LETTERS
PUBLISHING SURGEONS’ DEATH RATES

Publishing performance data is
an ethical obligation
The article by Westaby dealing with publication
of surgical mortality data is at best a superficial
examination of the issue and at worst
misleading.1 The evidence has been irrefutable
for many years that the collection and feedback
of risk adjusted mortality data will reduce death
rates by as much as 40% in cardiac surgery and
other specialties. The problem of “gaming”
cardiac surgery outcomes by avoiding high risk
patients was proposed and investigated at the
time of the initial publication of the results and
no evidence was found to support the assertion.2
More recently it has been suggested that
without the knowledge of their own mortality or
complication rates and those of their colleagues
it is not possible for surgeons to obtain full
informed consent from their patients.3 Thus,
complication and death rates become a tool
for continuous quality improvement, patient
information, and informed
consent rather than a stick
with which to beat the
surgeon.
If institutional factors, such
as availability of equipment,
contribute to poor outcomes
this must be flagged by
appropriate incident reporting
and if necessary open
disclosure to the patient or
family. In this situation, the
contribution of risk adjusted
outcomes remains valuable
and report cards fulfil this
requirement.4 I understand Westaby’s concerns
about a bureaucratic reliance on performance
data from one group (surgeons) alone, and I
have tried to recommend that performance
data in all specialties should be collected to
optimise performance in all areas of healthcare
activity. I will repeat that this is not merely a lofty
professional goal but an “ethical obligation.”5
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Author’s reply
Writing from Australia, Bolsin and Colson want to
retain focus on surgeon culpability. Bolsin should
have disclosed that he was the anaesthetist who
triggered the Bristol Inquiry. For the sake of the
profession as a whole we need to shake off the
legacy of the inquiry. Hospital infrastructure,
clinical processes, and failure to rescue are now
the principal determinants of postoperative
outcome.1 2 To hold an individual surgeon
responsible for all deaths is misleading and has
legal implications.3 It is equivalent to blaming
airline pilots for engine failure
after a bird strike.
After multiple suspensions of
individuals and paediatric units,
cardiothoracic surgery is regarded
as a hazardous career and
lifestyle choice. Fifty five per cent
of UK medical graduates, but only
5% of cardiothoracic surgeons
are women.4 Recruiting suitable
candidates to cardiothoracic
surgery for specialty training
year 3 posts is problematic, and
many newly accredited surgeons
find independent practice
intimidating in the prevailing environment. The
reality is that 55% of congenital heart surgeons,
almost 50% of thoracic surgeons, and 35% of
adult cardiac surgeons are overseas graduates.
This profile is strikingly different from before
surgeon specific mortality data and the Safe and
Sustainable process.5
Some congenital heart units have no UK
graduate surgeons, suggesting that a whole
generation has already been lost to the specialty.
Surgeon specific mortality data is beginning
to affect other surgical specialties with similar
impact. Therefore, the risks versus benefits of the
“name and shame” culture should be carefully
reconsidered.
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Neurosurgical National Audit
Programme has been set up
We agree with Westaby’s views on publishing
individual surgeons’ death rates.1 In April, the
Society of British Neurological Surgeons launched
the Neurosurgical National Audit Programme
(NNAP)—a comprehensive audit of elective and
non-elective neurosurgical services. The NNAP
has been mandated by NHS England to publish
surgeon and unit level death rates in the 2014
Consultant Outcome Publication. Through the
NNAP, neurosurgeons have undertaken a major
review and validation of the NHS England 201213 hospital episode statistics dataset.
The hospital episode statistics attribution of
deaths to individual consultant neurosurgeons
is fraught with problems, including deaths after
procedures undertaken by consultants in other
specialties and even deaths where coding to
neurosurgery is simply expedient. More than half
of neurosurgical activity is non-elective. Much of it
relates to the admission of patients for emergency
investigations that are not available in district
general hospitals; to the assessment of critically ill
patients for whom no intervention might then be
deemed appropriate; and to the care of patients
with irreversible intracranial pathology from
the outset. Death in a neurosurgical unit is not
necessarily an indicator of poor care and might,
paradoxically, reflect high quality services.
Developing risk adjustment methods tailored
to neurosurgery’s complex case mix and clinical
pathways is challenging. Against this background
neurosurgeons remain anxious that publication
of non-elective mortality rates will not represent
fairly the quality of care they provide and would
promote risk averse behaviour. Colleagues in
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ANTIDEPRESSANTS AND FDA WARNINGS

Link between FDA warnings and
increased suicide questionable
Lu and colleagues hypothesised that US Food
and Drug Administration antidepressant safety
warnings reduced antidepressant prescribing
and thereby increased suicide attempts in
young people.1 They investigated associations
in three age groups between antidepressant
prescribing before and after the warnings and
suicide attempts, as measured by psychotropic
poisonings in patients presenting to emergency
departments or admitted to hospital. We
question their conclusions that the FDA warnings
were associated with significant reductions in
antidepressant use and increases in suicide
attempts among adolescents and young adults.
We doubt that poisoning by psychotropic
drugs is a “validated proxy for suicide
attempts.” Only a minority of suicide attempts
in young people involve such drugs. Most self
harm injuries in young people do not involve
poisoning,2 only roughly half of emergency
visits for psychotropic poisonings are
intentional,3 and not all intentional self harm
in young people reflects suicidal intent.4
The authors reported large “declines”
in antidepressant use relative to forward
projection of trends before the FDA warning,
when antidepressant use had been increasing.
In absolute terms, however, they found only a
modest decrease in the fraction of adolescents
receiving antidepressants, and essentially
no change in the fraction of young adults and
adults. Yet the hypothesis of increases in
suicidality is premised on absolute declines in
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allied disciplines have expressed concern that
neurosurgeons might not accept patients for
palliative care.
The NNAP will publish risk adjusted consultant
elective procedural death rates and unit whole
practice death rates on 1 December. We view
these to be basic quality assurance measures.
We agree with Westaby that the real benefits of
national audits will only be realised when we are
able to apply more sensitive and specific outcome
measures to quality improvement.

Year

Rates of suicidal behaviour in young people, 1997-2012, various data sources. All measures are expressed
as US incidence rates per 100 000 age specific population, unless otherwise noted

antidepressant use, not declines relative to a
hypothetical projection.
A more plausible explanation is that the
FDA warnings slowed previous growth in
the rate of antidepressant treatment. In the
following years, there was a substantial—but
probably unrelated—increase in emergency
department visits and hospital admissions
related to increasing non-medical use of
benzodiazepines, stimulants, and other
psychotropic agents by young people.5 6
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Are study findings a false alarm?
We question Lu and colleagues’ findings that
the prescription of antidepressants decreased
and suicide attempts in young people increased
after the Food and Drug Administration released
warnings about antidepressant safety for two
reasons.1 Firstly, the measure they use as a proxy
of suicide attempts (poisonings by psychotropics)
is faulty and, secondly, more direct measures of
attempts and deaths (figure) show no increase,
on balance, after the FDA warnings.
The authors used poisonings by psychotropics
(international classification of diseases, 9th
revision (ICD-9) code 969) as a proxy for suicide
attempts, but this measure includes both
intentional and unintentional overdoses. The
sole reference to this claim—a paper that two
of us coauthored—in fact showed that in the US
this code had a sensitivity of 40% and a positive
predictive value of 67% (33% of the discharges it
captured were not intentional self harm).2
Lu and colleagues’ findings are contradicted
by national data (figure). The Centers for Disease
Control and Prevention’s youth risk behaviour
survey found a decline in high school students’
self reported suicidal thoughts, plans, and
attempts from 2000 to 2009 (with increases in
more recent years).3 Two national samples of
hospital visits saw no increasing trend in self
harm in young people after the 2003-04 FDA
warnings.4 5 California’s EPIC website, which
presents a census of inpatient discharges for the
state,6 recorded no increase in youth self harm
throughout the 2000s. Most importantly, the
national suicide mortality rate in young people
was largely flat in 2000-10.5
On balance, the evidence shows no increase in
suicide attempts or deaths in young people after
the FDA warnings. It is important that we get this
right; sounding unnecessary alarms does nothing
to protect our young people.
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Authors’ reply

Public health efforts to understand and reduce
suicide risk depend on accurate data. The varying
use of cause of injury codes across and within
health systems over time motivated us to use a
proxy measure for suicide attempts.
Olfson and Schoenbaum question its
sensitivity, citing US national data showing that
sensitivity is likely to be no more than 50%. The
use of these data is problematic, however, given
the inconsistent use of cause of injury codes. We
found that in three of our research network health
systems that use them regularly the proportion
of suicide attempts across age groups ranged
from roughly 30% to 60%. A sensitivity of 30%
to 60% means that this proxy measure would
not be appropriate for estimating prevalence,
and reduced sensitivity would reduce statistical
power for detecting changes over time, although
it would not bias our interrupted time series
analysis.
Olfson and Schoenbaum also say that only a
small proportion of emergency department visits
for poisoning involve psychotropic drugs. Their
data, however, concern intentional poisoning
rather than self inflicted poisoning.
More important for our study is the question of
positive predictive value (PPV)—the proportion
of psychotropic poisonings that are intentional
overdoses according to cause of injury code. In
three of our member health systems where these
codes are used regularly. PPVs ranged from 35%
to 80% across age groups, and from 62% to 80%
in adolescents.
22 				

Psychotropic poisoning is an imperfect proxy
for suicide attempts and its use might reduce the
sensitivity of our methods. However, this proxy
measure is preferable to cause of injury codes in
settings where code usage varies over time.
We considered the additional national data
provided by Barber and colleagues. However, data
on self harm from WISQUARS-non-fatal emergency
department visits (ages 10-17) seem to show
spikes in years 2004 and 2005, which coincided
with the timing of the FDA warnings, but without
longer baseline data and appropriate statistical
analysis we could not draw definitive conclusions.
Our figure on completed suicides in adolescents
shows a similar pattern to Barber and colleagues,
which is based on the WISQARS-fatal website. We
are not aware that measures from the youth risk
behaviour survey have been validated.
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SMARTPHONES v BOOKS

Help us to engage with text on
smartphones better than books
Contrary to Tobin’s personal view article,1 I have
not found that textbooks hold my attention
more than articles on a tablet computer. Mostly
it depends on how interesting the article is, and
how tired I am. Distractions are everywhere, not
hard to find.
I read the new issue of The BMJ on my
electronic tablet because the paper journal has
not arrived. I am reading more on my tablet as I
have just started a new course of study. It would
not be possible for me to read everything in books
or on paper.
If research is telling us that reading on screens
is less effective, then we need to address this.
Screens are not going away: there is no going back
now. How can we make electronic devices as good
as (or better than) weighty textbooks?
We need to engage with the text whether
on paper or screen. Complaining about new
technology is not an option.

What about environmental gain
of reading with a smartphone?
In his article about the supposed cognitive
benefits of reading printed books, Tobin
neglects an important issue.1 The possible
environmental cost of doctors reading
printed media is significant. Worldwide the
paper industry is the fifth largest consumer
of energy accounting for 4% of total global
energy use.2 The average consumer using
ebooks instead of buying print versions could
save an estimated total of 1074 kg carbon
dioxide over four years.3 If this figure was
applied to every doctor in the world, each of
whom is likely to consume more media than
the average consumer, the energy savings
would be tremendous.
Climate change has been described as
the greatest public health challenge this
century,4 and doctors have been urged to
be ecologically responsible.5 We contend
that the possible environmental impact of
printed books and journal articles more
than negates any of their cognitive benefits.
Doctors should therefore continue to use
their smartphones and computers to access
reading material.
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