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IT IS not my problem. It is not my
project. It is not my business. But I do
feel somewhat concerned. 

‘Dear Flora,’ says the letter, ‘thank you so
much for agreeing to help with the study
about diet.’ (I have no recollection of
agreeing any such thing, but that doesn’t
mean much, since I can’t remember the
names of the patients I saw in this morning’s
surgery. All will no doubt be revealed.) 

‘We are looking at the factors that stop
people eating a healthy diet in the UK ... list
of 300 between 35 and 50 from your practice
… telephone survey ... three-day study ... 
list enclosed ... please advise if any on 
the list unsuitable.

‘I have excluded from the list people 
with the following conditions: mental 
health problems, gout, any circulatory
disease, cardiac disease, blood pressure,
substance abuse including alcohol abuse 
and respiratory disease.’ 

You understand my concern. In this
practice there will be precious few people
between 35 and 50 who haven’t got at least
one, if not most, of these conditions. Will 
the researchers be able to find more than

about 15 patients for their survey?
However, it is not my project, I am 

a mere cog in the great wheel of
research, so I look at the list but

then see the next paragraph,
which is striking for a

different reason. 
‘I have excluded

all patients with a foreign name, since 
they will not be eating a typical British 
diet anyway.’ 

This is research Daily Mail style: keep
out the people with funny sounding names
and probably ideally the people with broad
noses or narrow eyes. With my domestic hat
on it would certainly exclude my husband,
child and me. It is not so much that this is an
un-PC research method, rather that it is daft. 

If the point of the research is to examine
what factors stop people eating healthily,
does it matter whether your unhealthy 
pre-research diet is large amounts of whale
blubber, or ghee-laden curries, or sweet and
heavy Caribbean food, or pies, chips and
fizzy drinks. 

Is there really a direct correlation between
name and culture anyway? I don’t think so,
as they say on TV show Friends. Done in
this way, all the research can possibly say is
that X, Y and Z were the factors stopping
indigenous-sounding people from changing
their presumed northwest European diet. 

My colleague and I waste a bit of NHS
time playing ‘spot the foreigner’ on the 
list. On page one I win points for a Gonzales
and a Singh that have slipped through 
the net. Then she pulls ahead with
Okonkwo, Hussein and Sigursdottir. 
We disagree radically on some names. 
I maintain that Twistleton-Smythe is
seriously foreign to this jurisdiction. 

I await the published paper with interest.
Flora Tristan is an inner city GP

CITY LIMITS

I HAVE been an FHO (foundation house
officer) for almost 11 months and have, along
with many of my fellow FHOs made my fair
share of mistakes since graduating. 

There have been times when I have 
written patients up for a loading dose of 500
milligrams of digoxin rather than micrograms
(thank you to the pharmacist who spotted that
mistake), and occasions when I have written
up a drug for OD when it should be
prescribed BD.

We were taught many things as medical
undergraduates but I do not remember the 
list including how to fill in a drug Kardex
correctly. I think this is something that is
forgotten about in training the doctors of
tomorrow, and is yet so important. 

As with many other overworked junior
doctors, I have occasionally been guilty of
asking a patient whether he or she has any
drug allergies but then forgetting to document
this on the drug allergy status box on the drug
file card when clerking that patient.

But imagine my surprise when I
discovered that a consultant in the medical
assessment unit — a professor no less — 
had done the same thing.

Mrs F had been admitted with an infective
exacerbation of COPD, and although the
consultant had documented her allergy to
penicillin in the medical assessment unit
clerking proforma (though not clarifying
precisely what her allergic reaction was), he

had failed to put this on the front of her 
drug Kardex. Fortunately for Mrs F, she 
was not given any penicillin or
cephalosporin antibiotic.

Having discovered during the next day’s
ward round that she had no drug allergy
status documented on her drug Kardex, I
asked her whether she was allergic to any
medications.

She said she was allergic to penicillin 
and, if given it, would have an anaphylactic
reaction. She normally wore a medical alert
bracelet so people knew.

Interestingly, a ward pharmacist had 
told me that a recent audit performed at my
hospital had shown that, in a sample of drug
cards, 24 per cent of cases did not document
drug allergy status. 

In an increasingly litigious medical 
world, this is a startling and worrying figure.

Never mind teaching medical students
how to treat bacterial meningitis, we should
be ensuring that they are able to fill out a
drug card correctly and safely.

It is simply indefensible and potentially
lethal to fail to perform this simple yet so
often overlooked task in everyday medical
practice. As doctors, we have a duty of care
to ensure that we practise safe medicine and
that the patient is not subjected to
unnecessary medical errors.
The author is a foundation house officer 1 in the
north of England
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BMA Q&A

‘Market reforms

are a real threat 

to patient 

care and to 

our training’

QWhy should junior doctors be worried
about the market in the NHS?

AThe introduction of markets in
healthcare is a misplaced idea, as there

is little information or opportunity for
people to exercise the choices that are
needed for hospitals to feel the pressures 
of competition. 

Evidence suggests that patients generally
choose their local hospital anyway. Large-scale
contracts can divert NHS funds from hospitals
that have to pay for the 24-hour provision of 
an emergency department and critical-care
services into cheaper private units that do not 
have those overheads and can bid more cheaply
as a result.

Similarly, ideas of introducing a market in
postgraduate training seem good but juniors
currently lack ways of exercising choice about
where they train, because the service needs to
be provided, even in hospitals that we know do

not provide good training. Some juniors have
had success persuading their programme
directors to change a planned rotation based on
Postgraduate Medical Education and Training
Board survey results, for example, but there
is not much flexibility in the system for 
choice to be meaningful.

QHow could the market endanger
junior doctors’ training?

AThe market in healthcare threatens to
destabilise some hospitals where the

provision of some ‘loss-making’ services
(for example, specialist cancer services)
depends on financial support from the
‘profit-making’ services (for example,
elective orthopaedics). If local competition
sucks those orthopaedic patients into a
competing private sector hospital (or even
another NHS hospital) then the hospital may
find itself unable to provide the specialised

services — and that also obviously means
they cannot train in those specialties, either.

Markets in health can only be implemented
where there is an easily sliceable type of care,
which largely means surgical and procedural
specialties that can be charged per procedure.
The problem is that when large numbers of the
low-risk procedures get sucked into the private
sector (where there is little or no training), those
procedures are lost for training in the NHS.

QWhat kind of impact do you envisage
the market could have on patient care?

AThe market runs the risk of
destabilising local health economies,

where expensive, loss-making specialties in
a hospital were always cross-subsidised by
the high-turnover, profitable parts of the
service, which are, of course, the area that
private providers are moving into. This
deprives the loss-making specialties of

support and threatens them with
closure or regional ‘reconfiguration’
For the patient this means: ‘You’ll have
to go to a distant hospital now, we can’t
afford to offer that service here.’

QHow can juniors get involved
with the BMA’s debate on 

the issues?

AThe BMA has launched a
wide-ranging initiative, building 

on past work, to consider and 
confront the threat to the NHS 
that markets present. 

Elsewhere in this issue of BMA News —
and on the new www.lookafterourNHS.co.uk
website — there is information on how 
you can get involved. 

Market reforms are not an arcane
obscurity in NHS finances, they are a real
threat to patient care and to our training.

Answering your questions is BMA junior doctors committee vice-chair Tom Dolphin

P
ERSONAL health budgets are 
a bit like Marmite: you either love
them or hate them. That was how
Birmingham professor of health

and social care Jon Glasby, co-director 
of the university’s Health Services
Management Centre, described attitudes
towards an initiative that aims to give
patients more control over their care.

Professor Glasby claimed momentum 
was growing in support of PBs (personal
budgets) in health, following a period of
‘policy hostility’.

However, the BMA has strong
reservations about them. It has warned that
they could undermine the fundamental
principles it is supporting through its calls 
to ‘Look After Our NHS’.

Personalised care
At the Westminster briefing event 
The Health Bill 2009: Examining the
Future of the NHS and Patient Care,
which was hosted by The House magazine
last month, BMA council chairman
Hamish Meldrum explained that doctors
were in favour of providing personalised
care in partnership with their patients. 

But he said he was worried that PBs 
could become overly bureaucratic, adding
transaction costs and creating a ‘huge new
industry’. He also expressed fears that they
would reinforce the concept of an NHS market
and a view of healthcare as a ‘commodity’.

However, he added that, although he
‘remained unconvinced’ by PBs, he looked
forward to the findings from provisional
pilots of the concept announced by the
Department of Health last month.

The 68 provisional pilots across 75 PCTs 
will examine how PBs could work in 
the context of long-term conditions, stroke,
continuing healthcare, mental health, end of

life, substance misuse, learning disabilities
and physical disabilities. 

At the end of this year, these provisional
pilots will be assessed, and some will go
forward for full three-year pilots.

There are three models for PBs: 
� A notional budget held by the
commissioner. No money would change
hands, but the patient would know 
what the costs of healthcare options 
were and the financial implications of 
the different ways of spending money. 
The NHS would be in charge of contracting
and service coordination
� A real budget held by an NHS
intermediary such as a GP, care manager 
or advocate who would help the patient
decide what he or she needed; the patient 
and intermediary would then purchase 
care together
� Patients would be given a cash entitlement
to buy the services and treatments that they
thought best suited their needs.

The NHS already has the powers to
implement the first two models. But the
direct payment model depends upon 
the enactment of the Health Bill 2009, which
is due for its second Commons reading on
June 8, following debate in the Lords.

And it is this model, expected to be piloted
from next summer, about which 
the BMA is particularly concerned.

Equity at risk
What would be the impact of putting a cash
value on care? Will patients feel that they are
burdens on the NHS and society, and seek to
restrict their treatment? What happens if 
a budget runs out? Who is responsible? What
if patients spend less than their budgets
allow? Will they be encouraged to give
surplus money back to the NHS or to spend
all the money available?

Do personal budgets represent privatisation by the back door? Or could they provide 
a genuine opportunity for empowering patients and transforming the relationship 
between the state and the individual? Mike Foster reports from Westminster

These are just some of the questions
raised by the BMA. Doctors leaders fear

equity could be at risk if some patients are
allowed to buy services not normally
available on the NHS. Also, NHS resources
could be wasted if PBs were used for services
and treatments that were not proven to be
clinically sound or cost-effective.

Dr Meldrum cited the example of
complementary therapies, saying many
people wanted them but there was not a lot of
clinical evidence to suggest that they worked.

‘Are you going to allow patients to buy
complementary therapies when they do not
cut the mustard in the NHS?’ he asked at 
the briefing.

Dr Meldrum also described the BMA’s
concerns about the scope and allocation of
PBs. Will they be set nationally or locally?
Will they include all aspects of care or just
some of it? How will they be priced? Will
budgets be calculated differently between
PCTs or patients or between NHS and
private providers? How will pricing be done
for services in community care that currently
do not have payment by results tariffs in the
same way as secondary care?

Professor Glasby said there were more
than 70,000 people receiving direct payments
in social care, following their introduction in
1997. The government has said that within
three years all adult social care will be
provided through independent budgets and
self-directed support.

The professor agreed that there was very
little evidence about how PBs would work 
in healthcare and it could be difficult to
decide where the boundary was between
health and social care. However, he said 

the experience in social care was that
improved clarity about available funding 
and giving carers and service users more
control over how money was spent gave
people a sense of empowerment.

He said: ‘If you explain this badly, it can
look like privatisation by the back door. But 
I think it is about citizenship, changing the
nature of the relationship between the state
and the individual.’

Missing information
Rita Brewis, lead of the Staying in Control
project of social enterprise In Control, which
seeks to extend self-directed support into
health, said those calling for PBs were not
saying that patients always knew what was
best for them. And she acknowledged that
healthcare was very different from social care.

Ms Brewis said: ‘Work in health is just
beginning. We don’t have the answers, and
we are working through some of the things.
We fully support an NHS being free at
the point of delivery. This is not all about
money. It allows for good planning and can
be a lever for improving relationships.’

Staying in Control, a ‘learning
community’ of 37 PCTs and local
authorities, has been examining how
personalised models tested in social care 
can best be amended and tested in the NHS.
On July 1, it plans to unveil a model for 
the personalisation of healthcare, based on
real-life situations.

The BMA will keep a watchful eye on
developments. As Dr Meldrum said at 
the Westminster briefing, experience has
shown that some pilots can be more like slow
roll-outs of policies that are never properly
evaluated. Then the NHS is stuck with them.

Doctors also want any decision about PBs
to be preceded by a national debate that
would take place alongside 
the pilots and continue after their results 
have been evaluated.
� BMA members can view a BMA
briefing on PBs (personal budgets) 
and direct payments by logging in to 
www.bma.org.uk/healthcare_policy/Healthbill
policy.jsp

A full list of PB provisional pilots is at 
www.dhcarenetworks.org.uk/PHBLN/

To find out more about In Control,
visit www.in-control.org.uk

Power to the people?

‘We fully
support an

NHS being free
at the point of
delivery. This is
not all about

money’

HUMAN TOUCH: a session at the Tower
Hamlets Exercise and Nutrition
Programme. The programme has been set
up as a result of Tower Hamlets Primary
Care Trust’s participation in the Staying in
Control ‘learning community’, which is
exploring the potential for personalised
models of care to be used in the NHS
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