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Babylon app increases CCG’s costs
EXCLUSIVE High demand for a new
service that allows patients to access GP
consultations 24 hours a day on their
smartphones is leading to increased
hospital activity, NHS bosses have reported.
The GP at Hand service, launched by the
Lillie Road Surgery in Hammersmith, west
London, and the digital company Babylon
Health, has been marketed across London
since its November launch. The practice
more than trebled its patient list in the app’s
first two months, from 4970 to 16 117.
More than 90% (10 051) of the 11 147 new
patients were aged between 20 and 44.
In a financial board paper published
on 9 January, Hammersmith and Fulham
Clinical Commissioning Group said early
indications were that GP at Hand was
increasing acute care activity. It identified
rising acute care costs and extra payments
to Lillie Road Surgery for registering
patients as financial “red” risks. The
board estimated that GP at Hand had led
to extra costs of around £150 000, paid
for from the CCG’s contingency fund.
The board paper said, “New risks
have been identified, including an early
assessment of the impact of GP at Hand
registrations on acute activity. This is
early data and will be monitored closely.”
the bmj | 20 January 2018

It said it could not comment further at
this stage.
In minutes of a governing body meeting
also published on 9 January the CCG said
its Primary Care Commissioning Committee
“was mindful of the potential impact on the
CCG’s finance as more patients registered
with the GP at Hand practice and that this
needed to be flagged as a risk.”
Richard Vautrey, chair of the BMA’s
General Practitioners Committee, who has
expressed concerns about how GP at Hand
might affect other parts of the NHS, said
that it was likely that patients with an acute
illness were using GP at Hand as they would
the NHS 111 emergency phone service or
hospital emergency services. He said, “If
a patient goes to A&E, the cost falls where
the patient is registered. If you have a big
increase in registered patients as well, it’s a
double whammy for the CCG.”
But Babylon said that the service could
ultimately save money and reduce pressure
on the NHS. A spokesman said, “These
allegations from the BMA misunderstand
the realities of life: people are choosing GP
at Hand, not the other way round.”
Gareth Iacobucci , The BMJ

Cite this as: BMJ 2018;360:k221
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Since the launch of GP at Hand,
the local CCG in west London
has noticed a rise in acute care
activity and related costs
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SEVEN DAYS IN
NHS weight loss plan improves type 2 diabetes
An inexpensive weight management programme delivered in the NHS has helped
patients with type 2 diabetes achieve long term weight loss and improved glycaemic
control, leading to a reduction in their diabetes medicine.
The study, published in Diabetes Obesity and Metabolism, examined records from
a 16 week lifestyle programme. It found that patients who successfully completed
the programme had no increase in their oral diabetes drugs and were only half as
likely to progress to insulin as those who did not complete the programme and
those who did not lose weight. The researchers followed up patients with type
2 diabetes and obesity (BMI >30) who were referred to the weight management
service in the Greater Glasgow and Clyde health board area.
Jennifer Logue, the lead author, from the University of Glasgow, said, “Weight
management programmes in the NHS are under-resourced, and there is a lack of
belief in their effectiveness by clinicians, leading to low levels of referral. We hope
this study will convince patients, clinicians, and managers that these programmes
can make a clinically significant difference to patients with type 2 diabetes.”
Jacqui Wise, London Cite this as: BMJ 2018;360:k177

Carillion

NHS sends staff to six
trusts to deal with fallout

NHS Improvement, which
supports trusts and independent
providers of NHS services, said
that it had deployed staff to
the six biggest hospital sites
affected by the collapse of the
Carillion construction company,
which declared insolvency on
15 January. Overall, the NHS was
a “relatively small” customer of
Carillion, said NHS Improvement,
as 13 trusts use Carillion through
a private finance initiative
(PFI) provider for building
maintenance, catering, cleaning,
or facilities management. Three
trusts also contract Carillion
directly for some services, as
do several smaller primary and
community care properties.
Two trusts also have sites under
construction.

Research news

TV ads link to
junk food cravings

Teenagers who watch
more than three hours of
commercial television a day
were 139% more likely to
drink fizzy drinks and 65%
more likely to eat ready meals
than those with low exposure
to advertisements, said a
Cancer Research UK report that
86

surveyed 3348 young people.
Jyotsna Vohra, lead author, said,
“This is the strongest evidence yet
that junk food ads could increase
how much teens eat. Ofcom must
stop junk food adverts being
shown during programmes that
are popular with young people,
such as talent shows and football
matches, where there’s currently
no regulation.”

Overseas doctors miss
dyslexia tests in school

Pass rates for the applied
knowledge test, a computer based
component of the membership
of the Royal College of General
Practitioners exam, showed that
doctors who failed it and then
declared that they had dyslexia
when resitting it were more likely
to have qualified outside the UK,
the Postgraduate Medical Journal
found. Researchers said that this
may be because candidates from

overseas had not had an earlier
diagnosis “due to lack of testing
for dyslexia at an earlier stage in
their education overseas.”

Fatigue

BMA calls for urgent action
on doctor fatigue

The government and employers
must tackle the risk of fatigue in
doctors, the BMA said. Fatigue
and sleep deprivation endanger
patients and doctors because
of increased clinical error, road
traffic crashes, and needlestick
injuries. Dealing with fatigue
should involve changing work
patterns where possible and
ensuring compliance with health
and safety requirements, the BMA
advised. Doctors should have
rest periods built into rotas, have
recovery time of at least 11 hours,
and be allowed to take leave when
they choose, the report said.

Sneezing

Warning against holding
nose and closing mouth

The case of a 34 year old man
who ruptured the back of his
throat when holding his nose
and clamping his mouth while
sneezing led doctors to warn
the public. The man’s pain and
his inability to speak or swallow
surprised emergency care
doctors. When he told them that

he had felt a popping sensation in
his neck, which swelled up after
trying to contain a sneeze, the
doctors discovered crepitus from
his neck to his ribcage, confirmed
as pseudomediastinum by a CT
scan, they reported in BMJ Case
Reports. He was discharged after
seven days, once the swelling
and pain had subsided.

NHS pressures

CQC suspends inspections

The Care Quality Commission
suspended inspections of all
general practices and urgent
services such as NHS 111 or GP
out-of-hours that have a “good” or
“outstanding” rating for the rest of
January, to help services manage
intense pressures this winter. But
re-inspections of services rated
as “requires improvement” or
“inadequate” will continue. The
BMA welcomed the move and
urged NHS England to consider
suspending other bureaucratic
tasks that divert GPs and other
professionals from delivering
frontline care.
20 January 2018 | the bmj

MEDICINE
Bowel screening

Polyp test uptake rises with
reassuring reminders
About 40% of people
take up the offer
of bowel scope
screening, a oneoff test to find and
remove polyps that
is currently offered to
people aged 55 to 59 in
England. But a study in the
Annals of Behavioral Medicine
found that attendance rose by
21.5% when people were sent
additional reminders and leaflets
dealing with common concerns,
such as embarrassment, pain,
and fear of harm to the bowel,
and were allowed to choose their
appointment time and the sex of
the doctor performing the test.

E-cigarettes

Many smokers overestimate
risks, MPs hear
Half of smokers believe
e-cigarettes to be as harmful as
conventional cigarettes, said
Paul Aveyard, of the Cochrane
Tobacco Addiction Group,
at the House of Commons
science and technology
committee’s inquiry into
e-cigarettes. “That’s really a
terrible misrepresentation
of what we know,” said
Aveyard. In a Cochrane
review of almost 2000
smokers who had
switched to e-cigarettes,
“investigators were
unable to find serious
adverse events,” he
said. “While there could
be risks, the signals
that are coming from real life
studies in real human beings are
reassuring at this stage.”
ЖЖTHERAPEUTICS, p 116

Research

Chronic ill health
drives A&E demand

Poor access to GP services is not
associated with more emergency
department visits, showed

SIXTY
SECONDS
ON . . . THE
LANSLEY
DIARIES
A KISS-AND-TELL TALE FROM, ER, WHO?
Andrew Lansley. He’s the former health
secretary who, in opposition, promised no
more top-down reorganisations of the NHS
but did just that with the introduction of the
Health and Social Care Act in 2012.

Screening and polyp removal rise, the
more information patients receive

an analysis of linked primary
and secondary care records of
819 590 patients registered with
GPs in east London, which found
that patients more frequently
using emergency departments
also saw GPs more often. “This
analysis provides strong evidence
that increasing numbers of
physical and mental morbidities
drive the attendance rates at
[emergency departments],”
researchers wrote in the British
Journal of General Practice.

Overseas news

US is most dangerous rich
nation to be born into

High poverty rates, poor
educational outcomes, and
a weak social safety net
make the US the “most
dangerous of wealthy
nations for a child to
be born into,” a study
comparing trends in 20
wealthy countries
found. The study,
in Health Affairs,
found that childhood
mortality rates have
improved dramatically
in all 20 countries over the 50
year study period but that the US
has lagged behind and, since
the 1980s, has had the highest
child mortality rates. From 2001
to 2010 the risk of death in the US
was 76% greater among infants
and 57% greater in young people
aged 1 to 19 than in the other
countries.
Cite this as: BMJ 2018;360:k217

FLU

The rate of
consultations
for flu-like illness
in England was

37.33

per
100 000 people in
the first week of
January, up from

20.99

in
the final week
of 2017
[Royal College
of General
Practitioners]

OH HIM. DO HIS DIARIES
CONTAIN ANY JUICY GOSSIP?
Unfortunately, they’re not those kinds of
diaries—no Adrian Mole-style revelations of
secret crushes or details of his calorie intake
(vv good) in the manner of Bridget Jones. It’s
just a list of who he met when and where,
and what meetings he attended. No gossipy
asides or glimpses into his psyche.
SO WHY ARE WE TALKING
ABOUT THE DIARIES NOW?
The campaign group Open Democracy has
won a long battle to get them released. The
group was keen to see how many meetings
Lansley had with the private sector before
the unveiling of the 2012 act.
SO WERE EVIL CAPITALISTS IN AND
OUT OF HIS OFFICE CONSTANTLY?
Open Democracy is surprised—maybe
even slightly disappointed—to reveal that
Lansley seems to have spent little time
supping with the devil: “few obvious boozy
lunches courtesy of the outsourcers; no
minibreaks on [Richard] Branson’s island.”
However, the diaries reveal a few interesting
meetings, such as one with private US
insurers, including three representatives
from UnitedHealth on 13 September 2010.
ANY MORE INTERESTING NUGGETS?
They show that the life of a Cabinet minister
is far from glamorous. Days are spent
in back-to-back meetings with various
stakeholders and few jollies. How about
16 December 2010 for a fun packed day—
train from Peterborough to Doncaster,
then hospital visits in Bridlington and
Scarborough, then round off the day with a
trip to Market Weighton bowling club.
UNLIKELY TO BE THE PUBLISHING HIT
OF THE YEAR THEN?
I don’t think Michael Wolff, author of Fire
and Fury, the Trump White House expose,
needs to worry about being
knocked off the top of the
bestseller lists.
Anne Gulland, London
Cite this as: BMJ 2018;360:k199
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FIVE MINUTES WITH . . .

Willie Stewart
Neuropathologist tells Anne Gulland
of his footballers’ dementia risk study

“T

his month we’re starting a three
year study— Football’s Influence
on Lifelong Health and Dementia
Risk (FIELD)—looking at the risk of
dementia in, and overall health of,
professional footballers.
“The first suggestion that football might be
associated with dementia goes back to 2002 when
[former West Bromwich Albion player] Jeff Astle died of
the disease at the age of 59 and the coroner ruled his
death was the result of industrial disease.
“We’ll be looking at the health records of 15 000
or more football players and comparing them with
45 000 matched population controls. Scotland has
a comprehensive electronic health record system,
which is ideally suited to big data health population
studies such as FIELD.
“While focusing on the risk of dementia, we are
aware that any risk should be considered against the
wider health benefits of participation in sport. We will
be looking not just at the dementia rate but also at
global health in our cohort.
“I have been studying late outcomes from brain
injury for over a decade. Back then, few people were
engaged in, or interested in, this subject, with the
common belief that brain injury associated dementia
was almost exclusive to
boxers, but we were seeing
pathology in people who had
been involved in road traffic
accidents or who had been
assaulted. Around the same
time came reports of chronic
traumatic encephalopathy in
former American footballers.
“WE WILL
“In the US, pressure of
NOT JUST BE
litigation has led to heading
LOOKING AT
DEMENTIA, BUT
being banned in youth football
ALSO AT GLOBAL but there is no real research
HEALTH”
data to back this up. The head
of the Professional Footballers’ Association (PFA)
has suggested that children should be banned from
heading but I prefer decisions to be evidence based.
“While the Football Association and PFA are
funding FIELD, they have no control over how the study
is conducted and they cannot direct the questions or
how the data are reported. The only condition is that
we keep them informed. The FA and PFA have taken a
bold step with this study—it could produce some fairly
challenging and difficult results for football.”
Willie Stewarts works at Queen Elizabeth Hospital, Glasgow

Anne Gulland, London Cite this as: BMJ 2018;360:k190
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Spend more or NHS
will deteriorate further,
hospital leaders warn
A lack of funding and staffing
shortages have made managing winter
pressures “unsustainable,” NHS
Providers has warned.
The organisation, which represents
hospitals and mental health,
community, and ambulance services
in England, said the NHS had reached
a “watershed moment,” and called on
the government to accept that it could
no longer deliver what was required of
it within current levels of funding.
In a letter to Jeremy Hunt, secretary
of state for health and social care, the
group’s chief executive, Chris Hopson,
called for the government to “create

URGENT
ACTION

is
needed if the NHS is not
to lose the hard won gains
made in the past

15

years

a sustainable long term funding
settlement for health and care.”
Decisions on long term funding
must be put in place no later than the
next national budget in November,
Hopson said, to prevent further
deterioration in services, which were
no longer able to meet the standards of
care set out in the NHS Constitution.
The warning came as performance
data in England, published on 11
January, showed that in December
the proportion of patients attending
hospital emergency departments
who were seen within four hours was
85.1%, below the 86.2% in December
2016 and the 95% target.

Doctors’ warning
On the same day, 68 doctors who
run emergency departments wrote
to the prime minister warning that
understaffing and underfunding
were leading to overcrowding and
premature deaths, because some

Surgeon fined for initialling livers
A senior consultant surgeon who
branded his initials on the new livers
of two anaesthetised transplantation
patients has been fined £10 000 after
admitting assault at Birmingham
Crown Court.
In a case described by prosecutors
as “without legal precedent in criminal
law,” Simon Bramhall was also
sentenced to a 12 month community
order and ordered to carry out 120
hours of unpaid work.
Bramhall’s actions came to light
when one of the livers failed, for
reasons unconnected with the
transplantation, and the surgeon
dealing with the follow-up operation
noticed the initials SB on the liver.
The court heard that the branding
with an argon beam coagulator would
not have harmed the patients, but
Bramhall, 53, admitted his actions
were a “naive and foolhardy” attempt

to relieve tension in the operating
theatre during two operations in
February and August 2013.
He worked at Queen Elizabeth
Hospital in Birmingham for 12 years,
and was also involved in examining
students, tutoring postgraduates,
management, and research. He
resigned from his job there in 2014
and now works as a consultant general
and upper gastrointestinal surgeon at
Wye Valley NHS Trust in Hereford.
The General Medical Council gave
Bramhall a formal warning in February
2017, which will remain on his record
for five years. It states that “the failing
in itself is not so serious as to require
any restriction on Mr Bramhall’s
registration” but reminds him that he
must “treat patients as individuals and
respect their dignity and privacy.”
Clare Dyer, The BMJ

Cite this as: BMJ 2018;360:k200
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On 3 January 13 880 patients arrived at hospital by ambulance, of whom 845 were delayed by at least 60 minutes, show data from NHS England, which
collected the figures this year for the first time so no comparison can be made with previous years

patients were not seen quickly
enough. They denied Theresa May’s
claim that the NHS was well prepared
to deal with winter pressures, writing,
“Our experience at the front line is
that these plans have failed to deliver
anywhere near what was needed.”
Hopson warned that the decision
of the National Emergency Pressures
Panel to postpone elective surgery
would mean many trusts losing money.
“Many more trusts than currently
planned will lose access to financial
and performance target-dependent
funding and/or be financially
penalised by commissioners,” he said.
“This has a clear impact on their
day-to-day financial stability as well

as their ability to recover targets,
invest in capital maintenance and
transformation and reduce the
provider sector deficit.”
Hopson said he welcomed Hunt’s
recognition of the need for a long term
financial settlement for health and
social care. “But urgent action is now
needed on this issue if we are not to
lose the hard won gains the NHS has
made over the last 15 years,” he said.
“Failure to act now will lead to
targets moving further out of reach.
This would harm the quality of
care, causing delays and distress for
patients and weakening staff morale.
It could also undermine public faith
in the NHS.

“There is so
much at stake.
We can fix
this, but there
must be no
more delay”
Chris Hopson,
NHS providers

“There is so much at stake. We can
fix this, but there must be no more
delay. The ball is now firmly in the
government’s court.”
Commenting on Hopson’s letter,
a Department of Health and Social
Care spokesperson said the NHS had
been given an extra £2.8bn over two
years in November’s budget. The
spokesperson said the department
recognised the pressure in emergency
departments and that flu rates were
going up. “That’s why we recently
announced the largest single increase
in doctor training places in the history
of the NHS—a 25% expansion.”
Abi Rimmer, The BMJ

Cite this as: BMJ 2018;360:k175

Young women with BRCA mutation can postpone surgery
Young women with breast cancer and
a BRCA mutation do not need to rush
to have a double mastectomy, after a
large prospective study found that
breast conservation with
radiotherapy was a safe
option in the first decade
after diagnosis.
The study, published
in Lancet Oncology,
found that survival after
treatment of women with a BRCA
mutation was similar to survival in
women without the mutation—at
least for the first 10 years.
The POSH study included 2733
women recruited between 2000 and
2008 from 127 UK hospitals. The
women were all aged 40 years or
younger when first given a diagnosis
of invasive breast cancer. A BRCA
mutation was detected in 12% of
the women: 201 with the BRCA1

gene and 137 with the BRCA2 gene.
Treatment was carried out according
to local protocols, with 89% of the
women undergoing chemotherapy,
49% having breast conserving
surgery, half having
a mastectomy, and
less than 1% having
no surgery.
After a median
follow-up period of 8.2
years, there were 678 deaths,
including 651 from breast cancer, 18
from other cancers, and nine from
other causes. The study found that
overall survival at two years was 97%
among BRCA mutation carriers and
96.6% among non-carriers. Survival
at five years was 83.8% among
women with a BRCA mutation and
85% among non-carriers. At 10 years
the figures were 73.4% and 70.1%.
However, in patients with triple

negative breast cancer, BRCA
mutation carriers might have a small
survival advantage over non-carriers
in the first few years after diagnosis,
the study concluded. In a subgroup
analysis of 558 patients with triple
negative breast cancer, it found that
women who had a BRCA mutation
had better overall survival than noncarriers at two years (95% v 91%),
although the results showed no
differences at five years or 10 years.

Survival benefit
The researchers said the
survival benefit was not
caused by these women
having early risk-reducing
surgery and said that the
reasons remained
unclear and that
the result needed
confirmation.

In the cohort, double mastectomy
was not associated with better
survival, although its use was
fairly low. Of the 338 women with a
BRCA mutation 107 had a double
mastectomy, as did the actor
Angelina Jolie (below) in 2013.
The researchers said this probably
reflected the low level of testing for
the mutation at the time of the study.
The study’s leader, Diana Eccles,
from the University of Southampton,
said, “Women diagnosed with early
breast cancer who carry a BRCA
mutation are often offered double
mastectomies soon after their
diagnosis or chemotherapy
treatment. However, our
findings suggest this surgery
does not have to be
immediately undertaken.”
Jacqui Wise, London
Cite this as: BMJ 2018;360:k180
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Under pressure this winter:
know when to shout for help
How can managers support staff during the crisis, asks Rebecca Coombes
At Milton Keynes University Hospital
conditions are “slightly” improved
after a Christmas surge.
“We had a very challenging
time between Christmas and New
Year, historically a quiet time,
with significant numbers of very
elderly and sick patients requiring
admission,” said Joe Harrison, the
trust’s chief executive.
Hampshire Hospitals NHS
Foundation Trust saw a similar
increase in demand from an ageing
population, though here the
pressure remains high. “People are
sick and old, they’re on intravenous
treatment, they’re on oxygen,
they’re frail with huge numbers
of comorbidities,” said Matthew
Inada-Kim, a consultant in acute
and general medicine at the trust.
Inada-Kim describes the risks
clinicians take when working with
patient capacity at 95% to 110%.
“Your error rate creeps up. The
complexity and the level of acuity has
really rocketed since I started out,
so I’d say the demands of doing a 13
hour shift nowadays are harder than
doing the old style 72 hour shifts.”
Working at high pressure for
three to four hours without a break
is “the maximum safe working
time,” he said. “You run the risk of
dropping the ball. We don’t have the
deputisation system seen in other
safety critical industries.”

?

How is the executive team at a
trust made aware of conditions?
“The most obvious place is
directly from the shop floor,” said
Harrison. “It’s about making sure
that everybody feels able to raise
concerns, escalate pressures, and
shout for help.”
Inada-Kim said that an intrinsic
link between leadership and
clinicians means problems can
be escalated quickly. “You have
feelers on the ground and have
very early intelligence when things
90

“Speaking up
shouldn’t
come across
as a tired
rant at the
end of a shift”
Matthew
Inada-Kim,
consultant

“How can we
use surgeons
who can’t
operate,
because we
have acutely
unwell
patients in
their beds?”
Joe Harrison, chief
executive

are not working well—together
with clear lines of communication
between leadership and clinicians
and vice versa.”
One recent morning, Harrison had
walked the wards with the trust’s
chief nurse, “actively considering
where we might put extra patients.
We absolutely discounted a couple
of areas, and begrudgingly accepted
a couple of areas because they have
an oxygen supply and are wide
enough to accommodate an extra
bed,” he said.
He feels a tension between
finding immediate solutions while
maintaining standards of care.
“We are nervous about accepting
suboptimal and poor solutions for
delivering care as a way of getting out
of this.”
Both Harrison and Inada-Kim
agreed on the need to distribute risk
throughout a hospital. Inada-Kim
said, “We know that housing patients
all in one area is a recipe for disaster.”
Harrison described a “brilliant”
response from surgeons willing to
help out acute physicians and the
emergency department team. But
he was concerned about patients
whose planned operations were
cancelled. “It doesn’t mean they can
wait forever,” he said. “If we have
surgeons who can’t operate because
we have these acutely unwell medical
patients in their beds, how can we
use them elsewhere? We are looking
at whether that’s renting space or
bringing temporary accommodation,
theatres and wards, on site.”

?

What mechanisms are in place to
enable staff to raise concerns?
Inada-Kim said that this requires
strong leaders: “I’m working with one
now, who basically has open arms
towards this sort of thing. There’s
an email address, there’s a phone
number. This sort of close contact
leadership is really critical. This is not
a ‘them and us’ situation, this is a ‘we,’

and that’s the only way we’re going to
get through this current pressure.”
He pointed to the Mid Staffordshire
scandal as a key culture changer,
especially in the new requirement for
each trust to employ a “freedom to
speak up guardian.”
“The GMC, BMA, certainly the
defence unions—all have very strict
and very clear policies on speaking up
and how it should be done and who
should be contacted, both internally
and externally,” he said.

Speaking up
What’s missing, however, is the
training to enable staff to speak up
effectively, added Inada-Kim. “It
shouldn’t come across as being a tired
rant at the end of a shift. It should be
a useful, constructive conversation
where the problem is highlighted
against the perceived risks—and
with feedback about what needs to
change,” he said. “But when you are
under pressure, and you’re filling in
a Datix [incident reporting system]
form that is hard to access, it feels in
some ways ineffective or futile.”
In the wake of the Bawa-Garba case,
the ability to speak out about system
failures is more important than ever,
said Inada-Kim. “The message about
infection and sepsis being sent out to
our front line is, unfortunately, ‘Treat
20 January 2018 | the bmj
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Hunt’s new department: major
overhaul or window dressing?
Can a name change bring the true integration of health and social
care that has so far eluded ministers, asks Gareth Iacobucci

THE DEMANDS

of doing a 13 hour shift
nowadays, with patient capacity

95% 110%

at
to
, are
harder than doing the old style
72 hour shifts
it to cover yourself.’ This is absolutely the
wrong message,” he said.
“It should be about someone actually
putting their foot on the ball and
exercising clinical judgment. It’s why
they went to medical school.”
Harrison said that trust chief
executives must shape a listening
culture from the top. He said, “In an
induction this morning I talked about
how we’ve had ‘never’ events here, and
we haven’t disciplined or dismissed
anybody on the back of those events.
And this is about how an organisation
learns from mistakes.
“Healthcare is an art. It’s not a science,
it’s a people business—and how do we
support people to do the best possible
jobs that they can?”
Rebecca Coombes, head of news and views, The BMJ
rcoombes@bmj.com
Cite this as: BMJ 2018;360:k204
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Listen to the full conversation
in the podcast on bmj.com

When Jeremy Hunt emerged from No 10 on
8 January with not just his job intact but an
expanded brief, many observers were surprised.
With the NHS in the grip of a winter crisis, it was
believed that the prime minister would use her
cabinet reshuffle to sweep a new broom through
the Department of Health for England.
Instead, the erstwhile secretary of state
for health exited Downing Street as the new
secretary of state for health and social care,
heading up the rebranded Department of Health
and Social Care (DHSC). Rumours circulated that
Hunt had dug in his heels and refused Theresa
May’s bid to move him to the Department for
Business. Given that Hunt has previously shown
little interest in reforming social care—in October
he was criticised for failing to mention it in his
Tory conference speech—it seems likely May
attached it as a condition of him staying in post.

Green paper
A key question now is whether the name change
will herald a new era for social care. Although
England’s health department has always held
some responsibility for social care, in recent
years this was shared with the Department for
Communities and Local Government, which
oversaw funding, and the Cabinet Office, which
will now relinquish to the DHSC delivery of the
green paper on social care this summer.
Richard Humphries, senior policy fellow
at the King’s Fund, said that although the
rebranding was largely cosmetic it could give
social care a more equal footing with health.
But he added that the “the jury will be out” on
practical benefits, pointing to the inaction after
the Barker commission in 2014 and the 2011
Dilnot commission, which proposed a cap of
£35 000 on individuals’ contribution to their
social care costs but which has been ignored by
successive governments. “The litmus test of the
change is the adequacy of the proposals that
the government brings forward in the
green paper,” said Humphries.
In recent months calls have grown
for a cross party commission on the
future of health and social care to
consider, among other things, the
Sarah Wollaston: “Is this simply
a branding change?”

feasibility of combining their budgets in one pot.
Humphries is sceptical that a name change will
hasten funding reform. But he does expect the
integration of health and social care to be central
to the green paper.
Sarah Wollaston, the Tory chair of the health
select committee and an advocate for cross party
talks on health and social care funding, said
that “a change in name over the door” was not
a solution in itself. “The big question is whether
this will simply be a change in branding . . . or
indicative of deeper, underlying change and
integration,” she told The BMJ.
“The public wants politicians to get on and
deliver the funding that both health and [social]
care need,” Wollaston added.
Humphries urged ministers not to ignore
areas outside the green paper’s
remit. “The green paper is all
about older people, whereas
half of council spending
on social care is younger
people with disabilities, for
whom integration is much less
important than the benefit
“The green
system and housing,” he
paper will be
said. “There is a danger
the litmus test”
social care will get skewed
Richard Humphries,
towards integration with
King’s Fund
health at the expense of
other services.”
Robin Miller, deputy director of the Health
Services Management Centre at the University
of Birmingham, agreed. “Social care is always
seen as a sidekick to healthcare. That dilutes its
unique offering, which includes employment,
housing, and lifelong education.”
But Miller said there was “symbolic value”
in social care sitting alongside health. And
he said that although Hunt is not universally
popular among staff, his willingness to absorb
professional and media “heat” might be useful
for tackling big reform decisions.
“When we think about what the future is for
social care, we will need somebody who is
willing to fight its corner,” said Miller. “He is
not afraid to have a battle.”
Cite this as: BMJ 2018;360:k208
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THE BIG PICTURE

Mexicans head off
spread of bovine TB
The still twitching heads of 50 slaughtered
cattle are being inspected by vets,
distinguishable from the slaughtermen by their
orange hard hats, in the Zapopan municipal
slaughterhouse in Jalisco state, Mexico.
The vets are searching for signs of calcified
lesions that indicate bovine tuberculosis.
Each part of the body is marked in turquoise
with the animal’s identifying number, which
has come from its yellow ear tag, now placed
in numerical order on the wall.
If any body part is found to have signs of
tuberculosis it is destroyed, along with the
rest of the carcass. The stringent process
has been introduced to combat zoonotic
tuberculosis, which can infect humans.
World Health Organization figures show
that there were at least 147 000 new cases
worldwide and 12 500 deaths in humans from
the zoonotic form of the disease in 2016, but
numbers are probably much higher, because
laboratories in many countries are generally
not equipped to differentiate the zoonotic
form from standard tuberculosis.
WHO says that if its target to eliminate the
global tuberculosis epidemic by 2030 is to
be achieved, the zoonotic form of the disease
must not be overlooked. To focus attention
on the disease WHO, together with the World
Organisation for Animal Health, the Food
and Agriculture Organization of the UN, and
the International Union against Tuberculosis
and Lung Health, has released a Roadmap for
Zoonotic TB (http://bit.ly/2rcwIVK), calling
for better data collection and diagnostics.
This slaughterhouse is run by the vet
Brigida Espinoza Olvera (above) who said that
in the first six months of 2017 the vets found
only eight cases of bovine tuberculosis. “We
work hard, and I have a good team,” she said.
Jacqui Thornton, Guadalajara
Cite this as: BMJ 2018;360:k220
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EDITORIAL

Conflicting asthma guidance causes confusion
A way forward for clinicians while we streamline the guideline process

M

Controversial draft
In a 2015 draft guideline on diagnosis,
NICE recommended using both
spirometry and fractional exhaled
nitric oxide (FeNO) testing to confirm
a diagnosis of asthma, rejected the
concept of trials of treatment as a
diagnostic tool, and relegated the
low cost, high specificity, and widely
available technique of peak flow
monitoring to a subsidiary role. It also
recommended bronchial challenging
testing, which is not widely available,
for patients with inconclusive results
from spirometry and FeNO tests.
The consultation revealed
widespread concern about the draft
recommendations,4 which could shift
the diagnosis of asthma from primary
to secondary care and increase
hospital referrals. FeNO testing is
expensive and is currently available
in only a few general practices and
64% of hospital services.5 Opinion
varies over its diagnostic value.6
94

prime importance of good clinical
method and regular reassessment.
It agrees with the need for objective
testing and prioritises peak flow
monitoring, alongside trials of
treatment if necessary, as the initial
test in primary care. Spirometry and
FeNO testing are additional options
for patients in whom the diagnosis
remains unclear.
For treatment, it cautiously
accepts the cost-benefit arguments
for a trial of leukotriene receptor
antagonists as add-on treatment
to low dose inhaled corticosteroids
but emphasises there is no need to
change the treatment of patients
already established on long acting
β agonists.

SPL

ost asthma
management takes
place in primary
care. Since 1992
asthma guidelines
from the British Thoracic Society
(BTS), now under the auspices of the
Scottish Intercollegiate Guideline
Network (SIGN), have been widely
accepted and used in the UK.2
In 2013 it was decided that
NICE would produce guidelines for
diagnosis and monitoring of asthma,
and later for the management of
chronic asthma. Reasons included a
wish to incorporate cost effectiveness
analyses and concerns about
overdiagnosis, overtreatment, and
consequent waste of resources.
From the outset concerns were
expressed that NICE would either
duplicate the advice from BTS/SIGN
or provide conflicting guidance.
What has happened is a bit of both,
causing confusion among health
professionals and risking worse
outcomes for people with asthma.

Spirometry results are normal
in most primary care patients with
asthma, and there are concerns over
the quality of spirometry in this
setting. NICE made no allowance
for the cost of increased referrals
to secondary care for FeNO testing
or spirometry. Publication of the
guideline was paused, pending
a pilot study in primary care, but
it has been published virtually
unchanged.
The 2016 draft guideline on
management of chronic asthma
largely mirrors recommendations
from BTS/SIGN with one
controversial difference—the
recommendation (on cost
effectiveness grounds) of leukotriene
receptor antagonists as first choice
add-on therapy for patients whose
asthma is not well controlled with
low dose inhaled corticosteroids.
Long acting β agonists (the BTS/
SIGN recommendation) are
marginally more effective, but the
difference is too small, say NICE, to
justify the additional cost.
The Primary Care Respiratory
Society UK has produced consensus
advice on how to deal with
conflicting national guidelines.7 For
diagnosis, it broadly supports the
BTS/SIGN approach. It reasserts the

The UK needs a
single, regularly
updated,
comprehensive,
and evidence
based guideline
covering both
diagnosis and
management

A single UK asthma guideline
NICE has a vital role in ensuring
the cost effectiveness of health
services in England and Wales. But
it has taken four years to produce
guidance that does not cover the
whole of asthma care and which
much of the respiratory community
finds problematic.
The UK needs a single, regularly
updated, comprehensive, and
evidence based guideline covering
both diagnosis and management. It
should incorporate health economic
analysis of key options where
necessary. The logical way forward
is for the comprehensive BTS/
SIGN guideline to continue, with
NICE contributing resources to the
task and expertise in cost-benefit
analysis.
This would be a new form of
cooperation between the two
guideline organisations. But
people with asthma, and the health
professionals who care for them,
deserve this cooperation and
the best possible use of limited
Duncan Keeley, executive
resources for the development and
committee policy lead
duncan.keeley@
maintenance of asthma guidelines.
nhs.net
Noel Baxter, chair,
Primary Care Respiratory
Society UK, Solihull

Cite this as: BMJ 2018;360:k29
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EDITORIAL

Health and social care: What’s in a name?
Joint billing is a weak response to profound problems in both sectors

A

s Jeremy Hunt walked
into Downing Street
during the Cabinet
reshuffle last week, it
was widely assumed
that he would move roles. When
he emerged in the same job, but
with a new title—secretary of state
for health and social care—it took
everyone by surprise. Despite
speculation that he was asked to
move, refused, and somehow emerged
with an expanded portfolio,1 2 the
reality is somewhat different.
The Department of Health has
long held the policy lead for adult
social care, and social care funding
still remains a matter for local
government, overseen by a renamed
Ministry of Housing, Communities,
and Local Government. As the
editor of the Health Service Journal,
Alistair McLellan, tweeted:
“Profoundly irritated that DH now
has misleading new name . . . simply
because May ballsed up the reshuffle
#nothinghaschanged.”
On one level, dismissing the name
change as merely window dressing
is tempting but probably not quite
fair. What we call things matters,
and having a renamed Department
of Health and Social Care (DHSC)
sends a helpful message that social
care is important, raises its profile,
and could even be an opportunity for
the NHS to learn from social care (for
example, around personalisation and
assets based approaches that build
on what people and communities
already do for themselves). It might
have been an even stronger statement
if we had had a Department of Social
Care and Health (since social care is
usually the sidekick)—but at least the
new name feels like progress.
Moreover, the changes seem to
imply, at least in principle, that a
single senior minister is personally
accountable for both services. Given
Jon Glasby, professor of health and social care,
head of the School of Social Policy, University of
Birmingham j.glasby@bham.ac.uk

the challenges facing adult social care,
this might be a brave thing to do.3
Rightly or wrongly, Hunt has proved
himself unafraid to take on a battle
(for example, with junior doctors),
invested in new models of care, and
has shown a stubborn determination
not to give up the health remit. These
could be important qualities when it
comes to the crisis in adult social care.

Words are not enough
However, simply reclassifying his role
and department will not solve our
underlying problems. Our health and
social services were not designed with
integration in mind, and they have
different budgets, legal frameworks,
geographical boundaries, IT systems,
and cultures.4 There are fundamental
differences between services that are
national, universal, and largely free
at the point of delivery and those
that are local, targeted, and means
tested. As a famous article on the five
laws of integration puts it: “You can’t
integrate a square peg and a
round hole.”5
Against this
background, having
a single DHSC does
nothing to change
this situation. Many
councils have had
a directorate of
social care and
housing but with
both services
remaining almost
entirely separate
on the ground. Even in
Northern Ireland, where we have
had integrated health and social
services since the early 1970s (and
where the previous Department
of Health, Social Services and
Public Safety was renamed as the
Department of Health in 2016),
joint working continues to be
problematic, and social care
arguably remains a junior,
sometimes marginalised,
partner.6 7

Changing
the name
doesn’t feel
like a sufficient
response to
the scale of
our problems

Jeremy Hunt, the
new secretary of
state for health
and social care

There could even be negative effects.
After the rebranding, it soon became
apparent that the DHSC would take
on responsibility for the forthcoming
green paper on care and support for
older people, which was previously
the responsibility of the Cabinet Office.
Whether this is because Hunt really
wanted this hot potato, or simply
because no one else did, is not clear.
However, when Damian Green, then
first secretary of state, announced the
green paper he was clear that it would
have to be cross sectoral and consider
wider issues, “including the crucial
role of housing and the interaction
with other public services.”8
Now there is a fear that a process led
by the DHSC could be narrower and
overly influenced by consideration of
the implications for the NHS. As the
Association of Directors of Adult Social
Services said: “We hope the secretary
of state will see social care as crucial
in its own right, and not just viewed
through the prism of what it can do for
healthcare. Social care is responsible for
over 1.4 million jobs, and supports over
1 million of our most vulnerable adults.
With a funding gap of over £2bn, this
will be one of the most essential tasks
for the new department to get to grips
with in making sure that a long-term,
sustainable funding solution is
provided to address this.”9
Above all, changing the name
doesn’t feel like a sufficient response
to the scale of our problems. Shortly
after the reshuffle, senior doctors
wrote to the prime minister to warn of
patients “dying in hospital corridors”
and NHS Providers has talked about
“a watershed moment” whereby
“we are now at the point where we
cannot deliver the NHS constitutional
standards without a long-term
funding settlement.”10 Despite its
symbolic value, adding “and social
care” to the website, the signage, and
a job title surely won’t be enough.
Cite this as: BMJ 2018;360:k201
Find the full version with references at
http://dx. doi: 10.1136/bmj.k201
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yes

You cannot say that you offer equitable
care to LGBT patients without knowing
who they are—unless you count them

Richard Ma, NIHR doctoral research fellow,
Department of primary care and public health,
School of Public Health, Imperial College London
r.ma@imperial.ac.uk

HEAD TO HEAD

Should all
patients be
asked about
their sexual
orientation?
NHS England’s
recommendation that health
professionals ask patients
their sexual orientation at
every consultation is
essential to improve services
for non-heterosexual patients,
says Richard Ma. But
Michael Dixon argues that
such monitoring amounts
to a concerning erosion
of medical autonomy
96

After decades of campaigning by lesbian,
gay, bisexual, and trans (LGBT) charities
such as Stonewall and the LGBT Foundation,
sexual orientation became one of the nine
protected characteristics written into the
Equality Act 2010. It would seem a logical
and welcome step for NHS England to include
sexual orientation monitoring (SOM) in
health and social care systems. In practice all
professionals would ask patients how they
define their sexuality during every encounter.
Patients can, of course, refuse to answer.
However, some doctors and patients
have expressed concerns about this policy,
citing reasons such as intrusion or invasion
of privacy, fear of causing offence, doubts
about relevance, data security, and that it
is a tokenistic gesture that will not make
a difference. While I understand these
concerns, they result in inertia; and failure to
act undermines hard fought rights of LGBT
patients to better healthcare.

Flawed assumptions about need
We already fail the LGBT community by
not recognising, or by making incorrect
assumptions about, their needs. A Stonewall
commissioned survey of nearly 7000 gay and
bisexual men found that smoking, alcohol,
and drug use were more prevalent in this
group compared with men in general. More
specific health needs include mental health:
6% of gay and bisexual men aged 16 to 24
have attempted to take their own life in the
past year compared with less than 1% of men
of the same age in general; 15% have reported
self harm compared with 7% of other men.
Some people think SOM is relevant in
sexual health related consultations only.
This is a narrow view. Ethnicity is more than
colour of your skin. Gender is more than
your chromosomes. Similarly, SOM isn’t
just about sex. History, culture, lifestyles,
as well as struggles against discrimination,
are some commonalities that unite nonheterosexual identities.
Even if SOM were just about sex, we are
not even getting that right. Despite men
who have sex with men being at higher risk,

only a quarter and a third have been tested
for sexually transmitted infections and HIV,
respectively. A Stonewall commissioned
survey of over 6000 lesbian and bisexual
women reported that 15% of eligible women
have not had a cervical smear compared with
7% of other women.

Equal treatment is not fair treatment
Some think that treating everyone equally
should be good enough. But equal treatment
is not fair treatment. You would not offer
vulnerable patients equal access to care like
other patients—you make a special effort
because of the special need. Neither can you
say that you offer equitable care to LGBT
patients without knowing who they are—
unless you count them.
We must reflect on why we think asking
about sexual orientation is “intrusive”
and “insensitive”; and why some patients
refuse to disclose such information. This
is surprising given that a large probability
sample survey of over 15 000 adults in
Britain (the third National Sexual Attitudes
and Lifestyles Survey) reports that 11% of
women and 8% of men have had same sex
sexual experience; and we have more liberal
attitudes to same sex relationships than 20
years ago.
We must create an environment where
people can disclose information on their
sexual orientation safely. According to a
survey of more than 3000 health and social
care staff, only 9% received training on
needs of LGBT people; but half said that their
training covered only sexual health; 16%
admitted they would feel uncomfortable
asking patients about their sexuality and, in
contrast, they felt more comfortable asking
about other protected characteristics, such
as disability. Perhaps the health service has
outdated sexual attitudes and we need to
catch up.
I agree that we must make the public
feel confident in how their data are used.
We need to make our data secure and
show that we are using them intelligently—
from contextualising a person’s care and
management, to service improvements.
Sexual orientation monitoring is
necessary to make the health service for
LGBT patients fairer. If we don’t count our
LGBT patients, they don’t count.
20 January 2018 | the bmj

no

It is beckoning an age when GPs
become politically correct robots
practising medicine by numbers

Michael Dixon, general practitioner,
Devon, UK
christine@pitchblack.eclipse.co.uk

Making doctors ask all their patients
about their sexual orientation is
political correctness gone mad. No
one doubts that there can be great
health benefits from knowing a
patient’s sexuality, when offered
voluntarily. There are also many
occasions when, and patients for
whom, it is quite appropriate for a
doctor to ask. It is the “all patients”
bit that is wrong.

Patients’ best interests
If I start asking my 17 or 70 year olds
about their sexuality, the former
will think that I am weird and the
latter that I have gone bonkers
after being their GP for 35 years. If
I then apologise and say that I am
only asking because of the Equality
Act and because the Care Quality
Commission will be checking on
me, then they might rightly wonder
whether I have their best interests in
mind. Sexuality, for many people, is a
private thing and not an appropriate
descriptor of who they are.
A patient asked about their sexual
orientation has three options. To tell
the truth, which is easy for many
and especially, I expect, for those
who support this idea. Alternatively,
a patient may feel that he or she
has to lie, which is bad for them,
for the doctor-patient relationship,
and for later consultations, when
the question might be more
appropriately asked and more
truthfully answered. The third and
quite understandable option is that
the patient tells the doctor to take a
running jump, in which case we are
to record, in Kafkaesque terms,
“The patient declined to answer.”
This implies that he or she has
either got something to hide or is a
difficult patient.
Apparently, this is all to stop
discrimination under the Equality
Act, but surely the best way to avoid

discrimination is by not knowing
people’s sexuality in the first place.
Is there good evidence that people
with different sexualities are treated
differently, and, much more to the
point, is there any good evidence that
asking them will improve things?
The powers that be, NHS England,
say that it won’t affect patient
treatment—prompting the question
of why bother?

Eluding Big Brother
This stupid idea symbolises the
continuing erosion of medical
autonomy beckoning an age when
GPs become politically correct
robots practising medicine by
numbers. It is yet another example of
overmanagement in general practice
and will see yet another flood of
clinicians escaping to the Antipodes
or out of medicine altogether in order
to elude Big Brother’s silly rules. The
secretary of state for health recently
warned that we are on the verge
of losing the family doctor. Surely
someone should be doing something
about that rather than filling our time
with more useless tasks?
In good medical practice, the
patient’s own needs, wishes,
choices, beliefs, culture, and
perspective should come first—not
the rules or diktats of any higher
body. Ultimately it should be up to
the judgment of each GP as to when
it is appropriate or useful to ask such
questions. The NHS needs to assert
itself as a kind, compassionate,
and intelligent service rather than
a nosey parker grinding us all into
cynical submission.
What about the patient? I asked my
97 year old mother what she would
think if her GP asked her about her
sexual orientation. “He wouldn’t,”
she said confidently. “Yes, but
suppose you were registering with
a new doctor, and he or she asked
about your sexuality?” “Well dear, I
would find another doctor.”

PATIENT COMMENTARY

Let’s talk about sex
openly and honestly
Because HIV is often transmitted sexually, it is
normal for healthcare workers to ask patients
with HIV/AIDS about their sexual orientation
and behaviour. Unfortunately, for many years
healthcare professionals sought to notify and
test previous and current sexual partners to
try to understand the epidemiology. When
compulsory, such “partner mapping” denies
patients’ right to privacy, and in most parts of
Europe it is now up to patients whether they
inform their sexual partners about any infection
discovered.
Surprisingly, much of the discourse in the
UK about doctors discussing patients’ sexual
orientation is about the embarrassment felt—by
doctors and patients alike—when talking about
sexuality. But healthcare professionals need
to be able to talk about all sorts of sensitive
things, such as pee, poo, and phlegm. It should
come as no surprise, even to more conservative
doctors, that people have sex—and in all sorts
of ways.

Asking about sexual orientation
could and should introduce a longer
conversation about sexual health
The discussion shows that morality, as well
as health arguments, continues to hold sway in
this area. But sexual health is an integral part
of general health. Non-heterosexual people are
disproportionately affected by specific health
problems, and admitting this is the start of
constructive consultation about the reasons
and solutions. Visibility and honesty can also
eventually reduce stigma. HIV/AIDS activists
have fought long and hard for evidence based
sex education in schools.
Belonging to a sexual minority can be risky—
being gay is associated with a higher risk of
mental health problems, drug and alcohol
misuse, and discrimination—even in societies
that do not criminalise homosexuality. Asking
about sexual orientation could and should
introduce a longer conversation about sexual
health. Patients and patients’ organisations
should fight to ensure that sexual health
related data are kept safe, because all societies
discriminate against people on the grounds of
their sexuality.

Competing interests: None declared.

Tamás Bereczky, HIV activist, and communications adviser,
European AIDS Treatment Group, Brussels tamas.
bereczky@eatg.org

Cite this as: BMJ 2018;360:k52

Cite this as: BMJ 2018;360:k76

the bmj | 20 January 2018 											

97

WORKFORCE PLANNING

Who is training sexual health doctors?
With provider commissioning beset by financial pressures and split responsibilities, sexual and
reproductive health and genitourinary medicine face an uncertain future, finds Caroline White

L

ocal authorities in
England have been
commissioning sexual
health services since
2013. Now, a funding
squeeze is fuelling fears that
specialty training and workforce
development are becoming
unaffordable for providers.
Councils don’t have to stipulate
training in contracts, and they
don’t receive separate funds
for it. Responses to freedom of
information requests from The
BMJ to local authorities show that
only a few (17/147) seem to be
aware of providers’ arrangements
or take an active interest.
“Education and training have
always been part of NHS services,
but if you are employed by
someone who doesn’t see that as
their remit, it may no longer be
part of your job description,” said
Steve Taylor, executive committee
member of the British HIV
Association, which represents
healthcare professionals. “The
feeling among providers is
that they are there to provide a
service. Your priorities will be
about service delivery: seeing
patients and not getting into the
red. Everyone thinks [training] is
someone else’s responsibility.”
An anonymous commissioner
told The BMJ that formal training
is down to Health Education
England and deaneries, but
added, “Local authorities do have
responsibilities for workforce
development and maintaining
competencies.”
One of the issues is long acting
reversible contraception (LARC)
in primary care. Although some
local authorities fund training,
they don’t pay for locum cover
(£800-£900 plus indemnity
costs), and then the payment to
GPs, once competent, doesn’t
cover costs and overheads. “LARC
98

“Having expertise in
HIV, contraception, and
community gynaecology
is a tall order”
Mark Lawton, consultant

is cost effective, but there’s a lack
of understanding of what it costs
to do things in general practice,”
said Helen Stokes-Lampard, chair
of the Royal College of General
Practitioners.

Move to integrated contacts
Historically, sexual health has
been divided into sexual and
reproductive health (SRH)—
which covers matters such as
menopause, abortion, and rape—
and genitourinary medicine
(GUM), which deals with sexually
transmitted infections. But the
move to integrated contracts has
reignited discussions about “dual
skills training” for doctors.
Mark Lawton, consultant
in sexual health and HIV, isn’t
convinced. “You can’t be a
specialist in everything. Having
expertise in HIV, contraception,
and community gynaecology is
a tall order,” he argues. “[GUM]
trainees do recognise the need for
integration, and most have got
a postgraduate qualification in
sexual and reproductive health.”
He thinks it’s best for
consultants from both specialties
to work together to provide
seamless care. But this isn’t
always how commissioners
see it, says Jane Dickson, vice

“There’s a lack of
understanding of
GP costs”

“Everyone thinks
training is someone
else’s responsibility”

Helen Stokes-Lampard,
RCGP

Steve Taylor, British HIV
Association

president of the Faculty of Sexual
and Reproductive Healthcare.
She says that in Lincoln, four
GUM but no SRH consultants
have been appointed despite SRH
services being commissioned.
Similarly, in a service redesign
at London’s Guy’s and St
Thomas’ teaching hospital, SRH
consultants lost their jobs but
eight GUM posts were kept.
The SRH specialty is victim to
split funding and prejudice, says
Dickson: “It’s viewed as family
planning and a throwback to the
1970s, when women in twinsets
and pearls did it for charity.”
Despite being oversubscribed,
with 80 applicants for every
training place, England has only
95 SRH consultants, a third of
whom could retire in the next five
years. But calls to boost trainee
places from 21 to 35 a year are
going unheard, Dickson says.
“Local authorities don’t see it as
their responsibility to fund future
medics,” she says.

those services.” But he worries
at the uncertainity generated by
the 2020 changes to the GUM
curriculum, which will oblige
trainees to spend more time on
general medicine to try to tackle
the shortfall in general medicine
doctors. “People are reluctant to
enter GUM training now because
they’ll be competing with [others]
with different experience and
might lose out,” he said. In 2016,
there were 479 GUM consultants
and 130 trainees in the UK. Last
year, there were 17 vacancies, but
only seven applicants and four
appointments.
Izzi Seccombe, chair of the
Local Government Association’s
community wellbeing board,
said: “Councils have taken great
strides in improving sexual health
since 2013. However, they need to
ensure that every pound is spent
efficiently and effectively. Councils
are keen to see a workforce that
is well trained. But it is as much
the responsibility of the [service]
provider as the employer, to
ensure staff are properly trained.”
NHS Providers and Health
Education England did not reply
to requests to comment.

Appropriate skills
Lawton thinks commissioners
want high quality care, but
“are not too bothered about the
workforce model. What we have
to be able to show is that we have
the appropriate skills to deliver

Caroline White, journalist, London
Carolinew_health@hotmail.com
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How can Europe be more
traumatising than Mosul?

I’ve done many assignments providing
mental health services to people around
the world. Until now, Mosul earlier this year
was the worst I had ever seen. The people I
met had fled for their lives from IS and were
traumatised by what they had experienced.
But when they arrived at the MSF trauma
centre they felt safe, which meant that they
responded well to psychological support. The
foundation that people need to be able to do
that is completely missing in Moria, a refugee
camp on the Greek island of Lesbos.
Moria is chaos. It was built to temporarily
house 2000 people in 2015, but now holds
close to 7000. The people who make it to
Moria have often escaped unimaginable

suffering and survived long, dangerous
journeys to get there. They arrive full of hope.
Then they find themselves stranded in an
overcrowded camp where living conditions
are inhuman and with no clarity on what will
happen to them or if they will ever leave.
The support we provide can only go so far—
it’s not a permanent solution. What makes it
so hard for me is that all of this is preventable.
Moria has been intentionally neglected by
European governments in the hope that it
will act as a deterrent to others considering
making the journey. But Europe has grossly
underestimated how desperate people are.
Monika Gattinger is a psychologist and
psychotherapist who joined MSF in her retirement
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The long
reigning
Jeremy
Hunt
This month, Jeremy Hunt’s survival in the
Cabinet reshuffle saw him one step closer to
claiming the title of longest serving secretary
of state responsible for health—a record that
currently belongs to Norman Fowler, who
served in Margaret Thatcher’s government.
Some of The BMJ’s reports of Fowler’s years
in office may prompt a sense of deja vu in
today’s readers, particularly this column
from May 1986 (Br Med J 1986;292:1212),
which discussed senior doctors’ warnings of
“underfunding in the acute hospital sector
to which the government must respond.”
The BMJ’s commentator observed, “Back
now to the real world, where anyone with his
stethoscope a car park’s length away from any
district general hospital could tell you that acute
healthcare is suffering from ‘disseminating
hyporesourcitis’”
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TECHNOLOGY IN HEALTHCARE

The smartphone
apps trying to take
NHS 111 online
Four local pilots lead NHS England’s plan to move
30% of callers to apps and websites—are they
effective and safe, asks Stephen Armstrong

The tech
company
accused of
picking low
hanging fruit
from the
NHS garden
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Babylon Health, which provides
the North Central London NHS 111
online trial service, faced a series
of controversies at the end of 2017.
These culminated in the Royal
College of General Practitioners
(RCGP) announcing it would no
longer accept it as a conference
sponsor.18
The company’s November 2017
roll-out of a video consultation app,
GP at Hand—in partnership with a
Kensington general practice—has
been criticised19 by GPs, including
the British Medical Association’s
annual GP conference,20 because
the app’s terms and conditions say
it may not be suitable for pregnant
women or those with “complex
mental health problems, complex
physical, psychological or social
needs, people living with dementia,
older people with conditions related
to frailty, people with learning
difficulties, people with drug
dependence.”21
Helen Stokes-Lampard, the
RCGP chair, warns that “schemes

PARISEAU PIERRE-PAUL

A

symptom checker chatbot app aimed at triaging
primary care patients in northwest London hit the
headlines at the end of last year, when it emerged
that patients planned to game the system to
secure appointments more quickly.1
The story about the app, and its controversial producer
Babylon Health (see box, below), caused confusion with a
similar app being trialled as an alternative to the NHS 111
telemedicine number, also made by Babylon and being tested
in north London.
The controversy therefore somewhat obscured the drive
to put developing NHS 111—including digital access—at the
heart of attempts to reduce demand on hospital emergency
departments. This includes NHS England regional pilots—
launched in January 2017—of four NHS 111 apps, just one of
which (in North Central London) was through Babylon.

“Schemes like this are creating a twin track approach to NHS
general practice and patients are being cherry picked”
Helen Stokes-Lampard, RCGP chair
like this are creating a twin track
approach to NHS general practice
and patients are being cherry
picked.”22 As of 18 December, the
GP at Hand practice—a partnership
between Babylon and Stephen
Jeffries’s general practice in Lillie
Road—had 11 867 registered
patients, according to NHS Digital
statistics.23 An NHS Hammersmith
and Fulham Clinical Commissioning
Group and NHS England (London)
Medical Directorate clinical review
two months earlier, when GP at Hand
had 2243 full patient registrations,
reported that 71% were aged
between 18 and 34, and only 24
were older than 55.24
In a written response to questions
from The BMJ Babylon Health
associate medical director, Matt
Noble, said that “to be prudent
during the early phase of the rollout, the NHS has suggested a list

of conditions for which it would be
appropriate to seek advice before
registering. The GP at Hand service
is designed to provide high-quality
NHS primary medical services for
all members of society and their
conditions, even those with complex
medical needs.”
Several doctors raised concerns
with The BMJ over the ownership of
patient data and recordings of video
consultations. According to the app’s
terms and conditions, the recordings
“should not be published on social
media or any other media sharing
platforms. If you breach this term, we
may suspend access to the services,
terminate your account and may take
legal action against you.”21
“Our patients own all their data,”
Noble said, “whether it is on video
or in any other form. The data does
not belong to GP at Hand or Babylon.
We may retain data for regulatory
20 January 2018 | the bmj

NHS 111 took 15 million calls in 2016-17, and
the number is expected to rise in 2017-18
The diverter
NHS England estimates that between 1.5 and three million people
who attend emergency departments each year “could have their
needs addressed in other parts of the urgent care system.”2 NHS 111
is the diverter. The number of people calling NHS 111 who receive
clinical assessment during the call will increase by a third by March3
so that only patients who genuinely need to attend emergency
departments or use the ambulance service are advised to do so.
At the same time, according to NHS England’s plan,2 the next two
years should see the NHS roll out enhanced triage across urgent
care services, urgent treatment centres, care homes, and ambulance
services. General practice out-of-hours and NHS 111 services will
increasingly be combined and, by 2019, NHS 111 will be able to
book people into urgent face-to-face appointments.4
Since NHS 111 was launched in 2013—initially in England and
Scotland, and rolling out across Wales from 2017—calls to it have
increased5; 15 million calls were taken in 2016-17, and the number
is expected to rise in 2017-18.6
In a bid to ease pressure on the service, NHS England plans to
move 30% of NHS 111 callers over to apps and websites. This plan
takes inspiration from an online symptom checker in Australia
introduced in July 2014. Data from Healthdirect, which provides
both a telephone service and online symptom checking for the
Australian government, shows that about 33% of contacts shifted
from telephone to online.2
“Part of NHS England’s digital programme is looking at how
people access the 111 service and a digital offer,” NHS chief digital
officer, Juliet Bauer, tells The BMJ. The NHS England regional trials
aim to “test different approaches and different systems to identify
those that may work for patients,” she explains. 
→
purposes, as legally required. On an
entirely anonymised basis, we may
use data for research purposes.”
Babylon was founded in 2013
by former investment banker Ali
Parsa, and its first product—a private
healthcare smartphone app—was
launched in February 2015. Since
its launch, the company has raised
£62m from Swedish investment
group AB Kinnevik; Innocent Drinks’
cofounders Richard Reed, Adam
Balon, and Jon Wright; and Demis
Hassabis and Mustafa Suleyman,
founders of Deepmind, the AI
group bought by Google for £400m
in 2014, who are also advisers
for Babylon.25 In October 2017,
the company reported revenues
of £797 042 against losses of
£12.9m.26
Performance concerns
The company’s research
paper posted on the non-peer
reviewed site arXiv showed its AI
outperforming doctors and nurses
in laboratory conditions.27 However,

in September 2017, Babylon’s AI
was found to be the “least accurate”
when compared with rivals—Ada
and You.MD—in a test for Wired UK
by David Wong, professor of health
informatics, and Hamish Fraser,
associate professor in eHealth,
at the Leeds Institute of Health
Sciences.28
An anonymous doctor who tweets
under the name @DrMurphy11 has
posted footage as he entered details
for a 48 year old, 40 a day male
smoker who wakes “with a shoulder
pain radiating down his arm”29 to
the Babylon app and being told
his symptoms could be managed
at home with a cold compress and
painkillers.
In November 2017, North West
London CCGs collaboration board
cancelled trials of an online triage
service using Babylon’s symptom
checker AI after focus groups
suggested patients would “game”
the app to secure speedier GP
appointments.30
Noble said no trials were ever

agreed: “Discussions were held
after Babylon was selected in a
competitive procurement exercise
as the best technology to trial in GP
practices. Subsequently, a decision
was taken not to fund the pilot.”1
Babylon also faced censure in a
Care Quality Commission report in
December, which raised concerns
about the potential for prescriptions
being misused and information
not always being shared with the
patient’s primary GP.31 However,
the regulator also stated that most
services “were safe, effective,
caring, responsive and well-led.”
Babylon initially took the CQC to
the High Court in July in a bid to
prevent publication of the report but
withdrew its action in December.32
Asked for information on building
and testing the AI, Noble replied,
“All AI at Babylon is subject
to rigorous development and
testing before any release.” When
asked how many patients had
used the service and how many
consultations had been conducted,

Ali Parsa
founded
Babylon in
2013. Its first
product,
a private
health
app, was
launched
in 2015
Noble replied: “We are happy to
say that we are attaining a 95%
satisfaction rating among the
thousands of patients who have
signed up to GP at Hand.”
Overall AI “cannot replace the
physical, human care that comes
from being examined in person
by a GP,” says Noble, but can
offer cheaper healthcare delivery.
Trying to fulfil all GP duties “is
perhaps the wrong line of inquiry.
How best AI can ensure patient
choice in working alongside GPs
is what we are more focused on
developing.”
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NHS England’s regional trials of 111 apps
Area

Provider

Technology

North Central
London

Babylon Health

AI chatbot

West Yorkshire NHS Pathways

Web based
service

West Midlands sense.ly

Voice activated
avatar

Suffolk

Expert-24, Medvivo Web based
service

Four pilots
Each of the four pilots—covering around 7.5 million
people in total in North Central London, West Midlands,
West Yorkshire, and Suffolk—use a different company
and different technology (see table, above).
Bauer will not say if this is a competitive trial for a
single national service provider to emerge or a trial to
establish a pool of eligible providers. (NHS 111 uses
different regional providers, although a provider may
cover several regions.7)
Either way, if we are heading towards a national rollout tied to an all digital NHS, the question for clinicians
and patients alike is—are they effective and are they
safe? “We should be clear these were small scale pilot
projects not formal clinical trials,” says Bauer. “All four
have now been extended and continue to run.” NHS
England told The BMJ it will continue to evaluate the
services in terms of patient safety, quality, and efficiency.
The online trial system in West Yorkshire “is based
on the NHS Pathways clinical algorithms used for the
existing 111 telephone service,” explains Chris Fleming,
programme head at NHS Digital. “The clinical content
follows the same clinical governance and assurance
processes as the 111 telephone service—it has been
clinically assured and complies with relevant standards
on clinical risk management.”
Data have already been published for NHS Pathways’
telephone triage service, showing up to 15% of 999
calls are now closed without an ambulance being sent;
before the introduction of NHS Pathways this was just
1%.8
West Midlands’ provider, sense.ly, is a San Francisco
based tech company. Its Ask NHS app uses Odyssey,
a clinical decision support system software platform
accredited by the National Institute for Health and Care
Excellence and owned by UK based cloud services and
software provider Advanced.9 Odyssey is also used by
Northern Ireland’s NHS 111 system.
Both Odyssey and Medvivo’s Expert-24, used in the
Suffolk pilot, use a probability score based on bayesian
logic.10 Expert-24’s system is supported by a clinical
review panel retained to independently evaluate and
approve all clinical content before deployment,11 and
Odyssey’s is reviewed regularly by the company’s
clinical knowledge unit.9 “With most decision tree
algorithms, once you’re on one branch it’s hard to
jump to another,” explains Alex Yeates, Advanced’s
medical director and the company’s Caldicott guardian,
responsible for protecting the confidentiality of patient
information. “With probability scores you can ask the
questions in any order.”
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Internal
evaluation
covering early
results from
the pilots
suggests fewer
online triages
end with
referral
to primary care
services

Artificial intelligence
In North Central London, Babylon Health’s app uses artificial
intelligence (AI) and machine learning.12 This technology is
used in cars, virtual assistants such as Siri and Alexa, and
website shopping suggestions and is gradually becoming part
of the UK healthcare system, from offering patient support
at Alder Hey Children’s Hospital in Liverpool13 to diagnosing
single conditions in some NHS hospitals.14
Babylon’s AI uses a version of a directed graph search for
NHS 111 triage. People answer questions by choosing between
at least two answers—for example, “Is the pain getting better?
Yes or no”—leading on to related questions and finally a
conclusion. Babylon’s chief executive, Ali Parsa, says the AI
has had “thousands and thousands of tests on it” and that the
company has carried out tens of thousands of consultations
across the world, although it has yet to publish any peer
reviewed clinical data to support its claim to be 100% safe.
In 2016 the company posted a research paper on arXiv, a
non-peer reviewed e-posting site, comparing the performance
of Babylon AI with that of clinicians when given symptoms of
specific conditions.15 Under these conditions, the algorithm
correctly triaged 88.2% of patient symptoms against 75.5% for
a team of doctors and 73.5% for a team of nurses.
“The problem with an AI is that it’s inscrutable,” argues
Yeates. “You can’t know how you arrived at a diagnosis. I can
stand up in front of a coroner and explain exactly how we came
to a decision. With AI, I do what the machine told me.”
The NHS has not officially published results from its trial,
but an internal evaluation covering early results from the four
pilots suggests fewer online triages end with referral to primary
care services and more end with self management, although
the differences were small.6 On average, across national NHS
111 telephone calls, 60% of people are directed to primary
care, including GPs and pharmacies; 21% to emergency
departments; 14% to self care; and 5% to other services.
Collating all four pilot sites, 40% of users were sent to primary
care, 20% received a call back from a doctor or nurse, 20% were
directed to emergency departments, 18% to self care, and 2% to
other services.6
The financial benefits of online services are not clear. Every
call to NHS 111 costs the NHS between £12 and £16, depending
on the service provider.16 None of the parties involved in the
pilots, including the NHS, would discuss trial budgets or
estimated cost savings, although Parsa told the Financial Times
the cost savings for the NHS would be “substantial compared to
the current model.” The general trend among companies and
healthcare providers to move from call centres to apps suggests
that there will eventually be cost savings.17
The early results are enough for NHS England. “The four
pilots demonstrated that transferring NHS 111 services online
was safe and about 6% of users would switch from the phone
service to the online option,” says Bauer. “We’ve now extended
the original pilots, and other areas are looking at offering an
NHS 111 online service too. Our teams are continuing to engage
with many different companies working in this space, and in the
coming months we will be developing national frameworks and
guidance.”
Stephen Armstrong, freelance journalist, London
stephen.armstrong@me.com
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