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News

Prime Minister Tony Blair
warned this week that patients in
England would have to get used
to travelling beyond their local
emergency department for the
specialist care they need.

Speaking at the launch of the
Primary Care Trust Network, a
membership organisation for
the 152 primary care trusts in
England, he referred to two
reports published this week that
call for further changes to the
health service—this time to
emergency heart and stroke 
services.

George Alberti, the national
clinical director for emergency
care, and Roger Boyle, national
clinical director for heart disease
and stroke, argue in their reports
that traditional emergency
departments are not the only
option in life and death situa-
tions. Mr Blair agreed that
patients would have to get used
to the idea of sometimes having
to travel beyond their local
emergency department for spe-
cialist care.

“The right care for someone
who has had a stroke is to have a
CT [computed tomography] scan
within three hours and to get
thrombolysis [if necessary]. But
that level of expertise cannot be
offered everywhere, which is why
we need specialist emergency
care which can be offered quick-
ly,” Mr Blair told the meeting.

Mr Blair acknowledged that
the rate of change of policy in
health was quicker than in any
other government department.
However, he insisted that the
changes were essential.

“I think a decade ago people
were not asking will the NHS
work, but could it work? Was this
a concept that had to be disman-
tled? Now they are not asking
that,” he said. “What we need to
do bit by bit is to make sure that
changes work for patients. I gen-
uinely believe the best is yet to
come.”

In a statement Professor
Alberti said that the public
would have to accept that “the
A&E [accident and emergency]

departments that they cherish”
cannot all provide the level of
care that some people need.

“Every service cannot be
offered by every A&E depart-
ment … so it makes sense to
create networks of care with
regional specialist centres to
give the best possible treatment
to the sickest people,” he said.

“For the majority of people,
care is still going to be as local
as it ever was.”

The full version of this article is 
available at bmj.com.

Mending Hearts and Brains and
Emergency Access are available at
www.dh.gov.uk.

Blair says patients will have to travel further for specialist care
Zosia Kmietowicz London 
116, 218nhsreform0912

Closing some local hospital ser-
vices could help to save around
1000 lives each year, says a
report that heralds another wave
of reconfiguration in the NHS.

Despite numerous protests
over proposed closures of some
parts of district general hospi-
tals, shutting down less effective
services will help to boost sur-
vival rates, says a report from the
think tank the Institute for Pub-
lic Policy Research.

The policy is also one that is
being put this week to the health
secretary, Patricia Hewitt, by
chief medical officer Professor

Liam Donaldson and the
national clinical directors for
emergency care and coronary
heart disease, Professors George
Alberti and Roger Boyle.

The report by the institute
argues that patients with heart
attacks or severe injuries are
more likely to survive if they are
taken to a specialist centre
rather than the closest district
general hospital.

It says that if care for heart
attack was reconfigured to enable
universal access to new treat-
ments such as angioplasty, about
500 extra lives could be saved

every year and there could be
around 1000 fewer repeat heart
attacks and 250 fewer strokes.

Currently, most of the 61 000
emergency heart attack patients
treated each year by the NHS
are taken to their local hospital,
but last year only 1600 received
cutting edge treatment in a spe-
cialist hospital unit.

People who have had severe
injury are also said to be more
likely to survive if they are treat-
ed in specialist centres rather
than local hospitals, adds the
report, citing international evi-
dence from countries with
regionalised trauma systems.

The latest lifesaving treat-
ments are complex and can be
provided only at a small number
of specialist hospitals with the
right equipment and expert staff.

Richard Brooks, the associate

director of the Institute for 
Public Policy Research, said:
“Many people are understand-
ably worried about local services
moving away from their local
district general hospitals.

“But if heart attack and seri-
ous injury victims were taken
past their local hospitals to a
specialist centre, they would be
significantly more likely to sur-
vive. Other traditionally hospi-
tal based services—like tests,
routine surgery, and minor
treatments—are better provided
in local community hospitals
and clinics.”

The full version of this article is 
available at bmj.com.

The Future Hospital: the Progressive
Case for Change will be published
later this month.

Closing some local services could
save lives, report says
Adrian O’Dowd London 
218, 116ippr0912

Prime Minister Tony Blair: “I … believe the best is yet to come”
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Clinicians are too often failing to
identify the mentally ill patients
most at risk of killing either
themselves or someone else, a
national inquiry into suicide and
homicide has concluded.

The report looked at suicides
in England and Wales between
2000 and 2004 and homicides

between 1999 and 2003. It
found that mental health
patients were responsible for 9%
of homicides and made up 27%
of all suicides.

Half of the mental health
patients who committed suicide
and nearly a third of such
patients who killed someone else
had been in touch with mental
health services within the previ-
ous week; yet 86% of those who
killed themselves and 88% of
those who committed a homi-
cide had been assessed as low or
no risk.

There was a danger that staff
were becoming desensitised to
the real risks of some of their
patients’ behaviour, said the
inquiry’s director, Professor
Louis Appleby, who is also the
national director for mental
health.

The report proposes a more
rigorous approach to risk assess-
ment. “It is quite easy at times to
look at how someone is on a
particular day and feel there isn’t
much risk,” said Professor
Appleby. “But if you take a step

back and look at the history of
that person’s illness you realise
their risk is never going to be
low.”

The report found that the
number of inpatient suicides fell
by a quarter between 1997 and
2004. Deaths by hanging on
wards halved from 53 to 26 a
year, and suicides after refusal to
take treatment also fell.

But 27% of suicides among
mental health patients occurred
after a patient had absconded
from the ward, and one in five
inpatient suicides happened
when the patient was supposed
to be under observation by nurs-
ing staff.

“We have got used to the fact
that people often leave our
wards without permission,” said
Professor Appleby. “The families
and carers never get used to it. It
is a shocking finding.”

Staff needed to be more
aware of the triggers for this sort
of behaviour.

The full version of this article is 
available at bmj.com.

Avoidable Deaths—Five Year Report 
of the National Confidential Inquiry 
into Suicide and Homicide by People
With Mental Illness is at www.
medicine.manchester.ac.uk/
suicideprevention/nci/.

Doctors are failing to identify
patients most at risk of killing
Andrew Cole London 
161, 143deaths0912

The government’s chief medical
officer for England, Liam Don-
aldson, has written to GPs urging
them to pass on to the Depart-
ment of Health letters from
patients who do not want their
medical records uploaded to a
national computerised database.

The government’s plan to
centralise the medical records of
50 million patients in England in
a national database known as the
national care record, or simply
as the “spine,” is meeting
increasing opposition.

A poll conducted by ICM
Research two weeks ago found
that 53% of NHS patients who
responded opposed the plan. A
Medix poll of GPs found that
52% would refuse to upload data

without a patient’s consent.
The Department of Health

now says that patients do not
have the right to prevent their
data being entered into the
system, although they are allowed
to restrict others’ access to it.

Last weekend patients who
had written to the department
asking to opt out of the system
received blanket refusals from
Professor Donaldson in a letter
that said: “I am afraid that I am
unable to agree your request.
The reasons that you gave as the
basis for claiming substantial
and unwarranted distress are
not, as I hope I have made clear
in the Annex [to the letter],
based on an accurate under-
standing of the summary care
record.”

Most of the patients wrote in
using a coupon provided in the
1 December issue of the
Guardian newspaper, which list-
ed 10 reasons why uploading
their data might bring “substan-
tial unwarranted distress.”

Professor Donaldson’s letter
added that if patients felt they

had “further unique and person-
al reasons for claiming substan-
tial and unwarranted distress”
they should write to the depart-
ment’s customer service centre.

But Paul Cundy, who chairs
the information technology com-
mittee set up by the BMA and the
Royal College of General Practi-
tioners, said that patients have
been put in a “Catch 22 situation.”

Dr Cundy said, “He [Profes-
sor Donaldson] is effectively 
asking people to reveal to offi-
cials why they don’t want their
information revealed to offi-
cials.” He said that patients
should not have to prove dis-
tress, as the Data Protection Act
gave them an inalienable right to
refuse to provide their data.

Another letter from Profes-
sor Donaldson, received by
many GPs last Friday, urged
them to forward to the health
secretary any coupons they
received from patients request-
ing exemption.

The full version of this article is 
available at bmj.com.

Patients can’t
stop their data
being put on to
NHS “spine”
Owen Dyer London 
167, 357, 108, 218, 116patientrecords0912

News

In brief briefs0912

Pfizer halts trial of heart drug
after deaths: The drug giant
Pfizer has stopped the trial of its
drug torcetrapid, which is
designed to increase HDL
cholesterol concentrations, after
scientists monitoring the trial
noted that 82 people taking the
drug along with the company’s
statin, atorvastatin (Lipitor), had
died, whereas 51 people taking
Lipitor alone had died. Pfizer had
been expected to apply for a
licence for torcetrapid next year.

England will go smoke free on
1 July: Smoking will be banned in
all enclosed public places and
workplaces in England, including
offices, factories, shops, pubs,
restaurants, membership clubs,
and public transport, from 
1 July 2007. Indoor smoking
rooms at workplaces will no
longer be allowed. More
information is available at
www.smokefreeengland.co.uk.

Italian minister supports
patient’s right to die: Emma
Bonino, Italy’s minister for
international commerce and
European Union policies, said
this week that she has started a
hunger strike in support of
terminally ill Piergiorgio Welby’s
request for euthanasia (BMJ
2006;333:719).

Dutch doctors want
reproduction rules liberalised:
Leading Dutch gynaecologists are
calling for the Netherlands’ upper
age limit on women becoming
pregnant through egg donation
to be raised from 45 to 50. They
argue that there are no hard
medical reasons for maintaining
the limit set in 1997 and that
length of pregnancy and average
birth weight at this age are similar
to those of younger women
(Nederlands Tijdschrift voor
Geneeskunde 2006;150:2591-5).

Bicentenary award spotlights
slavery in Sudan: The charity
Anti-Slavery International is
marking the bicentenary of
Britain’s abolition of the slave
trade with an award to the
“modern day abolitionist” James
Aguer for his work in Sudan,
where thousands were enslaved
during the civil war. It hopes the
award “will allow the problem to
be raised up the public agenda.”

Dennis Finnegan, killed in
September 2004 by John Barrett,
a mentally ill patient who was
allowed to leave hospital without
being assessed
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The editor of Science, Donald
Kennedy, said that his journal
would tighten its review proce-
dures and would work with Nature
and other leading journals to try
to identify fraudulent papers.

He was speaking last week at
a press conference with John
Brauman, professor of chemistry
at Stanford University, who
headed an independent commit-
tee formed after Science retracted
two papers by the South Korean
researcher Hwang Woo Suk.
The committee was set up to
look into the way the journal
handled the papers.

Professor Hwang’s papers
reported the creation of stem
cells from cloned human
embryos and the production of
stem cells matched to the donors
(Science 2004;303:1669-74; 2005;
308:1777-83). A whistleblower
and South Korean journalists
revealed that the papers were
fraudulent.

Dr Kennedy’s editorial giving
his response to the committee’s
findings was published last week
(Science 2006;314:1353). The
editorial, the committee’s report,
and related information are
gathered together on the jour-
nal’s website (www.sciencemag.
org/sciext/hwang2005).

The report calls for more
stringent reviewing of papers
and says that the journal should
use a “risk assessment” that asks

“questions about the probability
that the work might be inten-
tionally deceptive, or just wrong,
and the consequences for the
reputation of Science and science,
and for other issues (public 
policy, intellectual property,
academic credit).”

It continues: “Papers that are
likely to have high visibility, for
example in climate, energy,
human health, etc, should get
special scrutiny.”

Perhaps only 10 papers sub-
mitted to Science each year need
extra careful investigation, said
Dr Kennedy. He said that Science
may ask authors to describe their
roles in the study and may also
ask for original data, images, or
other material.

Dr Kennedy and Dr Brau-
man said that even though bet-
ter reviewing procedures were
needed, Professor Hwang’s
fraudulent papers might not
have been discovered. Dr Brau-
man said that the papers were
very carefully reviewed and that
Science’s editors expressed
“unease” about them. In its
investigation the committee
found a careful paper trail show-
ing comments by editors,
requests for more information,
telephone calls, and requests for
revisions to clarify the first paper.
In the case of the second paper
the authors and editors were
more familiar with the proce-

dure, so it went more smoothly.
Dr Kennedy said, “Part of

that unease was due to the fact
that there were IRB [institution-
al review board] reports and
reports with respect to egg
donation … that we couldn’t
readily deal with because they
were in a language [Korean] that
we had to have translated.

“We had some of them trans-
lated twice before we could be
absolutely sure that they fulfilled
the criteria. In fact it turns out
that some of these [reports] were
probably bogus.

“If you receive a paper from a
country in which neither lan-
guage nor all of the cultural
assumptions and understand-
ings exist [in the same way as in
the United States], that will pre-
sent additional difficulties. On
the other hand we don’t want to
engage in profiling. It would be
really unfair if we started looking

extra hard at papers from some
emerging scientific powers in
countries like South Korea.”

Professor Hwang’s papers
involved several institutions, Dr
Kennedy said. “We had every
reason to believe it was a well
functioning collaboration in
which important roles … were
being played by different players.

“[The] fraud was so convinc-
ing that peer reviewers didn’t
catch it … Many US scientists
who had heard the work
described at small meetings in
great detail by Hwang and his
collaborators, and US scientists
who had visited that laboratory in
South Korea, were surprised and
even astonished when the work
turned out to be fraudulent …
I’m not going to tell anybody that
we could develop—even following
the committee’s good advice—
mechanisms that will detect fraud
100% of the time.”

Science will tighten standards after
retracting stem cell papers
Janice Hopkins Tanne New York 
123science0912

The retired paediatrician Roy
Meadow was last week cleared by
a High Court judge of criticism
over his evidence in a care case six
years ago. He had said in the
2000 case that a 4 month old boy
probably died because he was
intentionally smothered by his
mother.

The boy’s parents, referred to

as Mr and Mrs H, recently won
the right to have the medical
issues in the 2000 case reviewed
when care proceedings were
brought against them by Birming-
ham City Council over the care of
their third child, a girl referred to
as S, who was born in July 2004.

Mr and Mrs H were forced to
give up their second child for
adoption and risk having their
third child removed because of
the finding in 2000 that Mrs H on
four occasions obstructed the air-
ways of her first child, P, who sus-
tained brain damage and died
after the fourth incident in 
January 1999.

In applying to have the evi-
dence looked at again the parents
criticised the evidence of Profes-
sor Meadow, one of two experts

in baby P’s case, and argued that
their son had died from natural
causes. They also claimed that
Mrs H’s ability to give straight-
forward evidence in the original
case was compromised because a
drug she was taking for dystonia
affected her memory.

Two new experts—a senior
consultant paediatrician from out-
side the United Kingdom and a
consultant clinical physiologist—
were asked to look at the evidence
afresh in the light of current
medical knowledge and after Pro-
fessor Meadow’s statistical evi-
dence was discredited in the case
of Sally Clark, whose conviction
for murdering her two sons was
overturned in 2003.

In a 70 page judgment Mr Jus-
tice McFarlane said: “I am driven

to the firm conclusion that no crit-
icism of Professor Meadow’s role
in this case can be sustained.
Indeed, the passage of time and
the exhaustive additional investi-
gations have proved that, on the
medical issues that were before
the court in 2000, he was correct.”

Mrs Justice Bracewell’s finding
in 2000 that Mrs H intentionally
tried to smother P on four sepa-
rate occasions must stand, said the
judge.

The High Court will now go
on to decide whether Mrs H
and her husband should be
allowed to bring up their third
child or be forced to give her up
for adoption.

The full version of this article is 
available at bmj.com.

High Court
clears Meadow
of criticism over
baby’s death
Clare Dyer legal correspondent,
BMJ 
130, 25, 351meadow0912

News

Professor Hwang Woo Suk fell from his position as national hero
after Science retracted his research papers, declaring them fraudulent
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GMC should not
have thrown out
case against
neurologist
130newsroundup

The General Medical Council
acted unfairly and wrongly when
it decided not to go ahead with
disciplinary proceedings against
a British neurologist who had
previously been found guilty of
serious professional misconduct
in Singapore, a High Court
judge was told this week.

David Pannick QC, for the
Singapore Medical Council, told
Mr Justice Davis that the GMC
should have notified the Singa-
pore Medical Council of a report
it had obtained from an inde-
pendent expert exonerating
Simon Shorvon, professor of
clinical neurology at University
College London, and asked for
comments on it before deciding
to throw out the case.

The GMC took up the case
after Professor Shorvon was
found guilty of ethical failures
and breaches of confidentiality
over research he led in Singa-
pore. But after receiving the
report from Adrian Williams,
professor of clinical neurology
at Birmingham University, and
taking the advice of a QC, the
chairman of the GMC’s investi-
gation committee decided the
case should not go ahead.

As the BMJ went to press,
judgment was expected to be
reserved.
Clare Dyer legal correspondent, BMJ 

Southall denies
accusing a mother
of murder
130, 351newsroundup-1

The paediatrician David
Southall, who is facing charges
of serious professional miscon-
duct at the General Medical
Council, last week denied that he
had accused a mother of mur-
dering her 10 year old son.

Professor Southall is
accused of abusing his position
and adding to the distress of a
bereaved patient during a 1998
interview with the child’s 
mother, referred to as Mrs M.
Her son, named only as M1,
was found hanged in his bed-
room in 1996. A police investi-

gation led to no charges, and
an inquest returned an open
verdict.

Testifying by video link from
Australia, Mrs M told the hear-
ing last month that Professor
Southall had been “very aggres-
sive and sarcastic.”

Professor Southall told the
GMC’s fitness to practise panel
that he had been concerned by
the “violent” death of someone
so young.

Professor Southall is facing a
range of charges relating to six
different children. He is accused
of keeping secret medical
records and failing to respect the
privacy and dignity of parents.

The current case has now
been adjourned after it over-ran
the allotted time. It will restart
next November.
Owen Dyer London 

Donaldson report
is attacked by
Scottish health
department
130newsroundup-2

The health department in Scot-
land has strongly rejected many
of the proposals put forward in
July by England’s chief medical
officer to reform the way UK
doctors are regulated. The key
complaint of the Scottish Execu-
tive Health Department is that
many of the recommendations
are not evidence based and are
“unlikely to result in improve-
ments in patient safety.”

In a response to Liam Don-
aldson’s report Good Doctors,
Safer Patients (BMJ 2006;333:
163), Harry Burns, Scotland’s
chief medical officer, and Paul

Martin, the chief nursing officer,
argue that much greater atten-
tion should be paid to harmonis-
ing the regulatory framework
across all professions.

“The fact that the majority of
‘mistakes’ made in clinical prac-
tice are multifactorial in nature
and often team based is not
acknowledged anywhere in the
Donaldson report,” they say.

“Many of the recommenda-
tions have no clear evidence base
but nonetheless have far reach-
ing implications which would
result in significant future work
and resource commitment,” Dr
Burns and Mr Martin say.
Bryan Christie Edinburgh 

European directive
has doubled cost
of trials in UK
365, 149, 123newsroundup-3

New European regulations have
delayed non-commercial trials in
the United Kingdom relating to
cancer and doubled the cost of
running them, a new study says.

The European Union’s clini-
cal trials directive has stopped
most clinical trials units in the
UK from running trials in inter-
national centres, and three out
of eight units have been unable
to open or take part in a trial
because it would be too difficult
or expensive for them, says the
study, which was published
online ahead of print in the
European Journal of Cancer (www.
sciencedirect.com, doi: 10.1016/
j.ejca.2006.09.016).

“Rather than harmonising and
simplifying the regulatory envi-
ronment, the Clinical Trials Direc-
tive has stopped most units from
running trials in international
centres,” the authors wrote.

“Clinical Trials Directive-
fatigue is leading to the very real
danger that further malignant
regulations will come out of
Brussels. There is a need to
ensure that the public funders
across the European Union
work together to vaccinate frag-
ile academic research from
future regulatory threats.”

The aim of the directive,
which came into force in the UK
in 2004, was to harmonise the
regulation of clinical trials, but
critics say that it has increased
paperwork and bureaucracy.
Roger Dobson Abergavenny 

bmj.com news roundup
Full versions of these stories are available at: bmj.com/content/vol333/issue7580/#NEWS_ROUNDUP

High spending intensive care doctors do not always
achieve better outcomes
210912icuspending

Wide variation in spending on intensive care patients resulting from
doctors’ different treatment styles does not affect patients’ length of
stay in the unit or mortality, a new study from one US hospital says.

The report said that doctors’ adoption of a more uniform
approach would not harm patients and could save resources (Ameri-
can Journal of Respiratory and Critical Care Medicine 2006;174:1206-10).

The report, by Allan Garland and colleagues at the Case Western
Reserve University School of Medicine at MetroHealth Medical 
Center, Cleveland, Ohio, also said that intensive care doctors who
spent more on care of their patients also spent more on imaging, 
laboratory services, blood banking, and drugs.

The study, which looked at nine intensive care doctors’ treatment
of more than 1000 patients over 29 months, found that “higher
resource use was not associated with lower length of stay or 
mortality.”

The study found a difference between the highest and lowest
spending doctors of $1000 (£505; €750) per patient admitted.
Claire Frauenfelder BMJ 
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WHO team visits
Israel to learn
about adult
circumcision
60newsroundup-4

The World Health Organization
has sent a team of AIDS experts
to Israel to gather information
on circumcision of adult men
that developing countries can
use. These countries are inter-
ested in expanding the practice
to try to reduce the rate of
transmission of HIV.

Tim Farley, of WHO’s
department of reproductive
health and research, and Timo-
thy Hargreaves, a WHO consul-
tant from the University of
Edinburgh, viewed the ritual cir-
cumcision in a Jerusalem hospi-
tal of a 21 year old Jewish
immigrant from Russia who had
not been circumcised as a baby.

In the past two decades 22 000
teenage boys and men have been
circumcised in Israel. The circum-
cisions are usually done on Jewish
immigrants from countries where
circumcision was not possible or
on converts to Judaism.

The WHO officials said they
were interested in learning
about adult circumcision,
because it would be 15 to 20
years before people who are
born now in sub-Saharan Africa,
where AIDS is most common,
become sexually active.

But the Israeli experts urged
that infant boys be circumcised
in large numbers as well,
because the risk of complica-
tions is lower in infants and
anaesthesia is unnecessary.
Judy Siegel-Itzkovich Jerusalem 

Anti-abortion
doctor now heads
US family
planning service
67, 68, 575newsroundup-5

Eric Keroack began work last
week as deputy assistant secre-
tary for population affairs at the
US Department of Health and
Human Services, despite calls for
his recall because of his stance
on contraception and abortion.

He was appointed by Presi-
dent Bush but faced an unusual
degree of criticism from the
press and from family planning

agencies in the United States.
Dr Keroack now oversees a

$283m (£143m; €213m) budget
that each year provides family
planning services to more than
five million Americans on a low
income.

He is a Massachusetts obste-
trician and gynaecologist whose
clinics, called “A Woman’s Con-
cern” (www.awomansconcern.
org), oppose abortion and con-
traception, even for married
couples.

A spokesperson for the
Department of Heath and
Human Services said that Dr
Keroack is not opposed to birth
control and will do his job in
accordance with the law.
Janice Hopkins Tanne New York 

NHS must expect
more redundancies,
health secretary
says
218, 116, 118hewittshort

More job losses in the NHS are
inevitable before matters start to
improve, the health secretary for
England, Patricia Hewitt, told
MPs last week.

The harsh reality of the task
set by the Department of Health
for the NHS to reach a financial
balance by the end of the cur-
rent financial year would mean a
“significant number of job losses
and redundancies,” said Ms
Hewitt.

MPs on the parliamentary
select committee on health were
quizzing Ms Hewitt as part of
their inquiry into public spend-
ing on health and social services.

She said, “In the coming
months there will be a significant
number of job losses and redun-
dancies—in some cases amongst
management staff in primary
care trusts and strategic health
authorities.

“[This will be] very difficult
for those individuals but [is]
absolutely essential so that we
put the maximum amount of
money into frontline staff and
patient care.”

Ms Hewitt said that there had
been 903 compulsory redun-
dancies in the first six months of
this financial year. “There will be
significantly more than that,” she
added.
Adrian O’Dowd London 
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Nearly 6% of adults in the world,
or 246 million people, have dia-
betes, figures published this
week by the International Dia-
betes Federation indicate.

The federation, a coalition of
diabetes associations from more
than 150 countries, estimates that
the prevalence of diabetes (mainly
type 2) is rising relentlessly and
now affects 5.9% of people aged
20-79 years. Almost 80% of
people with the disease live in
developing countries. 

The data were published in
the latest edition of the Diabetes
Atlas, which used a detailed litera-
ture search to estimate the preva-
lence of diabetes by creating
smoothed curves of prevalence at
different age groups that were
then applied to each country’s
population distribution.

Reporting the figures at the
19th World Diabetes Congress in
Cape Town, South Africa, Pierre
Lefèbvre, emeritus professor of
medicine at the University of
Liège, Belgium, and the outgoing
president of the federation, said,
“Just 20 years ago, the best infor-
mation available suggested that
30 million people had diabetes. A
bleaker picture has now emerged.
Diabetes is fast becoming the epi-
demic of the 21st century.”

He said that previous figures
had underestimated the scale of
the problem and that even the
most pessimistic predictions fell
short of the latest figures.

The highest prevalence of
diabetes was found in the east-
ern Mediterranean and Middle

East region, where 9.2% of
adults are affected. Next was
North America (8.4%). The age
group with the highest preva-
lence of diabetes was people
aged 40-59 years (46%).

The atlas predicts that the
worldwide prevalence of dia-
betes will increase to 7.1% of
adults, totalling 380 million
people, by 2025. The biggest
increases will occur in regions
with largely developing
economies. By 2025 South and
Central America are expected to
have a prevalence matching that
of the projected figure for North
America, at around 9.7%.

The eastern Mediterranean
and Middle East region will con-
tinue to have the highest overall
prevalence, with 10.4% having
diabetes by 2025.

Martin Silink, professor of
paediatric endocrinology at the
University of Sydney and the fed-
eration’s new president, warned:
“The diabetes time bomb has
been ticking for 50 years.”

Jean-Claude Mbanya, profes-
sor of endocrinology at the Uni-
versity of Yaoundé, Cameroon,
and vice president of the federa-
tion, pointed out that diabetes
accounts for 3.8 million deaths a
year, a mortality similar in mag-
nitude to that from HIV and
AIDS.

The full version of this article is 
available at bmj.com.

The Diabetes Atlas is available at
www.idf.org.

News

Diabetes affects nearly 250 million
adults in the world
Susan Mayor Cape Town 
24diabetes0912
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Rewarding GPs for the services
and quality of care they provide
rather than mainly for the num-
ber of patients they treat has led
to an average increase in earn-
ings of 30% from 2003-4 to
2004-5. This is one of the find-
ings of an analysis of the tax
returns of nearly 18 000 GPs in
the United Kingdom.

The figures, published last
week by the NHS’s Information
Centre, show that GPs earned
on average a net income (after
deduction of expenses but
before deduction of tax) of
£106 000 (€160 000; $210 000) in
2004-5, the first year of the new
GP contract. In 2003-4, when
less than 4% of what GPs earned
derived from quality of care pay-
ments, their average net income
was £81 566. Under the new
contract, between a third and
half of each GP’s income comes
from money earned from the
quality and outcomes framework
(QOF) scheme, the system
designed to incentivise GPs and
improve quality.

GPs working in practices
operating under one of the vari-
ants of the new contract, the per-
sonal medical services (PMS)
contract, saw their income rise
by 27%, whereas the income of
those working under the general
medical services (GMS) contract
rose by 33%. However, the net
income of doctors working
under the PMS contract
(£116 583) in 2004-5 was slightly
higher than that of GMS doctors
(£102 437).

PMS contracts are more flex-
ible than GMS contracts. Gener-
al practices that operate under a
PMS contract negotiate their
contract locally with their prima-
ry care trust and can create their
own achievement goals to suit
the population they serve, rather
than follow the QOF scheme. A
practice serving a large homeless
community, for example, might
choose to operate under a PMS
contract.

GPs working in dispensing
practices also earned slightly
more than those in non-dispens-
ing ones, netting an average of
£128 000 after expenses had
been paid, a rise of 31% from
2003-4. Non-dispensing GPs
earned an average of £102 000
after expenses, 30% more than
in 2003-4.

Hamish Meldrum, chairman
of the BMA’s General Practition-
ers Committee, said GPs had well
and truly earned their pay rise.

He said, “I believe UK gener-
al practice offers unbeatable val-
ue for money and that GPs
deserve every penny of their pay.
Each day 836 000 patients seek
help from their local surgery.
Compare that with the 6000
patients who use a walk-in cen-
tre or the 18 000 people who
ring NHS Direct.”

A report by the Healthcare
Commission, State of Healthcare
2006 (available at www.
healthcarecommission.org.uk),
said that the total cost to the NHS
in 2005 of patients seeing their
GP was £20bn. This compares
with a total cost of attendances in
outpatient departments of
between £104bn and £279bn

(depending on specialty) and of
attendance in emergency depart-
ments of £110bn.

The figures in the Informa-
tion Centre’s report on GPs’ net
income before tax for 2004-5
are the first official statistics on
earnings of family doctors since
the new GP contract was intro-
duced, which brought in incen-
tives to improve patient care and
radical changes to the delivery of
primary care services.

Besides the essential services
that all practices are expected to
provide, GPs can earn extra
income by running contraception
clinics, immunisation and vaccina-
tion services, and maternity ser-
vices and offering screening for
cervical cancer. Additional pay-
ments are made through the
QOF scheme when GPs provide
the high standard of care set for
treating patients with certain

chronic conditions, such as hyper-
tension, epilepsy, asthma, heart
disease, and diabetes. For exam-
ple, they can get extra payments if
a certain number of patients with
heart disease in their practice
receive an annual flu vaccination.

Practices can earn a maxi-
mum of 1050 QOF points a
year. Because each point was
worth £77.50 in 2004-5, a prac-
tice that met all the standards
could have earned an extra
£81 400. In 2004-5 practices
earned on average 91% of the
points available, netting them an
extra £74 000. The rest of a prac-
tice’s income is made up largely
from the “global sum,” a figure
paid to each practice that is
based on the number of patients,
their age, and their sex, and also
from other sources such as
seniority payments.

The BMA responded to the
Information Centre’s report by
saying that general practice was
a cost effective use of health
resources, with GPs providing
90% of all NHS care, or 300 mil-
lion consultations a year.

Dr Meldrum said, “Prior to
the introduction of the new con-
tract, there were serious recruit-
ment problems, and GPs’ pay
had fallen behind. This was offi-
cially recognised during negotia-
tions and is reflected in pay
increases under the new contract. 

“On top of this GP practices
worked extremely hard to deliv-
er the quality and outcomes
framework targets in the new
contract and have reaped the
benefit, as have their patients.
However, in 2006-7, despite
inflation, GPs [have] received
no cost of living increases
whatsoever.”

Michael Summers, former
chairman and now a trustee of
the Patients Association, agreed
that GPs deserved the new pay
deal.

He said, “We have to make
comparisons with the sort of
income that other professionals
have, such as accountants and
solicitors, who are all earning in
the region of £100 000.”

Mr Summers added, howev-
er, that he was disappointed that
the government had underesti-
mated the cost of the new GP
contracts and expressed his con-
cern about the effect that this
would have on the care of
patients. Another worry was the
greater proportion of GPs’
income going to earnings rather
than to expenses (55% before
the new contracts and 60% after-
wards), indicating that GPs are
investing 5% less in their prac-
tices as expenses, he said.

Barbara Hakin, chairwoman
of the NHS Employers’ negotiat-
ing team, acknowledged that the
new GP contract had brought
some benefits for patients, 
such as better information on 
common conditions and more
services in the community.

But she said, “We are disap-
pointed that investment in the
practice based contract seems to
have resulted in such significant
increases in individual GP
income. However, we have begun
to address this through negotia-
tions on improvements to the
contract with the BMA’s GP Com-
mittee. We have already agreed
that for 2006-7 there would be no
inflationary uplift.”
Zosia Kmietowicz London

New GP contract: modernisation or
miscalculation?

Is the 30% pay rise for GPs justified by the fact
that it brings their pay into line with that of other
professionals? Or is it a serious miscalculation
that will mean other parts of the NHS being
squeezed? Zosia Kmietowicz reports 
129 116 gppay0912
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