Five in six women reject drugs that
could reduce risk of breast cancer
Five in six women who are at increased
risk of breast cancer turn down drugs that
can reduce their chances of developing the
disease, a study published in the Annals of
Oncology has found.1
Researchers at Queen Mary University
of London, UK, collected data from 26
international studies including more than
21 000 women of all ages who were at
increased risk of developing breast cancer.
The women in these studies were offered a
five year course of preventive medicine to
lower their risk of developing breast cancer.
Drugs to block cancer-causing hormones
and yearly mammograms may be offered to
certain women with a family history of the
disease when they have a moderate to high
risk of breast cancer.
Overall, the study found that just 16.3%
of women at higher risk chose to take the
medicine. Those offered the opportunity
to take part in trials were more likely to
use preventive drugs: 25% chose this,
compared with 9% of women who made
the decision outside a clinical trial.
Other women who were more likely to
take up the offer of preventive medicine
were those who were older, at higher risk,

or who had had an abnormal biopsy and
fewer concerns about side effects.
The team also examined 18 studies that
looked at how many women completed a
full course of drugs, including tamoxifen
and raloxifene. Most studies found that
more than 80% of women took the drugs
for at least a year, but this declined over
time. In one study only 14% of women were
taking treatment at three years.
Sam Smith, study author, said, “Our
important research reveals that only a small
proportion of eligible women make the
decision to have preventative medication.
It’s crucial to find out why so many chose
not to take the drugs—or stopped taking
them before completing the course.”
Martin Ledwick, head of cancer
information nurses at Cancer Research UK,
said, “We need to find out more about how
women at higher risk of breast cancer make
decisions about the different ways they can
reduce the risk of developing the disease,
to make sure that they have the information
they need to make the choice that is right
for them.”
Zosia Kmietowicz, The BMJ
Cite this as: BMJ 2015;351:h6650
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SEVEN DAYS IN
Report calls for halt to programme closure

STEVE MEDDLE/REX

The downgrading of hospital emergency departments and acute care services
in northwest London should be reversed, as it has damaged the care of patients
and wasted money, an independent inquiry has found.
The reconfiguration of nine NHS hospitals across northwest London led to the
closure of several emergency departments and other acute care services as part
of the “Shaping a Healthier Future” programme launched in 2012. The reduction
in acute care capacity was to be offset by extra investment in community based
services.
But the Independent Healthcare Commission for North West London, led by
Michael Mansfield QC (left), concluded that the programme’s planning and
implementation had been “deeply flawed” and advised that further changes
should not go ahead.
The commission said that the closure of two emergency departments at
Hammersmith and Central Middlesex Hospitals led to a sharp increase in waiting
times at other local emergency departments.
It recommended that the emergency department at Central Middlesex Hospital
be reopened to alleviate the burden on other local departments and that there
be no further closures of any emergency departments in northwest London.
The decision to close a maternity unit at Ealing Hospital should also be
reversed “with immediate effect,” it said.
The commission was set up in December 2014 by four local councils.
Gareth Iacobucci, The BMJ Cite this as: BMJ 2015;351:h6583

Saturday 5th

See also Five minutes with . . .
Stephen Duffy at doi:10.1136/
bmj.h6637.)

Treating women found to have
ductal carcinoma in situ (DCIS)
after mammography may prevent
subsequent invasive breast
cancer, a study of more than five
million women in the UK breast
screening programme found.
For every three women found
to have DCIS, invasive interval
cancers were one fewer in the
next three years, the analysis
found. The results showed that
a substantial proportion of
DCIS would become invasive if
untreated, said the lead author,
Stephen Duffy. (See The BMJ’s full
story at doi:10.1136/bmj.h6576.

Sunday 6th

Screening for early breast
cancer may reduce
invasive cancer

Unacceptable mental
healthcare placements

Norman Lamb, the former health
minister, called it an “outrage”
that more than 2000 people a
month in England are admitted to
hospital for mental illness outside
their local mental health trust. A
quarter of these are inpatients at
least 30 miles from their home
area. Lamb told the Observer
newspaper, “This would never,
ever happen with a physical
health problem, such as a stroke
or heart failure.”

Monday 7th

Fewer GPs think the NHS
works well
Only 22% of GPs in the United
Kingdom think that the NHS
works well, a substantial drop
since 2013 when nearly half
thought so, a survey by the
Commonwealth Foundation
found. Norway had the most
doctors (67%) likely to be
satisfied with their healthcare
2

system, and the United States
had the lowest (16%). GPs often
found it difficult to coordinate
care with other providers, and
one in three UK GPs expressed
dissatisfaction with practising
medicine. (Full BMJ story
doi:10.1136/bmj.h6639.)

Tuesday 8th

MPs take evidence on
demands in general practice
NHS and patient leaders
appeared before the House
of Commons health select
committee to give evidence
about how to tackle the growing
demand for general practice
services and improve access
for patients, as part of the
committee’s inquiry into
primary care services. The
panel was questioned on a

range of issues, including how
to successfully implement the
government’s policy pledge for
seven day access to GP services.

Combined HRT may reduce
risk of endometrial cancer
Continuous hormone
replacement therapy (HRT)
with combined oestrogen
plus progestogen significantly
reduced the risk of endometrial
cancer in postmenopausal
women compared with placebo
(hazard ratio 0.65), a large
randomised US study showed.
Reporting in the Journal of the
National Cancer Institute the
authors said that more research
was needed on the substantial
reduction in endometrial cancers
seen in women with high body
mass index, who are at increased
risk for this cancer. (Full BMJ story
doi:10.1136/bmj.h6627.)

28 November 2015 | the bmj

JASON MICZEK/REUTERS/CORBIS

This picture of a stash of guns belonging to one private individual
in Pageland, South Carolina, was circulated on 3 December, the
day after the San Bernardino massacre in California, in which 14
people were killed. Doctors are now demanding that the Centers
for Disease Control and Prevention be allowed to carry out
research into the effects of gun ownership
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MEDICINE
Mental illness link to
“later” maternal deaths

Maternal deaths in the United
Kingdom have continued to
fall, but more could be done
to prevent suicides during
pregnancy or the first year after
birth, the Confidential Enquiry
into Maternal Deaths found.
Direct deaths, such as those
caused by sepsis, eclampsia,
thrombosis, or haemorrhage,
fell from 132 in 2003-05 to 69 in
2011-13. Over the same period
indirect deaths—from causes
such as cardiac disease, flu, or
pneumonia—fell from
163 to 132. The study also
showed 335 “later” deaths,
occurring six weeks to a year
after birth, a quarter of which
were related to mental health
problems. (Full BMJ story
doi:10.1136/bmj.h6666.)

Wednesday 9th

US Senate takes evidence
on overcharging for drugs

Hearings began in the United
States Senate into price spikes
for generic drugs, in which the
case of Turing Pharmaceuticals
is expected to feature. The
company bought the rights
to the toxoplasmosis drug
pyrimethamine (Daraprim) in
August for $55m (£37m) and
in September announced a
price rise from $13.50 a pill to
$750. It recently abandoned
its commitment to lowering the
drug’s list price and instead
reduced the price charged to
hospitals, as well as offering
more support to patients who
lack health insurance or financial
resources.

Thursday 10th

Tobacco companies
challenge plain packaging
law

Claims by four of the world’s
biggest tobacco companies that
standardised tobacco packaging
in England is illegal were due
to be heard in the High Court.

SIXTY
SECONDS
ON . . . LYME
DISEASE
SUDDENLY, IT’S LYME TIME
You’re right. All sorts of ill defined symptoms
are being blamed on chronic infection
with Borrelia burgdorferi, the bacterium
responsible for Lyme disease. It’s become an
epidemic, in the press.
BUT NOT IN REALITY?
No. People do catch Lyme disease from tick
bites, and the infection can be unpleasant
and in some cases persistent, causing
inflammatory arthritis and heart and nervous
system disorders. But there’s no evidence
that chronic infection is common, or that it
lies behind many unexplained symptoms, or
that it can cause Alzheimer’s or Parkinson’s
disease, or that it can be transmitted sexually.

British American Tobacco,
Imperial Tobacco, Philip Morris
International, and Japan Tobacco
International argue that the
consultation on plain packaging
was flawed, that it did not include
evidence from Australia, and
that the law infringes their right
to unrestricted use of branding.
The hearing is expected to last
six days and to reach a verdict
in the New Year. MPs voted
overwhelmingly to ban branding
in March, and the changes are
due to take effect in May.

Friday 11th

Patient rated quality
of care stalls

Trusts in England made only
a modest improvement in the
quality of care over the past nine
years as judged by patients, said
a new report from the King’s Fund
and Picker Institute Europe. The
study of patients’ experience
of using hospitals from 2005 to
2013 found that scores improved
in 14 of 20 questions and fell
in six but that the changes were
modest. Most improvements,
such as ward cleanliness, were
driven by national policies.
Patients were less happy with
the length of time they had to
wait for a bed after admission
and with timely discharge in 2013
than in 2005.
Cite this as: BMJ 2015;351:h6665

SURVEY
22%

Only
of GPs in the UK
think that the
NHS works well,
compared to
nearly a half in
2013, a survey
has shown

SO HOW DID THIS “EPIDEMIC” START?
With celebrities, mostly. Avril Lavigne,
Yolanda Foster, Rebecca Wells, Amy Tan,
Ashley Olsen, Jamie-Lynn Sigler . . .
ENOUGH! I’VE NEVER HEARD OF ANY OF
THEM
Nor me. But you’ve probably heard of George
W Bush, Alec Baldwin, Ben Stiller, and
possibly John Caudwell, founder of the mobile
phone outfit Phones 4U, who believes that his
whole family has been infected.
IS THAT POSSIBLE?
Anything’s possible, but it’s very unlikely.
Caudwell agrees that it’s improbable that his
family could all have been bitten by ticks, so
he argues that the infection was spread by
sexual intercourse and
in the womb. He calls
it “one of the greatest
threats to public
health in our time.”
CAN’T A TEST
DISPROVE THAT?
Tests normally find no
evidence of infection.
But people may then
send blood samples abroad for testing, get
positive results, and are offered alternative
therapies that are unlikely to work.
THAT DOESN’T SOUND RATIONAL
Please let’s not go there. “Chronic
Lyme disease” has been compared
to chronic fatigue syndrome (myalgic
encephalomyelitis), whose symptoms are real
enough but whose causation and treatment
are a minefield.
Nigel Hawkes, London Cite this as: BMJ 2015;351:h5976
ЖЖSee EDITORIAL, p 8
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Doctors’ group urges US
Congress to lift ban on gun
violence research
More than 5000 doctors have
signed a petition asking the
US Congress to lift a 20 year
ban preventing the Centers for
Disease Control and Prevention
(CDC) from conducting research
into gun violence.
“Scientific data have saved
lives from motor vehicle
accidents, sudden infant death
syndrome, lead poisoning,
and countless other threats to
people’s health,” the petition
notes, yet the government has
remained wilfully ignorant
about the epidemiology of gun
violence since 1996, when the
Dickey Amendment stipulated
that “none of the funds made
available for injury prevention
and control at the Centers for
Disease Control and Prevention
may be used to advocate or
promote gun control.”
The ban grew out of a
seminal 1993 research paper,
published in the New England
Journal of Medicine, which
measured gun ownership as a
risk factor for homicide in the
home.
The article received
widespread media attention
for its finding that gun owning
households faced a higher
overall risk of homicide and
drew the ire of the National
Rifle Association. The
pressure group responded
by campaigning for the
elimination of the CDC’s
National Center for Injury
Prevention, which had
funded the study.
The centre survived, but the
1996 spending bill passed
by Congress stripped $2.6m
(£1.7m; €2.4m) from the CDC—
exactly the amount spent on
gun research in the previous
year—and inserted the Dickey
Amendment, named after a
Republican congressman
from Arkansas.

The amendment does not
explicitly ban all research into
gun violence, but the CDC,
fearful of losing more funding,
has interpreted it broadly and
spent no more than $100 000
in 2013 on the prevention of
injury by firearms.
In 2011 a clause identical
to the Dickey Amendment was
added to the part of that year’s
appropriations legislation
covering funding of the National
Institutes of Health. This was
in response to a 2009 paper in
the American Journal of Public
Health, which found that owning
a gun increased fivefold the risk
of being shot in an assault. The
research had been funded by
the NIH’s National Institute on
Alcohol Abuse and Alcoholism.
Even an executive order by
President Obama, ostensibly
restoring funding to gun
violence research after the
2012 shooting at Sandy Hook
primary school, was insufficient
to overcome the caution of
agencies which recognise
that Congress ultimately holds
the purse strings. Obama’s
funding requests were denied
by legislators.
The petition was organised
by the group Doctors for
America and supported by,
among others, the Doctors
Council, National Physicians
Alliance, American College
of Preventive Medicine,
American Medical Student
Association, and American
Academy of Pediatrics.
But the most notable
supporter was former
Congressman Jay Dickey
himself, who has said that
he “has regrets” about the
legislation bearing his name
and who sent a letter to be read
out by the petition’s supporters.
Owen Dyer, Montreal
Cite this as: BMJ 2015;351:h6672
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members from January
2017. National associations,
which are members of
MedTech, will have to consult
their members on altering their
national codes of conduct to comply
by 2020.
In the UK, only 250 companies
are members of the ABHI, but there
are between 2500 and 3000 device
companies on the market, most
of them small and medium sized
enterprises which are not bound to
follow the ABHI’s guidance. Those
companies can volunteer to adhere,
and supporters of the code hope that
there will be market pressure for
all companies to work to the same
standards.

Consultancy fees
Pharma’s commitment to
transparency means, however,
that there is now clear information
about how much drug companies
paid healthcare professionals in
sponsorship and consultancy fees
last year (the Association of British
Pharmaceutical Industries declared
a total of £41m (€58m; $62m) was
paid to healthcare professionals by
its 40 members in 2014; £10.74m
was in sponsorship to attend third
party meetings, and £30.23m
was for consultancy services).4
There is no equivalent information
from the devices or diagnostics
industry and it has no plans to
stop direct payments to healthcare
professionals for consultancy or for
those transactions to be declared.
At present, device and diagnostics
companies must inform the

employers of staff they pay
for consultancy, but they
do not have to disclose the
sums involved.
Unlike pharma, which
is dominated by a handful of
multinationals, more than 80%
of the device and diagnostics
industry is small and medium sized
companies so it is harder to create a
centralised database of payments.

FIVE MINUTES WITH . . .

Stephen Duffy
A study shows that treatment of
DCIS can prevent invasive breast
cancers. The BMJ talks to the author
“There’s been a debate
on the value of detecting
and treating DCIS (ductal
carcinoma in situ). Nobody
asserts that 100% of DCIS
is progressive, and nobody
asserts that none is.
“We investigated the
question by getting four
years of data from 84
screening units in England,
Wales, and Northern
Ireland—that’s almost all
of them. On average, each
unit screened almost 16 000 women a year. The
screening data told us the frequency with which
each unit detected DCIS. Women found to have
DCIS almost always have it excised (doi:10.1016/
S1470-2045(15)00446-5).
“Then we compared these data with the number
of women who developed invasive cancer in the
36 months before they next went to be screened.
Units with higher rates of detecting DCISwere
linked with a lower risk of women developing
invasive cancer. For a typical unit, we calculated
that roughly one fewer invasive interval cancer was
found for every three DCIS cases detected.
“These were cases occurring within the 36
month screening interval, found as a result
of symptoms developing. For the rest [of the
women], we don’t know. Some of them might have
developed invasive cancer later, and some might
have been overdiagnosed and never developed
invasive cancer at all.
“Studies like this haven’t been done before,
because the data haven’t been available. From
the very earliest days in the breast screening
programme there were very good data on cancers
diagnosed at screening. But it’s only in recent
years that we’ve had really reliable interval cancer
data. Cancer registration has got much better;
linkage of registration data to screening data has
become much better.
“We’ve had evidence in the past from screening
and treatment trials that shows that a substantial
proportion of DCIS does progress and that
treatment of it can prevent that progression. This
result is another piece in the jigsaw puzzle.”

Long way to go
Aaron Kesselheim, associate
professor of medicine at Harvard
Medical School, said that there is
no reason not to register all gifts
and payments between medical
technology companies and
healthcare professionals and that,
though stopping direct sponsorship
is “a step in the right direction,”
there are “many other ways that
financial relationships exist and
plenty of evidence that those
relationships affect healthcare.”
“Codes of conduct are nice,” he
said, “but we know that voluntary
codes of conduct are not sufficient
in ensuring that marketing
practices are legitimate.”
The health secretary
for England, Jeremy
Hunt, has announced
that from 2016, under
a “sunshine rule,” the
details of which have yet to be
confirmed, healthcare professionals
will be obliged to declare all
payments they receive from all
sectors of the healthcare industry.
Sophie Arie is a journalist, London sarie@bmj.com
Cite this as: BMJ 2015;351:h6182

5IMPROVE
PATIENT “FLOW”
Staff spend too long trying
to move patients through
the system. To help improve
flow, the Health Foundation
has collated patients’ stories
of their journeys through the
system on its website, which it
says reveal problems such as
delays and waste (http://bit.
ly/1TTICHS).

REX

Cite this as: BMJ 2015;351:h6674

Stephen Duffy is professor of cancer screening at the Queen Mary,
University of London

Nigel Hawkes, London
Cite this as: BMJ 2015;351:h6637
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CONFLICTS OF INTEREST

The device industry and
payments to doctors
A new code bans companies from directly
paying doctors to attend educational
events. Sophie Arie reports
“We know
that voluntary
codes of
conduct are
not sufficient
in ensuring
that marketing
practices are
legitimate”

D

evices and diagnostics
companies across
Europe will no longer
be allowed to pay
doctors directly to attend
third party educational conferences,
under new rules designed to dispel
concerns about possible conflicts
of interest.
MedTech Europe, the umbrella
group for medical technology
companies across Europe, says that
by stopping direct sponsorship for
educational events, the industry
is going one step further than the
drug industry, which has agreed to
declare all such payments, not to
stop them.
“They [pharma] say as long as it’s
transparent the public can judge if
it’s a conflict of interest,” said Aline
Lautenberg, director of legal and
compliance at MedTech Europe told
The BMJ. “We say there are certain
conflicts of interest that maybe
we should prohibit happening.
Transparency is not enough.”
The change is a key
element in a new Europeanwide code of conduct which
members approved at a vote
on 2 December.1 Under the

code, neutral organisations, such
as professional bodies or hospitals,
would act as intermediaries,
distributing grants from industry
so that healthcare professionals
can attend conferences where they
learn about the latest products and
industry developments.
“A doctor would not know which
company sponsored him,” said
Andrew Davies, market access
director for the Association of
British Healthcare Industries

(ABHI), the UK trade association
for device companies. “It’s very
different from receiving a grant from
an individual company.”
Companies will also no longer
be allowed to pay people directly
to speak at third party educational
conferences, something that has
been strongly discouraged under
national and European codes of
conduct but not banned.2 3
The new code will be effective
for MedTech Europe’s corporate

FIVE WAYS FOR HOSPITALS TO TACKLE WINTER PRESSURE
DISCHARGE
1HAVE
COORDINATORS
2PLAN AHEAD
With winter comes a rise in
demand for healthcare, mainly
due to respiratory conditions
leading to a spike in emergency
admissions. NICE guidance on
how to avoid delays in
discharge recommends a single
health or social care practitioner
to coordinate each patient’s
discharge plan, including
information about the
patient’s drugs.
6

Have a multiagency plan to
tackle bed shortages. The NHS
Confederation has reported
that since 2013 Birmingham
Community Healthcare NHS Trust
has used rapid, 24 hour access
to community services
to reduce emergency admissions
to hospital. From a patient’s
admission, teams should work
together on factors that could
prevent a safe, timely discharge,
the NHS Confederation says.

EMERGENCY
ASSESS
3CUT
ADMISSIONS
4
PROGRESS TO
DISCHARGE
Kettering General Hospital, with
its local clinical commissioning
group, is one of a number of
hospitals that has trialled new
ways to improve the flow of
patients through its emergency
department, according to
BMA advice on beating winter
pressures.This includes basing a
GP in its emergency department
from 5 pm till midnight to assist
in triaging patients.

Figures from NHS England show
that over the past year more
than a million hospital bed
days were lost through delayed
discharge. NICE recommends
that at each shift handover
and ward round, teams should
review and update each
patient’s progress towards
discharge, and consider joint
protocols with the care sector.
12 December 2015 | the bmj

EDITORIAL

Lyme disease: time for a new approach?
Many more questions than answers

L

yme disease is the most
common vector borne
disease in North America
and Europe, with
300 000 new cases in
the United States1 and an estimated
100 000 new cases in Europe each
year.2 These numbers are likely to
be underestimates because case
reporting is inconsistent3 and many
infections go undiagnosed.4 Climate
change may have contributed to a
rapid increase in tick borne diseases,
with migratory birds disseminating
infected ticks.5
Our common understanding of
Lyme disease is that a tick bite is
followed by the development of
a classic rash pattern (erythema
migrans). When treated early
with a relatively short course of
antibiotics, most patients have
good outcomes.6 But the standard
two tier testing for Lyme disease
is inaccurate in the early stages,
and many patients and
doctors fail to recognise
the rash.7 Patients who
present with the later
stages of the disease can
also be easily dismissed
because the two tier testing
lacks sensitivity and cannot
distinguish between current
and past infection.
At the same time, the evidence
remains limited on the reasons for
treatment failure and unresolved

Persistently
complicated

Liesbeth Borgermans, professor, Department of Family Medicine and
Chronic Care, Faculty of Medicine and Pharmacy, Vrije Universiteit
Brussel, Brussels, Belgium liesbeth.borgermans@vub.ac.be
Christian Perronne, professor, Infectious Diseases Unit, Hôpitaux
Universitaires Paris-Ile de France-Ouest, Saint Quentin en Yvelines,
France
Ran Balicer, professor , Epidemiology Department, Faculty of Health
Sciences, Ben-Gurion University of the Negev, Israel
Ozren Polasek, professor , Department of Public Health and Croatian
Centre for Global Health, University of Split, Croatia; and Centre for
Global Health Research, Usher Institute of Population Health Sciences
and Informatics, Edinburgh, UK
Valerie Obsomer, ecological and environmental risk expert,
Agriculture, Environment, Natural Resources and Environmental Risk
Management, Public Service of Wallonia, Namur, Belgium
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systemic symptoms in patients with
or without serological evidence
of the disease. Most patients will
present to family physicians,
who often have few subsequent
resources when the initial treatment
proves unsuccessful.
Recently, the medical community
has been collectively forced out of
its comfort zone on Lyme disease
by increasing evidence of the
complexity of this multisystem
disease.8 To further complicate
matters, some patients develop long
term symptoms. The complexities
are essentially related to either
a lack of understanding of the
disease or conflicting evidence.
Many questions await full answers
(box).9 Evidence that answers these
questions, and especially that
highlights the inter-relatedness
of the different components,
could underpin the necessary
rethinking around this
condition.
Recent evidence shedding
light on how spirochaetes
of the Borrelia genus evade
host immune defences
and survive antibiotic
challenge10‑15 threaten
current beliefs about the
persistence of infection,
one of the largest points
of contention in the medical
community. The possibility of
persistent infection has important
implications for diagnosis, treatment,
and doctor-patient interactions.16

Open minds
We need more national and
international debates on Lyme
disease, complemented by a
solid research agenda and a
focus on cutting edge biological
technologies. The use of diverse
public health strategies to increase
awareness of the risks of Lyme
disease and a focus on preventive
measures are also important.
Family physicians can act as

TICK BOX:
RESEARCH AGENDA
• Range of clinical presentations,
including between sexes
• Diagnostic criteria and tools
• Treatments and their efficacy
• Transmission modes and vectors
• Role of coinfections
• Uncertainty over clinical definition
of chronic Lyme disease and
whether detection of active
infection is essential
• Whether and for how long the
pathogen can persist
• Role of psychoneuroimmunology,
host-pathogen interactions, and
autoimmunity to residual or
persisting antigens
• Role of toxins or other bacterial
products in symptoms and signs
• Contribution of environmental
factors

important partners alongside
infectious disease specialists
and others to drive this debate
forward. Discussions should
include national medical societies,
doctors, patient advocacy groups,
international health institutions,
insurance companies, lawyers,
governments, the private health
medical sector, and scientific
journals. It needs representatives of
many different viewpoints who are
prepared to remain open minded.
Previous examples in
medical history, such as the
delayed recognition of the
role of Helicobacter pylori in
gastric disease, have shown the
consequences of ignoring findings
that contradict our current beliefs
about a disease. In an era where
patient centred care is considered
the cornerstone of high quality and
integrated medicine, we cannot
allow ourselves to repeat past
mistakes at our patients’ expense.
The suffering of many affected
patients17 obliges us to learn more
about this disease, and fast.
Cite this as: BMJ 2015;351:h6520
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Why doctors don’t take sick leave
Doctors seem reluctant to take time off when unwell. Kathy Oxtoby considers the reasons

D

octors are much less
likely than other
healthcare workers to
take days off sick, with
official figures from the
Health and Social Care Information
Centre showing that they take a
third as many sick days as other
NHS staff and a fifth the number
taken by healthcare assistants and
ambulance staff.1
It may be that doctors are less
prone to becoming ill, rather than
being less likely to take sick leave
when ill. The high socioeconomic
status of doctors might put them at
lower risk of illness, and perhaps
their frequent exposure to common
colds and viruses helps their
immune systems to resist illness.
But Keith Hopcroft, a GP in
Essex, says that there is a culture
in medicine of not taking time off
when sick. “Battling on through
illness and not letting the side down
has traditionally been seen as an
attribute—and therefore taking time
off as a weakness—particularly in
the days of onerous on-call rotas,”
he says. “This attitude is changing
somewhat, and ‘self awareness’
and ‘fitness to practise’ are more
meaningful concepts than they
used to be.”

“Desperate that nobody finds out”
Many doctors work despite
being unwell because they are
concerned that taking time off
will negatively affect their career.
Cosmo Hallstrom, a consultant
psychiatrist who is based in
London and working in
private practice after
25 years in the NHS,
has doctors attending
his clinic with anxiety
and depression who are
“desperate that nobody finds
out,” he says.
Hopcroft says that
another reason why doctors
don’t take sick leave is that
some treat themselves or use

“If I was sick
now, how
would I leave
a morning
surgery when
25 patients
are there
to see me
and there is
nobody to
cover?”—
Clare Gerada

their contacts to help treat them.
“Doctors may have a better idea
of what’s wrong with them or how
significant, or insignificant, it is
and therefore may not need to worry
themselves with appointments or
requests for treatment,” he says.
“Similarly, when they do need
treatment, their status and contacts
may mean it is easier for them to
get help without having to take
time off—or they might even treat
themselves.”
Hannah MacDonald, a trainee
in paediatrics at the Royal London
Hospital, says that doctors are
often wary of the adverse effect
that sick leave might have on
colleagues’ workloads. “We are
reluctant to take sick leave because
a lot of the rotas we work on are
quite stretched, and we are often

WHERE TO SEEK HELP
•   BMA Counselling and Doctor Advisor Service—Provides

•

•
•

•

24/7 emotional support for doctors
www. bma.org.uk/practical-support-at-work/doctorswell-being/about-doctors-for-doctors
  Support4Doctors—Support website run by the Royal
Medical Benevolent Fund, with information on careers,
training, health, and financial issues
www.support4doctors.org
  British Association for Counselling and
Psychotherapy—Helps you to find a counsellor or
psychotherapist in your area www.bacp.co.uk
  NHS Practitioner Health Programme—A free and
confidential London based NHS service for doctors and
dentists with a mental or physical health concern or
addiction problem http://php.nhs.uk
  Sick Doctors Trust—Provides information and support
for doctors affected by drug or alcohol
dependence
www.sick-doctors-trust.co.uk

short of doctors—even on a good
day. And people worry that if they
don’t go to work the burden on
everyone else will be too great,”
she says.

Concern about letting down
colleagues
Keir Shiels, a paediatric registrar
at Queen’s Hospital, Romford,
says that he has worked while ill
to avoid making colleagues’ lives
more difficult. “When you ring in
an hour before work, and nobody
is there to cover your shift and
you know they will have to find
someone at short notice, it’s a pain
for everyone, and so you think
twice about taking sick leave,” he
says. He believes that doctors who
are starting out in their careers are
particularly prone to viewing being
off sick “as some sort of moral
failure and that you’re letting your
colleagues down.”
Clare Gerada, medical director of
the Practitioner Health Programme,
a health service aimed specifically
at doctors,2 says that the feeling
of letting people down applies to
patients as well as colleagues. “If I
was sick now, how would I leave a
morning surgery when 25 patients
are there to see me and there is
nobody to cover you?”
Hopcroft says that doctors may
see themselves as being difficult to
replace at short notice. “Doctors
often have very specific roles:
replacing a cardiac surgeon isn’t
actually as easy as replacing a staff
nurse and so may obviously impact
on the threshold of that person to
take time off sick,” he says.
For some doctors, not taking
time off sick is simply because they
enjoy their role so much they would
prefer to be at work, says Hallstrom.
“Doctors are highly motivated in
their work and highly rewarded
emotionally,” he says. “It’s a way
of life.”
Kathy Oxtoby is a freelance journalist
kathyoxtoby@blueyonder.co.uk
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EDITORIAL

How to assess quality in primary care
The Health Foundation has produced a useful review of indicators

A

s patients in the UK
we are entitled to a
general practitioner.
But how should we
choose which one
is right for us? How do we find out
about the quality of general practices
we might consider joining? Other
stakeholders—commissioners,
government, Monitor, the taxpayer—
are at least as interested in the answer
to this question as patients.
To help answer these questions the
Health Foundation has produced, at
the instigation of the health secretary,
a review on indicators of quality in
English general practice. What does it
tell us? And what does it leave out?
Quality is an essential but slippery
concept, reflected imperfectly in
each of the many ways we can assess
structure, process, and outcomes in
primary care. Despite the difficulties,
judgments about primary care are
possible, and guidance has been
available for some time.1 2

Lacking uncertainty
The Health Foundation has reviewed
current sources of evidence
(and there are many, of varying
provenance and accessibility) and
considered the risks inherent in
choosing, presenting, and combining
indicators. But importantly there
is no mention of uncertainty.
All measures of quality have
uncertainties, and we should tackle
the challenge of understanding these
and communicating them effectively.
We do not believe that any data are
better than no data. Data need to be
good enough to allow judgments (be
they about resources, access, choice
of practice, or whatever), even if they
don’t need to be perfect.
Robert Grant, senior lecturer in health and
social care statistics , Kingston University and
St George’s, University of London
robert.grant@sgul.kingston.ac.uk
Jim Parle, professor of primary care, University
of Birmingham, Birmingham, UK

The report includes a strongly
worded caution against composite
indicators, which we welcome. We
have seen too much reduction of
multifaceted healthcare into traffic
lights and league tables, and the
complexity of the system needs to be
acknowledged.
Likewise, a minimal set of “sentinel
indicators” cannot meaningfully be
ranked—but undoubtedly someone
will. It may be best to avoid both
composite and sentinel indicators,
make a wide range of indicators
available, and allow consumers
to choose what matters to them.
For example, elderly patients and
commissioners might be interested in
quite different things.
Interactive visualisations of data
offer a beacon of hope; the theory goes
that if consumers of information have
many different needs, a single source
is not enough.4 Any website should
be layered, allowing users to dip in to
the level that matters for them. The
US website State of Obesity (http://
stateofobesity.org) is an exemplar.
The Health Foundation report
does not take sufficiently seriously
the possibility of unintended
consequences: indicators are known
to skew behaviours, especially
when linked to commissioning and
payment. Consider, for example,
gaming around the four hour
emergency department limit or

It may be best
to avoid both
composite
and sentinel
indicators,
make a wide
range of
indicators
available,
and allow
consumers to
choose what
matters to
them

general practitioners’ refusal to book
patients more than 48 hours ahead to
escape penalties.5 Sentinel indicators
could also skew behaviour, just as
practices responded (rationally) to the
Quality and Outcomes Framework by
focusing on included indicators with
inevitable consequences for other
activity.6 7

Rationalise the smorgasboard
The report recommends rationalising
the current smorgasbord of
indicators, reports, and websites
from a wide range of providers
while preserving the virtues of the
current systems (for example, the
ease of use and popularity of NHS
Choices). There is a need for uniform
reporting and sharing of know-how
across the various groups collecting
such data and to involve, as the
National Institute for Health and Care
Excellence already does, a range of
stakeholders in developing indicators.
The Health Foundation’s report
could bring clarity and value to the
consumers of data about primary care
and, with the caveats above, show
a clear path to improvement in the
relevance, validity, and accessibility
of quality indicators. We hope that
its messages win out with the current
health secretary over the seduction
of simple composites, targets, and
league tables.
Cite this as: BMJ 2015;351:h5950
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Kathy Oxtoby is a freelance journalist
kathyoxtoby@blueyonder.co.uk
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Be open with colleagues
If doctors are worried about their
own health the GMC is clear that
they should seek independent
advice from a colleague or friend,
Lennard says. As well as being
mindful of their own health,
doctors need to be mindful of
their colleagues’ wellbeing and
broach any concerns with them,
she adds. Their colleagues should
be “prepared to listen and act on
those concerns and advise them
to take independent advice,” she
says.
And doctors should avoid self
treating, Hallstrom adds, “because
they don’t have the right clinical
judgment outside their own
medical expertise.” As Cohen says,
“Take the leap and go and talk to
somebody you can trust, because
that’s what you would tell your
patients to do.”
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(% of days lost)

discussions are under way with
the BMA’s General Practitioners
Committee and the royal college to
help make this happen.

MEDICOLEGAL ASPECTS OF WORKING WHILE UNWELL
Marika Davies outlines doctors’ obligations
Many doctors continue to
work when they are not
feeling their best and take
pride in the fact that in doing
so they avoid letting down
patients and colleagues. But
those who do so when they
are seriously unwell can put
patients at risk of harm and
may further damage their
own health and career.
A doctor’s ill health can
have a negative effect on
performance and team
functioning. Concentration
and decision making
ability may be diminished,
increasing the risk of
adverse incidents. Doctors
can often underestimate
the anxiety that their
illness will cause them or
the impact it will have on
their relationships with

patients and colleagues. The
first sign of an underlying
health problem might be an
increase in complaints or
reports of difficulties at
work.
The General
Medical Council
says in its
guidance
Good Medical
Practice that
doctors need
to protect their
patients and
colleagues
from any risk
posed by their
illness. “If you know
or suspect that
you have a serious
condition that you
could pass on to
patients, or if your

judgment or performance
could be affected by a
condition or its treatment,
you must consult a suitably
qualified colleague,” the
guidance states. “You
must follow their advice
about any changes to
your practice they
consider necessary,” it
continues.
The GMC guidance
is clear that doctors
must not rely on their
own assessment of
the risk to patients.
It may be tempting
for doctors to do
so, especially when
they regularly advise
patients on whether or
not they are fit to work,
and it may also seem easy
to consult a colleague or

medical family member
or friend. However, the
decision about whether or
not a doctor with a serious
medical condition is fit
to work is one that needs
independent and objective
advice. “You should be
registered with a general
practitioner outside your
family,” the GMC says.
Doctors are entitled to
have information about
them kept in confidence by
their treating doctors. But
they must be aware that
those doctors have their
own professional obligation
to protect patients and
may need to disclose
relevant information to an
appropriate person if they
are concerned that others
may be at risk of serious

harm. This may arise if, for
example, a doctor continues
to work despite being
advised not to do so.
Doctors should also
be aware that they must
let the GMC know if they
have a health condition,
or a problem with alcohol
or drugs, that may affect
their ability to care for their
patients. The GMC will need
to consider whether any
steps need to be taken to
protect patients, so doctors
in this situation should seek
advice from their defence
organisation at the earliest
opportunity.
Marika Davies is medicolegal
adviser, Medical Protection Society
marika.davies@
medicalprotection.org
The online versions of all articles in
this feature are on careers.bmj.com
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Doctors need to resist “presenteeism”
A culture of avoiding time off when sick may be storing up problems for the future, Kathy Oxtoby hears

T

he will to be at
work even when
ill—“presenteeism”—is
embedded in medical
culture (box below).
But the drive to work when unwell
affects not only doctors. It also has
an impact on doctors’ friends and
family and on the patients they
treat.
Some doctors avoid taking
time off sick simply because they
would prefer to be at work, says
Cosmo Hallstrom, a consultant
psychiatrist who is based in
London and works in private
practice after 25 years in the NHS.
“Doctors are highly motivated in
their work and highly rewarded
emotionally,” he says. “It’s a way of
life. And I believe work is good for
you—and a great healer.”
Keir Shiels, a paediatric registrar
at Queen’s Hospital, Romford, east
London, says that avoiding taking

time off when unwell can have an
impact on doctors’ lives outside
work. “I’m often unwell on the days
I have off, because the adrenaline
from working in a stressed
environment stops,” he says.

Stress effects
One particular problem is that
doctors don’t always have
insight into their own health and
wellbeing, and this can affect their
performance, says Nicola Lennard,
medicolegal adviser for the Medical
Defence Union. “Ill health can
not only have a significant impact
on doctors and their family but
potentially on patients and can
lead to safety issues,” she says.
“This in turn can have a knock-on
impact on doctors and add to their
stress.”
Sometimes these high stress
levels lead to doctors becoming
mentally unwell or turning to

Ill health can
not only have
a significant
impact on
doctors and
their family but
potentially on
patients

TACKLING THE STIGMA

“A common personal
impact on doctors who
are ill is that what goes
isn’t their competence,
it’s their compassion for
patients”
—Clare Gerada

12

“You find presenteeism,
and the stigma associated
with illness, is prominent
in doctors. They carry
on regardless,” says Clare
Gerada, medical director of
the NHS Practitioner Health
Programme.
She says that doctors often
believe that if they take time
off sick they are letting down
not just their colleagues but
also their patients.
Doctors who feel unable to
take time off may lose their
compassion, she adds.
“A common personal
impact on doctors who are
ill is that what goes isn’t
their competence, it’s their
compassion for patients.”
One of the extreme
consequences of doctors not
taking sick leave is that some,
faced with insurmountable
pressures, commit suicide.

“I’ve seen cases of doctors
taking their own life rather
than face the shame of taking
time off,” she says.
“It is usually those who
present in a crisis, such as a
drink-drive offence, or who
might have made an error at
work.”
To tackle the problem of
doctors feeling reluctant
or unable to take sick leave
when they should, Gerada
calls for “an independent,
arm’s length body to address
the health and wellbeing of
NHS staff.”
She says, “If doctors
have stopped enjoying
themselves, or if they’ve
stopped enjoying contact
with patients, or if they are
drinking too much or self
medicating, they should
think about whether they
might need to get help.”

drink or drugs, which can lead
to mistakes in their care and
expose patients to risk. “There are
times when doctors are drinking
more than they should be, and
colleagues tend to cover up for
them,” Hallstrom says.
Debbie Cohen, director of
student support at Cardiff
University’s school of medicine,
says that thinking that you can’t
take sick leave can affect doctors’
self esteem. “As an individual your
perception that you can’t take time
off when you are ill often relates
to whether you feel valued and
respected within the organisation
you work in,” she says.
Cohen would like to see a shift
in the culture currently preventing
clinicians seeking help when they
are sick and thinks they should
receive the same access to care
as their patients have. She says
that doctors shouldn’t feel that
obstacles are in their way, such as
a lack of access to support, and
shouldn’t be worried about issues
of confidentiality about their
health, even though such concern
about confidentiality is “inherent
to the nature of doctors.”

Access to occupational health
Shiels believes that better training
in caring for people with mental
health concerns would encourage
better mental health among
doctors too. He also wants better
access to occupational health
departments for doctors, and he
points out that in some trusts any
appointment has to go through a
line manager.
In recent years the lack of an
occupational health service for
general practitioners has been a
particular concern for the BMA
and the Royal College of General
Practitioners. Earlier this year the
chief executive of NHS England,
Simon Stevens, announced that
GPs would receive a national
support service in April 2016, and
12 December 2015 | the bmj

ACADEMIC AUTHORSHIP

How I was nearly duped into
“authoring” a fake paper
Academics need to beware of the dangers of flattery, says Per Aspenberg

I

n February 2015, I was invited
to join an academic working
group to analyse procedures
for increasing bone mass,
structure, and strength through
“intraosseous interventions.” The
group, which included some of the
world’s most prominent osteoporosis
researchers, was meeting at a luxury
hotel in Switzerland as part of the
preparations for the world congress
on osteoporosis. I was asked to give a
presentation on “currently available
orthopaedic procedures for bone
enhancement.”
The subject puzzled me, because
there are no such procedures. But
I was flattered by the invitation so
rather than decline I spent several
days preparing a presentation in
which I concluded that prophylactic
surgery in osteoporosis was not a
good idea.
One week before the meeting I
received an email from a professional
medical writer, attaching a synopsis

for the meeting in which I was said to
be positive about prophylactic surgery
in uninjured bone and especially to
the idea of injecting bone cement
into the proximal femur to make
it stronger. I was unaware of this
cementing concept, looked into it,
and found that it has been evaluated
only in cadaveric studies. I revised my
analysis to include consideration of
cement injections, completely ruling
them out as too risky in relation to the
small possible benefit.
Nine people were listed as
participants at the meeting. Six of
us would give a presentation, and I
was the only one with an orthopaedic
background. When I arrived in June at
the meeting, three more people were
present and introduced themselves
as representing a US healthcare
company. It was soon clear that this
company was developing a product
for injecting cement into the proximal
femur, with the purpose of preventing
fracture. I immediately protested:

I had been invited to an academic
working group and found myself on
an advisory board for an American
company. The chair of the meeting
said I “didn’t need to be nervous”;
the meeting was purely academic.
So I gave my presentation. One of
the world experts at the meeting
presented the company’s cement
product using unpublished company
data, its representatives filling in
the details. There followed a general
discussion about the product and

Time to kill the scientific “author”?

The scourge of ghost writing seems to be diminishing
while the problem of guest authorship is growing.
Is it time to rethink the system? Ben Adams reports

Per Aspenberg: I had been invited to an
academic working group and found myself on
an advisory board for an American company
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Controversies over the
role of the author in
science publishing come
in waves. Back in the
1990s and early 2000s
the phenomenon of ghost
writing was a dominant
concern. Aspenberg’s
troubling account
shows that the problem
persists.1 But today,
guest authorship, where
someone who made
little or no contribution
to a piece is a named
author, is even more
pervasive, some experts
say. “This includes those

who simply insist that
they have their name
in the article,” explains
Elizabeth Wager, former
chair of the Committee
on Publication Ethics.
“It’s a career limiting
move not to put the head
of department’s name
on when they ask, for
instance—or it could be
a senior person who has
been asked in order to
make an article appear
more authoritative.
“Or it could just be
a friend who needs a
few more publications

attached to their
name,” she adds.
Funders often want
big academic names
attached to their studies
so even if professors
have delegated all the
work, there is financial
pressure to put their
name in lights.
Wager points to an
observational study of
“prolific authors” that
she worked on which
found one author named
on a paper once every 10
days.2
So what is being done
12 December 2015 | the bmj

BMJ CONFIDENTIAL

Frank Dobson
Amiable and thoughtful
PETER LOCKE

What was your earliest ambition?

To play cricket for Yorkshire and England, like Len Hutton and Fred Trueman.

Who has been your biggest inspiration?

My parents, who, I came to realise, instilled in me a belief in human decency, respect, and
equality. I didn’t notice at the time.

What was the worst mistake in your career?

Resigning as health secretary to run for mayor of London. How stupid can you get?

What was your best career move?

Persuading Neil Kinnock, when he was leader of the opposition, that I’d do a better job as
shadow health minister than as shadow social security minister.

Frank Dobson, 75, was the Labour
MP for Holborn and St Pancras for
36 years, from 1979 to 2015. As
health secretary from 1997 to 1999
he abolished the internal market
inherited from the Conservatives
and lobbied hard for more resources
to run the service, only granted
after he had been replaced by Alan
Milburn. He stood unsuccessfully
for mayor of London in May 2000.
In the first 50 columns of BMJ
Confidential he got the most votes
as best post-war health secretary
after Aneurin Bevan.

Who has been the best and the worst health secretary in your lifetime?
Not sure about the best, but Jeremy Hunt has displaced Andrew Lansley as the worst.

Who is the person you would most like to thank, and why?

My wife, Janet, for putting up with me for 48 years (so far), for doing more than her share of
childcare, and for all the fun and laughter.

Where are or were you happiest?

I’ve never been happier than when we were told at University College London Hospital that
Janet’s chemotherapy had cleared up her lymphoma. And no public happiness exceeded being
with her in Westminster Hall when Nelson Mandela addressed both houses of our parliament.

Do you support doctor assisted suicide?

I believe that doctor assisted suicide could do fundamental harm to our trust in doctors.
While I sympathise with the dilemma that it’s supposed to tackle, its advocates seem to
assume, rather innocently, that relatives will always have benign motives.

What poem, song, or passage of prose would you like mourners at your
funeral to hear?

Jeremiah Clarke’s Prince of Denmark’s March (usually called Purcell’s Trumpet Voluntary)
and the South African national anthem, to mark a triumph of right over wrong and to remind
those present that human decency is worth fighting for.

What is your guiltiest pleasure?

My greatest pleasure is to witness some artistic wonder or sporting performance in the
company of family and friends. I’m not much given to feeling guilty about pleasure.

What is your most treasured possession?
“Thank you” letters.

What personal ambition do you still have?

To live to see everyone in Britain with a decent home they can afford, convenient for their
work or retirement, and for everybody who works for a living to be paid a genuine living wage.

Summarise your personality in three words
Amiable, practical, and thoughtful.

What is your pet hate?

Rich people from the finance industry, who caused the banking crisis, shamelessly
demanding sacrifices from everybody who didn’t cause it.

Do you have any regrets, etc?

I took a substantial pay cut to become an MP. My family have suffered embarrassment and
discomfort from adverse media coverage of what I’ve done and said. But to balance that, I’ve
been able to help a lot of constituents, done a bit of good, and met some wonderful people.
Cite this as: BMJ 2015;351:h6538

16

12 December 2015 | the bmj

Per Aspenberg was “flattered”
to be invited to Geneva

its marketing possibilities. The
entire meeting lasted less than four
hours. Before breaking up, we were
informed that all nine of us would be
coauthors of a “position paper” that
would be drawn up and submitted to
an osteoporosis journal, the editor of
which had cochaired the meeting.

The manuscript
On 20 July the draft “position paper”
arrived. The draft misquoted the
literature to inflate the need for the
to clean up this opaque
method of assigning
authorship? And is it time
to rethink the system?

Rise of the prestige
economy

Guidelines on authorship
from the International
Committee of Medical
Journal Editors (ICMJE)
attempt to define the
role of authors and
contributors. They
recommend that
authorship be based on
having made “substantial
contributions” to the work
and had final approval over
the published version.
Over 500 journal editors
worldwide have signed
up to the San Francisco
Declaration on Research

American company’s product. It
was the only product mentioned
and described as “promising.” The
points I had made regarding risk
versus benefit were not included. I
concluded that this “position paper”
was commissioned to create a market
for the sponsor’s product and I asked
to be removed from the author list.
My request was accepted, and I was
told that I would also be removed
from the list of speakers at the world
congress.

Assessment (DORA) to try
to define better ways to
evaluate research output.
But ultimately, editors
have no power to control
how authors are listed on
papers or to check if those
deserving credit have
been fairly credited. Only
scientists do.
Elizabeth Wager says:
“I’ve seen fights over
ordering of names,”
because of the unwritten
rule that being first on a
paper makes that author
more important than the
others. At the same time,
Martin McKee, professor
of European public
health at the London
School of Hygiene and
Tropical Medicine, says
that there is a danger

that junior researchers
who have made a major
contribution to the
research can be excluded,
especially if they
come from low income
countries.“However,
I blame this on
appointments and
promotion panels,” he
adds, which “obsess”
over the number of papers
a scientist has published
and how high up their
name appears in the list
of authors.

End of authors?

Daniel Paul O’Donnell,
professor in the
department of English
at the University of
Lethbridge in Canada,
has a radical solution:

“It could have
been tempting
to get an
‘easy paper.’
However, I
was invited
under false
premises,
which made
me angry”

Lessons learnt
I was flattered by the invitation to
Geneva. It’s fun to meet famous
people and fly business class, and it
could have been tempting to get an
“easy paper.” However, I was invited
under false premises, which made
me angry. If their methods
had been more subtle, it could have
been difficult to avoid developing
loyalties and ties to the group. Such
ties are hard to break, and once
you’re in, you’re a part of it. One
group member expressed concern
about the ethics of the whole
thing, privately, on the way to the
airport. He hadn’t said a word during
the entire meeting. I think some
others were unhappy too, but as
far as I am aware no one else has
withdrawn.
Cooperation between academia
and industry is often fruitful and
fun, and it would be disastrous to cut
the ties between them. The solution
to the problems I have described
may not necessarily be stricter rules.
The only way to expose this is for
more people to speak out when they
experience these things, however
embarrassing it is to admit you were
nearly drawn in.
Per Aspenberg, professor of orthopaedics,
Linköping University, Sweden
per.aspenberg@liu.se
Cite this as: BMJ 2015;351:h6605

“In the 21st century,
science is no longer an
individual pursuit; it is a
collaborative effort that
can involve thousands of
scientists across many
disciplines. But calling
each of these people
an author is simply
incorrect.” Those who
contribute to research
being published should
be called participants, he
says, rather than authors
and everyone involved—
including patients—
should be named on each
research paper with their
contributions next to their
names. The participants
system, much like the
rolling credits at the end of
a film, should not favour
one scientist over another.

“We would not create the
concept of the scientific
author as a credit metric if
it did not already exist. Now
that it is causing serious
trouble, it is time to kill it
off,” says O’Donnell.
Ben Adams is a freelance
healthcare journalist,
Chichester, UK
benjohnadams26@gmail.com
Cite this as: BMJ 2015;351:h6560
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