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“The priority now is for 
emergency sheltering and food”  
–Mansoureh Bagheri,   
Iranian Red Crescent
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Patients with a “mental disorder” in England 
and Wales can be detained and treated 
against their will on legal grounds that 
are ethically unacceptable. These grounds 
contribute to the shadow of coercion that 
hangs over the practice of psychiatry. The law 
remains fundamentally unchanged since the 
late 18th century.  

 Two sets of rules exist for involuntary 
treatment—one for psychiatry and one for 
the rest of medicine. In comparing them, the 
discrimination against people with a mental 
illness becomes obvious.     

 In non-psychiatric cases, the person’s 
ability (or capacity) to make a decision about 
treatment is key to whether over-riding a 
refusal can be justi� ed.   A refusal made with 
capacity is respected no matter what the 
health outcome might be. Even when capacity 
is lacking, an involuntary intervention is 
justi� ed only if it is deemed to be in the 
person’s “best interests.” In assessing “best 
interests” the patient’s personal values, 
beliefs, and commitments have a powerful 
role.   

 Capacity and best interests 
 These two considerations—capacity and best 
interests—have almost no role in initiating 
involuntary treatment in psychiatry. Two 
entirely di� erent criteria operate: � rstly, 
the presence of a “mental disorder,” largely 
unde� ned; secondly, a perceived “risk” to 
the person’s health or safety or of harm to 
others. Thus, autonomy (or the recognition 
of a right to self determination or to pursue 
personal goals and values) is not accorded the 
same respect as among patients with a non-
psychiatric diagnosis. 

 In a pluralistic society such as ours, such 
attention to values is hugely important. 
The signi� cant shi�  in medicine from 
“paternalism” to patient self determination 
over the past 50 years has passed 
psychiatry by.   

 Furthermore, the protection of other 
people in the “risk” criterion makes people 
with mental disorders uniquely liable to a 
form of preventive detention (albeit usually, 
or eventually, in hospital) on the basis of 

risk alone.     They can be detained, unlike the 
rest of us, without � rst having committed an 
o� ence (or without being strongly suspected 
of having done so) and despite the fact that 
only a tiny proportion of violent o� enders 
have a mental illness.   

 The blurred boundary of what constitutes 
a “mental disorder” may widen the net for 
involuntary detention to include people 
who are deemed to pose a threat to social 
order. Justice requires that all people posing 
an equal risk should be equally liable to 
preventive detention. 

 We have accepted such discrimination for 
so long because of deeply rooted, stigmatising 
stereotypes of people with mental illness—
that is, that they are incapable of exercising 
judgment and that dangerousness is intrinsic 
to mental illness. Mental health law is shaped 
by both assumptions. 

 The blurred boundary of what constitutes 
a “mental disorder” may widen the net 
for involuntary detention to include some 
people who are deemed to pose a threat to 
social order .  

 Can we create a legal framework that is 
non-discriminatory? Indeed we can.   Such 
a framework is based on decision making 
ability and best interests but also incorporates 
the regulation of detention and involuntary 
treatment with strong human rights 
protections. Robust assessments, with high 
agreement between assessors, can be made.   
A key point is that the law must be generic: 
namely, that it applies to everyone who has a 
problem with decision making, whether the 
diagnosis is physical or psychiatric, and in any 
setting—medical, surgical, psychiatric, or in 
the community. A speci� c “mental health” law 
is not necessary: the law should be formulated 
so as to apply throughout all medical 
specialties, from psychiatry to orthopaedics. 

 Fusion law can work 
 A “fusion law,”   covering mental health and 
mental capacity, is an example of such a 
generic law that Northern Ireland is due to 
implement in 2018. Fears that such a law will 
fail to protect the public are unfounded.     

The moral case for reforming mental health 
law is decisive. The discrimination such 
law entails can no longer be supported. The 
solution for eliminating this discrimination is 
a generic law.  

We have accepted such discrimination 
for so long because of deeply rooted, 
stigmatising stereotypes yes

   George   Szmukler  ,  emeritus professor of psychiatry and 
society , King’s College, London  
george.szmukler@kcl.ac.uk    

 Has the 
Mental 
Health 
Act had 
its day?    
D iscrimination against 
people with mental ill 
health should be replaced 
with universal rules based 
on decision making ability, 
writes  George Szmukler , 
but  Scott Weich  worries 
legal distractions won’t 
improve outcomes while 
services are so stretched  
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A world without compulsory mental health 
treatment is a commendable ambition. 
Psychiatrists are o� en accused of paternalism 
and coercion, and we know that compulsory 
treatment stigmatises patients, causes social 
ri� s, and disrupts therapeutic alliances. 
Never having to “section” anyone would make 
our work easier. But it would substantially 
disadvantage those most in need of help.

 It is unacceptable that more than 60 000 
people were subject to the Mental Health Act   
in England last year   and that black patients 
are three times more likely to be admitted 
compulsorily than their white counterparts.   

 The UN has said that the UK, and all 
signatories to the Convention of the Rights of 
Persons with Disabilities (CRPD), should repeal 
legislation authorising compulsory treatment 
in healthcare.   The UK government has therefore 
commissioned another costly review of the 
MHA. Instead of tackling the parlous state of 
mental health services we’re about to embark 
on further protracted legalistic debate. 

 What, then, of “fusion” legislation, which 
argues for compulsory treatment only when 
decision making capacity is impaired, 
irrespective of cause? Sadly, it’s not CRPD 
compliant. Legal minds will be challenged 
to � nd a way around the fundamental CRPD 
principle that disability is a wholly social 
phenomenon, for which substituted decision 
making (in the best interests of people 
incapable of making decisions for themselves) 
is never permissible.     

 Capacity based legislation seems great from 
a moral perspective: like parity of esteem and 
personal autonomy, it’s impossible to argue 
against equality under the law for people with 
physical and mental illnesses. 

 People in distress would go without help 
 So, why don’t we abandon the MHA, as in 
Northern Ireland? Because it won’t obviate the 
need for compulsory treatments—and won’t 
placate the UN as things stand. But, more 
importantly, lives would be lost, and more 
people in distress would go without help. 
It would mean contravening other human 
rights, including the rights to health, liberty, 
justice, and life. 

 The MHA allows for compulsory treatment 
based on evidence of mental disorder plus 
risk. Restricting this to people judged to lack 
capacity would inevitably mean some going 
without treatment, even when it would be 
in their best interest. Judgments about 
mental capacity are notoriously complicated 
and variable.   

 Mental and physical illnesses di� er. Mental 
disorders in general, and several speci� c 
conditions such as schizophrenia and mania, 
commonly lead to impairments in decision 
making capacity.    Moreover, many patients 
approve of surrogate treatment retrospectively.   

 The law is not the problem. Only properly 
resourced mental health services can reduce 
rates of compulsion.  

  The act ensures that people get help 
 One of the paradoxes of the MHA is that its 
application obliges services to provide care.   
Only patients deemed most at risk can access 
psychiatric beds. In other words, they get 
help only because the MHA demands they get 
treatment. Consequently, psychiatric wards 
are more disturbed than ever. The number 
of patients detained a� er being admitted 
voluntarily has increased by more than 15% 
per year recently,   and this year record numbers 
of sta�  have reported being assaulted. 

 Psychiatric bed numbers inversely mirror 
compulsory admission rates, and reductions 
predict compulsory admission rates in the 
next year .     The determinants of compulsion 
in mental healthcare are more social than 
legal. From 2010 to 2015 NHS mental health 
budgets fell by an estimated 8.25%, local 
authority social care budgets fell 13.2%, and 
more than 2000 psychiatric beds were closed.     
 And, although black patients are more likely 
to be assessed and admitted compulsorily 
than white patients, there is no evidence that 
ethnicity in� uences the outcome of MHA 
assessments.   

 We can’t divorce the law from its setting. 
Focusing on the MHA is looking too far 
downstream and is a dangerous distraction. 
Unless services are properly resourced, 
changing the law won’t make things better for 
patients, and it might make them much worse. 
 Cite this as:  BMJ  2017;359:j5248 
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Listen to the authors debate the issue 
in the podcast on bmj.com

Abandoning the MHA won’t obviate the need for 
compulsory treatments. Lives would be lost, and 
more people in distress would go without help

 Scott   Weich,   professor of mental health , School of 
Health and Related Research, University of Sheffield  
  s.weich@sheffield.ac.uk 

The authors are taking part in 
the 56th Maudsley Debate, next 
Wednesday, 22 November, at 
King’s College London
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referrals, and management. The 
information given should be based 
on the best available evidence of the 
likely benefits, risks, and outcomes 
of the various treatment options, 
with the individual’s values and 
preferences being central to the 
decision.

Undervalued by doctors
Clinicians’ attitudes suggest they 
often undervalue shared decision 
making.3 Reported comments refer to 
lack of time or incentives and a belief 
that it is inappropriate for people 
with low health literacy, that it might 
prompt demand for inappropriate 
or expensive treatments, and that 
people would prefer to be given a 
definitive treatment plan.

People who are supported to make 
an informed decision by a healthcare 
professional seem to have better 
outcomes,4 better experiences,5 and 
less regret6 about their decisions. 
Much is made of the need to reduce 
unwarranted variation in healthcare. 
However, shared decision making 
can provide context and legitimacy 
for variation when it results from 
incorporating people’s values and 

N
ICE and NHS 
England are 
working with 
the Shared 
Decision Making 

Collaborative to encourage 
shared decision making in 
England.1 The collaborative, 
established in 2015, 
brings together more 
than 40 individuals and 
organisations with a 
commitment to work to 
promote shared decision making 
in UK health systems, drawing 
on national and international 
expertise. 

Its broad ambition is to make 
shared decision making the norm 
through clinical education, by 
making effective patient decision aids 
available, and by raising people’s 
expectations of having an active 
role in determining the best care 
for them based on their values and 
preferences.

NICE is committed to developing 
decision aids based on clinical 
guidelines, and NHS England is 
committed to embedding shared 
decision making in its strategic and 
practical developments. NICE will 
also be developing a guideline to 
provide practical, evidence based 
recommendations for clinicians 
and patients, facilitating better 
conversations about healthcare 
options. These guiding principles 
for use across all healthcare will 
be strengthened by the production 
of specific decision aids to inform 
discussion about what individuals 
consider important.

Most clinicians support the idea 
of person centred care as a model 
of best practice, yet we know from 
published research and NHS patient 
surveys that people still want to be 
more involved in decisions about 
their healthcare.2 In shared decision 
making, healthcare professionals 
support individuals to make informed 
decisions about investigations, 

preferences. Reliably informed, 
shared decisions lead to informed 

demand that, when applied 
across a pathway of care, can 

influence commissioning and 
service provision.

A Cochrane review found 
that people who use 

decision aids to support 
their choice of treatment 

are more likely to choose 
less invasive options than 

those who do not.7 If these 
findings translate to real 
world populations shared 
decision making may have 
the secondary benefit of 

saving resources. 
National programmes such as 

Choosing Wisely UK,8 Prudent 
Healthcare in Wales,9 and Realistic 
Medicine in Scotland10 are designed 
to ensure value for public money 
and to prevent waste while further 
reducing the burden and harm 
people can experience from 
overinvestigation and overtreatment. 
When these programmes are 
effectively implemented they use 
shared decision making so that 
individuals can make informed 
choices about their care.

In 1998, Cyril Chantler, then chair 
of the General Medical Council’s 
standards committee, famously 
said: “Medicine used to be simple, 
effective and relatively safe. It is now 
complex, effective and potentially 
dangerous. The mystical authority 
of the doctor used to be essential 
for practice. Now we need to be 
open and work in partnership with 
our colleagues in health care and 
with our patients.”11 Partnership 
has progressed slowly since then, 
and we hope this demonstration of 
national commitment by NICE, NHS 
England, and others will accelerate 
development of truly person centred 
care throughout the NHS.
Cite this as: BMJ 2017;359:j4746

Find the full version with references at  
http://dx.doi.org/10.1136/bmj.j4746

People who are supported to make an  
informed decision seem to have better  
outcomes, better experiences,  and less regret

EDITORIAL

National commitment to shared decision making
The only way to achieve truly person centred care

Gillian Leng, deputy 
chief executive, 
NICE, London  
gillian.leng@ 
nice.org.uk
Celia Ingham 
Clark, medical 
director for clinical 
effectiveness, NHS 
England, London 
Kate Brian,  
Women’s Network, 
Royal College of 
Obstetricians and 
Gynaecologists, 
London 
Gemma Partridge, 
national medical 
director’s clinical 
fellow, NICE, London 
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A 
minor earthquake 
shook the NHS last 
week. The epicentre 
of the earthquake was 
a speech by Simon 

Stevens, boss of NHS England, at the 
annual conference of trust leaders. 
Stevens used his speech to outline 
the consequences for patient care 
of continuing constraints on NHS 
funding ahead of the government’s 
budget on Wednesday.

His starting point was that after 
seven years of unprecedented 
constraint, “the NHS can no longer 
do everything that is being asked 
of it.” With funding increases in 
2018-19 set to fall close to zero, he 
warned of services retrenching and 
retreating, waiting lists growing, 
and staffing levels falling. Planned 
improvements in priority areas such 
as cancer and mental health would 
not materialise, and the failure to 
provide extra funding would mean, 
in his view, turning back a decade 
of progress. Stevens made clear that 
the government has  responsibility 
for deciding the NHS budget but 
added that politicians should be 
honest with the public about the 
consequences of their decisions.1

Brexit promise
These arguments are familiar, but the 
sight of the chief executive of NHS 
England articulating them on a public 
platform is not. Stevens suggested that 
one way of increasing funding would 
be for the government to honour 
the commitment made during the 
referendum on EU membership by the 
Leave campaign and provide the NHS 
with an additional £350m a week. 

Although the government did not 
respond directly to the speech, a 
tweet by Nick Macpherson, a former 
permanent secretary at the Treasury, 
asserting it was “time for Mr Stevens 
to step down as an unelected public 
servant if he wants to campaign for 

more NHS funding”2 perhaps reveals 
how Whitehall mandarins are likely 
to have felt.

 Stevens’s decision to go public is 
explained partly by the opportunity 
offered by the forthcoming budget 
to provide additional resources and 
partly by the apparent unwillingness 
of the chancellor and prime minister 
to engage seriously with the concerns 
he and others have raised. From the 
highest levels down, the government 
is preoccupied with Brexit, leaving 
limited time and attention for other 
public policy concerns. Uncertainty 
about the economic consequences 
of Brexit is also constraining the 
chancellor in the decisions he is 
weighing ahead of the budget.

Equally important is lack of 
sympathy in government for the 
claims being made for additional 
public spending. An indication of 
this was the speech by the home 
secretary, Amber Rudd, in which 
she scolded chief constables and 
police and crime commissioners for 
arguing for more resources to prevent 
and fight crime.3 Jeremy Hunt seems 
more sympathetic to arguments for 
additional investment in the NHS but 
is reliant on the chancellor and prime 
minister to find the wherewithal.

Steven’s speech might yet have 
consequences for his position, 
although as a public official 
accountable to an independent board 
he cannot be removed directly by 

EDITORIAL

Simon Stevens speaks out over funding
An unprecedented public intervention that signals the boss of NHS England’s deep concern 

politicians. His willingness to speak 
so frankly reveals the depth of his 
concerns about the prospects for the 
NHS and a sense that now may be 
the last opportunity to avert a crisis 
in care. If the government ignores 
these concerns, it cannot say it was 
not warned when others, including 
the Care Quality Commission, have 
argued that the NHS is overstretched 
and facing the likelihood of declining 
standards of care.4

Fragility of government
The government’s difficulties in 
recent weeks, and questions about 
its future, help explain why Stevens’s 
intervention did not receive greater 
coverage in the media. His speech 
was made on the day that Priti Patel 
resigned as international development 
secretary, and speculation about her 
position dominated the news. The 
decision of news editors to lead with 
this story rather than concerns about 
the future of the NHS—concerns that 
have direct consequences for the 
entire population—reflects the febrile 
atmosphere in Westminster and the 
fragility of the government.

The noise around the travails of 
the government should not drown 
out the signal that Stevens sent in 
his speech. As the NHS approaches 
its 70th anniversary, the government 
and the public face some hard but 
unavoidable choices. Analysis by the 
King’s Fund, the Nuffield Trust, and 
the Health Foundation has argued 
that an additional £4bn will be 
needed in 2018-19 to sustain services 
and provide a downpayment on the 
additional £20bn required between 
now and 2022-23. More resources also 
need to be found to shore up social 
care and to avert further damaging 
cuts to public health budget.5

Stevens has thrown down the 
gauntlet and challenged the 
government to respond.

Cite this as: BMJ 2017;359:j5251

Find the full version with references at  
http://dx.doi.org/10.1136/bmj.j5251

Chris Ham, chief executive, King’s Fund, 
London, UK c.ham@kingsfund.org.uk

Stevens’s 
willingness 
to speak so 
frankly reflects 
a sense that 
now may be the 
last chance to 
avert a crisis

Simon Stevens’ speech could have personal consequences
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NHS PRESSURE

W
inter provides 
a test of NHS 
resilience, 
each year 
foreshadowed by 

ever more claims that this time there 
really will be a major breakdown. 
No winter since 2012-13 has passed 
without warnings of crisis, each year’s 
predictions more apocalyptic than 
the last.

Yet the NHS has managed to 
survive so far. The Care Quality 
Commission, England’s health and 
social care regulator, last month 
reported that the quality of care is 
mostly good and improving overall. 

Public satisfaction has declined 
from its 2010 peak, when 70% of 
respondents declared themselves 
very or quite satisfied, but in 2016 
it still stood at 63%—“high by 
historic[al] standards,” says the 
King’s Fund. Is the public blind? 
Is the NHS indeed on the verge of 
collapse, unseen by those it serves?

Last month, the annual warnings 
from health chiefs began in earnest. 
NHS Confederation chief executive, 
Niall Dickson, said there was “an 
even greater sense of foreboding 
this year than last,” echoed by NHS 
England chairman, Malcolm Grant, 
who said: “We face winter better 
prepared than we have ever been 
but more scared than we have ever 
been.” Andrew Foster, chief executive 
of Wrightington, Wigan and Leigh 
NHS Trust, tweeted: “A perfect storm 
of funding and workforce shortages 
vs an abundance of patients.”

Although these warnings of a 
winter crisis are widespread, the 
doomsayers never specify how we 
would recognise one if it happened. 
The NHS is not going out of business 
like Monarch Airlines. Crisis is the 

wrong word since it implies an event 
that, once overcome, is history. The 
process is really more akin to slow 
strangulation, with winter tightening 
the ligature. 

“More will die”
The result is not the sudden 
disappearance of care but the 
slippage of targets and increasing 
safety risks, neither of which may be 
immediately apparent to patients. 
Taj Hassan, president of the Royal 
College of Emergency Medicine, says 
that last winter a large proportion of 
hospitals were dealing with less than 
80% of patients within the four hour 
emergency department target.

“We know from many published 
studies that this creates a heightened 
risk of safety being compromised 
and patients being harmed,” he says. 
“More will die, and more will come 
to harm.”

Tim Gardner, senior policy fellow 
at the Health Foundation think 
tank, says the system of operational 
pressure escalation levels (OPELs), 
introduced last year to replace 
hospital black alerts, showed great 
variation across the English NHS, 
with some trusts under much greater 
pressure than others. “The pattern 

of OPEL levels three and four would 
flare up and then die away,” he says. 
“The lights weren’t all flashing red 
across the board all the time.”

Alarm about winter pressures has 
prompted some extreme proposals, 
such as discharging patients into 
people’s spare rooms to overcome 
the lack of social care places or 
preventing walk-in patients accessing 
emergency departments unless they 
have first consulted their general 
practitioner or NHS 111. Both ideas 
seem to have been killed at birth after 
attracting national publicity. The 
time is not yet ripe for solutions this 
radical.

Even if walk-ins were prevented, it 
probably wouldn’t help. The winter 
problem (increasingly the year round 
problem) is not the numbers turning 
up at emergency departments but 
the ability of hospitals to manage 
the flow of patients through the 
system. In a report on last winter, 
NHS Improvement and NHS England 
(NHSI/NHSE) said that attendances 
actually fell by 1.7% compared 
with the previous winter, yet waits 
increased. “These delays are largely 
caused by poor patient flow through 
and out of the hospital,” the report 
concluded.

“The NHS does 
need to do winter 
planning. But it  
also needs to 
think how it’s going 
to deliver services 
better in the future”
Tim Gardner,  
Health Foundation 

Winter crisis? What crisis?

Legal fightback over GP app  p 253

Time to kill Mental Health Act? p 262

Doctor fatigue: call for new rules  p 278

Update on diabetic foot care  p 284

 1 CPD hour in the education section

18 November  2017
359:253-294  No 8130 | ISSN 1759-2151

WINTER 
PRESSURES

Are crisis 
headlines 
justified?

As headlines suggest the NHS’s imminent collapse, Nigel Hawkes asks 
health leaders what the reality is and if plans to prevent it have progressed



the bmj | 18 November 2017            267

which rises in admissions have been 
balanced by reductions in length 
of stay. Between 2001 and 2013 
emergency admissions rose by 3% 
a year on average, yet emergency 
bed days rose by only 0.2% over the 
entire period, fi gures in a recent NHS 
England board paper show.   Since 
2013, the tide has turned and lengths 
of stay have increased by 1.8 million 
bed days, a 6% rise in four years. 

 The main reason is delayed 
transfers, which have risen steadily 
and increasingly swift ly since 2014. 
Reducing delayed transfers was a 
key recommendation in the NHSI/
NHSE report, the aim being to free 
up 2000-3000 acute beds. 

 Is this much needed improvement 
happening? This August, the most 
recent month for which data are 
available, 5809 beds were occupied 
in English hospitals by patients 
whose discharges had been delayed. 
Although this is marginally lower 
than the 6060 reported in the same 
month in 2016, the diff erence is 
insignifi cant. NHS England admits 
that “to date, only limited progress 
has been made” in reducing delayed 
transfers. Chris Hopson, chief 
executive of NHS Providers, the  
organisation for trusts, says more 
bluntly that the plan has failed. 

 Gardner sums it up: “The aim was 
to get the proportion of occupied 
bed days down from 5.6% to 3.5%, 
roughly where it was three years ago. 
That amounts to making up three 
years’ change in a few months, and 
it’s going to fall some way short.” 

 Local authorities blamed 
 The fi nger is being pointed at local 
authorities. Delays attributable to 
social care are fewer than those 
where the blame lies with the NHS 
but are rising more swift ly, both 
in numbers and as a proportion; 
37.3% of the delayed transfers in 
August 2017 are laid at the door of 
social care, compared with 33.5% 
the year before. 

 The government promised 
local councils an extra £2bn to 
ease the strain but told them in 
July that the money was linked to 
performance targets, amounting 
in some cases to a 70% cut in 
delayed transfers, which the 

 Some of the report’s 10 
recommendations to be better 
prepared are exhortations—“a 
renewed drive and focus to 
implement best practice across all 
systems”—but a few are specifi c 
enough to put to the test. 

Bed occupancy
 For example, the fi rst 
recommendation is that bed 
occupancy should be more 
actively monitored and actions 
taken to ensure it remains below 
92%. For most of last winter 
occupancy levels exceeded this, 
peaking at 98% on 25 January 
2017, despite trusts opening 
4200 extra beds. 

 So achieving below 92% 
occupancy will be a massive 
challenge, even though NHS 
England’s national urgent and 
emergency care director, Pauline 
Philip, says that plans are already 
in place to open at least 3000 
extra beds. The latest fi gures, 
for the fi rst quarter of 2017-18 
(April, May, and June), show bed 
occupancy running at 89.1%, 
almost exactly the same as in the 
fi rst quarter of 2016-17 (89.2%). 
This is 2.5 percentage points 
higher than the average for 2010-
15, and there is no evidence of 
improvement. 

 The cause is not more patients 
arriving but fewer patients 
leaving. For years the NHS has 
enjoyed a favourable streak in 

County Councils Network described 
as undeliverable. In a letter from 
the health secretary, Jeremy Hunt, 
and communities secretary, Sajid 
Javid, 32 councils with high rates 
of delayed discharges were told 
that if progress wasn’t evident by 
September they stood to lose their 
share of the new money. 

Workforce shortages
 Another specifi c recommendation 
in the NHSI/NHSE report was the 
need to remedy workforce shortages 
in primary care and in urgent and 
emergency medicine. NHS staffi  ng 
statistics do show some rises in staff  

Newspaper 
headlines have 
fed into fears of 
a winter crisis  
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classified as working in emergency 
medicine. In June this year (the latest 
figures available) there were 1648 
consultants and 1751 specialist 
registrars so recorded, against 1486 
and 1594 in June 2016.

NHS England announced a 
year ago that there would be extra 
money to boost GP numbers, but 
the statistics do not show any 
clear sign of this proving effective. 
Comparisons between years are 
difficult because changes have 
been made to the way the data are 
collected, but the message is that 
although the GP headcount may be 
rising slowly, the numbers of full 
time equivalent GPs are not.

More mortuaries
Another key to navigating winter, 
say NHSE and NHSI, is getting the 
planning done early. A common 
feature of published plans, as 
in every winter, is postponing 
elective operations to free beds for 
emergency admissions.

At the Maidstone and Tunbridge 
Wells Trust, for example, almost 
all elective work will be halted at 
the Tunbridge Wells site and, in 
a move unlikely to provide much 
reassurance, mortuary capacity 
will be increased by 100, possibly 
by installing a mobile mortuary on 
site. At Portsmouth Hospitals, where 
meeting the four hour emergency 
department target is a distant dream 
(in August it was met for only 74% of 
patients), the chief executive, Mark 
Cubbon, plans a six month reduction 
in elective work to try to get things 
right, even though this will reduce 
the trust’s income.

Similar expedients have got the 
NHS through recent winters, though 
some say that luck has played a part. 
In 2014-15, mortality soared but 
nobody much noticed at the time 
and similar trends were seen across 
Europe so blaming NHS winter 
pressures seems unjustified. The 
most likely cause was a poor match 
between the circulating flu virus and 
the vaccine.

Estimating how much damage 
flu could do this winter is largely 
guesswork. Despite some headlines, 
Australia’s flu season, just coming 
to an end, has not been especially 
bad. Laboratory confirmed cases 
are up sharply, but new rapid 
testing introduced this year makes 
comparisons with previous years 
difficult. Clinical severity has been 
low to moderate, the Australian 
Department of Health says, and the 
vaccine seems to be a good match 
with the circulating virus.

Given that the NHS has so far 
survived the annual prophecies 
of doom, are this year’s any more 
believable? Gardner does see 
dangers in focusing too much on the 
short term. “The NHS does need to 
do winter planning,” he says. “But it 
also needs to think how it’s going to 
deliver services better in the future, 
and there are lots of good examples. 
But these changes take a very long 
time—you can’t just cut and paste 
them from one area to another. 

“In worrying about meeting 
winter pressures, the NHS shouldn’t 
forget longer term changes. It has to 
do both.”
Nigel Hawkes, freelance journalist, London 
Cite this as: BMJ 2017;359:j5203

PERSONAL VIEW  
Taj Hassan

“Each winter is an 
exacerbation of a 
downward spiral”
Taj Hassan is an emergency medicine 
consultant at Leeds Teaching Hospitals, 
and president of the Royal College of 
Emergency Medicine

“Over the past five years the NHS has 
been on a steady downward spiral. 
During each autumn and winter we get 
an exacerbation of this spiral.

“There’s a combination of things 
that makes our departments very 
crowded: increasing demand, increasing 
complexity, and the steady decrease in 
acute beds. What’s made it worse over 
the past two or three years is that the 
amount of money for social care is also 
declining.

“Last year was the worst in 15 years. 
If you look at us now, the four hour 
standard as we enter the winter is as bad 
if not worse than it was last year. So this 
year potentially could be worse—even 
[NHS England chief executive] Simon 
Stevens is saying that we could be 3000 
beds short of what we need.

“We’re very lucky that NHS staff always 
step up to the plate, but we’re facing 
certainly one of the toughest winters for 
the past 15 years. We absolutely need to 
unblock delayed transfers of care, so we 
need more social care packages in the 
community, we need more acute beds.

“The workforce issue in emergency 
departments is acute—the NHS is 
spending £1.3m a day on locums. A new 
workforce strategy we’ve just agreed 
with NHS England, NHS Improvement, 
and Health Education England aims to 
establish more permanent substantive 
posts. The fact that we have got the three 
most senior execs of the NHS to sign up 
for this is a real positive.”

“NHS staff always 
step up to the 
plate, but we’re 
facing one of the 
toughest winters 

for the past 15 
years”

Taj Hassan 

Backed up: ambulances wait in January 2017, during the NHS’s last “worst winter ever” 
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