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fall in GPs’ incomes, and the process is ongoing. 
The recruitment and retention crisis in general 
practice is also conveniently ignored.
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ROBOTIC SURGERY

Not	everything	that	counts	can	
be	easily	counted
Paul and colleagues 
highlight the need for 
national registries on 
robotic surgery to collect 
data on rare events, 
long term outcomes, 
and quality assurance.1 
However, it would be hasty 
to draw conclusions on 
the effectiveness of robotic versus traditional 
minimally invasive surgery on the basis of such 
information alone.

Robotic assistance is an adjunct to traditional 
minimally invasive surgery, rather than a new 
surgical approach of its own. Many of the factors 
that drive the popularity of robotic surgery might 
be difficult to measure with the quantitative data 
obtained from trials and registries.2 Arguably, 
the most important role of contemporary surgical 
robotic systems is in reducing the learning 
curve of keyhole approaches and enabling 
more surgeons to perform minimally invasive 
surgery rather than resort to open surgery.3  4 For 
example, minimally invasive prostatectomies 
increased from 1.4% of all prostatectomies in 
2002 to 29.5% in 2008, with fewer associated 
complications reported and a reduced length of 
hospital stay.5

Future robotic systems will aim to overcome 
current economic, clinical, and technical barriers 
to clinical translation and wider adoption.2  6 
Rather than larger and more expensive systems 
being used for the entire procedure, smaller 
intelligent devices will probably be designed 
for certain generic steps of the surgery. The 
pace of technological development means 
that comparative effectiveness research on 
robotic surgery faces a diverse and evolving 
target. Although the importance of clinical trials 
and national registries cannot be overstated, 

BEGINNING OF THE END FOR ENGLAND’S NHS?

Defending	the	NHS	with		
poorly	reasoned	rhetoric		
won’t	save	it
The NHS reforms initiated by Andrew Lansley 
deserve much criticism, but David Hunter’s 
opposition to reform is ineffective because 
it appeals to emotions and doesn’t draw on 
credible evidence.1 

For example, rather than discuss the evidence 
about whether competition among providers 
is good for patients,2 Hunter goes straight to 
the easy rhetorical point that this will lead to a 
system governed by “naked greed,” as in the US. 

Moreover, he misses the vital point that it 
is more important who pays for healthcare 
than who provides it. There is clear evidence 
that a single payer system where government 
acts as the insurer is fairer and cheaper than 
the alternatives.3  4 This is the most important 
characteristic of the NHS and the one most 
worth defending. 

In this era of rich, incompetent, and greedy 
bankers, it is easy to characterise markets as 
red in tooth and claw, as Hunter does. But most 
markets are not like that. In reality, markets 
offer better responsiveness to need, faster 
improvements in productivity, and higher rates 
of innovation than monolithic systems run by 
governments (at least when well regulated).5

In fact, much of the anti-market argument is 
based on the naive assumption that the means 
of production must be controlled by the state 
to ensure efficiency and the public good. If that 
were true, communist central planning of the 
economy would long since have crushed the 
chaos of capitalist markets. In case anyone 
needs reminding, that didn’t happen.

The NHS has many serious challenges to 
deal with, most of which will not be overcome 
by Lansley’s reforms. But alleging that it is all 
a conspiracy and failing to address important 
sources of evidence won’t convince me or many 
others to join the campaign.
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Enough	said?
Hunter says: “Sweden is one of the countries that 
has changed fastest in terms of privatisation.”1 

On the following page of the print journal, 
Sweden is held up as the “exemplar” European 
country, which has achieved the most health gain 
from its health policy.2 

Enough said?
Jim G Thornton professor of obstetrics and 
gynaecology, University of Nottingham, Nottingham 
NG22 8BE, UK jim.thornton@nottingham.ac.uk
Competing interests: None declared.
1 Hunter DJ. Will 1 April mark the beginning of the end of 

England’s NHS? Yes. BMJ  2013;346:f1951. (26 March.)
2 Mackenbach JP, Karanikolos M, McKee M. Health policy in 

Europe. BMJ 2013;346:f533. (20 March.)
Cite this as: BMJ 2013;346:f2465

Waking	up	to	reality
When will we get away from the misleading 
statement that GPs are private enterprises?1 For 
many reasons a blind eye is turned to our self 
employed status when in reality we work for one 
employer, to one heavily managed contract. 
HM Revenue and Customs would readily class 
anyone else in that position as employed for tax 
purposes, but it serves successive governments 
to ignore this fact.

It is also true that we do not work in a free 
market; our profits are governed by various 
benchmarks and adjusted through clawback 
mechanisms to give an average income within a 
range. No new money comes into practices—it 
is merely recycled money from other work, 
previously incentivised, which then becomes 
part of General Medical Service/Personal Medical 
Service contracts. When performance related 
pay was introduced through the Quality and 
Outcomes Framework, overperformance was 
quickly snuffed out by reducing funding and 
increasing expenses. This resulted in a 30-40% 
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evidence based approaches to assessing 
robotic surgery must be similarly dynamic. This 
will help fully evaluate the safety and efficacy of 
new devices as they are introduced.
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OUTPATIENT PARENTERAL ANTIMICROBIOTICS

OPAT	outcomes	in	endocarditis
In most studies of outpatient parenteral
antibiotic therapy [OPAT], success is judged on 
clinical grounds (such as cure of infection).1 
Because this treatment’s benefits derive from 
avoiding hospital admission while providing 
high standards of care to “low risk” patients, 
judgment on the OPAT process should also be 
included in outcome assessment.2 

We used a definition of OPAT failure that 
included “process failure” (unplanned 
readmission, resistance or failure to complete 
the initial antibiotic regimen) to identify clinical 
risk factors for failure in infections commonly 
treated by OPAT.3  4 However risk factors for 
failure in infective endocarditis are unknown, 
and it is unclear if high risk factors identified 
in inpatients apply to carefully selected OPAT 
populations. We analysed patients with 
infective endocarditis or cardiac device related 
infection in the Glasgow OPAT programme and 
found that pre-existing renal or cardiac failure 
(pooled odds ratio 7.39, 95% CI 1.84 to 29.66; 
P=0.005) and treatment with teicoplanin 
(8.69, 2.01 to 37.47; P=0.004) were significant 
independent risk factors for OPAT failure.5 
Importantly, we also found that failure predicted 
longer term adverse clinical outcomes, such as 
death and disease recurrence (P=0.016).

These results emphasise the importance of 
careful selection of patients for the outpatient 

treatment of complex infection, particularly 
infective endocarditis,1 and the need for a 
structured approach to patient management.2 
We advise particular caution in selecting 
patients with infective endocarditis and cardiac 
or renal dysfunction for OPAT management. 
Similarly, alternatives to teicoplanin in the OPAT 
management of infective endocarditis must be 
carefully considered.
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Consider	bronchiectasis	too
In addition to the conditions listed by 
Chapman,1 outpatient parenteral antimicrobial 
therapy (OPAT) has potential application 
for infective exacerbations of non-cystic 
fibrosis bronchiectasis, where effective oral 
antimicrobials are often lacking. A feasibility 
study showed the utility of single agent parenteral 
meropenem for ambulatory management of 
patients with infective flares of bronchiectasis.2 
This has been incorporated into the ambulatory 
management of appropriately selected patients 
presenting to a respiratory “hot” clinic with non-
cystic fibrosis bronchiectasis in an ambulatory 
care area.3 At most, 28% of all unselected 
“hot” patients require admission during the 
following month (with proportions much lower 
for non-cystic fibrosis bronchiectasis alone).3 
One of the key design features is that both 
the administration of OPAT and review of its 
effectiveness occur in the same ambulatory 
care unit, allowing easy admission to secondary 
care if needed for escalated treatment. 
Another important design feature is that the 

effectiveness of OPAT is reviewed by a specialist 
in the particular condition.
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ACHILLES TENDON DISORDERS

Don’t	miss	familial	
hypercholesterolaemia

Asplund and Best note that medical factors 
such as hyperlipidaemia may be associated 
with Achilles injury.1 Special mention should be 
given to familial hypercholesterolaemia, which 
can present as Achilles tendinopathy before the 
development of tendon xanthomata (figure). 
Early diagnosis of this condition reduces the 
risk of premature coronary heart disease, and its 
importance cannot be overstated.

In a study of patients with definite 
heterozygous familial hypercholesterolaemia 
(Simon Broome criteria) in our lipid clinic, 
26.3% had consulted a doctor about symptoms 
of Achilles tendinopathy, but none of these 
consultations had led to a diagnosis of familial 
hypercholesterolaemia.2

We suggest that the evaluation of patients 
with Achilles tendon disorders should include 
cholesterol measurement.
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