the next generation.
This sort of doctor is, he says, “kind
and compassionate, who brings
forensic scrutiny to diagnostics, and
who is good at determining the right
treatments—the sort of person who

FIVE FACTS ABOUT RECRUITMENT TO GP SPECIALTY TRAINING
New UK-wide
data from
Health
Education
England for
2016 show
that the
number of
GP trainees
recruited to
specialty
training
year 1 was the
highest ever
174

1

UK
VARIATION

Overall 90% of GP training
places available in England
were filled (2936 of 3250).
Northern Ireland filled 99%
of its training places (84 of
85), and Wales 96% (130 of
136). Scotland wasn’t quite
so successful: 68% were
filled (287 of 425).

2

3RD RECRUITMENT
ROUND

As in 2015 an additional
third recruitment round took
place for GP training posts.
Overall 82% (2691) of
posts in England were filled
after the first and second
recruitment rounds, as were
94% in Northern Ireland,
85% in Wales, and 59% in
Scotland.

3

SUCCESS
HOTSPOTS

Some areas of England
accepted more trainees than
places originally available.
Thames Valley filled all its
130 training places, London
filled its 465 places and
accepted a further three
trainees, and Kent, Surrey,
and Sussex accepted 253
trainees, despite originally
advertising 247 posts.

4

NOT SO
SUCCESSFUL

Some other areas were less
successful at recruiting GP
trainees. Yorkshire and the
Humber filled 78% of its
training posts (275 of 351),
and the North East filled
79% (151 of 192). The North
West had the third lowest
rate in England, filling 81%
(390 of 483).

29 October 2016 | the bmj

The locum cap is working but we still
have a long way to go
TONY BUCKINGHAM/REX/SHUTTERSTOCK

Trusts are still using too many expensive agency staff, says NHS
Improvement’s Kathy Mclean
Before NHS Improvement introduced controls
aimed at reducing expenditure on agency
staff in the NHS, trusts’ spending on such staff
had been spiralling out of control, growing
25% on average year on year.
A year after the caps were introduced, we
have made a difference and are starting to
reap the benefits. Trusts up and down the
country have worked hard to save a total of
just over £600m to date. It’s a solid start, and
we expect agency costs to continue to fall.
However, despite all this hard work the
sector is still spending £250m a month on
agencies. We believe that this is because
trusts continue to rely heavily on agency staff.
Using agencies is an expensive solution
to staffing shortages. The 2015-16 bill for
medical agency staff in particular in the NHS
in England was £1.3bn, more than a third of
the total agency spend, and representing a
cost per tax payer of £51.
We recognise how challenging the
workforce market can be and that there are
staffing shortages in many specialties and
geographical areas.
This makes it even more important that
trusts take this opportunity to manage their
existing workforce better, because we have
found that they are still spending too much
on medical and dental agency staff. For
instance, sample data have shown an 18%
reduction in nursing agency prices but only
a 13% reduction in medical prices since
October 2015. We have seen the progress
made by trusts in reducing nursing agency
prices, but clearly we are not seeing the same
shift in medical staff.

inspires medical students and young
doctors to themselves be really good
doctors because actually that’s what
patients want above all else.”
Keogh says that in future there will be
an increasing need for doctors to display
leadership at a local level. He argues that
the sustainability and transformation
plans (STPs) being developed across
England will need significant clinical
input.
“On a day by day basis clinicians
engage closely with their patients,” he
says. “They share the anxieties, fears,
aspirations, and successes of their
patients, so they are very close to what
patients want, and they are in a position
to act as advocates for patients.
“That could be used to great effect at
the STP level, because clinicians tend to
bridge the gap between the aspirations
of patients and the aspirations of those
people designing healthcare systems
and services.”
Abi Rimmer, BMJ Careers
Cite this as: BMJ 2016;355:i5740

Kathy Mclean, executive medical director,
NHS Improvement
Cite this as: BMJ 2016;355:i5737

SWITCHING
SPECIALTIES

In some parts of
England trainees
joined the GP training
scheme from other
training programmes.
The data showed that
11 trainees joined
the second year of GP
training (ST2) after
having been on a
broad based training
scheme.

MARK THOMAS

5

Furthermore, we’re hearing that some
agency staff will not even consider accepting
work if it’s not negotiated at a starting point
well above the cap. This is unacceptable. It
puts employers in an impossible position that
they have to accept to ensure that patient care
isn’t compromised. This type of negotiation
isn’t fair or sustainable and shouldn’t be
taking place in the NHS.
NHS Improvement has developed a
guide to reduce reliance on medical agency
staff and to point trusts to ways they can
improve their workforce management
(http://bit.ly/2dCBFjn). But part of what NHS
Improvement plans to do next is to explore
what could be done to bring down the costs of
individual shifts that are paid above the cap.
Some estimates indicate that, if we can get
medical and dental shifts over the cap down
by £10 an hour, there is a potential saving of
over £100m a year.
We want to help trusts manage how they
deal with individual agency staff with high
fees and to make sure that boards have the
right level of oversight when their trusts are
agreeing these costs. Some trusts are getting
it right on reducing their medical agency
spend. For example, Barnsley Hospital
NHS Foundation Trust reduced its spend
on agency doctors by 40% in just over half
a year, through excellent leadership by its
medical director. But there needs to be wider
movement to make sure the NHS is doing
what it can to avoid paying over the odds.

the bmj | 29 October 2016 											

175

THE BIG PICTURE

New Gin Lane exemplifies today’s public health challenges

“The original Gin Lane depicts concern with some of the leading challenges to the public’s health in
the 18th century—not just alcoholism but other leading killers of the time”
This modern day interpretation (right) of William
Hogarth’s Gin Lane was commissioned by the Royal
Society for Public Health to mark its 160th anniversary.
In his 1751 etching and engraving (above), produced
in support of the Gin Act, Hogarth depicted the evils
of drinking gin. The act prohibited gin distillers from
selling to unlicensed merchants and increased fees
charged to larger retailers to discourage gin drinking,
which had been linked to petty crime. Instead people
were encouraged to drink beer, and the import of tea was
encouraged.
The Royal Society for Public Health commissioned
Thomas Moore to reinvent Gin Lane to reflect the public
health challenges of our time. His pen and ink drawing
depicts a scene in the same part of London more than
250 years later, showing the devastation inflicted on the
population by the modern day equivalent of gin, notably
fast food and obesity.
Shirley Cramer, chief executive of the Royal Society
for Public Health, said, “The original Gin Lane depicts
176

concern with some of the leading challenges to the
public’s health in the 18th century—not just alcoholism
but other leading killers of the time, including infectious
diseases and malnutrition. The leading threats to the
public’s health have changed over time, with infectious
diseases now supplanted by the growth in noncommunicable diseases such as those caused by obesity,
as well as a growing awareness of the importance of
mental wellbeing. We hope that when we look back on
this piece of artwork in another 160 years many of the
health issues it depicts will be a thing of the past.”
The Royal Society for Public Health will also publish a
paper, “Now and then: 160 years of the public’s health,”
written by Alex Mold and Anne Hardy of the London
School of Hygiene and Tropical Medicine. The paper lists
the top 10 causes of death in 1856, the year the society
was formed, 60 years later, and in modern times and
explains how and why changes in mortality took place, to
illustrate how public health priorities have changed.
Ingrid Torjesen, London Cite this as: BMJ 2016;355:i5758
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EDITORIAL

Twin problems of climate change and air pollution
New report urges action on both to maximise benefits for health

T

he UK is unique in having
incorporated a target for
reducing greenhouse
gases into primary
legislation—the Climate
Change Act of 2008. The ambitious
goal to reduce CO2 equivalents by
80% by 2025 compared with 1990
has the potential to be a game changer
in either a positive or a disastrously
negative way.
If the right choices are made,
achieving this target could result
in large improvements in urban air
quality—a leading contributor to poor
health in the UK. But the wrong choices
could lead to further deterioration in air
quality, as seen after the increased use
of diesel for road transport.
Given that ambient air quality is
recognised to be the second largest
challenge to public health (smoking
still leads the pack), it would be
catastrophic if the wrong decisions
were made again in trying to deal
with climate change. Recognising the
inextricable overlap between climate
change and air quality, a report from
the UK Health Alliance on Climate
Change considers how integrated
strategies could tackle both these
challenges.

Ambitious recommendations
The report makes several ambitious
recommendations, such as urging
better collaboration between agencies
and government departments, key
targets for cutting CO2 and improving
air quality, and encouraging health
professionals to do more. Although
not all new, these recommendations, if
achieved, would go a long way towards
decarbonising the UK energy and
transport sectors and ensure benefits
throughout the health system.
Calls for the government to increase
cross departmental collaboration
have been made previously, especially
by the parliamentary Environmental
Audit Committee, with limited
success. Policies on air quality are
spread across several departments,
178

The NHS has
borne the brunt
of health costs
associated with
air pollution.
For that reason
alone the
health sector
should take a
more active
role

Frank J Kelly,
professor, King’s
College London
frank.kelly@
kcl.ac.uk

including the Treasury, whose vehicle
tax regime has pushed car owners
towards diesel, an action that should
be reversed quickly.
Likewise, expanding existing clean
air zones and setting up new ones
in other cities is a central plank of
the government’s plans to bring NO2
emissions under control. However,
emission controls in London’s large
low emission zone (LEZ) are so
unambitious that they have been
largely ineffective.7
Other calls by the alliance, such
as phasing out coal powered energy
stations by 2025, seem simple, but
delivery will be difficult, arguably
impossible, given recent delays over
replacing old nuclear facilities.
The alliance’s call for better
monitoring of air pollution near
schools, hospitals, and other
critical areas is also unlikely to be
achieved. If anything, local and
central government are looking to cut
monitoring networks to save money,
not expand them. Increased ownership
of smart phones and development
of bespoke apps for disseminating
air quality information have led to
much greater public awareness of the
problem in London. This capability
should be rolled out across the UK.
The report also asks that current
EU air quality standards are retained
or improved after Brexit. Given the
government’s rather laissez faire

attitude to air quality but more gung-ho
approach to climate change, there is
good reason to worry that air quality
will lose out when decisions are made.
Finally, the report focuses on the
knowledge deficit among health
professionals. The NHS has borne the
brunt of health costs associated with
air pollution and will benefit directly
from improved air quality. For that
reason alone the health sector should
take a more active role in the decision
making process that drives change.

Monitor progress
Together, these recommendations go
some way towards addressing the joint
challenges of air pollution and climate
change. However, achieving any of
these goals will require a concerted
effort by a range of government and
non-government agencies. Progress
against set objectives must be
monitored to ensure delivery, although
it’s not yet clear how this will be done.
The Environmental Audit Committee
has already chided the government
for its lack of action on air pollution
several times and has largely been
ignored—what hope is there that the
UK Health Alliance will do any better?
If progress remains slow, we must
keep up the pressure and the search
for new initiatives. Watching and
waiting is not an option.
Cite this as: BMJ 2016;355:i5620
Find this at: http://dx.doi.org/10.1136/bmj.i5620
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The challenge of synthetic cannabinoids
An evolving problem that is difficult to detect and treat

T

he Psychoactive
Substances Act 2016,
which came into
force in May, signals
a new approach to
drug controls in the UK. For the
first time, the basis for illegality is
pharmacological action rather than
chemical structure. The act made it
illegal to produce or supply “spice”
or synthetic cannabinoids and to
possess them in a custodial setting.
Synthetic cannabinoids are a
group of structurally unrelated
compounds that act at the
cannabinoid receptors CB1 and
CB2. Spice is the commonest UK
term, but there are more than 500
other street names, including
“black mamba” and “annihilation.”
The chemicals are synthesised
in a laboratory, dissolved in a
solvent, then sprayed onto plant
material, which is smoked or, less
commonly, taken orally or injected.
Previous attempts to ban synthetic
cannabinoids failed because
compounds with novel structures
could be produced quickly.
The clinical challenge of these
substances mirrors the legislative
challenge in that the severity of
harms demands a substantial
response while their chemical
variety makes monitoring and
treatment challenging.

Vulnerable groups
Synthetic cannabinoids are
the most commonly used novel
psychoactive substances in Europe
and the US. Their use is common
in adolescents, and up to a third of
prisoners in the UK also use these
substances, possibly as a substitute
for cannabis; positive tests for
cannabis have fallen by 59%
Nicola J Kalk, NIHR clinical lecturer,
King’s College London
nicola.kalk@kcl.ac.uk
Alastair Boyd, John Strang, Emily Finch
See thebmj.com for author details

Synthetic
cannabinoids
are the most
commonly
used novel
psychoactive
substances in
Europe and
the US

in prisons over the past decade.
Synthetic varieties are often more
harmful than cannabis. A report
from nine English prisons recorded
54 serious incidents in which spice
was implicated over three months in
2015; in 44% of these the prisoner
required hospital admission for
toxicity, 19% involved violence, and
9% self harm.9 These substances
have also been associated with
psychosis.5
Greater toxicity can be attributed
to three pharmacological features.
Firstly, synthetic cannabinoids
show a 50-300 times greater
affinity for the CB1 receptor than
tetrahydrocannabinol (THC), so
a smaller amount occupies most
receptors. Secondly, they are
full agonists at CB1 receptors,
whereas tetrahydrocannabinol
is a partial agonist. Thirdly,
synthetic cannabinoids are also
full agonists at the CB2 receptor,
with downstream effects on other
receptors including the 5HT2A
receptor, implicated in tachycardia
and seizures.
Guidelines produced by the
expert group NEPTUNE provide an
overview of the assessment and
treatment of both acute toxicity
and chronic use of synthetic
cannabinoids. Diagnosis of acute
toxicity relies on clinical recognition
because synthetic cannabinoids
cannot be detected by routine urine
tests.

Symptoms and signs include
conjunctival injection, dry mouth,
cold extremities, tachycardia, and
hypertension.
The NEPTUNE guidelines do
not suggest investigations, but
the following may detect reported
complications: electrocardiography
to detect arrhythmia and ischaemia;
blood tests for urea and electrolytes,
liver enzymes, glucose, and
blood gases to detect electrolyte
disturbance, hepatotoxicity,
renal toxicity, and acidosis.
Supportive measures, including
intravenous fluids, antiemetics, and
benzodiazepines, are the mainstay
of treatment. Second generation
antipsychotics are recommended for
psychotic symptoms.
Heavy users and those with
dependence can be offered the
psychosocial interventions that are
effective for all addictions, delivered
according to the stepped care model.

Unknown quantity
Synthetic cannabinoids are
undoubtedly an increasing
problem but the effects of the
recent ban are uncertain: while it
may increase users’ perception of
harmfulness, there are also harms
associated with illegality, such as
criminalisation. The predominant
chemical families of synthetic
cannabinoids already in circulation
are unknown, limiting the
development of effective urine tests.
Finally, the optimal treatment of
toxicity is still unknown. Although
an antidote, rimonabant, exists,
it has severe side effects, and
it is unclear how or if it
should be used in
practice. Research
to identify best
practice and
best treatments
is therefore a high
priority.
Cite this as: BMJ 2016;355:i5639
Find this at: http://dx.doi.org/10.1136/bmj.i5639
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ARTIFICIAL INTELLIGENCE

The computer will
assess you now
Stephen Armstrong reports on work to develop
machines that can diagnose conditions faster and more
accurately than people

C

an a game of space
invaders defeat the
largest cause of sight loss
in the developed world?
Research at the heart of a
controversial deal between the Googlelinked artificial intelligence (AI)
company DeepMind and Moorfields
Eye Hospital aims to find out.
DeepMind, a UK based company
founded in 2010, recently signed a
series of deals with NHS hospitals
to develop diagnostic tools for
common conditions, including age
related macular degeneration with
Moorfields,1 head and neck cancer
with University College London
Hospitals (UCLH),2 and acute kidney
injury with the Royal Free.3
“I approached DeepMind’s
founder Mustafa Suleyman after

Can we trust
artificial
intelligence
companies with
patient data?
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“We’re struggling to deal with
the workload, and it means
patients who do have macular
degeneration may not be seen
in time while those who don’t
spend time worrying”
—Pearse Keane
reading an interview with him in
[technology magazine] Wired,4”
says Pearse Keane, a consultant
ophthalmologist at Moorfields
Eye Hospital, who specialises in
conditions of the retina, including
age related macular degeneration.

Optical coherence tomography
Over 600 000 people in the UK have
age related macular degeneration, and
200 people are diagnosed with the
DeepMind has perhaps received
the most intense scrutiny, but it
is only one of many AI companies
working in healthcare. IBM’s
Watson is being used to assess
tumours and suggest treatment
in 14 US and Canadian
hospitals12 as well as helping
children understand their illness
at Alder Hey Children’s NHS
Foundation Trust in Liverpool,13
while a further 90 companies
are using or proposing to
use AI in diagnostics, virtual
assistance for patients, and
drug discovery.14 All of these
projects hold huge potential
for improving healthcare but
depend on private companies
accessing patient data.
When DeepMind’s deal with
the Royal Free was announced
in April, there was patient
and press consternation at

healthcare data being shared
with Google.15 The New
Scientist reported that the
hospital had given DeepMind
data on 1.6 million patients
who attended three London
hospitals run by the Royal Free
NHS Trust—Barnet, Chase
Farm, and the Royal Free—over
the past five years.16 Privacy
group medConfidential said the
information had been obtained
without patient consent and
related to far more than kidney
function, the area DeepMind was
researching.
Christopher Laing, consultant
nephrologist and associate
medical director for patient
safety at the Royal Free
London NHS Foundation Trust,
explained that DeepMind
needed the huge trove of data
because relevant information

“DeepMind didn’t have
clinicians on its team, and
internal governance at
the Royal Free rushed it
through because Google
is a sexy company”
needed to be extracted from
all sorts of databases. The
Royal Free said patient consent
was implied under the UK’s
Caldicott guidelines for handling
healthcare data.4 The UK’s
data protection watchdog, the
Information Commissioner’s
Office, is still investigating a
complaints about one part of the
project, an app called Streams.17
“The data within NHS
hospitals are incredibly valuable
and we want to make sure we
make the best possible use
of that,” says Nicola Perrin,
head of policy at the Wellcome

29 October 2016 | the bmj

ISM/SPL

Trust. “But if we’re going to get
those benefits everyone has
to trust that system—patients,
public, and clinicians. People
are unaware of how data
are handled and they don’t
understand why commercial
companies want their data.”
“The problem with the Royal
Free deal wasn’t what they
were doing, it was how they
tried to do it,” says Phil Booth,
medConfidential coordinator.
“The nature of the process
and agreement—six weeks in
total—was a train wreck from
start to finish. DeepMind didn’t
have clinicians on its team, and
internal governance at the Royal
Free rushed it through because
Google is a sexy company.”
DeepMind has since hired
a senior clinical scientist,
Dominic King, who is also an

condition every day.5 Over the past 10
years, optical coherence tomography
(OCT) has revolutionised diagnosis.6
The technique uses light waves to take
cross sectional pictures of the retina.
Several high street opticians already
offer OCT scans in the UK, but the
problem, according to Keane, “is that
they don’t always have the necessary
training to read the scans.”
Keane says that high street
opticians are referring large numbers
of people with false positive results
for urgent NHS assessment. “We’re
struggling to deal with the workload,

honorary clinical lecturer at
Imperial College, London. It
has registered its AI system as
a medical device and set up an
independent panel of medical
advisers to review its work.18
The AI company is based in
the same central London office
as Google but insists there is
no way, under the agreements
it has made, that it can share
the healthcare data with its
sister company. But, says
Julian Huppert of Cambridge
and Peterborough CCG and
chair of the independent
review panel: “We will want
to confirm that there is no
sharing of that data, and we
have the budget to investigate
the security of any data— we
could hire anyone we wanted
to try to hack and DeepMind
would pay. It’s a model I would

like to see replicated by other
organisations.”
The company has also begun
direct consultation with patients
and has appointed Rosamund
Snow, The BMJ’s patient editor,
to help it to take into account
patients’ concerns and needs.
“It’s right that people are
concerned and want to ask
tough questions,” Mustafa
Suleyman, DeepMind’s
cofounder, told The BMJ.
“Possibly we could have done
things better. We’re rushing
so quickly to demonstrate
that we can have measurable
peer review clinical outcomes
because that kind of clinical
impact is what everybody wants
to see. Then people will be able
to evaluate the perceived tradeoff of access to data with respect
to this clinical outcome.”

and it means patients who do have
macular degeneration may not be
seen in time while those who don’t
spend time worrying,” says Keane
DeepMind’s machine learning
seemed to offer a solution—in
February 2015 the company published
a paper in Nature showing the results
of an experiment with a new kind of
AI algorithm.7 Existing AI systems,
like IBM’s Watson or Deep Blue, rely
on preprogrammed information—to
play chess, for instance, data
are taken from
chess champions.

“The
data
that we
access
from
the NHS
will never be
connected
or associated
in any way
whatsoever
with any
Google data”
— Mustafa
Suleyman
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Pearse Keane (left), an ophthalmologist at Moorfields Eye Hospital in London,
approached DeepMind’s Mustafa Suleyman (below) to develop automated diagnostics
for age related macular degeneration using optical coherence tomography (above)
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DeepMind’s AI, conversely, was given
a single task—increase the score in a
series of Atari console games, without
any information on rules, joystick,
or buttons. It was, in effect, learning
on the job with no guidance and it
learnt to play 57 different games
simultaneously with a skill that
matched human players. In 2015, a
DeepMind algorithm beat the second
best player of the Korean board game
Go in four out five matches.9
Keane hopes to use DeepMind’s
machine learning to create an AI
operated triage system for OCT scans.
“If you have OCT it will highlight
anything that needs to be seen
urgently. If it’s less urgent, you’ll
still be seen by a human but not as
quickly,” he explains.
DeepMind’s cofounder and the
public face of the company, Mustafa
Suleyman, told The BMJ that the
company’s mission—to use AI to
make the world a better place—led
it to healthcare where “in software
terms it has been left behind for the
last 20 years.”
The Moorfields project, Suleyman
explained, is “actually very similar” to
the company’s Atari research. “There’s
a scan of your retina and we want to
detect where there is a really distinct
hole through the three or four layers,
or where there’s a particular lesion.
With Atari, we give a score when the AI
agent pings a ball up and hits one of
the bricks. Here, humans have labelled
up these scans and the AI gets a reward
when it accurately labels every pixel in
the 3D video and accurately outlines
whether there’s a macular hole or not.
If there is a macular hole, then it sends
an alert or a warning.”
DeepMind’s project with UCLH
is similar. Before radiotherapy a
patient’s computed tomogram is
marked up by a radiotherapist to
identify healthy and cancerous
tissues to enable accurate targeting.
“This takes about four hours for
each radiographer to do so there’s
a very long delay from deciding on
treatment to being treated,” Suleyman
explained. “We can train a model,
we think, to provide a first cut for the
radiotherapy labeller.”
The Royal Free Hospital is hoping
to develop an app that will identify
patients at risk of acute kidney injury.10
182

maximise your points with least effort,”
he says. “What would be an equivalent
goal in patient care? A sense of
wellbeing? The normalising of a set of
biochemical parameters? In a situation
where we are all only too aware of the
way in which corporate interest has
conspired to influence the definition
of disease, how would one set the goal
within the sustainable business model
DeepMind have discussed?”

Artist’s impression
of the central
London office,
which will be
shared by Google
and DeepMind

Previous scans are used to educate
the AI—patient data, in other words.
“Moorfields has something in the order
of a million anonymised scans from the
National Screening Programme, and
we take away all of the metadata, so
they are completely non-identifiable,”
Suleyman says. The data are encrypted,
although he acknowledges it is
technically possible for someone with
extensive cryptography experience to
re-identify them.
Google bought DeepMind in
2014, and Google itself was then
absorbed, in 2015, into the global
conglomerate Alphabet Inc, making
Google and DeepMind technically
separate entities. But when DeepMind
announced its healthcare projects,
concerns were raised over NHS
hospitals handing so much patient
data over to a commercial company
with links to Google (see box).
“The data that we access from
the NHS will never be connected or
associated in any way whatsoever with
any Google data,” Suleyman says. “It
can only be used by DeepMind Health
for applications in healthcare that have
been mandated by the agreements that
we’ve signed with our NHS partners,
and it’s also stored in a completely
separate technical infrastructure
which has been audited by the Health
and Social Care Information Centre.”
However secure the data, some
patient advocates have additional
concerns. “One of the basic steps in the
design of an AI system is the setting
of a goal for an agent,” argues Rakhal
Gaitonde, senior scientist at the Indian
Institute of Technology, Madras, and a
member of The BMJ’s patient advisory
group. “Playing Atari, the goal is to

Stuck social problems
Suleyman says DeepMind’s aim is “to
make the world a better place.” He says
the company is targeting “stuck social
problems” for which there are enough
data to build a sustainable business
model and the potential to produce
a substantial benefit. Any private
company working with the NHS would
expect payment, he adds. DeepMind
recruited an unpaid independent
panel in March, featuring nine
clinicians, data experts, and patient
groups to review DeepMind Health.
“I think a lot of the concern is about
the word Google. People are rightly
concerned at Google combining
confidential health data with Google
chats or emails,” said Julian Huppert,
the panel’s chair and a member of
Cambridge and Peterborough Clinical
Commissioning Group.
DeepMind has also recruited a
clinical advisory group,11 including
Ara Darzi, director of the Institute of
Global Health Innovation at Imperial
College London, to oversee its
research, clinical efficiency, and best
use of technology.
“It’s too early to know what
artificial intelligence’s place in the
healthcare landscape will ultimately
look like,” Darzi told The BMJ.
“It’s clear the term AI carries a lot
of baggage that has no bearing on
the kind of research happening in
healthcare today. Ethics must lie at
the heart of all work in health, but
one of the aspects that most excites
me about DeepMind’s work is that it is
being designed in collaboration with
clinicians who have been immersed
in medical ethics throughout their
careers. We have the chance to help
shape this technology ourselves.”
Stephen Armstrong is a freelance journalist,
London stephen.armstrong@me.com
Cite this as: BMJ 2016;355:i5680
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Give STPs a chance
The NHS in England is treating
record numbers of patients and
achieving better outcomes, but it
is now facing some of the biggest
challenges in its history.
Against this backdrop, NHS
sustainability and transformation
plans (STPs) will be unveiled over
the next few weeks. These are being
designed by local NHS and social
care leaders, working together
across 44 patches of England, to find
ways to transform care and make
their local NHS more sustainable
within the current budget.
There has been much criticism
of STPs, amid concerns that some
have lacked public and clinical
engagement.
While some STP areas, such as
Devon and Cumbria, have already
started consulting clinicians and
the public on their plans, others still
need to do more. Members of the
public are unlikely to be persuaded
by plans to change the way their
NHS services are delivered without
clinical leaders’ backing.
Despite the criticisms, the reality
is that STPs are currently the only
game in town looking at how the
NHS can be made sustainable. There
is a need to radically alter the way
care is provided across the country.
Without STPs, we will be left with
purely arbitrary decisions taken by
individual commissioning groups
about what to cut in the NHS. We
need better engagement in the NHS,
and so we must give STPs a chance.
They provide a long overdue
opportunity to look radically at how
and where surgical and medical care
is provided. Patients and the types
of conditions treated have changed
as rapidly as the medicine that
treats them. Surgery, for example,
is often now much less invasive.
Whereas some operations, such as
gallstone removal, used to involve
big incisions with recovery times of

months, modern endoscopic surgery
enables people to be home within
48 hours, in many cases recovering
within a week.
The plans are also an
opportunity to respond to changing
demographics. Today most patients
in hospital are old and frail, often
with multiple illnesses or conditions
that require as much social as
medical support. Interaction between
hospitals and primary, community,
and social care is extremely
important. Yet many of these
different organisations don’t—and
currently can’t—share information
or communicate with each other
well enough, leaving patients and
their carers confused about who is
responsible for their care.
To succeed, STPs are going to
need cash, particularly at a time
when NHS capital budgets have
been repeatedly squeezed. Without
money STPs will be purely about
saving money—all sustainability
and no transformation—making
them even harder to sell. The Royal
College of Surgeons would like to see
a targeted NHS fund to enable more
care to be provided out of hospital
and closer to patients’ homes.
Whether or not we think STPs
are a good idea, as doctors we owe
it to our patients, particularly the
frailest, to take every opportunity
to look seriously at how we can
sustainably change the way we
provide care. We must challenge the
bad and champion the good. Let’s
give STPs a chance.
Clare Marx, president, Royal College of
Surgeons
̻̻Read this blog in full at http://
bmj.co/STPs
ЖЖSIXTY SECONDS ON . . . STPs, p 171

DIRECT FROM TWITTER
Should local government
run the NHS?
In a recent blog Andrew Furber,
president of the Association of
Directors of Public Health UK, asked:
should local government run the
NHS?
̻̻http://bmj.co/Furber
Here are some of the responses to
the blog from Twitter:

@fliss59
Absolutely not. NHS would be better
running social care

@Jim_139
Could hardly do a worse job than DH.
But inclined to think govt would use
this as scapegoat scheme for killing
NHS

@SBahooshy
Local government should not run
the NHS. They are two very distinct
brands with a very different set of
public opinions

@jjoefowler
Should NHS be democratically and
financially accountable locally would
be my question

@markgamsu
NHS is not a govt body but often
forgets this—needs more local
accountability

@GrahamBurgess4
Short answer NO. But they must find
and use common ways to work better
together.

@NicolaClose
Public service should be less tribal—
it should be about people in a place,
not organisations

@JohnTizard
Interesting idea for debate
which could lead to real local
accountability, integration, and long
term outcomes
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Peter Fleming

“Back to Sleep” guru
What was your earliest ambition?
To be a doctor—though what little understanding I had came largely from
watching Dr Finlay and Dr Kildare.
Who has been your biggest inspiration?
Charlie Bryan in Toronto, who taught me that understanding physiology (a subject
I loathed at medical school) was the best way to understand what I was doing to
patients and what the likely effects might be. His influence led me to do a PhD
in physiology, for which I’m forever grateful. His view that, “if students have to
learn lists to remember medical information then we have failed to help them
understand the subject,” remains central in my approach to medical education.
What was the worst mistake in your career?
At the time, I thought that it was leaving Toronto in 1978 to return to Bristol.
What was your best career move?
With hindsight, staying in Bristol in 1994 rather than accepting a chair in Toronto.
Peter Fleming’s research into sudden infant
death has saved thousands of lives by
simply putting babies to sleep on their
backs. Now professor of infant health
and developmental physiology at Bristol
University, in the late 1980s he led a
pioneering study that sharply reduced
these deaths by altering the sleeping
position. In 1989 more than 1500 such
deaths were recorded; today’s figure is
around 200 a year, and most cases are
now linked to mothers who smoke. Having
grown up in Medway in the 1950s as the
son of a naval dockyard worker, Fleming
spent many hours talking to bereaved
families to gather data, and he retains a
strong commitment to improving care
of vulnerable people and supporting
bereaved parents. Fleming is 67.

Who was your most grateful patient?
I can’t say, but the aspect of my work I’m most proud of is that many thousands of
children have not died as a result of “Back to Sleep” campaigns. I’m very pleased
that they don’t know who they are, so none has any reason to feel grateful.
Bevan or Hunt? Who has been the best and the worst health secretary?
After Nye Bevan I think that Frank Dobson would be my nomination for best, as
he fought effectively for increased funding and abolished the “internal market”
in healthcare (at least for a while). The worst is more difficult, though I think that
Jeremy Hunt has now managed to oust Andrew Lansley.
Who is the person you would most like to thank, and why?
My mother, for encouraging me to believe that a boy from a council estate
could make it into medicine; and my wife, Jo, for tolerating my idiosyncrasies,
supporting my better ideas, and helping me to recognise when I get things wrong.
To whom would you most like to apologise?
My four sons, for spending so much of their formative years working.
If you were given £1m what would you spend it on?
After ensuring that my sons were debt-free, I’d give the rest to Greenpeace.
Where are or were you happiest?
Working on, or just enjoying, the land of our smallholding and home on Dartmoor.
Do you support doctor assisted suicide?
In principle, we should all have the right to determine when and how our lives end,
but I have reservations about our ability to protect vulnerable or disabled people.
What book should every doctor read?
Any book, as long as it isn’t just medicine.
What, if anything, are you doing to reduce your carbon footprint?
We generate much of our electricity from photovoltaic panels, I drive an electric
car, and we’re vegetarian . . . but our annual visits to our grandchildren in
Australia mean that we have a lot further to go.
What is your pet hate?
Intolerance of people who are different.
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