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CRITICAL THINKING Matt Morgan

Doctors’ messes are not just about food

A

s I approach the hospital, my day is
already planned out. Handover, then
a ward round, and family discussions,
before an attempt to eat a sandwich,
one handed, while balancing on the
corner of a crowded “hot” desk. Then a meeting here
and a meeting there, before another ward round
and a late exit, probably hitting the traﬃc at just the
wrong time to get home for a family dinner.
However, as the hospital doors slide open I see a
colleague, just finishing a night shift, who I need to
speak with about a problematic research project.
Standing in the recess as the doors repeatedly
open and close, we get the problem solved. I have
another impromptu meeting while queuing for
coﬀee, this time with a medical student designing
a conference poster. Three floors in the lift give us
suﬃcient time to arrange my next job appraisal.
These serendipitous, grabbed moments are the most
productive of the day.
While these “watercooler” moments can help
us to solve admin problems, clinical problem
solving is more restricted. No phone signal, a busy
outpatient clinic, and oﬀ-site working all stand in
the way of progress. Hushed words with surgeons
in the corridor and leaning on windowsills chatting
about organ donation are not conducive to good
communication, or privacy, in the clamour of a busy
lunch hour.
There used to be a place where clinical
“watercooler” moments happened. This third

space—the staﬀ canteen, the doctors’ mess, or a
separate coﬀee area—was where staﬀ could meet,
talk, eat, solve problems, and socialise. It provided
the luxury of space, unaﬀordable in the land grab
of modern hospital services. This has been replaced
with franchised coﬀee shops and vending machines,
which oﬀer little in the way of solace or privacy.
Viewing those spaces simply as a place to
deliver calories undervalued them. In reality,
they contributed to the delivery of medicine:
cross specialty working, with comorbidities being
balanced by teams across multidisciplinary tribes.
As I eat my cold sandwich at a crowded hot desk,
I long for nuanced conversation in that lost space.
Please can we bring it back?
Matt Morgan, intensive care consultant, University Hospital of Wales
mmorgan@bmj.com
Twitter @dr_mattmorgan
Cite this as: BMJ 2019;367:l6829
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WELLBEING CAMPAIGN
The BMJ is calling for doctors to be able to take the
breaks that they need for their wellbeing and for patient
safety. You can follow our work at https://www.bmj.com/
wellbeing and take part in the campaign by sharing your
examples of where things are changing for the better,
or where more work needs to be done, through social
media—using #giveusabreak.
the bmj | 14 December 2019
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PERSONAL VIEW Sheldon Greenfield

It is time for expert bias to be
reduced in medical guidelines
There is an urgent imperative to generate and update
accurate, unbiased, clinical practice guidance

D

espite robust study designs,
even double blind randomised
controlled trials can be subject
to subtle forms of bias. This
can be because of the financial
conflicts of interest of the authors, intellectual
or disciplinary based opinions, pressure on
researchers from sponsors, or conflicting
values. For example, some researchers
may favour mortality over quality of life as
a primary outcome, demonstrating a value
conflict. The quality of evidence is often
uneven and can include underappreciated
sources of bias. This makes interpreting the
evidence difficult, which results in guideline
developers turning to “experts” to translate it
into clinical practice recommendations.
Can we be confident these experts are
objective and free of bias? A 2011 Institute
of Medicine (now known as the National
Academy of Medicine) report challenged the
assumption of objectivity among guideline
development experts. Members of the report
committee—including me, as chair—were
so concerned about the findings that they
recommended setting a high bar for conflict of
interest standards in guideline development.
First, the committee recommended the
chair (or co-chair) should work in a discipline
different from that of the area of research.

Second, it recommended half of the committee
members should be from another discipline.
That 50% was intended to send a message
about the importance of meaningful balance.
Subsequently, the National Guideline
Clearinghouse set standards for limiting bias
in guidelines. In 2018, the ECRI Institute, a
non-profit healthcare research organisation,
launched the Guidelines Trust, whose purpose
was to vet guidelines according to Institute
of Medicine standards. The NGC Extent of
Adherence to Trustworthy Standards (NEATS)
instrument directly tackles the problem of bias
or conflicts of interest by experts included in
the guideline development process.

Multidisciplinary team
According to NEATS standards, two specific
determinants of the quality of a guideline
are the inclusion of a multidisciplinary
team of “relevant clinical specialties and
other professional groups,” and inclusion
of “methodological experts.” The ECRI
Guidelines Trust recently informed me that,
of the 1300 guidelines in its inventory, more
than 500 had been scored. Of that 500, 85%
included a multidisciplinary team and 75%
included a methodological expert.
It is, as am I, optimistic that high quality
guidelines, with decreased bias, can be

produced by adhering to established
standards. Some of my optimism stems from
recent Annals of Internal Medicine articles
on the harms of red meat. The extensive,
even extraordinary, efforts to minimise bias
were heartening. The systematic review chair
was not involved in nutrition research, and
the guidelines development team included
both multiple disciplines and multiple
methodologists to interpret the study data.
Further, guideline development group
members were asked how much red meat they
ate a week—an imperfect but revealing way of
assessing strongly held positions. Finally, the
editors revealed their disclosures, including
the holdings of a spouse.
Concerns were subsequently raised,
however, about the lead author’s ties with
industry. This tie was not related to the effects
of red meat on health, however, and had
occurred more than three years before the
study began; the author probably should
have disclosed his relationship with the sugar
industry, however. This study would have
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Is the annual allowance
tax waiver cause
for celebration?
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It is unusual to see the government bearing
gifts for the NHS during the festive season.
Nevertheless, the announcement by
Matt Hancock that doctors’ annual allowance
tax charges for 2019-2020 would be waived
means doctors must decide whether he’s
playing Santa Claus or Scrooge.
The problems these tax charges have
caused for the NHS have been enormous:
half of GPs in some areas have cut their work,
thousands of consultants have reduced
their hours, and there have been many early
retirements. The NHS is already at breaking
point after a decade of austerity, so the
obvious question for me, as a GP, is, will this
waiver help staffing now and in the future?
For hospitals, this is easy; staff can now
be paid for extra hours out of the money for

One broken promise simply replaced
by another promise does not
make one inclined to trust Hancock
waiting list reductions and so on, and they
won’t be taxed a multiple of that income as
a result. GPs don’t work like that—as in so
many areas, we are seemingly invisible when
it comes to winter pressures. GP partnerships
are not going to hear the announcement and
rush out to hire more locums, because that
just costs those partnerships money.
Even if practices had access to winter
pressure funding, there aren’t the staff;
despite Hancock’s predecessor promising
an extra 5000 GPs by January 2020, we
continue to lose GPs year on year. To see the
broken promise simply replaced by another
14 December 2019 | the bmj
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been published anyway, based on the multiple
checks and balances that were transparent and
outlined in detail, providing a seemingly robust
bulwark against bias.
The science supporting clinical medicine
is evolving, at an increasing pace. There is
an urgent imperative to generate and update
accurate, unbiased, clinical guidelines. So,
what can we do now? I have two suggestions.
First, the public, including physicians,
nurses, and other healthcare providers, should
advocate for organisations like the ECRI
Institute to be supported and looked to for
setting standards. Second, we should continue
to examine the details and principles of “shared
decision making” and other such initiatives, so
doctors and patients can be as clear as possible
in the face of uncertain evidence. It is an uphill
battle, but one worth fighting.
Sheldon Greenfield, executive co-director, Health
Policy Research Institute at the University of California
sgreenfi@hs.uci.edu
Cite this as: BMJ 2019;367:l6882
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promise—this time of 6000 more GPs—does
not make one inclined to trust Hancock when
he says the pension charges will go.
There are technical problems, too. The
“solution” applies only this financial year
and, as Hancock has admitted, it may
“constitute tax avoidance.” At retirement,
doctors will rely on three things: NHS
England—which gives “contractual
guarantee”—still existing to pay off the
charge; HMRC not regarding that as tax
avoidance, nor a taxable benefit; and the
government not changing the pension rules
in the interim. That many questions risks
looking like another pot of gold at the end of
the pensions rainbow.
Nick Grundy is a GP partner and trainer in southwest
London, chair of the campaign group GP Survival

ACUTE PERSPECTIVE David Oliver

Problem raisers should be cheered

A

ra Darzi, surgeon and former
health minister, has stated
that “we can only be sure
to improve what we can
actually measure.” I would
add that we can tackle healthcare problems
only if we openly name them. We can
implement solutions only if we describe
and understand problems fully.
Bad news shouldn’t be suppressed.
Reporting it may lead to good news, as
services improve and staff feel supported
and involved. Sceptics asking awkward
“what if?” questions are an asset if we don’t
reflexively dismiss them as unbelievers.
I’ve been dismayed recently by
comments I’ve heard or read in articles
from clinical leadership and quality
improvement enthusiasts suggesting
doctors shouldn’t speak out within their
organisations, or in public, about the
downsides and stresses of working in the
NHS because this focuses excessively on
problems instead of constructive solutions.
This attitude reminds me of the NHS
England chair, David Prior—a frequent
critic of medical culture—saying in 2013
that doctors were “silent” over care quality
and were “bitching from the sidelines.”
It’s one step away from the zealotry of
the positive thinking culture described in
Barbara Ehrenreich’s book Smile or Die—a
culture that tends to blame people for their
own misfortune if they’re not positive.
I’d be the first to acknowledge the
huge range of service innovations and
improvements driven by local
teams and service leaders, often
in the face of serious funding
and workforce shortfalls and the
pressing crises of demand and
capacity. And some extraordinary

turnaround stories and success have been
born from adversity. It’s a fine line to tread
between campaigning, advocacy, and
positive messages to attract practitioners.
A relentless narrative of burnt-out
clinicians working in overwhelmed,
depleted services—suffering moral distress
from an unmanageable workload, high
public expectations, and politicised
performance pressures—is hardly likely to
draw applicants in. Those of us working in
services have the potential to make local
improvements to patient care and the staff
experience, and there’s a risk that too much
negativity leads us to think that we can’t
change the landscape.
Potentially, however, the people who
are labelled as too negative are those who
flag up the risks of service changes, the
need for evidence based evaluation, or
the importance of considering logistics
and learning from the failure of similar
initiatives. Their refusal to be carried
along on a tide of optimistic enthusiasm
for change is often vindicated later. The
prophets of doom turn out to be prophets
of realistic, tempered expectation and
advocates for risk assessment and logistics.
It’s surely vital that healthcare
professionals are allowed to highlight
serious staffing shortages, a lack of
capacity, poor IT systems, unrealistic
expectations, or unhelpful policies, targets,
or processes. They should be encouraged to
do so and shouldn’t be disparaged.
You can’t solve a problem if you
don’t describe it first.
David Oliver, consultant in geriatrics and
acute general medicine, Berkshire
davidoliver372@googlemail.com
Twitter @mancunianmedic
Cite this as: BMJ 2019;367:l6871
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PRIMARY COLOUR Helen Salisbury

LATEST PODCASTS

Oh, those lazy, part time GPs!

L

ast week the Daily Mail ran
a story claiming that only a
third of GPs were working
full time at their surgeries.
It said that “some think the
traditional family doctor role has become
monotonous, while others find full-time
hours exhausting.” A sessional GP was
quoted, describing the work as “ticking
boxes rather than dealing with people”
and reporting frustration from patients
waiting too long for an appointment.
I wonder why the press wishes to paint
us as lazy and uninterested, and whether
this has any connection with politics.
If the crisis in accessibility is the fault
of slacking GPs, then those in charge of
workforce planning are off the hook. And
is there just a hint of misogyny, given that
many women work and raise families?
Or perhaps the problem is that we’re
overpaid if we can work part time.
Why are we working less than full
time? First, let’s look at a GP’s day. Some
salaried doctors do work to contract,
doing 8.5 hour days, but they’re in the
minority. Most employed GPs work well
beyond their contracted hours, as it’s
impossible to get the job done within
them. The timetable doesn’t reflect the
reality: 10 or 15 minute appointments
can easily over-run, and each one may
generate a referral, a letter, or liaison
with district nurses or social
services. Many practices at least
attempt to protect salaried
doctors from excessive
workloads, and partners are
left to pick up the rest. Many

I wonder why the
press wishes to
paint us as lazy
and uninterested,
and whether
it has any
connection
with politics

routinely work 12 hours on a clinical day,
occasionally 14. If a full time job is 37
hours a week, many GPs reach that after
three days.
So, what else are we doing when
we’re not at the surgery? Some have
personal responsibilities, such as caring
for children or older relatives. Many
more are doing paid work, in what are
referred to as “portfolio careers.” Some
teach students, creating a workforce for
the future. Some practise as GPs with a
special interest, bringing their expertise
to specialist clinics. Many work evenings
and weekends in extended hours services
or as GPs at the hospital front door. A few
are burdened with trying to do something
constructive with primary care networks.
Should we stop doing all of these things?
I’m heavily invested in the concept
of continuity of care. The work is easier
and more rewarding if you know your
patients, but some doctors are cautious of
taking on the responsibility of a personal
list and so have less experience of this.
Whatever your status, current
general practice is intense, and doctors
risk burning out. That some protect
themselves by not working in their
surgery every day is sensible. The choice
for many is “part time” or no GP work
at all. Bashing us and demanding we
become more resilient and work
longer in our surgeries, is likely to
be counterproductive.
Helen Salisbury, GP, Oxford
helen.salisbury@phc.ox.ac.uk
Twitter @HelenRSalisbury
Cite this as: BMJ 2019;367:l6813

Sharp Scratch:
Gallows humour
In the latest episode of Sharp Scratch, our panel of
medical students, junior doctors, and a comedian
unpick gallows humour in medicine. Is dark
humour an important tool for bringing together
people who have seen the best and worst of the
healthcare system, or should we be more attuned
to its presence as a symptom of compassion
fatigue? Here Benji Waterstones, a senior
psychiatric trainee and stand up comedian, talks
about how medicine and comedy intersect in his
experience:
“My comedy is just about my life, which
happens to be as a psychiatrist and within
psychiatry. Some of the themes society might think
are dark, but I don’t think that makes my humour
dark. I try to make them less taboo, and I think
that’s the value of comedy because a punchline
can really take the edge off the harshness of these
themes for people to think about them a bit more.”

Talk Evidence: Medical harm
This month’s Talk Evidence podcast tackles
the overlooked topic of medical harm, whether
that’s from drugs or devices. As The BMJ’s Helen
Macdonald says, “It is those human stories,
and what happens to people, which can really
engage the public and clinicians in wanting to
understand more about harms.” Here they hear
from drug safety advocate Kim Witczak:
“I got involved in drug safety advocacy work
because of a personal experience. My husband
was given an antidepressant for insomnia. He
was not depressed and had no mental health
problems, and five weeks later he took his own
life. That event started me down this whole path
of unwinding information and finding out the
harms and knowledge that was known by some,
but not by all.”
Listen and subscribe to The BMJ podcast
on Apple Podcasts, Spotify, and other
major podcast apps
Edited by Kelly Brendel, deputy digital content editor, The BMJ
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COMMERCIAL INFLUENCE IN HEALTH

Pathways to independence:
towards producing and
using trustworthy evidence
A global team of influential researchers, clinicians, regulators, and
citizen advocates suggest how we can start to build an evidence base
for healthcare that is free of commercial influences

W

e all want to base our
healthcare decisions on
trustworthy evidence.
Yet the landmark 2009
Institute of Medicine
report identified widespread financial
conflicts of interest across medical research,
education, and practice.1 It highlighted
that extensive industry influence may be
jeopardising “the integrity of scientific
investigations, the objectivity of medical
education, the quality of patient care, and the
public’s trust in medicine.”1
At the same time there’s increasing
appreciation of the problem of too much
medicine.2‑5 Overtesting, overdiagnosis, and
overtreatment divert resources from tackling
genuine need, cause harm to health, and
threaten health system sustainability.2‑5
Necessary tests, treatments, and diagnoses
are vital, and manufacturers have rights
to make profits. But it’s time to ensure the
scientific evaluation of tests and treatments,
and dissemination of the resulting evidence,
are conducted as independently as possible
from industries profiting from their use.
Perspectives differ on the financial
relationships between industry and health
professionals, and debate is ongoing
about where to draw the line between
valuable collaboration and relationships
that don’t serve patients or the public.6‑8
Some see transparency as the best strategy,
while others regard it as necessary but

We hope that our proposals will
catalyse development of more
detailed recommendations for
fundamental reform within
research, education, and practice
insufficient. Building on the evidence and
practical examples cited below, we propose
pathways towards financial independence
from industry across healthcare decision
making. We hope that our proposals will
catalyse development of more detailed
recommendations for fundamental reform
within research, education, and practice.

Problem of financial dependence
Research
Financial dependence on commercial
companies is common within research, and
in the United States almost 60% of medical
research is industry funded.9 It’s been shown
repeatedly that published outcomes of
industry sponsored studies tend to favour
sponsors’ products, creating a “sponsorship
bias” in the evidence base that overplays
benefits and underplays harms.10 In 2013,
research by the German Institute for Quality
and Efficiency in Health Care cast new light
on that bias.11
It identified major discrepancies between
information on product benefits and harms
found in the detailed “clinical study reports”
from industry funded studies and what
was publicly reported from those studies

KEY MESSAGES
•   Trustworthy evidence is required to enable well informed decisions about healthcare
•   Widespread financial dependence on industry brings commercial bias in research
evidence, medical education, and clinical practice

•   Such bias tends to overstate healthcare benefits and play down harms
•   Greater financial independence from industry is desirable and possible, with

examples of reform across research, education, and practice
•   The proposed steps towards financial independence from commercial interests will
involve major culture change

in places like medical journals.11 Other
financial relationships between study
researchers and sponsors are also associated
with favourable results.13
Sponsoring companies have obvious
financial incentives to overstate product
benefits and downplay harms. But these
incentives are enabled by our imperfect
methods of evaluation, which can be
exploited in myriad ways, consciously
or unconsciously, at all stages of the
process.14 For example, a study design
could include an unfair comparison to
ensure a favourable result for the sponsor’s
product, or unfavourable results might not
be published.14 Research synthesis can
also mislead, in part because of industry
influence in the original studies.15 To make
matters worse, regulatory agencies that
evaluate research evidence—including the
European Medicines Agency and the US
Food and Drug Administration16 17—rely on
funding from companies whose products
they are evaluating.

Education
As with research, there’s evidence that
industry supported educational activities or
advocacy can favour supporters’ products.
A study of 280 000 US doctors found an
association between accepting just one
sponsored meal and higher prescribing of
sponsors’ medicines, with additional or
costlier meals associated with even higher
prescribing.18 Another study found views
of key opinion leaders in journal articles
strongly correlated with the interests of
companies which paid them as speakers or
advisers.19 There are concerns too that most
advocacy organisations are now dependent
on industry funding20 and fears that they
may favour their financial supporters when
educating their members or the public—
for example, by being “silent or slow to
complain” about excessive drug prices.21
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POSSIBLE PATHWAYS TO FINANCIAL INDEPENDENCE FROM COMMERCIAL INTERESTS
Practice
Education
Research
• Professional groups, hospitals, health
• Professional, advocacy, or
• Governments require independent
services, and governments prohibit
academic groups engaged in
production of evidence used for
marketing interactions between
educational activities for health
healthcare decision making, including
industry and decision makers, including
professionals or the public or
the evaluation of new treatments, tests,
practising professionals, and actively
advocacy affecting regulatory or
and technologies
support development of healthcare
policy decisions, move to end
• Governments require that public
information independent of commercial
reliance on industry funding
healthcare organisations, including
interests
and end financial relationships
regulatory and health technology
between their leadership and
• Professionals, policy makers, and the
assessment agencies, receive no
industry
public move to reliance on practice
industry funding and that their advisers
guidelines produced and written
• National governments work
have no financial relationships with
by groups that have no financial
with professional associations
industry
relationships with industry and that have
and licensing bodies to
• Groups conducting research synthesis,
access to evidence, including research
develop policies that ensure
including systematic reviews, ensure
synthesis, free of industry influence
educational activity supported
reviewers have access to all information
by industry cannot contribute
• Research funding bodies and academic
on study methods and all relevant
to accreditation of health
institutions modify academic metrics
study results, including clinical study
professionals
and incentives explicitly to reward
reports, and are conducted without
academic collaboration with public
industry funding and by authors with no • Medical journals and their
agencies and civil society groups as well
editors move to end reliance on
financial relationships with companies
as industry
healthcare industry income
that could benefit from the outcomes
Practice
Commercial influence also affects
clinical practice, whether through sales
representatives, guidelines, or direct
payments. Industry argues it provides
valuable information that helps patients,22
yet a systematic review found exposure
to drug company information is generally
associated with prescribing more medicines,
at higher costs and lower quality.23
Clinical guidelines, which recommend
treatments and can expand disease
definitions, are often produced by
professional associations and written by
people with financial ties to interested
companies25‑27 and can potentially drive
overuse and overdiagnosis.28 29 A 2016 study
of 95 organisations producing guidelines
found an association between more
comprehensive conflict of interest policies
and less enthusiastic recommendations for
medical products.30 Policy decisions with
far reaching effects on practice, such as for
reimbursement, can also be undermined
when sponsored advocacy groups become
part of sponsors’ marketing campaigns.21
Principle of independence from
commercial interests
In our view if health systems are to produce
and use trustworthy evidence, and tackle the
epidemic of medical excess, decision makers
at every level must disentangle from those
who profit from that excess.
Fundamental reforms are already under
discussion nationally and globally. In
2017, responding to high drug prices which
446

threaten health system sustainability, the
World Health Organization’s European
regional committee debated a bigger role
for public authorities in “steering research
investment.”31 In July 2019 a European
Ombudsman report suggested health
regulators should, to the “greatest extent
possible,” ensure separation between
people within regulatory agencies who
provide advice to private companies during
development of a product and those who later
evaluate it.32 More broadly there are many
examples across research, education, and
practice where organisations are shifting to
independence from commercial influence.

Pathways to independence
Research
Although industry remains a dominant
funder of research, there are examples of
alternative models to inform reform. For over
a decade the Italian government has taxed
drug companies’ promotional expenditure to
fund public interest research.34 For 15 years,
the Drugs for Neglected Diseases initiative
(DNDi) has used a public sector driven model
to fund drug development, characterised by
“financial and scientific independence.”35
While funding has relied on public and
philanthropic donors, with strategic industry
engagement, the model shows not-forprofit drug development can work when
it is explicitly driven by patient needs.35
Another model—promoted by US politicians
for half a century but so far successfully
opposed by industry—involves companies
funding product testing but public regulators

assigning independent research teams to
do the testing.36 A North American reform
group examining exorbitant drug prices and
distorted research recently proposed full
public funding of regulatory agencies.37
In research synthesis, another example
of reform comes from Cochrane, a global
not-for-profit organisation. It now requires
at least two thirds of authors of systematic
reviews to have no financial ties to industry.
Acknowledging that this won’t remove
commercial bias in sponsored studies,
Cochrane will also start advocating for
unconflicted and independent research.
Expanding public funding for research and
its regulation is clearly a major challenge but
the money could, in some places, come partly
from savings from lower drug prices, less
inappropriate prescribing, and collection of
taxes that are currently unfairly avoided.38
The box outlines our suggested
pathways towards research that is free from
commercial influence. They include research
synthesis being conducted without industry
ties and government reforms to ensure
product testing and regulatory agencies are
independent of industry.

Education
Many organisations already provide
education without industry support.
Following campaigning by family doctors,
the Norwegian Medical Association ruled
that industry sponsored meetings and
courses could no longer be counted as formal
education, necessary for accreditation.39
Inspired by organisations such as the
14 December 2019 | the bmj
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American Medical Student Association,40
doctors’ groups have introduced education
that is free of industry support, including
in North America41 and India.42 Medical
journals have similarly started separating
from industry influence. PLOS Medicine43
and Emergency Medicine Australasia44 have
ended pharmaceutical advertising, and
The BMJ now declares all drug company
revenues and publishes educational articles
only from writers without relevant industry
ties.45 Advocacy organisations such as the
US National Women’s Health Network are
models of freedom from industry funding.
The box outlines pathways towards
independence in education. They would see
all groups engaged in education—including
advocacy groups, medical associations,
and journals—move away from financial
relationships with companies selling
healthcare products and reforms to bind
professional accreditation to education free
of industry support.

The main priority is to develop
models for research and evaluation
independent of companies with
interests in the outcomes

Practice
From small clinics to large organisations with
thousands of physicians, there are many
examples of practising clinicians ending
reliance on company sales representatives.41
Doctors’ groups such as No Gracias, No
Advertising Please, and Mezis encourage
use of information produced independently
from drug makers, and some governments
now fund such resources, including in
Norway.46 In the field of guidelines, the new
rapid recommendations—designed by the
not-for-profit MAGIC Evidence Ecosystem

First steps
Although we support calls for more research
on the effects of industry entanglement and
strategies to end it,6 accumulating evidence
shows that independence from commercial
interests is both necessary and feasible. One
important first step will be laws mandating
comprehensive and accessible disclosure
of payments made by companies selling
healthcare products to those evaluating and
using them.50
There are caveats to this analysis. Because
of space limitations, we have focused on

Foundation and The BMJ—have strong
restrictions on authors’ financial conflicts.47
Similarly, in Denmark, doctors who advise
drug companies can’t be involved in national
guidelines,48 and Australia now “strongly
encourages” guideline panels to be free of
financial conflicts,49 underscoring the need
for an expanded pool of clinician researchers
without industry ties.
Possible pathways to independence in
practice would see policies developed within
governments, hospitals, and health systems
to prohibit marketing interactions between
industry and healthcare decision makers,
guidelines developed by people with no
industry relationships, and researchers
rewarded for public and civil society
collaborations (box).

financial relationships rather than nonfinancial ones, and on healthcare rather
than health more broadly. For clarity we have
used the three level structure of research,
education, and practice derived from
the Institute of Medicine report,1 but we
recognise policy is equally relevant. And our
proposals are part of much wider work under
way to enhance literacy about healthcare’s
benefits and harms5 and the risks of
sponsored science.
Our proposed pathways are not
comprehensive or definitive; they are
designed to encourage development of more
detailed practical recommendations for
change, and how to fund it. Many groups
are already moving away from industry
influence in education and practice, but the
main priority and greatest challenge is to
develop models for research and evaluation
independent of companies with interests in
the outcomes. To deepen understanding of
the problems and help develop solutions,
we encourage you to respond to this article
through The BMJ’s rapid responses, including
your positive or negative experiences of
reforms. We also encourage you to sign a
short statement of support available on bmj.
com and suggest strategies and priorities.
Ray Moynihan raymoynihan@bond.edu.au
Lisa Bero; Sue Hill; Minna Johansson; Joel Lexchin;
Helen Macdonald; Barbara Mintzes; Cynthia Pearson;
Marc A Rodwin; Anna Stavdal; Jacob Stegenga; Brett
D Thombs; Hazel Thornton; Per Olav Vandvik; Beate
Wieseler; Fiona Godlee
Full author details are on bmj.com.
Cite this as: BMJ 2019;367:l6576
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LETTER OF THE WEEK

Support climate strike with a “work-in”
Since August 2018, schoolchildren around the
world have been participating in a “school strike
for climate” to call for action in accordance with the
United Nations Paris agreement (The Big Picture,
28 September). Participating in a strike, like other
forms of direct action and protest, can be a very
powerful means for groups who are otherwise
disempowered to gain power and influence in society,
but it is also an action with large potential costs.
An alternative to a strike is a “work-in,” whereby
workers take over the management of their work and
determine their own priorities and tasks to meet
their own needs. An example is that of the Upper
Clyde Shipbuilders in Glasgow in 1971-72 after a
threat of closure, which ultimately overturned the
closure decision.
Public health professionals have a longstanding
interest in achieving ecological sustainability to
protect the future of the planet and to realise the
potential co-benefits of a successful transition. The
process of reducing carbon emissions in our food
system, for example, holds great potential to shift
from meat to vegetables, to reduce inequalities in
access, and to make the experience of work in that
sector more fulfilling and fairer—all of which have
health benefits.
In public health we often have more flexibility
than our clinical colleagues but still we struggle to
prioritise work to achieve sustainability outcomes in
the face of seemingly more urgent tasks. We showed
solidarity with recent school strikes by having a
sustainability work-in, organised by the Scottish
Managed Sustainable Health Network. On that day,
we were able to focus only on the sustainability
work that we often find it difficult to make time for.
Other groups might want to consider this approach
in the future.
Gerry McCartney, consultant in public health, NHS Health
Scotland; Rebecca Campbell, specialty registrar in public
health, SMaSH Network; Ann Conacher, organisational lead
(public health networks); Phil Mackie, consultant in public
health, NHS Health Scotland
Cite this as: BMJ 2019;367:l6766
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In her otherwise depressingly accurate
editorial, Dacre misrepresents the
leadership of the BMA (Editorial,
9 November). As Daphne Romney QC
was careful to make clear in her report,
the BMA has never had a female chair of
council, but we have had three chairs of
our representative body.
At our annual representative meeting,
530 BMA members are elected by their
peers, proportionately and without
gender constraints. These representatives
elect their chair every three years by single
transferable vote and have successively
elected women. By contrast, our
council is made up of over 60 members
who, despite the most recent election
being gender constrained, remain
disproportionately more likely to be men.
The election of three women to one
of our chief officer roles without gender
constraints shows how the ordinary BMA
doctor has moved forward. Our central
committee structures must change,
through temporary quotas and time
limited terms, as recommended in the
Romney report.
Helena M McKeown, chair,
BMA Representative Body
Cite this as: BMJ 2019;367:l6541

ABORTION LAW

Poverty is the real enemy of
women’s health
The BMJ describes pregnant women
seeking abortions as patients (Abortion
Law, 9 November). The best evidence
shows that by far the most common
reasons that women request abortions
are lack of financial resources and
concern about the effect the pregnancy
and child will have on education or career
progression.
To reframe the problem by describing
these women as patients only serves
to medicalise a sociopolitical problem.
Then society can surreptitiously abdicate
its responsibility for tackling poverty
and gender inequality in education
and the workplace. Abortion must not
and can never be used as a solution to

economic inequality and gender based
discrimination.
Both medicine and politics refuse to
deal with the reasons why women request
abortions; rather the issue is passed on
to doctors by labelling pregnant women
as patients. Abortion is proffered as the
panacea, which is easier than engaging
with the real problem.
C E Uzoigwe, doctor, Sheffield; L C Sanchez
Franco, clinical nurse, Stockport
Cite this as: BMJ 2019;367:l6712

CONFLICTS OF INTEREST

Competing interests are
more than financial
John and colleagues find that authors’
financial conflict of interest disclosures
have no effect on the quality of peer
review (Research, 9 November). The study
was limited to manuscripts submitted to
the Annals of Emergency Medicine. If it
had been carried out in a specialty that
relies more on the drug industry, would
the results be similar?
The authors refer exclusively to
financial COIs. But conflicts might arise
from several other avenues in the peer
review process. Colleagues working in
the same department or institution, and
those collaborating on projects, might
be conflicted in delivering balanced
reviews. Competitors working on cognate
research could offer reviews that favour
subsequent publication of their own
work. Previous employment or aspirations
for future employment could also affect
reviews. These examples extend beyond
finances and show the rationale for using
the term “competing interests” rather
than COIs.
Hajira Dambha-Miller, NIHR clinical lecturer in
general practice, Southampton; Roger Jones,
editor, British Journal of General Practice
Cite this as: BMJ 2019;367:l6704
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GENDER DYSPHORIA

Same old media tropes
Cohen and Barnes seem to view the complexity
of gender dysphoria in adolescence through a
narrow media lens (Trans Care, 5 October).
Characteristic media tropes use
inflammatory or alarmist language, emphasise
age or other perceived vulnerability,
sometimes use sexualised terms, and focus
on interventions rather than identities. The
authors place undue emphasis on the hazards
of treatment, while failing to consider the
hazards of not treating (alarmism).
The notion that young people can be
“contaminated” by non-heterocisnormative
identities through social contagion can
be used to challenge the legitimacy of
education, support, advocacy, and treatment.
A manifestation of this is the assertion
that trans identities don’t persist. A similar
concept is implicit in the authors’ suggestion
that treatment might be responsible for
persistence.
Parallels can be drawn with the media
approach to the gay community in the 1980s.
I hope that efforts from the trans community
will improve the awareness of journalists.

community is entitled to the same standard
of health research and care as anyone else.
Deborah Cohen, correspondent; Hannah Barnes,
senior journalist, BBC Newsnight
Cite this as: BMJ 2019;367:l6789

We are failing young trans people

The troubles around the GIDS study are
symptomatic of our collective failure to
determine whether, and when, we should
prescribe puberty blockers, or cross sex
hormones, to children and young people
identifying as transgender.
Michael J Shaw, consultant in gender dysphoria,
Newcastle upon Tyne
Halting natural puberty in gender
Cite this as: BMJ 2019;367:l6430
dysphoria could have far reaching
consequences, so a stringent research
design is required. Instead, we have now
Authors’ reply
moved from a small, uncontrolled study with
Shaw fails to recognise why journalists are
unpromising, unpublished results to the
reporting on transgender health. We didn’t
scaled up commissioning by NHS England of
set out to “investigate” the use of puberty
interventions that are of unproven benefit.
blockers. We have a duty to examine claims
The new study funded by the NIHR is again
brought to us that are of significant public
designed only to observe, not test, effects.
interest—particularly when accompanied by
The greater issue is that commissioners,
primary documentation.
service providers, and research institutions
We reject the assertion that we used
have failed this vulnerable group of
alarmist language.
people who deserve equitable standards
We didn’t suggest that GnRH analogues
of research. The UK has the potential to
might be responsible for persistence.
create the best service for young people
We said that the limited existing studies
questioning their gender. To do so, key
showed that most young people taking GnRH institutions will need to embrace equipoise
analogues at the onset of puberty progressed and work together effectively.
to cross sex hormones. But GnRH analogues Richard Byng, professor in primary care research and
GP, Plymouth; Susan Bewley, emeritus professor of
are presented as providing time and space
obstetrics and women’s health, London
to think.
Cite this as: BMJ 2019;367:l6439
We did not suggest that young trans
identifying people could “contaminate”
A question of informed consent
others. Comparing our feature to
homophobic reporting three decades ago
Gender dysphoric children and teens are
is offensive; we can see nothing in our
experiencing a crisis of identity. Young people
reporting to warrant such an allegation. We
generally struggle to think about the long term
argued the opposite—that the transgender
consequences of life choices. Unsurprisingly,

the ability of these young people to make
decisions with informed consent has been
questioned.
GnRH agonists are generally given under
the premise that they provide “breathing
space,” but almost all children who start them
go on to receive cross sex hormones. So the
information given to parents and children
might be construed as misleading.
Concern around informed consent is
reinforced by the increasing number of young
adults wanting to “detransition.” These young
adults have undergone varying degrees of
social, medical, and surgical transition before
deciding that they want to reconcile with
their natal sex. They cite untreated mental
health problems and awareness of same sex
attraction as reasons to transition.
Children deserve detailed psychosocial
assessment, treatment of comorbid
conditions, and evidence based treatments.
Julie Maxwell, community paediatrician, Basingstoke;
Katherine Clyde, consultant psychiatrist, Hampshire;
Lucy Griffin, consultant psychiatrist, Bristol
Cite this as: BMJ 2019;367:l6442

Loss of bone mineral density
Cohen and Barnes clearly articulate the
ongoing debate on the effects of puberty
blockers on bone mineral density in
trans and gender diverse young people.
Contention remains as to whether GnRH
agonists causes slow bone accrual, static
accrual, or bone loss in adolescents.
Contributing to the confusion is that studies
have focused on mean changes in absolute
bone mineral density, which fail to show the
range of changes in a cohort.
The rapid rise in bone mineral density
in adolescence is critical for maximising
the peak bone mass of early adulthood
that mitigates against osteoporosis and
fractures. Any loss of bone mineral density in
adolescence is abnormal.
Although long term fracture risk will not
be known for many years, we need greater
vigilance to detect patients who lose bone
mineral density. Clinicians have a duty of
care to maximise bone health in adolescents
receiving puberty suppression.
Grant Ferguson, adolescent medicine fellow;
Peter Simm, consultant endocrinologist; Michele
O’Connell, consultant endocrinologist; Ken C Pang,
associate professor, Parkville, Australia
Cite this as: BMJ 2019;367:l6471
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OBITUARIES
Christopher James Farrer

Anthony James Frew

Jonathan Gordon Hooker

Andrew Farrer

Patrick Frew

Jonathan Gordon Hooker

Cite this as: BMJ 2019;367:l6708
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William Stanley Peart

Nicholas Rutter

Peter Howell Schurr

Peter Sever

Martin Hewitt, David Walker, Harish Vyas
Jeff Bissenden

Charles E Polkey

Cite this as: BMJ 2019;367:l6709

Cite this as: BMJ 2019;367:l6651

General practitioner
(b 1932; q Cambridge
1957; DObst, RCOG),
died from renal failure on
15 November 2019
Christopher James
Farrer (“Chris”)
was a renowned
diagnostician and admired family doctor.
He trained at St Thomas’ Medical School,
London. After three years with the Royal
Army Medical Corps in Germany, he
became senior house officer in obstetrics
and started research into the causes of
cervical cancer. In 1961 Chris became GP
partner in Deal, Kent, where he worked until
1992. He was a police surgeon, ran a weekly
clinic for sexually transmitted diseases,
took on duties for the St John Ambulance
Brigade, and acted as admiralty surgeon
for the Royal Marines and coal mine
medical officer. He was involved in the
Kent Amateur Boxing Association, British
Legion, Deal Rotary Club, and trained
numerous doctors and first responders.
He leaves Rita, his wife of 62 years; and
three children.

Professor of medicine
(b 1922; q London 1943;
FRCP, FRC, KBE), died
after a long illness on
14 March 2019
William Stanley Peart
(“Stan”) obtained
a Medical Research
Council studentship, which took him to
Edinburgh in 1946, where he worked on the
chemical mediator sympathin. He returned
to London and in 1947 was seconded to the
Royal Air Force for two years. In 1954 he went
back to St Mary’s, where he was eventually
appointed to George Pickering’s chair. In the
1970s and 80s he was chair of the Medical
Research Society and attained membership of
the MRC. He established joint positions with
the London School of Hygiene and Tropical
Medicine and, in the 1970s, he became a
Wellcome trustee. Peart, who retired in 1987,
was fascinated by the history of medicine,
loved opera, and followed sport. Predeceased
by his wife, Peggy, he leaves two children.

Professor of respiratory
medicine Brighton
University Hospital
(b 1955; q Cambridge/
Middlesex 1980),
died by suicide after a
depressive illness on
28 November 2018
Anthony James Frew (“Tony”) became professor
of respiratory medicine at Southampton
University, and from 2005 he established
respiratory and allergy teaching at Brighton.
His interests included immunotherapy,
anti-asthma drugs and services, and the
health effects of air pollution. As president
of the British Society for Allergy and Clinical
Immunology, he was awarded the William
Frankland award and the Jack Pepys lecture. He
served as president of the European Academy
of Allergology and Clinical Immunology, and
in 2010 he organised its London meeting,
coming on stage as James Bond in “the
funniest moment in allergy history.” He was
associate editor of the Journal of Allergy and
Clinical Immunology, supervised doctoral
students, and authored 200 papers. Tony
leaves his wife, Helen Smith, and four children.

Professor of paediatrics
(b 1946; q St Thomas’
1970; MD, FRCP,
FRCPCH), died from lung
cancer on 8 June 2019
Nicholas Rutter (“Nick”)
was awarded a personal
chair in paediatrics in
Nottingham in 1995. He was also appointed
admissions dean for the medical school.
His research focused on intensive care for
the newborn and he produced important
publications. His advice and echocardiology
skills were sought by colleagues and trainees.
Nick was one of the lead clinicians involved
in developing Nottingham’s undergraduate
and postgraduate training in paediatrics. He
ensured his enthusiasm for running, cycling,
golfing, long distance walking, ballroom
dancing, bird watching, and supporting both
Nottingham Forest FC and Trent Bridge cricket
continued in his retirement. He leaves Beverley
and three children.

Consultant obstetrician
and gynaecologist,
St Richard’s Hospital
Chichester (b 1949;
q Cambridge University/
Middlesex Hospital
Medical School, London,
1974; FRCOG), died from
neuroendocrine (small cell) lung cancer on
3 November 2019
Jonathan Gordon Hooker was appointed as
a third consultant in Chichester in 1988.
The three tackled whatever came their way
until subspecialisation became the norm.
Although Jonathan wrote several papers, he
was not by inclination a keen researcher; he
was fulfilled in his clinical work, remaining
on a full on-call rota until he retired at age
63. He enjoyed management roles and sat
on various regional committees, mainly to do
with perinatal medicine. Outside medicine
his passions were his family, music (he sang
bass) and he was always involved in several
choirs, large and small, and cricket (he was
a member of MCC for 50 years). He leaves
his wife, Jill (a retired solicitor); two sons;
and a granddaughter.

Neurosurgeon
(b 1920; q 1943; CBE,
MA, FRCS), died from a
cerebrovascular accident,
cerebrovascular disease,
and atrial fibrillation on
29 October 2019
Peter Howell Schurr
served as a general surgeon in the Royal Army
Medical Corps in Egypt and Greece. After
demobilisation he did neurosurgical training
in Oxford, at Harvard, and at the Guy’s/
Maudsley neurosurgical unit, and became the
second consultant in 1955. During his career
he saw important developments in the shunts
used for the treatment of hydrocephalus,
the introduction and use of the operating
microscope, and the first direct brain imaging
with the computed tomography scanner. He
became civilian consultant in neurosurgery
to the Queen Elizabeth Military Hospital in
Woolwich in 1977. When he retired in 1985
he was awarded the CBE from the army list.
His wife, Susan, predeceased him.
Cite this as: BMJ 2019;367:l6710
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OBITUARIES

Robert McClelland
Surgeon who tried to help save both President John F Kennedy and Lee Harvey Oswald
Robert McLelland (b 1929;
q University of Texas Medical Branch,
Galveston, 1954; MD), died from kidney
failure on 10 September 2019

UNIVERSITY OF TEXAS SOUTH-WESTERN MEDICAL CENTRE, DALLAS, USA

Robert McClelland served as a medical officer
for the US Air Force in Germany, before joining
the University of Texas South-western Medical
faculty in 1962. At the age of 34, he was
thrown into the historical spotlight forever.
At around 12 30 pm on 22 November 1963,
McClelland was showing a film on how to
repair a hiatus hernia to a group of surgery
graduates at the Parkland Memorial Hospital
in Dallas, Texas, when there was a loud knock
on the door. McClelland was called away to
the emergency department to deal with a
“terrible” situation two floors down.
When the lift doors opened McClelland saw
a gaggle of secret service agents, reporters,
nurses, and Jackie, the president’s wife,
who sat outside the emergency department
wearing a blood spattered pink suit.
McLelland was in a suit himself, but there
was no time to scrub up. He walked past her
into Trauma Room 1, where Kennedy lay on
a trolley, with the operating light on him, his
face swollen and a mass of blood and blood
clots, his skin blueish black. His protuberant
eyes suggested a great pressure on his brain,
McClelland told the Warren Commission in
1964 during its investigation.
A group of doctors surrounded the stricken
president. The lead surgeon, Malcolm Perry,
asked McClelland to assist in an emergency
tracheotomy and handed him a retractor to
open the neck wound. Meanwhile blood and

fluids were being pumped into the president.
As McClelland held the retractor to hold the
incision open, he had the best view of the
massive head wound and told his colleagues
that the back of Kennedy’s head was “gone,”
with bone and a third of the brain tissue
blasted away. McClelland believed that
such catastrophic head trauma could not be
repaired then, nor even today. Despite the
team’s best efforts, Kennedy went into cardiac
arrest. At 1 pm, the president was pronounced
dead, half an hour after he was shot.
McClelland kept the bloodstained shirt he
had worn in a box, unwashed. He had seen
President Lincoln’s bloody shirt on display
in Washington and had been intrigued by
the surgeon’s battle to save him after that
shooting, a century before.
Two days later, McClelland heard on the
TV that Lee Harvey Oswald, arrested for the
killing of Kennedy, had been shot in turn, by
Jack Ruby, a nightclub owner in Dallas. He
dashed to Parkland to save him, if he could.
Oswald had been shot by a pistol in the
abdomen, injuring the aorta and vena cava,
causing extensive blood loss. McClelland
performed an open heart massage for about
40 minutes. Again, his efforts were in vain.

Warren Commission
Although the Warren Commission concluded
that Oswald had been the lone gunman,
McClelland maintained in interviews, all
his life, that the location of Kennedy’s head
wound suggested that it was unlikely that
Oswald acted alone. The back of the head
clearly showed a large exit wound; so the first

bullet probably came from the back, and the
second from the front, from different gunmen.
He believed the president had been shot from
the grassy knoll in front of the cavalcade
rather than Oswald’s perch on the sixth floor
of the building behind Kennedy. McClelland
was one of the last surviving surgeons who
attended to the president, and the only one
who remained convinced that Oswald did not
act alone.

Surgical career
At the time of Kennedy’s assassination,
McClelland had been a general surgeon and
assistant professor at the University of Texas
South-western Medical Center for a year.
Over his six decade career, he specialised in
liver resections and helped train hundreds of
surgeons in the management of liver disease
In 1974 McLelland founded a medical
journal, Selected Readings in General Surgery,
a compilation of scientific papers for surgical
residents, later circulated internationally by
the American College of Surgeons. Initially,
copies were printed by McClelland, on a press
in his office, and hand assembled by residents
and their spouses, but the journal became so
popular that at one point more than 60% of
surgeons in America subscribed to it.
McLelland met Connie Logan, a head
nurse, at Parkland; they married in 1958 and
had three children. During his retirement, he
spent time with his family, and enjoyed his
crammed library.
Honours
A fellow of the American College of Surgeons,
McLelland became the first holder of the
Alvin Baldwin Jr chair in surgery at University
of Texas South-western, an endowment
designed to support surgical education. In
2007, he was appointed professor emeritus
of surgery at the UT South-western Medical
Center, remaining involved in medical student
education. The McClelland lectureship was
named for him by the Parkland Surgical
Society. In addition, he was an Ashbel Smith
distinguished alumnus at the UT Medical
Branch in Galveston.
McLelland leaves his wife, Connie; three
children; and seven grandchildren.
Rebecca Wallersteiner, London
wallersteiner@hotmail.com
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