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A
n NHS general practice in 
west London, GP at Hand, is 
offering to register patients 
for virtual consultations. 
It may also permanently 

destabilise English general practice.
One partner of GP at Hand is Mobasher 

Butt, medical director of the health IT 
company Babylon, and the practice uses 
the Babylon symptom checker app. 

GP at Hand also provides video call 
consultations for patients. If necessary, 
patients can arrange to be seen in person at one of several 
participating general practices. Its website says that the 
doctor may ask the patient to “perform simple checks, like 
feeling the glands on your neck.”

Who is it for? GP at Hand says, “We deliver all the core 
NHS primary care services”—but it then qualifies this by 
saying that “the NHS has suggested that the service may 
however be less appropriate” for people with learning 
difficulties, dementia, “complex physical, psychological, 
and social needs,” “complex mental health conditions,” 
drug dependence, or terminal illness, as well as for 
pregnant women and frail older people.

It’s very odd for the NHS to allow a contract that enacts 
such exclusion by design. In fact, the NHS’s general 
medical services contract specifies that refusing people 
registration on the basis of illness or pregnancy is not 
allowed. So why this exception? 

GPs are paid in a stupid way, such that we receive a flat 
rate of around £150 per patient per year. No matter how 
many home visits you have, no matter how many drugs are 
prescribed to you, the rate is about the same. The Quality 
and Outcomes Framework attempted to pay for specific 
disease management, and other fees and services are 
tangled in there, but that’s the essence. 

The people who barely need to see a doctor balance 
out those who need multiple visits. General practice 

needs a mix of patients—some with 
complex problems, some without—to 
ensure that it’s funded properly. Life 
could be made much easier for general 
practice by declining to take on our more 
complicated, and sicker, patients. But it 
would not be general practice.

What, then, would it be? Small groups of 
GPs running and working in their practices 
are not businesses in the true sense. If I 
were a business I’d concentrate on well 
people, offer them things they didn’t need, 

and avoid sick and poor people, for they create a lot of 
work. But the NHS distributes care on the basis of need: it 
cannot aspire to business principles.

This destabilisation has come from the top. The Patient 
Choice Scheme, piloted in 2012-13, allows patients to 
register with a GP while living outside their catchment 
area. However, the BMA has “strongly advised” practices 
not to register patients under this regulation, as there’s 
no universal arrangement for urgent GP care where the 
patient lives.

Until now, the need for urgent GP care for patients who 
are out of their GP’s area has been met by temporarily 
registering them and visiting as needed. GP at Hand has got 
around this, and the corporatisation of general practice—
where chains of practices sign up to a private/NHS hybrid—
is rapidly descending on us. Sadly, young GPs will not 
know any other way.

When the NHS was born, GPs were left outside the NHS 
to contract to it, while hospital consultants were brought 
inside. This has left unjustifiable loopholes and plenty of 
scope for general practice to be tied in knots—or, as here, 
wilfully strangled.
Margaret McCartney is a general practitioner, Glasgow 
margaret@margaretmccartney.com 
Follow Margaret on Twitter, @mgtmccartney
Cite this as: BMJ 2017;359:j5190

‘‘

the bmj | 18 November 2017            273

Life could be made much easier for general 
practice by declining more complicated 

patients. But it would not be general practice

NO HOLDS BARRED Margaret McCartney                        

GPs can’t just exclude sick people
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I
ssues affecting the recruitment 
and retention of junior doctors 
have been recognised for 
some time, and further delay 
in demonstrable progress is 

difficult to justify. But to truly bend 
the curve for the better, we may also 
need to confront an obstacle intrinsic 
to the way we train our doctors: the 
frequency with which trainees rotate 
through hospitals.

Despite the appearance of sympathy 
for the junior doctors’ cause from 
senior medics and governance 
bodies, there are those for whom the 
trainees’ demands are simply born of 
millennial entitlement. While there 
may be elements of truth in this, it 
is an oversimplification. Frequent 
rotation between hospitals is not 
a new phenomenon in the UK. But 
historical approaches to training 
benefited from important mitigating 

factors; hospital doctors worked in 
“firms,” would usually manage the 
“on-call” with the same cohort, and 
often lived in hospital accommodation. 
These circumstances and customs 
played an important role in bonding 
a junior doctor to their work in ways 
which are now rare. A transient group 
without those meaningful ties can 
be left feeling powerless. Now, one 
way for trainees to construct a sense 
of agency is to take their skills and 
loyalty elsewhere. This manifest 
disengagement may be contributing 
to the rising rate of attrition from 
training programmes.

A “residency model,” where 
trainees work and train within 
the same hospital for two years 
or more, may help rebuild those 
bonds between doctors and their 
employers—with the subsequent 
gains in workforce morale, retention, 

and recruitment. A programme 
which establishes trainees as a more 
permanent presence, with regular 
positions on hospital committees, 
would better recognise those trainees 
as a valued and influential group. 
In the US, for instance, the intake of 
residents is often celebrated by their 
photos and biographies on the walls: 
they are seen as an investment.

Reciprocal relationship
But the relationship is reciprocal: 
the trust invests in trainees, who in 
turn are invested in their hospital, 
bringing numerous benefits. Greater 
familiarity with hospital processes 

PERSONAL VIEW Robin Baddeley 

Should trainees work on 
one site for two years?
A “residency model” may help rebuild bonds between  
junior doctors in hospitals and their employers 

If chances 
to step up 
are limited, 
the lack of 
opportunity 
becomes self 
reinforcing as 
doctors lack 
confidence

doctors are very concerned about 
their capacity to take on medical 
registrar roles. This isn’t just because 
of the punishing workload but also 
because they don’t feel ready. In 
structured surveys of pre-registrar 
training grades, junior doctors report 
a surfeit of supervision and a lack of 
autonomy as key concerns. 

In turn, medical registrars 
approaching consultant status 
have said in surveys that they don’t 
get enough chance to lead and 
make decisions, while also being 
so overworked that they can feel 
like “clerking machines” rather 
than team leaders.  This is partly 
because of a constant focus on 
“senior decision makers” being 
present seven days a week and well 
into the evening. At the same time, 

Doctors in training grades can 
gain experience ranging from 
independent, lightly supervised 
practice to a more constant, 
“helicopter” presence of consultants 
directing most decisions.  Is the 
current balance right, or has it tipped 
too far towards the hands-on boss?

Helping junior doctors feel ready 
for more senior, unsupervised roles 
as they ascend the training ladder 
means allowing them to work more 
in difficult scenarios involving 
team leadership, autonomy, and 
risk acceptance. If opportunities 
to step up are limited, the lack of 
opportunity becomes self reinforcing 
as doctors lack the confidence to take 
on more senior roles.

In adult internal medicine 
specialties, surveys have shown that 

endemic rota gaps mean doctors of 
all grades often have to cross cover 
or “act down.” This deprives them of 
experience at the top of their grade.

Paradoxically, we often leave 
very junior doctors to cover large 
ward bases out of hours. We also 
leave doctors on the medical 
take, especially overnight, feeling 
overwhelmed by the volume of work.

There’s always a balance between 
service provision and training. The 
NHS relies on junior doctors for 
service, although knowledge gained 
by experience is a key component 
of training. Providing safe, effective 
health services that reassure the public 
and meet system imperatives leads 
to a call for ever more hands-on and 
visible senior doctors, seven days a 
week, well into the evening. I can’t 

Circumstances 
played an 
important role 
in bonding a 
junior doctor 
to their work 
in ways which 
are now rare

ACUTE PERSPECTIVE David Oliver

How to balance junior doctors’ needs with the system’s  
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You are twice as likely to lose your job if you have a long 
term mental health condition, a far higher likelihood than 
if you have a physical health condition.

 The recent Stevenson and Farmer review of mental 
health and employment found that hundreds of thousands 
of people are pushed out of the workplace every year 
because of mental illness.

Employment alone does not answer all woes, but it can 
go a long way. Without “good work” it’s not just finances 
that suffer. Unemployment almost always means social 
networks dwindle and motivation shrinks. Long term 
health prospects diminish and the chances of being 
admitted to hospital are increased.

Many with mental ill health continue to work 
successfully, although often employers aren’t fully 
aware of their illness. Work can be part of the 
recovery process and help prevent a condition 
from worsening.

But most need some type of 
support to continue to work 
well. This is why Stevenson 
and Farmer’s  “core 
mental health standards” 
for employers have the potential 
to make a meaningful 
difference. The standards, 
which include implementing 
mental health at work plans 
and developing employee 
awareness, could help to 
provide a healthy environment 
and appropriate support for those with mental health 
problems and reduce absenteeism.

It is critical that mental health professionals see helping 
people into—or to stay in—employment as a priority. 
They don’t need to be employment support experts, but 
awareness of the importance of employment in recovery 
is critical. As is understanding that people don’t need to 
be free of symptoms before clinicians consider supporting 
them back into work.

The NHS has a big part to play as an employer, as 
Stevenson and Farmer rightly stress.

I can talk honestly and passionately about the many 
rewards of working in the NHS, but this does not detract 
from the fact that it is a demanding place to work. Nearly 
one in 10 nurses has taken time off for anxiety, stress, 
or depression. When I started, doctors with mental 
illness were often managed out of the system. Things are 
improving, but we still have a way to go.

Resources are thin, but support must be given to those 
NHS staff who need it. As bluntly set out in the report, 
failing to do so only stores up further problems, with 
human and financial costs attached. Prioritising the 
mental health of our staff must be beyond question. We 
cannot allow another generation of people with mental 
illness to languish and miss out on the benefits that a good 
job can bring.
Wendy Burn, president of the Royal College of Psychiatrists

Work can be part 
of the recovery 
process and help 
prevent a condition 
from worsening

increases efficiency, with the 
consequent benefits for both patient 
care and trainee fatigue. Local 
quality improvement would thrive: 
the prospect of one’s own cohort 
benefiting from system change creates 
a stronger incentive for trainees to 
engage in appropriate and meaningful 
projects. Fewer changeovers, with 
continuity within the trainee cohort, 
would soften the perennial rota issues 
which plague trainees’ ability to 
plan their lives. Time and familiarity 
with the wider body of hospital staff 
would foster stronger relationships 
and interdisciplinary cohesion. And 
importantly, it wouldn’t be expensive. 

From the trust’s perspective, trainees 
who have frontline knowledge of their 
hospital’s workings are valuable. 
But the success of such a model is 
dependent on a clear understanding 
of the reciprocal relationship: training 
concerns must be acted on rapidly and 
comprehensively and, if not, trainees 
are pulled from the service.

There are usually two arguments 
against long placements. Firstly, that 
trainees could end up stuck in a “failing” 
hospital for two years, and be miserable. 
But “spreading the misery” among a 
cohort of trainees is not a solution for 
failing hospitals and, furthermore, a 
longer placement is a powerful incentive 
for trainees to improve failing systems 
from within, rather than tolerate them 
for a short period until they move on.

The second argument is that not 
all hospitals provide the array of 
specialty experience to meet training 
requirements. There is merit in this 
concern, and there would need to be 
some flexibility, particularly during 
specialist training.  

But perhaps, all things considered, 
more is gained than is lost when we 
create time within the training structure 
to sew junior doctors’ enthusiasm back 
into the institutional patchwork.
Robin Baddeley, editorial registrar, The BMJ
Cite this as: BMJ 2017;359:j5235 

imagine a return to the situation earlier 
in my career when junior trainees ran 
large chunks of the acute take with 
consultants there only for a morning 
post-take ward round, when consultants 
came around wards only twice a week, 
and where registrars ran whole wards 
or units alone during holiday periods.

We now have higher pressure 
on acute beds, a higher acuity and 
complexity of patients, and (rightly) 
a more focused approach to patient 
safety. Guidance on improving 
patient flow focuses heavily on senior 
decision makers at the hospital front 
door and on constantly reviewing and 
updating decisions for ward patients. 
In numerous case studies such 
approaches have delivered benefits for 
patients and systems.

The Care Quality Commission looks 
specifically for evidence of regular 
consultant review. And the national 

push for seven day services was linked 
to the Academy of Medical Royal 
Colleges’ set of standards on early and 
weekend consultant review, with the 
Department of Health pushing the 
cause further by publishing snapshot 
surveys against those standards.

In our current approach we’re doing 
ostensibly the right thing by systems, 
patients, regulators, politicians, and 
professional guidelines. My question 
is whether this inadvertently harms 
confidence among future consultants 
and worsens current junior doctors’ 
training and morale. If so, how can we 
adjust our approaches to regain some 
balance between these imperatives?  
I have no easy answers.

David Oliver is consultant in geriatrics and acute 
general medicine, Berkshire
davidoliver372@googlemail.com
Follow David on Twitter: @mancunianmedic 
Cite this as: BMJ 2017;359:j4659
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Helen Margaret Johnson
Clinical medical officer in 
family planning (b 1919; 
q London 1943; MRCS 
Eng, MRCOG), died from 
old age on 2 November 
2016
After training at the Royal 
Free and Newcastle 
hospitals, Helen Margaret Noble worked 
in Sunderland, at the Central Middlesex 
Hospital, and in Coventry, with a varied wartime 
caseload. After a stint in general practice, 
she returned to the Royal Free and Gateshead 
to complete training in obstetrics and 
gynaecology. She went on to work as a clinical 
medical officer in family planning in Trafford 
Area Health Authority and with her husband, 
Trevor Johnson, in his obstetric practice. She 
took a keen interest in key developments in 
medicine, supported the 1967 Abortion Act, 
and latterly concerned herself with the debates 
around assisted dying. She died at home. 
Predeceased by her husband and her youngest 
daughter, she leaves three children, seven 
grandchildren, and three great grandchildren.
Anne M Johnson, Elizabeth N Johnson,  
Richard F N Johnson 
Cite this as: BMJ 2017;359:j5105

Jo Butt
General practitioner 
Livingston; hospital 
practitioner St John’s 
Hospital (b 1939;  
q Edinburgh 1967; 
FRCGP, FRCPE, DObst 
RCOG), died from 
hepatocellular carcinoma 
on 10 September 2016
After a psychology degree from Cambridge 
University, Jo Butt trained in medicine in 
Edinburgh. He first worked in hospital and 
then for two years as a senior registrar in 
Nigeria. In 1977 he joined the innovative 
Livingston scheme, dividing his time 
between general practice and a hospital 
post in general medicine, where he was 
instrumental in setting up the diabetes 
clinic at Bangour General Hospital (later 
St John’s). He was an undergraduate tutor, 
trainer, reviewer for the British Journal of 
General Practice, and examiner for the Royal 
College of GPs. Recurrent depression led to 
his early retirement on medical grounds in 
1999. He leaves a daughter, a son, and two 
grandchildren.
Nikki Cutler 
Cite this as: BMJ 2017;359:j4938

Helen Clare Underhill
Consultant paediatrician 
(b 1965; q London 1988; 
MRCP, DCH RCP Lond), 
died from pancreatic 
cancer on 21 July 2017
In her first consultant 
post, at Croydon 
University Hospital in 
London, Helen Clare Underhill undertook lead 
roles in child safeguarding and oncology. 
In 2005 Helen and her family moved to the 
Herefordshire countryside, and she started as 
a consultant paediatrician at Hereford County 
Hospital. Over the years she took enthusiastic 
and dedicated responsibility for neonates, 
cardiology, palliative care, and chronic 
fatigue, and she became clinical director of 
paediatrics in 2013. Helen loved teaching and 
was the programme director for foundation 
doctors in the trust, an educational and 
clinical supervisor, the college tutor, and 
an accredited instructor in paediatric and 
neonatal life support resuscitation training. 
She leaves her husband, Powell Ettinger, and 
three children.
Laura de Rooy, Anne Wright 
Cite this as: BMJ 2017;359:j4980

Harold Lambert
Emeritus professor 
of microbial diseases 
St George’s Hospital 
Medical School, London 
(b 1926; q Cambridge/
University College 
Hospital, London, 
1949; MD, FRCP Lond, 
FFPHM RCP, FRCPath, FRCPCH (Hon)), died from 
carcinoma of the pancreas on 1 April 2017
Harold Lambert studied antibiotics, as well 
as the conditions that were then still regularly 
bringing patients into the hospitals where 
he worked. After national service in Porton 
Down (where he met his future wife, Joan), 
he worked in Sheffield before returning 
to London and eventually to St George’s 
Hospital Medical School. In retirement he 
continued to teach, particularly as visiting 
professor at the London School of Hygiene 
and Tropical Medicine. Harold embodied the 
breadth and depth of understanding that 
physicians should have and had the vision to 
see where important aspects of medical care 
today should be guided.
Roger Higgs 
Cite this as: BMJ 2017;359:j4995

Thomas Maurice Little
Consultant paediatrician 
Medway Hospital 
(b 1941; q Queen’s 
University Belfast, 1965; 
FRCP, FRCPCH), died from 
pancreatic cancer on  
7 January 2017
In 1976 Thomas 
Maurice Little (“Maurice”) was appointed 
consultant by the Medway NHS trust; his 
particular interest was in in neurology and 
oncology. He remained in post until 2005 and 
was instrumental in the introduction of many 
new services during his career. He served 
as paediatric regional adviser for the Royal 
College of Physicians in the early 1990s and 
on professional development committees 
for the newly chartered Royal College of 
Paediatrics and Child Health until 2001. He 
visited Hungary, Romania, and Palestine with 
medical charities to teach and advise, and he 
travelled widely with his family. In retirement 
he joined the independent monitoring board 
of Rochester prison. He leaves Lorna, three 
children, and two grandchildren.
Katherine Little 
Cite this as: BMJ 2017;359:j4936

David Ian Hamilton
Foundation professor 
of cardiac surgery 
Edinburgh (b 1931; 
q Middlesex Hospital 
Medical School 1957; 
FRCS), died from the 
effects of Parkinson's 
disease on 6 October 
2017
In 1968 David Ian Hamilton became a 
consultant in Liverpool, where he developed 
a major interest in paediatric cardiac surgery, 
working largely at the Royal Liverpool 
Children’s Hospital. The success of his 
team over the following 15 years led to the 
hospital’s reputation nationally as one of 
the premier centres for surgery on congenital 
heart disease in the UK. In 1986 David was 
appointed foundation professor of cardiac 
surgery in Edinburgh. After retiring in 1993 
he developed Parkinson’s disease. He 
continued to play golf until nearly 80, but 
he did spend his last few years in a nursing 
home. Predeceased by his first son and, three 
months ago, by Myra, his wife of almost 60 
years, David leaves three sons.
James L Wilkinson 
Cite this as: BMJ 2017;359:j5102
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Turner-
Warwick 
helped to put 
respiratory 
medicine on a 
firm scientific 
foundation

Margaret Turner-Warwick (b 1924,  
q University College Hospital, London, 
1950; DBE, DM, FRCP), died after a 
short illness at the Royal Brompton 
Hospital in London on 21 August 2017

Margaret Turner-Warwick
First woman to be president of  
the Royal College of Physicians

When Margaret Turner-Warwick was 
a young doctor in the 1950s, two 
centres of gravity were competing for 
her time and attention. One centre 
was, of course, medicine. The other 
was her family, which included her 
two young daughters. She was devoted 
and fully committed to both, striving 
to balance “the needs of the family” 
with “responsibilities for patients.” 
But nearly half a century later, she 
conceded that patients often had to 
come first. 

Turner-Warwick would move on 
from those guilt ridden early days to 
become a leading thoracic physician 
based at Royal Brompton Hospital 
in London and a world class clinical 
researcher and author of more than 
200 papers. In 1972 she succeeded 
John Guyett Scadding as professor of 
thoracic medicine at the University of 
London’s Cardiothoracic Institute, later 
renamed the National Heart and Lung 
Institute. In 1984 she was appointed 
head and dean of the Cardiothoracic 
Institute, serving until 1987.

“Gender has no place in medicine”
The high esteem in which she was 
held was evident when in 1989 she 
was elected the first woman to serve 
as president of the Royal College 
of Physicians, which was founded 
in 1518 and until 1909 banned 
membership to women. Although she 
served as an inspiration for women 
in medicine, Turner-Warwick later 
remarked: “I had no wish to be any 
kind of feminist pioneer or curiosity. 
That would have got in the way; 
gender has no place in medicine.” 
Turner-Warwick’s many contributions 
were recognised in 1991 with her 
appointment as Dame Commander of 
the Order of the British Empire.

In addition to important research 
on pulmonary fibrosis, Turner-

Warwick did key research highlighting 
the variability and importance of 
nocturnal symptoms of asthma; 
recognising different patterns 
of interstitial lung diseases; and 
establishing clinical interest in 
autoimmunity in the lung.

Her accomplishments were 
recognised in 2014 by the American 
College of Chest Physicians, which 
named her a “giant in chest medicine.” 

Margaret Elizabeth Harvey Moore 
was born in London. In 1943 she 
started to study medicine at Lady 
Margaret Hall, Oxford University, one 
of only seven women in a class of 100. 
In her last term before her finals exam, 
she was diagnosed with tuberculosis 
and spent many months recovering 
at a sanatorium in Switzerland. In 
October 1947 she resumed her clinical 
studies at University College Hospital 
in London, and qualified in 1950.

Also in 1950 she married Richard 
Turner-Warwick, who had been a year 
ahead of her at Oxford and who went 
on to become one of the top urologists 
in the world, especially noted for his 
reconstructive work. After qualifying, 
Turner-Warwick trained at UCH 
and worked in various specialties, 
including paediatrics, cardiology, and 
geriatrics. On her third attempt to land 
a temporary house job at Brompton 
Hospital, she finally succeeded. It 
was there that she became interested 
in chest medicine. She then moved 
to her first senior post at Elizabeth 
Garrett Anderson Hospital but in 
1957 returned to the Brompton for a 
research post with Guyett Scadding. 
She remained affiliated with the 
Brompton for the remainder of her 
career.

After stepping down in 1992 as 
president of the Royal College of 
Physicians, Turner-Warwick was 
appointed chair of the Royal Devon 
and Exeter Health Care NHS Trust, a 
position she held until 1995.

She loved music, especially sacred 
and chamber music of the 18th 
century. She played the violin, and her 
watercolour paintings were converted 

into Christmas cards that she sent 
to friends and colleagues. She was 
the creator of an exuberant garden 
at her home in Devon. At the age of 
90 in 2015 she officially opened the 
Margaret Turner-Warwick Education 
Centre for the National Heart and 
Lung Institute at the Royal Brompton 
Campus.

Championing patients’ needs
She continued to champion the 
needs of patients during her later 
years. In a 2004 paper she stated 
that “modern medicine has been 
pushed off course from real care of 
patients,” arguing that “as valuable 
as scientific knowledge is, alone it is 
not enough.” She noted that even the 
earliest civilisations recognised “that 
the human state includes far more 
than just the rational, analytical, 
and intellectual behaviour based 
on physical objective facts,” but 
“also includes the intuitive, the 
sensibilities, and the spiritual.”

“In health as in disease, the body 
and spirit are inextricably entwined,” 
she asserted. “Holistic medicine 
demands understanding both.”

Turner-Warwick leaves Richard, her 
husband of 67 years; two daughters; 
and grandchildren.
Ned Stafford, Hamburg
Cite this as: BMJ 2017;358:j4442
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T
he working hours of 
clinicians spark much 
debate around the world, 
with regulators seeking 
to balance the risks 

of  fatigued staff against the need to 
maintain throughput and keep costs 
down. A recent survey of anaesthetic 
trainees found that fatigue continues 
to be a hazard,1 and the topic was 
debated this year in The BMJ.2

Good evidence shows that tired 
workers are more likely to make errors 
of judgment, react slowly, misinterpret 
data, omit key information, and fail to 
question things that are unsafe.3‑5 

Doctors have historically worked 
long hours, and in some countries 
shift lengths are still lightly regulated.6 
European Working Time Regulations 
perhaps go the furthest towards 
managing fatigue risk, but they focus 
on individual shift length and averaged 
total working hours. Doctors can opt 
out of elements of the regulations, 
and the guidelines allow practitioners 
to discount certain kinds of work, 
such as training, private practice, and 
commuting time.7 Other industries 
where safety is critical place much 
more importance on the cumulative 

effects of fatigue, considering working 
patterns and careful management of 
breaks when assessing risk.

This places doctors in a more 
dangerous position than personnel 
in industries such as aviation, public 
transport, or haulage. Doctors have 
had different training and different 
experiences from pilots and bus 
drivers, but they share the same basic 
underlying physiology. The question 
is not whether evidence shows that 
industrial data can be adapted to 
medicine, but rather, where is the 
evidence that medical training makes 
doctors differentially susceptible?

Effects of fatigue
Fatigue is a multisystem disorder with 
both physical and cognitive effects. 
It has been widely investigated in 
observational trials in  workplace and 
laboratory settings. Cognitive effects 
of fatigue include poor concentration, 
motor incoordination, slowed response 
times, and memory impairment.3 4 
Fatigued people make more errors, are 
injured more frequently at work,8 and 
can be involved in (or cause) major 
safety incidents.3 Fatigue increases 
risk taking behaviour.9 Uninterrupted 
breaks of 15 minutes every few 
hours can overcome reductions in 
performance due to fatigue; people 
may need more frequent breaks during 
night shifts.4 

Industrial data (largely from mining 
and manufacturing industries) 
show that working a 10 hour shift 
is associated with a 13% higher 
risk of incident or injury, compared 
with eight hour shifts, and working 
a 12 hour shift increases this risk 
by 27%.4 The degree of cognitive 
impairment after 17 hours awake is 

equivalent to that associated with a 
blood alcohol concentration above 
the drink driving limit for most of 
Europe.4 Risk is cumulative: it rises 
with each subsequent night shift, up 
to sixfold when comparing the fourth 
consecutive night with the first.8 

Age is an important factor in 
determining resilience to fatigue; 
objective performance measures, such 
as reaction time, decline more steeply 
from the age of 35.8 Although people 
reliably recognise they are tired, self 
assessment of performance is poor.10

Fatigue is the largest identifiable and 
preventable cause of safety incidents 
in all modes of transportation.11 
Crew members’ fatigue is routinely 
considered when investigating 
incidents; clinical investigators have 
said that “if the same analysis were 
applied to accidents involving the 
care of patients in teaching hospitals, 
fatigue on the part of clinicians 
would almost always be cited as a 
contributing factor.”12

ANALYSIS

Laws protect us from tired 
train drivers and pilots,  
why are doctors different?
As evidence about the effects of fatigue grows, Paul Greig and 
Rosamund Snow argue that approaches from other industries where 
safety is critical should be translated into medical culture

Although 
people reliably 
recognise that 
they are tired, 
self assessment 
of impaired 
performance is 
poor

KEY MESSAGES

•   Fatigue is a major risk factor for mistakes and 
poor decision making in the workplace

•   Individuals are very poor at assessing their own 
fatigue risk

•   Attitudes to breaks and long hours among 
healthcare workers would be considered 
unprofessional and illegal in other workplaces

•   No evidence shows that clinical workers are better 
able to withstand fatigue than other workers

•   You can assess and reduce your risk profile and 
support colleagues to do so
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A study in two 
intensive care 
units found a 
significant fall 
in errors after 
reducing shift 
length and 
working hours  

Fatigue in medicine
Observational studies of junior doctors 
have shown that fatigue has  effects 
on performance measures including 
response time13 and diagnostic 
ability.14 Fatigued trainees are more 
likely to sustain needlestick injuries.15 
In a survey of 1366 doctors working 
≥40 hours a week, more than two in 
five reported making errors at work 
related to fatigue.16 A randomised 
study in two intensive care units (each 
having 10 beds) found a significant 
decrease in errors after reducing shift 
length and working hours per week.5 
The effects of acute sleep deprivation 
seem to vary between people,15 and 
data directly linking fatigue to major 
adverse outcomes such as mortality 
are lacking; some studies report 
improved safety with restricted duty 
hours,5 17 whereas others show little or 
no benefit.18 

The risks of fatigue extend beyond 
hospitals, and several studies have 
found more traffic incidents among 

doctors at the end of shifts.1 19 Data on 
burnout are conflicting, and we don’t 
know if staff retention improves when 
fatigue is better managed.

Few studies of healthcare workers 
compare shifts shorter than 12 hours’ 
duration, unlike those of transport 
workers, and almost none look at the 
effects of taking breaks. This includes 
recent major publications, such as 
the FIRST trial,20 which randomised 
US surgical training programmes 
to restricted or more flexible duty 
hours. It showed that more flexible 
hours led to non‑inferior patient 
outcomes. Restricted shifts were 16 
(postgraduate year 1) or 28 (year 2 
and above) hours per shift, with 8‑10 
hours between shifts, and not more 
than 80 hours a week. The flexible 
group were allowed to deviate from 
all these limits. Notably, the restricted 
shifts exceed the European Working 
Time Regulations. If risk is already 
increased at 12 hours, then studies 
comparing shifts of 16 and 28 hours 

merely compare fatigued staff with 
more fatigued staff.

Shorter shifts require more frequent 
handovers, and some evidence 
indicates this may increase error 
rates, but baseline level of training on 
handover has not been considered in 
this research.21 Reassuringly, the FIRST 
trial did not find a safety disadvantage 
associated with  increased handovers.

Not all medical work is the same. 
Anaesthetists, for example, often have 
the highest workloads at the start and 
end of a case, but maintaining the 
anaesthesia can be less physically 
and mentally demanding. Despite this 
they must stay vigilant throughout. 
Such periods of low tempo are likely 
to impair their ability to remain alert.22 
The surgeon involved in the same 
case will be much more dependent on 
psychomotor skills, which, although 
affected by sleep limitation,17 23 may 
be more resistant to fatigue than 
cognitive skills. The nature of the task 
is also relevant. Maintaining vigilance 
is easier in crisis situations than 
in routine procedures,22 but much 
medical work relies on safe working 
outside emergency situations.

A tension exists between managing 
fatigue and ensuring that clinicians 
receive adequate training. But 
learning is an active cognitive process 
that also deteriorates with fatigue. 
Studies have considered the effects of 
reducing working hours on workplace 
educational opportunities and found 
either no difference or an improvement 
in procedural skills exposure.5

Laws and culture
Tight regulation is applied to workers 
in other safety critical industries: air 
and maritime crew, road transport 
workers, and operators of public 
service vehicles cannot opt out of these 
rules. In parts of the transport industry, 
drivers are not legally permitted to 
be behind the wheel for more than 
four and a half hours without a 45 
minute uninterrupted break.24 In 
most countries, pilots have restricted 
hours, with as few as seven hours 
flying; breaks of 30 minutes may be 
enforced at least every six hours.25 

Commuting time to a job where 
safety is critical is often included in 
calculations of shift length if workers 
are driving; being on‑call in the 
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aff ect not only behaviour and policy 
but also the kind of research that is 
undertaken—and therefore what 
evidence is available. Clinicians who 
trained under traditional systems 
where 24 hour shift s and more than 80 
hours a week were (or are) the norm 
may fi nd it diffi  cult to accept that 13 
hour shift s are seen as unprofessional 
or even illegal in other workplaces. 

 René Amalberti and colleagues said 
that “becoming ultrasafe may require 
healthcare to abandon traditions and 
autonomy that some professionals 
erroneously believe are necessary to 
make their work eff ective, profi table, 
and pleasant.” 30  Another important 
obstacle to changing this culture is 
doctors’ assumption that they should 
be able to overcome fatigue in a way 
other human beings cannot. 

 One argument against restricted 
hours is that care becomes more 
fragmented. Shorter shift s might 
increase handover errors, but the 

logical response is to train for 
better quality handovers. 

Safer handovers can 
be taught, fatigue 
interventions cannot. 

 Those managing staff  
cover, budgets, training, 

and rotas may have fears 
about planning a service that no 

longer tolerates high levels of fatigue. 
But in industries where rules for breaks 
and shift  limits are enforced, these 
factors are routinely accounted for. 
Eventually this becomes normalised, 
and the system adapts. 

 Shorter shift s may require more 
staff , but simply stating that safe 
shift s are impossible to achieve 
and that doctors must try harder is 
unreasonable. Rather, the costs should 
be included in budget and funding 
discussions, as they are elsewhere. 

 WORKING PATTERNS CONSIDERED RISKY IN THE RAIL INDUSTRY  

•    Planned day shifts of longer than 12 hours or night shifts longer than 10 hours 

•    Planned early shifts of greater than eight hours (starting between 2000 and 0500) 

•    More than four consecutive night shifts of any duration 

•    More than three consecutive nights of more than eight hours 

•    More than 12 consecutive day shifts 

•    More than seven consecutive shifts of more than eight hours 

•    More than four consecutive shifts of more than 12 hours 

•    Working more than 55 hours in any single week 

•    Any rest period of less than eight consecutive hours  

workplace and training days may also 
be considered part of working time. 4   7  

 By contrast, doctors’ work time is 
relatively unregulated worldwide. 
Europe imposes some of the tightest 
regulations, restricting staff  to an 
average week of no longer than 48 
hours and a maximum shift  duration 
of 13 hours, with uninterrupted breaks 
of 20 minutes every six hours. Less 
clear is how strictly these rules are 
enforced in healthcare; staff  can opt 
out of elements of the regulations, and 
in some cases doctors tacitly accept, 
or are actively encouraged to, work 
during days off  or aft er night shift s. 26  

Relatively few papers have looked 
at rest periods in work, but anecdotal 
evidence indicates that many doctors 
either do not take breaks at all or use 
them to catch up on administration. 
This is very diff erent from other 
industries where breaks are strictly 
enforced. 24  In addition, the regulation 
that does exist in the clinical 
environment tends to apply only to 
junior staff , whereas the working 
hours of senior clinicians are much 
less regulated or unregulated. 27   28  

 Acting on the evidence 
 An assumption seems to exist, not 
based on evidence, that medical 
training qualifi es a person to better 
overcome fatigue or make their 
own judgments about risk. 
As Michael Farquhar said, 
commenting on the survey 
of anaesthetic trainees cited 
above, it is “terrifying  … 
how little organisational 
awareness of, and response 
to, the magnitude of the problem 
there is.” 29  

 Cultural norms play a strong 
role in the assumptions around 
fatigue in medicine, which 

 Individual doctors working within 
externally imposed shift  patterns can 
still take steps to tackle unsafe norms. 
The box (left ) shows the warning 
signs that a working pattern needs 
review in the rail industry. 4  Using this 
list, doctors can identify their most 
vulnerable times, and they can begin 
to support each other to take breaks. 
If you would not let a colleague work 
under the infl uence of alcohol, the 
same should apply to fatigue.  

Improving fatigue management
  Healthcare regulation has historically 
focused on the total number of hours 
worked by juniors. We think it should 
include all levels of seniority, how 
working hours are clustered, whether 
breaks are taken, the quality of 
breaks, and how much fatigue staff  
might be accumulating. Doctors of all 
ages who ignore these risks are not 
showing professionalism but a lack of 
awareness of their own fallibility. 

  Simple steps can be taken with 
existing staffi  ng levels to improve 
fatigue management, including 
training rota writers on industrial 
practices in shift  patterning. The 
Health and Safety Executive considers 
patterns that move “clockwise”—from 
day shift s, through late shift s, to night 
shift s, followed by rest days —to be 
best practice. Research on the risks 
associated with fatigue should not 
only collect data on outcomes such as 
mortality, but also near misses.    

Professional bodies such as the royal 
colleges will need to provide input. 
The Association of Anaesthetists of 
Great Britain and Ireland has recently 
established a task group to examine  
fatigue. We call on other professional 
organisations to consider how these 
problems aff ect their workforce. 

 Working time regulations are 
currently generated by the EU. 
The government’s plan to transfer 
European legislation into UK law is 
important. We strongly recommend 
against loosening these directives. 
Paul Greig, honorary senior clinical research 
fellow paul.greig@ndcn.ox.ac.uk
Rosamund Snow, postdoctoral research 
assistant,  University of Oxford—Nuffield 
Department of Clinical Neurosciences       
 Cite this as:  BMJ  2017;359:j5107 

Sadly Rosamund Snow was unable to see this 
work completed before her untimely death



CHILD MENTAL HEALTH

A call for young people’s 
mental health
Dubicka and Bullock explain 
the crisis in children and young 
people’s mental health and 
the inadequacy of current 
approaches (Editorial, 14 
October).

The Royal Colleges of General 
Practitioners, Paediatrics and 
Child Health, and Psychiatrists 
acknowledge that mental health 
is everyone’s business and 
that only joined up action will 
effect change. We hope to lead 
this process by advocacy and 
example. The three colleges 
have committed to five shared 
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INFORMING RELATIVES

Communicating with kin  
is a double edged sword
Oliver says openly what many 
will only say behind closed 
doors about communicating 
with patients’ families (Acute 
Perspective, 14 October).

Unplanned conversations 
with distant relatives are 
unnecessary, even harmful, 
and should be deferred. But 
inexperience, stress, tiredness, 
and eagerness to reassure 
leave young doctors vulnerable. 
This leads to many problems—
overwork, inappropriate task 
delegation, bullying, denigration 
of the nursing profession, and 
unrealistic expectations.

Patients and relatives deserve 
compassion, understanding, 
and honesty. Most do not intend 
to add to the doctor’s stresses, 
they just want to know what is 
happening with their loved one. 
They need clear information 
about whom to approach and 
confidentiality rules. We need 
effective leadership to support 
nurses and patient advocates 
and to promote clear boundaries 
and realistic expectations.

Communicating with relatives 
is a double edged sword, but 
compassion and realism can cut 
through the suffering of both 
anxious relatives and tired, 
stressed doctors.
Cathy Welch, island and community 
hospital GP, Isle of Arran  
Cite this as: BMJ 2017;359:j5201

Allowing relatives access 
to medical data

Oliver points out the impossibility 
of being available at the right 
place and time for relatives.

General practice plans to 
allow patients and relatives (with 
patients’ consent) to access the 
complete contemporaneous 
record. This will be possible in 
hospitals soon; Queen Elizabeth 
in Birmingham allows patients to 
access the digital hospital record.

When patients opt to use data 
for their personal use the data 
are exempt from the provisions 
of parts II and III of the data 
protection act, freeing doctors of 
worry about confidentiality. 

One patient says: “In the years 
after my diagnosis [of ulcerative 
colitis] my relationship with 
healthcare professionals has 
become more patient centred. 
I was offered the opportunity 
to sign up for digital access to 
my records. I am no longer a 
passenger; I am now very much 
part of the management team 
for the effective treatment of 
my condition.”
Richard Fitton, retired GP, Crowden
Cite this as: BMJ 2017;359:j5225
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LETTER OF THE WEEK

Listening: a neglected aspect of safe handover
Merten and colleagues’ guide to safe handover caused me to reflect 
on a neglected aspect: listening (Essentials, 14 October).

Handovers in emergency departments are both delivered and 
made with unique frequency and in several modalities, including 
protocolised trauma and major incident calls.  Handovers from pre-
hospital teams are hindered by undifferentiated questioning by the 
receiver, directed towards a single practitioner in an ambulance. 
Acutely sick patients may need time critical interventions before 
handover. Large trauma teams may be in the process of forming 
during handover, so information is repeated or inaudible.

Referrals are an important subset of handovers. Empirically, 
preferences seem to vary between receiving clinicians within them, 
including inconsistencies in the modality and style of referral.

Problems arise when there is a failure to listen. This is often 
because the receiver asks questions during the process rather than 
at the end; a question is rarely so urgent that it cannot wait until the 
end. An urgent question is unlikely to be forgotten. Asking questions 
during handover shows poor listening and interrupts the cognitive 
flow of the deliverer. Sometimes it also gives the impression of 
rudeness or pretension. 

Discussions about improving handover should focus not just on its 
delivery but also on its receipt.
Brendan Fletcher, ST6 emergency medicine/paediatric intensive care, Cambridge
Cite this as: BMJ 2017;359:j5200

principles to improve the care of 
children and young people with 
mental illness, which include 
a multi-agency approach 
focusing on prevention, a 
system of national and local 
accountability, training and 
education for the whole 
workforce, and more support 
from specialist services and 
other sectors.

We call on others to commit 
to their responsibilities towards 
the mental health of children 
and young people, to mark our 
commitment, and to hold us 
to it.
Max Davie, assistant officer for 
health promotion, RCPCH
Faraz Mughalm, clinical fellow in 
mental health, RCGP
Cite this as: BMJ 2017;359:j5180

FLU VACCINATION

Why should staff have to 
explain vaccine refusal?
NHS staff who refuse flu vaccine 
must explain why (This Week,  
21 October).

The GMC says: “You 
must respect a competent 
patient’s decision to refuse 
an investigation or treatment, 
even if you think their decision 
is wrong or irrational. You may 
advise the patient of your 
clinical opinion, but you must 
not put pressure on them to 
accept your advice.” 

Is this suspended if the 
patient is NHS staff? Is it OK to 
turn staff into patients and then 
coerce them into accepting a 
treatment which is not to benefit 
them but someone else? If 
patients refuse a treatment 
are they obliged to state a 
reason? Why are employers 
recording the reason staff don’t 
want vaccination? Will it be a 
disciplinary matter?

The GMC also says: 
“A patient’s consent to a 
particular treatment may not be 
valid if it is given under duress 
exerted by another person.”
Ruth Holman, consultant, Irvine
Cite this as: BMJ 2017;359:j5244
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GMC to push for erasure 
of paediatrician 
convicted of 
manslaughter 
 � BMJ 2017;359:j5223

The unofficial 
vaccine educators: 
are CDC funded non-
profits sufficiently 
independent? 
 � BMJ 2017;359:j5104

Surgical registrar is 
struck off for refusing 
to examine three 
deteriorating patients 
 � BMJ 2017;359:j5115

More F2 doctors are 
choosing a career 
break 
 � BMJ 2017;359:j5121

Symptomatic 
treatment of 
uncomplicated lower 
urinary 
tract 
infections 
in the 
ambulatory 
setting 
 � BMJ 

2017;359:j4784
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Freedom of speech is important 
but equally important is the 
right of women to privacy 
and choice! Doctors as well 
as #publichealth community 
should work together to ensure 
access to healthcare including 
#abortion
Sonali Wayal @sonaliwl

Intimidation is not acceptable, 
whichever side of the argument 
you come down on. Not sure we 
should ban peaceful protest?
Keith Miller @keester76

I definitely wouldn’t ban 
them but I think saying they 
shouldn’t be directly outside 

the clinic is appropriate. Why 
would you want to be outside 
the clinic except to intimidate? 
If you want the law changing 
lobby your MP, not individual 
women
Alice Wood @DrAliceWood 

100%. Medicine is an 
intrinsically political profession 
and we shouldn’t allow 
extremists to deny basic rights
JakobMathiszig-Lee 
@willtube4food 

FROM THE ARCHIVE

Fight for women to enter medicine

Picketing outside abortion clinics: 
Free speech or intimidation?
Last week we (BMJ 2017;359:j5070) reported on attempts 
to introduce bu� er zones outside clinics. Some readers on 
Twitter responded to the question “Should doctors support 
restrictions on anti-abortion protests?”

In a recent Editor’s Choice 
(BMJ 2017;359:j4690), 
Fiona Godlee looked at 
the online campaign 
#ILookLikeASurgeon, which 
aims to tackle the stereotype of 
surgeons being always male, 
and observed that “change of 
this sort takes time.” Looking 
through The BMJ’s archives, a 
letter in 1874 from Elizabeth 
Garrett Anderson, the first 
woman to graduate as a doctor 
in Britain, reveals a moment 
when the pace of change was 
frustratingly slow. Anderson’s 
correspondence (Br Med J 
1874;1:365) was prompted 
by the Obstetrical Society 
refusing to admit women (and, 
specifically, Anderson). 

She begins: “Sir, I should 
be glad to be allowed to make 
a few remarks with regard to 
the recent discussion at the 
Obstetrical Society. One of 
the speakers is reported to 
have said that my name was 
‘smuggled’ on to the Medical 
Register. It is difficult to know 
what meaning was attached 
to the word; and it is obvious, 
from the report of other 
speeches, that it would be 

unreasonable to expect any 
great etymological nicety from 
gentlemen who agree that the 
word ‘candidate’ cannot be 
applied to a woman. But, to 
ordinary people, ‘smuggling’ 
implies dishonesty, or at least 
as much dishonesty as is 
involved in creeping in, slily or 
insidiously. It would, I submit, 
be incorrect to describe the 
method I pursued in getting 
upon the Register in these 
terms. Every step that I took . . .
was taken with the sanction of 
the Court of Examiners of the 
Apothecaries’ Hall.”

Anderson continues: “Dr 
Routh is reported to have 
said that he was sure, from 

his experience, that women 
would not consult women 
when they could consult men. 
It is possible that a reporter’s 
error is responsible for this 
statement, and that what Dr 
Routh really said was, that 
some women preferred men to 
women doctors. It is difficult to 
believe that Dr Routh ventured 
to say more than this, which 
is certainly all his experience 
can justify him in saying. . .
even Dr Routh’s acquaintance 
has its limits, and must, at any 
estimate, leave him a stranger 
to the preferences of a vast 
number of women. Fortunately 
for women doctors, there is 
another side to the shield—a 
side which they, at any rate, 
see now, and which the 
profession generally will come 
to see in time.”

Anderson concludes by 
noting her hope that “women 
will not be forever denied the 
advantage of being placed en 
rapport with the living current 
of experience and scientific 
thought in the medical or any 
other profession in which 
they may have fairly gained a 
footing.”

unreasonable to expect any 




