this week

Javid announces review of visa cap
The home secretary, Sajid Javid,
has pledged to review the
UK’s current restrictions on
the number of foreign doctors
coming to work under a tier 2 visa, marking
the first victory for The BMJ’s Scrap the Cap
campaign (bmj.com/scrap-the-cap).
The intervention came as The BMJ
continued to lobby the government to
change immigration policy so that doctors
from countries outside the European
Economic Area who have been offered
jobs in the NHS can take up their posts.
More than 1500 such visa applications
were refused between December 2017 and
March 2018 as a result of the Home Office’s
cap on the number of tier 2 visas it issues.
As The BMJ went to press its petition
to parliament calling for the removal of
restrictions had gathered more than 2300
signatures (http://bit.ly/2JffJd2).
Speaking on the BBC’s Andrew Marr
Show, Javid said he understood concerns
about the NHS’s ability to employ overseas
staff. “I see the problem with that. It is
something I’m taking a fresh look at.”
The Home Office told The BMJ that more
details of the review of tier 2 visas would be
announced in due course but said it would
be separate from the government’s upcoming

white paper on immigration.
Medical and NHS leaders
welcomed Javid’s comments
and called for swift action to
remove the restrictions.
Fiona Godlee, editor in chief of The BMJ,
said, “We are delighted that Sajid Javid has
promised to review the tier 2 visa system,
but we need assurances that these are
not just empty words. We need a genuine
commitment that this review will lead to
meaningful change. The current system
not only costs NHS trusts thousands of
pounds but has an emotional toll on
doctors who are refused visas—some
multiple times. Without a proper solution
the reputation of the NHS is also at risk.
“Please sign our petition and join our
campaign to ensure that the government
review delivers the results the NHS needs.”
Danny Mortimer, chief executive of
NHS Employers, said, “The NHS is fast
approaching the major August intake and
changeover period for many doctors in
training. A speedy, effective solution is
urgently needed to clear the backlog, and
provide a sustainable approach to the
management of the system.”
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2018;361:k2479
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Sajid Javid, the home
secretary, is to “take a fresh
look at” the tier 2 visa process
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May urged to act
as trainee’s visa
is not renewed

Visa cap is driving up salaries
paid to doctors from overseas

A doctors’ campaign group has
written to the prime minister to
ask her to intervene in the case of
a surgical trainee who has been
unable to renew his visa.
The Doctors’ Association
UK wrote to Theresa May on
28 May highlighting the case of
Nnaemeka Chidumijie, a core
surgical trainee from Nigeria
who has been working in the
NHS since 2013. The association
describes itself as a lobby group
that works for a better NHS. The
letter states that in February 2018
Chidumijie was advised by the
Home Office to return to Nigeria
to apply for the conversion of his
spousal visa to a tier 2 visa, after
he separated from
his British wife.
But his
application,
sponsored
by Health
Education
England, has
been rejected four
times, forcing
Theresa May
the suspension
was asked
to intervene
of his surgical
in Nigerian
training. “Despite
doctor’s case
completing
all required
competencies and excelling in
his work, he is at imminent risk of
losing his training number,” the
letter says.
The association added that
the UK’s immigration policy was
“failing to recognise the future
potential of this exceptional
individual, thus actively
contributing to denying patients
the fruits of his labour.”
In a statement on the
association’s website, Chidumijie
wrote, “I am unable to return to
the job I love and the place I call
home. My post is one of many
vacant positions in the NHS
contributing to a staffing crisis.”

“Suddenly trusts
are having to pay
junior doctors
£55 000 plus to
get them through
the door”
– David Green,
recruitment agent

Abi Rimmer, The BMJ
Cite this as: BMJ 2018;361:k2430
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Sign our petition
here: https://
petition.
parliament.uk/
petitions/220665

NHS trusts are being forced to pay
overseas doctors 50% more than their
UK counterparts so they are eligible for
visas, a recruitment agent has said.
The news comes after The BMJ
launched its Scrap the Cap campaign
to review current restrictions on
overseas doctors working in the NHS.
For the past six months demand for
tier 2 visas for doctors from countries
outside the European Economic Area
who have offers of jobs in the UK has
exceeded the number available, and
more than 1500 applications have
been refused. When the monthly cap
on visas is close to being reached, the
Home Office takes salaries into account
and will grant visas to applicants with
the highest earning potential.
David Green, co-founder and
director of the medical recruitment
agency Remedium Partners, said his
agency was advising trusts to raise the
salaries offered to overseas doctors
to increase their chances of a visa. “If
we know that X salary is needed to

get someone through we are on to the
hospital before they apply for a CoS
[certificate of sponsorship] to say that
if this salary is not met this candidate’s
CoS will be rejected,” he said.

Minimum of almost £60 000
The minimum salary required for a
non-EEA migrant to secure a tier 2 visa
is now estimated to be almost £60 000.
“The whole point of the new junior
doctors contract last year was that
salaries would be capped at around
the £40 000 mark. Suddenly you are
having to pay junior doctors £55 000
plus to get them through the door, if
not a bit more,” said Green.
Trusts were prepared to pay higher
salaries because it was still cheaper for
them than employing a locum doctor,
he added.
Green described the situation as a
“circular flow of frustration” for trusts,
as the whole idea of recruiting from
overseas in the first place was to reduce
spending on locums.

NEWS ANALYSIS

Recruiting doctors from overseas:
managing trusts’ expectations
A recruitment agent tells Ingrid Torjesen it is important that doctors’
needs are considered as well as the trust’s if placements are to succeed
NHS trusts having difficulties
in recruiting doctors from the
UK and elsewhere in Europe are
increasingly seeking help from
specialist recruitment agencies.
The first thing an agency will
do is consult senior medical staff
at the trust to find out what its
requirements are. For example,
the trust might want UK working
experience, membership of a
particular UK college, experience
of teaching, and willingness to
work nights and weekends.
The agency will also ask about
the trust’s previous experience

in recruiting overseas and
whether there are any countries
it doesn’t want to recruit from,
said David Green, cofounder and
director of Remedium Partners,
an agency that specialises in
recruitment to fixed term and
permanent medical posts.

Realistic strategy
Then it is about managing
the trust’s expectations and
advising it on a realistic strategy:
how its workforce crisis can be
alleviated with staff that are
likely to be available and where

these people can be found.
Experience of working in the
UK will be rare, and consultant
level applicants will be hard
to find. A trust that is short of
several accident and emergency
consultants, for example, might
be advised to restructure, to
meet its needs by taking on good
middle grade doctors who can
grow into the role.
After that, it’s about finding
the candidates. Where there are
one or two vacancies the agency
will look at the doctors already
on its books, but for larger
9 June 2018 | the bmj

FIVE MINUTES WITH . . .

Chandra Kanneganti
The chair of the British International
Doctors’ Association explains why
UK visa rules need to be reviewed

“S
Trusts that would previously have
handled their own recruitment are now
turning to specialist services, Green said,
to try to ensure that the candidates they
appointed would be granted one of the
limited number of visas. “Once upon a
time the big London hospitals would
never have needed us. Now they need
our advice and they need our guidance.”
A BMA spokesperson said: “This is
just another example of how absurd and
counterproductive the government’s
immigration policy is. The real reason
we have so many vacancies in the NHS
is because of poor workforce planning

WHICH COUNTRIES?
Agencies target certain countries
when looking for doctors
in particular specialties:
Accident and emergency—Indian
subcontinent and Middle East
Paediatrics—Nigeria
Anaesthetics—Egypt
Acute medicine—Egypt

numbers it will embark on a dedicated
recruitment campaign. Agency staff,
based in the target countries, or
their agents, will screen doctors for
experience and English skills but also
to ascertain what the candidates are
looking for from a move to the UK.
“It’s not just about what the hospital
wants,” Green said. “A lot of doctors are
happy to go anywhere, but others have
friends working in Leeds, Manchester,
or Birmingham, for example, and will
want to be near them.”
Suitable candidates will be
interviewed by agency and trust staff via
a video call. Initial qualification checks

and inadequate investment. At a time
when the NHS is struggling with filling
positions, visa restrictions and arbitrary
and outdated caps for non-EU workers
entering the UK are preventing doctors
who are willing and able to work from
caring for patients.
“Delivering a more flexible
immigration system which enables
NHS recruitment is an easy win for the
government and will have both long
term and immediate benefits for the
future prosperity of the NHS.”
Ingrid Torjesen, London
Cite this as: BMJ 2018;361:k2461

will take place, although candidates
will have to provide original documents
before they take up a post.

Trust visits to source countries
If the number of posts to be filled is
around 10 or more the agency often
takes trust staff to the target country to
interview candidates and to get a better
idea of their culture and working life.
“We allocate a day or two not just to
acclimatise but to immerse [trust staff]
in the local culture. We take them on
tours of local hospital departments.
It’s really important to understand
where these doctors come from.”
Recruiting doctors in groups has
its advantages, said Green. The new
doctors experience the new work and
lives at the same time, and for the trust
it means training can be combined. For
existing staff it can be a real morale
boost to see five or 10 doctors arriving
after years of shortages.
Ingrid Torjesen, London
Cite this as: BMJ 2018;361:k2470

ince its foundation, the NHS has
been reliant on international
medical graduates. They saved
general practice in the 1960s when
they came here in their hundreds
to join inner city practices. They also filled jobs that,
traditionally, local graduates would not take.
“In the 1990s, when the NHS was in crisis again,
there was a second wave of international medical
graduates. I came here in 2002, after I saw a large
advertising board in my city in India saying, ‘The
NHS needs you.’ I now run four general practices in
Stoke where I act as the sponsor for tier 2 visas for
international GPs. I have applied for six certificates
of sponsorship over the past three years and two
were refused.

Small mistakes cost visas and money
“You won’t believe the reasons for the rejections.
One was rejected just two months ago because
I accidentally put down the wrong date for the
start of the job. The GP applying for the visa has
subsequently lost £4000 because he had applied
for visas for all five members of his family. This is
all because I wrote down the wrong date—it was a
small mistake that could easily have been corrected.
“When I applied last year and there was a small
mistake in the application, the Home Office called
and clarified it. Now, because of the visa cap
restrictions, case workers are coming up with any
excuse they can find to reject the applications.
“The whole thing is a shambles and shows
hypocrisy at the Home Office. At a time when the
NHS is under enormous strain and struggling to fill
positions, the arbitrary cap for non-EU doctors is
inexplicable and completely unacceptable.
“I also worry that we will lose the good reputation
of UK higher education overseas, especially in the
Indian subcontinent, and there will be a knock-on
effect for university funding [because students will
be deterred from coming here to train].
“The government should remove the cap with
immediate effect and realise that they
have made a big mistake. I would
also like to see general practice put
onto the shortage occupation list so
that GPs from outside the European
Economic Area who have trained in
the UK can apply for jobs anywhere
they want to.”
Abi Rimmer, The BMJ
Cite this as: BMJ 2018;361:k2455
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SEVEN DAYS IN
We would employ Bawa-Garba, say paediatricians
A group of 159 paediatricians have signed a letter in support of Hadiza Bawa-Garba, the
trainee paediatrician convicted of gross negligence manslaughter.
In a letter published in The BMJ the doctors say they “are confident to employ BawaGarba with supervision in a training position upon her reinstatement to the medical
register and pending her employment in a substantive post.”
Bawa-Garba was convicted of manslaughter in 2015 after the death of 6 year old Jack
Adcock. In 2017 a medical practitioners tribunal suspended her for 12 months, but in
January the High Court ruled she must be struck off the register, after the GMC appealed
against the tribunal’s decision. Bawa-Garba’s appeal is due to be heard by the end of July.
The letter states, “We believe the punitive approach that has been taken against one
doctor against a background of numerous systemic failures will make our NHS less safe.”
Richard Nicholl (left), a consultant paediatrician who coordinated the letter, said it
had been easy to gather the signatures, citing “a lot of depth of feeling about this. We’re
saying we have confidence in this trainee, we know that she was a safe trainee, and there
were no concerns about her training after this incident.”
Abi Rimmer, The BMJ Cite this as: BMJ 2018;361:k2393

Junior doctors

“Substantial improvements”
to working lives

The “enhancing junior doctors’
working lives” programme,
set up by Health Education
England following industrial
action in 2016, has initiated
the most significant changes to
postgraduate medical training
for some years, said Jeeves
Wijesuriya, chair of the BMA’s
Junior Doctors Committee. He said
a new system of study budgets,
bespoke return-to-work packages,
a part time training option, and
new training preferences had
helped, but problems still existed
in “educational supervision,
diminishing mentorship, and the
ever greater demands of a system
under pressure.”

ID checks

Only one in 180 patients is
found liable for charges

A group of 150 health workers
called for ID checks in the NHS
to be scrapped. In a letter to
London’s Evening Standard they
said that “healthcare must never
be a ‘hostile environment.’” The
letter follows an investigation
by the newspaper which found
that, of 8894 people attending a
London hospital who were asked
for two forms of ID, only 50 had to
pay for their care. Jessica Potter,
340

of the campaign group Docs Not
Cops, said, “People who are
most likely to be charged are
the least able to pay. There is no
evidence that it saves the NHS an
appreciable amount of money.”

Clinical negligence
Patient who tried to
defraud NHS is jailed

A DJ and taxi driver who
fraudulently claimed more than
£837 000 from the NHS for
clinical negligence worth no more
than £30 000 has been jailed for
three months and ordered to pay
£75 000 in costs. The contempt
of court proceedings brought
against Sandip Singh Atwal by
Calderdale and Huddersfield NHS
Foundation Trust were the first
of their kind to be launched by
an NHS trust. Atwal’s dishonesty
was exposed by covert video
surveillance.

NHS finances

£1bn deficit masks
true scale of
hospital’s woes
NHS Improvement,
which oversees NHS
providers, said that
the service is “broadly
in balance,” as
hospitals’ reported
deficit of £960m
is matched by a

projected £955m underspend
by healthcare commissioners.
However, analysts said this was
achieved only by one-off savings
and a non-recurrent £1.8bn
transfer from the sustainability
and transformation fund set up
to help transform the NHS. If
these are discounted, said Sally
Gainsbury (below), senior policy
analyst at the Nuffield Trust, the
true provider deficit is closer to
£4bn.

US news

Families crossing borders
“should not be separated”

The American College of
Physicians called on the
Department of Homeland Security
and President Trump to withdraw
a policy requiring children to be
separated from their parents
when entering the country
illegally. This does great harm to
children, parents, and families,
said the college. Instead,
it urged that families
should be supported
and their health
protected.

Call to start
colorectal cancer
screen earlier
The American
Cancer Society
recommended

lowering the starting age for
routine colorectal cancer
screening by five years to age 45,
prompted by a relentless climb in
incidence among younger adults
even as the disease becomes
rarer overall. Colorectal cancers
have risen by 51% since 1994 in
adults under 50, the society said.

Guideline evaluation
database closes

The US National Guideline
Clearinghouse will not be
available after 16 July when
federal funding ends. The
clearing house has been vetting
guidelines since 2017 for
trustworthiness and adherence
to US Institute of Medicine
standards to ensure they are
evidence based and developed
with transparent processes. The
agency is consulting stakeholders
interested in continuing the work
of the clearing house.
9 June 2018 | the bmj

MEDICINE
Antibiotics

Drugs supply chains
“must be secured”

Governments, regulators, and
the drug industry must ensure
the smooth supply of antibiotics
worldwide, said the Dutch
Access to Medicines Foundation.
Shortages lead to treatment
delays and inappropriate
drugs being used at lower than
recommended doses, all of which
can increase antibiotic resistance.
Supply chains must be secured,
said the report, so that if one site
is adversely affected production
does not cease, as was the case
in 2016 when an explosion at
a Chinese factory triggered a
piperacillin-tazobactam shortage.

Scotland

New medical school places
for health workers

The Scottish government
will fund 25 new places at
Edinburgh Medical School for
NHS professionals working in
Scotland to retrain as
doctors. A further
85 new medical
school places are
being funded at
the universities
of Aberdeen,
Edinburgh, and
Glasgow, focusing on general
practice. These will support the
government’s aim to increase GP
numbers by at least 800 by 2028.

Emergency care

Surge in readmissions for
preventable conditions

A 41.3% rise in emergency
readmissions in England for
conditions seen as “potentially
preventable” was recorded
from 2010 to 2017 in England,
up from 130 760 to 184 763,
an analysis by the Nuffield
Trust showed. These included
readmissions for pneumonia (up
73%), pressure sores (188%),
and venous thromboembolism
(36%), conditions patients did
not have when first admitted.

SIXTY
SECONDS
ON . . .
NIPAH VIRUS
NIPAH WHAT?
Move over Ebola and Zika, it’s another
scary zoonotic virus with a catchy name. Its
reservoir is fruit bats and its home is in Asia.
It recently broke out in northern Kerala in
India, causing 18 confirmed infections and,
so far, 17 deaths. And a good deal of panic.

More skills are needed in
children’s urgent care

Staff assessing children in urgent
care centres or walk-in clinics must
have the appropriate paediatric
competence, say new standards
from the Royal College of
Paediatrics and Child Health. From
2006-07 to 2015-16, emergency
department attendances by
children aged 4 or less rose by
about 30%. When children are
directed away from emergency
care they should be assessed
by a clinician with paediatric
competence, the standards
advise, and emergency
departments that see children
should have a consultant
in paediatric emergency
medicine leading the service.

Gaza

Anger at health
volunteer’s death

UN officials expressed outrage
after the killing on 1 June of
Razan An Najjar, 21, a volunteer
for the Palestinian Medical
Relief Society, who was hit by
live ammunition from Israeli
forces. “It is difficult to see
how this squares with Israel’s
obligation as occupying power
to ensure the welfare of the
population of Gaza,” said Jamie
McGoldrick, coordinator for
several UN agencies. Agencies
report that from 30 March to 27
May, 245 health workers and 40
ambulances were involved in
incidents with Israeli forces.
Cite this as: BMJ 2018;361:k2475

SYPHILIS
The number of
cases of syphilis in
England increased

20%

by
between 2016 and
2017, from 5955
cases to 7137 cases
[Public Health
England]

IS THIS A NEW DISEASE?
No, it was first identified in Malaysia in 1998,
when bats infected pigs which then infected
farmers. It killed 105 people, and more than
a million pigs were slaughtered. Bangladesh
has since seen sporadic cases. The current
outbreak is attributed to a family drinking
from a well contaminated by bats. Most of
the family and some contacts have died.
IS IT COMING TO A HOSPITAL NEAR ME?
Not this time. The Kerala state government
has announced that the “highly dangerous
phase” is over. There have been no new
infections since 17 May. None of the
suspected cases under observation outside
Kerala appear to be real Nipah virus.
IT’S NOT THE NEXT PANDEMIC, THEN?
Nipah mutates fast, and WHO believes it has
pandemic potential if a strain emerges that
easilys jump between humans. There are
signs it is heading that way. It kills mostly
through brain inflammation—the symptoms
of the Malaysian outbreak were largely
neurological. But the Bangladeshi and Indian
cases seem to have respiratory symptoms,
which could make Nipah more transmissible.
While none of the Malaysian cases seemed to
have been infected by other people, several
Indian victims simply shared a ward with the
family who first contracted the disease.
WHAT HAPPENS NOW?
Twenty two people are still under
observation. Another 2401 are
listed as contacts and are being
quarantined at home. Measures are
being taken to discourage human-bat
contact.
WHEN SHOULD WE PANIC?
More dangerous than Zika but less
dangerous than Ebola or influenza,
Nipah is probably best compared to
the Middle Eastern respiratory syndrome
coronavirus—a dangerous zoonotic virus
that needs watching but hasn’t become a
true pandemic.
Owen Dyer, Montreal
Cite this as: BMJ 2018;361:k2485
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Surgical procedures: plans to standardise access
in London are being rushed through, says BMA

D

octors have warned that
controversial NHS plans to
reform common surgical
procedures are being rushed
through and will negatively
affect patients.
Concerns were raised by the BMA in
response to draft policies, being released over
the coming weeks, that will restrict when
certain treatments are available on the NHS.
NHS England has commissioned a network
of clinical commissioning groups (CCGs),
health bodies, and councils—known as the
Healthy London Partnership—to develop one
approach for specific treatments in the city.

Eight areas of surgery
The London Choosing Wisely (LCW)
programme is looking at eight areas of
surgery, including removal of benign skin
lesions; hip and knee replacements; keyhole
knee surgery; procedures for dealing with
back pain, shoulder pain, and varicose veins;
and cataract surgery.
The programme’s policy document
says, “LCW was commissioned to carry out
this work on behalf of all London clinical

commissioning groups, in order to promote
equitable access to certain treatments and the
cost-effective use of healthcare resources.”
Doctors will have no more than 14 days
to respond to the proposals. So far, draft
policies have been released on the criteria
under which patients can have treatment
for benign skin lesions and knee or hip
replacements. For the former the policy states
that procedures will be carried out only if
there is “significant trauma” of the lesion on
a “regular basis,” if it has been infected on at
least two occasions that required antibiotics,
or if its location “obstructs an orifice, impairs
vision, significantly restricts usual function,
[or] causes regular pain.”
Patients with osteoarthritis will be able
to have a knee or hip replacement only if
there is a “substantial impact on quality of
life” and their symptoms do not respond to
non-surgical treatments such as exercise and
weight loss. This also requires “radiological
evidence of degenerative disease” and a

DOCTORS

desire by the patient “to discuss surgical
treatment options.”

More bureaucracy
The BMA’s London Regional Council has
criticised the lack of time given to comment
on the plans, which it claims could result
in restrictions on essential treatments and
create more bureaucracy for doctors.
Gary Marlowe, the council’s chair, said,
“It would be worrying if the short timeframe
to give our input was an attempt to push
through these unpopular restrictions, which
will have a long lasting impact on patients.
This brief window of consultation does not
allow for the necessary engagement and
clinical input to ensure the best possible
outcome and reduce risks to patient safety.”
Patients expecting “key interventions like
hip surgery will be adversely affected, and it’s
unfair that they could be denied treatment
ordinarily available elsewhere,” he added. He
described the proposed changes as “another

will have no more than
with feedback on the new proposals

14

days to respond

Only 30% of patients with early breast cancer need chemotherapy

“This provides
reassurance to
doctors and patients
that they can use
genomic information
to make better
treatment decisions”

342

Most women with early
stage, hormone receptor
positive breast cancer
do not benefit from
chemotherapy on top of
endocrine therapy after
surgery if tests show
they have a mid-range
risk of recurrence, a
large randomised trial
has reported.
“Half of all breast
cancers are hormone
receptor positive, HER2
negative, and axillary
node negative. Our study
shows that chemotherapy
may be avoided in about
70% of these women
when its use is guided by
the 21 gene recurrence
score, so limiting
chemotherapy to the 30%

who we can predict will
benefit from it,” said lead
author Joseph Sparano,
from New York’s Albert
Einstein Cancer Center.

Largest trial
The study, funded by
the US National Cancer
Institute, was the largest
breast cancer treatment
trial ever conducted and
included 10 273 women
with hormone receptor
positive, HER2 negative,
axillary node negative,
early stage breast
cancer. Of the 9719
patients with follow-up
information, more than
two thirds (69%) had
a mid-range score of
11 to 25 when tested

with a widely used 21
tumour gene expression
assay (Oncotype DX).
These women were
randomised to treatment
with chemotherapy plus
endocrine therapy or to
endocrine therapy alone.
Results showed
similarly high, disease free
survival rates in women
treated with endocrine
therapy alone as in those
given chemotherapy in
addition to endocrine
therapy.
Further analysis
showed an interaction
between age and risk of
recurrence. Women aged
50 years and younger and
with a risk score of 16 to
25 were more likely to

benefit from the addition
of chemotherapy than
others (P=0.004). This
range of scores was found
in 46% of women in this
age group.
“This study will
transform care for the
better. These data provide
critical reassurance to
doctors and patients
that they can use
genomic information to
make better treatment
decisions in women
with early stage breast
cancer,” said Harold
Burstein following
publication of the results
in the New England
Journal of Medicine.
Susan Mayor, Chicago
Cite this as: BMJ 2018;361:k2473
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Obstetrics locum is
suspended for not
talking to patients

example of how inadequate funding is
impacting patient care . . . Depriving patients
of treatment is not a sustainable solution.”
Responding to the criticisms, LCW
said, “The draft policy on procedures and
interventions for benign skin lesions was
open for 10 days, and the remaining seven
treatment areas will have a testing and
feedback phase of 14 days.”
However, it added, “The programme is
advisory and the statutory duty for approval
of London-wide policies rests with each
CCG governing body who will have the
opportunity to consult and debate the draft

“It’s unfair patients could be denied
treatment ordinarily available
elsewhere” Gary Marlowe, BMA
policies further, before making a decision.”
The spokesperson claimed the proposals
would not “add significant workload/
bureaucracy for GPs in London” and that the
development of a London-wide policy for
treatments “will harmonise and build upon
existing CCG policies, without significantly
changing policies that are already in place.”
Jonathan Owen, London
Cite this as: BMJ 2018;361:k2391

GPs warned not to ignore five core traits
GPs, service commissioners,
and policy makers should be
wary of focusing on increasing
access to general practice,
such as through online
consultations, at the expense
of its other essential attributes,
the King’s Fund has warned.
The think tank highlighted
different ways of organising
general practice, using
examples from around the
world, in a report published on
7 June. It urged GPs to develop
new models of care—and
commissioners and policy
makers to provide support and
funding.
One case study is the GP at
Hand smartphone service,
which has raised concerns
that it could destabilise
general practice. The King’s
Fund cautioned against
over-reliance on such

“transactional” models that
aim to speed up access to a GP,
such as by walk-in centres or
instant online access, because
they do not foster trust
between clinician and patient.

Five core attributes

The report identified five core
attributes of general practice:
person centred holistic care,
accessibility, coordination,
continuity, and community
focus. “Models that focus
on just one of these at the
expense of the others risk
providing a less effective

service,” said the authors,
including three GPs or GP
trainees.
“Policy initiatives focused
on improving access should
be mindful of the unintended
effects of this on the ability
of general practice to deliver
continuity of care and
community-focused and
coordinated care,” they added.
The report recommended
that GPs work with technology
partners that can support
new ways of working but
asked them to seek solutions
that went beyond providing
access, “looking for those
that promote self-care, shared
decision-making and the
coordination of care.”
Jennifer Richardson, The BMJ
Cite this as: BMJ 2018;361:k2490
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A locum registrar in obstetrics and
gynaecology who internally examined a
patient so roughly that she reported him
to police has been suspended from the UK
medical register for nine months.
Abdelkarim Mohamed failed to wear
identification or introduce himself to two
patients before examining them in June
2016 at Northampton General Hospital.
Mohamed, who qualified in Sudan in
1977, did not attend his Manchester hearing
and had last communicated with the GMC by
email in 2016. The tribunal did not know his
whereabouts, although he was last known to
be working in the Republic of Ireland.
Stephen Killen, chairing the tribunal,
noted that “a common theme from the
evidence given by each of the witnesses
. . . was the issue of Dr Mohamed’s
communication skills, or lack thereof.”

Common theme
The “most concerning” aspect of the case,
said Killen, was his vaginal examination of
Patient B, performed in the presence of a
midwife, Amanda Wells. In a statement to
the GMC Wells said: “He did not say anything
to the patient. He did not wash his hands; he
walked over to her and pulled the covers off
her, exposing her abdomen and her genital
area. I quickly covered her back up.”
In a statement for the trust Wells added,
“He quite forcefully examined the woman in
a matter of seconds. She instantly shouted
to stop. He didn’t, and I said firmly that he
needed to stop; he still did not. I then put my
hand on his wrist to stop. He did and went
very quiet and left the room. I comforted the
patient and apologised.” The patient later
lodged a complaint with the police.
In her statement to the trust, Patient A
said, “Dr Mohamed either ignored me, or his
English was limited.” When he did speak he
was dismissive, the tribunal heard, and he
hurt the patient in a very rough abdominal
examination, in which he squashed the
baby from side to side. “He then told me
that he was going to examine me internally.
I said that I had already been examined
internally,” Patient A said. Mohamed told
a midwife he intended to perform a vaginal
examination, but she too reminded him that
one had been done that day.
Clare Dyer, The BMJ Cite this as: BMJ 2018;361:k2453
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THE BIG PICTURE

Art dealing
An anonymous artist, Chemical X, has used 4111 pills
of what appears to be the illegal party drug ecstasy to
create this work of art, entitled Rush.
The piece has been valued at £50 000, but the artist
is offering it as a raffle prize, with the proceeds from the
£2 tickets being donated to the Loop, an organisation
that offers testing of illegal drugs with the aim of
reducing harm. The Loop runs pop-up laboratories in
city centres, nightclubs, and music festivals with the
support of police, local authorities, and bodies such as
the Royal Society for Public Health.
Clients submit samples of their drugs for volunteers
to check the purity and strength of components. They
share their findings without judgment and offer a brief
intervention on safer drug use. The approach relies on
de facto decriminalisation of drug possession so that
drug users can access the service without fear of arrest.
The tests have identified very strong ecstasy,
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antimalarial tablets mis-sold as ketamine, and
ammonium sulphate mis-sold as MDMA.
“We are not encouraging or condoning drug use,”
said Fiona Measham, the Loop’s director, and a
professor of criminology at Durham University. “There
is no such thing as safe drug use. Our service is used by
people who have already bought illegal drugs and are
intent on using them. Chemical X doesn’t glorify drug
use. His work highlights how in the illegal drug market
no one knows what is in the pills they consume, just as
no one can be sure what is in his artwork,” she said.
Testing may reduce drug use. About half of the
Loop’s clients say that they’ll take less, Measham said,
and one in eight ask the police to dispose of their drugs
once they know what they contain. “This has been
our experience in 25 years of testing across mainland
Europe too.”
Richard Hurley, The BMJ Cite this as: BMJ 2018;361:k2501
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EDITORIAL

Hospitals as places of sanctuary
Innovative response from US to a hostile environment could benefit the UK

M

igration has become
one of the greatest
challenges of the
early 21st century.
The British and US
governments have intensified efforts
to find and deport people believed to
be in the country illegally.
Health professionals are in an
ethical dilemma between their duty
to provide care to patients and their
governments’ political agendas. But
although both countries pursue the
same objective, they are doing so in
different ways, each with implications
for health professionals.

National differences
In the US, immigration enforcement
is largely the brief of Immigration
and Customs Enforcement (ICE)
and Customs and Border Protection
(CBP). Since the 2017 presidential
inauguration, enforcement at or near
health facilities has risen, although
both organisations’ policies deem
hospitals to be “sensitive locations,”
where immigration enforcement is to
be avoided.1 High profile cases have
contributed to a climate of fear among
immigrants, who fear detention and
deportation of themselves or members
of their community.2 Efforts by health
professionals have focused on how to
reduce fear and on ensuring that all
immigrants feel safe when accessing
necessary healthcare services. One
approach has been to avoid collection
of data on immigration status.
The UK government has taken
a different approach. It has forced
health workers to become enforcers
who must demand evidence of status
before providing hospital treatment,3
contributing to what ministers
describe as a “hostile environment”
in which evidence must be produced
to work, find accommodation, and
much else, a process described as
“weaponising paperwork.”4 Failure
to comply brings possible financial
penalties. Such measures have been
difficult to impose in the US, with its
346
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combination of federal safeguards
on privacy and local measures. The
designation of “sanctuary” cities or
states, for example, attempts to protect
immigrants by limiting local and
federal cooperation on enforcement.

Care without fear
The ethical arguments against any
measure that deters people from
seeking care are enshrined in the
Hippocratic oath. The public health
arguments are many: people with
preventable or chronic conditions risk
delays that may worsen their condition
and increase emergency department
visits, and those with untreated
infectious diseases may spread them.
The associated fear has also been
shown to be harmful, with US research
linking worry about deportation with
raised cardiovascular risk factors, while
a large ICE raid was associated with
reduced birth weight among Latina
mothers.5 6 Evidence is also growing of
psychological damage not only to the
deported but their families,7 and others
from the same ethnic group.8
Health professionals in both
countries have organised to oppose

policies that threaten patients. They
have had some success, with the
government climbing down on plans
to share NHS data with immigration
authorities,11 aided by an extremely
critical report by MPs on the Health
and Social Care Committee.12 However,
non-profit organisations are limited in
what they can do, and NHS hospitals
continue to display posters reminding
people they must prove their status
before obtaining care, symbolising a
culture—whether intended or not—
that those who have any uncertainty
about their status should stay away.
US health professionals have
adopted the concept of “sanctuary
hospitals” and “sanctuary
doctoring.”13 The San Francisco
Department of Health promotes a
welcoming culture with statements
and signage that declare, “You’re
Safe Here!” (above)14 and New York
City Health and Hospitals issued an
open letter to immigrants as part of a
“Seek Care Without Fear” campaign.15
Other facilities have implemented
policies that restrict cooperation with
ICE to a minimum, train staff not to
provide information without a court
warrant, and distribute rights leaflets
to patients. In some states, such as
California, they have been supported
by laws limiting hospitals’ ability to
collaborate with federal agencies.
International transfer of ideas is
inevitably constrained by context.
However, for UK health professionals,
the concept of sanctuary hospitals or
doctoring should have considerable
attraction, saying everyone will be
treated regardless of their status, and
that, while those treating them may
be forced to comply with intrusive
laws, they will do so to the least
extent possible. Similarly, US health
professionals can learn from, and feel
bolstered by, the UK campaigns to
restore ethical principles and a right to
healthcare, regardless of background.
Cite this as: BMJ 2018;361:k2178
Find the full version with references at
http://dx.doi.org/10.1136/bmj.k2178
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EDITORIAL

Abortion: a tale of two countries
Ireland steps forward while the US turns back

I

n recent weeks, polar opposite
approaches have been taken to
determine how to implement
health policy that directly
affects only women. On one
hand, the Trump administration in
the US has introduced a proposal
to cut off access to federal funds for
more than 4000 family planning
facilities if they provide, discuss,
or refer for abortion.1 On the other
hand, Ireland held a referendum
which decisively overturned its highly
restrictive abortion law.2 Yet despite
these opposing swings on reproductive
health policy, both countries could be
considered to be politically dominated
by a religious or conservative agenda.
Abortion is a highly emotive
topic in any country, yet it is often
misunderstood and misrepresented
in public discourse. The Irish people
were able to listen to the evidence
not only from world literature but
their own country showing that
restricting access to abortions does
not decrease the number of abortions
but does result in women dying.3
The inquiry into the death of Savita
Halappanavar, the dentist who died
from sepsis at 17 weeks of pregnancy
because she was denied a termination
after her membranes ruptured and
she became critically ill, was a major
turning point.4 Her death reverberated
throughout society, the medical
profession, and politicians.5 Added to
this were more than 160 000 women
known to have left the country to
obtain abortions safely in the UK.6

Reflection and advocacy
As a result of several years of reflection
and advocacy the Irish public gave
a resounding “yes” to repealing
the restrictive law. Ireland will now
enact laws that respect the rights of
women and the views of its society.
Government draft legislation indicates
that abortion will be available
without limitation until 12 weeks’
gestation and after that only with
some indication of serious threat to

Demonstrators
in New York
protest against the
imposition of the
“global gag rule”
in 2017

Dorothy Shaw,
clinical professor,
British Columbia
Women’s Hospital
and Health Centre,
Provincial Health
Services Authority,
Vancouver
Wendy V Norman,
associate professor,
Faculty of Medicine,
University of
British Columbia,
Vancouver
wendy.norman@
ubc.ca

the woman’s health or in cases of fetal
anomaly.7 No deception, no confusion;
only discussion to inform the option
each woman chooses.
By contrast, the US approach is
characterised by deception, confusion,
and a mandated lack of full discussion
of pregnancy options. The proposed
rule has been termed the “domestic
gag rule” after its counterpart,
“the global gag rule,” brought in
immediately after Trump took office
in 2017. Historically, restrictive laws
have not been shown to reduce the
numbers of abortions but generally
have led to higher abortion rates,
partly because of the separation of
contraceptive services from abortion
services.3 This causes an important lost
opportunity to prevent a subsequent
unintended pregnancy by provision of
contraception at the time of abortion.8
The domestic gag rule, if enacted,
would undermine fundamental
principles of care provided to women.
It means that recipients of federal
family planning funding—Title X
funds—would not be able to provide
full information to patients with an
unintended pregnancy and will also
need to physically and financially
separate family planning services
from abortion services. To be clear, the
four million people using the Title X
programme are disproportionately low
income women of colour.9
Rather than being given complete
information to make an informed
choice, women would be provided
only with information on continuing

the pregnancy to term. If the unethical
and non-evidence based practice
proposed is enforced, contraception
service providers may find themselves
in ethical or legal conflict.1 Coercing a
woman to continue a pregnancy is a
human rights violation. It will increase
US maternal death rates, already the
highest in the developed world.10
While the Trump administration
may believe that anti-choice sentiment
in the US is on the rise and to its
political advantage, recent information
from Data for Progress indicates
there is no US state where support for
banning abortion reaches even 25%.11

Basic human right
These two countries’ stories coincided
on 13 May, with the 50th anniversary
of the UN International Conference on
Human Rights, where family planning
was declared a basic human right.12
Furthermore, the Lancet Commission
on sexual and reproductive health
and rights,13 launched at the World
Health Assembly on 21 May, called
for full integration of these rights into
universal health coverage, one of the
sustainable development goals.14
The proposed US rule would have
a societal cost. The government has
invited comments on it until 31 July.1 If
it listens, as did Ireland, to fact, science,
and internationally accepted human
rights, these societal costs may still be
averted and women’s lives saved.
Cite this as: BMJ 2018;361:k2471
Find the full version with references at
http://dx.doi.org/10.1136/bmj.k2471
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HUMANITARIAN AID

Reporting
adverse events
in a war zone
How much accidental harm does
humanitarian healthcare cause
patients? Medical aid agencies and
others are increasingly aiming to
improve the quality and safety of the
care they deliver, ﬁnds Sophie Arie

I

n 2014, amid the Syrian
conflict, aid workers
vaccinating children
against measles killed 15
infants when they injected
them with the muscle relaxant
atracurium by mistake. The
Syrian team could not read the
English labels on the ampoules
of the drug, which they mistook
for the diluent used for mixing
the measles vaccine. The World
Health Organization, which was
coordinating the vaccination
campaign with the United
Nations children’s agency Unicef,
said that it was the biggest such
tragedy in memory.
“The circumstances in which
we work make it harder [than it
is for Western health services]
to avoid medical errors or preempt them,” says Tammam
Aloudat, deputy medical director
for the humanitarian charity
Médecins Sans Frontières (MSF)
Switzerland, which was not
involved in the Syria incident.

Difficult and dangerous situations
The nature of aid agencies’ work
means they often have a high
turnover of staff, and many are
posted to places where they do
not speak the language of local
health workers or patients. They
care for particularly vulnerable
patients, working in extremely
difficult and dangerous
situations, under intense
pressure and for long hours in
348

makeshift or poorly equipped
facilities. Their work takes them
to remote or dangerous places
where people are on the move,
communications are poor, and
where it can be hard to keep
drugs cold, replenish stocks, or
win the trust of local people.
Simultaneously, donors want
them to minimise administrative
costs and maximise the number
of people helped. The result is
that aid agencies know little
about adverse incidents among
the millions of patients they
treat. MSF, which provided more
than 10 million consultations
worldwide in 2016, told The BMJ
that only 100 such incidents
were reported centrally in that
year, although an unknown
number were dealt with locally.
“It’s obviously an unreported
issue,” says Aloudat. “It is not
for lack of trying.”
MSF began to try to get a
picture of the scale and effect of
its medical errors in 2010. Staff
are encouraged to record errors,
anonymously if they prefer,
and are trained in adverse
event management, root cause
analysis, and disclosure to
patients and their families. It
is the only international aid
agency providing healthcare to
have published figures on its
adverse events. Between June
2010 and December 2012, 179
errors were reported from 38
projects in 18 countries.

Drug errors were most
common (62, 35%), followed
by error or delay in diagnosis
(24, 13%), and inappropriate
treatment (19, 11%). Of the
179 errors, 42 (24%) resulted
in death and 70 (39%) in other
harm.
MSF acknowledges that the
true number of adverse events
is likely to be much higher. But,
it said, it used these data to
improve the quality of its care.
The errors reported led to system
changes, including revisions to
guidelines, changes to medical
supply procedures, increased
training and supervision,
and changes to staffing levels.
The alterations improved patient
safety and accountability to
patients, it said.
The agency has published
no more figures, however. Even
though most incidents are the
results of system errors, not
individual fault, “It’s a very hard
task to get people to report,”
Aloudat says.
In addition to the challenges
that even the most stable health
services face in encouraging
staff to report when things go
wrong—mainly fear of being
blamed or of repercussions
for whistleblowing—medical
aid workers in some countries
may risk attack or arrest. Two
workers involved in the Syrian
measles vaccination tragedy
were fined and jailed.

After trying for seven years
to encourage staff to report
incidents, “we are increasingly
convinced that regular and
systematic clinical audits will be
more effective,” says Aloudat.

Systems for clinical auditing
The charity Save the Children
International is developing
systems to make clinical auditing
and incident reporting as easy
as possible for its aid workers. It
has created a scorecard to try to
measure the safety and quality
of its programmes. Based on
the methods used by the UK’s
regulatory body the Care Quality
Commission, the scorecard
has been introduced in three
countries and identified areas
for improvement, according
to Save the Children’s medical
director, John Gaffney.
“It’s simple stuff. It allows
healthcare workers to identify
basic problems. It allows us to
say, ‘We don’t wash our hands
between patients,’ or ‘We’ve got
a problem with the information
we’re sharing with women
coming to hospital to have their
babies,’” says Gaffney.
Save the Children currently
has little information on how
many clinical errors its teams are
involved in, but it has recently
developed a programme using
a clinical error management
system used in rich countries,
to allow aid workers easily to
9 June 2018 | the bmj

BRIEFING

Medical aid workers care for
particularly vulnerable patients in
difficult and dangerous situations
in makeshift or poorly equipped
facilities, for example, in Syria

report when things go wrong—and
management to learn the lessons.
The aim is to roll that out globally
over the next few years.
At Save the Children, he
says, “we’re reasonably okay
at responding to really serious
incidents, but we’ve not had
anything in place for recording
lower grade things. Things may
not seem very significant if they
happen once, but if you see
they’ve happened 30 times in
different locations you know it’s
something you need to fix.”
Unlike MSF, which works in
every area of medicine from
trauma to palliative care, Save
the Children’s medical teams
work almost exclusively in
primary care settings around the
world, Gaffney explains, and he
is confident that the numbers
of serious incidents are low.
Yet, he recognises, many of its
programmes use community
health volunteers to administer
clinical interventions.
Both Save the Children and
MSF seem to be ahead of the
game. Other agencies that provide
healthcare were either unwilling
or unable to provide details to The
BMJ about patient safety and their
standards of care.
Médecins du Monde, which
works in 60 countries, last year
set up a department to develop a
procedure for reporting medical
errors. It said it was too early to
provide any figures. International
the bmj | 9 June 2018

“it used to be okay for
somebody to arrive in
the Congo and just start
treating patients and not
tell anybody and not show
anybody a licence”
Medical Corps, a US agency that
provides emergency response and
training in 28 countries, said it
learns from its errors to improve
care but that “we do not share
our internal reporting figures
publicly.” Medair, a UK based
organisation that provided nearly
one million patient consultations
in 14 countries in 2016, said
it did not have time to compile
the information requested.
International Rescue Committee,
which provides healthcare and
other services to refugees, said it
had reporting mechanisms in place
but did not provide any figures.

Quality care is not optional
Aid workers might not consider
gathering data on safety and
quality a priority given budget
and time constraints. But, says
Aloudat, the cost of systematic
data gathering and training and
consultant supervision is relatively
small. “However difficult the
environment we should always be
trying to provide the best possible
care,” he says. “I wish this could
be solved with money, but it’s
about changing a culture.”
continued overleaf
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Global medical aid and allegations
of sexual misconduct and crime
Has sexual misconduct been alleged?
In February news broke that some of Oxfam’s nonmedical staff had allegedly paid local women for sex
while delivering humanitarian aid in Haiti after the 2010
earthquake. Since then, it has become clear that many
aid charities, including those providing healthcare,
have dealt with allegations of sexual misconduct by
their staff.
How common is it?
In 2016, MSF dismissed 10 staff because of sexual
harassment or abuse, it said in a statement this year. In
2017, it dismissed 19 people, with five others receiving
lesser sanctions for alleged sexual abuse or harassment.
Two cases that year involved patients or the public. MSF
acknowledges under-reporting: the real number of such
cases is likely to be higher.1 International Medical Corps,
a US non-profit organisation working in 28 countries,
received 11 reports of suspected sexual exploitation and
abuse in 2017. It sacked five employees. Allegations of
sexual harassment by Save the Children’s senior staff
in London led to the charity withdrawing from making
bids for UK government funding pending a Charity
Commission investigation.3 4 It told The BMJ that it knew
of no cases of sexual harassment or abuse among its
medical staff in the field.
What about the United Nations?
The UN confirmed that it received 40 reports of sexual
abuse or harassment in the last three months of 2017,
involving peacekeeping missions, UN agencies, country
programmes, and partner organisations.5
What do we know about allegations against doctors?
Very little. MSF, which has been the most open about
the problem, told The BMJ that it could not provide
details of individual cases to protect the identities of
complainants.
Have any doctors had their licence to practise revoked?
In 2012 the General Medical Council struck off Philipp
Bonhoeffer, who had been head of cardiology at Great
Ormond Street Hospital in London after finding him guilty
of sexually motivated conduct towards children in Kenya,
where he had travelled as chair of the medical board of
UK charity Chain of Hope.
Are charities obliged to inform authorities?
Charities are obliged to report alleged criminal activity by
their staff to police in the country where the crime takes
place. UK charities must report all “serious events” to the
Charity Commission, including “suspicions, allegations
or incidents of abuse involving beneficiaries [of care].”
Charities have no legal obligation to notify a medical
regulatory authority.
Sophie Arie, freelance journalist sophiearie@fmail.co.uk
Cite this as: BMJ 2018;361:k2445
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“In the old days,” says Ian
Norton, an emergency physician
and head of WHO’s emergency
medical team unit, “it used to
be okay for somebody to arrive
in the Congo and just start
treating patients and not tell
anybody and not show anybody
a licence.But even in the worst
disaster or emergency, quality
still matters.”
WHO has long provided
guidelines on best practice for
health ministries, which are
also used by aid agencies. Its
alliance for patient safety has
also provided specific guidance
since 2004.
But often non-governmental
organisations find that staff in
state hospitals and clinics they
work to support are not even
aware of WHO’s guidelines
or unable to follow them in
fast moving emergencies.
And there has been growing
concern that smaller medical
teams helping after natural
disasters do not always follow
best practice and can do more
harm than good.
In 2013, Norton led a
WHO initiative to introduce
minimum standards, set out in
what has become known as the
“little blue book” and enforce
them.

WHO stamp of approval
In 2016, WHO began
vetting all foreign medical
teams wishing to provide
care in emergencies. This
involves months of checks
that organisations meet
hundreds of safety and
quality standards, including
everything from routine hand
washing to systematic data
gathering and sharing. The
system is designed primarily to
root out small and impromptu
emergency medical teams that
have sometimes carried out
inappropriate surgery, worked
outside their specialty, and
failed to keep records or follow
protocols, WHO says.
Even the biggest and best
regarded agencies face a
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huge challenge now to win
the WHO stamp of approval.
Two years after WHO’s Global
Emergency Medical Team
Initiative was launched,
only 15 organisations have
been approved, most of
them government medical
emergency teams. WHO is
currently assessing another 80
organisations, more than half of
which are charities.
Those who are approved have
to commit, among many other
things, to report unexpected
deaths and incidents daily to
local authorities and WHO
coordinators. The minimum
standards also require all
emergency responders to
have full insurance for their
medical staff, although WHO
said in 2017 it was unaware
of any foreign emergency
medical teams being sued for
malpractice.
WHO is also considering
ways to ensure minimum
standards in non-emergency
medical aid and wants to
explore ways to ensure that
relevant licensing bodies
are notified if an aid agency
finds a medical practitioner
incompetent or negligent.
“If you do something
negligent which your peers
would find negligent, then
it must have some sort of
ramification when you go
home,” Norton says.
Currently this is down to the
discretion of each aid agency.
MSF’s Aloudat says he knows
of only one case in which MSF
notified the licensing body that
a doctor was not fit to practise.
Ironically, fiercely independent
MSF, which advised WHO
in defining its minimum
standards, is not participating
in the scheme.
“I am sceptical of minimum
standards,” says Aloudat.
“What we want is for people to
examine what they are doing
and improve it.”
Sophie Arie, freelance journalist
sophiearie@fmail.co.uk
Cite this as: BMJ 2018;361:k2286
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General practice
needs new models:
here are some ideas
Primary care in England has to change, says the
King’s Fund, and it has scoured the UK and beyond
for inspiration. Jennifer Richardson reports

N

ew models of general practice could be essential
to realise the potential of wider NHS changes in
England, the King’s Fund argues in a report released
on 7 June. In a project involving seven researchers,
including three GPs or GP trainees, the think
tank identified five characteristics that define general practice in
England—and on which, it says, any new models must be based.
Over nine months the authors examined innovative primary
care delivery models in the UK and internationally, classifying
them into six approaches and identifying the six common
features of each approach.
The aim of Innovative Models of General Practice is to “offer insight
for English general practice,” which the fund says needs new clinical
delivery models—in addition to workforce and funding solutions—to
meet the demands of changes in population, disease burdens, and
public expectations. “The pressures in general practice might be
relieved by a reworking of the way care is delivered,” a King’s Fund
spokesperson told The BMJ.

The essence of general practice
According to the report, the five core attributes of general practice
are: person centred holistic care (“the core tenet of general practice”);
accessibility; coordination; continuity; and community focus.
All five “must be present to deliver effective and comprehensive
care,” the authors say, though “some may be more important for
some patients and at particular times, and the balance between
them may therefore change.” They recognise the difficulties in
developing a model that has all five elements. In particular, they
highlight that a policy focus on access may be detrimental to person
centred, holistic care. “In the current model, increasing access
9 June 2018 | the bmj

while lengthening appointment times will be impossible without a
significant increase in capacity.”
Resources are a common theme in the report; while the authors
highlight innovation, they emphasise that additional capacity will still
be needed to meet future demands. The report concludes that “while
more resources are still required, the challenge is for practices to have
the organisation and structure to enable all of these elements to be in
place, while having the flexibility to find the unique ‘sweet spot’ across
these dimensions for each patient.”

The key ingredients
The six common approaches to innovation, which the authors admit
may not be mutually exclusive, are: team based working; digital
technology; community centred approaches; segmentation; new roles;
and whole system redesign (see p 352 for examples).
From these approaches, the report identifies six common features
that will be important for developing new models of general practice.
These are: building and maintaining strong relationships; a shift from
reactive to proactive care; developing skill mix; using technology;
general practice working within a wider health system; and supporting
general practice to change.
The authors emphasise the importance of relationships—between
patients and professionals, between professionals within general
practice and beyond, and between general practice and wider
communities. They found that a focus on relationships with patients
improved access and continuity, as well as trust. “When trusting and
respectful relationships exist, professionals are better able to work
in partnership with their patients, for example to support health
promoting behaviours or to negotiate effective antibiotic prescribing,”
the report says. “This in turn helps general practice to meet population
and public health, as well as individual health, needs.”
The authors warn against a “transactional” approach to
relationships between professionals, having found that shared
locations provided “multiple opportunities for informal handoffs
and discussion.” They admit that there is limited evidence for ideal
team membership in the UK, but suggest, based on the examples they
saw, that “microteams” of four staff, caring for around 1400 patients,
were the most effective—as long as they were part of a wider group to
provide patient access to extended services such as physiotherapy,
pharmacy, and behavioural health.
Access to funding
The report calls for wider recognition of the “centrality of effective
and high quality general practice in delivering system wide change,”
and for policy makers and commissioners to engage with general
practice in change. This refers, the King’s Fund confirmed to The BMJ,
to the integrated care systems being developed in England through
accountable care organisations.
The authors urge practices to develop new models of care, in
partnership with patients and their communities, and to learn
from existing models. The report recommends that practices and
commissioners embrace technology and work with digital partners.
The authors stress the importance of investment in general practice.
This includes capital for estate, technology, and training—and there
must be “easy access” to that funding. “Underpinning all these
recommendations will be access to resources to meet rising demand.
“While changes to the model used in general practice may unlock
efficiencies and reduce expenditure on hospital admissions, it will
need more investment in general practice and other community health
and care services to make those changes happen.”

THE PATIENT PARTICIPATION PERSPECTIVE
Patricia Wilkie, chair
and president, National
Association for Patient
Participation
This King’s Fund report,
Innovative Models of
General Practice, does
reflect the importance
of patients being
involved in their own
healthcare, but there
is no mention of
patient involvement
in the planning and
organisation of care.
Since 2016, the GP
contract requires all
practices in England
to have a patient
participation group
(PPG), yet there is no
mention in the report
of PPGs. I am unsure
how practices can fulfil
a community focus—
one of the report’s
recommendations—
without working with

their PPG, whose
contacts go much wider
than the practice.
Person centred
care, accessibility,
and coordination of
care are all relevant
recommendations.
Longitudinal continuity
is one of the most
important features
of general practice,
valued by many, young
and old. How can trust
be developed unless
the patient knows the
practitioner and when
accessibility is limited?
And who decides
when continuity is
important?
Policy makers must
now ensure that
patients are involved
in the planning,
organisation, and
implementation of
GP care and that

Longitudinal
continuity is
one of the most
important
features of general
practice
practices financially
support the PPG, which
can be an invaluable
resource.
More transparency
is needed. There is
much discussion about
cost—but no mention
of informing patients
of the costs of GP care.
Patients have more
to offer than their
illnesses.

SIX GUIDING PRINCIPLES
FOR INNOVATION

SIX GENERAL PRACTICE
DELIVERY MODELS

• Building and maintaining strong
relationships
• A shift from reactive to proactive care
• Developing skill mix
• Using technology
• General practice working within a
wider health system
• Supporting general practice to change

• Team based working
• Digital technology
• Community centred
approaches
• Segmentation
• New roles
• Whole system redesign

FIVE CORE ATTRIBUTES OF GENERAL PRACTICE

Accessible
care

Continuity

Person
centred,
holistic care

Coordination

Community
focus
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GP INNOVATION EXAMPLES AROUND THE UK
TEAM BASED WORKING:
Healthy Prestatyn Iach,
Prestatyn, Wales
Healthy Prestatyn Iach
is a practice with five
multidisciplinary “KeyTeams,”
each consisting of two full time
equivalent GPs, nurse practitioners,
occupational therapists, pharmacists,
and a coordinator. A KeyTeam cares
for a group of around 5000 patients,
supported by other professionals such as
physiotherapists.
There have been practical difficulties
with implementation since launch in
2016, including housing multidisciplinary
teams that require more space, and
tackling IT systems set up for doctor
only access. There is little that area
medical director Chris Stockport would
change about the concept, however.
The occupational therapists have been
a particular boon—“They have been
fantastic at taking patients down a social
“The GPs have
got to learn to let
go and that other
professionals
are professional.
I think doctors
often find that
difficult”
prescribing route”—as have the team
coordinators, who “have been fabulous
at taking on administration that in other
practices is still being done by qualified
clinicians.”
“Nuggets of success” are tangible,
Stockport told The BMJ. Frequent
attenders are “now much happier,” there
are fewer face-to-face consultations and
more telephone reviews, and “we have no
trouble being able to recruit GPs.”
There are lessons for other areas to
learn, he says. Commissioners were
nervous about cost and, though the
practice is now within budget, “you
can’t avoid those upfront training and
teambuilding costs.” The multidisciplinary
team is a “flat structure: all professionals
are equal, the GP is not in charge,”
explains Stockport. However, others
do still sometimes look to the GP as
leader—and “the GPs have got to learn
to let go and that other professionals are
professional. I think doctors often find
that difficult.”
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DIGITAL TECHNOLOGY:
Bay Health and Care Partners Advice
and Guidance, Morecambe Bay
“We figured that if we could
enhance communication
between primary and
secondary care clinicians then we
would seriously enhance care,” says
GP George Dingle of the idea behind
Advice and Guidance, a web-based
system that allows GPs to request
advice from specialists in secure,
two way conversations.
What started as a pilot in 2014
involving seven specialties has
expanded to more than 20, with the
additional specialties choosing to
join “because of word of mouth from
the originals,” says Dingle, clinical
lead for the project.
This refutes a possible concern
that specialists would find the
advice requests burdensome.
Dingle points out that advice
was being requested anyway,
but in ways that were “fraught
with problems” that Advice and
Guidance solves, such as a lack of
control over timing, audit trail, and
email security.
In 2017-18, 8013 new
conversations were started,
“It’s changing
the culture by
encouraging
GPs and
consultants
to work
more closely
together”
and neighbouring clinical
commissioning groups are starting
to show an interest in the system.
“It’s changing the culture by
encouraging GPs and consultants to
work more closely together,” Dingle
told The BMJ.
“It’s promoting a team based
approach across the primary and
secondary care divide.”
“This service was not developed
with the aim of reducing costs,” he
adds. “It was about enhancing care,
but a useful side effect is that it’s
reducing referrals”—by up to two
thirds, according to one estimate
cited in the King’s Fund report.

COMMUNITY CENTRED APPROACH:
Community wellbeing practices in
Halton, Cheshire
Key feature: GPs refer patients to
community wellbeing officers, provided
by the company Wellbeing Enterprises,
for support to tackle personal and social
challenges.
Key lesson: Wellbeing Enterprises spent time
securing buy-in from GPs before launch, and
delivered training to help practice staff respond to
patients’ social needs.
COMMUNITY CENTRED APPROACH:
General Practitioners at the Deep End, Scotland
Key feature: An advice worker embedded
within the practice to provide assistance
with social and personal issues such as
debt and housing.
Key lesson: The in-house support was key to its
success because it developed trust and respect
between the advice workers and clinicians.
SEGMENTATION:
Health 1000, London
Key feature: A bespoke GP practice
for people with five or more long term
conditions.
Key lesson: Providing a service over a wider area
presents challenges related to travel time and
costs, and different systems between boroughs.
NEW ROLES:
Mount View Practice, Fleetwood
Key feature: A paramedic practitioner
carries out a morning surgery for minor
ailments and afternoon home visits for
long term condition and housebound patients.
Key lesson: GPs have more time to see more
complex patients, improving access and reducing
GP stress. Patients who request to see a GP are
usually reassured by the scheme details.
WHOLE SYSTEM REDESIGN:
Team Bollington, Disley and Poyton Primary
Care Home, Cheshire and Merseyside
Key feature:A co-located partnership
between four GP practices and other
health and social care professionals, including
the local ambulance service.
Key lesson: Co-location lets multidisciplinary
teams put patients at the centre of the service—
and members report increased job satisfaction.
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