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NHS plan champions generalists
The NHS in England will shift its emphasis
from acute care hospitals towards a “new
service model for the 21st century” based
on community care, population health, and
collaboration, service leaders have vowed.
The pledge is a key part of the much
anticipated NHS long term plan, published
on 7 January, which sets out how the NHS
will use the extra £20.5bn a year by 202324 it will receive from the government to
improve the service over the next decade.
The plan commits the NHS to increasing
investment in primary and community
services by at least £4.5bn by 2023-24.
NHS England said that this money
would fund expanded community
multidisciplinary teams aligned with
new primary care networks based on
neighbouring general practices working
together, typically covering 30 000 to
50 000 people. The result would be the end
of the historical divide between primary
care and community services, the plan said.
To support the changes, the upcoming
new GP contract deal would see “significant
changes” to the general practice Quality and
Outcomes Framework, the plan said.
Health service leaders said that the shift
in emphasis would reduce pressure on
emergency hospital services and allow

local NHS organisations to focus more on
population health and on partnerships
with local government through new
integrated care systems. It would also
promote digitally enabled primary and
outpatient care across the whole NHS, it
said. A redesign of outpatient services will
avoid the need for 30 million outpatient
appointments by 2024, saving £1bn.
The plan emphasises the need to remodel
the medical workforce to achieve these
ambitions, by accelerating “the shift from
a dominance of highly specialised roles
to a better balance with more generalist
ones.” It pledges to test “a wide range of
new incentives” to facilitate this change,
but further detail will not be available until
the workforce implementation plan is
published later this year.
To hasten the development of new
models of care, the plan proposes repealing
laws on competition and procurement
that were introduced in the Health and
Social Care Act 2012. The changes should
remove the “wasted procurement costs
and fragmented provision” that the current
rules have created, the plan says.
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2019;364:l85

ЖЖFor more on the NHS plan, see pp 46-7

The long term plan marked “a
historic moment for patients
across the nation,” said
Theresa May at Alder Hey
Children’s Hospital
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SEVEN DAYS IN
Treat obesity as a disease to reduce prevalence, says Royal College of Physicians

ALAMY

The government must recognise obesity as a disease as a matter of urgency, the
Royal College of Physicians has said. Until this happens the prevalence of obesity is
unlikely to be reduced, it warned.
Classifying obesity as an ongoing chronic disease would allow formal healthcare
policies to be created to improve primary and secondary care, and for significant
preventive measures to be put in place. Andrew Goddard, president of the college,
said, “Obesity is not a lifestyle choice caused by individual greed but a disease
caused by health inequalities, genetic influences, and social factors.”
The college also called for a change to public discussion about obesity, so that
there was greater empathy for people affected rather than blame.
“It is important to the health of the nation that we remove the stigma associated
with obesity,” said Goddard. “It is governments, not individuals, which can have an
impact on the food environment through regulation and taxation, and by controlling
availability and affordability. Governments can also promote physical activity by
ensuring that facilities are available to local communities.”
Zosia Kmietowicz, The BMJ Cite this as: BMJ 2019;364:l45

Influenza

Admissions rise in England
Flu is starting to circulate in the
community at moderate levels,
said Public Health England. In the
week to 30 December hospital
admissions for flu increased
from 1.06 to 1.96 per 100 000
trust catchment population, and
intensive care admissions rose
from 0.19 to 0.29 per 100 000.
GP consultations for flu-like
illness remained at 8.4
per 100 000, which is
expected at this time
of year. The main
subtype circulating
is influenza A(H1N1)
pdm09, which is well matched
to the strain included in this
season’s vaccine, said PHE.

Mental health

Lack of services puts
young at risk, say GPs

In a survey of 1000 GPs
conducted on behalf of the
mental health charity Stem4,
almost all (99%) feared that
young people risked harm while
waiting for specialist mental
health treatment. Most GPs
(90%) also thought that mental
health services for young people
had deteriorated over the past
two years. Stem4’s founder,
Nihara Krause, said, “Even
though this government has
44

promised more funding, nothing
much has changed, except that
we now know that more children
and young people have a mental
health condition.”

Research news

Preterm babies may do
better in single rooms

Caring for preterm babies in
single family rooms seemed to
reduce the incidence of sepsis
and improve exclusive
breastfeeding rates when
compared with traditional
open ward neonatal units,
in a systematic review and
meta-analysis published in
the Lancet Child and Adolescent
Health. But extremely preterm
babies (<28 weeks’ gestation)
who were looked after in single
family rooms did not show better
neurodevelopmental outcomes at
18-24 months than those treated
in open bay units.

International

Top Italian official
quits over
“antiscientific”
stance

Walter Ricciardi (right),
president of Italy’s
National Institute of
Health, resigned
and accused the
government

of ignoring scientific evidence
on vaccines. He said that the
antivaccine stance of the League
and Five Star Movement coalition,
and its “unfounded” claims that
immigrants spread diseases,
had made his position at the
institute untenable. The coalition
government prompted confusion
with its plans to reverse, then not
reverse, and then partly reverse
the 2017 “Lorenzin law” that
made 10 preschool vaccinations
obligatory. Italy now accounts for
about a third of all measles cases
in Europe.

Sex discrimination

Female surgeons report
workplace discrimination

Over half of female surgeons
in the UK have faced or
witnessed discrimination in the
workplace, indicate the results
of a confidential online poll of 81
female surgeons (response rate
42%) published in the online
journal BMJ Open. Orthopaedics
was seen as the most sexist
surgical specialty, followed
by cardiothoracic and general
surgery. Most respondents
(88%) said that
surgery remained
dominated by
men, and 59%
had reported
or witnessed

discrimination against women in
the workplace. Although women
make up over half of medical
school entrants in the UK, less
than a third choose a career in
surgical specialties.

Regulation

GP is struck off for risky
caesarean section

A medical practitioners tribunal
struck off David Nzegbulem, a
GP who took on a locum post
as a specialist registrar in
obstetrics and gynaecology at
Watford Hospital in November
2015 knowing that he lacked
the experience to undertake
trials of operative vaginal
delivery and caesarean sections
unsupervised. He undertook a
risky caesarean section that left
a patient in intensive care and
with “significant and ongoing
problems.” Damian Cooper,
chairing the tribunal, said that
Nzegbulem had shown disregard
for patient safety and put the life
of a mother and baby at risk.
12 January 2019 | the bmj

MEDICINE

Cyclists’ and pedestrians’
needs should come first in
new roads, said NICE

NICE

New roads should
prioritise non-car users

To encourage greater physical
activity local authorities should
prioritise cyclists, pedestrians,
and public transport users when
building or upgrading new roads,
NICE advised in a draft standard.
It said that local commissioners
should employ physical activity
champions to develop and
implement strategies, and
workplaces should set up
schemes to encourage employees
to be more physically active.

Severe eosinophilic asthma
has third biological therapy
A third biological therapy,
benralizumab (Fasenra), should
be a treatment option for patients
who struggle to control severe
eosinophilic asthma with
inhalers, said NICE. Patients
eligible for the other biological
therapies (mepolizumab or
reslizumab) can now be offered
benralizumab, which targets and
depletes eosinophils in the blood
that cause the condition.

Medicines

Irbesartan is recalled over
contamination fears

The Medicines and Healthcare
Products Regulatory Agency
recalled certain irbesartan
containing products made by
Actavis (now Accord) because
of possible contamination
with the carcinogenic
N‑nitrosodiethylamine (NDEA). It
found no evidence that patients
had been harmed and said
that they should not stop their
medication. The recall follows
a Europe-wide investigation
into contamination of sartan
products. Batch numbers
059118, 099218, and 191418 of
irbesartan/hydrochlorothiazide
300/12.5 mg were recalled, along
with batch number 150118 of
irbesartan/hydrochlorothiazide
150/12.5 mg.

SIXTY
SECONDS
ON . . .
MISSED GP
APPOINTMENTS
AH, THIS OLD CHESTNUT
NHS England has sparked a fresh debate
on this well trodden matter by releasing
new figures on “did not attend” (DNA)
appointments. It claims that 15 million
general practice appointments are being
“wasted” each year because patients do not
turn up and fail to tell surgeries.

Surrogacy

Doctors oppose India’s
proposed law

Medical bodies and women’s
health advocates decried a bill
passed by India’s lower house of
parliament that would prohibit
commercial surrogacy services
and allow only close relatives
to offer altruistic surrogacy.
The Federation of Obstetric and
Gynaecological Societies of India
and the Indian Society of Assisted
Reproduction have argued that,
with the small family structure
common in India, infertile couples
are unlikely to find close relatives
willing to become surrogates.

Abortion

Activists join forces to
change law in province

Women’s rights
campaigners in
Northern Ireland vowed
to join forces with prochoice activists in the
Irish Republic and with
MPs at Westminster to
force the UK government to end
the region’s ban on abortion.
The 1967 Abortion Act does
not extend to Northern Ireland,
which still has one of the strictest
bans in the world. The Irish
Republic introduced its first
abortion services this week, after
a 2018 referendum decision to
repeal an amendment in the Irish
constitution that had made most
abortions illegal.
Cite this as: BMJ 2019;364:l82

ABORTION
England and
Wales carried out
197 533 abortions

4%

in 2017, up
since 2016 and the
highest level since
2008
[Department of
Health and Social
Care]

WHY THIS “DNA PROFILING”?
With lengthy waiting times and practices
under pressure, NHS bosses think it’s time
that patients did their bit and started turning
up to appointments. But there’s been a
backlash from patients and doctors alike.
WHY? SURELY IT’S A GOOD THING THAT
PATIENTS TURN UP?
Yes, but critics argue that, without careful
messaging, such an approach can lead to
patient blaming. The media coverage that
followed included debates over whether
patients who miss GP appointments
should be fined. As Royal College of
General Practitioners chair Helen StokesLampard (below) pointed out, patients miss
appointments for various reasons, such as
serious complications of illness.
WHAT ABOUT THE COST?
This is another contentious point, with
many people questioning NHS England’s
calculations on how much DNAs cost.
WAS THERE “CREATIVE” ACCOUNTING?
You might call it “back of the fag packet.”
NHS England estimates that the cost to the
NHS of missed appointments is more than
£216m a year. This is on the basis that each
appointment costs an average of £30. But, as
several commentators pointed out, general
practices are paid on a capitated basis per
patient and not per appointment. As such,
some believe that the figures are at the
chocolate teapot end of the usefulness scale.
MISSING THE POINT?
NHS England might contend that its approach
prompted some much needed debate on
social media and beyond. But it seems
doubtful that Twitter barbs such
as “poor accounting,” “utterly
witless,” or “zombie debate” will
appear in its 2019-20 team building
word cloud.
Gareth Iacobucci , The BMJ
Cite this as: BMJ 2019;364:l69
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Parents should negotiate children’s
screen use, say paediatricians

T

Max Davie:
“RCPCH
suggest that
age appropriate
boundaries be
established in
families”

here is not enough
evidence to conclude that
screen time is harmful to
the health of children and
young people or to advise
on how much screen time is too much,
says the first guidance on children’s
screen time to be published in the UK.
The guidance from the Royal College
of Paediatrics and Child Health is
informed by a comprehensive review
of the evidence, published in BMJ
Open, on the impact of screen time
on the physical and mental health of
children and young people.
Max Davie, the college’s officer for
health promotion, said, “We couldn’t
find any specific health or wellbeing
benefits of screen time, and although
there are negative associations
between screen time and poor mental
health, sleep, and fitness, we cannot
be sure that these links are causal.”
The guidance gives the example
that young people may tend to spend

more time in front of screens if they
have depressive symptoms, rather
than screen time being the cause of the
symptoms.
The primary concern about children
spending hours in front of a screen, the
guidance says, is that this may displace
positive activities such as exercising,
eating healthily, sleep, and real life
social interactions.

Thresholds
The guidance does not recommend a
cut-off for children’s screen time or for
specific types of screen time, saying
that it is up to families to determine
what is appropriate and to introduce
thresholds if they deem that screens
are being used excessively.
In making these decisions, it
says, parents should consider four
questions: if your family’s screen time
is under control; if screen use interferes
with what your family wants to do; if
screen use interferes with sleep; and, if

Johnson & Johnson “knew for decades
Baby Powder contained asbestos”
Johnson & Johnson executives
discussed worries about the
potential health effects of
asbestos contamination of
Baby Powder even as they
told regulators and the public
their tests were finding none,
investigations by Reuters and
the New York Times show.
Reuters reported on
14 December it had examined
thousands of pages of memos
and other internal documents
provided to plaintiffs’ lawyers
in ongoing litigation. Many of
the documents have not yet
been used in court or were
designated confidential by
court order, it said.
Johnson & Johnson’s share
price fell by 10% within hours
of the investigation being
published. Although it earns
46

less than 1% of its revenue,
Baby Powder is a major
product for the company,
described as a “sacred cow” in
one internal email.
The investigation found
that “from at least 1971 to the
early 2000s, the company’s
raw talc and finished powders
sometimes tested positive for
small amounts of asbestos,
and that company executives,
mine managers, scientists,
doctors and lawyers fretted
over the problem and how
to address it while failing to
disclose it to regulators.”

The company called the
report “one-sided, false, and
inflammatory” and bought
newspaper advertisements
declaring “Our talc is safe.” In
a statement it said the claimed
link between its powder
and cancer was “an absurd
conspiracy theory,” adding,
“Thousands of independent
tests by regulators and the
world’s leading labs prove our
powder has never contained
asbestos.”
If the documents do contain
evidence, it could transform
the cases of about 12 000
plaintiffs seeking damages
for mesothelioma or ovarian
cancer they attribute to the
use of Baby Powder.
Owen Dyer, Montreal
Cite this as: BMJ 2018;363:k5430

you are able to control snacking during
screen use.
“We suggest that age appropriate
boundaries be established, negotiated
by parent and child, that everyone
in the family understands,” Davie
said. “When these boundaries are
not respected, actions need to be
put in place, with parents making
consequences clear. It is also important
that adults reflect on their own level of
screen time in order to have a positive
influence on younger members.”

Girls show more
depressive
symptoms linked
to social media
A study of 14 year olds has provided
evidence linking social media use
and depressive symptoms, with the
connection being stronger for girls.
The study showed that, among
teenage girls, greater use of social
media corresponded with a stepwise
increase in depressive symptoms. For
boys, higher symptoms were seen
among those reporting three or more
hours of daily social media use.
Online bullying and poor sleep
were linked with greater use of social
media and were responsible for the
low mood seen among both sexes, the
researchers concluded.
The researchers, from University
College London, found that 14 year old
girls were heavier users of social media
12 January 2019 | the bmj

FIVE MINUTES WITH . . .

Richard Corbridge
“The process of
going to sleep is
a physiological
process, and
screens appear
to interfere
with that”
Russell Viner,
RCPCH
However, the guidance supports
advice that screens should be avoided
for an hour before bedtime. “The process
of going to sleep is a physiological
process involving, for instance, the
secretion of melatonin, and screens
appear to interfere with that process,”
Russell Viner, president of the college,
told a press conference on 3 January at
the Science Media Centre in London.
He added that 500 years ago reading
was considered bad for the brain.
“Reading is now seen as a hugely

positive thing. However, reading is
largely a sedentary activity,” he said.
“We have never done studies to look at
the link between reading and adiposity
because it has never occurred to us.
“While you can’t be bullied by a book
in the way that cyberbullying can be
immediate, there are similar matters
relating to being sedentary. A number
of matters have some analogy with our
concerns about screens.”

than boys, with two fifths using it for
more than three hours a day, compared
with one fifth of boys (43.1% v 21.9%).
On average, girls had higher depressive
symptom scores compared with boys
(geometric mean score 4.6 v 2.5).

of Epidemiology and Health Care.
“Families may want to reflect on when
and where it’s okay to be on social media
and agree limits for time spent online.”
The study, published in
EClinicalMedicine, analysed data from
nearly 11 000 young people from the
Millennium Cohort Study, a research
project into children’s lives. Participants
self reported social media use, online
harassment, sleep patterns, self esteem,
and body image, and completed a
Moods and Feelings questionnaire.
Andrew Przybylski, associate
professor and director of research at the
Oxford Internet Institute, highlighing
some of the study’s limitations, asked,
“Given social media is by far the least
important factor in the central model,
why not look at sleep, self esteem,
harassment, and body image directly.”

Cyberbullying
The researchers examined multiple
pathways connecting social media use
and depression and found the most
important routes were poor sleep and
online harassment. More girls than
boys (38.7% v 25.1%) reported being
involved in online harassment or
cyberbullying as a victim or perpetrator,
and more girls said their sleep was often
disrupted (40.3% v 27.6% of boys).
“These findings are highly relevant
to policy development on guidelines
for the safe use of social media,” said
lead researcher Yvonne Kelly, professor
of epidemiology at UCL Institute

MORE GIRLS

Ingrid Torjesen, London, UK
Cite this as: BMJ 2019;364:l60

Harriet Pike, Cambridge
Cite this as: BMJ 2019;364:l73

(38.7%

than boys
v 25.1%)
reported being involved in online harassment or cyberbullying

The chief digital and information
officer with Leeds Teaching Hospital
Trust explains how to “Axe the Fax”

“A

xe the Fax started as a tongue
in cheek idea as part of our
digital hospital programme.
How could we identify and
create a list of all the trust’s
fax machines and then run a clinically driven
programme to find solutions to replace them?
“We are so clear in our information governance
principles, but we allow fax machines to sit
unattended in clinical areas receiving patient
identifiable information, sometimes with no clear
idea of who may have access to the faxes. And fax
machines are not integrated with anything else.
The piece of paper coming out of the fax must be
scanned in to become part of a patient’s electronic
health record, with the risk of
degrading information quality.
“So we set ourselves a
target in May of removing
95% of the fax machines,
recognising that we need
to keep a small number to
ensure continuity in disaster
situations, such as major loss
of IT systems. We started with IT’S ABOUT
a communications campaign, IMPROVING
CLINICIANS’
asking people to own up:
EXPERIENCE OF
do you have a fax machine?
INTEGRATED CARE
A video we put out grabbed
people’s attention, with more WITH A DIGITAL
BACKBONE
than 7000 views in the first
weekend. And a hit squad visited different parts of
the trust finding fax machines, putting a sticker on
them, and recording where they were.
“We found just over 350 fax machines across
the seven trust organisations. We’re already a long
way towards our target, with around 80% of faxes
gone. A key part of the success has been working
with clinical and admin teams to find solutions
that will work before removing a fax machine. In
terms of technology, we’ve implemented a fax-toemail gateway so any inbound faxes are converted
into emails and directed to a secure email address.
“Top tips? Don’t turn this into a management
target or an IT project. It’s about improving
clinicians’ experience of delivering integrated
care with a digital backbone. Keep it as a clinical
project to ensure the benefit is felt clinically.”

The Axe the Fax toolkit is available at https://www.silver-buck.
com/axethefax/

Susan Mayor. London Cite this as: BMJ 2018;363:k5431
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NHS LONG TERM PLAN

Experts voice concerns
over plan delivery
Ross Welch, president of the hospital doctors’ union
HCSA, said that while the plan doubled the number
of volunteers it did “not once set out funded plans to
reduce crippling NHS staff shortages.”
He added, “It’s a fantasy to think we will fill staffing
gaps totalling one in every 10 hospital doctors by
offering flexible hours and opportunities for training,
welcome as these are. The elephant in the room is a
20% real terms fall in medics’ pay, which has seen
morale collapse, made it hard to recruit, and left our
most experienced doctors eyeing an early exit.”

“The promised workforce
implementation plan needs to
begin without delay”
Wendy Burn, president of Royal College of Psychiatrists,
said that realising the plan’s ambitions would be
impossible without a skilled workforce of sufficient
numbers. She called for “the promised workforce
implementation plan to begin without delay.”
Nick Scriven, president of the Society for Acute
Medicine, welcomed the ambition for more patients
admitted to hospital from A&E to be discharged on
the same day. But he said that implementing this “has
major resource implications that will run into hundreds
of thousands of pounds if it is to make a meaningful
difference to the patient care journey. It will mean a large
expansion in appropriately skilled medical and nursing
staff numbers to deliver the care, but also other areas
such as complex diagnostics and community support.”
Nicola Strickland, president of the Royal College
of Radiologists, said, “The new 28 day referral
to diagnosis standard due to be introduced next
year ought to be a good way of reducing anxiety for
patients. However, cancer waiting time targets are
routinely missed because we don’t have enough
radiologists, pathologists, GPs, endoscopists and other
diagnosticians.”

Improvements pledged
in stroke, heart attacks,
and mental health

T

he NHS in England has
published its much
anticipated long term
plan for the next decade,
with a vow to improve
outcomes for people with major
physical conditions alongside a
substantial increase in funding for
mental health and primary care.
The blueprint sets out how the
NHS will use the extra £20.5bn
a year by 2023-24 it will receive
from the government to drive
improvements in the service over the
next 10 years.

Challenges remain
Some commitments, such as to
relieve pressure on emergency
departments, will be met within the
next two years. But in recognition
of the current financial pressures,
continuing growth in demand, and
the sizeable workforce challenge,
the plan says that more ambitious
pledges will be phased in over 10
years, including halving maternity

related deaths by 2025 and
improving cancer survival by 2028.
NHS England’s chief executive,
Simon Stevens, said that the plan
sought to strike the right balance
between ambition and realism.
“The NHS has been marking its
70th anniversary, and the national
debate has rightly centred on three
big truths. There’s been pride in our
health service’s enduring success
and in the shared social commitment
it represents. There’s been concern:
about funding, staffing, increasing
inequalities, and pressures from
a growing and ageing population.
And there’s also been legitimate
optimism: about the possibilities
for continuing medical advance and
better outcomes of care. This NHS
long term plan acts on all three of
these realities.”
The BMA’s chair of council,
Chaand Nagpaul, said, “What we
have is a set of ideals—many of which
the BMA welcomes—but what’s
needed is a clear set of actions that

THE BLUEPRINT
£20.5bn

. . . sets out how the NHS will

use an extra

a year

“There is little emphasis at all on
reducing waiting times”
Derek Alderson, president of the Royal College of
Surgeons, highlighted the fact that targets were omitted
from the plan.“It is of greater concern that there is
no clear timeline for meeting the 18 week target for
operations and planned treatment. There is little
emphasis at all on reducing waiting times for patients
except for those waiting longer than a year.”
48
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PRIORITIES OVER NEXT 10 YEARS

Simon Stevens, NHS England chief
executive: plan ambitious but realistic

create a sustainable health service
in the long term and that relieve the
pressure in the short term.
“There is a need for honesty about
how far the £20.5bn over five years
will stretch. It would be disingenuous
to suggest this money will in itself
wipe out the daily pressures patients
are experiencing in the NHS.
Ultimately, what will count is not
having just worthy ambitions but
concrete plans about how these will
be realised in practical terms.”

Local freedom
Niall Dickson, chief executive of
the NHS Confederation, which
represents organisations that
commission and provide NHS
services, said, “It [the plan] needs
to meet three key tests: it needs
to be realistic, deliverable, and
affordable; it needs to enable care
to shift out of hospitals and into the
community to deliver care closer to,
and in, people’s homes; and it must
give local leaders the freedom they
need to determine the future of local
health services where they are.”
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2019;364:l80

“There’s
been concern:
about funding,
staffing,
increasing
inequalities,
and pressures
from a growing
and ageing
population”
Simon Stevens

1MENTAL HEALTH

Mental healthcare will
receive a growing share of the
NHS budget, worth at least a
further £2.3bn a year by 2023-24, and
extra money will be targeted at mental
health services for children and young
adults. By 2023-24, an additional 345 000
or more people aged up to 25 will be able
to access support though NHS funded
mental health services or support teams in
schools or colleges. By the end of 10 years
all young people who need specialist care
should have access to it. More support will
be available for adults and children in a
mental health crisis.

2

CANCER The proportion
of cancers diagnosed at
stages I and II will increase from
around 50% now to 75% by
2028. The faecal immunochemical test
for haemoglobin will be introduced for
bowel cancer screening, HPV screening
for cervical cancer, and computed
tomography for people at high risk of
lung cancer. By 2023 more than 100 000
people a year will have access to extensive
genomic testing.

3CARDIOVASCULAR
DISEASE

The plan aims
to prevent 150 000 heart attacks,
strokes, and dementia cases over
the next decade. Defibrillator networks
will improve survival after out-of-hospital
cardiac arrest, and access to cardiac and
stroke rehabilitation will be widened.
For eligible patients with stroke, use
of medical thrombectomy (from 1% of
eligible patients to 10%) and thrombolysis
(from 50% to 100%) will be widened.

4

EMERGENCY
SERVICES A single

multidisciplinary clinical
assessment service will be
embedded in NHS 111, ambulance
dispatch, and GP out-of-hours services
from 2019-20 to help patients, carers,
and staff ensure patients receive the most
appropriate service, and by late 2020
all areas in England will have an urgent
treatment centre. More patients (from
a fifth to a third) who are admitted to
hospital from the emergency department
will be discharged on the same day.

5PUBLIC HEALTH

Smokers will get more
help to quit. Access to weight
management services in primary
care will be targeted at people with type
2 diabetes or hypertension and obesity,
and an extra 1000 children a year will get
support for severe complications related
to obesity. The NHS diabetes prevention
programme will be doubled, and hospitals
with the highest rates of admissions
related to alcohol dependence will get
specialist alcohol care teams.

6 HEALTH
INEQUALITIES

More
funding will go to areas with the
highest health inequalities, worth
over £1bn by 2023-24. During 2019 these
areas will have to set out how they will
reduce health inequalities by 2023-24 and
by 2028-29, and they will have targets,
including ones relating to poverty. £30m is
earmarked for the needs of rough sleepers
and support for problem gamblers.

AND
7CHILDREN’S
MATERNITY CARE

Action will be accelerated to
achieve 50% reductions in
stillbirths, maternal mortality, neonatal
mortality, and serious brain injuries by
2025. By spring 2019 every trust with a
maternity and neonatal service will be part
of the National Maternal and Neonatal
Health Safety Collaborative, and every NHS
maternity and neonatal organisation will
have a named maternity safety champion.
Maternity services will be expected to
deliver an evidence based infant feeding
programme in 2019.

8 DIGITALISATION

11010001
010111100
By 2023-24 every patient
0100011011
in England will be able to
1110010001
access “digital first” NHS primary 100011011
care consultations from their own GP
or a digital GP provider. Thirty million
outpatient appointments a year will be
avoided through digitalisation. All acute,
community, and mental health providers
will be “fully digitised” by 2024. In
2019-20 100 000 women will be able to
access their maternity record digitally, with
coverage extended to the whole country by
2023-24.
Cite this as: BMJ 2019;364:l87
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THE BIG PICTURE

What the long term
plan leaves out

England’s health secretary
Matt Hancock (left), Theresa May,
and NHS England chief executive
Simon Stevens (centre) with ward
staff at Alder Hey Children’s Hospital,
Liverpool, where the NHS Long Term
Plan was launched on Monday

The NHS Long Term Plan is defined as much by what it
omits as what it contains. It includes, of course, headline
friendly new aims: DNA sequencing for all children with
cancer; the saving of 500 000 lives through improved
prevention; earlier diagnosis of cancer; and better mental
health and maternity care. Funding for primary care,
mental health, and community services is set to rise more
quickly than the rest of the NHS.
And one aspect included in the plan is extraordinary:
its listing of a series of legislative changes to accelerate
and facilitate ambitions of a better integrated NHS.
These will have the cumulative effect of abolishing the
competition requirements enacted by the 2012 Health
And Social Care Act.
But what’s striking is the absence of any commitment to
regain the achievement of the current national standards
on waiting times. Another
The strong
telling absence is the social
implication
care green paper. The pressures
is that the
in hospitals are driven to a
government
significant degree by frail older
will have
people who are medically well
to loosen
but cannot safely be discharged.
The plan states: “When agreeing
austerity in
the NHS’s funding settlement
funding local
the government . . . committed
government
to ensure that adult social care
funding is such that it does not impose any additional
pressure on the NHS over the coming five years.”
The plan sets out new commitments for action that the
NHS will take to improve prevention. But it also says it
recognises that “a comprehensive approach to preventing
ill-health also depends on action that only individuals,
companies, communities and national government can
take to tackle wider threats to health, and ensure health is
hardwired into social and economic policy.”
It also highlights the fact that local government now
has responsibility for funding and commissioning
preventive health services, including smoking cessation,
drug and alcohol, and sexual health services, and early
years support for children. “These services are funded
by central government from the public health grant, and
funding and availability of these services over the next
five years which will be decided in the next Spending
Review directly affects demand for NHS services,” it says.
The strong implication of all of this is that the
government will have to loosen austerity in funding local
government if it wants to see meaningful progress to a
more preventive, better integrated, and higher performing
NHS. It is a remarkable thing for public policy to be made
in this way, but then Simon Stevens is a remarkable
person.
Andy Cowper, editor, Health Policy Insight
Cite this as: BMJ 2019;364:l107
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The NHS long term plan
Rightly ambitious, but can the health service deliver?

T

his week, national NHS
bodies published their
long term strategy for
the NHS in England1—a
response to the prime
minister’s promise of £20.5bn extra
funding (3.4% real terms growth a year
for NHS England to 2023-242).
The plan arrives at a gloomy time
for the NHS. More people are waiting
longer for treatment. Performance
targets are being missed all year round.
And the system is short of 100 000
doctors, nurses, and other staff.3
Against this backdrop, the plan plots
a pragmatic path for the NHS over the
next decade, following that set by the
Five Year Forward View in 2014.4
The new plan focuses on what the
NHS can deliver, and how. In terms
of what, the aim is to shift further
upstream: more preventive care,
closer integration of services in the
community, better coordination
of urgent care to reduce demand
on emergency departments, and
outpatient visits reduced by a third.
Improvements are promised in
priority services, including mental
health, cancer, and maternity. And
there is a welcome emphasis on
tackling health inequalities.5
Much of this shift is to rest on
technology—for example, on data
sharing to coordinate services and
target proactive interventions, apps
and artificial intelligence to support
“digital first” primary care, and
telehealth and telecare to support
people with frailty. The plan also
depends on familiar ambitions to join
up services outside hospitals. GPs are
asked to work with district nurses,
social workers, and others in primary
care networks, covering 30 000-50 000
patients. Networks are expected to
make “social prescriptions” and
provide enhanced care home support.
In exchange, the share of funding for
primary and community services is—
we are told—to increase.
But the critical question is how the
NHS can deliver. Here, the plan is less
52

Delivering
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clear. Although the extra £20.5bn is
large relative to funding of other parts
of the public sector, without big gains
in productivity—on which the plan is
thin—it is barely enough to keep pace
with growing demand.6 Trade-offs,
therefore, are inevitable.

Performance standards
Emergency departments have
missed performance targets since
2015. Targets for elective care are
not being met either. Yet the plan
is silent on when the NHS will get
back on track to meet them. And
there’s a hint that expectations may
soon change: revised performance
standards will be announced in
spring 2019, with “new ways to look
after patients with the most serious
illness and injury.”1
The plan relies on an adequately
staffed NHS, yet staff shortages are
chronic and could reach 250 000 or
more by 2030.3 Several initiatives
to tackle this are proposed, but the
record on workforce planning is
weak. The budget for education and
training—crucial to expanding the
workforce—is yet to be decided by
government. And its new migration
white paper7 risks making the task of
attracting health workers even harder.
The plan proposes a mix of policy
prods and nudges to encourage
progress: a revised quality and
outcomes framework, new contracts
for primary care networks, local

quality improvement support,
targets for reducing inequalities,
and more. But their likely impact
based on past evidence is less
obvious—as are arrangements for
their evaluation.
Accountability is also murky.
Sustainability and transformation
partnerships (STPs) and integrated
care systems (ICSs)—partnerships
of NHS organisations and local
government—are expected to lead
local changes. But STPs and ICSs have
no formal authority without legislative
changes, and time for new legislation
is scarce. Meantime, STPs and ICSs
must write five year plans to show how
they will deliver the government’s
priorities. Déjà vu? The same process
occurred three years ago, with mixed
results.8 How national NHS bodies will
assess and manage performance in a
new world of partnerships and systems
is also unclear.
New technology brings opportunities
for improving care, but also hard
questions. For example, how will
innovations be evaluated, regulated,
and—if they work—spread? And how
will it help address the NHS’s biggest
challenges, such as multimorbidity?
Answering these questions must be a
priority for policy makers.
Delivering the plan depends on
political choices outside the control
of the NHS—particularly Brexit, social
care, and wider social policy. A no-deal
Brexit could stall investment9 and
worsen staffing.3 Ducking decisions
on social care funding will pile more
pressure on the NHS. And continued
cuts to public health and social
services will undermine the plan’s
ambitions to improve health and
reduce inequalities.
Those looking for any ideological
underpinning of the plan won’t find
it—it is unflinchingly pragmatic and
technocratic. The real question is
whether its approaches will be enough.
Cite this as: BMJ 2019;364:l84
Find the full version with references at
http://dx.doi.org/10.1136/bmj.l84
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Brief history of burnout
We have much to learn from established countermeasures in aviation

T

he coining of the term
“burnout” is typically
attributed to the
psychologist Herbert
Freudenberger,1 who
in 1974 described it as particularly
pertinent to caring professionals.2
More than 40 years later, burnout
is still conceptualised as uniquely
affecting those in emotionally
demanding professional roles.3
However, one of the first
documented reports of workplace
burnout referred to people without
occupational caring
responsibilities.4 In 1971, three years
before Freudenberger’s description,2
US air traffic controllers were
commonly reporting “vocational
‘burn out,’ a form of exhaustion,
which is manifested in a decline
in quantity and quality of work
production.”4
Several important, and
overlooked, parallels between
burnout in air traffic controllers and
in doctors can inform approaches to
tackling this phenomenon.

Poor working environment
During the 1960s and 1970s, air
traffic controllers reported poor
training environments, inadequate
equipment, rapidly changing
shift patterns, long shifts without
breaks, fatigue, monotony due to
automation, and challenges arising
from human-machine interfaces.5
A huge increase in air traffic,
with a small rise in the number
of controllers, pushed working
conditions beyond what controllers
considered to be safe.4 5
After a series of fatal mid-air
collisions linked to human error, the
US Federal Aviation Administration
commissioned a prospective cohort
study in 1973 from Boston University
School of Medicine.6 This landmark
Rajvinder Samra, lecturer,
School of Health, Wellbeing and Social Care,
Open University, Milton Keynes
Rajvinder.samra@open.ac.uk
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study, one of the first investigations
into workplace burnout, has been
largely forgotten.
One of the most striking and
counterintuitive aspects of the
findings was that workers who
went on to develop burnout had
better psychological health than
the comparison group earlier in
the study.6 The report concluded
that those who feared burnout
were actually the more competent
individuals, and that burnout
concerns, once set in motion, tended
to become a self fulfilling prophecy.
Burnout was not simply a failure
of personal resilience: most air
traffic controllers had experienced
military service 6 and had dealt with
extremely challenging conditions.
The study’s findings 6 challenge
the logic underpinning recent trends
in medical education and training,
which emphasise the development
of personal resilience as part of
professional excellence.7
The history of burnout shows
important links with increased work
complexity. This contrasts with
modern narratives that burnout
among doctors mainly results
from the emotional demands.3
Changes made in aviation settings
acknowledge that individual,
team, organisational, regulatory,
and environmental factors
collectively influence performance
and outcomes.9 10

Here, crew management teaches
skills for dealing with complexity,
including team based training in
situational awareness, decision
making, communication, and
problem solving.10 11 This approach
is also suitable in healthcare
settings, where “team burnout”
is associated with lower patient
satisfaction with care.12
In aviation, stress management
programmes for critical incidents
include preventive training on
normal reactions to chronic and
acute work stress (cognitive,
emotional, physical, and
behavioural reactions).9 13
While interventions from
aviation settings will need to be
adapted to the current professional
culture in medicine,9 once
embedded, they could become the
mechanisms by which professional
culture is changed.9

Reducing burnout
Resource constraints and ever
increasing demands and complexity
are irreversibly changing
professional work in medicine. A
large systematic review shows that
both organisational and individual
interventions are effective at
reducing burnout.14 As in aviation,
human factors approaches to
improving systems should include
interventions to manage work
complexity at the individual,13
team,11 and organisational level.10
Medical workloads need to be
reconfigured or redesigned in line
with human cognitive, emotional,
and physical limitations, with
accompanying organisationwide training and management
support. Active participation from
the professional workforce15 will
be key to achieving success in the
development of healthier and safer
medical workplaces.
Cite this as: BMJ 2018;363:k5268
Find the full version with references at
http://dx.doi.org/10.1136/bmj.k5268
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How virtual reality is
changing medicine
Delegates at the Giant Health Event heard about the
growing impact of once outdated technology on areas
including surgery, medical education, psychiatry, and
palliative care, reports Jo Best

“I

t was meant to be the next
big thing in the 1990s,”
says Steve Dann, chief
executive of Medical
Realities, of virtual reality
(VR). “But the technology wasn’t
up to it, it couldn’t deliver what our
imaginations wanted, and it withered
on the vine,” he told the Giant Health
Event in London in November.
The missing ingredient, says Dann,
was access to substantial computing
power—power that was once reserved
for the big enterprise users but is now
available within the average smart
phone.
In recent years, processing power
has grown while the cost of VR
hardware has fallen, and healthcare
organisations have begun to
experiment with the technology.
Delegates at the conference
explored the potential for VR and
augmented reality (AR) to change
medical practice, not only for doctors
currently practising but also for
students and trainee surgeons around
the world.

Perioperative planning
Surgery has been an early adopter,
using AR to help surgeons better plan
their procedures as well as informing
their work during operations. Unlike
VR, in which the wearer is transported
to another environment, AR keeps the
user within their current environment
but overlays visual or audio
information on top of it.
In surgery, computed tomography
and magnetic resonance imaging
scans are used to create 3D
reconstructions of a patient’s anatomy,
which surgeons are then able to
“see” through AR headsets. Those
anatomical maps can be explored in
54

3D before surgery begins, or overlaid
on to a patient on the operating table
during the procedure. Surgeons
essentially gain x ray vision, allowing
them to see inside a patient before
they pick up a scalpel. A number of
disciplines have experimented with
AR—hepatobiliary, craniofacial, and
cardiology among them.
Philip Pratt, research fellow at the
department of surgery and cancer at
Imperial College London, is heading
a team that is experimenting with
Microsoft’s mixed reality system,
HoloLens, for planning plastic surgery
procedures. A 3D model of a patient’s
vasculature is created from their
computed tomography angiography
scans, and uploaded to a HoloLens
headset. The information is then
overlaid on the surgeon’s view of the
patient, showing the locations of
perforating vessels that can be used for
flap reconstructions.
Allowing surgeons to identify the
right blood vessels for reconstructions
before they begin a procedure means
surgery guided by HoloLens is quicker
than the traditional kind, and the
patient spends less time under general
anaesthetic and heals faster. “Surgeons
want to use this new technology to give
better outcomes for the patient,” Pratt
told The BMJ after the Giant Health
Event.

Medical training
Virtual reality is also beginning to see
some traction as a teaching tool.
For most medical students, learning
anatomy begins with textbooks and
ends in a dissecting laboratory—a path
followed for more than 100 years.
There are limitations to the traditional
approach, however; illustrations are
two dimensional, while prosections

“Surgeons
want to use
this new
technology
to give better
outcomes for
the patient”
Philip Pratt,
Imperial College

and cadavers only show bodies in a
static, non-functioning state.
Virtual reality allows students a
fresh perspective: a 3D view of the
human body that can be manipulated,
rotated, and expanded. Students
can also see the body working as it
would in real life: heart beating, blood
flowing, diaphragm rising and falling.
Virtual reality learning modules
have been developed for a number of
universities, including the University
of California San Francisco and
Australia’s Monash University. Case
Western Reserve University in the US
has announced plans to eventually
close its anatomy laboratory, in favour
of teaching using the HoloLens mixed
reality system.
In the UK, Leeds University has
begun teaching clinical skills using
a set of virtual patient cases, which
students can explore by wearing
a HoloLens headset. “You can see
a hologram of a patient and walk
around it and see it from lots of
different angles, and interact with four
or five other people in the group and
the tutor,” Gareth Frith, technology
enhanced learning project manager
at Leeds’s school of medicine, told
the conference. “The tutor can point
things out or show various aspects.
For group teaching and for those kinds
of experiences, the HoloLens is really
good.”
12 January 2019 | the bmj

virtually present in an operating room
or at a patient’s bedside thousands of
miles away, allowing them to advise
local colleagues on the case.
There is also a push to use VR
for softer skills, too. For example,
London’s Moorfields Eye Hospital
has teamed up with a production
company, Flix Films, to provide
immersive training designed to help
staff appreciate how it feels to have a
degenerative eye condition by creating
a VR experience that does just that.

Virtual reality as a teaching tool
is not confined to undergraduates:
technology companies are pitching
it as a tool for the next generation
of surgical trainees, or as an aid for
established surgeons to learn new
operations. In developing countries
where training facilities may be
thin on the ground, or where there
are simply not enough surgeons,
VR might offer a way of increasing
the number of qualified surgeons.
“There is an imbalance between
demand and supply,” says Bijendra
Patel, consultant surgeon at Queen
Mary University London and head
of research and content at Medical
Realities, citing World Health
Organization predictions that there
will be a shortfall of 13 million health
personnel by 2035.
Rather than build costly bricks and
mortar universities, VR could offer
another way to teach students from
around the world. “What’s the answer?
Perhaps a virtual university, a health
ecosystem based on IT and mobile
platforms with a lot of automation and
AR and VR integrated within that.”
By wearing a VR headset, almost
unlimited numbers of trainee surgeons
from unlimited number of countries
could share a theatre in London or
New York, and be trained by surgeons
in those cities. Similarly, doctors in
one country can use headsets to be

“VR managed
to reduce
patient pain,
shortness
of breath,
anxiety,
depression”
Letizia PernaForrest, The Royal
Trinity Hospice

Psychiatry and palliative use
Virtual reality offers a way of
immersing wearers in environments—
be they new or all too familiar—
opening up possibilities for use in
psychiatric and palliative medicine.
The National Institute for Health
Research has already invested £4m in
a project aiming to use VR to deliver
psychiatric therapies for psychosis.
Virtual reality is also being trialled
for treating other mental health
conditions including post traumatic
stress disorder and specific phobias.
For those with a phobia of heights, for
example, VR can be used to simulate
being on top of a high building as part
of graded exposure therapy, allowing
patients to confront the object of their
fear in a safe environment.
In much the same way that GPs
offer cognitive behavioural therapy
to those with mild depression, the
hope is that one day patients will
be able to put on VR headsets that
can guide them through therapeutic
processes without the need for a
therapist to be physically present.
Virtual reality is also being used
as a tool within palliative medicine.
The Royal Trinity Hospice, in south
London, has been using VR to offer
“bucket list experiences” to people
who are bedbound or otherwise
physically unable to undertake them:
giving a woman with motor neurone
disease the experience of swimming
with dolphins, for example.
The hospice is now researching
the use of VR as a therapeutic tool
in the palliative environment. “The
preliminary results are utterly
fantastic,” says Letizia Perna-Forrest,
head of patient and family support at
the hospice. “It managed to reduce
patient pain, their shortness of

breath, anxiety, depression, and even
make someone feel less incontinent.”

The roadblocks
The difficulties that lie ahead for
expanding the use of VR in medicine
are mainly practical ones. The
cost of buying new headsets, for
example, is likely to put off cash
strapped universities and healthcare
organisations—high end headsets can
be thousands of pounds, and that’s
without the added costs of installing
the 360° cameras needed to produce
AR content.
It’s likely to be a short term problem,
however. There are already low end
VR headsets available for a couple
of hundred pounds and, as usage
continues to expand, it’s likely that
higher end kit will continue to come
down in price. It is also possible
to see a near term future in which
students bring their own VR headset to
university, in the same way they bring
smart phones or laptops today.
Hardware will also hold back
the spread of VR and AR in other
ways. Surgery is hands on: seeing
an operation performed through
a surgeon’s eyes is one thing, but
holding the scalpel and making
the incisions is another. Haptics
technology is designed to bridge
that gap, adding touch to the senses
VR can simulate. Standalone box
simulators designed to replicate
particular operations—for example,
combining VR with a stylus that
represents a syringe, and translates
the textures of an injection into either
flesh or bone—already exist.
Haptic gloves, which can be used
for a wide range of applications, are
also already on the market. The current
generation may be a little clunky for
surgical simulation, but progress is
likely to be swift. “Once you integrate
VR with haptics, you can start having
the hands-on experience that you want
to deliver for learning,” Patel says.
While VR and AR use is in its infancy
within medicine today, it is only set
to grow—according to researchers
Markets and Markets, the market for
VR and AR in healthcare is set to be
worth nearly $5bn by 2023.
Jo Best, freelance writer, London
jocbest@yahoo.co.uk
Cite this as: BMJ 2019;364:k5419
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Space to
breathe:
why we
need
doctors’
messes
A private space to rest,
recharge, and engage with
peers is still a vital resource
for juniors and consultants,
so they can provide high
quality care for patients,
finds Abi Rimmer

L

ast July Danielle Eddy
and Sarah Arthur, both
trainees in paediatrics,
used one of their study
days to work on their
hospital’s mess. The room, located
a short distance from the wards at
Bristol Royal Hospital for Children,
hadn’t been updated for a decade and
was looking worse for wear.
Eddy and Arthur are clearly
passionate about the space: it took
15 hours to clean, with more work
the following morning to complete
the renovation. As former mess
presidents— responsible for the
space and related social activities for
junior doctors—they are clear about
its value.
“The reason we worked on making
the space nice was because if a space
is cluttered you don’t want to rest in
it, you don’t want to be in it, and it
doesn’t clear your mind,” says Arthur.
“We wanted a space where people
could breathe and then restart.
Decision making is paramount to
what we do. If you can’t make a
decision about whether you want a
cup of tea or what you want to eat
how are you going to make clear
clinical decisions?”
56

Eddy agrees, “We are at work
constantly, but we didn’t feel like we
had a space to relax in, a space that
was nice to be in, that was clean and
tidy. You’d sit on the sofas and think,
‘urgh.’ We got fed up with that.”
Many hospitals have staff rooms
open to all clinical staff, so it’s easy
to see why some people question
why the doctors’ mess, a room
dedicated to one staff group, still
exists. However, many doctors
argue that these rooms are vital to
the mainly junior workforce who
use them, both for their ongoing
learning and development and to
help them cope with the particular
pressures of their working
environment.
Eddy says it is important that
junior doctors have a space that
they have a sense of control over.
“Often the things that cause us
stress at work are things that are
out of our control. Whereas this is
our space; this is our mess; we have
ownership over it.”
As mess presidents, Eddy and
Arthur were able to access the
mess fund, a pot of money accrued
through a voluntary, monthly mess
fee, which helped to pay for the

Doctors relax in the
newly renovated
mess at St Michael’s
Hospital, Bristol

“I’m sure the
renovated
space has
changed
people’s
mindset
around taking
breaks”
Sarah Arthur,
paediatric trainee

improvements to the room.
“The money wasn’t really being
used and we thought, ‘Why aren’t
we spending it on ourselves?’”
Eddy explains. “We are so good at
constantly putting ourselves second,
and we thought, ‘You know what,
we’re going to put ourselves first. We
are going to spend the money on nice
things—nice food and new furniture.
Because
we deserve it. We work really, really
hard and we spend a lot of our lives
in this hospital.’”
As well as improving the mess’s
physical environment, Arthur and
Eddy also instigated social events
such as a curry night every Sunday,
which “brings people together,”
says Arthur. “It means that people
who are working at the weekend
can get food and they don’t have to
think about bringing something in
for the weekend.”

Changing mindsets
The improved space has also
helped to encourage doctors in
the hospital to be more open to
taking breaks. “I am sure the space
has changed people’s mindset at
work,” says Arthur.
12 January 2019 | the bmj

Danielle Eddy (above) tries out the sofa
in the mess she helped to revamp
at Bristol Royal Hospital for Children

“Last time I was here on a Sunday
there were three team members up
here who we wouldn’t normally
see, and we even had one of the
emergency department doctors
here, which is unheard of.”
The mess is “an area for doctors
to definitively have a break that
is physically and psychologically
separate from frontline service
provision,” says Jeeves Wijesuriya,
chair of the BMA Junior Doctors
Committee. It is important that
any culture that encourages
doctors to not take breaks should
be challenged, and providing
environments, such as messes, that
doctors can take breaks in can help
to achieve this, he says.
“There is a culture, that has
become increasingly inherent as
we have become overstretched, of
people trying to be heroic. But the
reality is that the quality of the care
we provide to patients when we are
tired is not as good; that is what all
the evidence says,” Wijesuriya adds.
“We need to create a culture where
people understand how important it
is that they take those breaks so that
when they are seeing patients they
are appropriately rested.”

“We deserve
it. We work
really, really
hard and we
spend a lot
of our lives in
this hospital”
Danielle Eddy,
paediatric trainee

Learning and support
Josie Cheetham, a core trainee in
acute care common stem (ACCS)
anaesthetics and chair of the BMA
Welsh Junior Doctors Committee,
says that the mess is also a place
for doctors to learn from what is
sometimes described as the hidden
curriculum.
“Starting out as a junior doctor
there is such a steep learning curve,
especially if you’re learning on your
own,” Cheetham says. “When I came
to Wales there was a mess in my
hospital and I would sit in there and
pick up things from other people’s
experience and learn that way.”
Messes are also important in the
way they can break down barriers
that sometimes exist between
specialties. “You can start to
confront some of those myths about
what surgeons, or medical registrars,
are really like, for example,”
Cheetham says.
“[In the past] the mess provided
an area where junior and senior
colleagues could talk and learn from
one another,” agrees Wijesuriya,
and also—perhaps even more
importantly —to “share the difficult
experiences that they have had.”
“[It is] a safe space for doctors
to be able to talk to one another
about their experiences and about
their practice,” Wijesuriya says,
something that is often more obvious
to senior colleagues who had access
to a mess during their own training.

Protective environment
A common room or mess can provide a
protective environment for healthcare
staff, says Michael Farquhar, a
consultant in sleep medicine at
Evelina London Children’s Hospital.
“Healthcare professionals see and
do a lot of things that are stressful. We
witness people going through some
of the worst experiences of their lives,
and that takes a toll,” he says.
“So, a mess is a protective space
where people can sit and talk
about what they have done, what
they have experienced, and what
they have felt with colleagues
who understand. That allows for
the kind of peer-to-peer support
that you can’t get sitting in the
hospital canteen, where you might
be overheard by a relative of the
patient you are trying to talk about.”
Arthur says her team, along with
others from the hospital, recently
used the mess to debrief after a
particularly distressing clinical case.
“Afterwards we were able to go back
to the ward and do what we needed
to do,” she says. “So sometimes the
space is used to focus our minds
to make sure that our patients are
getting the best care.”
Farquhar likens the doctors’ mess
to the kidney of the hospital; “It
allows the hospital to function by
clearing out some of the toxicity that
builds up over the course of doing
a job; the mess allows that to be
purified.”
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Rachel Liebling sits with fellow
doctors (left) and at the mess she
was instrumental in transforming at
St Michael’s Hospital, Bristol

BMA fatigue and
facilities charter
The BMA published a charter to
help employers identify ways
to improve doctors’ working
environments in March 2018.
So far, 62 UK trusts have signed
up to it and 199 support it in
principle.
The charter makes
recommendations for:
• Rostering and rota design
• Induction and training
• Catering
• Travel
• Rest facilities for on-call doctors
• Fixing problems
• Common rooms or messes
In reference to messes, the charter
says that employers should
provide staff with:
• Lounge areas equipped with
power points, telephone
connection, and TV aerial
• Office or study areas with power
points, telephone connection,
and internet access
• Kitchen with facilities such as a
microwave, coffee machine, and
supply of tea, coffee, milk, and
bread
The BMA also recommends that
employers have changing facilities
and showers for doctors, as well
as a storage area with lockers.

Loss of rooms
Because of the increasing pressure
on space in hospitals, many messes
have been given over to patient care,
Farquhar says. “Anything that is
not directly involved in that is seen
as something that can be cut when
space is at a premium,” he says.
“That means things like individual
consultant offices have long gone,
and there is pressure on messes and
on-call rooms—many have been
turned into offices or other spaces.”
Farquhar thinks this is an
oversight. “The mess is just as
important to patient care, in a
different way, as an x ray room or an
extra patient bed,” he says.
Another Bristol mess has also
been recently renovated, one which
still existed partly because no one
was aware of it. Rachel Liebling,
a consultant obstetrician in fetal
medicine, led the campaign to rescue
the St Michael’s Hospital mess.
“I think the mess had been lost
in lots of units. Here it was a bit of
an unknown space. Nobody had
paid it attention for years, and the
advantage of that was that it was still
here. It would be really difficult to
create a new space.”
Liebling worked collaboratively
with hospital managers for around
three years to get the funding to
completely redesign the mess—and
now what was once a windowless
room is a bright space, with windows
providing natural light. The walls

“The mess is
the hospital’s
kidney, it
allows it to
function by
clearing out
the toxity
built up doing
a job”
Michael Farquhar,
consultant

are decorated with artwork by junior
doctors working in the hospital.
It has a kitchen with a table,
workstations, and a custom-made
sofa large enough for two people to lie
down on comfortably. Although the
redesign meant two of four bedrooms
were lost, those that remain are
spacious and clean with basic
essentials such as bed linen, a sink,
and a telephone.
Liebling says her permanent
position as a consultant enabled
her to work on the mess long term
while her junior colleagues moved
on to new jobs. “It was definitely
playing a long game. Junior doctors
are not here long enough to start
the process off and then carry it
through. It probably was up to one
of us consultants to do that and
be patient and allow the time for
chasing up estates.”
Although the St Michael’s mess
is primarily used by junior doctors,
Rebecca Newhouse, an obstetric and
gynaecology registrar who was also
involved in the renovation, says that
as a consultant Liebling was key
to the project. “We would not have
got here without Rachel. It needs
someone who really champions
it and over a long time. It takes
perseverance and chasing and a
lot of hard work. It definitely needs
someone to head it.”
Abi Rimmer, careers deputy editor, The BMJ,
London arimmer@bmj.com
Cite this as: BMJ 2019;364:k5367

Do you have a magnificent mess or a sensational staff room? Or maybe you don’t have any space to rest in at all? The BMJ wants
to hear about your break spaces, good and bad. Share your stories and photos with us on social media using #giveusabreak
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