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EBOLA CRISIS

What stops healthcare workers
volunteering to fight Ebola?

MSF

The outbreak of Ebola virus disease has caused

unprecedented demands on health systems

in west Africa, which were already fragile and
are now at breaking point. The outbreak will be
brought under control only with a massive input
of money, infrastructure, and people." Crucial
among the personnel needed are healthcare
workers. For example, Médecins Sans
Frontiéres (MSF), the most heavily involved
charitable organisation, currently has only 276
international staff on the ground in the three
worst affected countries—Guinea, Liberia, and
Sierra Leone.’ This is far short of the thousands
more that are needed.’

So far, inthe UK800 people have volunteered
to go to west Africa. Although many more have
considered going, the factors that hold people
back from signing up have not been assessed.
Informal discussions among colleagues, and
monitoring of social media such as Twitter
and Facebook, have suggested that a range
of factors may influence healthcare workers’
decisions on going to west Africa. Some of
these, such as fear of becoming infected or
personal home circumstances, are not easily
changed. But there are other factors, which
potentially could be dealt with if it were clear
thatthey are important. These mightinclude
reassurance about the training to be given,
clarity over payment and backfill of posts, and
allaying uncertainties over repatriation for
anyone who becomes unwell.

To gain a better understanding of the barriers
that are preventing UK healthcare workers from
volunteering to help control the Ebola virus in
west Africa, we have launched a simple, brief
online survey. We hope that this will identify
any modifiable barriers that policy makers and
those recruiting staff could potentially address.
This would encourage more healthcare workers
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to volunteerin west Africa, which should in
turn help lead to a swifter end to the epidemic.
Bringing the outbreak under control would not
only benefitthe people of west Africa but also
help to protect the UK from imported cases.
We encourage all UK healthcare workers to
complete our survey, which can be found at
www.surveymonkey.com/s/HPRUebola.
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SAFEGUARDING CHILDREN

Primary care needs much better
systems to safeguard children

Forthe pastyear | have felt that general
practitioners are disadvantaged in their ability
to help protect vulnerable children from abuse.
Otheragencies “share concerns” and have
lower thresholds for reporting, whereas all the
training for GPs seems to focus on “referrals.” Not
surprisingly, it is often unclearwhether something
that we see crosses the threshold for referral,
which will precipitate action and potentially
jeopardise future relations with the family.

The complexities of presentations in our
surgeries need to be matched by a sophisticated
system for dealing with our concerns. The
separation of health visitors from the primary care
team in most areas has deprived GPs of the ability
to make soft referrals when they have concerns
abouta family, although this has never helped
with the sexual abuse of older children.

We need more effective and proportional
systems in primary care if we are to fulfil our role
in genuinely protecting vulnerable children.
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New tool to aid detection of
child sexual exploitation

Thomas and Humphery highlighted the challenges
inherentin safeguarding young people against
child sexual exploitation (CSE)." Consultations
with young people within sexual health services
routinely entail detailed exploration of risk

and vulnerability, placing sexual health as key
services to identify those at risk of CSE.

In response to emerging understanding
aboutthe prevalence and nature of CSE,” the
Department of Health and the Home Office
awarded the British Association for Sexual Health
and HIV adolescent special interest group, in
collaboration with Brook, a grantto develop a
toolto help detect CSE amongyoung people
attending sexual health services.

The formation of a multiagency advisory
group, in partnership with young people, some
of whom had experienced CSE, has resulted
inthe development of a document “Spotting
the Signs.”” Thomas and Humphery suggested
thatthe way in which health professionals
communicate with young people might affect what
information the young person is willing to provide.
Similarly, our consultation with young people
specifically identified that a conversational tone
was desirable, and this is reflected in Spotting
the Signs. This document encourages the use of a
national proforma designed to act as a prompt to
help identify factors associated with CSE.

Aftera successful pilotin sexual health clinics,
outreach settings, and general practice, Spotting
the Signswas launched in April2014 and has
beenrolled outin many services across the
country. Review of the use of the proformais to
be undertaken in 2015, including its potential
applicability in other settings such as emergency
departments. The proforma is freely available,’
and atoolkit and e-learning resource are shortly to
be released. These initiatives will help to protect
young people now and in the future.
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OPTIMISM ABOUT PCI

The real reasons behind
complex surgical procedures

The furtherthat | read into Whittle and
colleagues’ editorial on patients’ optimism
about percutaneous coronary interventions," the
more the suspense grew. Imagine my surprise
when | found no real reference to the effect of the
cardiologist’s needs and wants on the frequency
ofthe procedure being offered.

The more powerful person in the therapeutic
relationship is the doctor, not the patient, so
why are so many patients having procedures
with benefits that they poorly understand?

Don’tlook at the patients to find out why.
Instead, examine the doctor’s motivation.

In some parts of the world itis as simple
as money (fee per procedure). In othersit’s a
more complex aggregation of pride, technical
complexity, and the challenge associated with
the procedure, not to mention the social and

RESPONSE

professional plaudits that go along with saving
lives every day.

Patients think they are having life saving
procedures because medical professionals
want them to believe that this is so.
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TWO CARE PACKAGES FOR ENGLAND

Wanted: common understanding
of the purpose of care homes

Lm

B

The Poor Law’s long shadow

[lliffe and Manthorpe may be right in asserting
thatthe marketin social care has failed but the
accompanying photograph caption, “The Poor
Law’s long shadow,” is insightful. Poor laws
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sought to deal with poverty and the “feckless and
the reckless.” People needing care today have
typically survived into later life but are dependent
through dementia and frailty; yes, many will

be poor, but few are destitute. Theirneeds are
distinct from traditional social care or healthcare.

Care home bed numbers dwarfthose in the
NHS, and theirfunding dominates social care
budgets. The Department of Health is polarised
into “healthcare” and “social care.” In recent
years, although social care has sought to prevent
care home admissions and health services have
tried to prevent hospital admissions from care
homes, neither has comprehensively led policy
and practice for care homes.

We need a common understanding of the
purpose of care homes. Recently we used life
trajectories to propose an approach we termed
formative care.” We need to get beyond the mixed
messages of “demographic challenge,” “success
of ageing,” and “morbidity compression” and
develop care homes that have avalued place in
society. This requires new effective ownership
and leadership of care home policy and practice.
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Katherine Rich replies to Martin McKee

As the representative of most of the New
Zealand food and grocery industry, the New
Zealand Food and Grocery Council speaks
regularly to commentators, journalists, and
bloggers on allissues that concern its members.
We try to get fairand balanced messages on
issues related to food and grocery overall. We do
not pay for media coverage or blogs.

We respect science and expertise, and we
work constructively with a wide range of public
health advocates.

The opinion piece by Martin McKee was
disappointing because it repeated a number of
falsehoods printed in New Zealand newspapers
thatwe had taken the trouble to raise with them.

Forexample, McKee’s reference to media
commentator Wendyl Nissen isillinformed.
When she first published her critical piece, the
New Zealand Food and Grocery Council wrote
to the newspaperto point out that the personal
anecdote she had used to underpin her story
was untrue. Ratherthan remove the story, the
newspaper chose to upload a separate personal
anecdote from two years earlier about how we
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had lodged a Press Council complaint about
an errorridden story by another journalist who
had quoted Nissen’s book. McKee was correct
to state that Nissen had previously criticised
the use of artificial colours. However, if he

had done his research thoroughly he would
have discovered that the New Zealand Food
and Grocery Council had sought and received
corrections fora two page newspaper article
sourcing herwork that contained more than 70
factual errors.

New Zealanders are entitled to make their
own choices about food colouring, but it is
important that what they read is evidence
based, not falsehoods repeated from the
internet. Readers of The BM/ who are interested
in this exchange can find additional information
on our website (www.fgc.org.nz).

McKee also references comments made
about Doug Sellman, best known as the media
spokesman for the anti-alcohol campaign group
Alcohol Action NZ.

The New Zealand Food and Grocery
Council respects the work of Sellman when

heis speaking on topics about which he has
expertise. Unfortunately, he regularly steps
outside his area of expertise to express opinions
thatare not underpinned by the same academic
weight. The use of emotive language to referto
grocery store owners who sell beerand wine

as “drug dealers” and “drug pushers” (one

of these attacks was aimed directly at one
owner by name for applying fora liquor licence)
undermines other comments drawn from his
academic expertise.

New Zealand is a country where freedom of
speech is strongly defended, so Sellman and
otheradvocates are perfectly free to speak on
any topic. But equally, other New Zealanders
have the right to express a contrary view if
they see fit. The debating of ideas is surely an
important part of any democracy.
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