Tobacco firm is accused of bribery
One of the world’s major tobacco
companies, British American Tobacco
(BAT), has been accused of repeated bribery
by the BBC’s Panorama investigative
programme. The London based company
has, however, strongly rejected the claims,
saying that the sources of the programme’s
information were unreliable and that, as a
firm, it would never tolerate corruption.
In the programme, screened on 30
November, investigators said that they
had found evidence that the company had
bribed civil servants and senior politicians
in various African countries to damage
rival companies, corrupt parliaments, and
undermine a World Health Organization
initiative against smoking.
The programme (www.bbc.co.uk/
programmes/b006t14n) spoke to the
whistleblower Paul Hopkins, a former
employee who worked for BAT in Kenya for
13 years. Hopkins said in the programme
that he was expected to bribe, break the
law, apply pressure, and undermine
commercial rivals.
“It was explained to me that this was
the cost of doing business in Africa,” said
Hopkins, who provided the programme
with secretly recorded conversations
between himself and his former boss and

many documents allegedly showing the
company’s knowledge and acceptance that
bribes were taking place.
Hopkins was due to meet officials from
the UK Serious Fraud Office this week to
discuss these issues.
Panorama also claimed that BAT had
targeted WHO’s Framework Convention on
Tobacco Control, which has been signed by
180 countries. It claimed that in 2012 a BAT
lobbyist arranged bribes for three public
officials in Rwanda, Burundi, and the
Comoros Islands, who were all connected
to the framework convention. All three of
these officials and the lobbyist have denied
the allegations.
The head of the secretariat of the
framework convention, Vera Da Costa e
Silva, said in the programme, “It [BAT]
is a company that is irresponsible, to say
the least. It is using bribery to profit at the
cost of people’s lives—simple as that. BAT
should be investigated by the government
and should be punished accordingly.”
Panorama also claimed that BAT money
had been used to buy influence with
politicians, get information, and make
changes to tobacco control legislation.
Adrian O’Dowd, London
Cite this as: BMJ 2015;351:h6501
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Allegations against BAT
were due to be discussed this
week at a meeting between
the Serious Fraud Office and
whistleblower Paul Hopkins
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SEVEN DAYS IN
NHS 111 sends too many patients to A&E

GUSTOIMAGES/SPL

Almost three quarters of patients sent to hospital emergency departments by an
NHS 111 telephone triage centre went unnecessarily, a new study has found.
Researchers at the University of Cambridge analysed 1474 cases where GPs
reviewed decisions taken by non-medical NHS 111 call handlers to send patients to
emergency departments from a call centre in Cambridgeshire. The study, published
in BMJ Open, found that the GPs advised attendance at an emergency department in
only 400 (27%) of these cases.
The GPs advised that in 665 cases (45%) the patient should have been directed to
a primary care out-of-hours centre or a minor injuries unit instead of the emergency
department, while more than a quarter of patients (28% or 409 cases) did not need
medical attention and could have managed their condition themselves.
The study’s authors concluded, “Telephone triage services need to consider
whether using relatively unskilled call handlers supported by computer software is
the most cost effective way to handle requests for medical care.”
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2015;351:h6486

Consultants deliver
letter to Hunt

Doctors hand delivered a letter
to the London home of the
health secretary, Jeremy Hunt,
warning about the government’s
proposed changes to the junior
doctors’ contract. The number of
senior consultants who signed
a letter in the Sunday Times
last week reached 2100. The
consultants said that Hunt would
not speak to them because he
was having “family time.”

Monday 30th

Northern Ireland’s
abortion law breaches
human rights, court rules
The virtual ban on abortion in
Northern Ireland is a breach of
the European Convention on

Sunday 29th

Marchers call for action on
climate change
People around the world took
to the streets to demand action
from world leaders meeting
at the United Nations climate
change conference in Paris.
Organisers in London said
that more than 50 000 people
turned out. In Paris, where the
march was banned
because of the
recent terrorist
attacks, people
left shoes in
the Place de la
République to
represent the
people who
would have
marched.
2

Human Rights, a High Court judge
declared in a historic ruling. Mr
Justice Horner ruled that the
law violated the convention by
denying abortions in cases where
the fetus had a fatal abnormality
or where the woman or girl was
pregnant as a result of rape or
incest.

BMA suspends strike

The BMA temporarily
suspended industrial
action after the government
agreed to drop its
plans to impose a new
contract on juniors
in England in August
2016, at least for the
time being. See page 6.

Obstetrics and gynaecology
trainees are unhappy with
new contract
A fifth (21%) of trainees in
obstetrics and gynaecology
would leave medicine if the
proposed changes to the junior
doctors’ contract in England were
imposed, a survey found. The
Royal College of Obstetricians
and Gynaecologists found
that just over a third (34%) of
respondents would look for
work abroad if the proposed
changes were introduced. (See
The BMJ’s full story at http://bit.
ly/1XruAmi.)

Tuesday 1st

Patients less satisfied with
consultations with heavy
computer use

Doctors who use the
computer heavily during a
consultation can leave patients
feeling dissatisfied, a small
observational study in JAMA
Internal Medicine found. These
doctors were also more likely to
use negative statements, such as
criticism or disagreement, than
those who used the computer
less. A commentary said that
doctors should spend the first few
minutes of a consultation talking
to the patient without using
the computer. (Full BMJ story
doi:10.1136/bmj.h6395.)

PrEP on demand cuts
HIV transmission in high
risk men

Pre-exposure prophylaxis
(PrEP) with a combination of
tenofovir disoproxil fumarate
and emtricitabine taken “on
demand” by men who have
unprotected anal sex with
men reduced their risk of
HIV-1 transmission by 86%,
a trial found. The researchers
cautioned that the 9.3 month
follow-up “may have increased
the likelihood of an exaggerated
estimate of efficacy due in part to
high initial adherence.” (Full BMJ
story doi:10.1136/bmj.h6468.)
See Sixty seconds, page 3.

J L MARTRA/SPL

Saturday 28th

Wales launches UK’s
first opt-out system for
organ donation

A law change means that people
in Wales will be regarded as
having consented to organ
donation unless they specifically
opt out. By Tuesday 3% of the
population had opted out.
5 December 2015 | the bmj

MEDICINE

I LOVE A MEDICOETHICAL DILEMMA
Then here’s one. Should the NHS spend
£4500 a year per patient providing a preexposure prophylaxis (PrEP) drug to healthy
gay men and injecting drug users so that they
can lower their risk of contracting HIV?

Vaginal birth may protect
against asthma

MICHAEL DEBETS/DEMOTIX/PA

Target rates for caesarean
may be too low

Thursday 3rd

Health services for female
refugees are as important
as food

Further improvement
needed in stroke care

Slow walking may indicate
Alzheimer’s disease

RUTH JENKINSON/SPL

A study in JAMA of 321 287
babies born in Scotland found
that, compared with children
born vaginally, those born by
planned caesarean delivery
were at increased risk of asthma
requiring hospital admission
(3.73% v 3.41%), salbutamol
inhaler prescription at age 5
(10.3% v 9.6%), and death
(0.40% v 0.32%). (Full BMJ story
doi:10.1136/bmj.h6439.)

The “health and rights of women
and adolescents should not
be treated like an afterthought
in humanitarian response,”
said Babatunde Osotimehin,
executive director of the United
Nations Population Fund in
response to a new report. Of
the 100 million people around
the world currently in need
of humanitarian assistance,
26 million are women and
adolescent girls of childbearing
age. The report said that
humanitarian crises are often
characterised by sexual violence
and that women and girls are
more likely to undergo rape and
sexual assault from strangers or
partners, to face early marriage,
and to have “transactional” or
“survival” sex. (Full BMJ story
doi:10.1136/bmj.h6478.)

The proportion of patients
admitted to a stroke unit within
four hours fell to 56.8% from April
2014 to March 2015, compared
with 58% the previous year, the
second annual Sentinel Stroke
National Audit found (www.
strokeaudit.org/results). More
stroke patients (68%, compared
with 64%) had a swallowing
screen test within four hours
of arriving at hospital over the
same period, but this was still
considered too high.

Slow walking speed in older
people is associated with
increased levels of
amyloid β in several
areas of the brain in
those at high risk
but not yet showing
symptoms of
Alzheimer’s disease,
said a study showing that slower
gait speed may be an early sign
of the condition. (Full BMJ story
doi:10.1136/bmj.h6506.)
Cite this as: BMJ 2015;351:h6499

CHILD
BIRTH

The optimal
caesarean
delivery rate

19

is about
caesarean
deliveries

in 100

live births,
researchers in
JAMA claim,
rather than
the 10-15%
recommended
by WHO in 1985

IS THERE ANY ADVANTAGE OVER
CONDOMS IN TAKING A DRUG TO
REDUCE THE RISK FROM SEX?
That is the heart of the dilemma. Some
right wing columnists are against what they
see as subsidising safe sex for men who
cannot be bothered to use condoms. It’s a
view given voice by the Daily Mail columnist
Amanda Platell (below). Condoms are
already free on the NHS.
SO WHAT ARE THE ARGUMENTS IN
FAVOUR OF THE DRUG?
OK. Firstly, it really seems to work.
Several trials show that a daily dose of
the antiretroviral combination Truvada
(emtricitabine with tenofovir) cuts the risk
of HIV infection among uninfected men by
86-90%.
IT WORKS, THEN. BUT IT ALSO COSTS?
A lot less than treating HIV. Men may only use
PrEP for a few years, when they’re at high
risk, but treating HIV is a lifetime of pills.
Disregarding the benefit to the individual,
the NHS saves money, and there’s a chance,
ultimately, of halting the spread of HIV.
YOU COULD SAY THE SAME OF
CONDOMS, AND THEY’RE ALSO GOOD
AGAINST OTHER SEXUAL INFECTIONS
Just because one prophylactic works, it doesn’t
invalidate another. Some men wear belts,
others braces. The world’s rich in choice.
SAY I’M PERSUADED, EVEN IF AMANDA
ISN’T. WILL IT REALLY HAPPEN?
This is the NHS, so nothing happens without
plenty of foreplay. NHS England has a
committee on the simmer that will report
next June. We may see PrEP approved in
England in 2017.
ANYTHING SPECIAL
ABOUT THAT DATE?
It’s the year Truvada is
expected to go out of
patent, so cheaper
generic versions may
be available. But that’s a
coincidence, of course.
Nigel Hawkes, London
Cite this as: BMJ
2015;351:h6415

the bmj | 5 December 2015 											

3

GOFFREDO DI CROLLALANZA/GETTY IMAGES

Wednesday 2nd

The optimal caesarean delivery
rate in relation to maternal and
neonatal mortality is about 19
caesarean deliveries in 100 live
births, claimed researchers in
JAMA who gathered data from
194 World Health Organization
member states. The rate is higher
than the 10-15% that WHO said
in 1985 should not be exceeded
in any region. (Full BMJ story
doi:10.1136/bmj.h6439.)

SIXTY
SECONDS
ON . . . PrEP

“Right across Europe today refugees, including pregnant
women and very young children, are living in appalling
conditions lacking essentials such as safe drinking
water, adequate food, sanitation, and proper shelter
as well as access to basic healthcare”

4
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THE STRIKE: WHAT HAPPENS NEXT?

Contract negotiations must
be meaningful to avoid
strikes, junior doctors say

R

estarted negotiations
on changes to the
junior doctors’ contract
in England must be
meaningful for future
industrial action to be avoided,
junior doctors’ representatives
have said.
Junior doctors across England
were set to take part in industrial
action short of a strike on Tuesday
1 December. But on Monday 30
November the BMA suspended
strike action after talks with
the government, facilitated by
Acas (Advisory, Conciliation and
Arbitration Service).
The BMA, NHS Employers,
and the Department of Health
agreed to restart negotiations
after the government said it would
temporarily suspend its plan
to impose a new contract in
August 2016.
The BMA now has an extended
timeframe for starting any industrial
action, by four weeks to 13 January
2016. It said that it hoped a new
agreement could be reached before
that date.
Rhiannon Harries, president
of the Association of Surgeons in
Training, said that junior doctors
had “lost faith in the Department of
Health throughout this dispute.” The
priority for negotiations should be to
ensure that a new contract was safe
for patients and doctors, she said.
“We hope that meaningful and fair

negotiations can now take place in
order to avoid the need for industrial
action in the future,” she added.
Janis Burns, a junior clinical fellow
at the Royal Brompton and Harefield
NHS Foundation Trust, said that
the decision to resume negotiations
was not a victory for any party. “The
Department of Health has lost the
trust of the profession, junior doctors
have had to risk the reputation of
our profession by threatening strike
action, and, most importantly,
patients have suffered,” she said.
Dagan Lonsdale, a research
fellow in clinical pharmacology
and intensive care medicine at St
George’s Hospital, London, said
that it was unfortunate that the
health secretary, Jeremy Hunt, had
taken such an aggressive approach
to negotiations. “He has been
attacking doctors consistently over
the past three months, and it has
made doctors feel undervalued and
demoralised,” he said. “I think that’s
a big problem for negotiations going
forward, because I think there is
almost a complete lack of trust in the
health secretary.”
He added, “It remains to be seen,
for me, whether he will stick to a
genuine plan for negotiations. I will
wait to see an improved—and in fact
a safe and fair—offer before I make
any judgment.”
Burns said that doctors would
need to work with the health
department to achieve a satisfactory

THIS WEEK’S POLL - Were junior
doctors right to suspend strike action?
Vote now on thebmj.com
RESULTS OF LAST WEEK’S POLL
Is the title “doctor” an anachronism
that disrespects patients?
Total votes: 1457

Yes: 116 (8%)
No: 1341 (92%)
Let the BMA
do its job . . .
and [let’s] keep
everything
crossed that
we don’t find
ourselves
starting 2016
with industrial
action

outcome but that this would
be difficult, “given the past few
months.” She added, “Relationships
need to be rebuilt, and so the process
must be transparent. Let the BMA do
its job over the next few weeks, and
[let’s] keep everything crossed that
we don’t find ourselves starting 2016
with industrial action.”
Abi Rimmer, BMJ Careers
Cite this as: BMJ 2015;351:h6524

Back in talks: the BMA junior doctors’ leader, Johann Malawana

STRIKE AVERTED: WHAT THEY’RE SAYING ON TWITTER
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Support the volunteer doctors
helping the world’s refugees
The charity Doctors of the World is well versed in bringing care to the
most vulnerable people around the world. Jane Feinmann reports
It’s all too easy to feel helpless about the
ongoing plight of the refugees crossing Europe
during 2015. In the most recent development
thousands of men, women, and children are
stranded near the town of Idomeni, on the
border of Greece and Macedonia.
The charity Doctors of the World aims to
meet the serious medical and emotional
health needs of all excluded people and is
working in almost every country affected to
provide support for refugees. It is part of the
global Médecins du Monde network, which
delivers over 350 projects in more than 80
countries through 3000 volunteers. The
organisation relies on donations to do this
work.
“We already have volunteer doctors in
Idomeni offering basic healthcare checks and
treatment to the thousands of refugees who
have been crossing the border here every day
for several months,” explained Gareth Walker,
international programme manager of Doctors
of the World.

Urgently seeking donations
Now the charity is urgently seeking
donations to send out volunteer doctors to
offer healthcare to the growing population
of refugees who are stuck because
Macedonia has closed its border to refugees
from countries other than Syria, Iraq, or
Afghanistan who are making their way west.
The charity’s response to “a level of
population movement not seen since the

second world war,” as Walker describes it,
varies by country.
In Greece, Slovenia, and Croatia, the charity’s
healthcare provision includes volunteer doctors
and nurses as well as salaried local doctors
and nurses providing immediate primary
healthcare as well as referring urgent cases
to local hospitals. Further west, the charity
works with local health authorities, other
charities, and non-governmental organisations
to provide services for refugees. It also holds
governments to account to ensure they fulfil
their responsibility to provide basic healthcare
and services for refugees.
“Right across Europe today refugees,
including pregnant women and very young
children, are living in appalling conditions
lacking essentials such as safe drinking water,
adequate food, sanitation, and proper shelter
as well as access to basic healthcare,” says
Walker. “That level of need requires action at
government level.”
The charity’s work in the UK takes the same
approach. It runs three clinics in Bethnal Green
and Hackney in east London and in Brighton,
with 30 volunteer GPs, 20 nurses, and 50
case workers providing social and medical
consultations to people having difficulty
accessing mainstream healthcare, along with
pop-up clinics at organisations working with
refugees and migrants.
Jane Feinmann is a freelance journalist, London, UK
jane@janefeinmann.com
Cite this as: BMJ 2015;351:h6515

Post this to: Doctors of the World UK, 34th Floor, One Canada Square, London E14 5AA
I’d like to donate £135, which could provide an emergency backpack containing drugs and consumables used by
mobile doctors to treat refugees in Greece and the Balkans.
I’d like to donate £………… to Doctors of the World UK. I enclose a cheque made payable to Doctors of the World UK
Title ................................Name .........................................................................................................................................................................
Address ...............................................................................................................................................................Postcode ............................
Telephone number ................................................................................Email address .............................................................................

DONATE £10 BY TEXT MESSAGE: Text DOCTOR to 70660 (UK only) DONATE BY PHONE: +44 (0)20 3535 7955
DONATE ONLINE: www.doctorsoftheworld.org.uk/BMJ
By ticking this Gift Aid box you confirm that you would like Doctors of the World UK to reclaim tax on your
donation(s) and that you conform to the following statement: I am a UK taxpayer and understand that if I pay
less Income Tax and/or Capital Gains Tax in the current tax year than the amount of Gift Aid claimed on all my
donations it is my responsibility to pay any difference

Today’s date

/

/

Registered charity number 1067406
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BLOG Henry Murphy

ANDREW MATTHEWS/PA

The moderate

How Acas helped restart negotiations
After 38 hours of talks held over five days, Acas was able to deliver an outcome
that others had spent 13 months failing to achieve. Conciliation talks started on
Thursday 26 November, and on Monday 30 November Acas announced that the
BMA and the government had reached an agreement that allowed for a return to
negotiations over changes to the junior doctors’ contract in England.
Acas (Advisory, Conciliation and Arbitration Service) is an executive nondepartmental public body funded by the Department for Business, Innovation
and Skills. It aims to help employers and employees reach mutually acceptable
settlements to collective disputes.
Each year Acas deals with around 30 national disputes and around 1000
other disputes. In 87% of cases the disputes are successfully resolved after the
involvement of Acas. In the past six months it has been involved with talks with
the Probation Service, Network Rail, and London Underground.
The process Acas uses is based on the assumption that the parties will be
generally cooperative and that they want to reach an agreement.
“The conciliator will try to bring a fresh dynamic to the bargaining process and
will encourage parties to consider whether there are any options that will enable
them to break their deadlock,” a spokesman for Acas said. He added, “Conciliation
will sometimes involve conciliators challenging assumptions and positions, often
playing a ‘devil’s advocate’ role and,
on occasion, offering suggestions
themselves.”
Tom Moberly, BMJ Careers
Cite this as: BMJ 2015;351:h6537

Jeremy Hunt recently told Twitter that “Moderate
doctors must defeat the militants.” Comments
included “Moderate doctors must defeat Jeremy
Hunt.”
Since then, 98% of a vote in a BMA ballot
called for full strike action, and 99% for
industrial action. This at first glance seems to be a
profession united, but I have started to feel more
and more moderate as the days go by, and slightly
less willing to associate myself with that majority.
Jeremy Hunt claims that doctors are being
bullied on social media, and I have to agree with
him. A Facebook group with 62 000 members
has been a funny, poignant, and thought
provoking forum for discussion of this issue.
However, I have noticed that recently, as soon as

I have been called “very naive” and
“premature” over a comment about
avoiding a strike
a doctor or member of the public asks a question
about strike action, its morality, its safety, their
conscience, or their training needs, there is
a sudden attack. Some unsure about striking
have been asked to “be a man,” and I have been
called “very naive” and “premature” over a
comment about avoiding a strike. Some doctors
who have objected to taking strike action have
found themselves having to delete their original
posts or even remove themselves from the group
as a result of hounding. This to me is not the
behaviour of a group
of professionals, and
calls to avoid discussion
are tantamount to
censorship.
Doctors should be
careful when assuming
they speak for everyone,
and should respect those
in the profession who
do not call for industrial
action.
Some of us chose not
to strike. Some of us will
choose to come to work
if our reasons for voting
“yes” cease to exist. Some of us are keen to strike
to show solidarity.
I trust the BMA and ACAS to draw up a sensible
contract, putting patients and doctors before any
political mandate. So to Jeremy Hunt I say this:
I am the moderate doctor, and the door of BMA
House is wide open.
Henry Murphy is an emergency medicine CT2, Ealing Hospital
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EDITORIAL

Comprehensive spending review and the NHS
Financial crisis is deferred but not averted

Kieran Walshe, professor of health policy and
management, Alliance Manchester Business
School, University of Manchester
kieran.walshe@manchester.ac.uk
Judith Smith, professor of health policy and
management, Health Services Management
Centre, University of Birmingham, UK
8
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O

ver the past few months
an NHS financial crisis
of unprecedented scale
has emerged. After
near zero real terms
growth in healthcare funding from
2010 to 20141 most NHS trusts are
now in deficit.2 Many commentators
have called for urgent additional
financial support and a longer term
approach to tackling the causes of the
NHS financial crisis3‑6—a gap between
funding and spending resulting from
increasing service demand, a growing
and ageing population, an expanded
workforce to assure quality of care,
deep cuts in social care, and various
unfunded government commitments
to new or extended services.
Much was expected of last week’s
comprehensive spending review,
but it turned out to be an exercise in
smoke and mirrors.7 It delivered a
modestly front loaded £8bn a year of
extra funding for the NHS by 2020
but took almost half that money from
other Department of Health budgets.8
These included capital spending,
public health, health education
and training, and various national
agencies—a cut of over 20% in those
areas in real terms.9 The current
financial crisis may be postponed for
a year or even two by these measures,
but it has not been averted.
The future funding trajectory
for the NHS looks grim. Overall,
healthcare spending will grow by
less than 1% a year in real terms
over the next five years.10 Because
that is less than the rate of economic
growth predicted by the Office for
Budget Responsibility, the share of
gross domestic product (GDP) spent
on public healthcare will fall between
2015 and 2020,11 probably to well

4

Average annual real increase in funding
2009-10 to 2014-15: average 0.93%
2014-15 to 2020-21: average 0.85%

2
0

-2

Year

Real annual changes in English NHS funding, 2009-10 to 2020-21
from John Appleby’s data briefing on the UK’s health and social
care spending plans (http:bmj.com/content/351/bmj.h6458)

NHS England
must explain
consequences
of funding
decisions on
patient care

below the current EU-15 average of
9.9% of GDP.12
This is no accident. The
government has committed to reduce
its spending as a share of GDP, from
45% when it entered office in 2010
to 36% by 2020.13 This involves a
radical reshaping of the public realm.
Although healthcare spending has
enjoyed some protection, this has
taken no account of the effects of big
cuts in social care or the inexorable
demographic and other pressures. By
2020, the NHS might simply not be
financially sustainable in its current
form.
So what should the NHS do
now? The savings required by
this spending review cannot be
found through improved efficiency
and productivity, and therefore a
fundamental reassessment of what
the NHS can provide within the
proposed financial settlement is
needed. The mechanism for doing
this lies in the annual mandate for
the NHS, issued by the secretary of
state and laid before parliament.
The mandate for 2015-16 was
published in late 2014 and promised
a host of service improvements that
now look largely unaffordable and
undeliverable.14 The government has
recently consulted on how it should
set the mandate up to 2020 in the
light of the spending review.15 But
the Health and Social Care Act 2012

provides that when the government
changes the NHS financial allocation,
the secretary of state must revise the
mandate accordingly, seeking the
agreement of NHS England.16
The mandate should therefore
be renegotiated—and NHS England
should publish a clear statement of
the financial implications of every
commitment. If the revised mandate
is not affordable, we would argue
that the board of NHS England has a
fiduciary duty to make that clear to
parliament.

Unpalatable changes
The Department of Health and
NHS England have two current
policy initiatives that could deliver
substantial savings—the “vanguard”
care models programme17 and the
health and social care devolution
programme being pursued most
radically in greater Manchester.18
It is not realistic to expect these
initiatives to deliver savings at the
scale and pace required within the
new NHS funding settlement unless
government allows unpalatable
service reconfigurations and
introduces new curbs on service
demand, both of which would be
politically contentious.
Other contentious changes may
have to be considered. For example,
the National Institute for Health and
Care Excellence (NICE) could consult
on reducing the economic threshold
for NHS treatments (currently
£20 000-30 000 per quality adjusted
life year).19 Substantial savings could
also be made through major reforms
to the workforce.20
It is for the democratically elected
government to decide how health
services will be funded and to set
the resources available. Equally, it is
for NHS England to explain clearly
to government and the public the
consequences of those funding
decisions and their effects on patient
care.
Cite this as: BMJ 2015;351:h6477
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EDITORIAL

Sentinel lymph node biopsy in melanoma

T

here are two
diametrically opposed
positions on the role
of sentinel lymph
node biopsy in the
management of patients with
melanoma, and the lack of consensus
is reflected in the ambiguity of
guidelines internationally.1‑5
What additional prognostic
information is provided by sentinel
lymph node biopsy? Many studies
indicate that compared with
thickness, ulceration, inflammation,
or mitotic rate, sentinel lymph
node status is a stronger predictor
of disease-free, disease-specific, or
overall survival.6 But we don’t know
whether sentinel lymph node status
alone is a better predictor of overall
survival than a combination of known
prognostic indicators.7 An important
confounder is that knowledge of
sentinel lymph node status affects
patients’ subsequent treatment.
Does sentinel lymph node
biopsy improve survival? Data
from the Multicenter Selective
Lymphadenectomy Trial (MSLT-1)
show no survival advantage of
sentinel node biopsy followed by
complete lymph node dissection
compared with wide excision and
observation.7 8 The study also
proved no survival advantage for
patients with intermediate thickness
melanomas in the biopsy group
compared with the observation
group in intent to treat analyses.7 8
Any apparent benefit in disease-free
survival is clearly a result of trial
design and mislabelling of patients.7
The claims of survival benefit by
the advocates of sentinel node biopsy
Michael Bigby, associate professor of
dermatology, Department of Dermatology,
Harvard Medical School and Beth Israel
Deaconess Medical Center, Boston, USA
mbigby@bidmc.harvard.edu
Catalin Popescu, associate professor of
dermatology, Department of Dermatology,
Colentina Hospital, Carol Davila University of
Medicine and Pharmacy, Bucharest, Romania

are based on misinterpretation of the
data or are disingenuous and should
stop. As McGregor and Sasieni point
out, adoption of the terms “biopsy
based management” and “local
disease control” is unhelpful and
serves only to cloud the negative
results of a well designed and difficult
study.9
Sentinel lymph node biopsy is not
useful for the majority of patients
(roughly 80%) who have negative
results,8 10 and it is not likely to be
useful for those with positive results
(again roughly 80%) who do not have
metastatic disease in their resected
nodes.11 Thus, roughly 96% of
patients having biopsy are unlikely
to benefit from the procedure. If it
is useful for the small, remaining
minority of patients, advocates
should prove it.
It is argued that a negative result
is reassuring to patients. This
assumption may not take into account
the lack of consensus on what
constitutes a positive result; whether
patients are informed that the false
negative rate varies (5% in MSLT-18
and mean 13% in other published
data10); or that patients who develop
metastatic disease after a negative
result have a worse prognosis than
those who are followed clinically after
wide local excision.8

What patients need to know
What should patients with
intermediate thickness melanomas
be told about the risks and benefits
of sentinel lymph node biopsy
followed by complete dissection?
Some patients with negative results
(about 5% based on MSLT-1 data) are
falsely reassured because the result
is a false negative.8 Of patients with
intermediate or thick melanomas
who have a negative result, 15%
and 35% respectively will die of
melanoma within 10 years.12 Some
patients with positive results (maybe
14%9) would not have gone on to
develop clinically relevant nodal

CAROLINA BIOLOGICAL/CORBIS

Useful only to a small minority of patients who have the procedure

One that didn’t get away

The claims
of survival
benefit should
stop

disease because the test was either
false positive (melanoma was not in
the node) or biologically false positive
(melanoma in the node would not
produce clinically meaningful
progression).
The predictive value of a positive
result is similarly limited. For
example, 62% and 48% of patients
with intermediate or thick melanomas
who have positive results will be
alive at 10 years.12 Complications
after sentinel node biopsy are about
10% and those after complete
node dissection are much higher
(about 37%) and more severe.13 The
procedure might be useful only if
you belong to the small minority
of patients (roughly 4%) with early
lymph node disease removed by
complete lymph node dissection.
Physicians caring for patients with
melanoma should not be made to feel
guilty or to fear litigation for either
advocating that their patients have
sentinel node biopsy or advising
them not to. Patients who are sent
for biopsy should be adequately
informed of the risks and benefits.
They should also be encouraged to
participate in ongoing and future
studies, especially studies that
examine whether the procedure has
survival advantage for the small
minority of patients who have early
lymph node disease removed by
complete dissection..
Cite this as: BMJ 2015;351:h5940
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RESEARCH NEEDS YOU
Is doing research as important as treating your patients? Anne Gulland
reports on how the NHS has radically changed its mindset
WHAT YOU NEED TO KNOW
• Over the last ﬁve years more than three million

NIHR

NHS patients have taken part in clinical trials
• Research now takes place in every trust in
England—no other country has such an integrated
research network
• Trusts that are active in research have lower
mortality rates than less active ones
A chance encounter with his trust’s
head of research led Tarek Saba,
consultant respiratory physician
at Blackpool Teaching Hospitals
NHS Foundation Trust, to consider
taking part in research. Saba was
encouraged to apply for funding and
became the second highest recruiter
of patients in his first trial.
Since starting that trial eight years
ago1 he has taken part in 15 other
studies, and he now has four research
nurses working alongside him, is
involved in a local research network,
and has persuaded his colleagues to
join him.
Saba is evangelical.
“It’s been tremendous,” he says. “It’s
added a whole new area of interest to

my work. It started off as a hobby and
has become an essential part of our
work here.”
Saba explains that participation in
clinical trials has given him access to a
network of doctors in other parts of the
country.
“You benchmark your practice
against theirs, you form personal
relationships with them, and you can
get help with your patients,” he says.

Double benefit
Saba says that staff are attracted
to his department because of its
research, with doctors trying to secure
a rotation in his unit or be seconded
there. But the biggest beneficiaries are
patients, who are taking part in trials

“If you’re not
considering
research
every time
you see a
patient,
you’re not
doing your
job properly”

of the latest treatments. One such
trial compared the use of indwelling
pleural catheters with the standard
treatment for draining fluid from the
lungs of patients with lung cancer.
When the study was completed
Saba decided to continue using the
treatment. Fitting the catheter requires
training, which Saba and his research
team got for free. They were then
able to pass that knowledge to other
members of the department.
“As a result we now have a service
which was set up at a fraction of the cost
and in a quicker time than if we hadn’t
taken part in that study,” he says.
“If you’re not considering research
every time you see a patient, you’re
not doing your job properly,” he adds.
Saba is someone that the National
Institute for Health Research (NIHR)
would like many more doctors to
emulate. Set up in 2006 the institute’s
raison d’être is to improve the nation’s
health through research.
Jonathan Sheffield is chief executive
of the institute’s Clinical Research
Network, which has 15 branches

ENCOURAGING WOMEN INTO ACADEMIC MEDICINE
Academic departments are competitive
places, with income linked to research.
Sarah Stewart-Brown, chair of the
British Medical Association’s women in
academic medicine group, believes that
men still fare better in this atmosphere.
Women’s research interests, for
example, tend to have less money
making potential than those of men,
she claims.
“I work in public health and I don’t
look good alongside someone who’s
about to develop a new drug. What I do
is going to cost money, not bring it in,”
she says.
The Medical Schools Council survey
backs this up—just 26.2% of academics
in oncology are women, and in surgery
the figure is 14.2%.
Women in academic medicine
received a boost in 2011 when Sally
the bmj | 5 December 2015

Davies, England’s chief medical officer,
linked funding of biomedical research
departments to the achievement of
an Athena SWAN silver award. The
Athena SWAN programme encourages
more women into academic careers
in science, technology, engineering,
maths, and medicine. Winners of
the silver award, either departments
or whole institutions, have to show
they are promoting sex equality and
measuring the impact of policies.
Latest figures show that women
accounted for 28% of academic staff in
medical schools in 2014 and only 18%
of professors.3 The Equality Challenge
Unit, which runs the Athena SWAN
award, points to a 23% pay gap—in
2012-13 average pay for a woman
in academic medicine was £43 969
compared with £57 413 for a man.
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How have portion sizes changed?
The British Heart Foundation’s 2013 report found
that portion sizes of pre-prepared meals had
generally increased in size over 20 years.
Margherita pizza

Family pack salted crisps

200g

1993

Individual chicken pie

100g

160g

ONLINE
HIGHLIGHTS FROM THEBMJ.COM
2013
250g-460g

150g

240g

Data source:
British Heart Foundation. Portion Distortion. https://www.bhf.org.uk/~/media/files/publications/
policy-documents/bhf_portion_distortion_oct2013.pdf [accessed 26 Nov 2015]

PORTION SIZE AT A GLANCE
FLORA LION/PHOENIX WORKS BRADFORD/IWM

What impact do larger portions have?
Hollands et al have recently published a Cochrane
review which found those given larger portion sizes
tend to eat more.
LARGE

SMALL

(avg. 67% bigger)

PORTIONS
PACKAGING
TABLEWARE

LOWER

12-16% increase

calorific intake

HIGHER

calorific intake

FROM THE ARCHIVE: THIS WEEK IN 1915

Data source:
Hollands G, Shemilt I, Marteau T, et al. Portion, package or tableware size for changing selection and consumption of food,
alcohol and tobacco (Review). Cochrane Database of Systematic Reviews 2015(9):CD011045.

What can be changed?
Smaller
default
sizing

Food and
drinks

Tableware

Add new
smaller sizes

Remove largest
serving sizes
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portions less
prominently

OFFERS

e.g. not at tills/
aisle ends

Restrict non-absolute
pricing
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Indicate single portion
sizes on packaging
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Restrict price promotions
on large portions
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E
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Data source:
Marteau T, Hollands G, Shemilt I & Jebb S. Downsizing: Policy options to reduce portion sizes to help tackle obesity.
The BMJ. 2015(351:8036).
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Professors Hopkins and Wood have published a valuable pamphlet on food
economy in war time. They point out that an enormous amount of overfeeding goes
on in the UK. A portion of food at a canteen or eating house is the same for “him
who works strenuously . . . and him who occupies a clerk’s stool in an overheated
office,” although the energy output of one maybe be double that of the other. The
normal intake of 4 oz of protein a day could easily be halved without harm, and the
general conclusion is that all classes—but especially the wealthy—could effect a
saving averaging 10% of the national expenditure on food—at least £60m.
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“Doctors have to rid
themselves of the
mindset that research is
not part of their job”
throughout England focusing on
embedding clinical research into practice
(box below).
“It’s the duty of every doctor to get
involved with research,” he says. “I
believe that every clinician has a bright
idea—what they might not have is the
capacity to turn that bright idea into
research. That’s what the NIHR is aiming
for, to provide that environment.”

NIHR

Growing participation
Since records began six years ago, the
number of patients taking part in clinical
trials has tripled, rising from under
one million to more than three million
last year. In 2014, more than 630 000
patients took part in studies hosted by the
NIHR research network, a 7% increase on
the previous year.
No other country has such an
integrated research network, says
Sheffield, with research taking place
in every trust in England. Before the
institute was set up research was
concentrated in the big teaching
hospitals; now it is happening
everywhere.

What is the National Institute
for Health Research
•   The NIHR was set up in 2006

after findings that NHS clinical
research was fragmented and not
properly supported. Of the new
studies begun in 2014-15, one
third are sponsored by industry
•   The institute has 1% of the NHS
budget (£1bn)—and its vision is
to “improve the health and wealth
of the nation through research”
•   The Clinical Research Network
provides support for research in
the NHS.
•   The network coordinates
funding to meet research costs
such as additional nursing
time, pathology sessions, and
laboratory costs
12

John Wass, whose role as academic
vice president of the Royal College
of Physicians was to encourage NHS
doctors into research, agrees that the
NIHR has transformed the research
landscape.
“This country is second only in the
world for the quality of its medical
research, and we’re undoubtedly the best
in Europe,” he says.
However, he acknowledges that for
some doctors finding time to carry out
research is difficult. “There are huge
pressures on doctors to do their clinical
service, and some trusts aren’t quite so
positive towards research as others,” he
says.
And there can also be huge differences
within trusts. One department can be
very active while its neighbour may be
doing nothing.
“Some people are overperforming,”
admits Sheffield. “In the next 10 years
we have to make sure that research
becomes part of routine care across the
board, rather than it being down to a few
individuals,” he says.
Sonya Abraham, senior research
physician at Imperial College and
musculoskeletal lead for the North West
London Clinical Research Network,
believes that doctors have to rid
themselves of the mindset that research
is not part of their job.
“Doing research is as important as
seeing your patients and making a
diagnosis. Some of the challenges are
about time, but doctors can become
managers and educators so they can also
consider leading and supporting clinical
research,” she says.
Doctors do not have to become the
principal investigator on a multicentre
trial; they can get involved by taking
some extra blood or providing
anonymised patient information for
ethically approved trials with patient
consent.
Abraham thinks that NHS trusts often
do not recognise the value of conducting
trials to an organisation. That value is
both financial—for example, through free
drugs for patients in a trial—and in terms
of quality care. Trusts that are active
in research have lower mortality rates
than less active ones.2 And patients love
taking part in research, says Abraham.
Anne Gulland is a freelance journalist, London, UK
agulland@bmj.com
Cite this as: BMJ 2015;351:h6329

The lung
study: a breath
of fresh air?
Could the Salford Lung Study
be a “game changer” for the way
clinical studies are conducted?
Matthew Limb reports
Researchers see it as a test bed for “real
world” trials that could lead to the quicker
introduction of drugs and medical devices.
The Salford Lung Study is examining the
safety and effectiveness of a new treatment
for chronic obstructive pulmonary disease
(COPD) in 80 general practices around
Salford in north west England.1 About 2500
patients are participating, half randomised
to a new inhalation powder Relvar Ellipta
(fluticasone furoate/vilanterol) and half to
usual treatment.
Conventional randomised controlled
trials are usually conducted in patients
with selected characteristics, an arguably
artificial setting. The Salford study differs in
that it is a pragmatic trial of patients from
everyday general practice, the first started
before licensing.2
“In a real world study the question you’re
asking is, ‘Will that medicine work in the
general population . . . and in the health
service setting in which it’s provided?’” says
David Leather, global medical affairs leader
for sponsor GlaxoSmithKline (GSK).
5 December 2015 | the bmj

“If there’s anything I can do to help people
with asthma I’m all for it,”

GUZELIAN

When Janet Cole, from Worsley, Greater Manchester, saw
an advertisement in her local paper recruiting Salford
Lung Study participants she jumped at the chance to try
something new. An asthma patient for 40 years, she had to
take frequent courses of steroid tablets. Once enrolled on
the study, she was monitored for over a year by the research
team with whom she felt had more time to discuss her
condition. “When you go to see your own doctor they only
have so much time. Here, I felt I could ask any question I
wanted,” she says. Her only criticism is that she does not
know the results of the study. But she is pleased to have
taken part in the development of a new drug.

“There is a lot about this that at the
moment is unique to the UK and the NHS.”
In 2011 GSK sought advice on the study
from the Medicines and Healthcare Products
Regulatory Agency and the National Institute
for Health and Care Excellence via their joint
scientific advice procedure. Leather says
their positive attitude was “far sighted.”
The study is a wide ranging collaboration
and includes GSK, academics, GPs,
hospitals, and pharmacists, underpinned by
the ability to share patient data in real time.
It uses an integrated electronic health
records system developed by North West
EHealth, a not for profit partnership of
clinicians and academics. The system
originated from joining up information on
diabetes across primary and secondary care,
says its chief executive, Martin Gibson, a
consultant diabetologist. To make the system
regulatory compliant “we have built all the
software and systems that allow you to do a
late phase III trial,” he says.

It’s exactly the sort of research
that should go on. There’s going
to be enormous learning from it
There are few exclusion criteria so the
study enrols people who wouldn’t normally
be able to take part in a randomised trial,
such as those also being treated for heart
disease, cancer, diabetes, or depression.
Patients see their GPs as they would
usually and take their prescriptions to local
pharmacies.
“That meant we had to have every
pharmacy joined into the electronic health

records system,” says Gibson, who is also
director of the National Institute for Health
Research (NIHR) clinical research network
for Greater Manchester.

Data tsunami
Susan Collier, GSK’s head of medical
operations for the study, says safety
monitoring has been a huge challenge.
Patients with comorbidities were expected
to experience more serious adverse events,
not necessarily related to the study. Collier
suggests the safety alerting system and
monitoring is “more robust than in a standard
RCT” because it happens in real time with
access to the “entire medical record.”
She says, “We are seeing every event
from beginning to end, from the moment
patients enter the emergency department to
the moment they’re discharged home. We
capture everything in our safety reporting—
every blood test, every chest x ray, every ECG,
every clinical note.”
Hence the volume of data produced
already—235 million “rows of it”—which
Leather likens to a “tsunami.”
Collier says, “The down side of that is
we actually get too much information. But
we’re going to learn a great deal about what
really happens to COPD patients in the real
world and we’re going to learn about safety
in much more detail. The next big challenge
is turning all these data into evidence that
means something.” A full report on the
findings is expected next year.
Some 4200 patients with asthma are now
being recruited for the next part of the study,

which will report in 2017. The study is also
examining patients’ use of health services
and the effect on costs.

Leading and learning
Gibson says the UK is ideally placed to
conduct such studies—the GP system and
unique NHS patient number are “huge
enablers” for bringing together and sharing
data from different sources.
Ashley Woodcock, professor of respiratory
medicine at University Hospital South
Manchester, says a lot has been learnt already.
“The first thing is that it takes a lot of effort
to set this up; it’s hugely resource intensive.
It’s not a cheap way to do research.
“Secondly, you have to think differently,
and, thirdly, you have to engage from top
to bottom. So it’s about team working, GPs,
pharmacists, etc, all working to a common
end.”
The study architecture can now be used to
test more drugs and devices. Shrinking the 15
year timeline for drug development to, say, 10
years should save companies money in the
long run, reduce what the NHS has to pay, and
bring benefits to patients sooner, says Gibson.
Woodcock says, “Honestly I’ve no clue
whether the study’s going to be showing a
benefit for the new treatment. But I think it’s
game changing, really game changing. It’s
exactly the sort of research that should go on.
And positive or negative there’s going to be
enormous learning from it.”
Matthew Limb, freelance journalist, London,
limb@btinternet.com
Cite this as: BMJ 2015;351:h6343
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Health committee backs sugar tax
MPs have called for a sugar
tax of 20% on full sugar soft
drinks as one of many measures
needed to tackle the growing
“crisis” of childhood obesity in
the United Kingdom.
In a report by the
parliamentary health committee
published on 30 November
MPs said that the sheer scale of
childhood obesity demanded

that the government take “bold
and urgent” action on many
fronts. England’s Department
of Health is due to publish its
“plans for action” on the issue
in the next few months in a
childhood obesity strategy.
MPs said that various
measures were needed to deal
with the problem, including a
sugar tax; stronger controls on

price promotions, marketing,
and advertising of unhealthy
food and drink; universal
school food standards; clearer
labelling of products; and
a national reformulation
programme to reduce sugar in
food and drink.
The report said that a fifth
of children are currently
overweight or obese when

Jamie Oliver highlighted the
damage that sugar causes
to health in his Channel 4
programme Jamie’s Sugar Rush

they start primary school and
that this increases to a third
by the time they leave school.
In addition, the most deprived
children are twice as likely as
the least deprived to be obese at
the start of primary school and
at year 6.
Overall, treating obesity and
its consequences, such as type
2 diabetes, was estimated to
cost the NHS £5.1bn every year,
but the UK spent only around
£638m on obesity prevention
programmes, said MPs.
Since 2013, the report added,
an increasing number of health
organisations—now more
than 60—have campaigned
for the introduction of a tax
or levy as high as 20% on
sugar sweetened drinks. The
television chef Jamie Oliver, in
partnership with the Sustain
alliance for better food and
farming and the Children’s Food
Campaign, recently petitioned
parliament on this issue,
gaining more than 150 000
signatures. In addition, Public
Health England’s evidence
review on sugar reduction,
published last month,

New group of 19 health bodies also calls for sugar tax
Nineteen UK organisations concerned with
obesity are calling on the government to
introduce a 20% tax on sugar sweetened
beverages.
The Obesity Stakeholder Group has
come together to urge the government to
take action, such as new legislation to help
families reduce their consumption of food
and drink high in fat, salt, and sugar, in the
light of the growing epidemic of obesity in
the United Kingdom.
Around 30% of children in the UK are
obese or overweight and at risk of growing
into overweight or obese adults with an
increased risk of cancer, type 2 diabetes,
heart disease, and other life threatening
illnesses, said the group.
The group, which includes five royal
colleges, health charities, and food
campaigns, said that the government
14

should ban television advertisements for
junk food before 9 pm and do more to
control promotion of unhealthy foods in
supermarkets.
The recommendations are in line with
those of MPs on the parliamentary health
select committee, which published its
report on childhood obesity on Monday
30 November, the same day as the group
launched.1
The government is expected to publish its
childhood obesity strategy in January.
The group said that its 10 interventions
would help families to make healthier
choices. The food industry should be
set targets to reduce the salt, sugar, and
saturated fat content of its products, which
should be backed by meaningful sanctions.
And all schools should teach cooking and
nutrition and adhere to food standards.

The group is also calling for government
investment to promote active travel,
ringfenced public health grants for local
authorities to tackle obesity, and the use of
the hybrid system on food packaging and
in restaurants and cafes. The hybrid system
combines guideline daily amounts, colour
coding, and high, medium, or low ratings for
fat, saturated fat, salt, sugar, and calories.
Better training for health professionals
on nutrition and obesity and investment in
weight management services for families are
also needed, the group said.
“We need to help more children and
families lose weight and maintain a healthy
weight. Children’s weight should be
measured regularly and families need to
have timely access to clinical support.”
Zosia Kmietowicz, The BMJ

Cite this as: BMJ 2015;351:h6462
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included a recommendation on
introducing such a tax.
Those campaigning for the
tax have estimated that it could
raise £300m to £1bn a year,
which could be used to fund
public health measures. The
MPs, therefore, said that a 20%
tax should be introduced on full
sugar soft drinks to help change
behaviour, with all proceeds
targeted at helping children at
the greatest risk of obesity.
Although physical activity
was highly beneficial for all
children, increasing exercise
alone would not tackle obesity,
argued MPs, who noted clear
evidence that measures to
improve the food environment
to reduce calorie intake were
central to a successful strategy.
The report also called
for strong controls on price
promotions of unhealthy food
and drink, as well as marketing
and advertising alongside a
centrally led reformulation
programme to reduce the
amount of sugar they contain.
Labelling of single portions
of products with added sugar
should show the sugar content
in teaspoons, said the MPs,
who also called for better diet
education and information,

universal school food
standards, and greater powers
for local authorities to tackle
the environment that leads to
obesity.
Sarah Wollaston, committee
chair and Conservative MP for
Totnes, said, “We believe that, if
the government fails to act, the
problem will become far worse.
A full package of bold measures
is required and should be
implemented as soon as possible.
“We believe that a sugary
drinks tax should be included
in these measures, with all
proceeds clearly directed
to improving our children’s
health.”
Simon Capewell, vice
president for policy at the
UK Faculty of Public Heath,
welcomed the report, saying,
“The calories children consume
and the exercise they get are
affected by various factors
including family, schools,
access to outdoor space, and
food advertising legislation.
That is why all aspects of
the strategy need to be
implemented if we are to tackle
childhood obesity.”
Adrian O’Dowd, London

Cite this as: BMJ 2015;351:h6453
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Members of the Obesity
Stakeholder Group
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Academy of Medical Royal Colleges
Association for the Study of Obesity
BMA
British Heart Foundation
Cancer Research UK
Children’s Food Campaign
Diabetes UK
Faculty of Public Health
Faculty of Sport and Exercise Medicine
The Jamie Oliver Food Foundation
National Obesity Forum
Royal College of General Practitioners
Royal College of Paediatrics and Child Health
Royal College of Nursing
Royal College of Physicians London
Royal College of Physicians Specialist
Committee on Sports and Exercise Medicine
• Royal College of Psychiatrists
• Royal Society for Public Health
• UK Health Forum

“Children’s
weight should
be measured
regularly and
families need
timely access to
clinical support”

FIVE MINUTES WITH . . .

Sarah Wollaston
The chair of the health select committee, a
former GP, talked to The BMJ on the day the
committee’s report on childhood obesity
recommended a tax on sugary drinks

“W

hen you look at the evidence
around the consumption of sugary
drinks, particularly by teenagers,
it is about a third of their sugar
intake, so [a tax on sugary drinks] is
about finding a product that can reduce their intake.
“If you could hypothecate all the proceeds from the tax
to a really worthwhile programme in our communities and
schools, we could also direct it to our more disadvantaged
communities. The nub of the data is that one in four of the
most disadvantaged children are obese when they leave
primary school, double the rate of the most advantaged.
“How are you allowing that degree of health inequality to
continue? To those who say that [the tax] will hit the poorest
I would say, well, childhood obesity is hitting the poorest.
“A purely voluntary approach is not as effective as
knowing that you have got clear guidance from government,
with a big stick in the background if things don’t change.
With salt reduction we saw that the big stick approach
[led to change]. When we moved to the responsibility deal
things slowed down. Sugar reduction is more challenging
and needs to happen more quickly.
“Given that the chancellor is taking money out of public
health, I think that [the sugary drinks tax] would raise
between £300m and £1bn, which could be put back into
purely public health measures.
“We are awash with cheap food and have a food industry
entirely driven by profit. It is now time for the government to
say there has been a consequence: an unacceptable health
inequality and costs on society.
“If the government is serious about supporting Simon
Stevens’ call for prevention to be absolutely key to making
the sums add up in the future, then part of that will be
about reducing the demand on the NHS. The books will not
add up unless we do something about childhood obesity.
We already have an industry saying that this [tax] is about
taxing the poor. We have to ask ourselves: do we want to be
on the side of children who will struggle with a lifetime of
health costs, or are we on the side of big sugar?”
Sarah Wollaston was interviewed by Duncan Jarvies. Zosia Kmietowicz created
this summary of the interview.
Cite this as: BMJ 2015;351:h6489
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Ruth Hussey
Fire in her belly
What was your earliest ambition?
As a farmer’s daughter in north Wales my first ambition was to be independent. A
careers discussion at school, at age 15, pointed me towards medicine as a way of
achieving my ambition and an opportunity to make a difference in people’s lives.

PETER LOCKE

Who has been your biggest inspiration?
My head of department when I started in public health: Peter Pharoah, who
inspired me to “find the fire in your belly.”

Ruth Hussey, chief medical officer
for Wales since 2012, was born in
north Wales and tweets regularly in
English and Welsh. She previously
worked in England, though not
far over the border, in Merseyside
and northwest England. As chief
medical officer she has dealt with
a serious outbreak of measles
and brought in a strong focus
on primary care and healthcare
quality, supporting new approaches
such as “prudent healthcare.”
Hussey has announced that she will
retire next year.

What was the worst mistake in your career?
Not a mistake as such, but a small regret was leaving my public health director job
in Liverpool in 2002 because of (more) health service reorganisation. I was the
11th “equivalent” medical officer of health for Liverpool in about 150 years.
What was your best career move?
Going into public health after completing GP training in 1983 opened my eyes to
the possibility of improving the health of whole populations, not just individuals.
To whom would you most like to apologise?
My children. The words, “Are you doing that MD thingy again this weekend?” still
ring in my ears.
Where are or were you happiest?
On the allotment, which I share with a close friend.
What single unheralded change has made the most difference in your field
in your lifetime?
Published quietly on an August bank holiday in 1980, the Black report put health
inequalities firmly in the policy debate. The evidence has continued to grow since
then, not least because of the excellent work by Michael Marmot.
What book should every doctor read?
AJ Cronin’s The Citadel—I bought an old copy when I became chief medical officer.
What poem, song, or passage of prose would you like mourners at your
funeral to hear?
She is Gone, a poem by David Harkins.
What is your guiltiest pleasure?
Cheese: strong, and so smelly that friends and family leave the room.
If you could be invisible for a day what would you do?
Follow the lives of junior doctors in hospital and in the community to understand
better what life is like for them.
What is your most treasured possession?
Photographs and videos of the children growing up. They’re irreplaceable.
What, if anything, are you doing to reduce your carbon footprint?
I walk to work most days and travel by train as much as possible.
What personal ambition do you still have?
To grow carrots that don’t look like triffids. All tips gratefully received.
Summarise your personality in three words
Driven, questioning, team player.
What is your pet hate?
Negative attitudes.
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