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DATA SHARING ON REQUEST FOR TRIALS

Sharing economic outcome data 
to inform clinical guidelines

Buoyed by a burgeoning medical culture of 
“appropriate use” and rising doctor awareness 
of the financial ruin that threatens many patients 
who navigate expensive treatments in pursuit 
of better health, medical specialist societies 
have grown increasingly vocal about integrating 
economic value in their clinical guidelines.1 
These encouraging developments are, however, 
threatened by a worsening decline in the 
generalisability of randomised controlled trials, 
a concern supported by widening differences 
between the characteristics of patients enrolled 
in trials and those of the populations targeted for 
intervention outside trials.2‑4

Randomised clinical trials are the highest level 
of evidence for comparative health effectiveness, 
but they also provide the highest evidentiary 
standard for comparative cost and cost 
effectiveness. Although many cost effectiveness 
analyses are performed with sophisticated 
mathematical models, we believe that economic 
evaluations performed alongside randomised 
trials with individual participant data will have 
an increasingly important role (figure). However, 
because patients in randomised trials often 
differ substantially from patients in the target 
population the generalisability of within trial cost 
effectiveness can be significantly threatened 
by the heterogeneity of treatment effects.3 By 
interacting with differences in generalisability 
and thereby distorting cost effectiveness, 
treatment heterogeneity is a challenge to the 
integration of economic analyses in specialist 
society guidelines and health policy.

We propose that trialists enrolling populations 
that differ substantially from target populations 
should share individual participant economic 
data so that researchers can determine how 
these differences affect cost effectiveness.5 
The use of economic outcomes in guideline 
development by specialist societies is a 
reasonable and encouraging step towards 
providing patients and doctors with transparent 
information about value. Addressing the pitfalls 
in the process promises to improve the societies’ 
decision making and patient care. Public 
dissemination of study data will greatly help.6
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CHOOSING WISELY IN THE UK

Choosing Together: encouraging 
person centred care 
Like many doctors across the country, I was 
delighted to see the launch of the UK version of 
the Choosing Wisely campaign by the Academy 
of Medical Royal Colleges,1 and equally 
disappointed to see the associated newspaper 
headlines about NHS rationing.2 It is clear to 
me, as I hope it is to others, that cost savings are 
just a helpful side effect of this initiative and are 
being given undue attention.

The real heart of the campaign is the increased 
involvement of the public in their care and 
the provision of relevant and understandable 
information to enable people to make informed 
choices. It highlights the important principles of 
person centred care and shared decision making 
that are increasingly becoming embedded in 
healthcare policy and practice.3  4

We should certainly be adopting this 
campaign in the UK, but I suggest we use a 
different name from that used in the US and 
Canadian versions. I propose we opt instead for 

Choosing Together. This more accurately reflects 
the mission statement and makes for a more 
compelling offer to those that it’s really calling to.
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Accurate diagnosis is key to 
reducing unnessary treatments
We agree that diagnosis drives treatment.1 
Clinicians are required to make diagnoses 
that underpin meaningful discussions about 
management options, their mechanisms of 
action, and their potential risks and benefits. 
However, emphasis needs to be placed on 
achieving accurate diagnosis rather than 
identifying “overdiagnosis.”

In our experience lumbar nerve root 
compression (LNRC) is underdiagnosed, and 
people with this condition are subjected to 
unnecessary treatments of limited value.2 
The source of this misdiagnosis is a major 
discrepancy between the symptoms specialists 
recognise as potentially attributable to LNRC and 
the guidance available to non‑specialists.3 At the 
same time, “non‑specific low back pain” (NSLBP) 
is managed as a diagnosis when it is a common 
symptom that has many potential causes, one of 
which may be LNRC.

NSLBP and irritable bowel syndrome have 
similarities4—both are common, have pain 
as the principal symptom, and are managed 
largely in primary care. More importantly, both 
are managed as formal diagnoses supported by 
National Institute for Health and Care Excellence 
guidelines, when in fact both terms are labels for 
collections of symptoms, themselves the final 
common pathway of a diverse range of origins.5

The key messages of our editorial on the 
problems of defining and diagnosing back pain 
apply to irritable bowel syndrome and possibly 
to other areas of medicine. We provide evidence 
that the current approach to managing NSLBP is 
illogical and that guidelines are not helpful for 
these complex symptoms.6

Committees are probably less important than:
•   Making sure clinicians have enough time to 
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Numbers of publications of randomised controlled 
trials in PubMed that include an economic 
evaluation. Search terms included the medical 
subject headings cost-benefit analysis and 
randomised controlled trial
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key principles.2 The first principle is respect 
for individual autonomy (individuals must be 
respected as independent moral agents with 
the right to choose how to live their own lives).

Whatever poor view Dean has of his 
colleagues who work in private practice, he 
should reflect on the fact that patients who 
exercise the choice to be treated privately do 
so because they value the service provided 
and are not in most cases being subject to a 
business that is largely a “con.”
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Doctors should expect to repay 
state investment in NHS service

The vigorous debate instigated by Dean about 
the ethics of private practice1 has set me 
pondering what seem to be a few incongruities.

As a university based academic scientist I 
receive no pay for any overtime work, of which 
there is plenty, and I am contractually obliged 
to seek permission from my current employer 
if I wish to undertake additional salaried 
employment. From this setting I am, therefore, 
presenting the view of an outsider looking in, and 
in so doing, I may be blinded to some important 
nuances of the topic.

Firstly, UK medical graduates have benefited 
from an education provided by the state. It 
does not seem oppressive to expect doctors to 
repay that investment with service to the NHS. If 
members of the public detect an over‑eagerness 
in doctors to undertake private practice, this 
may dent their confidence in the commitment of 
some of the profession to the NHS. Sometimes 
perceptions are important.

Secondly, a common argument is that 
having a private practice in tandem with NHS 
responsibilities has a positive benefit for the 
latter. I could be open to persuasion on this 
point only if, in private practice, one is caring for 
UK based patients and not for health tourists. 
Perhaps this differs across the UK.

Thirdly, if the impetus for having a private 
practice in addition to NHS work is not 
predominantly one of profit, then why take an 
additional salary? Perhaps there is evidence 
of circumstances where the extra monies from 
private practices are put to egalitarian uses.

Fourthly, in my position the contractual 
stipulation mentioned above is in place, I 
presume, to prevent a conflict of interest. For 
many in this sort of circumstance, it may seem 
odd if there is relatively unfettered access to 
private sources of income for medical work that 

is traded on a reputation garnered through NHS 
funded employment.
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DAVID SACKETT

David Sackett and the birth of 
the EBM bible
Smith has written a most interesting obituary 
of Dave Sackett, whom I first met in 1995 at 
his office at the John Radcliffe Hospital in 
Oxford.1 I was publishing director for Churchill 
Livingstone and had made the appointment 
directly with him by email, of which he was a 
prolific and early user.

Sackett sat at a very large screen, talking to 
me and breaking off from time to time to take 
part in an evidence based medicine (EBM) 
email discussion group he had started. I was 
there to ask him to write a practical handbook 
on EBM for clinicians and students. After some 
searching questions he agreed and immediately 
summoned William Rosenberg, a clinical tutor in 
the department, and announced that they would 
be working together on the book.

Brian Haynes of McMaster University, 
Canada, and W Scott Richardson of University of 
Rochester, USA, also joined the team, and the 
book was published in 1997 as  Evidence Based 
Medicine: How to Practice and Teach EBM.

The first print run was 2500, and we knew 
that we had a success on our hands when it sold 
out in a week. The first edition went on to sell 
40 000 copies and was quickly followed by a 
second in 2000, with an accompanying CD‑ROM 
(remember those?). Now in its fourth edition, it 
has sold some 150 000 copies in English and has 
been translated into several other languages.

The book did much to help Sackett spread 
his message about EBM, and in turn his many 
speaking engagements helped to sell it widely. 
With EBM now a mainstream part of the medical 
curriculum this book has perhaps served its main 
purpose, but its approachable, enthusiastic, 
and at times irreverent style has helped many 
clinicians and students to understand—and even 
enjoy—this important subject.
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take an appropriate history, keep up to date 
with available evidence, and engage with 
clinical research

•   Investing in research measuring the risks and 
benefits of intervention.

Tim Germon consultant spine surgeon 
tim.germon@nhs.net 
Jeremy Hobart professor of neurology and clinical 
measurement, Southwest Neurosurgical Centre, Derriford 
Hospital and Plymouth University Peninsula Schools of 
Medicine and Dentistry, Plymouth PL6 8DH, UK
Cite this as: BMJ 2015;350:h2962

PRIVATE PRACTICE IS UNETHICAL

Patients’ right to choose private 
medicine

Profit rather than need is a poor driver of 
clinical decision making and undoubtedly there 
is a potential conflict when charging a fee for 
medical or surgical services.1 I have therefore 
set myself the “NHS test” in my private practice: 
would I offer the same advice and treatment if I 
were seeing the same patient in the NHS? And 
this test works well.

It is offensive to suggest that doctors in 
private practice are the “greedy preying on the 
needy.” We must examine why patients seek 
the services of private doctors. The obvious 
reasons are faster treatment and being seen at 
a time and place that suits them in a pleasant 
setting.

I offer my private patients an excellent 
service and take great pride in it. I receive many 
more plaudits than complaints simply because 
these patients’ relationship is with me alone. 
In the complex NHS system patient frustrations 
and complaints are much higher, often due to 
the numerous staff they have to deal with.

Saying that private practice is unethical 
demeans all those who work in this sector. 
Profit does not motivate me. Good service and 
happy patients do. I see no problem in earning 
money for providing this.

Beauchamp and Childress championed 
the utility of “principlism,” which has four 
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