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Sanctions hit more GPs in poor areas
EXCLUSIVE General practices in England’s
more deprived areas are nearly three
times as likely as those in affluent areas
to face sanctions from the health services
regulator, a BMJ investigation has found.
Richard Vautrey, chair of the BMA’s
general practitioners committee, said that
the Care Quality Commission’s inspection
regime was “too simplistic” and didn’t
reflect the difficulties that practices in
poorer areas faced. “Many practices in
urban deprived areas have struggled with
premises, funding, recruitment, and
retention and yet had very challenging
populations,” he said. “It’s fairly obvious
that some of those practices will fail to
deliver on some of the quality standards
that the CQC expects.”
But Ruth Rankine, the CQC’s deputy chief
inspector for general practice, said that
many practices in deprived areas delivered
“outstanding” care. “Every practice exists
in a unique environment, and the impact of
where they are and who they support will
play a part in how they operate, but [these
factors] do not have to be barriers to good
and outstanding care,” she said.
Of 170 practices subject to enforcement
action by the CQC over the past three
years, more than a third (59) were in the

most deprived 20% of neighbourhoods in
England, while 22 (13%) were in the least
deprived 20%, The BMJ found. The CQC
deregistered 47 general practices under its
regulatory regime from 2014-15 to 2016-17.
More than half (26) were located in the most
deprived 20% of the country, while just five
were in the least deprived 20%.
The BMJ’s investigation also found
that the total number of GP enforcement
actions trebled in the past three years, from
54 in 2014-15 to 159 in 2016-17. Most
of these were warning notices, but some
covered more severe sanctions, including
suspension and cancellation of registration.
Michael Marmot, director of University
College London’s institute of health equity,
said that The BMJ’s findings highlighted
the need to re-examine the allocation of
funding to GPs. “Deprivation does place
an extra burden, particularly in light of the
cuts to local government, which have been
more severe in deprived areas.”
Vautrey said, “What we really need is
significant new investment for all practices,
as all are struggling to deliver services with
the current level of funding they receive.”
Gareth Iacobucci, The BMJ

Cite this as: BMJ 2018;360:k680
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SEVEN DAYS IN
GPs told to amend next season’s flu vaccines

For the next flu season, NHS England has told GPs to order the quadrivalent vaccine
for people aged 18 to 65 who are at risk and the newly licensed adjuvanted trivalent
vaccine, Fluad, for patients aged over 65.
GPs and community pharmacy contractors are advised to review orders already
made for 2018-19 and amend them if necessary. Suppliers have extended the
deadline until the end of March, and NHS England has confirmed that extra funding
will be available to support the use of the vaccines.
The quadrivalent vaccine protects against two strains of influenza B rather than
one. This flu season has seen high levels of influenza B circulating, leaving many
patients unprotected because they had the trivalent vaccine. An independent cost
effectiveness study undertaken by Public Health England found that the use of the
quadrivalent vaccine would probably lead to fewer GP consultations and hospital
admissions. Fluad, which provides better protection in elderly people, has been
available in Europe for years but was approved in the UK only in August 2017.
Children, who are considered “super spreaders” and are more susceptible to
influenza B, will continue to receive the nasal spray quadrivalent vaccine.
Jacqui Wise, London Cite this as: BMJ 2018;360:k602

Regulation

UK accepts second test to
prove language skills

The GMC said that it now accepts
an additional test as proof of
English language skills. The
regulator began accepting the
Occupational English Test (OET)
as proof of a doctor’s language
competency, in addition to the
International English Language
Test System, on 6 February. The
OET is designed for healthcare
professionals and includes
real workplace scenarios. It is
already recognised by the UK’s
Nursing and Midwifery Council,
the Nursing and Midwifery Board
of Ireland, and authorities in
Australia and New Zealand.

Bawa-Garba will challenge
High Court ruling

The trainee paediatrician Hadiza
Bawa-Garba will appeal the High
Court’s ruling to strike
her from the UK
medical register
and may
also appeal
her 2015
conviction for
gross negligence
manslaughter
over the
death of
6 year
254

old Jack Adcock. Bawa-Garba has
instructed James Laddie QC, who
specialises in employment and
discrimination law, and Sarah
Hannett to represent her after a
campaign to crowdfund advice on
appeals, which had raised more
than £330 000 by 8 February.

General Practitioners welcomed
the campaign and said it was in
line with its own guidance. Mike
Linney, registrar for the Royal
College of Paediatrics and Child
Health, said that the campaign
could reduce pressure on GP
services, but that if parents had

Doctors are warned against
hugging patients
The Medical Defence Union
warned doctors about the
dangers of overstepping
boundaries when comforting
patients. Ellie Mein, a
medicolegal adviser at the union,
warned that physical contact
can easily be misinterpreted,
particularly if coupled with other
words or actions that patients
interpret as inappropriate. “This
can trigger a complaint or even
lead to an investigation by the
GMC or the police,” she warned.

GP access

Parents are urged
to use pharmacies

NHS England launched a
campaign on 12 February to
promote the use of pharmacies
for minor health problems in
children, saying parents could
get more timely advice by going
to a pharmacist first instead of
their GP. The Royal College of

serious concerns about their
child they should call NHS 111 or
attend A&E.

Rapid access may divert
GPs from complex patients

Policies designed to segment
general practice that typically
emphasise faster access for
specific patients can risk diverting
the stretched GP workforce from
managing people with complex
or unknown illnesses and can
keep them out of hospital, a
report warned. The Nuffield Trust
found no clear evidence of money
savings from “rapid access”
services targeted at patients who
prioritise quick and convenient

appointments, such as walk-in
centres, smartphone apps, or
video consultations; and some
evidence showed that these can
increase overall costs.

Bullying

NHS trust is criticised for
whistleblower treatment

An NHS trust “bullied and
harassed” staff who raised
concerns about poor care and
swingeing staffing cuts, an
independent review found.
The report, commissioned by
NHS Improvement, identified
“appalling instances of
staff treatment” at Liverpool
Community Health Trust from
2010 to 2014. The trust had
failed to learn from serious
incidents that occurred because
of failings in care provision, the
report found. These included the
deaths of as many as 19 people in
custody at HMP Liverpool.

Behaviour is “as important
as clinical skills”

The way doctors treat their peers is
as important as their clinical skills,
medical leaders said. Speaking
at a conference on 8 February,
Henrietta Hughes, the “freedom to
speak up” guardian, said doctors
should be judged on both their
competence and their conduct.
17 February 2018 | the bmj

MEDICINE
Research news

“High holidays” are linked
to risk of fatal crashes

The popular US annual
counterculture holiday “4/20,”
which is celebrated by mass
consumption of cannabis at
4 20 pm on 20 April, is associated
with an increased risk of fatal
traffic crashes, especially in
drivers aged under 20, a study in
JAMA Internal Medicine found.
The greatest absolute increases
in risk during the so called “high
holidays” were seen in the states
of New York (excess of 36), Texas
(excess of 32), and Georgia
(excess of 29). The researchers
concluded, “Policy makers may
wish to consider these risks when
liberalising marijuana laws.”

Opioid use is linked to
risk of serious infections

Prescription opioid use is
associated with a higher risk for
serious invasive pneumococcal
diseases such as meningitis and
pneumonia, a study published in
the Annals of Internal Medicine
found. The association was
strongest in opioids that were
long acting (adjusted odds ratio
1.87 (CI 1.24 to 2.82)) or high
potency (1.72 (1.32 to 2.25))
or were used at high doses.
Editorialists wrote, “Before
prescribing an opioid, the
clinician should carefully consider
all reasonable alternative
approaches to pain relief. It now
seems that decision making also
should take into account the risk
for serious infections.”

WHAT’S THE STORY?
The Guardian recently reported that UK
customers account for 22% of global online
sales of Xanax (alprazolam) from the “dark
web.” The research, carried out by the Oxford
Internet Institute, shows that the US accounts
for half of all global sales, with Australia and
Canada making up 10% each.

and obsessive shopping, NICE
said in a quality standard.
Patients should be referred
to physiotherapy if they have
movement or balance problems;
to an occupational therapist
for difficulties with everyday
activities such as dressing,
cooking, and working; or to a
speech and language therapist if
they have problems with speech,
swallowing, or drooling.

HPV vaccine

Charity threatens legal
action over “inequality”

Lawyers for the Throat Cancer
Foundation wrote to the Joint
Committee on Vaccination
and Immunisation threatening
legal action, after Public Health
England recommended that men
under 45 who have sex with men
should be offered the human
papillomavirus (HPV) vaccine
but that boys should not. Jamie
Rae, founder of the charity, said:
“To be offered a vaccine later in

Parkinson’s disease

Warn patients about
impulse control disorders
Adults with Parkinson’s disease
using dopaminergic treatment
and their family and carers
should be given information
when starting treatment, and
then at least yearly, about the
risk of impulse control disorders
such as compulsive gambling,
hypersexuality, binge eating,

SIXTY
SECONDS
ON . . .
XANAX

life is not equal to the protection
offered to females, who are
typically immunised in their first
year of high school.”
Cite this as: BMJ 2018;360:k687

WAITING
TIMES
81003
Some

patients waited on
trolleys for more
than four hours
at emergency
departments
in England in
January 2018,

1043

of
whom waited
for more than
12 hours. These
are the highest
numbers since
records began.
(Nuffield Trust
analysis of
data from NHS
England)

WHO’S BUYING IT?
It’s an anti-anxiety drug from the
benzodiazepine family and is being
increasingly used by teenagers—some to curb
anxiety and others because it’s what friends
are doing. Just last week, six girls in London
were admitted to hospital after taking it.
HOW MUCH DOES IT COST?
In a parliamentary debate in January on
the misuse of Xanax, Labour MP Bambos
Charalambous said that it was on sale on the
streets of his Enfield Southgate constituency
for as little as £1 a pill. The drug was brought
to his attention by one of his constituents
whose daughter became addicted to it.
WHAT ARE THE SIDE EFFECTS?
Amnesia, ataxia, confusion, drowsiness,
muscle weakness, and
aggressive behaviour.
Charalambous, who
has rapidly become
an expert in this area,
said the drugs can take
effect within 15 minutes of
consumption but can last 15
to 20 hours. Worryingly, overdoses
are common because people are unaware of
Xanax’s potency, which is 10 times that of
diazepam. Also, pills bought online can be
impure and their strength hard to predict.
IS ITS ILLEGAL SALE BEING CURBED?
It appears to be a new phenomenon in the
UK, where the drug is available only on
private prescription, so the authorities are
yet to catch up with it. Charalambous called
on the UK government to raise awareness
of its dangers, provide more support for
people who become dependent on it, and
commission research into its prevalence.
ARE THERE DATA ON ITS MISUSE HERE?
Not specifically on Xanax. Misuse of
benzodiazepines is not a new phenomenon,
but data from the Office for National Statistics
show that the number of deaths from its
misuse has been steadily increasing, from
284 in 2012 to 406 in 2016.
Anne Gulland, London Cite this as: BMJ 2018;360:k659
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GP inspections: do sanctions hinder
improvement in poorer areas?
The BMJ has found a relation between levels of deprivation and the
likelihood of CQC penalties. Gareth Iacobucci considers the impact

G

P partners working in
England’s deprived
areas who have had
negative feedback after
inspections by the health
and social services regulator have told
The BMJ how they were left feeling
demoralised, unsupported, and on the
brink of giving up.
One GP said he thought the Care
Quality Commission (CQC) failed to
account for the challenges his practice
faced, another that being put under
special measures made hiring staff
even more difficult and improvements
near impossible to achieve (right).
But is it the inspection regime that’s
at fault, the way practices are funded,
or the overall primary care budget?
Richard Vautrey, chair of the BMA’s
general practitioners committee, said
that in many cases the practices that
have been subject to CQC enforcement
action have historically been those
receiving the least funding. “There is a
direct correlation between quality and
the funding practices receive,” he said.

“Cop-out”
Vautrey called for the CQC to do more
to advocate for general practice rather
than issuing sanctions (box 1). He said
that the regulator itself had identified
a link between funding and quality,
adding that it would be “a cop-out” for
the regulator not to argue for increased
funding: “If CQC genuinely cares about
quality, then part and parcel of that
should be advocating for the necessary
funding to be able to increase the
quality of care that practices are able to
deliver to their patients.”
Ruth Rankine, the CQC’s deputy
chief inspector of general practice,
emphasised that the regulator often
highlighted outstanding care being
delivered by practices serving deprived
areas, including in its State of Care in
General Practice 2014 to 2017 report.
Rankine said, “Inspection colleagues
spoke of outstanding practice being
256

“GPs in areas of
deprivation need
more support”
Patrick Hutt, Hackney

“A compelling
case to change the
funding weighting”
Kambiz Boomla, GP

“Response to local
needs is what
matters”
Ruth Rankine, CQC

“Changes need to
happen at a time of
rising investment”
Richard Vautrey, BMA

delivered in deprived areas and in the
face of social challenges. They had
seen practices with clear strategies to
deal with these issues and committed
practice teams that were passionate
about improving care for people.
Practices can face different challenges
and circumstances; what matters is
the way in which they identify and
respond to local needs.”
Michael Marmot, director of
University College London’s institute
of health equity and an internationally
recognised expert in health
inequalities, said that an obvious
comparison could be made between
between the CQC’s regime and Ofsted’s
rankings of school performance, in
which more sanctions are issued to
schools in deprived areas.
“If the purpose is to get better
services, then it seems to me you’re
more likely to get better services
by encouraging, supporting, and
advocating than you are by punishing
and shaming,” he said. “The CQC
could have a more constructive
advocacy role.”

Funding reallocation
Marmot said that The BMJ’s findings
(box 2) indicated that GP funding
should be reallocated so as to provide
more support to practices serving
deprived populations. This was
particularly pertinent given that
cuts to local government budgets,
which cover areas such as social care,
housing, education, and public health,
have been heaviest in deprived areas,
he pointed out.
“Cuts to local government are
putting an extra burden on the NHS.
The fact that the cuts have been severe
in deprived areas makes it particularly
hard for these practices,” Marmot said.
In 2014 a group of GPs in Tower
Hamlets in east London, one of the
country’s most deprived boroughs,
examined annual consultation rates
among one million people registered

at general practices in east London,
grouped by quintiles derived from the
national index of multiple deprivation.
They found that someone aged 50
in the most deprived fifth consults at
the same rate as someone aged 70
in the least deprived fifth. For Tower
Hamlets, they estimated that a fair
Box 1 | Sanctions
The CQC issues warning notices when
it deems that the quality of the care a
general practice provides “falls below
what is legally required.” The CQC sets a
deadline for improvement, depending
on the nature of the breach. If practices
fail to improve in the given timeframe,
they can face tougher action, including
suspension or removal of registration.
Box 2 | Methods and findings
For its analysis The BMJ submitted a
request under freedom of information
legislation to the CQC, asking for details
of all practices that had been subject
to some form of enforcement action in
2014-15, 2015-16, and 2016-17.
The BMJ then analysed details of the
170 practices that had faced sanctions,
including which decile category of
deprivation they fell in (figure), using
the government’s official index of
multiple deprivation (IMD), which ranks
all 33 000 neighbourhoods in England
from most to least deprived.
17 February 2018 | the bmj

GPs’ RESPONSES CQC CRITICISM
WAS LIKE “A KICK IN THE TEETH”

No of enforcement actions

formula that allowed for the additional
workload related to deprivation would
provide 33% more funding.
Kambiz Boomla, one of the GPs
behind the analysis, said that there
was a compelling case for changing
the weighting of the funding
formula, given the greater level of
need in deprived communities. He
told The BMJ, “When the funding
formula gets redone, I feel that it
needs to reflect the [care] need and
utilisation as independent factors.
There needs to be weighting for the
already existing extra workload
that deprived patients bring. But
there also needs to be an additional
weighting for unmet need that
cannot currently be met.”
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Patrick Hutt, a GP in Hackney,
east London, who coauthored a
2010 King’s Fund paper on tackling
inequalities in general practice,
said it had been well documented
that GPs in areas of high deprivation
faced increased demand on their
services. “The [BMJ] findings
suggest more support should be
given to GPs working in areas of
deprivation,” he said. “This is
essential if general practice is to fulfil
its potential in tackling the social
determinants of health.”
Vautrey said the BMA’s GP
committee and NHS England were
involved in a review of the GP funding
formula but that evidence so far
gathered by the BMA indicated that
simply changing the formula wouldn’t
solve the difficulties. “If you make
changes to the formula in the current
financial climate, you end up creating
winners and losers,” he said. “Any
changes to the formula need to be
done at a time of rising investment.
“It fundamentally comes down to
the lack of funding that the health
service as a whole has—and we
need to address that, so we can
target additional resources in a more
appropriate way.”
Gareth Iacobucci, The BMJ

Cite this as: BMJ 2018;360:k682

The BMJ spoke to a partner at one practice that the CQC placed
under “special measures” and that remains under scrutiny.
The GP, who wished to remain anonymous, said the inspection
that led to the action had been “particularly unsupportive.”
The sanction felt like “a kick in the teeth,” the partner said,
and made it hard to hire new staff.
“We were being inspected for a second time, and all the
staff thought we were in a much better place than we had
been on the previous inspection,” he said. “But then we got
absolutely hammered. Speaking to other people, we found
that the reasons we were put into special measures were not
consistent compared with other practices.
“Being rated in special measures was almost what tipped
us over the edge, because it suddenly meant that recruitment
was incredibly difficult. I seriously considered handing back
the contract at that point. Having worked incredibly hard to try
to turn round the practice and worked all the hours that God
sent, to then be told that you’re the worst of the worst was
pretty demoralising.”
Another GP whose practice in an area of high deprivation was
deemed to be “requiring improvement” said he believed that
the CQC did not give due recognition to the constraints the
practice was working under. “We felt there wasn’t much in the
inspection that reflected the individual circumstances of our
surgery,” he said. “A surgery’s inspection should reflect the
demographic it works in and the needs of the community. And
I’m not convinced that the CQC have that right.
“Looking at our local area, it’s telling that a practice that got
an ‘outstanding’ rating had a very good PMS [personal medical
services] contract and was able to put a lot of extra investment
into extra resources. We aren’t a high income practice.
Because of our patients’ demands, we offer well above the
average number of appointments a week, and we struggle
with access and demand. We don’t have that extra income
to invest in other services because we have to be staffed at a
certain point.”

the bmj | 17 February 2018 											

257

Man wins right to test DNA of
dead “father” for cancer link
The High Court can direct a hospital
to allow paternity testing using a
dead person’s DNA, the Court of
Appeal has ruled.
David Spencer had asked the
High Court to allow him to be tested
against a sample taken from William
Anderson, with whom his mother
had been in a relationship when he
was conceived. The couple split up
three months before Spencer’s birth,
and his mother’s new partner was
registered as his father. Granting
the request, Mr Justice Peter Jackson
said the application was “apparently
unprecedented.”
Anderson’s mother Valerie appealed
against the High Court ruling.

Lynch syndrome
Anderson was diagnosed with bowel
cancer in 2006 at the age of 38.
His father and grandfather had the
same condition, Lynch syndrome, a
hereditary predisposition to colorectal
cancer. Central Manchester University
Hospital, which treated him, retained a
DNA sample, but no tissue or blood.
Anderson died of a heart attack in
2012, and a year later Spencer tried to

establish that Anderson was his father.
In February 2015, Valerie Anderson
wrote a letter for Spencer to give to his
GP, saying that he should be referred
to the hospital for genetic counselling
and to establish his paternity.

Asked to destroy DNA
But two months later she changed her
mind and contacted the hospital to
ask for the stored DNA to be destroyed.
The hospital refused to release it for
testing without the consent of Valerie
Anderson or a court order.
In May 2015, Spencer was seen by
a genetic counsellor at the hospital.
She suggested he might have a 50%
chance of an inherited predisposition
to bowel cancer.
In his High Court ruling, the judge
said that testing could not have taken
place in Anderson’s lifetime without
his consent. There was no statutory
provision allowing the court to order
testing where the person from whom
the sample was taken had died.
But the High Court possessed
inherent power, “to be exercised
sparingly, to direct such testing in
cases where the absence of such a

“This was
a case of
a claimant
wanting to
know his
paternity for a
sound medical
reason”
Lady Justice King

remedy would lead to injustice.”
These common law powers of
the court were described in a
previous case as “the great safety
net which lies behind all statute law
and is capable of filling gaps left in
that law . . . in the interests of society
as a whole.”

No basis for interfering
Three Court of Appeal judges
dismissed Valerie Anderson’s appeal
against the High Court ruling. Lady
Justice King said, “In my judgment
there is no basis for interfering with the
judge’s decision that on the facts of the
case the order for DNA testing should
be made.
“This was a case of a claimant
wanting to know his paternity for a
sound medical reason and in my view
the wording of the order allowing the
DNA testing to take place was not only
inevitable but right.”
Clare Dyer, The BMJ

Cite this as: BMJ 2018;360:k644

Lyme disease transmitting
ticks are found in a third
of Britain, mainly the south
Ticks responsible for transmitting
Lyme disease are distributed
widely across the UK, a team from
Public Health England has found.
Data from a scheme that has
been running since 2005 showed
that the number of sites where
ticks have been found have nearly
doubled from 2010 to 2016.
Dividing Britain into squares of
10 km, the 2016 data show that
ticks were reported in 36% of
the squares, up from 20% before
2010. In Greater London 80% of
the grid squares contained ticks,
compared with 67% in southeast
England. The Midlands, by
258

contrast, seemed relatively free
of ticks.

Better awareness
The increases may result from
better awareness of ticks, said the
study authors, led by Benjamin
Cull, but they may also indicate
that ticks are moving to new
areas. The tick most often found,
Ixodes ricinus, accounted for
almost 60% of the reports and
for 90% of those recovered from
human hosts.
Ixodes ricinus can carry the
bacterium Borrelia burgdorferi,
which is responsible for Lyme
17 February 2018 | the bmj

GP struck off after sexual assault
of teenager during consultation
A GP has been ordered to be struck off
the UK medical register after a medical
practitioners tribunal found that he had
stroked and squeezed the breasts of a
16 year old girl during a consultation
about her recent missed periods.
Jonathan Raphael, 65, examined the
patient’s abdomen first and then her
breasts at the consultation in May 2014.
Later that day she went to the police,
who did not press charges but referred
the case to the GMC.

Not clinically indicated
The tribunal found that, although
Raphael had sought consent to palpate
the patient’s abdomen, he did not
inform her that he intended to carry
out a breast examination, which was
not clinically indicated, or explain the
reason for it.
Raphael told the tribunal that he had
informed her that he would palpate her
breasts to look for signs of pregnancy.
But she denied this, telling police that
he “threw my top up and he just sort of
pulled down my bra. I didn’t even know
that he was going to touch, like, that
area, he didn’t say anything. He was like
squeezing my boobs . . . when he got to
my nipples he was just, like, stroking it.”
disease in humans. Just how many of
the ticks carry the bacterium cannot
be measured by the scheme. Katherine
Russell, a PHE expert on animalborne infections who was not directly
involved in the study, was reassuring:
“Just because this study has reported
increased numbers of I ricinus ticks, this
does not mean that all of these ticks will
carry B burgdorferi,” she told the Times.
One study that did try to measure
tick infection rates found that they
varied widely. In some areas of southern
England none of the ticks tested positive
for B burgdorferi, while the infection rate
in others was 60% or higher. The highest
was at Harewood Forest in Hampshire
(67%), but in Richmond Park, London,

Much of the hearing involved
questions of fact, with competing
narratives from the doctor and the
patient. She had not been offered a
chaperone despite the prospect of an
intimate examination.

Believed the patient
The tribunal chose to prefer the patient’s
evidence, said the chair, Michele Codd,
because her current recollection of
events was similar to a videotaped
interview she gave the day after the
consultation. Raphael’s recollections of
detail, said Codd, seemed to have grown
more sure in his later oral evidence than
in an earlier written statement. In light of
these differences, she said, “the tribunal
had concerns as to the reliability of Dr
Raphael’s evidence.”
Raphael retired a few months after
the incident. Erasure would still have a
“significant impact on him and on his
reputation,” said Codd, but, “weighing
the impact on Dr Raphael with the
public interest, the tribunal is satisfied
that erasure is the proportionate
sanction.” It will take effect after 28 days
unless Raphael decides to appeal.
Clare Dyer, The BMJ
Cite this as: BMJ 2018;360:k605

B burgdorferi was found in only two of
15 ticks tested (13%). However, as the
numbers tested were so small, these
figures should be treated with caution.

Increase in infections
Lyme disease has increased rapidly
in the UK. In the first three quarters of
2017, laboratory confirmed cases of the
infection totalled 1171, up from 867 in
the same period of 2016. But the real
total is likely to be considerably higher
because many cases are undiagnosed.
Lyme disease can be treated with
antibiotics but can have serious effects if
untreated.
Nigel Hawkes, London

Cite this as: BMJ 2018;360:k692
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FIVE MINUTES WITH . . .

Paul Cosford
Richard Hurley hears the PHE
medical director, who has lung
cancer, talk about dying well

“S

ix months into my diagnosis of
incurable lung cancer, I don’t have
all of the answers. These are only
my views; we all have our own.
“As a society we need to be
much more open in discussing how we can help
each other to die well, whatever we mean by that:
every individual has different needs and considers
different things important.
“But we’ll do better if we don’t wait until a few
days from the end of our lives before we think
about it. The prevalent belief seems to be that all
pain and death is avoidable, even though we know
that this isn’t true. So, when pain comes, and
death is imminent, we haven’t thought about it
and don’t know how to handle it.
“Thinking that I might have some control at the
end of my life allows me to focus on living well
now. And I probably will, because of my knowledge
of the system, but it isn’t the same for everyone.
To enable choice—taking
account of individual care
needs—may need a change
in approach, and this might
include options for the use
of assisted dying.
“But I have concerns
about this too, because it
might further the delusion
that we can all have a
PAUL COSFORD
“WE SHOULD
perfect death, creating
FOCUS ON
unrealistic expectations
HOW TO HELP
of doctors and healthcare.
ALL OF US
Also, if we go down this
APPROACH THE
route without dealing
END OF LIFE”
with the underlying
societal issues around dying, we risk missing
the point of putting individual patients at the
centre of everything we do: carefully, thoughtfully
navigating their way together through to the end of
life, with appropriate care and support.
“Whether or not we should change the law on
assisted dying should not be our sole or even main
focus. Just seeing it as an issue of which side we’re
on misses the point. We should focus on how to
help all of us approach the end of life in the way
that works best for us all individually.
“When the time comes, the last gift I want to give
my family is for them to be able to say that I lived
well and died well.”
Paul Cosford was talking at a Royal Society of Medicine meeting
about end of life care on 9 February
Richard Hurley, The BMJ Cite this as: BMJ 2018;360:k697
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THE BIG PICTURE

Play on
the mind

As the government announced
its commitment to spend an extra
£300m over the next three years on
improving mental health support for
schoolchildren, Manchester’s Royal
Exchange theatre was rehearsing the
premiere of The Almighty Sometimes.
The play charts the warm,
humorous, yet strained relationship
between Anna (Norah Lopez Holden),
who has been medicated for mental
health issues for most of her 21 years,
and her mother (Julie Hesmondhalgh),
desperate to protect her from herself
and the world.
Hesmondhalgh, the award winning
former Coronation Street star, told the
Manchester Evening News that the
play, by Kendall Feaver, “is specifically
about how mental illness affects
family, and creativity. It’s very much
about children, medication, and if it’s
ever right to medicate children.
“We know there’s a crisis in
psychiatry, we know there’s a crisis
in mental health, but why is it that so
many people are on medication now,
and why so many children?”
The Almighty Sometimes runs until
24 February.
Alison Shepherd, The BMJ
Cite this as: BMJ 2018;360:k704
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EDITORIAL

Antimicrobials in livestock
End non-essential use, says WHO

T

ackling antimicrobial
resistance (AMR) is a
priority of the World
Health Organization’s
public health agenda,
and in November 2017 the
organisation launched guidelines
on the use of medically important
antimicrobials in the food production
industry. Their unambiguous
recommendations were that their
routine use for animal growth
promotion and disease prevention
in healthy animals should be
discontinued1 to help preserve
the effectiveness of antimicrobials
critical for human medicine (see
box on bmj.com). WHO has taken
the opportunity to put independent
pressure on healthcare policy makers
to now respond to its challenge.

Main driver
Antimicrobial exposure is the
single most important driver for
the emergence of, and increase
in, AMR.4 Resistant bacteria or
AMR-encoding genes may transfer
from animals to humans through
the environment, food chain, or by
direct contact. Despite this, in some
countries as much as 80% of the
total consumption of antimicrobials
is in the animal sector, with marked
variation across nations.5 6 Within
Europe, for example, use in Spain is
over 100 times more per production
unit than in Norway.5 Emerging
economies are projected to
increase their use of antimicrobials
in livestock, contributing to a
projected global increase of 67%
from 2010 to 2030.6
The WHO guidelines do not restrict
any required treatment or the targeted
prevention of specific diseases. An
accompanying policy brief gives
guidance on implementation and
actions to preserve the effectiveness
of antimicrobials in veterinary
medicine, including reduction
targets, surveillance measures,
and improving nutrition, hygiene,
262

infection prevention, and the use
of vaccines.1 Healthy animals need
fewer antimicrobials, but many
agricultural stakeholders see
the push to reduce antimicrobial
consumption as unwarranted
interference, rather than a drive to
improve animal health.
The new guidelines were shaped
by published reviews.8 9 This
work reinforced the established
understanding that reducing
antimicrobial use in agriculture
is associated with reductions in
antimicrobial resistance in food
producing animals, as well as the
idea that, at minimum, the benefit
appears to extend to farmers and
those in direct contact with food
producing animals.9 The authors
clearly acknowledge the limitations
in these reviews, and although there
are few studies showing a direct effect
on human health of antimicrobial
use in animals, the overall body
of evidence is sufficient to support
WHO’s recommendations.
The recommendations could
have been more critical of the
evidence supporting use of
antimicrobials as growth promoters.10
Moreover, the focus on specific
antimicrobial classes rather than
a broader consideration of all
antimicrobials could be questioned,
as the use of one class may select for
resistance to other classes, because
of shared mechanisms of resistance
and genetically linked resistance
determinants.
AMR is complex; different bacterial
species, resistance mechanisms,
transferable plasmids, host
populations, and environmental
reservoirs contribute to direct and
indirect transmission. Further
studies to characterise the spread of
AMR in both animals and humans
are needed, supported by more
sophisticated methodology and
technology.
But we also need to maintain
perspective. Successful interventions

Agricultural
stakeholders
see the push
to reduce
antimicrobial
consumption
as unwarranted
interference

Alison Holmes,
professor of
infectious diseases,
Imperial College
London
alison.holmes@
imperial.ac.uk
Mark Holmes
Thomas Gottlieb
Lance B Price
Arnfinn Sundsfjord
See bmj.com for full
author details

to reduce antimicrobial use in
livestock have not always resulted
in AMR reduction in humans, and
direct transmission of resistance
from livestock to humans may be
less important than other sources,
including human-to-human
transmission.12

Rational response
Eliminating the non-essential use
of antimicrobials in livestock is a
rational and welcome response to
the growing crisis in AMR and falls
within the generally agreed principles
of antimicrobial stewardship
by veterinarians, industry, and
government. As countries are often
reluctant to phase out non-essential
use, whether through uncertainty
or because of commercial pressures,
the guidelines provide a necessary
external impetus.
They may also encourage societal
response, consumer expectation,
and civil action to drive and sustain
this agenda. Of course, action in
animals must not distract us from
action within human healthcare—
antimicrobial stewardship, effective
prevention of infections, and the
need for clean water and sanitation—
but must been seen as an essential
additional requirement in our global
response to AMR.
Cite this as: BMJ 2018;360:k259
Find the full version with references at
http://dx.doi.org/10.1136/bmj.k259
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EDITORIAL

Friends and family test should not be mandatory
Valued by policy makers but generates little insight for practitioners

T

he inpatient “friends
and family test” was
introduced in all English
acute hospitals in April
2013. The aim was to
provide a simple metric that, when
combined with follow-up questions,
could be used to drive cultural
change and improve the quality of
care.3 The main question is “How
likely are you to recommend our
service to friends and family if they
needed similar care or treatment?”
and respondents can rank their
answer from “extremely likely” to
“extremely unlikely.” The test was
formally reviewed after the first
six months of data collection and
subsequently extended to maternity,
outpatient, ambulance, mental
health, community, primary care,
and dental services.4
Well over 30 million pieces of
feedback have now been collected—
and the total rises by over a million
a month, which NHS England
says makes it the “biggest source
of patient opinion in the world.”5
Collecting and managing such large
amounts of data is complex.6 Over
the past four years about £12m
have been allocated centrally to
support the test across England, and
although expenditure is decreasing,
it was still around £1.5m in 201617. However, this does not include
costs for local implementation,
which are borne by providers.7
Across the NHS in England these can
be considerable.
Several years after its
introduction, the case for a
compulsory friends and family
test lacks a strong rationale and
scientific evidence. In acute
hospitals, teams responsible for
improving patient experience speak

of devoting much of their time to
collecting, collating, and reporting
the data. Often local ambition
is restricted simply to attaining
adequate response rates, which
then tend to be the sole focus of
attention for trust boards and local
commissioners.
This leads to organisations using
the data only to judge themselves on
response rates and the proportion
of respondents who “would/would
not recommend” their services.
However, invitation and response
biases mean results cannot be
used as a comparative measure of
performance, as NHS England has
clearly stated and others continue
to highlight.9

Beyond the headlines
Although some frontline teams
are perhaps seeing feedback from
their patients for the first time,
and some ward managers find the
quantitative data helpful, it is the
qualitative data gleaned from the
open comments section that is more
highly valued as it can provide
actionable feedback. For many staff,
the headline metric lacks credibility
and is pushed to the margins of
organisations—at best tolerated,
often ignored, and sometimes
ridiculed.
In primary care, a recent
evaluation found “widespread
unease about the friends and family
test,” with many staff perceiving
it to be purely a tool for national
bodies to monitor them.10
Recently, NHS England has
shifted its interest in the test

The headline
metric lacks
credibility,
is often
ignored, and
is sometimes
ridiculed

away from individual providers to
assessing patients’ experiences
of systems such as emerging
accountable care systems. It has
also launched a consultation on
the design of the test but has made
clear that stopping central data
collection is not an option.11
The fear seems to be that NHS
organisations might stop collecting
feedback from patients altogether.
But continuing with a compulsory
friends and family test risks
displacing more fruitful approaches
to patient feedback that are more
likely to engage clinicians.12
Recognising this, the 2013 Keogh
report argued that real time patient
feedback and comment must “reach
well beyond the friends and family
test.”13 Work in the US is exploring
the role of patient narratives in
improving the quality of healthcare
and how they might be elicited and
reported.14
The friends and family test may be
the biggest source of patient opinion
in the world, but rather than a local
enabler of quality improvement, it
remains a questionable measure
of performance. It is time to stop
compelling all NHS organisations
to collect large amounts of data of
unknown representativeness with
poor response rates that give little
insight. In the words of Don Berwick,
international leader in healthcare
quality and safety, we must:
“measure only what matters, and
mainly for learning.”1
Cite this as: BMJ 2018;360:k367
Find the full version with references at
http://dx.doi.org/10.1136/bmj.k367
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ECONOMIC DEVELOPMENT

Rise of a new superpower:
health and China’s ambition
Massive foreign infrastructure projects under Beijing’s “belt and
road initiative” will increase its economic and political weight—with
huge potential global ramifications for health, writes Flynn Murphy

C

hina’s leaders have
pledged hundreds of
billions of dollars—some
say more than a trillion—
in planned projects as
part of the country’s “belt and road
initiative” (BRI). It’s ostensibly a push
to revive and strengthen ancient trade
routes between China, Africa, and
Europe, by furnishing the continents
with roads, bridges, ports, high speed
railways, airports, power plants, and
oil and gas pipelines.
China says at completion the
initiative will connect 65% of the
world’s people and 35% of its
finances. The sprawling manifesto
includes economic, political, and
cultural aspirations. Among its goals
are training health professionals,
coordinating health aid and
emergency response, infectious
disease control, maternal and child
health, and promoting traditional
medicine.
Diverse projects linked to the
initiative and backed by Chinese
banks are already under way,
including a £1.7bn development of
the Royal Albert Dock in London.
Beneficiaries welcome Chinese
investment and infrastructure. But
the fledgling policy’s unclear goals
and grandiose messaging have
provoked confusion, scepticism, and
distrust from some—for example,
neighbouring India.
The initiative’s policy gained
greater significance at October’s five
yearly communist party congress,
when China’s leaders enshrined it in
the party constitution. Its staggering
scope and scale have seen analysts
conceptualise it variously as a new
model of international relations, a
new type of neocolonialism, an
opportunity to “secure the health
264
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of billions of people,” a piece of
“conceptual propaganda,” and even
“deliberately vague.”

Health, core of development
But health experts generally welcome
it. An analysis for the UK Institute of
Development Studies notes that global
health has moved up China’s national
policy agenda and says that, under the
BRI, the nation’s engagement with it
is being “substantially transformed”
from a focus on sending medical
teams and donating drugs and
facilities to developing countries (often
coordinated by provincial Chinese
governments) to a national strategy.
The World Health Organization
signed a memorandum of

REBUILDING THE SILK ROAD
Around 70 nations have signed up to China’s economic
initiative. Health beneficiaries so far include:
Pakistan China is building hospitals and schools and has
provided a $100m grant to upgrade a government hospital
from 50 to 300 beds. There are also plans for a desalination
plant to provide five million gallons of water a day.
Zambia Beijing has agreed deals worth RNB450m (£51m)
which include expanding a hospital from 200 to 800 beds.
Liberia The People’s Liberation Army of China sent 480
doctors to a new 100 bed Ebola treatment centre.
Malaysia The Chinese medical industry has signed
development links with companies and hospitals for
diagnostic tools for clinical use.
Madagascar During last year’s plague outbreak, China
provided $220 000 in aid plus 30 doctors.

QUOTE
GOES
HERE
????????

understanding on the initiative
with President Xi Jinping in January
2017. WHO’s head, Tedros Adhanom
Ghebreyesus, told a “health silk road”
summit in Beijing last August that the
initiative “contains the fundamentals
to achieve universal health
coverage” in the nations involved.
He acknowledged its promise of
new health infrastructure; training
for health workers and research
collaborations; access to Chinese
drugs and medical technologies; and
improved communicable disease
control.
Chinese officials and
representatives from WHO; UNAIDS;
the Organisation for Economic
Co-operation and Development; Gavi,
the Vaccine Alliance; and the Global
Fund signed a joint statement at the
summit, describing health as “the
core of development, a prerequisite
and result of development, and an
effective index in the measurement of
sustainable development.”
Countries involved, they said,
should prioritise health development
and funding; maternal, child, and
reproductive health; communicable
disease control; medical personnel
exchange; training and research
collaborations; and vaccinations.
17 February 2018 | the bmj
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TOBACCO’S ROAD TO
GLOBAL MARKETS

A new belt and road Health Policy
Research Network would work towards
the UN’s sustainable development
goals. But there was no word on
whether loans and funding would be
tied to meeting these outcomes.
The Lancet criticised the statement
for making no mention of noncommunicable diseases, which it said
cause 87% of China’s total annual
deaths.

Fear of infectious disease
Health experts who spoke to The BMJ
painted a nuanced picture of great
potential but also potential harms.
Although the summit’s statement
discusses the importance of
monitoring and emergency response,
infectious diseases researcher Jeremy
Farrar, director of the Wellcome Trust,
wonders how much thought has really
been given to the initiative’s potential
impacts on global spread of infectious
disease. He questions whether rapidly
growing links between Asian and
African nations could transfer diseases
to populations without immunity and
create new disease reservoirs, singling
out malaria, dengue fever, and yellow
fever.
Farrar is impressed by the
“ambition and scale” of the BRI

and the impact of infrastructure
development on health outcomes
but warns that the initiative will
affect large areas where disease
surveillance is limited, such as
China’s western borders, into the
central Asian republics, and into
South Asia. “We don’t know very
much about the burden of infection
and what lurks there,” he said.
Rather than shunning the
challenge, he suggests China’s
fledgling Center for Disease Control
and Prevention (China CDC), which
Farrar worked with on the Chinese
led enterovirus vaccine EV-71, should
step up.
He singled out its role in managing
the 2014 Ebola crisis in west Africa.
China sent about $120m (£86m) in
medical assistance and 1200 medical
staff and public health experts to 13
African nations during the outbreak.
“This would be an opportunity for
them to really get involved and learn
how to work on an international stage,
and how to map the consequences of
such a major initiative.”

Industry eyes opportunity
“The export of hazardous industries
is something to be concerned about,”
said Joan Kaufman, an expert on

China’s links to
Africa have included
manufacturing
and providing
safety suits to help
tackle and contain
the Ebola virus

China’s
ambitions
could also
see its huge
drug industry
“undercut
global pharma.
A good thing—
as long as
there’s quality
control and
oversight”

China is the world’s largest manufacturer
of tobacco products, which are thought
to kill a million Chinese people a year.
The near monopoly China National
Tobacco Corporation is the world’s
largest cigarette producer and its
product contributed 7% to 10% of total
government revenues for the decade to
2012. “Whatever they do, they don’t want
to kill the goose that lays the golden egg,”
says Harvard’s Joan Kaufman. “It’s taken
a long time to get any kind of traction on
the anti-tobacco efforts in China.”
China signed WHO’s Framework
Convention on Tobacco Control in 2003
and ratified it in 2005. But three out of
five Chinese men aged 45 to 64 smoke.
By the end of 2015, China’s tobacco
industry had more than 30 factories
abroad, including in Africa and South East
Asia. And Tobacco Asia magazine reports
that thanks to China’s plans, the industry
“is developing markets in Africa, the
Balkans, the Caucasus region, Croatia,
Moldova, Montenegro, Romania, Serbia,
Slovenia, parts of Turkey, and Ukraine.”

Chinese health governance at Harvard
Medical School. “Resource extraction,
unfair labour practices—mining
and extracting industries need to be
fiercely regulated. We need to see
transparency and environmental
standards, otherwise they could be
transferring many of the things that
we’ve seen happen in China itself,”
she said.
China’s ambitions could also see
its huge, self sufficient drug industry
“undercut global pharma,” Kaufman
said. “A good thing—as long as there’s
quality control and oversight. It means
being able to support the expansion
of access to drugs for preventable or
treatable disease,” including vaccines.
China’s ambitions also include
training doctors. It is offering
scholarships to study in China in
priority areas such as medicine and
medical informatics. “It’s creating
networks of people used to working
together—who understand China
and have some ability to speak the
language—for future research or
intergovernmental or commercial
collaboration,” Kaufman said.
Flynn Murphy, freelance correspondent,
Sydney, Australia, and Beijing, China
flynnpmurphy@gmail.com
Cite this as: BMJ 2018;360:k595
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A dedicated
WhatsApp
for clinicians
Many doctors use the messaging service,
but worries abound about patient
privacy and data protection rules.
Kim Thomas looks at the alternatives
aiming to consign the costly and
disruptive pager system to history

W

hen the
Westminster
terrorist attack
happened in
March 2017, one
of the major problems was trying to get
fast and up-to-date communication,
remembers Helgi Johannsson,
consultant anaesthetist at Imperial
College Healthcare NHS Trust. “The
coordinating anaesthetist was flooded
with phone calls [offering] help and
was actually not able to continue to do
his normal job,” he explains.
After the attack, Johannsson, who
was already using the WhatsApp
messenger to organise shifts with
colleagues, set up a group for

dealing with major incidents. In
two London incidents since then—
the London Bridge terrorist attack
and the Grenfell Tower fire—all
communication has been through the
group. It meant, says Johannsson,
that “everyone had an idea of what
was going on, who was needed
where, and where the patients were
moving around the hospital.”
One survey has found that 98.9%
of UK hospital clinicians now have
smartphones, with about a third using
WhatsApp or a similar messaging tool.
A Twitter thread started by NHS doctor
and The BMJ columnist David Oliver in
November 2017 drew 140 responses
from health professionals explaining
that they use the technology for
soliciting second opinions, sharing
radiology or echocardiography results,
and asking colleagues for cover.
It’s hardly surprising that this widely
used consumer technology has caught
on among doctors. The dominant form
of communication in hospitals—the
pager—is costly, inefficient, and, says
Johannsson, “extremely disruptive.”
“Pagers interrupt you in mid flow and
only allow communication between
one person and another,” he says.
As Dominic King, clinical lead
at DeepMind Health, a technology
firm owned by Google, says: “It’s
remarkable that a technology that
was first invented 50 years ago, which
has fallen out of favour in every other
industry, is still the dominant form of
communication that hospitals provide
to doctors and nurses.”
In contrast, says Johannsson,
“WhatsApp allows communication
within the whole team.”

Non-hierarchical
Georgina Gould, a specialist trainee
in obstetrics and gynaecology,
particularly likes the app’s nonhierarchical nature: “I might not pick
up the phone and contact a senior
registrar or consultant, but in the
friendly forum of a group WhatsApp
chat, it’s brilliant.”
She has also found it valuable as a
teaching tool—group members can
discuss, for example, interpretation
of a cardiotocography trace. Many
doctors find it useful for sharing
images; it’s much more effective,
argues King, to take a photo of a rash
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staff at Imperial
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or wound and send it over WhatsApp
than to describe it over the phone.
It’s not just hospital doctors who
find WhatsApp useful. May Jay Ali,
a GP whose practice, AW Surgeries,
operates across two sites in Brierley
Hill, West Midlands, says she and her
colleagues regularly communicate via
WhatsApp for administrative reasons
such as “discussing partnership issues,
financial planning, and feedback on
our own special areas.”
It’s also a good way of keeping in
touch. “General practice can be quite
isolating sometimes, and if I haven't
seen some of my colleagues for a few
days, I may message to see how they
are doing,” says Ali.
They don’t discuss specific patients
on WhatsApp but do sometimes
consult each other about general
issues, she adds. “I have a specialist
interest in mental health and elderly
care, so a colleague may say that they
have seen a patient with something
and the waiting list for hospital is
several weeks. Is there anything I can
do to help this condition?”

Concerns about confidentiality
But there are concerns about
WhatsApp’s popularity. Although
messages are encrypted in transit, that
doesn’t mean they’re private. Mona
Johnson is senior clinical lead in self
care and prevention for NHS Digital,
which has just published guidelines on
instant messaging in clinical settings.
She points out that messages can
easily be read on a lost or stolen phone.
A photograph sent through the app
will immediately be downloaded into
the recipient’s smartphone photo

library unless that setting is manually
switched off. All messages are stored
on a server in the US, which means
they’re not compliant with UK data
protection legislation, and the General
Data Protection Regulation (GDPR),
which comes into force next year, will
introduce more stringent fines for
regulatory breaches.
At the moment, most clinicians
are careful not to identify patients in
messages (as the NHS Digital guidance
advises), but this causes its own
problems. As Gould says, a deliberately
vague phrase such as “the person
from this morning with the infection,”
creates the possibility for confusion
and a potential risk to patient safety.

Alternative apps
It’s not surprising, then, that firms
have rushed to offer alternatives
to WhatsApp, which is owned by
Facebook, that comply with data
protection legislation: Careflow
Connect, Medic Bleep, MedCrowd,
Siilo, Hospify, Streams, and Forward
are some of the many apps on offer.
Johnson, who is preparing a guide
to these apps, says there is no single
perfect solution because they all have
different functionality and approaches
to information governance. Messages
sent on Siilo and Hospify, for example,
remain on the server for only a short
time, and Siilo automatically wipes
messages from devices after 30 days.
Others, such as System C’s Careflow
Connect, not only preserve the
messages but integrate them with
electronic patient records. “It’s an
absolutely fundamental requirement
that it interoperates with the clinical

DIGITISING A TRUST
University Hospitals Bristol NHS Foundation
Trust’s implementation of Careflow Connect,
software designed to enable clinicians to
communicate with each other, is part of a
wider project in partnership with healthcare
technology provider System C to digitise the
trust.
Traditional methods of communication
can be painfully slow. “An awful lot of traffic
between teams is done on bleep ping pong:
you bleep, someone waits for them to reply,
then the phone’s engaged, so you phone them
back,” says Chris Bourdeaux, the trust’s chief
clinical information officer. Some teams have
been using WhatsApp for “informal chats
about rotas and filling in shifts and training
dates”—but also, sometimes, for sharing
clinical information.
Clinicians can choose to have the Careflow
app on their own smartphone or a device
provided by the trust. When a conversation
is started about a patient, the patient ID is
automatically added. Many users have found
it particularly helpful for sharing images. “We
found surgeons love apps for wound checks,”
says Bourdeaux. It’s also possible to create a
group across, for example, a hospital site and
a community site: “You can imagine a scenario
where a district nurse might send a picture of
a wound back to a surgical team, and it’s all
completely legitimate in terms of information
governance.”

“There’s now an
auditable trail of all
these conversations
clinicians are having
about patients”
Chris Bourdeaux
All handover notes are now version
controlled, says Bourdeaux, and handover
through Careflow is structured using the
SBAR (situation, background, assessment,
recommendation) format. Information
previously communicated in a phone call
or a handover sheet—and then lost—is now
preserved: “There’s now an auditable trail of
all these conversations [clinicians] are having
about patients.”
There have been some concerns from
consultants about information overload.
Bourdeaux believes, however, that integration
with other systems so that clinicians receive
alerts when, for example, blood test results
are available will create big improvements in
efficiency: “We can be much more real time
because information is being pushed to you
rather than you going to get it.”
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systems the hospital uses,” says
Jonathan Bloor, a director at System C.
“If you don’t do that then you’re just
creating another silo of data.”
Some offer more than simple
messaging: Forward, for example,
includes patient profiles with
diagnoses and treatments, and a list
of tasks for each patient that can be
prioritised and sent to the appropriate
team member to be carried out.
The Royal Free London NHS
Foundation Trust has used the Streams
app for the diagnosis of acute kidney
injury, bringing together information
from various sources (such as blood
results, radiology reports, and
microbiology results) onto a single
platform and allowing clinicians to
share comments. The app is then able
to send test result data to clinicians’
mobile phones and alert them to
patients that could be in danger of
developing the condition.
One consultant nurse at the trust
told Digital Health News that her team
had saved a “huge amount of time”
and that it had made a “phenomenal”
difference to day-to-day activities.
So far, only a handful of hospitals
have adopted the apps, and most are
still at the pilot stage. But benefits
are emerging. In summer 2017,
West Suffolk NHS Foundation Trust
piloted Medic Bleep, where, medical
director Nick Jenkins says, it was used
for “everything from arranging shift
cover to sharing patient observations.”
Communication became more
efficient: contact with other clinicians
was easier than with a pager, and
responses were much quicker.
“All that time we saved was spent
caring for patients,” Jenkins adds.

Adoption considerations
Trusts will have to weigh up several
factors before they adopt a messaging
platform. Some hospitals have areas
of poor wi-fi coverage, for example,
although NHS Digital is implementing
a programme to make sure that all NHS
sites in England have reliable wi-fi.
“The wi-fi in our hospital is from
a third party, with a free slow wi-fi
and an expensive fast wi-fi,” says
Johannsson, adding that messaging
apps such as WhatsApp work
“perfectly well” on the slow wi-fi.
There is also good 4G coverage.
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Bloor says that any new platform
should have 3G/4G coverage so that it
can work without wi-fi. “You also have
to remember that clinicians are using
text, email, and WhatsApp, which rely
on exactly the same infrastructure.
That said, no hospital is yet ready to get
rid of its crash bleeps, so the main aim
is to reduce pager use to exactly that
until hospitals are confident that the
new technology is reliable enough.”
Then there’s the choice of platform.
Will the app be user friendly
enough that clinicians will switch
to it willingly? Can it be used to
share information seamlessly with
colleagues in primary or social care?
Should the trust provide mobile
devices (as has happened at the Royal
Free), which would be expensive, or
should clinicians be expected to use
their own devices—and, if so, what
management concerns does that raise?
Johannsson, who says WhatsApp
has worked well, is not convinced
about the merits of switching. “My
concern about using an alternative is
that this will be a smaller company
supplying it, they are more likely to
go out of business, and the product is
less likely to be updated to the newest
operating system, so exposing it to
security risks and a chance that it may
stop working,” he explains.
“WhatsApp is end-to-end encrypted,
everyone knows how to use it, and
it will always be updated. Also, it is
free, and therefore would save the
NHS a fortune not having to develop a
replacement system.”

Information overload
Some clinicians are concerned, too,
about information overload. Ali, for
example, says having work messages
on her personal phone is “quite
intrusive” and leaves the WhatsApp
group when on annual leave.
Bloor argues that “email and
messaging apps are far more
prone to information overload”
whereas dedicated healthcare apps
communicate only patient care
information. Careflow Connect, he
says, organises alerts so users can
immediately see the most relevant and
important alerts. Barney Gilbert, joint
chief executive of Forward Clinical,
says it has been built in a way that
avoids duplication of information.

“Anything
that brings the
patient record
closer to the
clinician has to
be a good thing”
Helgi Johannsson

A related consideration is how and
what information should be stored.
Some apps delete messages after a fixed
period, but in others a message is now
stored for posterity on a server.
Gilbert says that, in the case of
Forward Clinical, instant message
threads, for example, will not be
integrated with the patient record
because “we do not want to impose
a ‘dirty data’ burden on the already
overloaded system.” The structured
clinical information added to the
patient record tends to be clinical
tasks such as cannula insertion or
venepuncture.
Others are worried about the
legal implications: could a casual
conversation, in which a junior doctor
asks colleagues for advice, become
evidence in a lawsuit? NHS Digital’s
Johnson notes that normally an email
about a patient would be added to the
patient record; the puzzle of whether an
instant message is different from email
hasn’t, she says, been entirely solved.

“We do not want
to impose a ‘dirty
data’ burden
on the already
overloaded
Transparency and accountability
system”
Some doctors, however, welcome the
storage of messages as part of a broader
Barney Gilbert

“If I haven’t
seen some of my
GP colleagues
for a few days,
I may message
to see how they
are doing”
May Jay Ali

move towards greater transparency
and accountability. Felix Jackson,
founder of MedCrowd, says: “You can
document things as you go along rather
than having to have a phone call with
somebody and then go and find a portal
to log into the electronic record and
then note it.”
Johannsson can also see the
benefits: “Anything that brings the
patient record closer to the clinician
has to be a good thing. I would love
to have access from either my phone
or my iPad, and an integration
between messaging service and
the clinical record sounds like a
wonderful idea.”
As WhatsApp gains in popularity,
the question of how clinicians use
it—and, if they shouldn’t, what they
should use instead—becomes more
urgent. No clear frontrunner has
emerged, but the successful apps will
be those that combine the simplicity
and ease of the consumer leader with
the security and interoperability that
a clinical setting demands.
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