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 Last September, the response from policy 
experts to the government’s  Build Back 
Better: Our Plan for Health and Social Care    
was one of disappointment and frustration. 
It had been trumpeted as a plan to “fi x social 

care.” It did no such thing. 
 In response, the health secretary, Sajid Javid, briefed 

the media that the white paper on adult social care 
would contain radical and detailed plans that went 
much further. When  People at the Heart of Care  was 
fi nally published on 1 December,   it fell well short of 
anything radical or transformative to tackle a sector 
facing an existential crisis. 

 Since 2010, Tory led governments have cut local 
government and social care budgets, ditched a 
commitment to implement the Dilnot Commission 
on funding, and presided over a fall in the number 
of adults receiving social care and a growing market 
failure in care home and home care provision. The 
workforce now has around 100 000 vacancies, with 
staffi  ng gaps even worse than those in the NHS. 

 The Health Foundation’s masterly 2021 analysis 
revealed a social care funding gap of around £5bn just 
to restore provision to 2010 levels, £10bn to extend 
provision to all people with moderate needs, and 
£15bn to remove means tested co-payments for care.   

 Even between  Build Back Better  and the white paper, 
the government backtracked on commitments about 
the assets ceiling for care payments. This will hit people 
with moderate assets proportionately harder—hardly 
the “levelling up” that No 10 keeps claiming credit for. 

 The white paper says nothing of note about 
expanding the workforce or fi lling the vacancies, 
ensuring better pay, or altering immigration rules. 
It says nothing on widening access to adult social 
care. And it acknowledges that the long term vision 
and statutory provisions of the 2014 Care Act,   a 
well regarded piece of legislation, have not been 

implemented—leaving people, especially carers, short 
of the support and assessment to which they’re legally 
entitled. The government could have done more to 
implement and fund the ambitions of the Care Act in 
full, instead of introducing more primary legislation. 

 There are some welcome pledges: £500m for 
training, qualifi cations, and skills; £150m for 
technology; and £300m to integrate housing into 
care strategies. Much smaller amounts are pledged to 
support carers, to repair and adapt disabled people’s 
homes, and to help localities implement change. 

 The commitments in the white paper fall farcically 
short of ministers’ big rhetoric and “boosterism.” The 
most I dare hope for in this parliament is some one-off  
emergency cash injections and a relaxation of visa 
rules. Social care has certainly not been fi xed  . 
  David  Oliver,   consultant in geriatrics and 

acute general medicine , Berkshire 

davidoliver372@googlemail.com
Twitter @mancunianmedic
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“Covid deaths may be only a lesser part of avoidable mortality”  DOMINIC HARRISON
“With no money stress, how many more patients might sleep well?”  HELEN SALISBURY
PLUS Recognising the extent of the NHS crisis

ACUTE PERSPECTIVE  David Oliver 

The social care white paper has few answers
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 T
he fi rst purpose of using non-
pharmaceutical interventions 
to control the spread of an 
infectious disease is to ensure 
that the health and care system is 

not overwhelmed. This is critical to avoiding 
loss of capacity to deliver urgent lifesaving 
treatment for all causes of avoidable mortality. 

 With the current surge of the omicron 
variant of SARS-CoV-2, we have again acted 
with too little control, too late. That large 
parts of the health and care system will be 
overwhelmed is now inevitable, and in this 
wave particularly, covid deaths may be a lesser 
part of the subsequent avoidable mortality. 

 The levels of the population who risk 
exposure to coronavirus are a political choice. 
Despite all receiving the same advice and data 
from the UK Health Security Agency in late 
autumn 2021, England, Scotland, Wales, and 

Northern Ireland have made diff erent choices 
about how to manage the impact of the 
omicron variant. Fewer controls implemented 
later than required have generated avoidably 
higher case rates in England. The ONS UK 
Coronavirus (COVID-19) Infection Survey for 
5 January shows that for the week ending 
31 December, England had 1 in 15 people 
infected; Wales and Scotland 1 in 20; and 
Northern Ireland 1 in 25.   

Rapid surge

 The increased transmissibility of omicron 
compared with earlier variants has generated a 
more rapid surge in cases than previous waves, 
placing both hospital and out of hospital 
systems in a double jeopardy of simultaneous 
high demand and reduced capacity due to staff  
shortages. Critical incidents are an imperfect 
indicator of acute hospitals’ operating status 

as tight management controls by NHS England 
may restrict “local declarations,” but as of 
6 January, 24 of 137 NHS acute trusts had 
declared a critical incident. It is inevitable that 
more will emerge and the prime minister, Boris 
Johnson, has himself advised that “parts of the 
NHS may be overwhelmed.”   

 Omicron may cause fewer hospital 
admissions as a percentage of all cases than 
previous variants, largely due to higher 
levels of population immunity, but much of 
that benefi t has been squandered through 
allowing a higher, and more rapid, rise in 
case rates. The current overwhelming of 

We have yet to see any strategic plan 

emerge defining what we might need 

to do to “live with the virus”

 There has been a lot of discussion about 
whether the NHS will be overwhelmed this 
winter, if it is already overwhelmed, or if it 
is just having yet another “normal” winter 
crisis and will get through, as it always has, 
despite  omicron. The sight of the army 
being deployed in hospitals and ambulance 
services should be a clue that all is not well; 
we are on a “war footing” after all. 

 Can we be more precise about our current 
state? Is the healthcare system delivering the 
needed level of patient care? The problem of 
the elective backlog—known and unknown—
is well documented. Individual patients have 
lost months, or even years, of good health. 
They have anxiety, pain, and debilities 
that limit their ability to engage fully with 
their families and society. But how about 
the ability of the NHS to provide safe and 
eff ective emergency care to the most seriously 
ill, distressed, or injured—the emergency part 
of urgent and emergency care? What service 
should we be delivering, and how do we 
match up to those standards at the moment? 

 An emergency care system is designed 
to provide high quality timely care to those 

in need of emergency interventions. The 
World Health Organization recognises  
“many proven health interventions are time 
dependent and that emergency care is an 
integrated platform for delivering accessible, 
quality, and time sensitive services for acute 
illness and injury,” and “timeliness is an 
essential component of quality.”   

Response goals 

Timeliness is defi ned within the NHS. The 
current ambulance response goals are eight 
minutes for category 1 (life threatening) 
incidents and 18 minutes for category 2 
(emergency) incidents such as strokes. Last 
November, the mean average response 
time in England for C1 was 9 minutes 10 
seconds. For C2, the average response time 
was 46 minutes 37 seconds.   

 The nationally defi ned hospital targets 
included in the NHS Standard Contract states 
all handovers between ambulance and A&E 
must take place within 15 minutes, with none 
waiting more than 30. In the NHS Winter 
SitRep analysis for the week 27 December to 
2 January, 23% of ambulances were delayed 

OPINION     Katherine Henderson

OPINION     Dominic Harrison

 What is driving the UK’s all 
cause excess mortality? 
 Omicron is likely to generate more avoidable deaths from non-covid 
causes than from covid, a risk that has not been communicated clearly 

Only when we 
 recognise how 
big a problem we 
have in the NHS 
can we start to 
try to solve it 
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the health and care system, and the further 
disruption to come, as cases and staff  
absences remain high potentially into late 
January and early February, is now likely 
to generate more avoidable deaths from 
non-covid causes than from covid. The 
risk and reality of this is not being clearly 
communicated to the public as part of the 
UK’s “pandemic related mortality” reporting. 

 In my own borough of Blackburn with 
Darwen in the week ending 10 December—
just at the early stage of the omicron 
surge—there was just one covid death 
and six excess non-covid deaths from “all 
causes” when compared with the average 
of the previous fi ve years. The national 
Covid Actuaries Group reported at the end 
of 2021 that “latest ONS deaths data (to 

week ending 17 December) showed that for 
England and Wales, 1650 more deaths were 
recorded in-week compared to the 2015-
19 year average. That’s 15% higher.”   The 
number of non-covid deaths arising from 
“excess mortality” will undoubtedly rise 
dramatically over the next three months as 
a result of the health and care system being 
overwhelmed. 

Lessons ignored

 We have seen this scenario before and 
ignored its lessons. One of the largest spikes 
in “all cause excess mortality” since the 
second world war was in January 2015. 
Research on the likely causes of that event 
generally found that high staff  vacancies in 
the NHS, high staff  absences, a lack of beds, 
inadequate out of hospital care capacity 
in social care, and a simultaneous surge in 
demand generated catastrophic declines in 
all the metrics of safe eff ective care.   

In the winter of 2014-15, but most 
notably January 2015, performance 
plummeted to the point that those who 
were in immediate need of urgent and 
emergency care received signifi cantly 
delayed or sub-optimal access to lifesaving 
treatment. The subsequent very high excess 
mortality was a consequence of the inability 

of the health and care system to match the 
surge in demand with an appropriate surge 
response. The report also highlighted the 
exacerbation to this risk from an increased 
vulnerability in the population arising 
from welfare benefi t cuts and sustained 
underfunding of adult social care. 

 All of the identifi ed risk condition metrics 
associated with a surge in all cause excess 
mortality in January 2015 have been 
fl ashing red since the autumn of 2021. 
Despite two years of pandemic impacts and 
three variants of concern of SARS-CoV-2 
in the past 12 months, we have yet to see 
any strategic plan emerge defi ning what we 
might need to do to “live with the virus.” 
Whatever that is going to look like, it cannot 
look like the current situation. 

 When, and if, such a national strategy 
emerges, we will also need it to address how 
the health and care system, both in and out 
of hospital, can be designed and resourced 
in such a way as to be capable of managing 
surge demand with surge capacity. 

 This will be critical to saving lives and 
livelihoods in the years to come.   
   Dominic   Harrison,    professor and director of public 
health and wellbeing , Blackburn with Darwen Borough 
Council 
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by at least 30 minutes and almost 10% were 
delayed by at least an hour.   

W e are falling far short of the expectation 
that people reasonably have, that in the 
event of serious illness or injury they 
will receive timely prehospital care and 
will get into the emergency department 
quickly when they get there. During the 
recent public consultation on urgent and 
emergency care, 92% of respondents rated 
the ambulance response time and 85% 
rated 15 minute handovers as important or 
extremely important.   

There are good clinical reasons for 
getting paramedics to patients quickly and 
ambulance off -load standards are important 
for the team to get to the next patient. Clinical 
need and what the public wants is well 
aligned, and we are failing to deliver. Other 
winters have seen concerning ambulance 
delays, but not on a scale as in recent weeks. 

 Once inside the emergency department 
there are further metrics that apply. The best 

known is the four hour access standard—a 
maximum four hour wait in A&E from arrival 
to admission or discharge. This metric is 
an NHS constitutional pledge and until a 
diff erent performance regime is agreed and 
implemented, it is the standard we should be 
expecting of the system. The threshold for the 
four hour standard is set at 95% of patients. 
Current four hour performance is around 
62% in England, and even in Scotland, 
which has traditionally performed better, it is 
less than 75%. 

The standard of 95% has not been met 
since 2015, but in the past year performance 
has got worse and no one seems to be paying 
any attention. The delays are being treated 
as a problem of the pandemic when in 
reality the systemic issues that had led to the 
deterioration between 2015 and 2019 have 
simply become more obvious. 

What is more heartbreaking is the 
disconnect between what anyone would 
want for a relative and what happens to the 
most vulnerable patients. This is not just 
about long waits for a broken fi nger. The 
patients who have been most adversely 

aff ected are those waiting for admission. 
There has been a huge rise in those staying 
over 12 hours (NHS England persists in 
publishing Decision to Admit plus 12 hours 
despite collecting the data from arrival, but 
even so last November’s 10 600 was a record).   

Morbidity and mortality

 The underlying bed capacity and workforce 
problems are clear for everyone to see. There 
are no quick solutions, but ambulance delays 
and long waits in emergency departments 
have consequences for morbidity and 
mortality, just as delayed cancer surgery or 
heart surgery has consequences. 

Recognising how big a problem we 
currently have in the NHS is the beginning of 
trying to solve it. We all depend on having a 
functional emergency system available when 
we need it most. The issue is not whether the 
NHS is “overwhelmed.” What we need is a 
vision of the health service that the public 
needs and how we get there. 
   Katherine   Henderson,    president , Royal College of 
Emergency Medicine     
 Cite this as:  BMJ  2022;376:o103 
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 On hot summer days, I 
used to take off  my shoes 
and walk home from 
primary school barefoot. 
Occasionally I’d be told 

off  by a stranger, a common remark 
being, “What would your mother say?” 
Only years later did I understand that 
this wasn’t about cleanliness, or the 
risk of cut feet, but about bringing 
the shame of poverty on my family by 
making it look as though we were too 
poor to have shoes. 

 This stigma hasn’t gone away, and 
while I have no diffi  culty asking a patient 
whether they’ve had a recent change 
of sexual partner, money remains a 
greater taboo. When I listen to people 
talking about their depression or anxiety 
there’s sometimes a clear underlying 
cause, such as a recent bereavement or 
the stress of looking after a vulnerable 
relative. Occasionally, when I’ve earned 
their trust and broached the subject 
carefully, I’ll hear about coercive control 
or domestic violence. Only rarely do we 
touch on the subject of money, although 
I’m sure that if I had the tools and the 
habit of asking, I’d hear more. 

 Stress about how to pay the bills can 
be a major contributing factor to poor 
mental health. If that worry was taken 
away, how many more of my patients 
might sleep well at night?     Poverty 
can make us ill in so many ways, 
and when people who are 
self-employed or in insecure 

employment can’t aff ord appropriate sick 
leave it’s a signifi cant problem, not only 
for their own recovery from illness or 
injury but also for wider society. If you’re 
already struggling to heat the house and 
feed your family, why would you go for a 
covid test and risk losing income? 

 Patients may not want to share these 
areas of their lives, but they should at 
least have the opportunity. Should I 
practise asking questions such as, “Do 
you have problems making ends meet 
before payday?” or, “Can you aff ord to 
take sick leave?” Part of what prevents 
me is the fear of uncovering problems I 
can do nothing to help. Yet I spend a lot 
of my time discussing medical and social 
issues that I can’t solve, so this alone 
isn’t a good enough reason to keep quiet. 

 I work in a prosperous part of a city 
that also has areas of severe deprivation, 
and my colleagues in less wealthy 
neighbourhoods are probably much 
better at asking these questions than I 
am. Our students learn about the social 
determinants of health in public health 
teaching, but we don’t routinely teach 
them how to ask sensitive questions 
about a patient’s fi nancial situation 
in their consultations. As poverty is 
so clearly a risk factor for mental and 
physical ill health, should we perhaps 
be paying a bit more attention?   
   Helen   Salisbury  ,  GP,  Oxford   

helen.salisbury@phc.ox.ac.uk 
Twitter @HelenRSalisbury
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Lost in translation
Healthcare professionals will care for people 
from all kinds of backgrounds and sometimes 
differences of language will emerge as a 
barrier. This episode of Sharp Scratch focuses 
on navigating this common hurdle in clinical 
practice.

Wiktoria Ozarek, a medical student at the 
University of Leeds whose first language is Polish, 
gives some tips for healthcare professionals that 
she’s picked up from using her bilingual skills 
during medical placements:

“Always use simple language. You don’t need 
to impress the patient—they already know you’re 
a highly qualified doctor. You don’t need to use 
fancy words that they flex around in medical 
school.The most important thing is to make sure 
that the patient is aware of their condition and 
further treatment.”

Medical interpreter Candy Lee, who interprets 
Chinese at a hospital, shares what she’s learnt 
from this role:

“If you study psychology, they will tell you 
that communication is mostly from your facial 
expression and gestures, rather than the words 
that you’re using. In medicine, when you interact 
with patients, they need to trust you. Don’t 
underestimate the power of looking the patient in 
the eye. It really makes a huge difference.”

Medical student Laura Nunez-Mulder sums up 
her takeaway reflections from the episode:

“Even when you have an interpreter, it’s still 
best practice to continue looking at the patient 
and speaking to them so that they still get the 
sense you’re talking to them and listening to 
them. Active listening skills don’t go away just 
because you’ve got an interpreter in the room. It 
can be instinctive to turn to the interpreters to talk 
to them and for both patient and provider to be 
speaking to this third party, when actually it can 
be more effective communication for the patient 
and provider to be looking at each other.”

PRIMARY COLOUR  Helen Salisbury 

Health, poverty, and stigma
LATEST  PODCAST 
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 B
reast cancer is the most common cause of 
cancer death for women worldwide. 1  Various 
measures have been explored to reduce 
breast cancer mortality. One approach is 
to encourage screening through fi nancial 

incentives for patients or providers, as recently proposed 
in France and the UK, respectively. 2  -  4  Several countries 
already use some form of incentive, and the extent 
to which they are being off ered, in combination with 
ambitious screening targets, could suggest that their use 
is an appropriate way to promote population health. 

This, however, is far from clear: there are major 
concerns about breast cancer screening, the eff ectiveness 
of fi nancial incentives is unclear, and there is an urgent 
need to ensure women have given their valid consent—
that is, informed and without undue infl uence—for 
screening. Some trans men and women and non-binary 
people are also eligible for breast cancer screening, and 
although the data mostly relate to cisgender women, the 
arguments on informed consent apply to everyone.  

 Health effects of breast cancer screening 

 Breast cancer screening is controversial on several 
grounds. For every woman who avoids a breast 
cancer death through screening, 3-10 women will be 
treated unnecessarily and over 200 will experience 
psychological distress because of false positive 
results (table). 5  -  7  

Although a 2012 UK review stated that screening 
conferred “signifi cant benefi t and should continue,” 
with  one breast cancer death averted for every 
235 women invited to screening over 20 years, 5  its 
conclusions have been widely challenged. 8  -  10  Major 
concerns include the harms of overdiagnosis (box 1), 
substantial uncertainty over cost eff ectiveness, 11  and 
that most reductions in mortality can be attributed 
to improved breast cancer awareness and the use of 
adjuvant hormonal and chemotherapy. 6  -  13  A Cochrane 
review concluded that universal mammography 
screening should be reassessed given the “small at best” 
chance of benefi t. 6  

 Targets, rates, and incentives 

 Recommendations for breast cancer screening attract 
considerable political and public attention, and there 
have been calls for more open minded discussion and 
public education. 14  Breast cancer screening rates vary 
widely between countries, but many nations with 
previously high screening rates have seen a decline, 15  -  17  
which has partly been attributed to increased 
awareness of the harms of screening. 18  Screening rates 
consistently lag behind targets set by health authorities: 
few EU countries achieve the bloc’s screening target 
of 70%, 19  and the latest fi gures in England and the 
US show that screening rates are below nationally set 
(“achievable”) targets. 20   21  In response, some countries 
have introduced or proposed fi nancial incentives to 
increase screening rates. 

 In England, for example, the Independent Review of 
Adult Screening Programmes has recommended that 
NHS England should “urgently” consider using fi nancial 
incentives for providers to increase cancer screening 
rates. Suggestions include introducing payment by 
activity for general practitioners (more money for more 
people screened) and targeted payments for enhanced 
services (giving a practice extra funding for providing 
additional screening services). 15  

 In France, the National Institute of Cancer has 

 KEY MESSAGES 

•    Financial incentives tied to screening 
mammography are being used to increase uptake 

•    Such incentives risk unduly infl uencing decisions 
as the benefi ts and harms are fi nely balanced 

•    Health authorities should instead focus on 
promoting informed choice by providing 
evidence based decision aids 

•    Targets for breast cancer screening should 
consider informed choice rather than uptake  

A Cochrane 
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concluded 
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screening 

should be 

reassessed 

given the 

“small at best” 

chance of 

benefit

ANALYSIS

 Financial incentives for breast cancer 
screening undermine informed choice 
  Theodore Bartholomew, Mirela Colleoni,  and  Harald Schmidt  argue that the focus 
should be on decision making not uptake when the balance of benefi t and harm is subjective  

 Lifetime benefits and harms of breast cancer screening (per 10 000 women screened)* 
UK independent 
review 5 Cochrane review 6 

US Preventive Services 
Taskforce 7 

Screening period (years) 20 10 24 24

Screening frequency (months) 12-24 (aggregate) 12-24 (aggregate) 12 24

No of breast cancer deaths averted 43 5 90 70

No of breast cancers overdiagnosed 129 50 250 190

No of overdiagnoses/deaths averted 3 10 2.8 2.7

No of false positive results Not measured 
† 

Not measured‡ 17 980 9530

No of women experiencing important 

psychological distress from false 

positive findings

Not measured¶ >1000 Not 

measured§

Not 

measured§

 *Differences in estimates reflect the different screening periods, as well as methodological differences (including 

which trials are deemed sufficiently robust and unbiased). 

 †Estimated that 3.36% of all women screened each year receive a false positive result. 

 ‡Estimated that the cumulative risk of a false positive result after 10 mammograms is around 20-60%. 

 ¶Concluded that the results are conflicting but that a false positive result can cause breast cancer specific 

psychological distress for up to three years. 

 §Acknowledges that false positive results “can lead to psychological harms.” 
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adopted various measures to increase screening rates. 22  These 
include trials of patient incentives and covering screening related 
expenses such as childcare, transport, and work. 22  Breast cancer 
screening rates have been included as one of 29 clinical indicators that 
can provide GPs with additional remuneration since 2011, despite 
acknowledgment that the policy is controversial because of the known 
harms of screening. 23  Financial incentives are also used elsewhere in 
Europe, including Croatia and Portugal. 3  

 In the US, private health insurers encourage take up of breast cancer 
screening with paid time off , items in kind (T shirts, cinema tickets, 
etc), and fi nancial incentives such as reduced insurance premiums, 
gift cards, or lotteries. 4  Although lack of reporting requirements means 
that the frequency of use and size of incentives are unknown, they are 
typically $10-$200 (£7-£150). 4  Incentives are also off ered to women 
on low incomes in public insurance programmes in the US: four states 
off er incentives ranging from around $0.50 to $540. 7   24  Breast cancer 
screening is also one of the most common indicators in pay-for-
performance programmes for US physicians. 25  

 Effectiveness of financial incentives 

 Whether and how fi nancial incentives infl uence patient and physician 
behaviour remains unclear. Although patient fi nancial incentives can 
increase uptake of some types of preventive care, 26  -  28  their eff ectiveness 
within cancer screening and, more specifi cally, in breast cancer 
screening is mixed. 26  -  34  Internationally, the evidence for provider 
incentives is also “mixed,” with most studies on breast cancer showing 
partial or no eff ects on uptake. 35    

 Ethics of financial incentives 

 The use of incentives requires consideration of ethical issues. The case 
in favour of incentives rests on behavioural economics. Motivation 
to act on long term health goals, even if much wanted, may be 
outweighed by short term needs, desires, or confl icting priorities.   
Failed New Year’s resolutions and abandoned weight loss regimens are 
familiar examples. 

One rationale for off ering incentives for health promotion is 
that they nudge people to act by off ering an immediate (fi nancial) 
reward for a later health benefi t. 36  Consider the example of fi nancial 
incentives for patients to stop smoking. Such incentives may be 
perceived as paternalistic and possibly exerting undue infl uence, 24   37  
but because most smokers would like to quit, 37  incentives that 
successfully motivate smoking cessation can be seen as enhancing 
autonomy. Not smoking also has overwhelming health benefi ts and 
little risk of harm. 

 Provider incentives have been used when policy makers think they 
can motivate professionals to adapt their behaviour in ways that better 

 Box 1 | Overdiagnosis of breast cancer 
 Overdiagnosis is defined as “the detection of cancers on screening 
which would not have become clinically apparent in the woman’s 
lifetime in the absence of screening.” 5    

 Overdiagnosis is problematic because the lethality of screen-
detected tumours is not always clear at the time of diagnosis and 
thus a breast cancer diagnosis almost always leads to treatment. 

 In the NHS, 99% of women diagnosed with breast cancer through 
screening have surgery, 72% have radiotherapy, 72% have adjuvant 
hormone therapy, and 27% have adjuvant chemotherapy. 5  

align with health system priorities. For example, provider incentives 
have been implemented to reduce antibiotic overprescribing 38  and 
improve hand hygiene. 39  

 The fundamental ethical concern with incentives is that they may 
lead people to make choices that they would not have made without 
the incentive and are harmed by this choice. Smoking cessation, 
reducing antibiotic overprescribing, and improving hand hygiene 
diff er fundamentally from breast cancer screening because the 
benefi ts of these actions are objectively and substantially greater 
than the possible harms. Although there are, in principle, good 
reasons for exploring the potential of incentives to promote breast 
cancer screening, the starting position for breast cancer screening 
has to be that the decision is preference sensitive 40 —that is, equally 
well informed women may weigh the trade-off  between harms and 
benefi ts diff erently and rationally may or may not decide to have 
screening. 41  

 If incentives become unduly infl uential, they can undermine the 
principle and validity of consent. 24   37  Breast cancer incentives could 
also compromise the extent to which a provider off ers unbiased 
information on harms and benefi ts when seeking patient consent. 
For example, fi nancial gains for higher screening rates might lead 
providers to change, consciously or unconsciously, the time they 
spend discussing benefi ts and harms of screening with patients. This 
can be detrimental to shared decision making and genuine consent. 42  
The presence of a target screening rate further exacerbates this 
problem, with providers likely to feel pressure to meet targets. 

 Understanding screening and communicating risk 

 Across society, understanding of breast cancer screening is generally 
poor. Most women overestimate the mortality benefi ts of screening 
(92% of those surveyed in nine European countries overestimated the 
mortality reduction from screening by a factor of 10-200 or reported 
that they did not know) 43  and most are unaware that inconsequential 
disease can be detected by screening. 41  Such fi ndings are perhaps 
unsurprising given that organisations that promote screening 
sometimes overstate benefi ts and underplay harms. 6   44  

 The scientifi c community agrees that people should be given 
better information about screening. 45  The fact that people with 
adequate knowledge of the overall benefi t, false positive results, and 
overdiagnosis may be less likely to choose breast cancer screening, 41  
and that those with an understanding of overdiagnosis may be more 
likely to express an intent to discontinue screening, further underlines 
this need. 46  Additional research, however, is needed to clarify how 
understanding aff ects longer term participation. 47  

 Doctors can also have inadequate understanding of screening. 
In a survey of over 400 US primary care doctors in 2011-12, almost 
half incorrectly answered that detection of more cancers proves that 
the screening test reduces mortality (more detection could just mean 
more overdiagnosis).  48  Three quarters also answered that better fi ve 
year survival among patients with screen detected cancers than their 
non-screened comparators would prove that the screening test reduces 
mortality (when it could be the result of lead time bias). 48  

 Eff ective communication is also a concern. Among 151 UK GPs 
assessed with a hypothetical patient seeking advice on cancer 
screening, only 44% were deemed to communicate “complete 
and meaningful” information on risk. 49  Physicians should have a 
robust understanding of the interventions they off er and be able to 
communicate this to patients in a way they understand, but this does 
not seem to be the case. 
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 Ideally information provided on the harms and benefi ts of screening 
should be individualised to a person’s specifi c risk profi le. 50  At the very 
least people should be supported in their screening decisions with 
evidence based and suitably comprehensive decision aids 41  (fi gure, 
see bmj.com) in conjunction with impartial and informed advice 
from their physician. Given the complexity of the information that 
needs to be weighed up in breast cancer screening and the fact that 
the topic requires confronting your mortality, determining whether 
your preferences align or confl ict with screening for breast cancer is a 
process, rather than something that is easily decided instantaneously. 
Decision aids can help surface a person’s values and preferences.   

 Decision aids for breast cancer screening have been successfully 
implemented across various settings. 41   51  Measures include 
integrating decision aids into routine patient care and allocating 
physician “champions” to encourage adoption. 51  Decision aids have 
been shown to increase the proportion of women making informed 
choices, and can also correct a woman’s pre-existing bias on the 
perceived benefi ts and harms of breast cancer screening to refl ect 
the evidence more accurately. 41   52  

 Correspondingly for providers, the focus should shift from the 
narrow aim of encouraging screening uptake, towards supporting and 
educating health professionals to provide better quality information 
about screening. This is in line with their obligations to provide 
patients with information based on the best available evidence. 53  

 Achieving this shift will also require increased clinical and physician 

support for routine use of decision aids rather than considering them 
as optional, improved system support and resources for decision aids, 
and addressing time constraints for patient education and support. 51  If 
incentives are considered, a preferable option would be to tie them to 
the use of decision aids, to overcome barriers to adoption. 

 We also propose breast cancer screening targets be abolished 
as they risk raising confl icts of interest for providers in facilitating 
preference sensitive decisions. An alternative would be to set targets 
for rates of informed choice, which would not face this challenge and 
are a meaningful alternative. Evidence based decision aids that enable 
scoring of diff erent levels of understanding mean that this proposal 
is readily implementable (as long as decision makers genuinely value 
promoting women’s informed choices).  41   54   

 Use of incentives to increase uptake of breast cancer screening 
requires urgent reconsideration, as they are ethically problematic. 
A better approach would be to support women with their screening 
decisions through the provision of evidence based decision aids, as 
well as ensuring the availability of healthcare professionals who are 
both adequately trained and have no confl icts of interest in facilitating 
preference sensitive decisions.    
   Theodore   Bartholomew,    GP specialty registrar , Royal Surrey County Hospital NHS 

Foundation Trust, Guildford   tb.public@mailbox.org
   Mirela   Colleoni,    patient , Hauts-de-France, France 

   Harald   Schmidt,    assistant professor , University of Pennsylvania  

 Cite this as:  BMJ  2021;357:e065726 

Equally well 

informed 

women may 

weigh the 

trade-off 

between 

harms and 

benefits 

differently

 Decision aids to support informed choice 



112 22 January 2022 | the bmj

LETTERS Selected from rapid responses on bmj.com 
 LETTER OF THE WEEK 

 Quantifying transmission risk of SARS-CoV-2 
 SARS-CoV-2 is spread mainly through airborne transmission. 
The omicron variant shows faster transmission and greater 
vaccine escape than previous variants. Further measures are 
needed to contain transmission. 

 In 2020 we argued that “rigid safe distancing rules are an 
oversimplification based on outdated science” (Analysis, 12 
September 2020). We produced risk charts for SARS-CoV-2 
transmission incorporating multiple variables: indoors 
versus outdoors (and level of ventilation if indoors), room 
occupancy (low or high), time spent together (short or long), 
vocalisation (silent, speaking, shouting, or singing), and 
masking (yes or no). 

 We have now developed a mathematical model to quantify 
these relative risks with updated data. It assumes a single 
enclosed space in which virus containing aerosols exhaled 
by a single infected human mix rapidly and is based on 
models developed for infectious disease spread through 
the air (such as measles). It takes account of the disease 
specific emission rate of virus carrying particles, the increase 
in emission of viral particles with vocalisation and exercise, 
room volume, room occupancy (assumed to be stable), rate 
of particle removal either naturally (opening windows) or 
mechanically (replacement with outdoor air or filtration), and 
the efficiency with which virus carrying particles penetrate 
masks. 

 We have published details of these calculations in a 
technical paper. Findings strongly affirm the validity of the 
low, medium, and high risk social situations we set out in  The 
BMJ , with the addition of exercise whereby heavy breathing 
greatly increases both viral emission and viral intake. 
The model does not account for all variables—notably, 
overlapping breathing zones between individuals and known 
airflow heterogeneity indoors. 

 As transmission escalates despite vaccination, we 
should note the perils of mixing unmasked in crowded and 
under-ventilated indoor spaces, especially when singing 
or exercising. When prevalence decreases after the current 
wave, more activities will become low risk. 
   T Greenhalgh, professor, Oxford; Zhe Peng, research scientist; Jose 

L Jimenez, distinguished professor, Boulder, Colorado; W Bahnfleth, 

professor, Pennsylvania; S J Dancer, consultant microbiologist, 

Glasgow; L Bourouiba, professor, Cambridge, Massachusetts

On behalf of the 22 authors of the technical paper     

 Cite this as:  BMJ  2022;376:o106 
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  AIRBORNE COVID-19 

 Open the windows? 

It’s not that easy 

 Dancer and colleagues provide 
valuable commentary on 
implementing controls for the airborne 
transmission of SARS-CoV-2 (Editorial, 
4 December).  

 Window opening is generally 
understood and seems quick to do. 
But the window and door patterns and 
timings required for air exchange are 
specific to each room, including how to 
use heating systems to restore comfort 
after repeated ventilation periods and 
how to manage occupancy. 

 The role of carbon dioxide monitors 
and air filtration also require 
engineering based procedures in 
individual rooms. Such procedures 
cannot be left to end users’ 
experiments. Expertise lies with 
the heating, ventilation, and air 
conditioning industry, but business 
forces have failed to implement it so far 
on the scale required. 

 Transforming ventilation policy into 
hundreds of standard procedures 
fit to implement in millions of rooms 
requires national direction. This 
crosses government departments, so 
new organisations may be needed, as 
if we were at war. We are. 
   Colin W   Brown,    research student  , former GP , 

Glasgow 

 Cite this as:  BMJ  2022;376:o35  

  COVID-19: VALNEVA VACCINE 

 A decision the government 

might regret 
 The UK government’s treatment of the 
Valneva covid-19 vaccine is appalling 
(Covid-19 Feature, 4 December). Sajid 
Javid and Boris Johnson both made 
negative comments about Valneva 
getting approved by the Medicines 
and Healthcare Products Regulatory 
Agency (MHRA) last year, while 
the MHRA was still assessing the 
submission. This raises the question of 
interference in the MHRA’s processes 
and political bias. 

 One reason for covid-19 vaccine 
hesitancy is the relatively new 
technology of mRNA vaccines, with 
unknown long term side effects 

on large populations. Valneva and 
Novavax, both of “conventional” 
technology and relatively good 
efficacy, might be more acceptable to 
those who are hesitant. 

 Valneva might also be helpful 
in booster vaccination rollout and 
might be more effective over a longer 
period (as more variants emerge) than 
vaccines only targeting SARS-CoV-2’s 
protein spikes. 

 Cancelling the Valneva contract 
might prove to be a premature 
decision that will haunt the Johnson 
government. 
   Shyan   Goh,    orthopaedic surgeon , Sydney 

 Cite this as:  BMJ  2022;376:o48  

SURGICAL TRAINING   

 Benefits of augmented 

reality training  

 Naughton and colleagues’ and 
Munro and colleagues’ strategies for 
mitigating the effects of the covid-19 
pandemic on training with a focus on 
simulation were enlightening (Letters, 
5 June; Editorial, 27 March). 

 Covid allowed us to run remote 
supervised operative sessions 
with a high fidelity surgical training 
platform. We increased accessibility 
by minimising cost while improving 
ability, building muscle memory, and 
technical skill. 

 We implemented this throughout 
the country by providing trainees with 
simulators. Objective metrics were 
provided, and faculty could remotely 
provide comments in real time or 
retrospectively, to reduce operative 
time, complication rates, and cost. 

 We estimate that augmented 
reality training for laparoscopic 
appendectomy could save £79 per 
patient, derived from the likely rise in 
efficiency and reduced complication 
rates because of improved skill. 
Extrapolating this across all 
laparoscopic appendectomies for 
150 acute trusts, the yet-to-be peer-
reviewed estimated annual saving to 
the NHS would be £117m. 
   David L   Rawaf,    trainee surgeon, clinical 

excellence lead ;     Elliot   Street,    chief executive, 

co-founder ;     Jordan   Van Flute,    chief technology 

offi  cer, co-founder , Inovus Medical 

 Cite this as:  BMJ  2022;376:o50  
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    Routine tests are key for preventive 

medicine 
 I understand Mathew’s perspective on 
whether routine tests are the best use of a 
GP’s time (Rammya Mathew, 11 December), 
but the problem is more a reflection of 
resource limitation then unnecessary 
investigations. 

 Patients with hypertension need to have 
their renal function monitored because 
a proportion will develop chronic kidney 
disease. Monitoring lipids in patients 
taking statins is because poor lipid control 
is associated with cardiovascular disease. 
This is preventive medicine—a public 
health measure.  

 Mathew rightly points out that her time 
may be better spent supporting patients with 
mental health problems and providing more 
holistic care for patients with multimorbidity. 
But we need GPs to do this and preventive 
medicine, instead of them having to choose 
because of limited resources. 

 We must continue to press the case for 

appropriate funding for primary care and 
the wider health economy to manage all 
the health needs of our patients—including 
preventive medicine. 
   Ajay M   Verma,    consultant gastroenterologist and 

physician , Kettering 

 Cite this as:  BMJ  2022;376:o93  

We need more pragmatic guidelines
 We doctors are “tasked with balancing the 
needs of our entire population” against 
those of individual patients. Surely, this is a 
task for politicians. 

 The GMC directs doctors to use 
resources responsibly. But our primary 
duty is to properly care for each patient 
as an individual. And “proper” care 
can be determined only in the context 
of evidence based medicine, which is 
practised increasingly through guidelines. 
In other words, if a guideline recommends 
a test or investigation, then how can it be 
“unnecessary?” If we truly embrace patient 
autonomy and rights of self-determination, 
then the patient should have the choice 
of whether to undergo a guideline 
recommended treatment. 

 Advising patients to consider the 
healthcare needs of others when making 
decisions about their own health is 
difficult. The only solution to reduce 
over-investigation and over-treatment is 
therefore for guideline issuing bodies, such 
as NICE, to be more pragmatic in issuing 
recommendations. 
   Abeezar I   Sarela,    consultant surgeon , Leeds 

 Cite this as:  BMJ  2022;376:o101 

TRUE COST OF UNNECESSARY INVESTIGATIONS

  CHILDHOOD CONSTIPATION 

 Medicalisation of a dietary problem 

 The 10-Minute Consultation on childhood constipation focuses almost 
entirely on medical management, with scant discussion about diet and 
lifestyle (10-Minute Consultation, 11 December). 

I don’t deny that effective management of an established idiopathic 
constipation problem requires effective and diligent use of laxatives, 
but with the growing incidence of constipation there is a pressing 
need to educate both parents and medical staff about the importance 
of diet and lifestyle intervention. Evidence gathered from around the 
world shows that dietary fibre intake is poor in most children but is 
worse in those with constipation. 

 The medicalisation of a problem that is essentially the consequences 
of poor diet and lifestyle underlines the lack of adequate nutritional 
education for doctors and other healthcare practitioners. Making 
dietary recommendations to parents about eating more fibre is not 
enough; it should be followed up with counselling, ongoing support, 
and education. 
   Samantha   Robson,    medical director , Temple Clinic, Aberdeen 

 Cite this as:  BMJ  2022;376:o92  

REFUGEE DOCTORS   

 From medical support worker to NHS career

  The medical support worker role is the most important recent 
development for refugee doctors (News Exclusive, 11 December). It 
should become a permanent part of an accelerated pathway to GMC 
registration and integration into the NHS. 

 Schemes are well established in Manchester, Cardiff, Glasgow, 
Grimsby, and London, but large parts of the UK lack support for 
refugee colleagues. The BMA convenes regular meetings for scheme 

representatives to tackle concerns and liaise with the GMC.   Refugee 
doctors are not simply international medical graduates: many are 
experienced clinicians—GPs and specialists—who have had enforced 
career breaks of several difficult years. They need the same support as 
other “returners to practice.” 

The London scheme works with Health Education England and local 
trusts to provide support with resettlement, integration, language 
lessons, exam preparation, and entry into NHS employment. 

 Doctors from Afghanistan currently living in hotels awaiting 
resettlement should be signposted towards these schemes. 
   Stephen J   Nickless  ,  retired GP , London 

 Cite this as:  BMJ  2022;376:o54

  SPEAKING TRUTH TO POWER 

 Godlee calls for us to listen and speak 

 It’s difficult to disagree with what’s been said about speaking truth 
to power and the courage and persistence it takes to do so. As a 
psychiatrist, I would also like to draw attention to the emotional 
demands. 

In the age of an increasingly febrile social media, speaking truth 
to power comes with its own unique set of challenges. Add in being 
a person from an ethnic minority background or a woman and the 
challenges increase.  

 Godlee’s last Editor’s Choice is a call for us to listen and speak (Editor’s 
Choice, 11 December). As Abraham Lincoln said, “I leave you, hoping 
that the lamp of liberty will burn in your bosoms until there shall no longer 
be a doubt that all men are created free and equal.” At a time when few of 
the governing and many of the governed are beginning to speak up, this 
has never been more timely. 
   Ananta   Dave,    consultant child and adolescent psychiatrist , Lincoln 

 Cite this as:  BMJ  2022;376:o91    



the bmj | 22 January 2022           125

OBITUARIES

Longer versions are on bmj.com. Submit obituaries with a contact telephone number to obituaries@bmj.com

 Michael Sternberg 
 Consultant psychiatrist 

(b 1933; q St Mary’s 

Hospital Medical School, 

London, 1958), died from 

prostate cancer coupled 

with onset dementia on 

10 October 2021   

 Michael Paul Sternberg 
was born in Vienna. On arrival in the UK, 
his family were given permission to remain 
as his adopted father was a doctor. On 
completing two years of national service in 
the Royal Army Medical Corps, he entered 
general practice in Rainham, Essex. After 
further training he relocated to Bristol in 
1971, where he served for many years as 
a consultant psychiatrist at both Bristol 
Royal Infirmary and Barrow Hospital, 
along with a private practice. In later years 
he became disillusioned with reforms to 
psychiatric care and left the NHS to focus 
on medicolegal work. He retired in 2003. He 
leaves his first and second wives, two sons 
and five grandchildren, one stepson and one 
stepdaughter, and seven step grandchildren. 
   Giles   Grant    

 Cite this as:  BMJ  2021;375:n2677 

 Tony Nokes 
 GP Reading (b 1933; 

q Charing Cross 1957; 

MRCGP), died from 

pneumonia and heart 

failure on 31 October 2021   

 Tony Nokes completed 
18 months as a house 
officer at Charing Cross 
Hospital and two years teaching physiology 
before opting for a change of direction. 
After a year as a trainee in Horley, he joined 
the six partner Western Elms Surgery in 
Reading, where he stayed until retirement 
in 1993. He was also clinical assistant 
to the local geriatric department for 12 
years. As senior partner in the practice 
he saw through a major extension to its 
premises. At various times he served as 
both honorary secretary and chairman 
of the West Berkshire BMA, on the local 
medical committee, and on the council of 
the Reading Pathological Society, of which 
he was elected president in 1992. He leaves 
his wife, Ann; three children; and eight 
grandchildren. 
   Tony   Nokes    

 Cite this as:  BMJ  2021;375:n2823 

 Jacqueline Ann Didsbury 
 Psychiatrist (b 1979; 

q Glasgow 2002), died 

from cystic fibrosis on 

18 February 2021   

 Jacqueline Didsbury (née 
Monaghan and known as 
“Jac”) worked in junior 
doctor roles in Glasgow 
and was our specialty doctor in psychiatry at 
Riverside Community Mental Health Team in 
Partick from 2009 to 2019. She developed 
special expertise in neurodevelopmental 
disorders in adults and was a skilled general 
adult psychiatrist. Both her sisters died 
from cystic fibrosis, but Jac lived for 12 years 
after a double lung transplant. She raised 
tens of thousands of pounds for CF charities 
and worked hard to raise awareness of CF 
no longer being a childhood disease. She 
developed chronic transplant rejection in 
2018, and subsequently a post-transplant 
lymphoproliferative disorder during 2019. 
She took medical retirement in December 
2019. She leaves her husband, Andrew, and 
their daughter. 
   Julia   Rawstorne    

 Cite this as:  BMJ  2021;375:n2691 

 Alan Clark-Jones 
 GP principal Camberwell 

Green (b 1930; q King’s 

College Hospital Medical 

School, London, 1953; 

DCH, DRCOG,MRCGP), 

died from old age and 

chronic hyponatraemia on 

5 September 2021   

 Alan Clark-Jones was a GP in Camberwell 
for 31 years. After semi-retiring in 1990, he 
spent a further 20 years working as a locum 
and part time GP around south London. 
Alan had a great interest in teaching and 
initiated an introductory course in general 
practice for trainee administrators. Through 
his membership of the local medical 
committee in 1989 he became involved in the 
management of local hospitals that needed 
a GP representative on their teams. Alan was 
involved in the general practice aspect of HIV 
care. In retirement he joined the Public Health 
Laboratory Service committee and served on it 
for another 10 years. Predeceased by his wife, 
Angela, in 2012, Alan leaves three children, 
five grandchildren, and one great grandson. 
   Rosemary   Chesson    

 Cite this as:  BMJ  2021;375:n2694 

 John Marshall Hudson 
 Consultant 

ophthalmologist (b1934; 

q Sheffield 1959; FRCS 

Ed Ophth), died from 

progressive supranuclear 

palsy on 4 November 2020   

 John Marshall Hudson 
initially pursued a 
course towards obstetrics and gynaecology. 
Later, however, he decided on a career in 
ophthalmology. After training posts in the 
Midlands he settled in Middlesbrough as 
a consultant at what was then North Riding 
Infirmary. He enjoyed his work immensely 
and was quite happy to put in the long hours 
required. He is remembered as a kind and 
dedicated doctor. In retirement he enjoyed 
trips away with his wife, Maureen. He loved 
the arts. He spent time relearning his Latin and 
French with success, but unfortunately learning 
to use a computer was less successful. John 
was rarely happier than when walking his 
dachshund on the beach at Saltburn or on the 
North Yorkshire Moors. He leaves Maureen, 
three children, and seven grandchildren. 
   Nick   Hudson    

 Cite this as:  BMJ  2021;375:n2741 

 Bodiabaduge Ajith Senaka 
Jayasekara 
 Consultant physician Asiri 

Private Hospital, Colombo, 

Sri Lanka (b 1953; 

q Sri Lanka 1978; MRCP 

UK), died from pancreatic 

cancer 16 August 2021   

 Bodiabaduge Ajith 
Senaka Jayasekara (“Ajith”) did his 
postgraduate training in gastroenterology and 
general medicine at the Ninewells Hospitals in 
Dundee. He was a dedicated physician and was 
passionate about teaching and many doctors 
are grateful to him, having benefited from his 
ability to guide them through the membership 
examination for the Royal College of Physicians. 
Ajith was the author of two revision books for 
MRCP. He put considerable effort and time into 
this venture. This in turn helped him with his 
passion for teaching. He had all the essential 
attributes to be a great educationalist 
including a great sense of humour. Most of all 
he had an unrelenting commitment to patient 
care and teaching. He leaves his wife, Lesley; 
three sons; and a granddaughter. 
   M   Mahendran    

 Cite this as:  BMJ  2021;375:n2692 
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 Ask the daughter of psychiatrist 
Aaron Beck, whose work 
upended that of Sigmund Freud, 
how she thinks her father might 
want to be remembered, and 
Judith Beck pauses a moment. 
Her answer then comes with 
confi dence.   “As a scientist.”   

Aaron Beck was born in the US 
to Russian immigrant parents. 
 He spent decades developing 
cognitive behavioural therapy 
(CBT), a talk therapy that tackles 
negative patterns of thought. 
In his later years Beck worked 
on recovery oriented cognitive 
therapy (CT-R), which focuses 
on creating feelings of purpose, 
hope, and belonging in people 
with more serious behavioural 
and medical problems such 
as schizophrenia. Unlike 
psychoanalysis, the therapies are 

quick—treatment usually comes 
in half hour to one hour sessions 
weekly and rarely lasts more 
than a few months. 

 Beck never intended to 
become a psychiatrist. He was 
partway through a residency in 
neurology when he was assigned 
to six months of psychiatry 
because of a dearth of psychiatry 
trainees. 

 “He wasn’t crazy about that,” 
says Judith Beck. “He had been 
exposed to psychiatry in medical 
school and he saw it as being a 
soft science—not a hard science 
like pathology or neurology.” 

 Psychoanalysis 

 But his interest grew and he 
joined the Department of 
Psychiatry at the University of 
Pennsylvania in 1954. There 
he was initially won over by 
psychoanalysis and went 
through two psychoanalyses 
himself. 

 The scientist in him wanted to 
prove the precepts of analysis, 
so he did a series of clinical 
experiments that he thought 
would validate the practice. 
One was a consideration of the 
dreams of depressed patients. 
His daughter explains, “He 
hypothesised that the dreams of 
depressed patients should show 
more signs of hostility because 
psychoanalysts believed that 
depression was really anger and 
hostility turned against the self.” 

 But he found the opposite—
depressed patients had less 
hostility in their dreams than 
non-depressed people. 

 Other experiments with card 
sorting showed that depressed 
patients did not seem to have 
an innate need to suff er, and in 
fact enjoyed doing well.   This all 
suggested to Beck that a new 
approach might be in order, and 
in the 1960s he set out to develop 
a therapy backed by science. 

 Science based therapy 

 “What he did,” says close friend 
and mentee Martin Seligman, 
“was take the basic Freudian 
premise about thought being 
driven by emotion and turn it 
on its head.” Seligman says 
that where Freudians thought 
of emotion as “the espresso or 
cappuccino” and cognition as the 
“froth on top,” Beck had it the 
other way: it’s thoughts of danger 
that make people anxious, not 
anxiety causing people to think 
of danger. 

 Beck and his colleagues and 
students spent years developing, 
refi ning, and clinically testing 
an approach that involved 
helping patients understand 
how their thoughts could lead 
to psychological problems, and 
how to change their thinking 
patterns and set goals that 
will bring them out of their 
problems. The NHS covers 

CBT for many mental health 
conditions. And, for many years, 
NICE has recommended CBT for 
routine use in mild to moderate 
depression rather than drug 
therapy; it also lists it as an 
option for people with irritable 
bowel syndrome, chronic fatigue 
syndrome, and fi bromyalgia; 
and as a part of treatment for 
schizophrenia. 

 Beck’s lifetime publication list 
runs to 57 pages and includes  
journal articles, books, book 
chapters, and manuals. His fi rst 
journal article was in 1948 on 
kidney problems, and his last 
was in 2021, with daughter 
Judith and another colleague as 
co-authors, with a description 
of how psychiatric disorders 
stem from adaptive behaviour to 
serious mental illness. 

 Global mental health 

 Beck’s ideas, says Vikram 
Patel, professor of global health 
at Harvard University and a 
founder of the movement for 
global mental health, “are the 
foundation of global mental 
health psychotherapy today.” 
The therapy has proved eff ective 
across cultures because they are 
brief—especially compared with 
psychoanalysis—and could be 
“manualised” and measurable, 
he says  . 

 The University of Pennsylvania 
named Beck an emeritus 
professor in 1992. He and his 
daughter Judith founded the 
Beck Institute in 1994.   In 2006, 
Beck won the Albert Lasker 
Award for Clinical Medical 
Research. 

 He leaves his wife of 71 
years, Judge Phyllis Beck; three 
children in addition to Judith; 
10 grandchildren; and 10 great 
grandchildren. 
   Joanne   Silberner  , Seattle 
joanne.silberner@gmail.com
 Cite this as:  BMJ  2021;375:n2902 
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 Aaron Temkin Beck (b 1921; 

q Yale 1946), died in his sleep 

on 1 November 2021 

 Aaron Temkin Beck 
 Psychiatrist who invented cognitive behavioural therapy  

In 2006, Beck 

won the Albert 

Lasker Award for 

Clinical Medical 

Research, 

cementing 

his scientific 

reputation
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