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 The popularity of Thomas Piketty’s book  Capital  1  
was perhaps the publishing surprise of the year, 
but it is paradoxical for three reasons. Firstly, its 
700 academic pages are hardly an inviting bedside 
read. Secondly, its appeal was primarily to people 
already worried by rising inequality, even though 
its main argument is that increasing inequality is 
built into capitalism and will be hard to overcome. 
And, thirdly, for those of us who regard a combi-
nation of low inequality and little or no economic 
growth as a precondition for environmental sus-
tainability, Piketty’s message is doubly unwel-
come: it implies that slower economic growth leads 
to faster rises in inequality.  

 So could the attraction of this book—its title 
echoing Marx’s magnum opus—be that it lays the 
blame for increasing inequality fi rmly at the feet 
of capitalism rather than suggesting that minor 
reforms would solve the problem? 

 The popularity of Naomi Klein’s latest book, 
 This Changes Everything,  2  may stem from the same 
source. Subtitled “Capitalism vs the Climate,” it 
shows how large corporations, particularly fos-
sil fuel companies, have bought off  governments 
and many environmental groups, watering down 
policy proposals, legislation, and international 
environmental agreements. Even the much pub-
licised environmental commitments of several 
major industrialists have not lived up to their prom-
ises. The upshot is that we have frittered away the 
little time we had to substantially reduce carbon 
emissions so that environmentalists increasingly 
believe that we are heading for catastrophic tem-
perature rises. 

 The growing trickle of institutions (including 
the BMA) disinvesting from fossil fuel companies 
is a welcome expression of a desire not to be seen 
to benefi t from profi ts of the companies ultimately 
responsible for carbon emissions. But exactly who 
owns their shares and receives their profi ts makes 
little diff erence to the companies themselves. 

 Another recent book that launches a major 
attack on capitalism, this time on health grounds, 
is Nicholas Freudenberg’s  Lethal but Legal . 3  He sets 
out the evidence that the food, alcohol, tobacco, 

automobile, pharmaceutical, and gun industries 
are now the main sources of damage to public 
health. And of course, in the endless conflicts 
between public and corporate interests, corpora-
tions use their huge advertising wealth, media, and 
political infl uence to defend themselves to the hilt. 
They pack regulatory systems with people who will 
defend their interests, they buy politicians, and 
continue to maximise the sales of their products 
in the face of massive evidence of harm—from 
obesity, drunkenness, smoking related disease, 
environmental damage, and so on. 

 If we wanted evidence that the antisocial behav-
iour of big corporations is a large political problem, 
their record on tax evasion provides it. Estimates of 
the cost just of corporate tax avoidance to the UK 
government vary between £4bn (€5bn; $6bn) and 
£12bn depending on whether estimates include 
things like “legal” profi t shift ing. 4    5  (Loss of tax 
revenues from all sources is estimated as £34bn 
upwards.) 

 In 2008, the US Government Accountability 
Offi  ce reported that 83 of the country’s biggest 100 
corporations had subsidiaries in tax havens. 6  The 
Tax Justice Network reported that 99 of Europe’s 
largest 100 companies also used tax havens, 7  
and it estimates that over half of all world trade 
passes—on paper—through tax havens in order to 
avoid or reduce taxation. The amount of money 
lost in tax revenue by developing countries far 
exceeds all international development aid. 8    9  

 As well as tax avoidance and the huge sums of 
money that Klein shows the fossil fuel industry 
pours into subverting 
efforts to reduce 
carbon emissions, 
business and its 
sophisticated mar-
keting and advertis-
ing arms is hell bent 
on maximising sales and 
consumption—even though 
consumerism is a big obstacle 
in the path towards environmen-
tal sustainability. 

 But consumerism is not simply a 
refl ection of the desire of business to sell. It is 
also an expression of the importance of status 
competition among consumers. Research 
shows that status anxiety is intensifi ed by 

greater income inequality. 7    10  As a result, people in 
more unequal societies give higher priority to buy-
ing status goods. 11  They also work longer hours, 
save less, get into debt more. 12  -  14   

 Inequality makes money even more important 
as it becomes the key to demonstrating our status 
and worth to each other. 

 Democratising business 
 But if our future lies in maximising wellbeing 
rather than economic activity, we will be aided 
by what might be called “a convenient truth” 15 : 
rather than benefiting from further economic 
growth, health and happiness in rich countries is 
now better served by improvements in the quality 
of social relations and community life. 16    17  It looks 
as if greater equality would reduce consumerism 
and improve the social environment. 

 It should not be beyond the wit of modern soci-
eties to ensure that production is undertaken in 
the service of the public good, humanity, and the 
planet. The obstacle is that large corporations are 
so powerful that our democratically elected politi-
cians are afraid to touch them—and far too afraid 
to start thinking about alternatives.  

  The Bureau of Investigative Journalism esti-
mated that in a single year the British fi nancial 
services industry spends more than £92m on lob-
bying politicians and regulators “in an ‘economic 
war of attrition’ that has secured a string of policy 
victories.” 18   What this fi gure would be if other 
sectors—pharmaceuticals, food processing, arms, 
energy, alcohol—were added in is anyone’s guess, 
but it certainly compromises the democratic politi-
cal process. 

 Could an extension of democracy into eco-
nomic life be part of the solution? More 

democratic business models include 
companies owned and controlled 
directly or indirectly by some or all 

of their employees, companies with 
varying degrees of employee represen-

tation on boards, consumer cooperatives, 
mutuals, and credit unions. They include 

organisations as diff erent as the London Sym-
phony Orchestra, the Mondragon Cooperatives, 
Oxbridge colleges, John Lewis Partnership and 
Waitrose, Suma Wholefoods, Divine Chocolate, 

Cafe Direct, and, perhaps more informally, 
Gore-Tex. 

 How 21st century capitalism is failing us 
 It requires a thoroughgoing democratic transformation 
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 Around half the member states of the EU have 
at least some legal provision for employee repre-
sentatives on company boards or remuneration 
committees.19 

Those like Germany, with stronger legislation, 
have had smaller rises in inequality. Evaluations 
suggest that more democratic companies not only 

Imbalance of power between patients and doctors
The price of ignoring the shadow 

Christian Koeck professor, HCC Health Care Company, 
Schottengasse 4, 1010 Vienna, Austria   
ckoeck@healthcarecompany.at

The human capacity to understand the world is 
truly astonishing. What began with a taste of the 
fruit from the “tree of good and evil,” has devel-
oped into our unlimited capacity to separate, 
differentiate, define, and analyse. Consequently, 
the natural sciences have handed humanity previ-
ously unimaginable powers to control and shape 
the world. In the words of Susan Sontag, we have 
expanded the boundaries of the kingdom of the 
well and gained control of significant parts of the 
kingdom of the sick.1

To make this possible, society has provided vast 
resources to the medical sector and given physi-
cians powers no other profession has: to open the 
human body, to prescribe potentially lethal sub-
stances, and to cut, pierce, and replace organs and 
body parts. With great powers come great respon-
sibilities and fears. In the “Role of fear in overdiag-
nosis and overtreatment,” Iona Heath eloquently 
described the everyday inner conflicts of patients 
and doctors.2 I want to build on her analysis by 
exploring the interactions between society and 
medicine and between patient and doctor.

Analytical psychology teaches us that any need 
or feeling is balanced by a complementary qual-
ity. Early in life we learn that some behaviours are 
rewarded and make us successful while others 
are punished or provide no benefits. We develop 
behaviours that are related to success and sup-
press those that aren’t. Suppressed feelings 
become hidden in the unconscious, what jungian 
analysts call “the shadow.”3

Our ability to define and categorise underpins 
our scientific advances. But to survive as human 
beings we also need to connect and relate. While 
our scientific abilities make us powerful, our 
human needs (their shadow) limit our freedom 
and make us dependent. The complementary 
feelings to power and control are helplessness and  
weakness. 

Sickness and the inevitability of death trig-
ger fears of loss of control and power. To cope 
with that fear, modern society has colluded with 
modern medicine to promise that disease can be 
defeated and death postponed, if not avoided. The 

have smaller income differences within them 
but also enjoy higher productivity.20  21 As well as 
reducing income inequality, wholly employee 
owned companies are also part of the solution to 
the increasing concentration of capital ownership 
which is Piketty’s focus. More democratic business 
models would help to disperse capital ownership 

as well as income from profits. There is even evi-
dence that more democratic businesses are more 
ethical.22  23

Perhaps then our salvation lies in a thorough 
going democratic transformation of capitalism.
Competing interests and references are on thebmj.com.
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same applies to the relationship between patient 
and doctor. Patients yield up power to physicians 
because one has knowledge and the other is 
apparently ignorant. Doctors decide and patients 
follow. Consequently, the patient-doctor interac-
tion is unbalanced, encounters are short, and 
communication is replaced by diagnostic inter-
vention. The information patients could provide 
is ignored, devalued, and not used in the search 
for treatments appropriate to that patient.

Although treatment decisions should be 
reached co-creatively between experts (one in 
medical knowledge, the other in the needs and 
desires of the specific person), communication 
often runs only from provider to patient. As a 
result, the disease is isolated from the patient. 
Separating and categorising are useful skills 
when analysing problems, but they are not 
enough when searching for the right treatment 
for individuals. Relatedness, empathy, and an 
understanding of co-dependency are necessary 
for this.

Both sides pay a high price for this unbalanced 
interaction. Patients often do not receive opti-
mal treatment because their knowledge is never 
used and their needs and abilities have never 
been fully understood. Disconnected from their 
disease and care process, they may be unable to 
follow the treatment and are consequently labeled  
non-compliant.

In their turn, doctors feel overwhelmed and 
suffer from depression, substance misuse, and 
the highest rates of suicide among the aca-

demic professions.4-6 From a psychoanalytical  
perspective, this is unsurprising. Tremendous 
powers are being given both to the profession as 
a whole and to individual doctors. But with the 
power comes the shadow—the complementary 
fear of failure and feelings of loneliness, isolation, 
and being overwhelmed.

It is right to be impressed by what medicine can 
achieve, to feel soothed and calmed by its power 
to heal and to reduce suffering. The danger arises, 
however, when doctors let patients, desperate to 
suppress their fear of suffering and death, seduce 
them into taking on responsibilities they cannot 
bear and powers they cannot handle.

It separates patients from their care and leaves 
doctors in danger of isolation, exhaustion, and 
unbearable fears of failure. Instead patients need 
to be handed back the responsibility for their own 
bodies and diseases. Doctors can provide only 
help, not salvation.

Only human
Healthcare professionals need to recognise their 
limits and truly accept that disease and death are 
part of the human condition. They need to under-
stand that successful provider-patient interaction 
is a co-creative process, involving two experts, 
interacting on the same level of hierarchy but with 
different skills. And they need to resist the gran-
diose expectation that no human can fulfill: the 
power to defeat suffering and death.
Competing interests and references are on thebmj.com.
Cite this as: BMJ 2014;349:g7485
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Making music in the operating theatre
Wake me up before you go-go

David C Bosanquet  surgical registrar  
davebosanquet@hotmail.com 
James CD Glasbey foundation year 1 doctor 
Raphael Chavez consultant general and transplant 
surgeon, Department of Surgery, University Hospital of 
Wales, Cardiff CF14 4XN, UK

One hundred years ago, Pennsylvanian surgeon 
Evan Kane penned a brief letter to JAMA in which 
he declared himself a rigorous proponent of the 
“benefic [sic] effects of the phonograph within 
the operating room.” To Kane, it was an optimal 
means of “calming and distracting the patient 
from the horror of their situation.” A century 
later, although we have more in our anaesthetic 
armamentarium than distraction, music can still 
bring a calming effect to the operating team and 
surgical patient.

Music and healing share an intertwined history. 
As early as 4000 BC the Codex haburami (hallelu-
jah to the healer), delivered by harp playing priests 
and musicians, served as part payment for medici-
nal services. Aristotle recognised the innate abil-
ity of melodies to surpass “feelings such as pity 
and fear, or enthusiasm,” and thus “heal and 
purify the soul.” The Greeks identified Apollo as 
the father of both healing and music, alongside 
his many other accolades (as God of light, sun, 
truth, prophecy, plague and poetry). Two phy-
sicians famed for using their musical abilities 
to implement medical achievements described 
chest percussion (Leopold Joseph Auenbrugger, 
1722-1809) and invented the stethoscope (Rene 
Theophile Hyacinthe Laennec, 1781-1826). 

Music therapy, probably first referenced in a 
1789 article  in the Columbia Magazine entitled 

“Music physically considered,” matured into an 
acceptable treatment in the 19th and 20th centu-
ries. The psychological and physiological benefits 
of musical accompaniment to medical care have 
been replicated consistently across a range of ran-
domised controlled trials, systematic reviews, and 
meta-analyses.

Surgical effects
Aside from a more general effect on health, 
numerous data specifically support music for 
patients having surgery under local or general 

anaesthesia. In a randomised trial of 372 patients 
having elective surgery, relaxing melodies (60-80 
bpm, mimicking the resting heart rate) proved to 
be superior to midazolam as a pre-anaesthetic  
anxiolytic.1 Combined data suggest that this calm-
ing effect is maintained before, during (when 
awake), and after surgery,2 with music faring 
better than noise blocking devices alone.3 For 
patients requiring further respiratory support 
postoperatively, music’s ability to reduce anxiety, 
heart rate, and respiratory rate extends even to 
ventilated patients in intensive care.4  5 

Play 
• “STAYIN’ ALIVE” (Bee 
Gees, 1997)—Doubles as 
a metronome for correct 
cardiac compression rate in 
the disastrous event of an 
on-table cardiac arrest.
• “SMOOTH OPERATOR” 
(Sade, 1984)—The exemplar 
of feel good operating, and 
a must for all theatre mix-
tapes.
• “UN-BREAK MY HEART” 
(Toni Braxton, 1996)—Ideal 
for cardiac surgery. 
• “COMFORTABLY NUMB” 
(Pink Floyd, 1980)—
Suggested listening while 
waiting for a spinal or 
epidural anaesthetic to 

take effect. Avoid repeated 
exposure as lyrics may cause 
dangerous introspection
• “FIX YOU” (Coldplay, 
2005)—Suitable for those 
wishing to harness the 
full healing power of Chris 
Martin. Expect miracles
• “WAKE ME UP BEFORE 
YOU GO-GO” (Wham, 1984)—
Best played in recovery. 
Handover to recovery staff 
should not take longer than the 
duration of the song. 
Don’t play
• “ANOTHER ONE BITES 
THE DUST” (Queen, 1980)—
Also avoid “Killer Queen” 
(1974), especially with female 
anaesthetists/surgeons.

• “EVERYBODY HURTS” 
(REM, 1992)—No patient 
appreciates receiving such a 
repetitive reminder
• “KNIVES OUT” (Radiohead, 
2001)—Not only likely to 
increase patient anxiety but 
will bring melancholy to the 
theatre. 
• “SCAR TISSUE” (Red Hot 
Chilli Peppers, 1999)—Plastic 
surgeons should avoid this 
at all cost, which is a pity 
considering its fantastic riffs 
and slide guitar solos
• HOUSE OF PAIN (Hip Hop 
trio, 1991-96, 2000-01)—Likely 
to increase analgesic 
requirements, although the 
single “Jump Around” 

Suggestions for songs to play and to avoid in the operating theatre

Smartphone ownership and use among the 
medical profession is widespread. Digital 
music is therefore readily available in the 
workplace. A wide variety of commercial 
speaker systems and docking stations 
are available to play music directly from 
smartphones, but these can be expensive 
and may require electrical testing and 
certification for use in hospital. 

We sought a cheap, readily available 
alternative way to amplify music on a 
smartphone during local anaesthetic hand 
surgery. A search of the internet reveals 
anecdotal descriptions of homemade 
passive (unpowered) speakers being made 
from household items such as vases, paper 
cups, jam jars, and toilet paper rolls. The 

Medi-Vac Guardian 1200 mL suction 
canister (Cardinal Health, Waukegan, 
IL,USA) is readily available in our theatres 
and works in a similar way to amplify and 
clarify music when the smartphone is 
placed inside with its inbuilt speaker closest 
to the base of the canister (figure). We have 
found this to emit music at an acceptable 
volume around the operating theatre 
without being too loud or distracting.

Alex James Nicholls specialty registrar, trauma and 
orthopaedics alexnicholls@doctors.org.uk 
Carol O’Mahoney healthcare assistant, Royal 
Bournemouth and Christchurch Hospitals NHS 
Foundation Trust, UK
Competing interests and references are on thebmj.com.
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Music has also been shown to have pain reliev-
ing opioid sparing properties.6 Although the  
analgesic effects may seem modest compared with 
those of drugs, the intervention comes at minimal 
cost, without side effects, and can be started and 
withdrawn immediately at the patient’s request.

Strike a chord
But does music strike a chord with the surgeon 
and the theatre staff? It is certainly commonplace, 
being played 62-72% of time in theatre, and most 
often chosen by the leading surgeon.7 Around 
80% of theatre staff report that music benefits 
communication between team members, reduc-
ing anxiety levels and improving efficiency.7 Music 
also seems to enhance surgical performance by 
increasing task focus, particularly among sur-
geons who listen to music regularly. Various stud-
ies (albeit mostly simulation based) have shown 
music to aid task completion while lowering mus-
cle fatigue and physiological markers of stress.8

 Classical music predominates as the music of 
choice in the operating theatre, perhaps because 

of its ability to “evoke mental vigilance”9 and the 
absence of lyrics. An alternative explanation is the 
inherent personality traits of the surgeon. Pear-
son and Dollinger have shown a link between 
the Myers Briggs “sensing-intuition” dimension 
and musical preference; predominantly “intui-
tive” people, which surgeons often are, show an 
appreciation for a wide range of music types, par-
ticularly classical.10 Although most mainstream 
music is considered “theatre appropriate” we sug-
gest tunes likely to resonate harmoniously with 
the operating environment, alongside musical 
faux pas best avoided (box).

So with this plethora of benefits for patient, 
surgeon, and theatre staff, shouldn’t music be a 
universal accompaniment in theatres? Critics, 
among whom anaesthetic staff predominate, most 
commonly argue that music consumes cognitive 
bandwidth, reduces vigilance, impairs communi-
cation, and proves a distraction when anaesthetic 
problems are encountered.11 Other studies (again 
small observational and often simulation based) 
have shown that music increases the time taken 

to acquire skills, slows overall completion time for 
procedures, and increases general irritation.8  12

Surgeons will inevitably continue to use music 
as a calming and familiar adjunct to their daily 
practice. Although the intangible value of patient 
and practitioner preference should not be over-
looked, noise levels should be monitored and bal-
anced to ensure minimal potential for interfering 
with communication. Musical accompaniment 
may be less appropriate during training, when 
concentration should be on the task alone. Though 
most practitioners favour the use of music, each 
theatre will need to reach a (preferably harmo-
nious) consensus. We, however, embrace music 
in the operating theatre whenever the situation 
allows it.
Competing interests and references are on thebmj.com.
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