this week

GPs demand ballot on closing lists
GPs have demanded that their leaders
ballot the profession on the potential mass
closure of practice lists in response to the
current crisis facing general practice.
Representatives at the annual
conference of local medical committees
in Edinburgh last week passed a motion
condemning the failure of the rescue
plan promised in NHS England’s General
Practice Forward View to deliver “the
resources necessary to sustain general
practice.” In response, the motion
demanded that the BMA’s General
Practitioners Committee (GPC) “ballot GPs
as to whether they would be prepared to
collectively close their lists in response to
this crisis.” After an electronic vote the
motion was passed by 140 votes to 79.
In an impassioned speech, Jackie
Applebee of Tower Hamlets Local Medical
Committee, who proposed the motion,
urged the conference to send a strong
message to the government about GPs’
unsustainable workload, which she said
was endangering the safety of patients.
Applebee said that the prime minister
“does not understand the value of general
practice” and argued that only collective
action would make the government
understand the depth of feeling in the

profession. “Time after time we say the GP
Forward View is an inadequate sticking
plaster for the crisis in general practice.
Applebee acknowledged that mass
closures of lists might leave some patients
unable to get healthcare in the short
term, but she said that it was unsafe for
practices to register new patients in the
current climate because they were so
overburdened and under-resourced.
“I argue that it is our duty to protect
our patients, manage our workload,
and close our lists. It wouldn’t take the
government long to realise how valuable
we are,” she said. “If we do nothing [the
service] will collapse, and there will be
no access for anybody. The government
need to make provision [for patients] by
funding the NHS properly.
GPC negotiator Mark Sanford-Wood had
warned that the BMA could be at legal
risk for promoting a breach of contract if it
coordinated such action.
But Applebee said, “This is in the
interests of patient safety, our morale, our
mental and physical health. We can’t carry
on as we are. I urge you: have courage. If
not now, when? Please support this.”
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2017;357:j2494
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Jackie Applebee: “If not
now, when?”
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SEVEN DAYS IN
Brexit threatens status of over 2000 GPs

More than 2000 GPs providing care to nearly 3.5 million patients could be lost to the
NHS if their status were not protected during Brexit negotiations, the Royal College
of General Practitioners has warned.
An analysis by the college estimates that 2137 GPs across the UK hold their
primary medical qualification from an institution located in another country in the
European Economic Area, which includes EU countries together with Switzerland,
Norway, and Iceland.
The royal college is calling for the next government to guarantee the status of all
EU healthcare professionals working in the NHS and to add GPs to the Migration
Advisory Committee’s list of shortage occupations, which would make it easier to
recruit GPs from overseas.
Helen Stokes-Lampard (left), chair of the RCGP, said, “Losing this skill and
experience [of 2000 GPs] would be disastrous for the sustainability of our health
service and our ability to deliver the care our patients need. It is essential that EU
workers in general practice and across the health service continue to feel welcome
and valued, and that their future is secure.”
Ingrid Torjesen, London Cite this as: BMJ 2017;357:j2482

NHS deficits

Trusts overspend by
£770m despite bailout

NHS trusts are set to record a
combined deficit of £770m in
2016-17, an analysis by the
Health Service Journal showed.
This is substantially less than
the record £2.45bn overspend
incurred in 2015-16 but £190m
more than the maximum
£580m target set by NHS
Improvement (NHSI). NHS leaders
acknowledged that the £770m
figure would have been higher
without £1.8bn of bailout funding
in 2016-17. NHSI was blocked
from publishing the year end
figures earlier this month
under election purdah rules.

Drug prices

Aspen faces probe over
hiking generic prices

The European Commission
launched an investigation into
increased prices on cancer drugs
imposed by Aspen, a South
African company, which acquired
five drugs from GlaxoSmithKline
in 2009 in a deal worth $2.2bn
(then about £1.4bn) in cash and
shares. Aspen increased the UK
price of busulfan, a leukaemia
drug, from £5.20 to £69.02 a
pack, and chlorambucil, also
used in leukaemia treatments,
increased from £8.36 to £42.87.
330

Tobacco control

Plain packaging hits the UK

Standardised cigarette packaging
with large graphic warnings
came into effect in the UK at the
weekend. All packs must contain
20 cigarettes to be big enough to
display the health warnings. The
EU Tobacco Products Directive
extends to e-cigarettes, which
are limited in strength and size.
Health warnings on the front and
back of e-cigarette packaging
reads: “This product contains
nicotine which is a highly
addictive substance.”

Smoking and vaping
are restricted in
Philippines

Smoking or vaping by
adults in the Philippines
will be restricted to
designated areas of
10 m2 located at least 10 m
from entrances or exits of
buildings, under an executive
order signed by President Rodrigo
Duterte. All indoor smoking will
be banned, and anyone flouting
the rules will face four
months in jail and a
fine of 5000 pesos
(£77). About a third of
the adult population
smoke—some
17 million
people.

Antibiotics

Delayed prescriptions did
not harm patients

Offering a delayed rather than
an immediate prescription for
antibiotics to adults with lower
respiratory tract infections
was associated with a lower
likelihood of a
subsequent GP
consultation
and no increased
risk of admission or death, a
study in The BMJ showed. Repeat
consultation for new, worsening,
or non-resolving symptoms
was common, occurring in
19.7% of patients who received
no antibiotics, 25.3% who
had immediate antibiotics,
and 14.1% with a delayed
prescription (see p 345).

Ebola

WHO is ready to deploy
vaccine in outbreak

For the first time during a live
outbreak of Ebola a vaccine
could be used to stop the
disease spreading. As of 17 May,
20 cases of Ebola had been
recorded in the Democratic
Republic of Congo,
including three deaths.
Peter Salama (below),
of WHO,

said on 18 May that WHO had
been talking to the country’s
government about deploying
the vaccine, which proved
effective in a 2015 trial in Guinea
but is not yet licensed. He said
that the vaccine must be kept
at –80°C, posing an “enormous
challenge” in an area with
poor road access
and no large scale
electrification.

Surgery

Private sector needs same
safety rigour as NHS

The Royal College of Surgeons
called for a review of safety
standards in the private sector
after the conviction of Ian
Paterson, who was found guilty
last month of 20 counts of
unlawful wounding after carrying
out unnecessary operations.
The private sector should be
expected to report the same
kinds of patient safety data as the
NHS, the college said, including
unexpected deaths, “never”
events, and serious injuries, to
reassure the public that rogue
surgeons will be identified.
It should play a better role in
clinical audits, the college added,
and this should be a condition of
all NHS and private organisations’
registration with the regulator,
the Care Quality Commission.
27 May 2017 | the bmj

MEDICINE
Health ranking

UK is 30th, behind many
European countries

The UK was ranked 30th of 167
countries in terms of healthcare
quality and access in 2015,
with a score of 84.5/100 in the
Global Burden of Disease study
published in the Lancet. The
score is based on death rates
from 32 diseases that effective
medical care could have avoided.
Andorra maintained its top
ranking from 1990 with a score of
94.6, followed by Iceland (93.6),
Switzerland (91.8), Sweden
(90.5), and Norway (90.5).

Research news

YOU MEAN THE PRACTICE OF
SCREENING WOMEN BEHIND A
CURTAIN IN SOME SOCIETIES?
No, of course not. I mean the pre-election
period when no new policy announcements
can be made, and civil servants cannot
provide support to ministers working on
the election campaign. There have been
complaints that during this election the
government is taking purdah too far.
IN WHAT WAY?
In a letter to cabinet secretary Jeremy
Heywood, the Science Media Centre and
organisations such as the Royal Statistical
Society say that scientists have felt unable
to comment on certain news stories.

Low investment
in specialist care
has been blamed
for poor cancer
outcomes in
the UK

Thrombocytosis may link
to cancer risk

A cancer diagnosis should be
considered in patients with
thrombocytosis, researchers
suggested, after they found
that 11.6% of men and 6.2%
of women with the condition
developed cancer in the next 12
months. If only “5% of patients
with cancer have thrombocytosis
before diagnosis, one third of
them have the potential to have
their diagnosis expedited by at
least 3 months; this equates to
5500 earlier diagnoses annually,”
the authors wrote in the British
Journal of General Practice.

Tailored emails improve
smoking cessation

Abstinence from smoking was
considerably higher in smokers
who received multiple tailored
emails (34%) than in those sent
just one email (25.8%), a study
in Tobacco Control found. J Lee
Westmaas, lead author, said, “It
appears that personalisation in
the emails and their frequency—
initially every day and then
tapering off—gave people the
assurance that someone cared
about them, and wanted them
to succeed. They were receiving
daily or nearly daily guidance
about how to deal with issues
that came up in their quit attempt,

SIXTY
SECONDS
ON . . .
PURDAH

made possible by a relatively
simple computer tailoring
algorithm.”

WMA

BMA’s request to suspend
president is rejected

A request by the BMA that the
president of the World Medical
Association, Ketan Desai,
who took up the two year post
in October 2016, should be
suspended pending a resolution
of corruption charges by a court
in Delhi, India, was rejected.
Despite the rejected proposal
the BMA said that a “proposition
has been put forward to do
background checking and assess
‘appropriateness’ on future
candidates for presidency, chair,
deputy chair, and treasurer, but
Desai remains in post.”

MENTAL
HEALTH
1180

A record
students who had
mental health
problems dropped
out of university in
2014-15, up from

380

in 2009-10
(Higher Education
Statistics Agency)

WHAT CAN’T THEY TALK ABOUT?
The letter says that some university
researchers were unable to comment on the
government’s draft air quality plan because
they were members of the scientific
advisory committee on air pollution.
Scientists have also been unwilling to
comment on climate change or the drought.
WHO ELSE IS AFFECTED?
NICE said that it was not issuing any new
press releases or notices until after the
election. Select committees also had to
finish their inquiries pretty sharpish, with
the health select
committee’s inquiry into
Brexit cut short.
WHAT DID HEYWOOD
SAY?
Guess what? He passed
the buck, saying that
it’s up to universities
to decide if researchers can comment on
something during the election period and
not Research Councils UK.
SO DO CIVIL SERVANTS JUST PUT
THEIR FEET UP DURING PURDAH?
According to Catherine Haddon, a fellow at
the Institute for Government, purdah is the
time when opposition parties have talks
with civil servants to prepare for a possible
change of government. But the snap election
means that’s unlikely to happen this time.
CAN PURDAH APPLY TO DOCTORS?
Unfortunately not. But wouldn’t it be great if
it applied to politicians and then we would
be spared all this dreary electioneering?
Anne Gulland, London

Cite this as: BMJ 2017;357:j2508

Cite this as: BMJ 2017;357:j2477
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GPs urge BMA to
explore copayments
for some services
Gareth Iacobucci reports from the
annual conference of the GP local
medical committees, which took place in
Edinburgh last week

Richard Wood
argued that
to consider
copayments was
to secure the
future of general
practice

GP representatives have urged the
BMA to explore the possibility of
introducing copayments for some
services in general practice, after
a vote at the annual conference
of local medical committees in
Edinburgh.
Conference voted to instruct
the BMA’s General Practitioners
Committee to produce a discussion
paper “outlining alternative funding
options for general practice,
including copayments,” as part of
efforts to safeguard the future of
general practice in the UK.

GPs passed the potentially
controversial motion by 146 votes
to 100 after an electronic vote. It
was carried despite a warning by
the GPC’s Alan McDevitt about the
message it may send to patients and
politicians.
But Richard Wood of
Buckinghamshire LMC, who proposed
the motion, said that it was time to
consider radical options so as to plan
for the future and ensure that general

practice remained sustainable.
Wood pointed to the dire situation in
Northern Ireland, which had led GPs
to the brink of quitting the NHS, as
evidence of the need to plan properly.
He said, “Fifty per cent of new
trainees qualifying to general
practice are becoming locums.
That means that half our future
workforce has already decided that
the current GMS [general medical
services] contract is not viable. Half

NEWS ROUNDUP FROM THE LMC CONFERENCE

1

GPs demand full
reimbursement of
“crippling” indemnity fees
LMCs unanimously demanded
that the BMA negotiate with
the government for the full
reimbursement of “crippling”
medical indemnity costs
for providing NHS services.
Delegates backed a motion
that also stated that the recent
contractual uplift to help
practices in England had been
“insufficient to cover the actual
rise in indemnity costs.”

2

Nagpaul calls for politicians
to focus on NHS
Politicians must end their
“callous disregard” for the
NHS and commit extra funding
to save general practice from
collapse, the head of the BMA’s
GP Committee (GPC) urged.
In his keynote speech to the
conference, Chaand Nagpaul
accused politicians of turning a
blind eye to the huge pressures
affecting the NHS.
332

3

GPs call for occupational
health service for all staff
The representatives unanimously
passed a motion calling on
the government to provide
a comprehensive, funded
occupational health service for
all GPs and practice staff. The
motion condemned the “woeful
provision” of occupational health
services for GPs. Though NHS
England recently launched a
national occupational service,
the motion demanded that
“a comprehensive funded
occupational health service”
be accessible to all GPs on a
performers list, including locums.

4

“Shambolic” Capita
is condemned
The conference condemed the
“shambolic” management of
primary care support services
by the private company Capita
and demanded that the head
of NHS England, Simon Stevens,
be held to account for the
“continued failure.” Primary

care support has been beset
by problems since Capita took
over services, including GPs not
receiving reimbursement for
trainees’ salaries and being
sent incorrect patient records.
The motion also demanded
that GPs be compensated
for extra work arising from
Capita’s “incompetency” and
that NHS England act urgently
to resolve any outstanding
payment issues.

5

GPs have “no confidence”
in CQC inspections
The conference unanimously
passed a vote of no confidence
in the Care Quality Commission
and agreed on the need to
develop guidance to “support
and empower” general practices
to challenge the process of
inspections and to support
practices through the appeals
process. The motion also
agreed on the need to ensure
that the regulator’s processes
were transparent and reduced

bureaucracy and that its
inspections were evidence
based and related to what
practices were commissioned to
provide.

6

Sack STP leaders who
exclude grassroots GPs
Representatives voted
through a motion instructing
the BMA GPC to ensure that
“STP [sustainability and
transformation partnership]
programme directors are
admonished and removed from
office if they fail to consult
LMCs.” The motion also
stipulated that the GPC should
ensure that money saved by
reducing reliance on secondary
care should be invested in
general practice and primary
care and that no further cuts be
made to secondary care services
without a thorough assessment
of local population growth and
patients’ needs.
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2017;357:j2480
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of our future workforce has already
voted with its feet.
“Agreeing that we are in crisis
is only half of what we need to do.
The other half is to know what our
options are for the future. We need
to know our own plan A, B, C, D, E,
and Z.
“There are copayment options. If
[a service] is not offered on the NHS
[already], it’s not privatisation to offer
it,” he added.

Wood pointed to the good health
outcomes delivered in other European
nations that operated part payment,
part free systems as a justification for
exploring copayments.
He said, “We have some of the worst
health outcomes in Europe. Don’t think
for one second that the free at the point
of contact, all you can eat buffet of
general practice is actually best for the
health of our patients.”
Before the vote, McDevitt, who chairs
the Scotland GPC as well as being a
member of the UK-wide committee,
said that he found the inclusion of
copayments “difficult” because of the
headlines it would create but said that it
was up to GPs to decide.
But Wood said, “I’m not asking us to
choose privatisation, I’m asking us
to educate ourselves to put us in the
best negotiation position and have
a plan. We don’t have to choose the
options, but we do need to know they
are there.”

Cindy Fedell
The director of informatics at
Bradford Teaching Hospitals talks
about ransomware and the NHS

“O

her a duty of care, even though she
was not their patient.
In May 2015 in the High Court Mr
Justice Nicol ruled that her case had no
chance of success and struck it out.
But Lord Justice Irwin, giving the
leading judgment in the Court of
Appeal, said that the woman’s case
was arguable and that expert evidence
should be heard. His judgment cited
two US cases in which the courts had
held that third parties had the right to
be given confidential medical
information.
“It is at least arguable
that it is irrational to
emphasise the need to inform
patients so that they may take their
own decisions about treatment, whilst
at the same time depriving of any legal
remedy identified individuals in respect
of whom a relevant doctor has specific
information which should cause them
to become patients,” he said.

ur trust wasn’t hit but we did
take protective measures.
We actually closed our doors
from an electronic perspective
by shutting off most of the
internet. We checked our system and put in
patches where needed.
“There was a lot in the press about the NHS being
vulnerable to cyberattack because it has legacy
systems and that patches were available before the
attack hit, but it is much more complicated.
“Legacy systems are an issue, but you can never
be fully patched because the cybercriminals are
ahead of you. Not all the patches that were needed
were out there, some suppliers were releasing
patches over the weekend.
“The NHS, like every industry, runs a very
complex suite of IT—some of it is brand new and
some of it is 10 years old, or more. When you buy
or build a piece of software, it can only run on
certain hardware. If you bought
the software 10 years ago
and there is no replacement
for it because the supplier
no longer exists, or it’s really
small, or you designed the
software yourself, and you are
dependent on it, how do you
patch it?
“I don’t think any particular
YOU CAN
system was more susceptible. NEVER BE
FULLY PATCHED
Some of it would not have
BECAUSE THE
been impacted at all because
CYBERCRIMINALS
it was so old. It all depended
on what PC it got into, and what ARE AHEAD
OF YOU
that PC had access to or what
that server had access to. The NHS was vulnerable
because we are all trying to work together for the
benefit of our patients. We have to have N3 (the
NHS broadband network) and other open channels
to share data and so it hits us as a whole.
“Everybody is moving to regional systems for
services such as pathology. We are going to have
to be aware that at some point those shared
services are not going to be available and we are
going to have to have a business continuity plan.
We have to accept that or we all hoard our internal
systems and have these huge cost inefficiencies in
our systems. You can’t have it both ways.”

Clare Dyer, The BMJ

Ingrid Torjesen, London

Cite this as: BMJ 2017;357:j2433
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Cite this as: BMJ 2017;357:j2503

Huntington’s case raises doubts
about withholding test results
Doctors could come under a new duty
of care to the families of patients with
hereditary illnesses, after the Court of
Appeal ruled that a test case should be
heard by the High Court in London.
Three appeal court judges
overturned a 2015 decision by a
High Court judge to throw out a
claim against three NHS trusts by the
daughter of a man with Huntington’s
disease who had refused to allow
his medical team to tell his three
daughters of his diagnosis.
The woman gave birth
to a daughter in
April 2010 and
four months later
accidentally learnt
about her father’s diagnosis. She was
given a diagnosis of Huntington’s
disease in January 2013.
The woman sued the three trusts,
claiming that she would have had
an abortion had she known that she
had a 50% chance of the disease.
She claimed that the doctors owed

FIVE MINUTES WITH . . .
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Myth of
medical
golden
age is bad
for young
doctors’
mental
health

O

lder doctors who
present the past
as a “golden age”
of medicine are
contributing to
the deteriorating mental health
of younger doctors, one of the
founders of a national mental
health service for doctors has
said.
Clare Gerada, a partner at
the group of general practices
that run the NHS GP Health
Service and the Practitioner
Health Programme, said
that a mythologised age of
medicine places a burden on
younger doctors. She made
her comments while giving
the William Pickles lecture at

the Royal College of General
Practitioners’ spring general
meeting in London on 12 May.
“I believe that the rise in
mental illness among doctors
has been made worse by the
older generation, my generation,
clinging to a distorted past, a
golden age that never was,” she
said. “This mythologised past
places an enormous burden of
unrealistic expectations on the
current generation of GPs.”
She added, “My generation
reminisces about continuity
of care, partnerships, and the
freedom to do what we felt was
right for patients, unconstrained
by the demands of a marketised
healthcare system. It’s true, it

was like that. But what we don’t
mention is the paternalism. Or
the patronage: you got on largely
by who you knew, not what you
knew. We don’t mention the
bullying, or the long hours, or
how as junior doctors we were
left unsupported, expected to do
most of the work on our own.”
Gerada said that there was
a sense that the increase in
doctors’ mental health problems
was because the current
generation was not “resilient
enough” and was “somehow
lacking the required stiff upper
lip.”
“What I do know is that
doctors, past and present, are
among the most resilient people

in society.” she said. “Given the
right support, doctors survive
and thrive in the face of adversity.
Resilience is about bending with
pressure and bouncing back. But
each of us has our breaking point,
beyond which we can go no
further. And it was always thus.”
Many young GPs, Gerada
said, made a “valiant but
futile attempt” to live up to
impossible standards set by their
older peers. “Facing up to our
professions’ past helps us to see
that those who came before us
were no better or worse than we
are today,” she said.
During her speech Gerada
also discussed what the future
GP would look like—beginning

LOCUM PAY SINCE THE IMPOSITION OF THE CAP
In the last three months of 2016 pay for locum doctors reached the highest since a cap on the hourly rate that NHS trusts could pay locums was
introduced in November 2015, figures indicate. Trusts can still hire staff above the capped rate when there is a legitimate patient safety requirement.

1

AVERAGE

Liaison, a company that
manages staff payment
systems, gathered data
on locums’ pay and
agency commission
rates paid by 58 NHS
trusts between October
and December 2016.
The average hourly rate
for locum doctors rose
by 1.4% in that period,
from £63.30 to £64.17.
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2

GRADE

Average rates for consultants
and doctors in the third year of
specialty training (ST3) rose by
1.8% and 2.4%, respectively.
The average hourly pay for ST3
locums was £60.74, while the
highest recorded hourly pay in
this group was £120. In contrast,
the average commission rate for
foundation year 2 locums fell by
2.9%.

3

SPECIALTY

Locum consultants in
radiology received the
highest average hourly
rate of all the specialties,
at £104.18 an hour.
However, the highest
rate was seen in general
medicine, at £187.50
an hour. This was the
highest rate recorded by
Liaison since it started its
analysis in 2013-14.

4

REGION

The East of England paid
the highest amount
in locums’ pay and
agency commission
rates for general medical
consultants, at £121 per
hour. It paid £33 an hour
more than Yorkshire and
Humber, which paid the
least. London trusts also
paid a high total pay and
commission rate, at £120
an hour.

5

REASONS

Unfilled permanent
positions accounted
for 85.9% of locum
bookings, a slight
decrease from July to
September 2016, when
they accounted for 87%
of bookings. Bookings
made because of clashes
or gaps in rotas rose from
5% in July to September
to 7.5% in October to
December.

27 May 2017 | the bmj

with five years of training. “Not
with the three years training that
we have now, or even four years,
but I hope five years, because
extended training will bring more
opportunities and increased
confidence to tomorrow’s doctors,”
she said.
Despite general practice
becoming faster, more litigious, and
more regulated it was also safer,
more equal, and more varied, she
said. “It may surprise you when I
say that, despite the difficulties we
currently face, I believe that there
has never been a more exciting time
to be a GP,” Gerada said.
In the future, doctors and patients
will have more equal relationships,
one where patients are more
involved but also more responsible
for their own health, she said.
“Social media will play a part in
the way that doctors and patients
communicate, creating a less formal,
more democratised relationship.”
Gerada also predicted that
genomics would take off, heralding
an era of truly personalised
medicine. “The new kind of doctor
will have learnt how to decipher
and translate this information for
patients, something we GPs with
our ability to manage risk, deal with
uncertainty, and care for our patients
holistically are skilled at,” she said.
Abi Rimmer, BMJ Careers
Cite this as: BMJ 2017;357:j2430

RCGP says next government must
tackle GP indemnity costs
The next government must
tackle rising GP indemnity
costs, the Royal College of
General Practitioners has
said.
Helen Stokes-Lampard,
the college’s chair, warned
that, without action, rising
indemnity costs could create
a crisis in general practice.
Unlike hospital doctors, GPs
have to purchase their own
medical indemnity.
In February, the lord
chancellor, Elizabeth Truss
(right), announced a legal
change that critics said could
add £1bn a year to the NHS bill
for compensation. A reduction
in the “discount rate”—the
rate that people receiving
lump sums for personal
injuries are expected to get
if they invest the money—
means that awards will have
to be significantly higher to
compensate. The change came
into effect on 20 March.
In 2016, the college
surveyed its members in
England about the cost of
indemnity. The survey had
around 1000 responses,

and these showed that the
average increase in the cost of
indemnity between 2015-16
and 2016-17 was 17.3%.
Stokes-Lampard said that
the current government had
promised that no doctor
would be worse off as a result
of the change, and she asked
the future government to
make the same commitment.
“We call on all political
parties to pledge to honour
this promise at the earliest
possible opportunity, so that
GPs are not faced with the
prospect of having to pay
massively higher bills,” she
said. “We need urgent reform
of a system that is becoming
increasingly unsustainable
and is getting in the way of
GPs doing their jobs.”
Last week, the Medical
Defence Union (MDU)
launched a “Save General
Practice” campaign asking for
urgent government support
for GPs who would be affected
by an increase in the size of
clinical negligence claims.
In the letter to MDU’s
GP members, Christine

Tomkins, chief executive of
the organisation, said that the
change had added hundreds
of millions of pounds to the
cost of clinical negligence
claims payable by all medical
defence organisations.
Tomkins said that,
despite the government’s
commitment to protect GPs
from a rise in indemnity
costs, no solution had been
announced. “With the
general election under way,
no announcement is possible
until after the election and
may not be forthcoming for
months,” she said.
Abi Rimmer, BMJ Careers
Cite this as: BMJ 2017;357:j2429

Questions doctors should ask candidates
Questions for Candidates –
a guide from the RCGP
The General Election is a great opportunity to ask your local candidates for
Parliament what they and their party will do to support patients and GPs if elected.
Why not stick this poster on the back of your door so you have these questions
ready to ask political canvassers?

• What will you do to act as a champion in Parliament for your local GPs and
for general practice as a whole?
• What will your party do to ensure that EU nationals working in health and
social care will be able to stay in the UK after Brexit?
• How will your party deliver increased investment in general practice?
• We have a chronic shortage of family doctors. How will you encourage
medical students to become GPs?
• Waiting times for GP appointments are growing and at the same time, GPs’
workloads are increasing – what will your party do to bring down both?
Remember – these are just suggestions. You may
want to ask specific questions about local services
or share your experiences of general practice in
your area – these would be very powerful.

Keep us posted – if you speak to candidates or
volunteers about general practice, let us know what
you asked and what kind of responses you got. You
can email us at campaigns@rcgp.org.uk

Follow up – if you find yourself wanting to ask
further questions but don’t get the chance, why not
write to, email or telephone the candidate to get
more information, or attend local hustings and ask
them in person.

Find out more – We have put together our own
political manifestos for general practice for each of
the four nations of the UK. Read more by visiting:
www.rcgp.org.uk/campaign

A leaflet of the questions can be
downloaded from the RCGP’s
website (http://bit.ly/2rcr2KD).

The Royal College of General Practitioners has put
together a set of five questions that GPs can ask
parliamentary candidates who come knocking at
their front door.
The questions are designed to help GPs draw
out candidates’ positions on issues to do with
funding for general practice. “We want to make
sure patient care is at the heart of this election
campaign,” the college says on its website. “You
can help by standing up for the NHS in your area
and making sure that all the candidates in your
constituency are putting patients first by backing
general practice.”
“The general election is a great opportunity to
ask your local candidates for parliament what they
and their party will do to support patients and GPs
if elected,” the college says. “If enough people
ask them about their family doctors, candidates
will push their parties to prioritise this issue.”

These are the five questions that the college says GPs
should ask prospective MPs:
• What will you do to act as a champion in parliament
for your local GPs and for general practice as a
whole?
• What will your party do to ensure that EU nationals
working in health and social care will be able to stay
in the UK after Brexit?
• How will your party deliver increased investment in
general practice?
• We have a chronic shortage of family doctors. How
will you encourage medical students to become
GPs?
• Waiting times for GP appointments are growing,
and at the same time GPs’ workloads are
increasing—what will your party do to bring down
both?
Tom Moberly, The BMJ

Cite this as: BMJ 2017;357:j2512
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THE BIG PICTURE

Through the
Microscope
After winning the silver gilt
medal and “best in category”
for her Breakthrough Breast
Cancer garden at the RHS
Chelsea Flower Show 2015,
garden designer Ruth
Willmott returns this year
with a variation on the theme.
“Through the Microscope” is
inspired by the work of the
charity Breast Cancer Now.
Willmott wants to continue
to raise awareness of breast
cancer but also the charity’s
research and what it is doing
to stop the disease taking
more lives in the future. The
design depicts a future where
all cells viewed through a
microscope are healthy.
The garden draws
inspiration from researchers
working in the laboratory, in
particular looking through
their microscopes. Three
vertical metallic circles
represent microscope lenses
aligned to focus on a black
microscope slide at the back
of the garden, which features
a circle of healthy cells. The
planting scheme and circular
cell shapes illustrate the
idea of magnification: plants
and cells increase in size
from the front to the back of
the garden, while showing
similarities in form, shape,
and colour.
See more photos and view the garden
in 3D at http://bit.ly/2rdcgmX.
Birte Twisselmann, obituaries and
editorials editor, The BMJ
Cite this as: BMJ 2017;357:j2519
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EDITORIAL

Uncertainty in medicine
Patients, doctors, and the wider public need a better understanding of medicine’s limitations

U

ncertainty is often
ignored as a subject
in medicine,
its importance
underappreciated and
its consequences suppressed. The
public could be forgiven for regarding
physicians as trafficking in certitude,
producing diagnoses or summarising
research with triumphant finality. To a
large extent, we participate in that self
delusion, and indeed encourage it.

Systematic study
The systematic study of uncertainty
did not begin in earnest until
the 1990s. Since then, it has
usually been studied in relation to
professional development. A 2014
study, for example, reported that
certain personality traits of general
practitioners influenced their levels of
anxiety about uncertainty; the authors
note this may lead to resource overuse
and medical errors.2 Nevertheless, the
general lack of attention to uncertainty
led to one recent high profile lament
that “the culture of medicine evinces
a deep rooted unwillingness to
acknowledge and embrace it.”3
Decades after the problem was
identified, it remains entrenched, and,
in an age of ever increasing objective
data, it is arguably worse.
Disputes about how to incorporate
uncertainty into medical management
have contributed to major controversies
in the past few years. For example,
guidelines on mammography remain
contentious, with some organisations
advocating an aggressive screening
strategy4 and others taking the opposite
approach,5 the differences resting
on alternative interpretations of the
consequences of false positive results
in low prevalence age groups. Similarly,
the drafting of the eighth Joint National
Committee (JNC 8) guidelines on the
management of high blood pressure
were so contentious that a dissenting
minority group issued a competing set
of guidelines.6 The dispute was mostly
not caused by conflicting analysis
338

apparent afterthought. The trial design
isn’t bad, but the language used to
frame the results most certainly is.

The admission
of uncertainty
forms the
starting
point for a
more open
conversation
between
patient and
clinician

Steven Hatch
associate professor
of medicine, UMass
Medical School,
Worcester, MA, USA
steven.hatch@
umassmed.edu

about which studies were optimally
designed, but rather how forcefully a
threshold recommendation should be
made given the inherent fuzziness of
the data.

Rhetorical and scientific problem
Uncertainty is therefore as much a
rhetorical as a scientific problem.
Modern, rigorous clinical trial design
has yielded more robust data but has
also made a fetish of “significance,”
where a P value of <0.05 can substitute
for a more nuanced understanding
of data. A recent paper on adjuvant
treatment of breast cancer with
aromatase inhibitors shows the
problem.7 The conclusion of the
abstract notes that aromatase
inhibitors “resulted in significantly
higher rates of disease-free survival,”
and then notes, “but the rate of
overall survival was not higher.” The
“significantly higher” rate the authors
tout is a mere 4%, which implies a
substantial amount of uncertainty
that there will be a tangible benefit
for any given patient. Nevertheless,
the authors choose to lead with this
assertion, adding that the treatment
had no effect on mortality as an

Avoiding overconfidence
Failure to acknowledge uncertainty
results in overconfidence and
inevitably leads to the phenomenon
of “medical reversal,” in which well
designed trials overturn existing
medical practices. Many established
practices have become accepted
through the advocacy of prominent
figures rather than careful study. In a
seminal paper, Prasad and colleagues
reviewed all original articles in a
high impact journal between 2000
and 2010, and found that about
40% of the 363 articles testing the
standard of care resulted in medical
reversal.8 Arguably, the majority
of these reversals could have been
avoided if the uncertainty inherent
in the established practice had been
acknowledged and contextualised
based on the strength of evidence.
How can we be more forthright
about uncertainty and avoid
overconfidence? One simple solution
could be to add an “uncertainty
grade” to abstracts, summarising
the quality of evidence as well as the
magnitude of the effect. The GRADE
approach to evidence already does this
for an increasing number of clinical
guidelines. The recommendations use
GRADE to consider the quality of the
overall evidence along with its clinical
context, providing some manoeuvring
space for both clinician and patient.
In practice, the admission of
uncertainty forms the starting point
for a more open conversation between
patient and clinician. By being more
direct about our limitations, we
are likely to foster greater trust and
hopefully greater confidence in our
joint efforts to manage the patient’s
condition. We ignore those benefits at
our peril.
Cite this as: BMJ 2017;357:j2180
Find the full version with references at
http://dx.doi.org/10.1136/bmj.j2180
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Have mortality improvements stalled in England?
Same data—different stories

A different story
Ten days earlier the Institute and
Faculty of Actuaries published the
latest version of its mortality model,
concluding that mortality had not
improved since 2011 and that death
rates for women were slightly higher
in 2016 than in 2011.5 Between 2000
and 2011 mortality improved (fell)
at an average rate of 2.2% a year for
women and 2.6% for men, but in
2016 it was 11% higher than would
have been expected if the earlier
improving trend from 2001 to 2011
had continued.
These apparently divergent findings
might be explained by differences in
analysis and presentation. The Institute
and Faculty of Actuaries conducted
a trend analysis, identifying 2011 as
the year when the trend in mortality
changed direction, whereas the Office
for National Statistics compared death
rates in 2016 with those in arbitrarily
chosen years—mostly 2001 and 2015.
Mark Fransham, researcher and DPhil candidate
mark.fransham@ouce.ox.ac.uk
Danny Dorling, Halford Mackinder professor
of geography, School of Geography and the
Environment, University of Oxford, Oxford
OX1 3QY, UK

The particularly high number of deaths
in 2015 might have skewed the results,
giving the impression of improvement
when actually death rates have not
fallen for five years.
Untangling the reasons for stalled
improvements in mortality will be
difficult. Potential explanations
include the crisis in healthcare and
social care1 and reduced spending
on benefits for pensioners on low
incomes.6 Pensioner poverty has
mirrored changes in mortality, falling
from 29% in 1997 to 13% in 2011
and remaining unchanged.7 Short
term influences, such as influenza,
have been posited but discarded as
explanations for this longer term
change to mortality trends.8 9
Percentage

O

n 6 April 2017 the UK
Office for National
Statistics released an
analysis of deaths in
England from January
2001 to the end of December 2016.4 It
said that fewer deaths were registered in
2016 (491 000) than in 2015 and that
the death rate in 2016 (958.0 deaths
per 100 000 population) was the second
lowest since 2001. Life expectancy in
2016 was higher than in 2015, and the
number of deaths in 2016 was lower
than expected based on the average
death rate between 2011 and 2015
(973.3 per 100 000). Death rates have
fallen among people aged over 75 since
2001, by almost a third for those aged
75 to 79, but “most of the fall was up to
2011, and there has been little change
since then” (figure).

The stagnation
of death rates
that began in
2011 coincided
with the newly
imposed
austerity
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Difference in mortality compared with 2001 in those aged 75 and
over, 2002 to 2016. Source: UK Office for National Statistics4

The stagnation of death rates that
began in 2011 coincided with a
radical change to public policy—the
newly imposed austerity policies
of the coalition government. This
is a plausible cause that ought to
be investigated by public health
officials responsible for monitoring
and improving the health of the
nation. The Office for National
Statistics produced its report
“with support from Public Health
England,” a government agency that
has yet to recognise the change that
occurred after 2010.10

Life and death
Death rates matter because they
tell us about the health of our
society and provide information
on which decisions are made.
The actuaries’ figures are used to
calculate the pensions that they
will pay out in the future. After
its release national newspapers
reported that £28bn had been wiped
off the pension liabilities of FTSE
350 companies.8 The stalling of
mortality improvement could mean
that final salary pension schemes
closed to new members due to being
unaffordable for companies could
have been affordable after all.11
These new data show that under
David Cameron and Theresa May
falling mortality rates have stalled;
progress is at its worst since the end of
the second world war. The response
from policy makers has been nonexistent. Until our statisticians and
demographers get their facts straight,
there is nothing to respond to. If the
causes of stagnating mortality are
amenable to changes in healthcare
and social policy, the cost of this
institutional lack of curiosity could
be measured not only in the billions
of pounds wiped off the values of
pensions, but in years of life lost to
millions of people.
Cite this as: BMJ 2017;357:j1946

Pensioner poverty has mirrored changes in mortality

Find the full version with references at
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CONSERVATIVE PARTY

Matthew Limb compares
the health pledges in the
Conservative, Labour, and
Liberal Democrat manifestos

If the Conservatives were re-elected on
8 June, Theresa May says she would give the
NHS the resources it needs. She pledged to
increase spending on the NHS by a minimum
of £8bn in real terms over the next five years,
which she said would raise real terms funding
per head of population for “every year of the
parliament.”
The Conservatives’ manifesto pledged to
introduce a new GP contract to help develop
wider primary care services and to reform
the consultants’ contract “to reflect the
changed nature of hospital care over the past
20 years.”
In addition, the target for 95% of patients
in hospital emergency departments to be seen
within four hours would be retained.

The Conservatives have
retained a commitment to
reduce immigration to the
tens of thousands. They also
pledge to double the charge that
organisations pay to employ
workers from outside the European
Economic Area. The party’s
manifesto promises that by the
end of the next parliament the
immigration skills charge, which
was introduced in April and
currently stands at £1000 per year
of a tier 2 visa (for immigrants
working in skilled areas), would
rise to £2000. It also pledges to
recruit up to 10 000 more mental
health professionals.

Labour has committed to raising £48.6bn
in extra taxes to match total spending
commitments for policies across wide
areas of the economy, including health and
social care. The manifesto pledged an extra
£30bn for the NHS over five years raised
by income tax paid by the highest 5% of
earners and raising tax on private medical
insurance. Resources would also be freed
up by “halving the fees paid to management
consultants.” The party would halt NHS
sustainability and transformation
partnerships (STPs) and ask people
to take part in “redrawing” them,
with a “focus on patient need rather
than available finances.”

Labour has pledged to guarantee
the rights of nationals of other
EU countries working in the NHS
and social care services to stay in
the UK, to end the public sector
pay freeze for NHS workers, and
to develop a national plan for the
health workforce.

The Liberal Democrats promised to increase
income tax by a penny a pound to raise an
extra £6bn a year to be ringfenced for NHS
and adult social care. The money would
fund “priority areas,” says the manifesto,
such as improving mental healthcare,
expanding access to community services,
supporting struggling GPs, and extending
general practice opening hours. Around
a third of the extra £6bn to be ringfenced
for NHS and adult social care would go to
social care, with about £3.5bn for health
spending in England, Wales, and Northern
Ireland next year, said analysts. The party
would also set up a cross party convention
to work out a sustainable long term funding
settlement if it came into power.

Like Labour, the Liberal
Democrats have pledged to
guarantee the rights of nationals
of other EU countries working
in the NHS and social care
services to stay in the UK, to end
the public sector pay freeze for
NHS workers, and to develop
a national plan for the health
workforce.

Cite this as: BMJ 2017;357:j2467
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What the
three main
parties are
promising
on health

FUNDING AND THE NHS

LIBERAL DEMOCRATS

GENERAL ELECTION 2017
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SOCIAL CARE

WHAT THE COMMENTATORS SAY

If the Conservatives are elected,
homeowners’ property wealth would
come under local councils’ means
tests to gauge people’s entitlement
to state funded support for social
care in their own home. Currently,
people can qualify for state funded
social care at home, such as help
with washing and dressing, if they
hold less than £23 250 in savings
and income. Under the proposed
change, they could still be eligible if
they hold a maximum
£100 000 in assets,
but the value of
their homes would
be factored into
assessments.

The Nuffield Trust said that more clarity
was needed about the Conservatives’ plans
for extra funding: when it would start and
whether pledged upgrades for buildings and
IT would be backed by new spending.
Chief executive, Nigel Edwards, said, “Even
under a generous interpretation of what will
happen to these other budgets, the share of
Britain’s national income going to the NHS
will continue to shrink, from 7.3% to 7%.
The same is the case for the other parties’
proposals as well: we are on course for
more than a decade of unprecedented
austerity.”
The BMA said that the Conservative’s
pledge to double the charge that
organisations pay to employ non-EEA
workers would exacerbate the NHS

“Even under a generous interpretation,
the share of national income going to
the NHS will continue to shrink”

If Labour won power it would lay
the foundations of a National Care
Service for England in its first year
and would “address the immediate
funding crisis.” It would also
increase social care budgets by a
further £8bn over the lifetime of
the next parliament, including an
additional £1bn for the first year,
the manifesto said.

The Health Foundation said that Labour’s
proposed investment in the English NHS
over the next parliament would provide an
“immediate and significant” £7.4bn cash
boost this year, including an extra £2bn a
year for capital investment. For the remainder
of this decade Labour has committed to an
average increase of 2.2% a year, accounting
for inflation, that will leave a £7bn shortfall by
2020-21, the Health Foundation said.
The Nuffield Trust said that Labour had
pledged a “real and significant immediate
commitment” that would provide short term
relief. But it took issue with Labour’s costing,
saying that the £30bn increase referred to
a “one-off boost of £6bn in the first year,
counted five times,” and did not include capital

investment or funding needed to reinstate
nurses’ bursaries.
Nigel Edwards, the trust’s chief executive,
said, “In three or four years’ time a funding gap
will re-emerge as NHS costs continue to rise, and
our current problems will return. A longer term
commitment to keep pace with rising prices and
the ageing population is still needed.”
Mark Porter, BMA council chair, said that
the NHS was at “breaking point” and that the
funding gap in NHS finances would soon hit
£30bn a year. “While many of the measures in
this manifesto sound promising, if the NHS is
to survive under any government it needs long
term, credible, and sustainable plans to deliver
the fully funded and supported NHS that staff
want and patients deserve,” he said.

The Nuffield Trust and the King’s Fund
welcomed the commitment to finding a long
term funding solution.
But Chris Ham of the King’s Fund warned
that previous reviews of this type had not
been acted on. “This time it would need to be
backed by a government that is committed to
taking tough choices to pay for the increased
spending needed,” he said.
Ham said it was right that services outside
hospital should be the priority for extra
funding. “Social care, public health,
and mental health have all suffered
from a lack of investment in recent
years,” he said.
The BMA welcomed the Liberal
Democrats’ commitments to increase

funding, protect EU health workers’ rights,
and extend integration of health and social
care. Mark Porter said, “There is an important
acknowledgment of how staff shortages affect
the delivery of safe, high quality patient care,
particularly in general practice, which is
experiencing a workforce crisis.”

If Labour won power it
would lay the foundations
of a National Care Service
for England
Around a third of the extra £6bn
to be ringfenced for NHS and adult
social care would go to social care.
The Liberal Democrats said that
they would place a cap on the
cost to individuals of social care.
On mental health, they would
increase access to clinically and
cost effective talking therapies and
end care placements out of people’s
areas to ensure that people with
mental illness can be
treated close to home.

the bmj | 27 May 2017

staffing crisis and “take around £7bn a year
from the NHS frontline.”
The King’s Fund chief executive Chris Ham
said that raising the means test threshold for
social care to £100 000 would provide some
protection for people with modest assets.
“However, including the value of people’s
properties in the means test for social care
provided in their homes is likely to mean more
people end up paying for these services,” he
said.

“Social care, public health, and
mental health have all suffered from
a lack of investment in recent years”
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FACT BOXES

Explaining medical risk to millions
Smart “fact boxes” on the benefits and harms of drugs and health screening are being rolled out
to millions of people in Europe. Gerd Gigerenzer and Kai Kolpatzik report

A

n alien investigating
healthcare on
Earth would be
quite puzzled. We
spend billions on
clinical studies but fail to ensure
that patients and physicians
are communicated the results
transparently.1 Instead they get
persuasion, marketing, and, in some
countries, misleading direct-toconsumer advertising.2 3
One tool to bridge this gap is
the fact box. Originally designed
for medication, it was introduced
and tested by US researchers Lisa
Schwartz and Steve Woloshin from
Dartmouth College. Their studies
showed that, unlike consumer
drug adverts, which led to largely
erroneous opinions, drug fact
boxes substantially improved the
understanding of the benefits and
harms of drugs.4 Their research led
to an ultimately doomed attempt
in the US Senate to get the Food
and Drug Administration to adopt
the fact boxes. Action was taken
elsewhere, however. Germany’s
largest health insurance provider,
AOK, serving some 25 million
people, has recently released 11 new
fact boxes (www.aok.de/factboxes)
on topics such as MMR vaccination,
flu vaccination for people aged over
60, vitamin D supplements, and
screening for ovarian cancer.

How the boxes work
The fact box on screening for ovarian
cancer with ultrasonography and a
serum cancer antigen 125 test (see
right) shows how the format makes
information clear and accessible. It
starts by providing information about
benefit under the summary line:
“Annual ultrasound examinations

SCREENING

ultrasonography or the blood test,
and it gives the full reference for the
study. It also makes clear that the
death rate was measured after 12 to
13 years.
The bottom section of the box
presents information about harms,
again beginning with a summary
line. It shows that out of every 100
women with a suspicious result, only
six had ovarian cancer, while 94 were
falsely alarmed. Of these healthy
women, 31 unnecessarily had an
oophorectomy, with some of them
experiencing severe complications
such as cardiovascular disease.
Further information is again provided
under “annotations and references.”

Reducing harm
do not reduce the risk of dying
from ovarian cancer.” Below that,
the available facts are presented
in absolute numbers. One design
feature of a fact box is that the two
alternatives—here, screening and
no screening—are presented side by
side so that the outcomes can easily
be compared. Here, readers see that
the death rate from ovarian cancer
was three out of every 1000 women
in each group. Thus, there is no
evidence that this type of screening
saves lives.
Further information is provided
about the evidence under
“annotations and references” (not
shown). For example, it states
that the PLCO study5 on which the
information is based was conducted
in the US and that it comprised some
35 000 women aged 55 to 74 who
participated in screening for five
years and a control group of equal
size in which women did not receive

100

For every
women
with a suspicious result only six had ovarian cancer
342

Lisa Schwartz and
Steve Woloshin:
US researchers
on a mission to
explain risk

The fact box puts patients and
physicians in a better position to
make informed decisions, which
unfortunately is not always the
case. In 2014, German physicians
recommended transvaginal
ultrasonography to about three
million women.6 More than
two million investigations were
performed, probably resulting in
more than 10 000 women having
healthy ovaries removed in just
one year. In addition to this harm,
women had to pay a total of around
€75m out of their own pockets and
the insurance providers millions
for all the unnecessary operations
and postoperative complications.7
This money is urgently needed
elsewhere in healthcare, such as for
patient safety or hiring more health
professionals.
Beyond pinpointing harmful
procedures, fact boxes can also
identify useful ones. For instance,
the fact box on MMR vaccination
shows a huge protective effect,
with only rare side effects, and also
explains that the commonly reported
association between vaccination and
autism is based on a fraud.
27 May 2017 | the bmj
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INTERNATIONAL AID

Nepal suffers as relief money is delayed
Despite billions of dollars being pledged for rebuilding after the earthquake in 2015, millions of
people in Nepal are still homeless and lacking infrastructure, writes Sophie Cousins

Delayed money
It took the government eight months to
create the National Reconstruction Authority
(NRA). It hoped that an autonomous grant
spending agency would make the process
more efficient and transparent. But it has
been marred by political infighting and red
tape, resulting in projects taking months to
be approved.
Some countries, including the UK,
bypassed the Nepal government and NRA
to fund their own projects. DfID committed
£70m for emergency shelters, water, and
sanitation, among other projects.
Soon after the earthquake, the Nepal
government gave families who lost their
homes 15 000 rupees (£130) for food and
clothing. Six months later, families were
given another 10 000 rupees (£75) each
for blankets and additional clothing. It was
later still that families received the money
344
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T

wo years ago, Nepal, one of
the world’s poorest countries,
was hit by a 7.8 magnitude
earthquake, with a massive
aftershock just weeks later.
The earthquake and aftershock killed
almost 9000 people, injured about 20 000,
and left more than four million people
homeless. It also damaged almost 1200
health facilities in a country that already
had poor health services and infrastructure.
(It had 2.1 doctors for every 10 000 people
in 2000-10, compared with 27.4 in the UK,
according to the World Health Organization.)
Within two months, donors, including
the UN, the World Bank, and the UK’s
Department for International Development
(DfID), had pledged $3.43bn (£2.6bn). But to
date Nepal has received only $2.81bn. Some
donors—including Bangladesh, Pakistan,
and Turkey, which promised $500 000,
$1m, and $2m, respectively—are yet to pay
up and may permanently renege on their
commitment.
Meanwhile, the International Federation
of Red Cross and Red Crescent Societies
and other non-governmental organisations
estimate that up to four million people are
still homeless, having endured two harsh
winters and monsoons in temporary shelters.

Thousands of families affected by the earthquake are still living in temporary shelters, two years on

promised for rebuilding their homes.
It took the NRA until last July to distribute
the first 50 000 rupees of a promised 300 000
rupee grant to just over 550 000 households
(out of 627 000 that were eligible). Of the
26 235 households that have applied for the
second instalment, just over 8000 are verified
as receiving the money.
The remainder of the $2.8bn received that
has not been earmarked for housing will be
spent on rebuilding schools, health facilities,
and other projects, including electricity
supply. But here too there is a long way to go.
Of the 1193 health facilities, including
hospitals, primary health centres, and health
posts that were damaged, only a third have
been rebuilt or repaired, and another 300 are
due to be fixed by the end of July, with money
recently released to the Ministry of Health.

Public health effects
Robust research on whether the loss of
infrastructure has affected people’s health is
lacking. However, Buddha Basnyat, director
of the Oxford University Clinical Research
Unit at Patan Hospital in Kathmandu, says
patients with chronic conditions such
as hypertension and diabetes may have
found it harder to get the regular drugs they
need. And Nepal’s national tuberculosis
programme reported that more than 4000
patients experienced disruption to their care,
and that there was more difficulty finding
contacts.

More than 1.4 million women and girls
were made homeless, an estimated 93 000
of whom were pregnant, according to the
UN’s Population Fund. Thousands have
since required emergency obstetric care
when giving birth, many in tents or damaged
buildings, Padam Simkhada, professor of
international public health at Liverpool
John Moores University, told The BMJ. But
no epidemiological data are yet available
to determine how the earthquake affected
Nepal’s improving record on maternal health.
The destruction of health facilities led to
more home deliveries, before safe delivery
tents were erected, according to Shilu
Aryal, head of Nepal’s Safe Motherhood
Programme. Major damage and loss of beds
continues to place unprecedented pressure
on Kathmandu’s largest maternity hospital,
which delivers 20 000 babies a year.
The earthquake and delayed
reconstruction may also have affected
mental health. In the first three months,
suicides rose 41%, police data show, from
the three months before.
Two years since the earthquake, and
despite Nepal receiving billions of dollars of
international aid, millions of people are still
waiting for houses, schools, and clinics to be
rebuilt. Meanwhile, the next major tremor
could be just years away, seismologists have
warned.
Sophie Cousins, journalist, New Delhi
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