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                   Welcome to the August edition of  Clinical Medicine . I think it 
would be fair to say that since I wrote my last editorial much has 
changed in the healthcare landscape and, despite many people’s 
misgivings about the recent general election, the outlook for 
patients and staff in the NHS may have unexpectedly been 
improved, with a government that is now mandated to listen, 
if it wishes to stay in power. We, the NHS, need them to listen, 
and more importantly to start responding, to our concerns. 

 In addition to the changed political landscape, the combined 
tragedies of the Manchester, Westminster and London Bridge 
terror incidents and the subsequent Grenfell Tower disaster 
have required all emergency services, including medical staff, 
to respond in terrible and tragic circumstances. This response 
is rightly described as heroic in the lay press, but, as we must 
continue to point out to ministers and those who control our 
purse strings, this is how we aim to respond to all our patients, 
providing life-saving and supportive care every minute of every 
day, not just in the nation’s darkest hours. Of course, we do 
this in the UK, for our own population, but as outlined in this 
journal, we also do so during international crises, such as the 
recent Ebola epidemic.  1   

 We all know that the NHS is under enormous strain, and 
will continue to be so for many years to come. A publicly 
funded NHS model will remain under critical pressure with a 
government committed to austerity, but at least extra taxation to 
underpin its future was committed to by both opposition parties 
and is now forming part of the national debate. What is missing, 
however, is discussion on the additive effect of the ageing 
population, not just of the patients, but also the workforce. 

 In this issue, the excellent CME section focuses on the care 
of the older patient, highlighting the need to manage the 
complexity of this growing population with pragmatism, 
respect and dignity, focusing on frailty as the primary driver, 
rather than chronological age. Whether in the acute admission  2   
or perioperative setting,  3   or on the ward, we must ensure the 
environment we provide this cohort is safe, both physically and 
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emotionally. As is highlighted, our decision making must be 
underpinned by the mantra ‘no decision about me, without me’, 
which is of utmost importance in this vulnerable population. 
The article by Khizar and Harwood    4   provides a useful handrail 
in this difficult area. Reducing falls  5   and being aware of the 
physiology of ageing  6   all support optimal care of the aged and 
frail patient on our medical wards. 

 As I have highlighted in previous editorials, retaining generalist 
expertise in the era of sub-specialisation is a real challenge and I 
suspect for many of us that this applies particularly in the areas 
of acute neurology, cardiology and oncology. Access to neurology 
expertise is essential to provide optimal care in the acute setting; 
however, in many hospitals colleagues working in acute medicine 
do not have rapid access to specialist neurology advice, and this 
impacts adversely on both acute care and the discharge of less 
clinical serious cases. The multidisciplinary example articulated 
by Nitkunan  et al   7   provides a potential model that could help 
upskill the entire acute medical workforce on the AAU, as well 
as providing immediate specialist reassurance to support early 
discharge, and filtered, but rapid, access to consultant level 
expertise when required. 

 With survival rates for cancer ever improving, the 
management of comorbid conditions takes on a greater 
importance; at the same time, maintaining knowledge of 
common cardiovascular conditions (such as heart failure and 
hypertension) is essential for all general physicians. These 
important areas are covered in detail within this edition 
in high quality and readable articles.  8–10   Maintaining our 
clinical knowledge and how we would like to receive CPD to 
support our practice is highlighted in a fascinating article from 
Ireland,  11   while the way we feed back to our trainees, via their 
online portfolios, could certainly be improved, especially in 
acute medical specialties, based on the evidence presented by 
Tham  et al .  12   The pressure of time and the multiple demands 
placed on a stretched workforce certainly play into this, but we 
owe it to both our trainees and our patients to ensure we take 
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the time to give meaningful, honest and actionable feedback to 
the next generation of physicians. 

 In addition to the ageing and increasingly complex patient 
population described above, and the relentless pressure on 
the medical workforce, other government-driven agendas are 
also squeezing our senior and overseas colleagues. The cap on 
lifetime taxable allowance for pensions is, against a challenging 
work environment, pushing some our most experienced and 
qualified colleagues to seek earlier retirement or return to work 
in a less than full-time capacity. In addition, both the Brexit 
negotiations and the government’s inflexible immigration and 
visa policies mean that the ability of the NHS to recruit and 
retain staff at this critical time (to fill an ever-increasing number 
of consultant and training post vacancies) is challenging, with 
rota gaps increasingly prevalent. This is not just true in hospital 
medicine but also in primary care, where the NHS has relied, 
to a large degree, on a workforce who came to the UK at a time 
when we were more welcoming to those from overseas. 

 So, the ageing population is not an issue confined to those we 
care for, but also applies to those who care. This is a looming 
crisis and one the RCP is working hard to address both with 
employers and at government level. Dealing with the issue of 
ageing is essential for us and our patients if the NHS model is to 
prevail in the 21st century. ■    
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