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Introduct ion

This book marks the 20th anniversary of the Academy of 
Medical Royal Colleges, an organisation which began life 
with perhaps litt le more ambition than to act  as an occasional 
liaison committ ee for the medical royal colleges. Today, 
as those bodies have grown in importance and number, 
the Academy and its members sit at the heart of medical 
education, healthcare policy and delivery across the UK 
and Ireland.

It was with this in mind, that when we commissioned 
the 40 authors at the beginning of 2016, we asked two simple 
quest ions: ‘What in your opinion has been the greatest  
development in healthcare in the UK in the last  20 years?’
or ‘What in your opinion needs to be the greatest  development 
in healthcare in the UK in the next 20 years?’

We invited views from across the healthcare sp ect rum, but 
while we wanted diversity, we did limit the number of people 
we asked. Our aim being to present a snapshot of health 
across the UK. We asked too that they gave us their own 
private views; they all obliged, but we must  make that clear 
here. Some contributors are close friends of the Academy, 
most  are not. Regardless though, everyone we contact ed said 
yes, without hesitation. We owe them a huge debt of gratitude 
for the time, eff ort and thought they have put in.

We made no demands on the subject s they chose and only 
asked they kept their submission to less than 300 words – 
a rule that was only broken a few times! The vast  majority of 
the short essays are therefore largely unedited, except for 
reasons of st yle and consist ency.

We thought, when we began this venture, we’d produce a 
book that readers would dip in and out of. Inst ead, we 
have a book which invites being read at one sitt ing, a book 
where personal test imony reveals real insight and an acute 
sense of what works and what doesn’t in health. And whether 
the author is a patient or a politician, a paramedic or a 
consultant paediatrician, what shines through is the universal 
commitment to change and a self-evident passion for 
continuous improvements to the healthcare syst em we use, 
work in and cherish so much.

The Editor
Spring 2016
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The new Academy of Medical Royal Colleges began to establish strong 
links with the Department of Health and the Government of the 
day, and had signifi cant infl uence in the way that the health service was 
being shaped, particularly in quality of care. One such example is the 
Academy paper in October 1997 that led to the establishment of what 
now is NICE. 

Since then the STA has disappeared and its role has been taken over by 
the General Medical Council. Sadly the colleges now have no statuary 
responsibility for postgraduate education, something they worked hard 
for in 1996. We do have the good fortune, however, that the Academy has 
become increasingly important and has grown in stature and relevance. 

The Lord Turnberg
Chair, Conference of Medical Royal Colleges, 1993—1995

The Lord Patel KT
Chair, Academy of Medical Royal Colleges, 1996—1998

Meetings of the Conference of Medical Royal Colleges were pleasant 
informal aff airs for the Presidents. But they were little more than that and 
since Conference had no funds of its own, depended heavily on the college 
of whoever happened to be chair for all its support. And of course, we 
had no fi xed abode. Sometimes we met at a college, sometimes it was at the 
Royal Society of Medicine. 

The relative ineff ectiveness of this arrangement was brought home when, 
in 1996, an EU directive made it clear that postgraduate education 
required a more formal system of oversight. The question of who should 
form the ‘competent body’ to take on this role was raised. It seemed 
likely the General Medical Council would be given the responsibility 
and not the colleges that had been busily engaged in the work until then. 

Conference needed to get its act together. It had to change from an informal 
group of Presidents into a formal body with legal status in order to argue 
its case. It was this that stimulated the move to form the Academy and to 
appoint staff . At the same time, the separate Specialist Training Authority 
of the Medical Royal Colleges (STA) was formed and given the specifi c 
role of overseeing postgraduate training. 

Unsurprisingly there was resistance internally amongst the Presidents 
to the change – do we really need it? We obviously did – and externally 
resistance to the name, the Academy, when we clearly were not an Academy 
in the usual sense of the word. It was, however, a useful inducement to 
reluctant Presidents to be given a grand title.

Foreword
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Looking Back

Smoking is one of our biggest killers. Eff orts to reduce it have continued for 
50 years. One of the most signifi cant came in 2007 with the nationwide 

ban on smoking in enclosed public spaces. There had been great anxiety, 
in advance of the ban, that it would provoke widespread opposition and 

cause economic hardship to the pub and restaurant trade. Neither turned 
out to be true.

The vast  majority of adults approve of the change and 
moreover, it has worked. Evidence shows smoking rates 
have fallen and there has been a signifi cant reduct ion 
in hosp ital admissions due to heart att acks, resulting 
from the smoking ban. The ban is undoubtedly one of the 
greatest  healthcare developments of the last  20 years. 
But we need to go further. 

New York has banned smoking not only in enclosed sp aces 
but also in the doorways to bars, cafes and rest aurants 
and in Central Park. Hong Kong has made all public sp aces 
smoke free, including beaches, parks and open air transp ort 
sp aces. In Aust ralia, Canada and elsewhere in the US, similar 
eff orts are being made. Reducing smoking must  remain our 
absolute priority.

Ara Darzi
Consultant Surgeon, London



20/2016  17

Looking Back

For me, the greatest development in healthcare in the last 20 years has been 
the free fl ow of information. This is invariably linked to specifi c areas such 

as data-sharing or digital technology, but the essence of progress is simpler. 
The real revolution has been the breaking down of barriers to knowledge, 

both physical and conceptual. 

When I st arted medical school in 1999, the internet was a 
tool that was accessed periodically from the university 
computer room. Journals were read in their paper form and 
heavy textbooks were our primary learning tools. Today’s 
libraries and research banks are in our pockets, readily 
accessible at all times. When I teach medical st udents today, 
I am aware that the knowledge I impart will be inst antly 
scrutinised and I am a bett er teacher for it. 

The demand for free access to information in academia has 
been controversial but has undoubtedly broken down 
fi nancial barriers for those countries and syst ems without 
adequate fi nancial support. Knowledge sharing has enabled 
collaboration and innovation across global health syst ems 
and changed the way we think about and conduct  research.

However, I think that the greatest  eff ect  of these changes 
has been on patients and how they manage their health. 
Knowledge is power and today’s patients can quest ion 
healthcare professionals, compare syst ems and connect  
to other patients facing similar st ruggles. 

Of course, these changes have not been without challenges. 
Large quantities of information can be overwhelming and 
there are on-going issues regarding information sources, 
quality and data protect ion. However, the predominant eff ect  
of the free fl ow of information is greater transp arency 
and accountability within healthcare and we are all bett er 
off  for it.

Farzana Rahman
Consultant Radiologist ; Academy of Medical Royal Colleges Clinical Fellow
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Looking Back

The completion of the Human Genome Project in 2003, represented 
a ground-breaking development in our understanding of the human 

body. As a result, we now have the ability to read nature’s complete 
genetic blueprint for a human being, improving the human condition in 

incredible ways and revolutionising our concept of healthcare.

Both in the UK and across the world, the possibilities 
for healthcare are endless as we harness the information 
garnered from DNA to develop new ways to treat, cure or even 
prevent many thousands of diseases that affl  ict  our society.

As a Minist er in the Department for Health, I brought forward 
genetic test ing into the NHS on the back of it. Litt le did I know 
then that some years later, my wife would use such test ing 
to identify a risk of breast  cancer. She was able to reduce her 
risk of developing the disease that had sadly claimed her 
mum and her sist er.

So, for me, the Human Genome Project  represents a truly 
great development, both on a professional level and a 
personal one. To date, the Human Genome Project  st ands 
as a test ament to an international community of experts 
coming together in the interest s of science and healthcare 
to sequence and map all of the genes of human beings. 

It remains the world’s largest  collaborative biological project  
and I hope it won’t be the last  time we see the international 
community join forces to further push the boundaries of 
science for the public good.

Andy Burnham 
Secretary of State for Health, 2009—2010
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Looking Back

I fi rst qualifi ed as a doctor from Westminster Medical School 40 years ago. 
During that time I have seen many changes and some truly magnifi cent 

developments across the profession, CT, MRI and PET being some of the 
most technical. 

While they have certainly changed what we know and how 
we invest igate, they may not perhaps have impact ed widely 
on all our patients or the population as a whole.

For me, as a jobbing GP at the delivery end of medicine, the 
greatest  development in healthcare in the last  20 years is 
without doubt the true underst anding of the role of obesity 
in illness, the impact  on the causes and development of 
conditions not immediately referable to as ‘fatness’. Twenty 
years ago, weight was a personal cosmetic issue and almost  
taboo in the consulting room. Now we have the evidence of 
its impact  on so many diverse areas from infertility through 
to cardiovascular disease to cancers and ast hma. Some of 
this eff ect  is causal, some covert and yet more by rendering 
diagnosis and treatment far more technically challenging. 

At least  today we have medicalised this problem and can 
approach it freely in the consulting room without being 
considered as being personal and inappropriate. All we need 
now is a plan to deal with it eff ect ively. And key to that 
will surely be an underst anding that there can be no progress 
in medicine for individuals without personal ownership. 

Peter Skew 
General Pract itioner, Jaywick, Essex 
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Looking Back

I have seen huge changes in nursing over the past 20 years, not only in the 
way nurses are educated, trained and then developed, but also in the way 

our roles have been extended. 

Today, nurses undertake work that would not have been 
dreamed of back in the mid-1990s. In palliative care, the 
role of the Clinical Nurse Specialist s and the development 
of palliative care teams have developed dramatically 
and for the good. 

From a patient’s persp ect ive, choice, control and a say in their 
care is now rightly held to be of great importance. The shift  
away from ‘doct or-knows-best ’ to patients and professionals 
having conversations together, jointly making decisions 
about what’s best  for them, has enabled something of a quiet 
revolution to take place in both primary and secondary care, 
but in palliative care particularly. 

Sharing information about new knowledge and skills across 
boundaries and multidisciplinary working has developed 
alongside this. And while there is st ill a long way to go 
towards fully integrating health and social care, we have 
made great st rides. So too has the underst anding of palliative 
care by professionals. Today, I am pleased to say that on the 
whole, there is general acknowledgment by the profession 
that patients with all life-limiting illnesses deserve the best  
palliative and end of life care. 

Theresa Richards
End of Life Care Facilitator, Wrexham 
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Looking Back

When my consultant gave me a diagnosis in 2013 of primary lateral 
sclerosis she advised me not to look it up on the internet. She was 

worried I would confuse PLS with the more vicious type of motor neuron 
disease called amyotrophic lateral sclerosis. As most patients with 

ALS live less than three years from diagnosis, that was understandable. 

Never one to obey advice, soon I was st anding at the ward 
window searching for an internet signal to fi nd out just  
what PLS was and, more importantly, how my life was likely 
to change.

I was frightened by what I found, but also educated: I learned 
that I may become paralysed, lose my voice and be reliant 
on an elect ric wheelchair, but I also found that I could st ill be 
walking in 10 years’ time. 

One forum post er had writt en ‘MND patients who go early are 
the lucky ones’. I disagreed. I wasn’t ‘going early’ and I felt 
lucky. That web search told me that PLS patients oft en live 
a normal lifesp an. 

From that moment on, alongside healthcare professionals, 
the internet has been a major source of advice for me about 
living with this rare form of MND. For patients st ruggling 
with the isolation of a rare illness, being able to interact  
online with others in the same boat is potentially a lifesaver. 
It’s certainly a sanity saver. 

For me then, albeit indirect ly, access to the internet has 
without doubt been the most  important development in 
healthcare in the UK. 

Miles Pilling
Photographer, Worcest er
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Looking Back

Tim Helliwell
Consultant Hist opathologist , Liverpool

The investigation of patients through dissection of their bodies after death 
has been an important part of medical education since the 19th century. 

The correlation of ante-mortem clinical fi ndings with the structural changes 
after death has elucidated the nature of many diseases, allowing clinicians 

to refl ect on the eff ectiveness of their treatments.

The invention and widesp read use of cross sect ional imaging 
(CT and MR scanning) in the 1980s and 1990s allows much 
more detailed invest igation of patients during life, revealing 
information previously only seen during surgery or at 
post -mortem. 

The apparent need for hosp ital (consent) post -mortem 
examinations reduced in the 1980s, and autopsies were more 
focused on the invest igation of unexplained or potentially 
unnatural deaths through the Coroners’ syst em. In recent 
years, the importance to relatives and to society of reliable 
information on the causes of death has been widely 
discussed and the implementation of a national medical 
examiner syst em in 2018 is welcome. 

The medical scrutiny of all deaths should avoid unnecessary 
dist ress for families who have quest ions about the death 
of loved ones in hosp itals and the community and will provide 
bett er information for the allocation of healthcare resources 
to improve care for the living. It will also ensure that the right 
deaths are referred to the Coroners’ syst em for further and 
appropriate invest igations including cross-sect ional imaging 
and autopsy. 

The role of imaging as an adjunct  to autopsy is being debated, 
but we can look forward to the continued application of 
science to the invest igation of deaths. 
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Looking Back

Hugo Mascie-Taylor
Geriatrician; Medical Direct or, Monitor, 2014—2016

To confi dently identify the single most signifi cant development in healthcare 
in the last 20 years is immensely diffi  cult but it may be worthwhile 

drawing attention to the cultural shifts which have changed our approach 
to healthcare delivery. 

These have been driven by both global societal shift s and,
in the NHS, by some catast rophic failures (Brist ol, Shipman, 
Mid-Staff s) as well as a welcome and much increased 
willingness to look outside healthcare at successful 
approaches to syst em and service design, and to process 
management. 

The last  20 years have witnessed a movement away from a 
closed and oft en secretive syst em in which an unquest ioning 
reliance upon heroic individuals, coupled with a naïve belief 
that all doct ors and hosp itals were competent in every 
resp ect , had slowed much needed change. Peer review, 
appraisal, benchmarking and regulation have all played 
their part.

The recent culture has been a more challenging and 
transp arent one with a focus on safety and outcomes. 
Individuals and organisations have rightly been required to 
be more open and accountable and to become an eff ect ive 
part of teams. To their credit, many have embraced all of 
these changes with both enthusiasm and commitment. 

Services have been dramatically reconfi gured when evidence 
of improved outcomes is compelling (st roke, myocardial 
infarct ion, rare cancers, major trauma). This willingness to 
change service confi guration has resulted in signifi cantly 
reduced mortality and morbidity and pointed the way forward. 
These cultural and st ruct ural changes have yielded very 
considerable benefi ts to patients and if we are to continue 
to improve healthcare, quality and safety we must  be 
determined to continue on this path.
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Looking Back

Our awareness about the environmental impact of healthcare has 
improved considerably. It has become clear that healthcare is a highly 

carbon intensive industry. We know that the NHS is the largest 
contributor of greenhouse gases in the UK public sector and has a larger 

carbon footprint than some medium sized European countries. 

Most  of this footprint st ems from clinically related act ivities, 
not the energy associated with heating and lighting buildings. 
Alongside this the risks posed to human health from climate 
change are increasingly well recognised. Leaders in global 
health have heralded climate change as potentially the largest  
threat to human health in the 21st  century.

While perhaps then, the recognition of the challenge we 
face has been a signifi cant milest one in the last  two decades 
we must  now focus on what needs to be done. Over the 
next 20 years, the NHS needs to ensure that the delivery of 
healthcare does not continue to undermine human health 
through perpetually increasing greenhouse gas emissions. 
Inst ead it needs to become a worldwide leader in providing 
care that is environmentally resp onsible. 

There is an imperative for leaders in healthcare, clinicians 
and patients to work together to prioritise prevention, improve 
value, ensure ethical procurement and minimise wast eful 
use of resources. These changes will reduce greenhouse gas 
emissions, while also improving health outcomes.

Daniel Maughan
Psychiatrist , Oxford 
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Looking Back

The emergence of professional change leaders and the application of 
industry tools in healthcare, signals a signifi cant change in the way the 

NHS operates. Historically the NHS challenges were thought to be unique 
and dissimilar from other sectors. The single greatest development in 

healthcare in the last 20 years has therefore seen the NHS start looking to 
other industries for innovation and best practice.

Embracing lean methodology, favoured by international 
companies such as Ford, Toyota and Unipart, has led 
to improved patient experience, safety, quality and fl ow 
throughout the hosp ital. Our executive leadership team 
visited a jump jet repair fact ory to see how they have applied 
these principles. Although healthcare diff ers in many ways 
from the aviation indust ry, we both go through a number 
of complex processes in order to provide value. We found 
that their fact ory was more organised and had a st ronger 
culture of problem solving than any NHS hosp ital we had 
experienced.

We used this ideology to examine the patient journey from 
st art to fi nish and improve how we manage our whole syst em 
of care. We found that we could make the experience more 
st reamlined and effi  cient if diff erent departments and 
groups st arted working together, sharing information and 
knowledge, as opposed to operating in isolation.

Through our hosp ital’s successful Achieving Excellence 
programme, at the Royal Surrey, which brings world class 
st andards of indust ry to healthcare, we have helped our 
teams see how their act ions contribute to the patient 
experience and, most  importantly, help drive up quality and 
safety st andards.

Ann Spence
Programme Direct or, Royal Surrey County Hosp ital, Guildford
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Looking Back

Kevin Fenton
National Direct or of Health and Wellbeing, Public Health England

On June 5, 1981, the US Centers for Disease Control and Prevention 
reported fi ve cases of Pneumocystis carinii pneumonia (PCP) 

among previously healthy young men in Los Angeles. All of them 
were described as ‘homosexuals’ – two had died.

I can st ill remember the moment I fi rst  heard about this clust er 
of cases. I was at my parents’ home in Jamaica – in my mid-
teens, st udying for medical school and about to embark on my 
own journey into adulthood. I recall the fear at that time – the 
st igma, the homophobia and the discrimination. And most  of 
all, I remember the uncertainty – litt le did we know that things 
were never going to be the same.

Since then almost  71 million people have been infect ed with 
the HIV virus, resp onsible for those initial PCP cases in LA, 
about half have died. Globally, 37 million people were living 
with HIV in 2014. AIDS has been a st ory of  tragedy, loss, 
discovery, engagement, act ion, hope and promise.  

Over the past  20 years, highly act ive antiretroviral therapy 
(HAART) has changed HIV from a life-shortening disease 
to a treatable long-term condition, transforming the impact  

of the epidemic and st rengthening our resolve to end it. 
It’s undoubtedly one of the most  signifi cant public health 
achievements in my lifetime. In the UK, our resp onse to HIV 
was swift .  In 2014, 91% of the 100,000 or so people living 
with HIV who att ended care were on antiretroviral treatment, 
and 95% of those were virally suppressed and very unlikely 
to be infect ious – putt ing us ahead of two of the three 
ambitious UNAIDS 90-90-90 goals.

I have committ ed much of my professional life to ending 
AIDS. I have lost  family members, friends and colleagues to 
HIV and am acutely aware that the st ing of this disease st ill 
aff ect s the lives of so many today. The transformation we 
have all seen so far has been miraculous, but we aren’t done. 
We may have have reversed the sp read of HIV and forced 
the epidemic into decline but we must  go further. Let’s end 
the AIDS epidemic completely by 2030.
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Looking Back

The transformation in healthcare in the UK and Ireland in the last two 
decades has seen doctors and other healthcare professionals working in 
teams, delivering potent pharmacological and technological advances, 

underpinned by basic and clinical research. 

Biologics and other targeted therapies, minimally-invasive 
techniques, advanced devices and improvements in medical 
imaging have delivered scarcely imagined advances. Quality 
improvement, accreditation, evidenced-based guidelines 
and patient safety have assumed a primary role. 

Clinical programmes in Ireland, jointly supported by the 
medical royal colleges and the Health Service Executive 
have delivered rapid and remarkable advances in the delivery 
of care, most  obviously in areas such as cancer care, heart 
failure, coronary revascularization and st roke.

Desp ite many challenges, medical training has blossomed, 
championed and st andardised by the medical royal colleges, 
to ensure more dependable delivery of patient care in a more 
complex and demanding environment. 

Frank Murray
Consultant Gast roenterologist , Dublin 
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Looking Back

The last 20 years have witnessed an extremely busy era for the UK Armed 
Forces, with demanding deployments across the globe, taking a heavy 

toll among our sailors, airmen and airwomen. Following the emergence of 
Gulf War syndrome in the 1990s extensive scientifi c research has 

been undertaken to better understand the health and wellbeing of our 
service personnel. 

The biggest  achievement in the fi eld of military mental 
health during these last  two decades is to have created a 
comprehensively researched evidence base to inform our 
underst anding, policy and direct ion. While post  traumatic 
st ress disorder is oft en viewed as the signature military 
condition, it can now be demonst rated that in fact  alcohol 
misuse and common mental disorders such as depression 
are more prevalent.

Based on this research our services have been st ruct ured 
to promote good mental health and resilience, with a 
wide programme of education and liaison at all levels. We 
have engaged those in command having demonst rated that 
greater levels of unit cohesion, morale and leadership 
improve mental health outcomes. We deploy versatile mental 
health teams on operations, and have introduced a peer 
led syst em of trauma risk management to identify those 

that may need help early. The st igma around seeking help is 
reducing. There is st ill work to do regarding alcohol misuse, 
as levels of hazardous drinking are higher than in the civilian 
population, and it is taking time to change embedded cultural 
behaviour. With PTSD there is success; our rates are not 
grossly elevated above the general public background level. 
Although oft en sp eculated, there is no tidal wave or ticking 
time bomb of PTSD apparent. 

As a society we have a moral obligation and a debt of 
gratitude to our Armed Forces personnel, who may have 
made signifi cant sacrifi ces for the national interest . Our 
resp onsibility is to provide these individuals with the mental 
healthcare they deserve, besp oke to their needs, both now 
and in the future. 

Darren Minshall
Surgeon Commander, Royal Navy, Plymouth 
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Looking Back

I have been a GP for 30 years in a very remote area of Shetland, having 
trained in Glasgow. When I started we were very responsive; we turned 

out to emergencies, we treated sore ears and raised blood pressures, a fair 
number of bleeding duodenal ulcers, chest infections and the rest. 

We resp onded quickly to cancer symptoms and they were 
usually operated on very quickly by our local surgical team – 
most  in fact  did very well. We were called out at least  four 
times a year for heart att acks. It was just  me here and 
the occasional dist rict  nurse visit, and Maisie helped with 
the repeat prescriptions.

About 20 years ago we st arted auditing what we were doing, 
and focusing on fi nding patients with chronic diseases, 
monitoring them and preventing illness. In came bett er, more 
consist ent blood pressure control and cholest erol treatment, 
we st arted looking for Type 2 diabetes before it found them, 
and along came st atins. We hardly see a heart att ack or a 
st roke now.

Things have changed. In the last  two decades we have 
become twice as busy, and our patients are very much 
more complex, as they collect  the diseases we have sought 
out and they live longer with them. But sadly we have lost  
maternity treatment. Our cancer patients are treated far 
away, but in general have done bett er. 

We now have teams and computers, and our st aff  are more 
involved. Our litt le pract ice has a team of six, and Maisie 
st ill answers the phone.

My hope for the future is that our wee pract ice continues 
to exist , that we carry on keeping our patients well looked 
aft er. That we st ill turn out to emergencies. That we st ill 
resp ond to their complexities, and keep their needs at the 
heart of whatever we do.

Susan Bowie
General Pract itioner, Hillswick, Shetland
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Looking Back

Despite the challenges that ambulance services have faced over the last 
few decades there has been huge progress. The service and staff  who 

delivered this care 20 years ago are largely unrecognisable compared to 
the enhanced care, skill and interventions the clinical teams deliver 

today. The values haven’t changed but evidence to support practice has.

It is impossible to single out the greatest  achievement within 
the NHS over the last  20 years. It is not a single treatment 
or a sp ecifi c drug but a global change in healthcare. With an 
underst anding of individual services, teams and hosp itals 
there has been huge evolution in the provision of care. 
The centralisation of st roke, cardiac and trauma services 
across the country has developed and created the goal 
of not just  gett ing the patient to a hosp ital but to an area 
of defi nitive treatment. 

By ensuring patients are seen by the experts within their 
sp ecifi c fi eld they will be receiving the most  appropriate 
clinical intervention 24 hours a day. This centralisation 
and network development of care gives these patients, 
irresp ect ive where they live, the best  chance of survival.

In my own experience I have seen people debilitated by 
st roke, suff ering life threatening heart att acks or severely 
injured. Results of these events can be catast rophic; 20 years 
ago they would have an extremely challenging time ahead, 
indeed if they had survived. Now these patients get the 
best  chance to recover and are supported by rehabilitation 
programmes. This type of care is a credit to not just  the 
ambulance service but the whole multidisciplinary team of 
the wider NHS. 

Tom Waters
Paramedic, Midlands Air Ambulance
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Looking Back

A patient’s consent is usually required for medical treatment. What the 
law expected a patient to be told about the options and risks used to 

be judged by reference to the minimum expected by a responsible body 
of medical opinion. 

This refl ect ed the paternalist ic idea that doct ors knew what 
was best  for their patients. Even when the clinical merits 
of treatment are clear, doct ors frequently know litt le of their 
patients’ values, priorities and needs. 

Increasingly the importance of the doct or/patient partnership 
for success in treatment has been recognised in ethical 
guidance. Last  year the Supreme Court confi rmed that 
patients are legally entitled to choose between available 
treatment options and to be warned of all material risks. 

Doct ors are required to give patients the information to which 
they know the particular patient, or a reasonable person in 
the patient’s position, would be likely to att ach signifi cance. 
Therefore the information off ered should be tailored to meet 
the patient’s individual needs and values, and not what is 
convenient for doct ors or their employers.

In future treatment should refl ect  what the patient wants, 
not merely what the doct or thinks is right. This will promote 
trust  and fost er the patient/doct or partnership, through 
informed discussion. 

Robert Francis
Queen’s Counsel, London 
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Looking Back

Arriving in General Practice in 1992 my sole interest was in advocating 
for each and every patient I consulted with. Healthcare management and 

politics seemed distant to the business end of healthcare, which is 
ultimately dependent on the interaction between patient and professional. 

However, I soon came to realise that being able to fulfi l such 
an ideal required an eff ect ive set of interdependent health and 
care services. My ability to meet people’s needs was all too 
oft en limited by services that seemed beyond my control, for 
example, an 18 month wait for direct  physiotherapy referrals 
compared to nine months indirect ly via an orthopaedic referral. 

It was obvious that the full expression of my advocacy role 
would require me to look outside of my consulting room and 
to develop a broader persp ect ive as to both what represented 
a good outcome for each person I saw and how that could 
be achieved. 

Over the past  20 years this has become the accepted, indeed 
embraced, norm as GPs have developed a more proact ive 
approach to the management of long-term conditions and 
become an integral part of the planning of health and care 
services. This has aff ect ed change to healthcare delivery and 
act ion to address wider determinants of health and well-being. 

In many ways it represents a fulfi lment of a GP’s advocacy 
role for people holist ically and leaves the profession well 
placed to resp ond to increasingly empowered citizens – 
armed with bett er knowledge and enabled by technology to 
translate that knowledge into act ion.

Johnny Marshall 
General Pract itioner; Direct or of Policy, NHS Confederation
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Looking Back

It’s almost impossible to pick out one key development; there have 
been many and despite increasing fi nancial pressure innovation 

and developments continue at pace. 

I could name ‘smarter’ drugs, improved diagnost ics or even 
ground breaking surgery and genomics. For nursing the 
introduct ion of nurse prescribing has been key, enabling 
nurses to take on advanced pract ice roles with a full set 
of skills, working diff erently as part of multi-professional 
teams or as a lone pract itioner.

However, the one development, not exclusive to healthcare, 
which has arguably had the greatest  impact  on us all is 
the rapid development and use of mobile technology, making 
information available and enabling us to communicate 
wherever we are 24/7. This, in many ways, has improved the 
way we work, making things sp eedier and more resp onsive, 
sharing information and making rapid decisions. 

Crucially it has also changed the way we communicate with 
our patients, clients and the wider public. They too have quick 
access to information and it has changed the nature of our 
relationships, building st ronger partnerships in care.

Janet Davies
General Secretary, Royal College of Nursing
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Looking Back

Some of the biggest advances I have witnessed in my own career as a 
paediatrician started before the last 20 years – the ‘back to sleep’ campaign 
which halved cot death; artifi cial surfactant which helped preterm infants 

survive and a vaccine against haemophilus meningitis. 

More recent advances have included highly act ive 
antiretroviral therapy for childhood HIV; biologics for chronic 
joint diseases; vaccines as cancer prevention – the human 
papillomavirus vaccine given to young people to prevent 
cervical cancer in adulthood is among the most  signifi cant 
developments in medicine over the past  two decades. 

Beyond childhood, st roke thrombolysis, angioplast y and 
oncology have made huge dents in three big killers over the 
last  two decades. Reducing UK smokers by half to 10 million 
has been the greatest  single benefi t to the wider health of 
the UK population over the last  40 years. I am proud to have 
been associated with the campaign to ban smoking in cars 
where children are present.

Across the healthcare syst em, our approach to patient safety 
has come on in leaps and bounds. We are a profession 
now encouraged to share information, to sp eak out when the 
welfare of our patients and colleagues is in any doubt and 
above all to put the patient at the heart of everything we do. 
That cannot be valued highly enough. 

Terence Stephenson
Consultant Paediatrician; Chair, General Medical Council 
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Looking Back

Amidst the advances with proton beams and CRISPR gene editing there 
has been a much quieter revolution in the way we consume scientifi c and 

medical information. As scientifi c data becomes more accessible it enables 
an increasingly excellent army of science journalists to deliver health 

stories to an ever more receptive public. 

Print, broadcast  and online media produce a daily torrent 
of health advice and social media ensures that debates 
previously held behind closed doors are now public: 
everything we do as scientist s and doct ors is held up to 
the light and quest ioned. 

This is transforming the way our patients underst and 
themselves and their bodies but more importantly 
it is transforming the way they underst and their healthcare 
providers. It is forcing us to become bett er doct ors, more 
humble, more transp arent and more scientifi cally literate. 

But, there is another unexpect ed eff ect  of the massive 
increase in availability of high quality information. The 
answers to many quest ions for individuals have become 
less clear. Should I take a st atin? How should I lose weight? 
How much alcohol should I drink? This refl ect s the st ate 
of the science – evidence is oft en contradict ory and quest ions 
asked about populations are more slippery when you ask 
those same quest ions of individuals. 

Applying big data to single patients may be challenging 
but shared decision making algorithms are already st arting 
to help patients and doct ors navigate their way through the 
risks and choices that are part of any treatment.

Chris van Tulleken
Medical Academic; Television Presenter 



Alastair Henderson
Chief Executive, Academy of Medical Royal Colleges

Looking Back
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Our work on obesity led by Terence Stephenson and outlined in the 
report ‘Measuring Up’ in 2013 came ahead of a wider national campaign. 
Similarly our 2014 ‘i-care’ publication refl ected colleges’ engagement 
with digital information and data. The Academy’s work on informatics 
recognises the centrality of this agenda and we will be working hard to 
ensure we are at the centre of this much needed revolution in the coming 
years. ‘Choosing Wisely’, led by our current Chair, Sue Bailey, with 
shared decision making at its heart perfectly refl ects the change that is 
happening across healthcare and fi rmly identifi ed by our contributors.

The Academy has grown and grown up over the last 20 years. Looking 
forward, others in this book consider what needs to be done in the next 
20 years if we are to continue to deliver a world class healthcare system on 
the resources we have. They too are thoughtful and diverse and set out 
not just a path to improvement for healthcare in the UK but also in many 
ways a compass for the Academy itself. 

Alast air Henderson 
Chief Executive, Academy of Medical Royal Colleges

By any measure the refl ections on the most signifi cant developments in 
healthcare over the last 20 years provide excellent, thoughtful and 
individual perspectives. What is particularly interesting to me, however, 
is the way clear themes emerge here.

While scientifi c advances as, for example, the Human Genome Project 
movingly cited by Andy Burnham, underpin many contributions 
there is a more explicit strand around what one could call prevention 
and legislative interventions to improve public health, with Ara Darzi 
and Terence Stephenson both highlighting the positive impact of 
smoking bans. Others refer to the important cultural shift away from 
a ‘doctor knows best’ attitude as described so well by Theresa Richards, 
to a position of doctors taking wider responsibilities and working 
more openly and collaboratively with colleagues and patients as Hugo 
Mascie-Taylor describes.

Related to this cultural shift, but a theme in its own right, is the 
incredibly strong focus on the impact of the availability of information. 
Farzana Rahman and Janet Davies from the clinical perspective, 
Chris van Tulleken as an academic and Miles Pilling from a patient’s 
point of view all recognise the profound change that instant access 
to and the communication of information has had on healthcare. The 
commonality of this view is remarkable.

My next thought was to what extent the Academy’s work over the 
last two decades has refl ected or anticipated the themes identifi ed here. 
Of course, the Academy has always worked extensively on medical 
education, training and standards for healthcare, but it’s clear from looking 
at our more recent work that we have had our fi nger on the pulse of these 
cultural shifts in one form or another as well.

Looking Back



20 Years



2003 
Human Genome Project  
is completed

2005 
The Foundation Programme, 
which st andardised curriculum 
for all newly qualifi ed doct ors, 
is introduced

2008 
The Marmot Review, Fair Society 
Healthy Lives is published

2015
Junior Doct ors take 
indust rial act ion 

2010 
UK’s fi rst  cochlear implant 
operation to give sound 
in both ears is successful

Academy Presidents over the 20 years

2000 
The NHS Plan, which 
redesigned healthcare 
in England, is published

2006
A mini liver is generated from 
human cord blood st em cells 

2012 
Revalidation of doct ors begins: 
led by the GMC and Academy

1996—1998
The Lord Patel KT

1998—2000
Professor Roderick MacSween

2000—2001
Professor Sir Denis Pereira Gray

2002—2004
Professor Peter Hutt on 

2004—2006 
Professor Sir Alan Craft  

2006—2009
Professor Dame Carol Black 

2009—2012
Professor Sir Neil Douglas 

2012—2015
Professor Terence Stephenson 

2015—Present
Professor Dame Sue Bailey 

2004
The fi rst  Foundation Trust s 
are est ablished 

2005
Mental Capacity Act  
legislation is passed

2009 
Care Quality Commission 
is est ablished

2011
The No health without mental 
health st rategy is launched

2013 
Sir Robert Francis, QC presents 
the fi nal report of the Mid 
Staff ordshire NHS Foundation 
Trust  Public Inquiry 

2014 
NHS England publishes
Five Year Forward View

2015
First  new antibiotic in 
30 years is discovered

1998 
NHS Direct  is est ablished

1996
The fi rst  mammal is cloned – 
Dolly the sheep 

1999
Resp onsibility for health in 
Scotland, Wales and Northern 
Ireland is devolved

1997 
The NHS Primary Care Act  
is introduced

2001 
The Heath & Social Care Act  
2001 is agreed

2007 
Smoking in enclosed public 
places is banned in England





Charles Winstanley 
Chair of the Board of Trust ees, Academy of Medical Royal Colleges

Forward View
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Forward View

Despite the ambitions of the 2012 Health and Social Care Act, clinical 
commissioning groups in England are arguably now as bureaucratic 
as their primary care trust predecessors. If community health and 
social care is to be based on patient benefi t, we need doctors in general 
practice to view leadership as a central element of their job and not as 
an administrative burden to be delegated to non-clinical staff .

Clinicians should make themselves more available to lead NHS 
organisations. In 2014 the Permanent Secretary at the Department of 
Health said that ‘in our own system it’s actually quite unusual to have clinicians 
as chief executives, but interestingly in practically every other country in the 
world this is the norm.’ We need to advocate greater clinical involvement 
in the leadership roles that will determine local priorities over the 
coming decades.

The Academy will continue to fulfi l its own leadership role by increasingly 
identifying strategic issues of common concern. This will enable us 
to provide policy makers with evidence-based analysis and proposed 
solutions to fundamental issues. 

It is encouraging though that the Academy is already embedded in so much 
of the work that is described as necessary here for the development of 
healthcare in the next 20 years with service design, personal responsibility 
and transparency being chief among them.

Charles Winst anley 
Chair of the Board of Trust ees, Academy of Medical Royal Colleges

There can be few organisations where infi nite demand is met with fi nite 
resources; yet NHS bodies must respond to both the growing needs of 
patient groups and to exponential technical advances with local budgets 
that at best match infl ation. Dealing with such contradictions requires 
insight and leadership of the highest order.

This collection of refl ections reminds us that there is no single solution to 
the challenges ahead. A whole system commitment to change will require 
leadership from the medical profession. The achievements of the Academy 
in the last 20 years are testament to the value of medical involvement in 
strategic change.

Political leadership alone will not bring the necessary changes; I have yet to 
meet a politician who publically acknowledged the unsustainability of the 
current NHS or who off ered to help local health systems identify patients 
or services of a lesser priority. Politicians unsurprisingly prefer priorities 
with electoral appeal rather than evidenced clinical benefi ts.

However, clinicians have daily insight into patient need and treatment 
effi  cacy – surely the principal pointers for priorities within capped activity. 
The chief executive of an NHS Trust, said recently, ‘If I was going to fl y to 
the moon, I would want to go in a rocket that has been built and designed by rocket 
scientists. If I am a patient, I want to come into a healthcare system that has 
been built and designed by rocket scientists (i.e. doctors and nurses), not by well-
intentioned bureaucrats, politicians and accountants.’ A theme that is directly 
refl ected on the following pages.

The Francis Report demonstrated that when clinicians are engaged in 
leadership, patients are safer and costs are often reduced.



20
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Looking Forward

For me, the greatest single development that must happen in the 
next 20 years can be summed up with just one word. Responsibility. 

First, that’s about doctors taking responsibility for management 
and leadership in healthcare. 

All too oft en we see that when things go tragically wrong, 
it’s down to a lack of clinical engagement and leadership. 
Hosp itals are no diff erent to any other large scale inst itution; 
the more engaged the st aff  in what happens day to day, 
the safer, more effi  cient and more product ive the 
organisation becomes. 

Equally, doct ors need to take resp onsibility for their own 
outcomes and performance. Quality improvement needs to 
be at the heart of both training and our careers. It’s not 
enough to say, ‘I know how to do that’. We should also be 
saying, ‘I know how to do that, but can I do it bett er?’ Or bett er 
st ill, ‘Could I learn from others?’ As pressures on all of us 
in the service increase, we’ll have no choice but to look for 
ways to measure and then improve what we do. 

And fi nally, we have a national resp onsibility to take a long 
hard look at the kind of healthcare syst em we can have 
measured against  what we are prepared to pay. We will all 
be patients of the NHS we cherish so much at some point 
in our lives, but what kind of NHS can we aff ord? It’s clear 
to me that the syst em is seriously creaking under the current 
st rain. If we are to prevent it breaking completely we either 
have to fi nd ways to pay for more growth or fi nd ways to 
take the pressure off . That will only come when perhaps we 
as individuals learn to take more personal resp onsibility 
for our own health. 

J-P van Besouw 
Consultant Anaest hetist ; Academy Vice Chair, 2012—2015
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Looking Forward

I was diagnosed with Crohn’s, an infl ammatory bowel disease nine 
years ago at age 17. My gastroenterology consultant was friendly 
and I felt he genuinely cared; he gave me leafl ets and prescribed 

medication and steroids. 

Aft er two years of taking medication my health was not good;
I developed psoriasis all over my body, slept for most  of 
the day, had terrible bloating, brain fog and felt prett y low 
in myself. I was put on several more courses of st eroids 
and advised to consider immune suppressants.

Through research I found some natural treatment options 
which my consultant was dismissive of. I left  appointments 
feeling like a sick person, frust rated and scared of the future. 
Trawling through forums online, I found positive reviews 
of a diet called ‘Breaking the Vicious Cycle’, which set out 
a theory regarding the bact erial balance in the gut. I began 
following the diet, which was initially very rest rict ive then 
slowly introduced diff erent foods. 

I was relieved to have some control and feel able to help my 
body. I am now fi ve years on and I have learned my limits 
through trial and error. However, I am able to live a normal life 
without the branding of Crohn’s disease aff ect ing me.

I believe that food as medicine can be incredibly powerful. 
I feel that the future medical focus needs to be less on a 
‘quick fi x’ which will likely have other side eff ect s at a later 
date due to suppression of symptoms. There needs to 
be priority on treating the cause rather than the symptom, 
with an openness towards diet and lifest yle adjust ments 
in individual cases.

Carly Grant
Events Manager, Croydon
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Looking Forward

Most discussions about the future of healthcare revolve around technology, 
new treatments, ‘…omics’, big data and the like. These are all going to be very 

signifi cant, but their impact could be much greater and may be dwarfed 
by what could be achieved if we can fi nd a way of getting clinicians to apply 

the same approach they adopt to the diagnosis and care of patients to the 
pathologies of the wider healthcare system. 

Solving the problems of ineffi  ciency, poor coordination, the 
lack of kindness, managing vast  amounts of knowledge and 
cultural problems that oft en plague healthcare would have 
a vast  and positive impact  on patients and st aff , probably more 
so than any of the technology on off er.

The way to do this is already known. A key element is the 
development of a proper diagnosis of the issues and 
the development of a treatment plan underpinned by an 
improvement methodology and with the time, managerial 
support and permission to experiment. This requires high 
quality, real time data and analytics available in forms 
that clinicians fi nd useful, used for learning rather than 
performance management and punishment, as well as 
culture in which feedback can be safely sought and given. 
Another key component is a focus on outcomes and what 
matt ers to the patient.

None of these ideas are new – what is required is for people 
in the NHS to take the lead in making it happen. The change 
needed in the political, management and professional 
culture of the NHS to support this is profound. The current 
syst em is not really fi t for purpose and expect ing it to be able 
to resp ond to the changes that are required may be more 
fanciful than some of the predict ions about genomics made 
25 years ago. But it is essential. 

Nigel Edwards
Chief Executive, The Nuffi  eld Trust 
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Looking Forward

I believe that the single greatest thing we can do to improve healthcare 
in the coming years must be focused on the way we care for people at 

the end of their life. 

As individuals, organisations and across the wider society, 
I feel we need to reassess the delicate balance between 
caring to keep a person alive and the equally compassionate 
act  of securing a dignifi ed and humane passing.

Every life is precious; through compassionate care we must  
always preserve it while that life has quality – we are duty 
bound to do so – but we are also resp onsible for recognising 
that there is a natural time for one’s passing. This should 
happen unimpeded by artifi cial obst ruct ion, and free from 
medical well-meaning, which sometimes preserves suff ering 
more than life.

It is a vexed and complicated issue, subject  to many moral 
and ethical dilemmas and incorporates several bodies of 
interest : from legal to sp iritual and the rights of the individual 
to the power of the State. There is no easy answer, no one 
size fi ts all. What seems unarguable to me is that although 
we are preserving life longer, relatively, we are not improving 
it at the same pace.

There is a time to hold on and a time to let go, a time to treat 
and time to retreat; it is incumbent upon us as an organisation 
at the heart of and in the hearts of our communities to know 
the diff erence.

John Flattery
Mortuary Technician, Bournemouth
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Looking Forward

For me, the greatest healthcare development of the last two decades 
would have to be the way we – the NHS, researchers, charities and many 

others – have so signifi cantly reduced the number of people dying of 
cancer. This is especially true for those with bowel, lung, prostate and 

breast cancer and is the result of improved detection, as well as more 
specialist care and eff ective treatments. 

However, we cannot be complacent, esp ecially as we know 
that more people are being diagnosed with cancer, both in 
the UK and across the world. 

Over the next 20 years we need to be much more proact ive 
in the way we prevent ill health, otherwise the pressure 
on our NHS as well as social care, will become even greater. 

We know a third of people drink too much alcohol, and a 
third of men and half of women don’t get enough exercise. 
Almost  two thirds of adults are overweight or obese.

More worryingly, the number of obese children doubles while 
children are at primary school. Less than one in 10 are obese 
when they enter reception class. By the time they’re in year 
six, nearly one in fi ve are obese.

Failure to take on this challenge will make it hard to fund 
new treatments, new types of care and to maximise the use 
of new technology. It will also further widen the inequality 
we see in health across the UK. 

As well as preventing ill-health in the population at large, 
we must  also focus on the health of our NHS workforce, 
sett ing an example for others. Fundamentally, this is about 
both physical and mental health.

Sam Jones
Direct or, New Models of Care, NHS England
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Looking Forward

The development I would most like to see realised in the next 20 years 
harks back to the very establishment of our healthcare system. 

When Aneurin Bevan was passing the NHS Bill in 1946, he spoke of 
‘universalising the best’ – promising every citizen the same standard 

of service without prejudice to their location or background.

Eff ect ively sp reading the very best  of clinical and 
organisational pract ice will require that NHS st aff  adopt 
modern quality improvement methodologies, and that 
they are both informed by and contribute to the wealth 
of data available to them. 

We need st aff  to dare to innovate their way to improved 
care, share their solutions, and lead the delivery of positive 
change. The complex needs and high expect ations of 
patients demand this of us all, and I very much hope that 
the medical royal colleges and faculties will remain at 
the forefront of that fi ght for many more years to come.

Wendy Reid
Direct or of Education and Quality, Health Education England
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Looking Forward

Dementia remains the great unknown. With growing numbers of people 
aff ected both in the UK and globally, we must transform the research 

agenda to fi nd disease modifying interventions. Today we are in the foothills 
of dementia research. There is a mountain to climb.

Decades of underfunding have left  dementia research 
lagging decades behind the progress seen for cancer 
research. We are only just  beginning to make advances in 
our underst anding of what goes wrong in the brain when 
dementia develops and what we should be doing to tackle 
it. We need to accelerate progress. 

That alone is not enough. Developing biomedical interventions 
takes time. Desp ite the huge advances in cancer, too 
many people today st ill die of cancer. It is project ed by the 
mid-2030s over one and half million people will be living 
with dementia, twice as many as today. Alongside bett er 
biomedical interventions we need bett er evidenced care 
and prevention interventions. 

Care and support needs to be dramatically improved. 
Dementia today cost s the UK over £26bn per year, but money 
is oft en missp ent on extended hosp ital st ays as a result 
of inadequate care and collapsing community support. 
Too many people st ruggle alone. People with dementia are 
too oft en treated as second class citizens subject  to 
st igma and discrimination.

Dementia is the most  feared disease amongst  the over 50s. 
Over the next 20 years we need to change the research 
landscape and change society. And then we can bring hope.

Jeremy Hughes
Chief Executive, Alzheimer’s Society 
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Looking Forward

In the years ahead our greatest challenge will be to shape and put in 
place a new bargain between those who provide health services and those 

who receive them. 

For all its ast onishing st rengths, the 1948 NHS rest ed on 
a relationship in which patients were the passive object s of 
the (most ly) benign att ention of healthcare professionals. 
Doct ors performed their magic and patients were expect ed 
to do as they were told. 

The relationship of the future has to be very diff erent if we 
want to secure the best  results. The new bargain recognises 
patients as powerful players in the joint enterprise of bringing 
about improvement in their own health and wellbeing. 
They are people with assets to build on and with st rengths 
to contribute and they are experts in their own lives and 
circumst ances. This new relationship aims to liberate these 
powerful contributions and set them to work. 

The other side of the coin – with people now off ered a far 
more equal relationship – will be new levels of resp onsibilities 
to att end to their future health and wellbeing. 

So much of what the healthcare service deals with today 
are harms which need never have happened. The new 
bargain involves all of us as citizens in relieving some of that 
preventable burden from the healthcare services so it 
can focus on those conditions over which we have no control 
at all. This idea lies at the heart of the new co-product ive 
prudent healthcare syst em we are creating in Wales and will 
be fundamental to sust ainable health services everywhere 
in the next 20 years.

Mark Drakeford
Minist er for Health and Social Services, Wales, 2013—2016 
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Looking Forward

The greatest development in the next 20 years is one that we have already 
started in cancer and rare diseases in the UK. Personalised medicine 

changes everything. And yet our lessons from cancer suggest that a genome 
sequence on every person and their cancer will not be enough to deliver 

the revolution that is needed in the UK. 

The missing ingredient is the integration of rich clinical data 
on everyone (or certainly tens of millions of people) that 
will allow us to underst and the relationship between all the 
medical events, such as diagnosis and resp onses to 
treatment over a person’s life-time and the information 
on their genes. 

Traditional medical care of a patient is based on clinical 
judgement, which is based on their hist ory, examination and 
range of relevant invest igations. Our medical training and 
experience teaches us how to assess the relative importance 
of symptoms and signs and so decide on a diagnosis and 
treatment. Personalised medicine largely turns this approach 
on its head – medicine becomes algorithmic – as it already 
is for many with cancer, where it is mutations in DNA not the 
appearance of the cancer down the microscope or clinical 
opinion that determines treatment and prognosis. Cancer 

is no longer a small number of related conditions, it is tens 
of thousands of subtly diff erent ones and even then an 
individual’s own cancer will also change over time.

But this is only the st art of the problem – while I might know 
the diagnosis how do I treat the patient sitt ing in front of 
me when there may only be a handful of others like them in 
the UK? What I need to help me on the back wall of my clinic 
is access to the database of millions of patients and their 
genomes, their treatments and outcomes, a resource that 
allows me fi nd the few others who best  match the patient in 
front of me. We are all diff erent and so are our ailments, but 
there is a certain irony that personalised medicine can only 
be achieved by access to data on everyone. 

Jem Rashbass
National Direct or for Disease Regist ration, Public Health England
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Looking Forward

For many years I, like many doctors, had an enormously satisfying 
professional life, full of clinical and research medicine. I was of course 

dimly aware of the social determinants of health, displayed in my 
clinic over and over again, but they never really infl uenced my practice. 

The ‘light bulb’ moment came in 2006 when I was appointed 
National Direct or for Health and Work and realised the 
importance to health of such things as the social gradient, 
st ress, early life, social exclusion or support, work or 
unemployment, food and transp ort. Improve these and you 
improve the population’s health at a st roke. 

Michael Marmot and before him Douglas Black had been 
saying this for years. Without proper att ention to these 
matt ers, people’s lives are marred. Their choices, hopes 
and ambitions diminished, and the great demographic 
drivers of obesity and an ageing population are made worse.

While medical care can provide early diagnosis and eff ect ive 
therapeutic intervention, as well as improving prognosis 
and survival rates, more important for the health of the UK 
population as a whole are the social determinants that cause 
poor health in the fi rst  place. Much ill health is caused by 
material and social injust ice. It is for Government to lead the 
fi ght against  this, for medical leaders to support it, and for 
people and communities to acknowledge their resp onsibility 
too. I hope that the next 20 years will be sp ent paying 
att ention to, and putt ing right, fact ors that have been ignored 
for too long. 

Carol Black
Principal, Newnham College, Cambridge
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The last 20 years have revolutionised our collation of evidence: the next 
20 years must revolutionise our attitude towards technology. Knowledge 

is only an advantage when it is known by the right person in the right place 
at the right time. 

The NHS National Programme for IT received much criticism 
for its perceived wast e, but in many ways was a vict im of 
ambition and prematurity. For current trainees, it is hard to 
recall a time without Facebook (2004) and Twitt er (2006). 
The fi rst  contract s of the NHS Programme for IT predate both 
and yet sought to create the largest  public sect or computer 
network in the world. 

Desp ite being the largest  single healthcare provider in the 
world today, the NHS relies heavily on IT designed sp ecifi cally 
for a private healthcare syst em. We are yet to create the 
solution that meets our needs, preferring inst ead to buy in 
a less than perfect  alternative.

The NHS needs to invest  in IT that people from all backgrounds 
can feel comfortable using, and it needs to be prepared 
to conceptualise IT as a more fl exible tool than it has been in 
the past . Uptake and use of smartphones has been almost  
universal because they are cust omisable and user friendly – 
they are an excellent demonst ration of how eff ect ive IT can 
be, and how willing we can be to use it when the tool is made 
to fi t the user and the user isn’t obliged to fi t the tool. 

Desp ite this willingness, particularly on the part of the junior 
workforce, the att itudes prevalent in the NHS are unchanging 
– in a world with videoconferencing in most  pockets, the 
default contact  remains the pager, fi rst  used for physicians 
in New York in the 1950s. It is time to move on.

Jon Bailey
Academic Clinical Fellow in Emergency Medicine, Thames Valley
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The NHS remains the single biggest reason why most people are proud to 
be British. We are rightly proud of the fact that we were the fi rst country 

in the world to say it doesn’t matter whether you are rich or poor, you have 
a right to access excellent healthcare.

But access is just  one measure of excellence in healthcare. 
There was a laudable focus on bringing down waiting times 
under previous Governments, but for the promise of equity 
to be delivered we need universal quality too. So if the fi rst  
decade of this century was the access revolution, the decade 
ahead must  usher in the quality revolution.

Much progress has been made in recent years with the 
introduct ion of rigorous Ofst ed st yle ratings and a ‘sp ecial 
measures’ turnaround programme, a new era of transp arency 
in reporting safety incidents and st affi  ng levels, and a legal 
commitment to honest y over mist akes. But, there is much 
more to do. And the biggest  lesson that I have learnt as Health 
Secretary is that real change comes not through targets 
or insp ect ions, but through a learning culture that eagerly 
embraces innovation.

The opportunities for those who choose this path are endless. 
With new technologies and research breakthroughs, our 
ability to predict , cure and treat disease is rapidly improving. 
These changes bring with them a decisive shift  in power 
towards patients, and the hope of bett er health for millions. 
I know that the challenges of fi nancial pressures, increasing 
demand and an ageing population have never felt more 
pressing, but I fi rmly believe that the future has never looked 
brighter for our patients.

Jeremy Hunt
Secretary of State for Health, England 
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As physiotherapists we work tirelessly to enhance patients’ recovery to 
a level at which they can be safely discharged. Over the next 20 years 

the entire healthcare service truly needs to work cohesively as one unit.

Primary, secondary and social care must  be truly integrated. 
There should be one patient pathway from hosp ital to 
home, rehabilitation or placement without lengthy delays. 

Acute hosp itals run a seven day service and yet we st ill 
st ruggle to discharge patients in a timely manner. This is 
due to lack of resources oft en because other services that 
patients need simply won’t accept referrals aft er 4.30pm 
or work with very limited st aff  or sometimes no st aff  at 
all over the weekends. This cannot be right and must  be 
resourced properly if we are to reduce the pressure on 
the rest  of the syst em. 

When this process is delayed, it’s the patient that ultimately 
suff ers. On top of this there are the added cost  implications 
to the NHS and huge bed pressures. Hosp ital and community 
services need to marry up with the large number of patients 
and their needs to achieve a seamless continuity of care 
for our patients upon discharge. This has been a time-old 
issue that has not yet been resolved with any degree of great 
success, thus leaving hosp itals full to capacity with well 
patients and overbearing cost s.

Melissa Peters 
Physiotherapist , Farnborough 



20/20 100  101

Looking Forward

Despite the extended scope and advanced practice of nurses and other 
healthcare professionals, it is likely that we will still need doctors for the 

next 20 years and beyond. 

It is essential that we fi nd a way of select ing, training and 
recruiting our future medical workforce in suffi  cient numbers 
and with the aptitude and interest  to do the jobs we need 
doct ors to do, when and where we need them to be done.

Two st eps are needed. The fi rst  is to increase the intake to 
our medical schools by two or three fold. Doct ors in the 
next 20 years will increasingly seek to work part-time, take 
multiple career breaks and seek low-intensity out-of-
hours commitments. The traditional career asp iration of 
holding a university hosp ital Chair at a young age now seems 
passé. Today what’s wanted by many is a fl exible working 
contract  with a good work/life balance. These charact erist ics 
have been thought to be quite gender sp ecifi c in the past , 
much less so in the next 20 years I predict .

Second, we need the medical schools of the future to operate 
more like nursing schools do now. Undergraduates need 
increasingly to be recruited locally and want to work locally 
on graduation. They need to expect  to have to work rotational 
shift s to cover the 24/7 period throughout their careers. They 
need increasingly to come from and want to return to rural 
areas and areas of material deprivation. Large numbers need 
to demonst rate an asp iration to work in general pract ice and 
to work with our growing older population.

So there you have it. Lots more doct ors, more locally recruited, 
working fewer hours in more att ract ive and less intensive roles 
with lots of career breaks in return for providing the medical 
workforce we need, where and when we need it. What’s not 
to like?

Tim Davison
Chief Executive, NHS Lothian, Scotland
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For me, what’s needed most urgently is a complete cultural shift 
towards transparency and openness in healthcare. Patients should 

have instant access to all their personal health data; that means their 
healthcare records, investigations, laboratory and radiology results 

and treatment recommendations. 

Any procedure performed in operating theatres or other 
health divisions out of the public eye should be fi lmed and 
recorded in a similar way that a ‘black box’ records fl ight 
data. And it should be independently audited. In a perfect  
world, healthcare professionals will be required to take 
resp onsibility for their act ions and learn from mist akes. 
Promoting a supportive culture of openness, where patients, 
relatives and healthcare workers can challenge poor care, 
will break entrenched pract ices that can lead to appalling 
treatment and harm.

Personalising elect ronic records will empower people to 
manage their own health. Integrating smart apps for health 
screening, risk assessment, behaviour prompts and health 
monitors will encourage act ive participation in healthcare and 
provide choice that is exercised in every other asp ect  of life.
 

People are most  vulnerable when they are unwell or requiring 
invasive procedures. This compromising position can be 
impact ed further through loss of capacity associated with 
general anaest hesia, learning disability, mental health 
conditions, brain damage or drugs. No matt er what the 
situation, all professionals have a duty to act  compassionately 
and challenge pract ice that is in opposition to this. This would 
encourage a culture of refl ect ion and improvement and 
st rengthen public confi dence through proact ive rather than 
react ive, fragmented healthcare provision that we see too 
much of today.

Kim Morley
Midwife, Winchest er
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For decades healthcare has been organised around single conditions. 
Hospitals, research and medical education have all assumed that patients 

have just one isolated and identifi able problem. 

But the phenomenal success that medicine has had in 
treating acute illness means that surviving patients 
frequently now collect  multiple long-term conditions, 
and multimorbidity is becoming the norm. 

Over the next couple of decades, underst anding how 
best  to treat people with multiple conditions will become 
increasingly important. Defi ning what good care looks like 
will require far greater att ention to the hopes, fears and 
asp irations of individual patients. Underst anding big data 
will help us to underst and more about how medications 
and medical conditions interact . 

Research will have to mature and evolve past  its current 
and rather bizarre assumption that excluding patients over 
65 or with comorbidities truly provides useful answers to 
relevant quest ions. Ultimately medicine will become more 
focused on the needs of patients rather than the needs 
and careers of doct ors and the healthcare syst em – and that 
can only be a good thing.

David Haslam
Chair, National Inst itute for Health and Care Excellence
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The UK is one of the leaders in prescription only to pharmacy 
medicine (POM-to-P) switches. Before Levonelle was made available 

in pharmacies, it was a lot harder for women to obtain emergency 
contraception because there was no alternative other than a trip to the 

GP. This was often frustrating and stressful.

I cannot remember the number of times when a woman has 
been grateful for being able to obtain emergency hormonal 
contraception on, say, a Bank Holiday or late in the evening, or 
that they were delighted to have been able to talk about their 
concerns and worries in private and walk out of the pharmacy 
feeling relieved. A bit of reassurance from an accessible 
healthcare professional goes a long way.

We need to see more appropriate POM-to-P switches in the UK 
over the next 20 years, having seen at fi rst -hand the positive 
impact  of making medicines more accessible to the public via 
pharmacies. I am proud that, in the UK, pharmacist s can 
off er treatments for ailments from migraines, conjunct ivitis 
and gast ric refl ux to thrush. 

Making more medicines available in pharmacies will also
help drive self-care. Perhaps more importantly though, it can 
encourage those who are sick to seek help in pharmacies 
rather than seeing their GP or visiting over-burdened accident 
and emergency departments. Relieving pressure on an 
already overst retched NHS is something we must  all work 
towards in the coming decades.

Benedict Lam
Pharmacist , The Pharmaceutical Journal
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The last two decades have seen a shift in the approach to cancer both 
clinically and in the public eye. The vast increase in the public’s awareness 
and understanding of cancer and of its consequences to patients and their 

family has transformed the way in which cancer patients are regarded. 
It is no longer the hidden, isolated condition it was 20 years ago.

For cancer clinicians, sp ecialist  centres of excellence such 
as Memorial Sloan-Kett ering, in New York, MD Anderson, in 
Texas and the Royal Marsden in London have done much to 
promote the collaboration of sp ecialist s in multidisciplinary 
teams, permitt ing the integration of the most  appropriate 
diagnost ic and treatment modalities to benefi t each 
individual patient. 

One reason they are successful is because they put the 
most  senior decision makers in the treatment process at 
the beginning of the decision chain, not at the end. In short, 
all the experts are in a room at the same time, making 
decisions about what is best  for the patient. This avoids the 
yo-yo medicine we st ill see too much of – primary care 
to secondary care sp ecialist , back to primary care, back 
to secondary care, with nothing ever really joining up, and 
all the time with the clock ticking away.

With the emergence of new biological therapies targeting the 
messenger machinery of the cell and host  immune syst em, 
we will have to reorganise the way we diagnose and treat 
patients and therefore we will have to reorganise the way we 
work. We will no longer be site or organ sp ecifi c oncologist s, 
rather we will have to become experts in modalities. Our 
challenge will be to underst and the small numbers of cases 
that are deviating from the usual or expect ed cause and 
then learn how to treat them. 

Satvinder Mudan
Consultant Surgical Oncologist , London 
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The last 20 years have seen an explosion in human connectivity through 
the internet and the smartphone. Simultaneous advances in medical 

science have led to aff ordable sequencing of the human genome 
and medical technologies which have allowed widespread adoption of 

minimally invasive diagnostic and therapeutic interventions. 

Domest ically, a focus on the way services are organised 
has seen enviable progress, by international st andards, 
in the treatment of serious heart att acks, st roke, major 
trauma and hip fract ures among others. But, we also lead 
the world in genomics and over the next 20 years we will see 
the exploitation of genomics for predict ion, prevention and 
precision treatments. In parallel, the widesp read application 
of biometric sensors linked to sophist icated analytics 
and mobile technology will enable ordinary people to have 
greater control over their fi tness and health. Scientifi c 
advances apparently unrelated to healthcare will have a 
major impact ; for example the discovery of graphene in 
Manchest er off ers many exciting opportunities.

One of our biggest  challenges though, will be to fi nd a 
sust ainable way to fund our health and social care syst em. 
This is a huge challenge when our ability to pay for the 
ever increasing demands on the syst em are so closely linked 
to the economy and politics. 

And we should remember, our greatest  needs cannot be 
solved by the UK alone. We need to tackle the growing threat 
of antibiotic resist ance through global policies and scientifi c 
endeavour. Through similar global approaches we should 
contribute to the elimination of other major communicable 
diseases, such as malaria.

Bruce Keogh
Medical Direct or, NHS England 
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For me, the most important development in healthcare in the UK over 
the next 20 years needs to be education. I don’t mean education of 

healthcare staff  – I’ve personally had some great teaching so have no 
complaints there – but education of the wider population.

With the number of people facing a life of complex long-term 
conditions ever on the rise, I believe a real drive into disease 
prevention and health education is imperative if the NHS 
is going to cope with the continuously growing demand on 
its services.

I know that many of the things I’ve learnt through my medical 
teaching have direct ly brought about some drast ic changes 
to my own lifest yle choices and have opened my eyes to the 
realities of an unhealthy lifest yle and the eff ect  it could have 
on my future health, as well as the health of my loved ones.

This is a principle that I believe we can extend to the wider 
world of public health. Involve young people in their future 
health by making healthy eating classes a weekly addition 
to the school timetable, swap those fast  food adverts 
for diabetes awareness campaigns, remove the st igma 
surrounding sexual health with mandatory sex-education 
classes and break down mental health barriers by tackling 
it openly in the classroom. 

I had to go to medical school to learn the fact s that made 
me chose a healthier lifest yle – let’s sp read that message 
out to the younger generation of today, so that we have a 
real chance at helping the generation of tomorrow. 

Rosalind Henderson
Medical Student, Southampton 



Professor Dame Sue Bailey 
Chair, Academy of Medical Royal Colleges

Endword
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Endword

Being on the cusp of so many breakthroughs, in particular in the ways 
we understand and treat cancer and the way we are recalibrating the 
relationship between doctors and their patients, certainly gives us much 
room for optimism. But, with these and other exciting changes will come 
greater and more pressing challenges as the population grows, ages and 
rightly expects more. 

The challenge for my successors in the next 20 years and the Academy 
and its members, the medical royal colleges and faculties, is to help 
bring about viable changes to the wider system and the way service is 
designed. For me, that will be about continuing to put patients and their 
needs fi rst, acting with a common purpose for the family of medicine 
and recognising the real world and the real constraints under which we 
must operate. With our partners in policy, across the profession and 
with patients at our side, it is for the Academy to consolidate its position 
as part of the solution and to deliver the healthcare system we need 
and deserve. But it will need to be a solution that works for everyone. 

Professor Dame Sue Bailey 
Chair, Academy of Medical Royal Colleges

This book is proof, if it were ever needed, that healthcare across the UK 
and Ireland is populated by people brimming with ideas and insight. 
Whatever their role in the system, whatever their job, their perspective, 
their experience, all of those who have shared their refl ections on these 
pages more than deserve their place. And I thank all those who have made 
this book possible.

But, while it is clear to me looking back that we have not lacked vision, 
innovation and the world beating technical skills it takes to maintain 
the system of which we are rightly proud, the template for the future – 
so well articulated in the latter half of this book – throws down the gauntlet 
to tomorrow’s decision makers. Without doubt their greatest challenge 
will be to maintain an environment where ideas can fl ourish just as well. 
Where innovation, invention and unremitting improvement in quality 
and standards remain at the core of what we in the medical profession do. 
That we can continue to strive for ‘the best’ and don’t just put up with 
‘good enough’. 

As current Chair of the Academy of Medical Royal Colleges, a role I am 
honoured to hold during its 20th anniversary and before that, as President 
of the Royal College of Psychiatrists, I have watched the Academy grow 
in stature and confi dence. Its agenda today is I hope in many ways a mirror 
of what is being asked for here. Whether that’s helping to create a system 
that is more sustainable through disease prevention, patient empowerment 
through shared decision making or more eff ectively using data and 
information technology to improve patient care – all of these are common 
conversations every day at 10 Dallington Street. And I am pleased that 
more and more the Academy is seen as a key enabler of change. 
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We would like to thank everyone who helped to make this 
book what it is. Not least  the 40 people, who so willingly 
gave up their time to refl ect  and write their personal views, 
and then fi nd time in their oft en impossibly tight schedules 
to be photographed. 

Rosie Carlow, the Academy’s online and publications editor 
deserves huge credit for her role as project  manager, 
researcher, copy editor and general whip-cracker. She was 
assist ed by Gambol Parker who tracked down and then 
gently cajoled many of the contributors as deadlines loomed, 
while Claire Coomber, the Academy’s longest  serving member 
of st aff , made the timeline possible. Alast air Henderson, the 
Academy’s Chief Executive must  also be thanked for giving us 
access to his extraordinary network of friends and associates 
and also, for st anding back when he needed to.

Simon Way took the most  of the wonderful photographs – 
criss-crossing the country to meet tight deadlines and oft en 
very small gaps in contributors’ diaries, with good humour 
and huge kindness. And James Taylor, the Academy’s own 
long-st anding creative, is resp onsible for the extraordinary 
look and feel of the book and then for craft ing every page all 
to a very tight schedule, with patience and yet more good 
humour. He too is thanked enormously here.

We are lucky to have such talent. 
It has been a pleasure.

Max Prangnell
Editor, Spring 2016
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