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Encouraging single embryo transfer during IVF
Supporting patients with reliable information is key to empowerment
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When the Institute of Medicine made patient centredness 
one of six goals for the healthcare system, it acknowl-
edged that “the right of patients to be informed decision 
makers is well accepted, but not always well imple-
mented.”1 There may be no better illustration of the dif-
ficulty of putting “responsiveness to the needs, values 
and expressed preferences of the individual patient” 
into practice than decisions related to in vitro fertilisa-
tion (IVF). 

IVF involves clinical, economic, and social issues that 
are all intertwined. Implanting multiple embryos raises 
the odds of a successful live birth but increases the risk 
of multiple births, preterm birth, and undesirable and 
expensive complications. The risks are lower with single 
embryo transfer, but so is the success rate.2 Still, patients 
often perceive the risks of multiple embryo implantation 
as low, and the prospect of twins as a kind of bonus.3 

In the linked randomised controlled trial, van 
 Peperstraten and colleagues used a multifaceted inter-
vention to empower patients in an informed manner.4 
People in the intervention group were given a decision 
aid, support from an IVF nurse, and the offer of an extra 
IVF cycle if single embryo transfer was unsuccessful. 
After the first cycle single embryo transfer was used by 
43% of couples in the intervention group and 32% in the 
control group (difference 11%, 95% confidence interval 
0% to 22%). After the next cycle the equivalent results 
were 26% compared with 16% (10%, −6% to 26%). 
Those receiving the intervention had significantly higher 
empowerment and knowledge levels, but no difference 
in anxiety and depression. The mean savings versus 
standard IVF care were €169.75 (£146.77; $219.12) 
per couple.

“Higher empowerment levels” had one particularly 
striking manifestation: 91% of couples wanted to decide 
for themselves the number of embryos transferred, with 
their doctor as adviser only. The authors concluded that 
“Once people have received proper support they are 
apparently eager and capable of making such complex 
decisions.”

Van Peperstraten and colleagues’ study provides an 
example of how the theoretical model of informed deci-
sion making—defined as “transferring information [and] 
enhancing the patient’s ability to engage in autonomous 
decision making with ultimate control but also respon-
sibility for the treatment choice”5—can be implemented 
with real patients in a complicated and emotionally 
charged situation. 

Although no significant differences were seen in the 
primary outcome of single embryo transfer, one aspect 

of the patient empowerment process that stood out was 
the crucial role played by proper support. Unfortunately, 
having specially trained nurses readily available to pro-
vide individual counselling is not an option for many 
practices. In addition, the decision aid, designed to meet 
international standards of usability and reliability, was 
individually mailed to eligible participants.

The solution could lie with the internet. The volume of 
health information available online is already reshaping 
the conversation between doctor and patient. Given that 
42% of adults say they or someone they know has been 
helped by medical advice found on line,6 it is time for 
doctors to embrace the opportunity to create a shared 
base of reliable information.

For example, doctors counselling couples on assisted 
reproductive technologies could refer them to three 
online videos from the US Centers for Disease Control 
and Prevention (CDC) that include advice from experts 
and vetted patient testimonials.7 Similarly, the British 
site “One at a time” (www.oneatatime.org.uk/29.htm)—a 
reference to single embryo transfer—includes profession-
ally reviewed guidance to patients and detailed guide-
lines for clinicians.

This concept of directing patients to information on 
the web can apply to other conditions,8 and a multitude 
of evidence based, shared decision making programmes 
of a high level of accuracy and sophistication are now 
available.

To be sure, many patients will not choose to be solo 
decision makers, particularly individuals struggling with 
a serious illness. When patients do turn to their doctor for 
advice, true empowerment may involve letting patients 
decide which—if any—responsibilities for gathering and 
using information they wish to bear and which they wish 
to share.

In his landmark book, The Silent World of Doctor and 
Patient, Jay Katz cautioned that a “radically different 
climate of physician-patient decision making” required 
“both physicians and patients . . . [to] rethink basic 
assumptions about their relationship.”9 Empowering 
people who are in the process of creating new life may 
be the ideal place for that rethinking to begin.
1 Committee on Quality of Health Care in America and Institute of 
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Continuing medical education across Europe
Demonstrating cost effectiveness and impact on patient care may be difficult

The vision of a competent medical workforce that can 
move across Europe to tackle shared health challenges 
is attractive to a variety of stakeholders. In the linked 
 Analysis article, Horsley and colleagues argue for har-
monisation of the current systems for maintaining pro-
fessional competence and highlight the barriers that 
will have to be overcome.1 They recommend that the 
new system should show improved patient outcomes 
but acknowledge the uncertainty about how this can be 
achieved. These recommendations are a major challenge 
for continuing medical education (CME) in this new sys-
tem, and all educational providers—from governments 
and professional bodies to drug companies and other 
commercial companies—will require a clear under-
standing of the notion of professional competence and 
evidence for the effectiveness of different educational 
approaches. In the current economic climate the cost 
effectiveness of these different approaches is also an 
important consideration.

Maintaining competence for doctors requires more 
than regularly updating medical knowledge and clinical 
skills. All doctors are expected to act professionally and 
to display a range of behaviours and relationships under-
pinned by core values, such as integrity, compassion, and 
working in partnership with patients and other health-
care professionals.2 Maintaining professional compe-
tence across this wide variety of domains is essential for 
high quality patient centred clinical care.3 A new system 
for the provision of CME will need to provide opportuni-
ties to develop and assess all of these domains that are 
integrated as professional competence.

Evidence shows that CME can improve patient out-
comes, and several meta-analyses highlight the effec-
tiveness of interactive techniques, such as audit with 
feedback, academic detailing, and reminders.4 Clinical 
practice guidelines and opinion leaders are less effective, 
and the use of didactic presentations and the distribu-
tion of printed information have little effect on clinical 
practice. This evidence can guide the future provision 
of CME, but the most effective strategies are those that 
focus on a few specific domains of professional compe-
tence, such as approaches to improving the management 
of hypertension.

Evidence of the effectiveness of CME in the develop-

ment and assessment of professionalism is less clear. 
Workplace based assessment has been increasingly 
used to assess the breadth of professional competence, 
but often it is also used as a formative and educational 
approach. However, the linked systematic review by 
Miller and Archer found little evidence that these tools 
can improve patient outcomes, although it found that 
multisource feedback seems to improve performance 
and that the presence of facilitation is an important suc-
cess factor.5 There is also little evidence of a change in 
clinical practice or improved patient outcomes for other 
approaches to developing professionalism, such as 
reflective practice6 and Balint groups.7 

Horsley and colleagues recognise the increasing use 
of the internet to deliver learning opportunities and 
consider its potential to deliver CME across Europe.1 
An exciting future scenario can be envisaged in which 
standardised and accredited learning packages could 
be offered to doctors across different member states, 
but a recent meta-analysis of internet based learning 
in the health professions found little evidence that this 
approach can change clinical practice or improve patient 
outcomes. 8 Interestingly, it also found no consistent 
difference between internet based learning and other 
approaches, although a blended learning approach that 
has greater interactivity may be more effective.

A clear message from the available evidence that can 
guide the provision of CME in a new system is that the 
learner must actively participate in the educational 
process and that this requires the support of a facilita-
tor. These approaches are highly intensive in both time 
and resources for the user and the provider. There are 
few high quality cost effectiveness studies that can 
adequately justify resource allocation for interactive 
approaches and further research is needed, although 
the full costs are likely to be underestimated.9 It is also 
important to remember the substantial influence of the 
working context for enabling new learning to be trans-
lated into clinical practice.10

A new system of CME should recognise the needs of 
the learner. For example, most learners who commonly 
use internet based CME do so because it helps them to 
balance family and professional commitments.11 Many 
professionals are also self directed lifelong learners who 
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identify their own learning needs on the basis of their 
encounters during the course of their clinical practice.12 
This approach to learning does not easily align with many 
of the educational approaches that are offered by various 
providers. The provision of prepared learning packages 
may reduce costs, but such packages are not useful to the 
learner and are not likely to be effective.

A harmonised system that can maintain professional 
competence across Europe is achievable, but all pol-
icy makers and providers will need to appreciate that 
professional competence is holistic and that it may be 
difficult to demonstrate the effectiveness and cost effec-
tiveness of different educational approaches. However, 
this should not hinder the development and implemen-
tation of CME that respects the needs of the learner and 
that uses interactive approaches led by a facilitator.
1 Horsley T, Grimshaw J, Campbell C. Maintaining the competence of 
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Protecting health in hard times
Europe’s health ministers exchange experiences on the impact  
of the economic crisis

Health ministers from across Europe came together in 
 Moscow in September at the 60th meeting of the European 
regional committee of the World Health Organization. High 
on their agenda was the ongoing economic difficulty fac-
ing many of their countries. Their experiences varied. Some 
had seen their budgets frozen whereas others had experi-
enced real cuts. A fortunate few, however, had seen budget 
increases, as a result of recognition by their cabinet col-
leagues of the necessity of protecting the most vulnerable at 
times of crisis. As ministers and institutional partners shared 
experiences and challenges, they endorsed WHO Europe’s 
call to move forward as a region under a consolidated Euro-
pean Health Policy, which will foster effective and coordi-
nated action to bolster health systems in the face of evolving 
challenges.

Three main messages on the financial crisis emerged from 
member states during a technical briefing devoted to this 
topic. The first was the need for health ministers and their 
advisers to engage actively in discussions about the economy. 
There was confusion among politicians, media commenta-
tors, and the public about the differences between deficit 
and debt (for example, the United Kingdom has a high deficit 
but relatively low government debt) and between debt held 
by government, banks, the non-financial corporate sector, 
and households.1 Terms such as “unsustainable” are used 
widely to describe levels of debt even though in most west-
ern European countries they are well below the International 
 Monetary Fund’s definition of unsustainability.2 Debate on 
how to respond is often oversimplified, with little awareness 
of historical evidence,1 and, as the IMF has recently noted, 
it may not give sufficient priority to the social consequences 
of retrenchment.2 There was particular concern that some 
finance ministries, urged on by the media, are using the 

economic difficulties to pursue an underlying objective of 
shrinking the state.

The second message was the need to protect those who 
are the most vulnerable. Epidemiological research shows 
the profound health consequences of unemployment and, 
although less well recognised, fear of unemployment.3-6 
Research on previous economic crises shows that higher 
unemployment is associated with increased suicide rates.6  7 
Yet it also shows that, with increases in social welfare and 
in particular active labour market policies that keep people 
in work or return them rapidly to the workforce, this is not 
inevitable. This is apparent in a comparison of Spain and 
Sweden, both of which faced severe economic problems in 
the late 1980s and early 1990s. Whereas Spain saw a relative 
increase in suicides in this period, in Sweden, with its strong 
welfare state and active labour market policies, the long term 
decline in suicides continued uninterrupted. Those present 
at the briefing supported a call from one international agency 
present to “pump resources into mental health services,” 
reflecting concerns that in many countries they had been 
weak even before the current economic difficulties.

Delegates gave many examples of how they were seek-
ing to do this. The Moldovan health ministry has success-
fully negotiated additional funding for the health insurance 
fund from the finance ministry. The Icelandic government, 
facing an extremely severe crisis, has negotiated cuts to the 
health budget with the IMF that were only half as large as in 
other areas. A few countries had been forced to cut salaries 
of health workers but many, including Greece and Ireland, 
were looking at how to cut the large bill for drugs using refer-
ence pricing (paying a standard price for all drugs with the 
same active ingredient). This approach could lead, indirectly, 
to price reductions for other countries that benchmark their 
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prices internationally. As one international agency noted, 
there is still substantial scope to save costs through greater 
generic substitution. However, the smaller countries drew 
attention to the difficulty they faced in negotiating with the 
drug industry.8

The third message was that the crisis could be used to 
implement desired reforms that had proved difficult in the 
past. The Latvian government has engaged in a long awaited, 
and much needed, reduction in the number of hospitals and 
an upgrading of emergency care. The Spanish government 
plans to use a new public health law to shift resources away 
from individual (and often expensive and ineffective) preven-
tion measures, such as screening for prostate cancer, towards 
population based health protection and health promotion 
programmes of known effectiveness.9 Special emphasis is 
placed on integrating public health practice with primary 
care and supporting healthy choices.

Such measures should not be confined to the health  sector. 
Recalling the concept of “health in all policies” set out by 
the Finnish presidency of the European Union in 2006,10 
ministers stressed the importance of recognising how health 
and health services contribute to economic growth and how 
developments in other sectors contribute to health. Thus, the 
World Bank drew attention to the road building programme 
in Russia, a private-public partnership designed to create 
employment and make driving safer as part of efforts to 
reduce traffic accidents.11

Although the sustainability of health systems and the 
methods to deliver health care are debated even in times of 
economic growth, the current financial crisis has raised the 
pitch of the debate. This was acknowledged in the presen-
tation of the proposal for the WHO European region’s new 
European Health Policy, in which the financial sustainabil-
ity of health systems was cited as one of seven primary chal-
lenges currently facing health systems. These challenges are 

best tackled through a renewed commitment to evidence 
based public health and public health infrastructures12; 
the strengthening of health systems and the empowerment 
of health ministries; collaboration between national and 
regional partners; and wisdom accumulated from a long 
tradition of past public health initiatives, which has created 
an opportunity for shared learning across Europe. Above all, 
the ability of health systems to cope with budget shortfalls in 
the face of higher population needs will require a coalescence 
of technical, political, and social leadership, spearheaded by 
national health ministries but extending to everyone with the 
potential to improve health.
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Dabigatran etexilate in people with atrial fibrillation
Has some benefits over warfarin, but evidence on long term efficacy and safety is lacking

Atrial fibrillation affects about 1.2% of the population in 
the United Kingdom and accounts for about a sixth of all 
strokes.1  2 Its prevalence increases steeply with age, from 
0.5% of those aged 50-59 years to 10% of those over 80.1 
Strokes are more disabling in patients with atrial fibrilla-
tion and have higher 30 day mortality than those of arte-
rial origin.3  4 Because of the ageing population, the burden 
of stroke caused by atrial fibrillation is expected to rise 
sharply over the next few decades unless more effective 
thromboprophylaxis can be given to the population at risk.3

When compared with placebo or no antithrombotic 
treatment, warfarin reduces the risk of stroke by about two 
thirds in patients with atrial fibrillation,5 but this drug is 
underused because it is inconvenient and causes bleeding. 
Antiplatelet treatment with aspirin is much less effective 
than warfarin—it reduces the risk of stroke by about a fifth 
compared with placebo.5 Adding clopidogrel to aspirin 
improves the effectiveness of antiplatelet treatment to 

prevent stroke but the combination remains significantly 
less effective than warfarin.6  7 Current guidelines recom-
mend warfarin for patients with atrial fibrillation at high 
risk of stroke (previous stroke or embolism or more than 
one of the following risk factors: age ≥75 years, hyperten-
sion, diabetes, or congestive cardiac failure), either aspirin 
or warfarin for those at moderate risk (only one stroke risk 
factor), and aspirin for patients at low risk for stroke (no 
stroke risk factors).8

Dabigatran etexilate is an oral prodrug that directly 
inhibits thrombin. It has a half life of 12-17 hours and 80% 
is excreted by the kidney. Unlike warfarin, dabigatran etexi-
late has a predictable anticoagulant effect and does not 
require routine coagulation monitoring. In 2009 the Ran-
domized Evaluation of Long Term Anticoagulation Therapy 
(RE-LY) trial, was published. This trial compared dabigat-
ran etexilate 110 mg or 150 mg twice daily (this dose com-
parison was double blind) with open label adjusted dose 

bmj.com podcasts 
 Ж Martin McKee talks 

about the economic crisis 
in a BMJ podcast at www.
bmj.com/podcasts 

Nina C Raju haematologist, 
Thrombosis Unit, Hamilton 
General Hospital, McMaster 
University, ON, Canada L8L 2X2 
nina.raju@optusnet.com.au
Graeme J Hankey neurologist, 
Department of Neurology, Royal 
Perth Hospital, University of 
Western Australia, Perth, WA 
6000, Australia 
 
Cite this as: BMJ 2010;341:c3784
doi: 10.1136/bmj.c3784



BMJ | 2 OCTOBER 2010 | VOLUME 341       683

EDITORIALS

warfarin (international normalised ratio 2-3) in more than 
18 000 patients with atrial fibrillation.9 The primary out-
come was stroke or systemic embolism. After a median of 
two years’ follow-up, 21% of participants had discontinued 
dabigatran etexilate (compared with 17% who had discon-
tinued warfarin); this was partly because of an excess of 
dyspepsia, which was probably related to the tartaric acid 
content of the capsule. Compared with  warfarin, dabigat-
ran etexilate 150 mg twice daily significantly reduced the 
rate of stroke or systemic embolism (relative risk 0.66, 95% 
confidence interval 0.53 to 0.82) and death from cardio-
vascular disease (0.85, 0.72 to 0.99) despite the higher 
discontinuation rate. No significant difference in the same 
outcomes was found between dabigatran etexilate 110 mg 
twice daily and warfarin (table).

Both doses of dabigatran etexilate were associated with 
fewer intracranial and life threatening bleeds than with 
warfarin. However, the 150 mg twice daily dose signifi-
cantly increased gastrointestinal bleeding compared with 
both warfarin and lower dose dabigatran etexilate. The 
higher dose, but not the lower dose, of dabigatran etexilate 
also significantly increased the risk of myocardial infarc-
tion compared with warfarin. The mechanism of increased 
myocardial infarction is unclear.9 Dabigatran etexilate 
showed no evidence of hepatotoxicity.

The strengths of the RE-LY study include its large size, 
blinded comparison of dabigatran etexilate doses, compre-
hensive strategies to minimise ascertainment and reporting 
bias, blinded adjudication of outcomes, and near complete 
(99.9%) follow-up. Investigators were able to use low dose 
aspirin (<100 mg/day), and the warfarin arm contained 
both patients who had taken warfarin and those who had 
not. The control of anticoagulation achieved in patients 
treated with warfarin (time in therapeutic range 64%) was 
comparable to other large trials of warfarin.

The results of the RE-LY trial show that dabigatran etexi-
late is at least as effective as warfarin for the prevention 
of stroke in patients with atrial fibrillation. There was a 
higher risk of gastrointestinal bleeding with the higher 
dose of dabigatran etexilate (excess of 5 events/1000/year) 
and myocardial infarction with both doses of dabigatran 
etexilate (excess of 2/1000/year), but fewer cardiovascu-
lar deaths (5 fewer events/1000/year) and strokes (6 fewer 

events/1000/year) with the higher dose. Fewer  intracranial 
bleeds occurred with both doses (lower dose: 5 fewer 
events/1000/year; higher dose: 4 fewer events/1000/year).

What are the implications of these results for clinical 
practice? Although the trial is well conducted the patients 
were a selected group so the outcomes may not translate 
to everyday practice. As an alternative anticoagulant, 
dabigatran has its limitations and safety concerns—an 
excess of dyspepsia, gastrointestinal bleeding, and myo-
cardial infarction plus the potential for accumulation in the 
presence of renal dysfunction. All patients should therefore 
have renal function evaluated before they start this drug. 
Dabigatran has the advantage of a wide therapeutic win-
dow, but drug compliance may still influence its safety and 
efficacy, a particular concern in more vulnerable patients.

The 150 mg twice daily dose of dabigatran etexilate 
may be an option to replace warfarin for most patients 
with atrial fibrillation who are at moderate or high risk for 
stroke and who meet the eligibility criteria for the RE-LY 
trial. The lower dose will probably be reserved for patients 
at increased risk of bleeding and for elderly people (>75 
years) who have a higher risk of thromboembolic events 
and adverse effects. Warfarin should continue to be the 
preferred drug for those with severe renal insufficiency 
(creatinine clearance <30 ml/min), who were not eligible 
for inclusion in RE-LY, and possibly people with known 
cardiovascular disease. The choice of treatment should 
take into account assessment of individual risk—benefit, 
patient values, and preferences.

What are the unanswered questions? The relative safety 
and efficacy of dabigatran compared with warfarin are 
uncertain in patients with hepatic impairment and in those 
at high risk of bleeding who were not eligible for inclusion 
in the RE-LY trial. The long term effects of dabigatran, 
beyond the average two year duration of follow-up in RE-LY, 
are also unknown but are being evaluated in an ongoing 
follow-up study of patients enrolled in RE-LY. Finally, the 
efficacy and safety of dabigatran etexilate compared with 
other new anticoagulants such as rivaroxaban, apixaban, 
and edoxaban is uncertain.
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Comparison of efficacy and safety outcomes for high and low dose dabigatran etexilate and warfarin9 

Outcome

Absolute risk of 
event in warfarin 
arm (%/year (n))

High dose 
dabigatran* v 
warfarin†

Low dose* 
dabigatran v 
warfarin†

High dose v low dose 
dabigatran†

Stroke and systemic 
emboli

1.69 (199) 0.66  
(0.53 to 0.82; <0.001)

0.91  
(0.74 to 1.11; 0.34‡)

0.73  
(0.58 to 0.91; 0.005)

Cardiovascular death 2.69 (317) 0.85  
(0.72 to 0.99; 0.04)

0.90  
(0.77 to 1.06; 0.21)

0.94  
(0.79 to 1.11; 0.44)

Intracranial 
haemorrhage

0.74 (87) 0.4  
(0.27 to 0.6; <0.001)

0.31  
(0.2 to 0.47; <0.001)

1.32  
(0.80 to 2.17; 0.28)

Life threatening 
bleeding

1.80 (212) 0.81  
(0.66 to 0.99; 0.04)

0.68  
(0.55 to 0.83; <0.001)

1.19  
(0.96 to 1.49; 0.11)

Gastrointestinal 
bleeding

1.02 (120) 1.5  
(1.19 to 1.89; <0.001)

1.1  
(0.86 to 1.41; 0.43)

1.36  
(1.09 to 1.7; 0.007)

Myocardial infarction 0.53 (63) 1.38  
(1.00 to 1.91; 0.048)

1.35  
(0.98 to 1.87; 0.07)

1.02  
(0.76 to 1.38; 0.88)

*High dose=150 mg twice daily; low dose=110 mg twice daily.

†Values are relative risk (95% confidence intervals; P value (all P values are for superiority unless indicated otherwise)).

‡Non-inferiority analysis.
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Earlier this year the report from the Commission on the 
Future of Nursing and Midwifery in England made the 
controversial recommendation that nurses should have 
a degree to enter the profession.1 Although the com-
mission was set up by the previous prime minister, this 
recommendation met with support from the new govern-
ment within days of it taking office. Anne Milton, the 
new parliamentary undersecretary of state for health 
with responsibility for nursing, herself a nurse, has 
already gone on record as being one hundred per cent 
supportive. In the nursing press she said that although 
the government hadn’t yet published a policy, graduate 
only entry might be introduced by 2011-13, and that 
undoubtedly all registered nurses need a degree.2

Over the past decade, views on graduate nurses have 
often resembled tabloid headlines, repeating the usual 
prejudices that nurses with a degree are uncaring and 
“too posh to wash” and that making nursing a degree 
entry profession will prevent those who aren’t aca-
demically gifted from following their chosen vocation. 
 Moreover, one broadsheet suggested “the real motiva-
tion is the desire of the Royal College of Nursing and the 
nursing establishment to raise the status of nursing and 
to end the stigma of the ‘doctor’s handmaiden.’”3 Those 
comments aside, what is degree entry to the nursing reg-
ister likely to mean, and what are the implications for the 
nature and future shape of the clinical team?

Degree entry to nursing is not new. Degree pro-
grammes have been preparing people for entry to nurs-
ing for more than 40 years; fast track programmes have 
existed for graduates from other disciplines for more 
than 30 years; and a degree has been mandatory for 
entry to the register in Scotland, Wales, and Northern 
Ireland since 2002. Although data on nurses’ qualifica-
tions are not currently kept centrally, around 30% of 
nurses in the UK are estimated to have a degree.4

Little robust evidence is available on the link between 
nurses’ educational levels and the quality of care deliv-
ered. A positive association has been reported for a 
wide range of patient outcomes, however, including 
mortality,5 although whether the association is causal 
is unclear. Some of the inconsistency in findings arises 
from poor quality data and a lack of standardised 
 metrics.6 There is no evidence that nurses with degrees 
are less able or willing than other registered nurses to 
undertake the fundamentals of care, or that nurses with 
higher educational qualifications are less caring.

The crucial factor for ensuring high quality care, 
whatever academic level is ascribed to a nursing quali-
fication, is getting the right balance between theory 
and practice. In settings with little support for learning 
in practice, not only is care poor but attrition from the 
profession is high.7 As for all healthcare professionals, 
the key challenge nationally and internationally is to 
ensure that nurses acquire appropriate levels of clini-

cal competence, and this is where the focus for future 
policy should lie.

The commission’s recommendation is for new 
entrants to the nursing register to have a degree, not 
that all nurses should be graduates, although this 
must be seen as the ultimate aspiration. The difference 
is important. The last option requires a retrospective 
strategy on behalf of employers to bring nurses up to 
the required level, a difficult mandate to enforce. The 
first option means narrowing the entry gate to nursing 
to those capable of degree level education. Nursing in 
the United Kingdom is unusual globally in having only a 
single level of registered nurse. Australia and the United 
States have two levels of nurse, with second level nurses 
having a more practically focused training similar to that 
of the former enrolled nurses in the UK. The first level 
in both countries is a graduate programme. The public 
debate in England has not encompassed the idea that 
the move to all graduate entry to nursing will probably 
be accompanied by a new stratification of the nursing 
workforce, with fewer registered nurses—those who will 
have a degree—as a proportion of the overall number of 
nurses. This is a subject on which many with a vested 
interest remain silent.

Modern health care is complex. For each clinical pro-
fessional to play a full role in the clinical team he or 
she needs an extensive and up to date knowledge base 
in addition to skills in critical thinking, clinical assess-
ment, clinical decision making, and data analysis. The 
ability to lead and to be accountable for complete epi-
sodes of care is also necessary. The delivery of high qual-
ity care therefore needs a well educated, well supported, 
and possibly more clearly stratified nursing workforce. 
As long as the transition to degree level entry for nurses 
is accompanied by investments in apprenticeships, 
National Vocational Qualifications (NVQs), and founda-
tion degrees there is no reason that talented people with 
a vocation to care should not also find a meaningful and 
satisfying role in the modern clinical team.
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Response on bmj.com
“No one acquainted in the 
least with the literature 
on patient satisfaction 
with medical care (indeed 
all institutional care) will 
be surprised that one of 
the most remarked and 
appreciated qualities in 
staff is their “human” 
quality of empathy and their 
insight into the patient’s 
experience. A degree does 
not ensure this. Another 
wheel to reinvent perhaps?”
Jim H Monach, retired 
lecturer
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