
SNOW AND ice have hit the
headlines this month. But in
London, the ‘big freeze’ relates
to more than just the weather.

Doctors leaders are warning that hospitals
across the capital are facing a whole series of
pressures because of a frozen budget.

Health services in the capital face a
breakdown, according to a report commiss-
ioned by the BMA London regional council.

The council has urged NHS London to lift
the veil of secrecy from plans for dealing 
with an estimated £5bn budget shortfall 
that is expected to have accumulated by 2017.

It has pointed an accusatory finger at the
strategic health authority for keeping plans
for dealing with the shortfall under wraps.

Fears that a record number of beds and
hospitals could shut down in London have
been set out in the report London’s NHS: On
The Brink written by LHE (London Health
Emergency) information director John Lister.

Mr Lister writes that earlier concerns
about former health minister Lord Darzi’s
plans to shift care to polyclinics from
hospitals and concentrate acute and trauma
care at fewer specialised centres are now
likely to be multiplied and intensified
because of a government squeeze on public
sector spending.

He points out that a frozen budget means
cuts in real terms.

The report, published this week, says
contributing factors to the emerging financial
and organisational crisis include: 
� Increasing PFI (private finance initiative)

payments for 20 schemes built in 
the capital

� The fact that nine London trusts and one
PCT are already considered ‘financially
challenged’

� Rising attendances at emergency
departments

� Higher spending on mental health and
staff agency costs in the capital.
The BMA believes that NHS market

reforms are partly to blame for the damage to
the health service in London and elsewhere.
Its campaign, Look After Our NHS, wants an
end to private sector involvement in the
health service.

LRC chair Kevin O’Kane says: ‘While 
we recognise that there are problems with
healthcare delivery in London, we are
extremely worried that plans to cut services
are being kept secret.

‘If people realised that we were heading
towards financial meltdown involving cuts in
bed numbers and hospitals closing, they
would have the opportunity to make their
voices heard about these plans.’

Clandestine cuts
London emergency medicine consultant 
Dr O’Kane adds: ‘Doctors in London want 
to work with the authorities to ensure that
patients get the best healthcare possible but
this is virtually impossible when we are being
kept in the dark.’

The LRC report claims: ‘The base case
assumption by NHS London is that from
2011 there will be 0 per cent real growth

facing a 4 per cent increase in activity.
Given the scale of this problem, which 
NHS London has estimated as more than
£5bn in real terms cuts by 2017, PCTs 
and trusts are being pressed to begin
cutbacks now rather than delay.’

Mr Lister cites NHS London proposals
for GPs to be paid £50 per consultation to
cover extended hours and out-of-hours care;
for 55 per cent of outpatient services and 60
per cent of emergency department activity to
shift to ‘polysystems’ in the community; and
to decommission 7 per cent of elective
procedures, 30 per cent of outpatient
appointments, 10 per cent of emergency
department activity and up to 15 per cent 
of diagnostics.

The upcoming financial constraint is not
unique to London but the capital, because it
has 15 per cent of the population of England
and 16.5 per cent of PCT budgets, will
shoulder one-sixth of any national cutback,
according to the report.

Financial forecasts for the six
commissioning sectors covering London’s 
31 PCTs, as well as snapshot data of the
situations faced by each PCT, are also
highlighted.

Details of the financial shortfall for each
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of the capital’s six sectors — north west,
north central, outer north east, inner north
east, south west and south east — have been
estimated based on a north-central report,
which suggests its five PCTs will face up to a
40 per cent gap or a £900m shortfall by 2017
compared with its 2009/10 combined budget.

A common trend found in Mr Lister’s
research of PCT board papers is one of ‘over-
performance’ on emergency department
services and rising demand for care.

NHS London, however, has repeatedly
refused to publish details of a presentation on
affordability assumptions. The findings
outlined in the presentation were leaked to
the HSJ (Health Service Journal), which
published them in a September article, and
were reportedly drawn from proposals
developed by consultancy firm McKinsey.

HSJ says hospitals could face a 72 per
cent decrease in workload and a 42 per cent
decrease in annual income by 2016/17.

Information gag
On its website, NHS London says it does not
have to publish further details — even though
requests for the information were submitted
under the Freedom of Information Act 2000.

However, director of finance and
investment at NHS London Paul Baumann
told BMA News: ‘We know that while
activity in the NHS is expected to grow,
funding growth is not expected to stay at the
same levels we have seen…

‘We are investing heavily to ensure that
care is provided in the most appropriate
setting and on a more local basis. This will
see some activity come out of the acute
sector and into primary and community care
to give people a better and more efficient
service closer to where they live.’ 

It is NHS London’s secrecy that so worries
the LRC. Mr Lister’s report warns: ‘A key
focus for those campaigning to defend
London’s services must therefore centre on
full disclosure and public debate on all of
these policies and on the assumptions and
projections on which they are based.’

Find out more about the BMA campaign
at www.lookafterournhs.org.uk

IT’S NOT often that a
telephone consultation
makes you feel 
slightly, even if
unjustifiably, guilty. 

In our practice we use
telephone consultations, like
everyone else I suppose, for various
purposes. Most reasonably they
are for following up: ‘Your
cough has really cleared up
since you saw me last week.
That’s very good.’ Subtext, we
can skip the chest X-ray I was
thinking about. 

Or they are for discussing results
with patients: ‘Yes, despite your body mass
index of 58, fatigue and thirst, I have to grit my
teeth and tell you that your fasting glucose is
normal’ — no incentive there to stop snacking
on Mars bars, then.  

Sometimes, and this is where things get a
bit more wobbly, patients use telephone
consultations to request extensions of sick
notes, often for stress or lower back pain. 

I always feel a bit anxious about these and
catechise the patients about their symptoms

and history, especially if I don’t know
them.  And I give only two weeks and

get them to come in, ideally to see
their usual doctor.  This very

rarely goes down well.
More surreally, patients
will use phone

consultations to get

you to comment on a rash, or ask you whether
their varicose veins could be taken away. They
can be quite put out, indeed huffy, if you
suggest that seeing them in the flesh can
substantially increase your chance of
diagnosing the rash correctly or fairly
assessing the veins.  These, however, are minor
matters compared with the unease I felt after a
telephone consultation with Dave. I didn’t
know Dave before he rang and he began on a
cheery note. ‘Hi doc. Doc, on November 13, I
think it was, I went off to the emergency
department but I told my work I had been 
to the GP and you had actually sent me to 
the hospital.

‘I need a letter to say that you did, otherwise
it’s a disciplinary,’ he said. 

‘But we didn’t see you, did we?’ I said. 
‘Very sorry but I can’t actually write a letter

to say we did.’ I was just about to ask why he
had been to the emergency department, in
order to be able to write some supportive but
truthful letter for his employers, when he said,
desperately: ‘OK, you won’t write me a letter.’
Then, with heavy irony, he added: ‘Thank
YOU doctor,’ and rang off. He wouldn’t
answer when I rang back a moment later to
discuss what I could do for him and, in fact, his
number has been unobtainable since.  

Was I too quick to say no, even on the
wholly reasonable grounds of probity and all
that? Should I have kept quiet for longer and
found out the whole story? It was hardly an
exemplary phone consultation.
Flora Tristan is an inner-city GP
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G E N E R A L P R A C T I C E I N T H E I N N E R C I T Y

THE CARDIAC arrest bleep went off and I
guided my team of junior doctors to the
orthopaedic ward where basic life support was
being administered to a patient. 

Hierarchy has it that I was leading the
arrest, so I stood back and directed operations.
I asked for the notes and was handed a thick set
that I started leafing through.

A massive pulmonary embolism had been
diagnosed earlier on CT scanning and the
patient was three days post-op. This is one of
the four Ts of the cardiac arrest protocol and I
duly thrombolysed the patient and carried on
advanced life support. The patient had been
intubated by this point.

However, something was not right. I could
sense it. The operation that we saw on the
patient and what I was reading in the notes
did not match. The healthcare officers present
were adamant she had broken her hip; the
notes said she had an elective hip
replacement. I looked straight ahead at the top
of the bed where the patient’s name was
meant to have been written; it wasn’t. I
thought to check the name tag but instead
blurted out: ‘Is this Mrs … ?’

I already knew the answer as one of the
nurses said no. I was holding the wrong notes. I
had been given the wrong notes. I had given
the wrong patient an inappropriate treatment.
Deathly silence ensued as everyone realised it
at the same time. 

The house officer walked away. The nurse

who had given me the notes left. 
I had to be professional. I

felt the need to shout at
everyone but mostly at
myself. I was angry I had
assumed that the notes were
right. I didn’t check the
name tag when the house
officer and I administered the
alteplase. This was a fairly
horrendous drug error. As we carried on the
resuscitation process, all eyes were on me and
it took every iota of medical, social and
behavioural knowledge for me to remain calm. 

As chance would have it, a pulse was felt
on the next round of life support and an
electro-cardiogram showed a massive
anterior elevation infarct, for which the
treatment would have been systemic
thrombolysis anyway, albeit with a different
agent. Regretfully, the patient died after a
few more minutes.

I had to explain what had happened to the
family. Honesty is always the best policy.
They were surprisingly very accepting of the
fact that I had made a mistake. In the
morning, the consultant was very comforting
as well. There were a lot of confounding
variables in this critical incident.

However, I had been lucky. And never ever
will I assume anything again.
Avinash Aujayeb is an SpR in respiratory
medicine in Sunderland 

See One, Do One is a 450-word column about life as a junior doctor. If you would like to submit an article for
this column, use the details in ‘Write to us’ (see left). Payment is made for those published. 
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SEE ONE, DO ONE
W O R K I N G A N D S U R V I V I N G A S A J U N I O R D O C T O R

AS UNLIKELY as it may seem, on a tiny island
in the middle of the South Pacific, I met a
woman who came to be a huge inspiration for
me as a medical student.

Dr Quinney, or ‘Quinney’ as she was
affectionately known, was one of two
doctors working on the island of Gizo, part 
of the archipelago that makes up the
Solomon Islands.

Trained in Fiji, but working permanently in
the Solomons, Quinney’s knowledge seemed
infinite. From diagnosing syndromic babies to
performing hysterectomies, from spiralling
skin rashes to treating someone with a fishing
hook in the eye or a stingray spine in the
heart, Quinney knew it all. She had to. 

In such an isolated community, supplies are
scarce and diseases that are rare in the
western world are rife. But never once did
Quinney falter in her treatment, knowledge,
care or compassion.

It was amazing to see. She was also a great
teacher and a firm believer in ‘learning by

doing’. By the end of my elective, as well as
having learned enough pidgin English to take
the ward rounds, I had performed numerous
minor procedures, including an acetic tap, the
lancing of an abscess and a skin biopsy. 

The experience of getting to know Quinney
was made all the more rewarding by her
outlook and perspective on life. Her sole aim
was to help people less fortunate than herself,
and she went to extreme lengths to do so —
working all available hours.

I was lucky enough to be part of a team
that embarked on an outreach clinic. Apart
from me, the team consisted of another
medical student, Quinney, a nurse and a boat
skipper. We were to visit the more isolated
islands of the area, to reach those who had no
way of getting to hospital. These were 
often places with no running water or 
toilet facilities.

It involved five days and four nights of
eating nothing but rice, tinned fish and
pomelo (a large grapefruit), sleeping on

wooden floors, being
tossed around by the
stormy sea in a tiny
fishing boat, and
drinking iodine-tinged
water. It was one of 
the best experiences of
my life.

It was incredible to
see people surviving in
such isolation, where
personal possessions
were limited to the occasional chicken or —
for the very fortunate — a sleeping mat. 

And I felt truly touched and honoured
when these communities presented us with
precious gifts of fruit and nuts to thank us 
for coming.

As well as her medical knowledge,
Quinney often amazed us with her
fascination for wildlife and nature: she
showed us how to fish while travelling across
stormy seas at 30mph in a tiny boat; advised
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THE SOLOMON ISLANDS
us how to check
megapode birds’ eggs
for chicks before eating
them; taught us how to
rip off the tops of
coconuts with our
teeth, drink the juice,
then crack open the
shells to eat the insides;
and fascinated us 
with tales of fearsome
stingrays. 

So, on these tiny islands, where John F
Kennedy was marooned during the Second
World War and where coconuts were used for
IV fluids when saline couldn’t be found, there
lives one of the few inspirations of my
medical career, someone I will always be
grateful to have known — my very own
favourite medicine woman: Dr Quinney. 

I hope one day to become half the
physician she is.
Kathy Reed is a Southampton fourth year

TOUCHING FRIENDSHIP: ‘Quinney’
(left) and Kathy Reed (right) in
the South Pacific

Crippling PFI costs
LONDON’S NHS: On the Brink points to the
true cost of PFI schemes in the capital.

The report suggests repayments will
total £16.7bn over the lifetime of the
contracts — six times the £2.6bn cost of
building the new facilities.

PFI payments will cost London nearly
£250m this year, rising to £400m from
2014. This will squeeze resources from
other health services, the report states.

The BMA has long expressed concerns
about the use of PFI to build hospitals. It
has warned of the high costs associated
with such projects as part of its Look
After Our NHS campaign.

According to the report, South
London Healthcare NHS Trust’s PFI
project, the Queen Elizabeth Hospital,
cost £96m to build but final payments
will add up to £798m by 2030.

Meanwhile, Princess Royal University
Hospital, in Bromley, cost £118m to build
but final payments will add up to £788m.

The Barts and The London NHS Trust’s
£1bn PFI hospital scheme, which is
redeveloping Barts and building the new
Royal London Hospital in Whitechapel, is
described in the report as ‘one of the
biggest financial headaches anywhere in 
the NHS’.

The report states: ‘With such vast
investment over a whole generation in a
massive new hospital, bringing massive
legally binding costs to the trust, which
need to be covered by the local health
economy, it will be even harder for inner
north-east London PCTs to implement
the NHS London strategy of withdrawing
services from hospitals and re-provision
through polyclinics 
and primary care.’ 

While cuts in the capital’s health
services are expected, the details
remain a mystery. But, as Mike Foster
reports, doctors want more information so they 
can help protect patients when the cutbacks come

LISTER: a
frozen budget
equates to cuts
in real terms 

Secrets of the freeze
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