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n the end, vocation is what it’s all 
about. We’re tested on its presence 
before we enter medical school. 
We’re implored to hold ourselves 
to the highest standards. We’re 

judged according to these standards, even 
when the resources to achieve them are 
wilfully withheld.

Christmas and New Year should mean 
some respite and time for thinking about 
where we’ve come and what we’ve seen. 
But many working in the NHS will have none of 
this. Work will simply keep beating on.

This past year has been absurd: a fracturing 
of relationships between junior doctors and 
government—born of macho, party political policy 
making, not evidence, understanding, humility, or 
nuance. The funding crisis in the health service, 
echoed throughout training bodies, royal colleges, 
and staff, has gone unanswered; instead, Jeremy 
Hunt has merely argued for better leadership—
though not his own. 

Vocation is what keeps the NHS going. It’s why 
so many staff routinely stay late, fix things that 
are “not my job,” contribute to inquiries, fill out 
surveys, or take on responsibilities when we could 
easily choose not to. 

Why? Because of the feeling—and I apologise, 
for this is now an evidence-free-zone—that we’re 
humans with the capacity to do something useful 
and good for other humans, and because we 
want to work and live in a world where kindness 
and collegiality run through our days, not the 
meanness of jobsworths.

But this vocation is being abused. If we keep 

trying to fix the often impossible—
providing excellent care when the NHS 
is resourced to be substandard and 
erratic—we’ll make avoidable mistakes. 
We’ll work more hours, trying to patch 
over the cracks.

We’ll come in earlier, stay later, but 
keep failing targets or inspections, 
and we’ll be blamed, systemically and 
individually. When mistakes occur, as 
they will, we won’t be judged through a 

lens that sees the pressure the NHS is under, but as 
the sole arbiters of error. Patients and professionals 
will suffer.

I worry that medicine’s capacity for vocation 
is part of the reason we’ve ended up this way. We 
don’t say no often enough to unrealistic targets, 
evidence-free policy, or unfunded work. We take on 
numerous tasks that we think are for the common 
good, but we ourselves are often not treated as part 
of that same common good.

Vocation in medicine can reward us with 
the huge joy and fun that should be part 
of professional lives.But it can also allow 
professionals to be exploited. Vocation should not 
be wet, fluffy, or incapable of saying no. It needs to 
be ballsy and capable of rebellion. 

I hope that 2017 brings with it righteous—
vocational—fury.
Margaret McCartney is a general practitioner, Glasgow 
margaret@margaretmccartney.com
Cite this as: BMJ 2016;355:i6526
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days, not the meanness of jobsworths

NO HOLDS BARRED Margaret McCartney          PPA COLUMNIST OF THE YEAR 

Vocation, vocation, vocation



442 10 December 2016 | the bmj

that the plans have created 
an “industry for management 
consultants,” where local leaders 
feel pressured by central bodies to 
employ consultants. 

Jacques Peretti’s BBC documentary 
Who’s Spending Britain’s Billions,  
which aired in October 2016, 
discovered endemic involvement of 
consultancy firms in local authority 
and NHS projects—often ones going 
well over budget or failing to deliver 
promised benefits and lacking 
any subsequent accountability. 
Contracts were far from transparent, 
hiding from scrutiny behind 
commercial sensitivity.

If consultants’ work adds real 
value to NHS services, shouldn’t 

You won’t find 
many NHS 
organisations 
evaluating 
the quality 
or impact of 
consultancy 
advice 

In 2014 I sent a freedom of 
information request to the 
Department of Health that 
was potentially awkward for 
the government. It was about 
NHS spending on management 
consultancy. Despite the NHS 
efficiency drive and a 2010 
ministerial pledge to reduce these 
costs by 45%, yearly spending on 
consultants doubled in 2010-14 
from £313m to £640m. This made 
the national press, but the health 
and care sector hasn’t got over its 
addiction to consultancy.

A King’s Fund report on 
sustainability and transformation 
plans (STPs) describes a perception 
among health service leaders 

P
atient activation, self 
management, shared 
decision making . . . all 
of these sound great. I 
would be very happy to self 

manage—if I could figure out how.
Seven years ago I was diagnosed 

with stage 4 diffuse large B cell 
lymphoma. Chemotherapy pushed the 
disease into remission but it also left 
me with long term side effects, one of 
which is a poorly functioning immune 
system. I can just about manage the 
immunoglobulin infusions, blood tests, 
flu jabs, and infections—but if you add 
anything else into the mix my carefully 
self managed house of cards collapses.

Last summer, for example, I 
developed an unusual patch of skin 
on my leg. Years ago I had something 
similar and it turned out to be from 
an autoimmune condition. “Isn’t it 
strange,” I said to my immunology 
nurse, “that someone with a weak 
immune system would also develop 
an autoimmune condition?” Quite 
frankly I was a bit miffed: my 
immune system can’t fight off the flu 
but it’s attacking me instead?

we be grateful? Alan Leaman, 
chief executive of the Management 
Consultancies Association, certainly 
thinks so. In response to my finding, 
he said, “The NHS spends 0.3% of its 
budget on management consultancy, 
and the vast majority of this goes 
on projects that save the NHS 
money and improve patient care. 
On average, for every £1 spent on 
management consultancy, benefits 
worth the equivalent of £6 are 
returned to the client.”

Notwithstanding his organisation’s 
clear commercial conflict of 
interest, it’s hard to contest or 
confirm Leaman’s assertion, as it 
lacks rigorous, peer reviewable, 
transparent data. As Margaret 

ACUTE PERSPECTIVE David Oliver

Awkward questions about NHS management consultants

PERSONAL VIEW Ceinwen Giles

“I dream of a lottery win to afford a health PA”
Self management is a great idea in theory, but takes its toll on patients

In June I saw a consultant who said 
my immune system was “confused” 
and promised to refer me to a 
dermatologist after I had had some 
blood tests. A few weeks later I got a 
letter telling me that I needed a liver 
ultrasound because of my “long term 
elevated liver function tests.”

Thinking that this was a mistake—
no one had ever mentioned my liver 
before—I queried it. The consultant 
confirmed that I did indeed have long 
term elevated liver function tests and 
that I definitely needed the ultrasound. 
So, a few more weeks later, I went for 
the ultrasound—and was told that, 
while my liver was fine, my kidney 
needed to be looked at. 

According to another doctor who 
followed up with me, there wasn’t—
and never has been—anything wrong 
with my liver function tests. And, no, 
he didn’t know why I was sent for the 
ultrasound.

I still don’t know what is wrong 
with my kidney since I’ve never had 
anything in writing to describe the 
problem. Two weeks after the scan of 
my kidney, I have no idea of the results. 

I’m tired of 
hospitals, 
I’m tired of 
worrying, 
and I’m 
tired of not 
knowing 
what’s 
going on
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BLOG  OF THE WEEK   
Tiago Villanueva 

Care in Brazil’s 
largest favela
Walking through Rio de Janeiro’s largest favela, 
Rocinha, in the pouring rain is probably not the 
wisest thing for a foreign visitor to do. But on a recent 
trip to Rio I was determined not to squander a chance 
to visit Maria do Socorro Silva e Souza Family Health 
Clinic, one of Rocinha’s three primary care clinics 
that are part of Brazil’s public Unified Health System. 
With about 15 GPs from all over the world, I visited 
the clinic that caters for about 33 000 people.

I had heard of impressive advances in  the city, 
where primary care coverage has gone from around  
4% to 70%. This is partly due to scaling up family 
medicine training programmes which creates 
specialists in family and community medicine. It 
is also due to the creation of family health teams, 
which include a GP, nurse, and community health 
workers. Each team is responsible for providing 
care to about 3000 people living in well defined 
catchment areas.  

The burden of disease in Rocinha is high. There 
is a high incidence of infectious diseases and 

accidents such as falls and burns. The incidence of 
tuberculosis is 11 times higher here than nationally. 
The community health workers, the eyes and ears 
of the clinic, must be residents of Rocinha. Their 
role is versatile: responsible, for example, for taking 
tuberculosis treatments to the patient’s home 
and ensuring that they are taken. They also check 
on groups of people at risk, such as patients with 
diabetes and women with high risk pregnancies. 

Some GPs have undergone special training to 
offer “community therapy” through group sessions. 
Here they come up with solutions developed 
through mutual sharing of experiences. Patients 
benefit from access to diagnostic and imaging tests 
thanks to the adjacent emergency unit, a kind of 
small, community based emergency department, 
which runs 24 hours a day. After triage at the unit, 
some patients who need primary care assessment 
are referred to the clinic.

I left satisfied with the thought that, for once, 
the inverse care law doesn’t seem to apply here. 
Empowered by appropriate training and resources, 
GPs in Rocinha seem prepared and motivated to bring 
medical care to those who need it most. At a time 
when so many GPs in the UK are disillusioned, we can 
look to Rio de Janeiro for inspiration.

Tiago Villanueva is assistant editor, The BMJ

McCartney has argued, our political 
and NHS leaders tend to eschew 
such academic approaches, which 
acknowledge uncertainties, rest on 
objective independent evidence, and 
don’t give formulaic answers. 

You won’t find many NHS 
organisations evaluating the quality 
or impact of consultancy advice—
why would they risk submitting to 
it? Why would those who spend 
our money on consultants’ advice 
risk being held to account in this 
way? Reviews of NHS spending and 
efficiency by parliamentary health 
committees, the National Audit 
Office, and even no-stone-unturned 
reports on NHS efficiencies, such 
as the Carter review, have focused 
too little on NHS spending on 
management consultants.

Given that national NHS regulators 
have placed large contracts with big 
consultancy firms, often for local 
work implementing health “reforms,” 
and that some of those same 
consultants have been promoted 
to advisory and management roles 
throughout government bodies, and 
given the unseemly revolving door 
in ministerial and civil service roles,  
this lack of scrutiny doesn’t surprise 
me.

As the NHS drowns in debt and 
demand, consultancy remains 
remarkably buoyant. It’s in the 
public interest for us all to ask some 
more awkward questions.
David Oliver is a consultant in geriatrics and 
acute general medicine, Berkshire 
davidoliver372@googlemail.com
Cite this as: BMJ 2016;355:i6529

And I never had that dermatology 
referral that I asked for in June.

To be honest, I’m mentally 
exhausted. I work full time, I have 
a small child, and—in between 
medical appointments—I try to have 
a life. Should I be worried about my 
kidney? Should I be “actively” trying 
to “manage” the situation and find out 
what’s wrong? Probably.

But I’m tired. I’m tired of hospitals, 
I’m tired of worrying, and I’m tired 
of not knowing what’s going on. I 
manage my weak immune system 
as best I can—I take a ton of pills 
on a daily basis, I never miss an 
immunoglobulin infusion, and I keep 
a close eye on my blood test results. 
All of that, plus the worry of relapsing 
with lymphoma, keeps me busy 
and stressed. Being thrown into a 
Kafkaesque nightmare where serious 
things may or may not be wrong with 
me feels like too much.

Patient activation sounds great on 
paper but people often forget that 
patients can only be activated in a 
system that enables it. 

An enabling system is one where 

Being thrown into a 
Kafkaesque nightmare  
where serious things may— 
or may not—be wrong 
with me feels like too much

Some GPs have undergone training  
to offer “community therapy”  
through group sessions

ACUTE PERSPECTIVE David Oliver

Awkward questions about NHS management consultants

the right result would be given to a 
patient with a clear explanation of 
what it meant and what follow-up was 
needed. An enabling system would 
tell a patient if they needed to worry, 
or if what was being investigated was 
unlikely to seriously impact their 
quality of life.

In my daydreams the solution to 
my problems is a “health PA.” This 
competent and organised person 
would keep me in the loop on a need-
to-know basis. They’d find out what 
tests I needed and why. They’d tell me 
if the results looked good, and they’d 
tell me when I actually needed to 
worry. The rest of the time, I’d leave it 
all to them while I carried on with my 
business.

I realise, of course, that this solution 
is unlikely to be realised, not least 
because I can’t afford it. Until I win the 
lottery, I’ll try and muster the energy 
to keep plodding away on the path to 
health, one scan at a time. And I hope 
that one day a dermatology referral 
letter will pop through the letterbox.
Ceinwen Giles is director, Shine Cancer 
Support 
ceinwen.giles@gmail.com
Cite this as: BMJ 2016;355:i6442

thebmj.com
 ̻ A version of this article originally appeared 

as a blog at blogs.bmj.com/bmj.
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NOTICE OF CORRECTION AND CLARIFICATION

The scientific report guiding  
the US dietary guidelines:  
is it scientific?
Correction
This article (BMJ 2015;351:h4962, 
doi:10.1136/bmj.h4962) stated that the 2015 
US Dietary Guidelines Advisory Committee 
(DGAC) “conducted an [ad] hoc examination 
of the scientific literature without well defined 
systematic criteria for how studies or outside 
review papers were identified, selected, or 
evaluated.” The article also stated that the 
committee “conducted ad hoc reviews of 
the literature, without defining criteria for 
identifying or evaluating studies.” These 
statements are incorrect. The DGAC defined 
the methods it used for identifying, selecting, 
and evaluating such evidence in its advisory 
report1 in Part C: Methodology and Appendix 
E2.2 However, it should be noted that the DGAC 
also used non-systematic approaches in its 
evidence selection.

The article also stated that the DGAC’s 
recommendations on saturated fats were 
based, in part, on “the 2015 committee’s ad 
hoc selection of seven review papers,” and 
that “papers on saturated fats published since 
2010 were covered by the committee’s ad hoc 
review, which did not use a systematic method 
to select or evaluate studies.” These statements 
are incorrect. Appendix E2.43 of the DGAC 
report defines the search strategy and inclusion 
criteria for the committee’s selection of papers 
for this topic and gives the DGAC’s quality rating 
(using AMSTAR, the methods of which were also 
described in Part C: Methodology of the report).

The article’s data supplement Table D 
includes the phrases “DGAC ad hoc selection” 
and “DGAC ad hoc review” of the literature, 
under the sections “dietary patterns and 
heart disease” and “dietary patterns and 
obesity,” respectively, and notes that “no 
systematic methodology is given for the 
selection of these studies.” This is incorrect. 
The prespecified search strategy and inclusion 
criteria are described in Appendices E2.26 
and E2.27, respectively.

The article also stated, in reference to 
evidence regarding DGAC’s recommended diets 
and heart disease: “The committee reviewed 
other, more recent studies but not using any 
systematic or predefined methods.” This is 
incorrect. The DGAC defined its methods in 
Appendix E2.26, including search strategy, 

inclusion criteria, and quality rating (using 
AMSTAR, the methods of which were also 
described in Part C: Methodology of the report).

The BMJ’s press release for the article made 
a similar statement, quoting Fiona Godlee as 
saying “the [DGAC] has abandoned standard 
methodology.”3 This requires similar correction, 
as explained above.

Clarification
The article stated that the committee did 
not systematically review certain studies on 
saturated fats from the 1960s and 1970s. 
This statement was insufficiently clear. It 
should have stated that the committee did not 
“directly” review these studies. The committee 
did consider two systematic reviews4 5 that 
themselves included five6-10 of the six trials 
mentioned in the article.6-11

The article also stated, “There have been 
at a minimum, three National Institutes of 
Health funded trials on some 50 000 people 
showing that a diet low in fat and saturated fat 
is ineffective for fighting heart disease, obesity, 
diabetes, or cancer. Two of these trials are 
omitted from the NEL review.” This statement 
was insufficiently clear. The two trials referred 
to12 13 were indeed omitted from the NEL’s 2010 
review, as stated in the article, but it should be 
noted that they were evaluated in a Cochrane 
review,4 and that this review was considered by 
the committee in its 2015 advisory report.1 In 
addition, the two trials evaluated the effects of 
diet modification on serum lipids as a proxy for 
heart disease.12 13

The article also stated, regarding the 
Nutrition Evidence Library (NEL), that “a 
systematic review on health and red meat has 
not been done. Although several analyses look 
at ‘animal protein products,’ these reviews 
include eggs, fish, and dairy and therefore do 
not isolate the health effects of red meat, or 
meat of any kind.” This statement requires 
clarification. Several of the NEL reviews used 
“meat” as a search term and presented and 
discussed results of individual studies of red 
meat and total meat.14-19

Cite this as: BMJ 2016;355:i6061

thebmj.com
 ̻ Please note a previous correction for this article can be 

found at http://www.bmj.com/content/351/bmj.h5686
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science

RESPONSE
Neither Teicholz nor The 
BMJ are new to criticism. 
Healthcare is rife with 
controversy, and the field 
of nutrition more so than 
many, characterised as it 
is by much weak science, 
polarised opinion, and 
powerful commercial 
interests.4 But nutrition is 
perhaps one of the most 
important and neglected 
of all health disciplines, 
traditionally relegated to non-
medical nutritionists rather 
than being, as we believe 
it deserves to be, a central 
part of medical training and 
practice. 

The current state of 
nutrition research should be 
a matter of grave concern to 
those attempting to develop 
evidence based health and 
economic policies that truly 
serves the public interests. 
The BMJ plans to continue to 
provide a forum for debate 
on the science and politics 
of food; and is collaborating 
with researchers at the 
University of Cambridge 
and Tufts University in 
Massachusetts on a series 
of articles examining the 
science and politics of food, 
which is due to be published 
next year.
Fiona Godlee, editor in chief,  
The BMJ 

thebmj.com
 ̻ Read Fiona Godlee’s full 

response at http://www.bmj.com/
content/351/bmj.h4962/rr-48
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A fellow 
student 
remembers 
him as a witty 
mimic and 
an excellent 
writer of 
pantomimes

John Gerald Patrick Sissons (b 1945; 
q St Mary’s Hospital Medical School 
1969), d 25 September 2016

Patrick Sissons
Gifted clinical scientist and academic strategist

The burgeoning world class Cambridge 
biomedical campus owes a huge debt 
to the acumen, strategic thinking, and 
drive of one of its most gifted clinical 
scientists, Professor Sir Patrick Sissons.

In 1987 Sissons, a distinguished 
virologist, was working at the 
Hammersmith Hospital in London. He 
was persuaded to move to East Anglia 
to become a professor of medicine 
when his former mentor Keith Peters 
was appointed Cambridge University’s 
Regius professor of physic. It was 
an inspired appointment. Together 
they expanded the faculty of clinical 
medicine and gave it a world class 
research base. They attracted the best 
clinical scientists of the day, including 
John Sinclair, Stephen O’Rahilly, and 
Leszek Borysiewicz (then Sissons’s 
student, now the university’s vice 
chancellor).

Sissons took over as Regius professor 
of physic in 2005 and in his seven years 
he helped consolidate Cambridge’s 
position as a leading centre of 
medical research. One of his many 
achievements was to guide the setting 
up of the Addenbrooke’s Centre for 
Clinical Investigation. Patients who had 
formerly been scattered across wards 
now had a dedicated unit. He helped 
to develop the Institute of Metabolic 
Science and the Cambridge Biomedical 
Research Centre, a partnership 
between the university and Cambridge 
hospitals, and was also instrumental 
in persuading the pharmaceutical 
company AstraZeneca to base its 
research in the city.

Pioneer in infectious diseases
Sissons was born in Hessle, Yorkshire 
on 28 June 1945. His father owned 
a timber mill, but the young boy 
had different ambitions. He told his 
housemaster, at Felsted School in 
Essex, of his career plans and the 
teacher remarked: “Sissons, are you 
sure you want to do that? There is an 
awful lot of blood in medicine.”

Undeterred, in 1964 Sissons 
enrolled at St Mary’s Hospital Medical 
School in London, where he was 
remembered by a fellow student for 
being a witty mimic, and for writing an 
excellent panto script.

Having qualified, he took several 
house jobs and in 1971 began clinical 
research with Peters and Peter 
Lachmann, studying patients with 
immune mediated kidney diseases at 
Hammersmith. In the same year, he 
married Jennifer Scovell, with whom 
he had two daughters.

To widen his experience, Sissons left 
London, first to study at the University 
of the West Indies and then, thanks to 
a National Institutes of Health Fogarty 
Fellowship, to go to the Scripps 
Research Institute in California for three 
years, to work for Michael Oldstone.

It was here that he studied a local 
measles outbreak and the immune 
response. In 1979 he published 
research on the role of complement, 
a set of protein molecules in blood 
serum that contribute to the immune 
response by destroying virus infected 
cells. His colleague, Tim Cox, praised 
the highly cited research, saying, “he 
worked it out just beautifully.”

In 1980 Sissons was awarded a 
senior lectureship from the Wellcome 
Trust to return to Hammersmith to 
the department of virology. Here, 
with Jonathan Cohen, he established 
the academic infectious disease 
service. He focused on human 
cytomegalovirus (HCMV), a herpes 
virus. It is never cleared after the 
primary infection and can kill if 
immunity is suppressed or weak. 

He worked with John Sinclair, and 
their Sissons-Sinclair Laboratory in 
Cambridge has been funded for the 
past 25 years by the Medical Research 
Council. Sinclair described Sissons’s 
research as seminal in building 
knowledge of how a host immune 
system reacts to viruses.

In 1998 he helped found the 
Academy of Medical Sciences “to 
improve health through research”—
his lifelong mission—and became its 
clinical vice president in 2010.

Wide ranging interests
Peters described Sissons as “a man 
of parts.” Understated, thoughtful, 
and incisive, he had a wide breadth 
of medical interests. He was on the 
steering committee for Cambridge 
Infectious Diseases and edited the 
journal Virology from 1996 to 2000. 
After stepping down as Regius 
professor of physic in 2012, for 
which he was knighted for services 
to research and education in clinical 
medicine, he became a trustee of 
Arthritis UK and the British Heart 
Foundation; a member of the prize 
giving Gairdner Foundation; and a 
board member of the Cambridgeshire 
and Peterborough Mental Health and 
Community Trust.

 Sissons brought up his two 
daughters, Sarah and Rebecca, after 
his wife died in 1991, and enjoyed 
the companionship of his partner, the 
biochemist Jean Thomas.

He stoically bore Parkinson’s 
disease and continued to work and 
enjoy his interests, such as listening 
to Radio 3 and spending time in 
Yorkshire. Generous with his time 
and expertise, Sissons was a mentor 
and friend to many, and his modesty, 
sense of humour, and refined 
intelligence will be missed.

He leaves his partner, Jean 
Thomas; two daughters; and three 
grandchildren.
Penny Warren
Cite this as: BMJ 2016;355:i5880
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monitoring expected early detection of 
asphyxia in labour to largely eliminate 
cerebral palsy. Studies using surrogate 
endpoints such as low neonatal pH 
and low Apgar scores encouraged 
that expectation. Although it was 
initially developed for use in births in 
which the fetus was thought to be at 
increased risk, electronic monitoring 
soon became a standard intervention. 
Clinical trials were not conducted as  it 
was considered unethical to deny the 
expected benefits to controls.5

Only two randomised trials, both 
published more than 25 years ago, 
have compared cerebral palsy rates in 
births monitored electronically or by 
intermittent auscultation. In a trial in 
13 079 births in Dublin, evaluation at 
age 4 indicated that the rate of cerebral 
palsy was not lower in children whose 
births were monitored electronically.6 
A multicentre randomised trial in the 
US compared 93 singleton, vertex 
presenting infants with birth weight 
≤1750 g whose births were monitored 
electronically with 96 comparable 
children monitored by intermittent 
auscultation.7 The cerebral palsy rate 
at 18 months was significantly higher 
in the electronically monitored group.7

As a predictor of cerebral palsy, 
abnormalities on electronic monitoring 
have a false positive rate of 99.8%,4 
so almost all abnormalities are false 
positive results. Using additional 
observations, including depression 
of the ST segment of the fetal 
electrocardiogram, has not improved 
reliability or improved outcome.8

Lack of benefit is supported by the 
fact that as electronic monitoring 
became widely adopted in the 1970s, 
rates of caesarean section rose about 
fivefold but the cerebral palsy rate 
was unchanged.9 10 Nor were rates of 

ANALYSIS

Electronic fetal monitoring, 
cerebral palsy, and caesareans: 
assumptions versus evidence
Karin Nelson, Thomas Sartwelle, and Dwight Rouse call for doctors, 
courts and the public to recognise the lack of proof for routine monitoring  

A                                                 
third of babies born in 
the US,1 and a quarter in 
England,2 are delivered 
by caesarean section. 
Rates of caesarean 

have risen substantially since the 
1970s, and current rates exceed the 
optimum to minimise mortality and 
morbidity of mothers and infants.3

An important driver of the rising 
rate of operative deliveries is the 
use of continuous electronic fetal 
monitoring (cardiotocography) in 
labour. It was introduced to enable 
early identification of fetal asphyxia 
in the hope of preventing death or 
long term neurological morbidity, 
especially cerebral palsy. However, it 
has a high false positive rate and has 
not been shown to reduce cerebral 
palsy.4 We examine the evidence on 
its effectiveness and some unintended 
consequences of its use. 

Electronic fetal monitoring  
and cerebral palsy
Cerebral palsy was once thought to 
be caused mainly by birth asphyxia. 
Early advocates of electronic fetal 

perinatal death, intrapartum stillbirth, 
neonatal death, low or very low Apgar 
scores, need for special neonatal care, 
or neonatal death lower.11

Although evidence of lack of 
effectiveness for preventing cerebral 
palsy is consistent, the effect of 
electronic monitoring on risk of 
intrapartum death is less certain. Rates 
of perinatal death were falling when 
electronic monitoring was introduced, 
and randomised trials showed 
no decrease in perinatal deaths.11 
However, most observational studies 
are compatible with the conclusion 
that electronic monitoring reduces 
the risk of intrapartum or neonatal 
death,12 and is less expensive than 
one-on-one auscultation.13 Obstetric 
societies in the US, Canada, Australia, 
and New Zealand acknowledge that 
electronic monitoring provides no long 
term benefit for children.14

Why doesn’t it work?
Use of electronic fetal monitoring 
to prevent cerebral palsy was based 
on several erroneous assumptions. 
First, fetal heart rate decelerations are 
commonly associated with peripheral 
chemoreflex rather than compression 
of the head or umbilical cord, and 
may be relatively unthreatening.15 
Furthermore, studies consistently 
show that most cases of cerebral palsy 
in babies born at or near term are not 
caused by asphyxia but associated 
with congenital malformations, 
fetal growth restriction, intrauterine 
exposure to infection or inflammation, 
and other unknown factors.11-17

A test that identifies abnormalities 
in a high percentage of births will 
inevitably produce a high false 
positive rate if used to identify an 
uncommon outcome such as cerebral 

KEY MESSAGES

•   Electronic fetal monitoring during 
labour was introduced with an 
expectation that it would reduce cerebral palsy

•   Randomised trials and time trends in population 
based data establish that it has not done so

•   Electronic monitoring is linked with higher rates 
of caesarean deliveries, with higher risks and costs 

•   Litigation relating fetal monitoring to cerebral 
palsy has also increased despite evidence that 
monitoring does not aid in its prevention 

•   Control of the high rate of caesarean sections and 
litigation requires better understanding of the 
evidence among all healthcare professionals and 
the public
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palsy, guaranteeing an “arithmetic of 
failure.”18 Tightening criteria to reduce 
false positives would further lower the 
test’s already low sensitivity.4

Reliable interpretation of fetal heart 
rate tracings is also low. Experienced 
obstetricians had only mediocre 
agreement in reading  tracings, and 
when shown the same tracing months 
later agreed with their previous 
interpretations even less.19 

Rise in caesarean births
All relevant randomised trials have 
shown that electronic monitoring 
is associated with many more 
interventions in labour, surgical 
vaginal deliveries, and caesarean 
births.11 A high proportion of 
caesareans are performed partly or 
wholly in response to non-reassuring  
traces.20 21 In the US each year, 900 000 
women have a primary caesarean 
delivery, of whom at least 80% 
(720 000) attempt vaginal birth.22 Of 
those attempting vaginal birth, 86% 
(620 000) have electronic monitoring.23

In randomised clinical trials 
when compared with intermittent 
auscultation, electronic monitoring 
increased the risk of caesarean section 
by 63% (relative risk=1.63, 95% 
confidence interval 1.29 to 2.07).11 

Risks in  high caesarean delivery rates
Surgical delivery increases risks 
to mothers, immediate and long 
term.24 25 In a population based case-
control study in France, maternal 
death (adjusted for confounders) 
was 3.6 times more common after 
caesarean than vaginal delivery.25 
Operative deliveries increase risks of 
maternal haemorrhage, infection, and 
thromboembolism and of neonate 
respiratory depression. Complications 

in further pregnancies include a high 
rate of repeat caesarean, abnormally 
invasive placentation with potential for  
haemorrhage, and uterine rupture.26

It seems intuitively likely that 
electronic monitoring occasionally 
rescues a threatened fetus, even if too 
rare to register in randomised trials or 
cerebral palsy rates. But is this enough 
to justify the known harms from more 
caesareans? Constantine and Saade, 
reviewing evidence on electronic 
fetal monitoring, concluded that 
“The evidence is overwhelming that 
continuous EFM . . . has overall caused 
more harm than good.”12

Caesarean sections are among 
the most common surgical 
procedures in the US. A high 
section rate leads to higher medical 
costs: an uncomplicated vaginal 
delivery typically costs $9000 to 
$17 000 (£7000-£14 000), while 
an uncomplicated section ranges 
from  $14 000 to $25 000 or more.27 
Even a modest reduction in surgical 
deliveries would contribute to lower 
care costs.

Response to litigation
In a survey of US obstetricians three 
out of four had faced at least one 
professional liability claim, and 
most more than one.31 Many of the 
obstetricians polled had altered their 
practice in response, increasing the 
number of caesarean deliveries, 
decreasing their availability to high 
risk patients, or decreasing the 
number of deliveries performed. 

Use of electronic fetal monitoring 
arises in most cerebral palsy claims32 
despite evidence that such monitoring 
is irrelevant to prevention. Plaintiffs’ 
experts can usually find something 
worrisome in any monitoring 
strip. Importantly, knowledge of 
neurological abnormality in a child 
with alleged birth injury influences 
interpretations of tracings and 
judgments about the appropriateness 
of the clinical care provided.18-34

“Birth injury” lawsuits are among 
the most expensive of claims. They  
accounted for half of  NHS litigation 

costs in 2013, almost 20% of the total 
budget for maternity services.35 

Achieving consensus 
In an effort to reach a more evidence 
based approach to electronic fetal 
monitoring, cerebral palsy, and the 
rate of surgical births, we suggest a 
two pronged approach. First, there 
is a strong need for consensus about 
the evidence. A major step would be 
a review by an impartial expert task 
force with focus on a narrow question: 
does electronic fetal monitoring in 
labour reduce risk of cerebral palsy? 
Participants in and supporters of such 
a task force might be national and 
professional healthcare organisations, 
lawyers, and consumer groups. 
Clear agreement among all relevant 
professional organisations would 
improve teaching and practice.

A second step is to tackle litigation 
as this influences practitioner 
behaviour. Expert witnesses often 
do not acknowledge best medical 
evidence, and an assumption that 
surgical delivery in response to 
electronic monitoring can prevent 
cerebral palsy underlies many birth 
injury lawsuits.32 36 It falls to judges, 
often scientifically unschooled, to 
assess whether the experts’ reasoning 
and methodology are compatible 
with good science and applicable. A 
consensus document reviewing the 
relevant medical evidence would help 
judges to decide if evidence from the 
plaintiff’s expert was admissible. 

Decades of evidence that electronic 
monitoring is ineffective in preventing 
cerebral palsy but contributes to a 
higher rate of surgical births, should 
be made clear to medical practitioners 
and trainees, lawyers, and the public. 
Consistent with the guidelines of 
professional societies,37 38 clinical 
practice should move towards use of 
intermittent auscultation in deliveries 
not thought to be at special risk. For 
such low risk births, practitioners 
should be asked to provide 
justification for use of electronic fetal 
monitoring.
Cite this as: BMJ 2016;355:i6405
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As a predictor of cerebral palsy, abnormalities 
on electronic monitoring have a false positive 
rate of 99.8%
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Time for guidelines on safety netting?
Nicholson et al say that safety netting “has come to be regarded 
as ‘best practice’ in relation to cancer diagnosis in non-specialist 
settings” (Uncertainties, 12 November). It is widely endorsed across 
many conditions by multiple professional institutes, but there is 
limited research evidence and no widely accepted definition. NICE 
provides two different definitions in separate guidelines, which 
both differ from that of the RCGP curriculum.

A clear distinction should be made between safety netting as an all 
encompassing term and safety-netting advice, which is information 
shared with a patient about what action they should take if their 
condition fails to improve, changes, or if they have further concerns 
about their health. The two terms are currently used interchangeably.

Another area of concern is that safety netting is rarely 
documented in medical notes. The parliamentary and health 
service ombudsman has been critical of GPs who fail to provide and 
document safety-netting advice. Guidelines could be developed 
alongside standardised patient information leaflets that, when 
printed, are automatically coded into the medical notes. 

Guidelines might not be needed if GPs performed safety netting 
routinely. But we have found that safety-netting advice is not always 
performed intuitively, gets minimal uptake from patients, and is 
absent from many consultations.

Clinicians report a lack of training in safety-netting methods and 
patients say that safety netting is often too vague—could national 
guidelines improve patient care?
Peter J Edwards (peter.edwards@bristol.ac.uk); James O Seddon; Rebecca K Barnes 
Cite this as: BMJ 2016;355:i6411

448 10 December 2016 | the bmj

CANCER DRUGS AND ETHICS

Cancer physicians respond 
to chemotherapy article
Wise’s analysis on chemotherapy 
strays into the territory of 
unbalanced opinion (Analysis, 12 
November). He conflates problems 
from different healthcare systems 
and fails to credit specialists 
for maintaining high ethical 
standards and having awareness 
of treatment limitations. 

Conflicts of interest are a 
potential problem, especially in the 
US where reimbursement through 
Medicare means that doctors may 
benefit from prescribing expensive 
drugs; fortunately, the NHS has no 
such incentives.

Wise describes the approval of 
drugs with evidence of minimal 
gains in survival. But he does 
not mention that most will not be 
approved in the UK. Significant 
gains in survival due to systemic 
treatments have unquestionably 
been made.

Oncologists are conscious 
of the financial constraints on 
healthcare systems, and they 
work towards developing more 
effective, targeted treatments. 
Supporting patients at the end 
of life to make the best decisions 
for them and their families, with 
empathy and kindness, makes our 
job rewarding.
Adam Dangoor (adamd@doctors.org.uk); 
Johnathan Joffe; Adam Januszewski; Janine 
Mansi; David Cunningham; Peter Selby On 
behalf of 17 other authors and members of 
the Association of Cancer Physicians, UK
Cite this as: BMJ 2016;355:i6487

Author’s reply 
My sources are indeed from 
different health systems—The 
BMJ is an international journal. I 
took care to validate all relevant 
material without prejudice.

I agree that conflicts are unlikely 
to be a problem in the NHS, but 
some 390 oncologists practise in 
the UK private sector. 

I acknowledge the important 
assessment and monitoring 
function of NICE and suggest 
extension of its remit to 

postmarketing evaluation: to 
assess real world efficacy and 
adverse effects.

I think I covered progress in 
cancer drug therapy adequately. 
Reference to the paper by 
Palumbo et al, which I consider 
unbalanced, only confuses. It 
hardly covers overall survival for 
adult metastatic solid cancers, 
and, where it does, statements 
are made with neither drug 
comparison data nor attribution. 

I commend the Association of 
Cancer Physicians for its consent 
material, but the evidence for, and 
my comments on, the ethics of the 
consent process still apply.
Peter H Wise (wisepeter@hotmail.com)
Cite this as: BMJ 2016;355:i6508

Ethics, compassion, science, 
and the art of medicine
Clinicians, patients, their families, 
and regulators must understand 
the difference between treatments 
that are potentially curative and 
the majority that are palliative 
(Analysis, 12 November). Based on 
risks, benefits, and possibilities, 
the patient gives informed consent 
for an intervention.

Some clinicians, blind to the 
machinations of the drug industry, 
feel empowered when they follow 
clinical practice guidelines and 
standard of care recommendations 
that have been sanctioned by the 
state. They assume that they are 
underpinned by science. Others 

review both positive and negative 
data and apply clinical judgment. 
Information from a drug company 
should not be used to undermine 
an experienced clinician.

Dosing algorithms that 
underpin guidance are based on 
the assumption that “one size 
fits all”—it doesn’t. Guidelines 
and recommendations that 
interfere with the doctor-
patient relationship are being 
overenthusiastically imposed 
by the state. This has been 
determined by the High Court 
of Australia to be unlawful and 
unconstitutional.
Leong Ng (drlfng1@gmail.com);  
Yolande Lucire 
Cite this as: BMJ 2016;355:i6510 

DENTISTRY IN THE NHS

Scotland’s oral health plan
Appleby examined deprivation 
and use of dental services in 
England, Wales, and Northern 
Ireland (Data briefing, 12 
November). The national dental 
inspection programme in Scotland 
has shown some improvements in 
oral health of children in primary 
1, with 69% having no obvious 
decay in 2016. But Scotland 
lags behind countries of similar 
development, such as England 
(75%) and Norway (73-85%). 
Only 55% of children in primary 
1 have no obvious  decay in the 
most deprived areas of Scotland, 
compared with  82% in the least 
deprived areas.

Scotland’s oral health plan 
is currently in consultation. 
It proposes a preventive care 
pathway, moving dental services 
away from a restorative approach. 
The proposed pathway would 
provide a simplified system of 
charges for adults and children 
whose oral health is judged to be 
“stable.” The plan also proposes 
to review remuneration and 
introduce regular oral health risk 
assessments for all patients at 
18 years.
C Albert Yeung  
(albert.yeung@lanarkshire.scot.nhs.uk)

Cite this as: BMJ 2016;355:i6466
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