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Review long term opioid users yearly
Patients with chronic pain, especially those
to whom long term opioids are prescribed
in primary care, should undergo an annual
review to ensure that drugs are not being
prescribed inappropriately, specialist pain
organisations believe.
Martin Johnson, chair of the Chronic
Pain Policy Coalition and vice president of
the British Pain Society, said that the two
groups were pushing for there to be at least
an annual review of patients with chronic
pain, in the same way that patients with
asthma are reviewed. They will be holding
a meeting with stakeholders this summer
to take the issue forward, to look at the role
of opioids, and to ascertain how to quantify
the costs of pain to the UK economy.
“What we are trying to do is to get [health
professionals] to focus on the more severe
end, which is often the opioid end. These
people need regular reviews,” Johnson
explained. “Part of what we are trying to do
is make sure that we can get some system
for reviewing them.”
Johnson, who is also lead for pain at
the Royal College of General Practitioners,
said that the review would not necessarily
need to be done by GPs. One of the main
problems, he said, was that pain was seen
as a symptom rather than a disease in its

own right that may be independent of the
condition that it arose from.
NHS Digital data show that the number of
prescriptions dispensed in the community
for opioid treatment has risen in England
from 3.04 million in 1991 to 7.5 million in
2001 and 23.9 million in 2016.
Some of the rise has been due to
the withdrawal of rofecoxib because
of cardiovascular problems and of
co-proxamol because of a link to an
increased risk of suicides and accidental
poisonings, leaving doctors with a more
limited choice of alternatives.
Antony Chuter, who chairs Pain UK, an
umbrella organisation for patients’ groups,
and the British Pain Society’s patient
liaison group, said that though opioid
prescribing had risen, the UK did not have
anything like the problem of recreational
misuse of opioids sweeping the US.
He said that though opioids were not
effective for managing long term pain
in most people, they had a role in some
patients and their use needed to be
reviewed regularly. “We don’t want GPs to
become terrified of prescribing opioids for
breakthrough pain,” he explained.
Ingrid Torjesen, London
Cite this as: BMJ 2017;357:j2274

GP prescriptions for opioids
tripled in England in 15 years,
reaching 23.9 million in 2016
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SEVEN DAYS IN
Cameras reduced attacks in psychiatric wards
A mental health unit where staff members wore body cameras saw incidents
involving emergency restraint halve over three months and complaints drop, a pilot
study has found. Violent incidents also decreased on three of the five wards studied,
though incidents of verbal abuse increased, showed a study published in Mental
Health and Family Medicine.
Alex O’Neill-Kerr, clinical medical director at Northamptonshire Healthcare NHS
Foundation Trust, where the study took place, said that if larger studies showed
similar results then the scheme could be rolled out to psychiatric units across the
country. “Improving patient and staff safety, coupled with improving the quality of
care afforded, are key priorities for us,” he said, “and we are always striving to find
innovative ways to achieve those objectives. As this study has proved, body cameras
could play an integral role in accomplishing those goals.”
Feedback from staff members who wore cameras was positive. Most (90%) said
that the cameras prevented confrontational situations because staff and patients
improved their behaviour when they were being filmed.
Zosia Kmietowicz, The BMJ Cite this as: BMJ 2017;357:j2268

Inquiry

Hunt plans inquiry into
rogue surgeon

England’s health secretary,
Jeremy Hunt, announced plans
for an inquiry into Ian Paterson,
the breast surgeon believed to
have carried out negligent or
unnecessary surgery on more
than 1000 women. Paterson will
be sentenced later this month for
17 counts of wounding with intent
and three counts of unlawful
wounding. Hunt said that the
Conservative government, if
re-elected, would carry out a
“comprehensive and focused
inquiry to ensure that any lessons
are learnt in the interests of
ensuring patients are protected
in future.”

Breast cancer

Pfizer frees up drug while
NICE decides

The drug giant Pfizer made its new
breast cancer drug palbociclib
(Ibrance) available to UK patients
free of charge after draft NICE
guidance initially rejected it for
routine use on the NHS because
it was too expensive. Palbociclib
is licensed for hormone receptor
positive, HER2 negative locally
advanced, and metastatic breast
cancer. A full course of palbociclib
costs £79 650. The scheme
for free access to palbociclib
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is expected to be open for five
months, and final guidance is
expected in August.

Research news

Noisy knees may be early
sign of osteoarthritis

A four year US study of 3495
patients reported in Arthritis
Care and Research found that
over 75% of the 636 patients
who developed symptomatic
osteoarthritis had had signs
of osteoarthritis on
x ray but no knee pain
at the start of the
study. The odds of
developing symptomatic
osteoarthritis were
higher with greater frequency of
self reported crepitus. The study
leader, Grace Lo, from Baylor
College of Medicine in Houston,
Texas, said that future studies
“hold the promise of identifying
interventions that can prevent
knee pain.”

GP appointments

Patients value listening
skills most

Patients were willing to wait
an extra 3.5 weeks for an
appointment with a doctor with
good or very good listening
skills, a study of 600 UK adults
found. They were also prepared
to wait an extra week for an

appointment with a GP of their
choice. They were not concerned
about consultation length or the
convenience of appointments,
showed results in the British
Journal of General Practice.

General election

GP will stand against
Hunt for second time

Louise Irvine (below), a GP in
London, will stand for a second
time against the health secretary,
Jeremy Hunt, in the 8
June general election in
the South West Surrey
constituency. The Liberal
Democrats, the Labour
Party, the Green Party,
and the National Health Action
Party—under whose banner
Irvine will stand—agreed that one
progressive alliance candidate
would have the best chance of
unseating Hunt. In 2015 Hunt
was voted in with 34 199 votes,
while the other four parties
collectively gained
16 957 votes. When
Virginia Bottomley
(Conservative) won
the seat in 1997 she
got 45.3% of the
vote and the
Liberal
Democrat
candidate
43.6%.

Health spending

Spending growth is lowest
for 50 years

UK spending on health grew by
an average of only 1.3% a year
from 2009-10 to 2015-16, said
a briefing paper by the Institute
for Fiscal Studies—substantially
below the average growth of 4.1%
a year from 1955-56 to 2015-16.
Health was one of only three main
areas of public service spending
that were protected from cuts,
along with overseas aid and
schools. In contrast, adult social
care funding fell by 8% in real
terms from 2009-10 to 2016-17
but was protected in relation to
spending on other local authority
services.

Acute medicine

Nine in 10 doctors say that
units are understaffed

Nearly 94% of respondents to a
survey by the Society for Acute
Medicine reported that their units
faced regular problems filling
quotas of medical staff. Some
85% reported permanent staff
having to work extra shifts, 91%
said that their units employed
locum trainees, and 60% used
locum consultants. Mark
Holland, the society’s
president said the
findings were “very
worrying.”
13 May 2017 | the bmj

MEDICINE
Quinine, derived from the
bark of the cinchona tree,
is often used
off label to treat
muscle cramps

NOT ANOTHER SOCIAL MEDIA
CAMPAIGN? WHAT’S THIS ONE ABOUT?
Doctors and other public sector workers are
telling their Twitter and Facebook followers
how it is their public duty to inform voters of
the threat the Conservatives pose to the NHS.

US health bill

Prescribing

By a razor thin margin of 217-213
the House of Representatives
passed legislation on 4 May
that would, if it becomes law,
repeal major provisions of the
2010 Affordable Care Act. The
bill, called the American Health
Care Act, now goes to the Senate,
where most observers believe it
stands little chance of passage.
Many are concerned that the new
bill will cut funding for Medicare
and Medicaid, which has led to
14 million more people being
insured. And the new bill would
no longer require people to
obtain health coverage or pay
a penalty, which could send
premiums soaring.

Long term quinine use,
prescribed off label for muscle
cramps or restless leg syndrome,
is associated with increased
mortality, said a UK prescribing
study in JAMA of 44 699 people
given a quinine salt for at least a
year. Some 11 598 deaths (4.2
per 100 person years) occurred
among people exposed to
quinine, compared with 26 753
(3.2 per 100 person years)
among people not exposed
(adjusted hazard ratio 1.24
(95% confidence interval 1.21
to 1.27)). People under 50 had
three times the risk of death.

Representatives vote to
repeal Obamacare

Whistleblower

Junior doctor wins court
appeal to fight case

Chris Day, a junior doctor who
claimed that Health Education
England (HEE) treated him
unfairly after he blew the whistle
on unsafe staffing levels at
Lewisham and Greenwich NHS
Trust, scored an important
victory at the Court of Appeal.
Three senior judges held that a
previous tribunal was wrong to
decide that the trust was his sole
employer and that HEE could also
be considered an employer. The
judges have sent the case to a
new tribunal to decide whether
HEE substantially determined
Day’s terms of engagement and
was therefore an employer.

SIXTY
SECONDS
ON . . .
#PUBLICDUTY

Quinine for muscle cramps
may increase death risk

Pillboxes

Reminder devices do not
improve adherence

A trial of 53 480 patients taking
one to three oral medicines, who
had been suboptimally adherent,
randomly assigned them to
receive usual care or: a standard
pillbox with one compartment for
each day of the week, a
pill bottle with a toggle
strip to show whether
a daily dose was
taken, or a pill cap
with a digital timer to
show the time elapsed
since last opening. The
study, in JAMA Internal
Medicine, found that none of the
devices improved adherence
when compared with the control
group.
Cite this as: BMJ 2017;357:j2263

CHILD
MENTAL
HEALTH
The proportion
of children and
adolescents with
mental health
problems who
had in-hospital
care out of their
areas increased

69%

to
in
2016-17, up from
57% in 2015-16. The
South West and
the Yorkshire and
Humber regions
saw the biggest
increases. (BMA)

WHO STARTED IT?
Alex Ashman, doctor and co-leader of the
National Health Action Party. He was inspired
by a tweet from erstwhile party leader Clive
Peedell, who, in January 2015, tweeted:
“As a cancer specialist with 20 years’ NHS
experience it’s my public duty to inform
the public that Tories are dismantling and
privatising the health service.” Ashman
wrote on 20 April: “As a junior doctor I have a
#publicduty to inform you that the Tories are
gradually killing our NHS. Please don’t enable
them. #voteNHS.”
AND THE CAMPAIGN’S AIMS?
In a tweet to The BMJ Ashman
said: “The aims were to highlight
the under-reported marketisation,
rationing, and service cuts under
Conservative led governments
before #GE2017.”
IS ANYONE ELSE JOINING IN?
I’ll say! Sample tweets include,
“As a doctor working in the NHS
I have a #publicduty to inform
you the Tories are destroying our
NHS . . . please don’t let them,”
from Helen Michael. Or, “As a junior
doc who endured govt bullying &
smearing, it’s my #publicduty to
inform the public that the Tories
are driving away NHS staff,” from
Rachel Clarke.
SOUNDS IMPORTANT!
There’s evidence that some aren’t taking
the campaign as seriously as others. Pete
Turton tweeted, “As an #NHS doctor it’s
my #publicduty to tell you that the quality
of canteen lasagne has declined in 5 yrs.
Probably Tory cuts.”
ANY EVIDENCE THAT SUCH
“CLICKTIVISM” HAS ANY IMPACT?
Time will tell whether Jack Monroe (above),
anti-poverty campaigner, scourge of Daily
Mail columnist Katie Hopkins, and National
Health Action party candidate for Southend
West, will be swept into parliament on a wave
of pro-NHS fervour.
Anne Gulland, London

Cite this as: BMJ 2017;357:j2222
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HOW TO IMPROVE CARE AT THE
FRONT LINE
JENNIFER ISHERWOOD, SENIOR SURGICAL
TRAINEE, OXFORD REGION
“Assuming you can find a rare gem—
otherwise known as an available computer—
you waste time trying combinations of
your initials and names with varying passcodes
to grant you access. Once in, you pray the system
won’t crash halfway through what you are doing.
It may or may not be connected to a printer,
which may or may not have ink and paper.”
HARRISON CARTER, MEDICAL STUDENT,
BRISTOL UNIVERSITY
“Our more senior colleagues find it
difficult to communicate with healthcare
professionals outside the hospital. In
primary care, we observe the same frustrations
when GPs struggle to engage their hospital
colleagues. We listen to some of the language
used to describe members of different medical
and surgical specialties. We begin to form our
own opinions—opinions which, in the future, risk
perpetuating a culture that hinders teamwork.”
RAMMYA MATHEW, ACADEMIC CLINICAL
FELLOW IN GENERAL PRACTICE, AND
JOHN LAUNER, GP FOR 29 YEARS
“In our experience it is vanishingly rare
to get a call from the local hospital team
seeking information or advice about a
patient. One colleague reported that she
sometimes receives a flurry of calls inquiring
about patients from foundation year doctors
in their first week or two in hospitals—but never
hears from them again. It appears that hospital
colleagues often don’t appreciate the wealth of
information that we have as GPs.”
These observations, originally from the King’s Fund
report , can be see in full at BMJ Opinion
(http://blogs.bmj.com/bmj)

“Sex up” general medicine to
drive recruitment, says president
Medical leaders must seek to boost
the standing of general medicine to
help improve the way clinical care
is delivered on the front line, the
president of the Royal College of
Physicians has urged.
Jane Dacre said that medicine
has placed too much emphasis on
highly trained specialist care over
the past two decades and not enough

on generalists, who are increasingly
needed to treat acutely ill patients
with multiple problems.
Acknowledging the workforce
pressures that act as a barrier to
improving care, Dacre said that it was
crucial to encourage more doctors
to train as general physicians and
geriatricians and that these specialties
should be valued in medicine. She

Class action planned on asthma caused by air pollution
Lawyers are planning a
class action against the UK
government on behalf of
people with asthma caused
by air pollution.
The class action, which
will be led by the barrister
Frances Lawson, is bringing
a state liability claim
against the government,
arguing that people have
had symptoms of asthma
because of a failure to
reduce air pollution levels,
breaching an EU directive.
Lawson told The BMJ that
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the solicitor handling the
case has “just been given
the green light to proceed
and has started to gather
claimants.”

Inclusion criteria
“We have tight criteria to
maximise the chance of
a successful action. Each
person included will be
examined to see if their
asthma is linked to nitrogen
dioxide,” Lawson said,
adding that it will take
several months to examine

claimants before the class
action can start.
The criteria for claimants
include living close to a
busy road or area with high
levels of nitrogen dioxide;
having no personal history
of allergy or family history of
asthma; and living in a nonsmoking household without
a wood burning stove.
“The fact that the UK
is in breach of the air
quality directive is well
established. We believe
we can show that people in

polluted areas like London
are suffering from the
symptoms of asthma in part
because of excessive levels
of nitrogen dioxide in the air
they are forced to breathe,”
Lawson told the Guardian.
The action is supported
by a report from the Institute
of Air Quality Management
on the evidence that
exposure to nitrogen
dioxide causes asthma and
exacerbates symptoms.

The fact that
the UK is in
breach of the
air quality
directive
is well
established

Susan Mayor, London
Cite this as: BMJ 2017;357:j2220
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OVER THE PAST 20

FIVE MINUTES WITH . . .

years, we have
allowed our professional identity to value the highly trained
specialists above the multifaceted generalist

Kate Lovett

was talking at the launch of a new
report from the King’s Fund, which
draws on the experiences of front
line clinicians (box) to examine
how care in NHS hospitals can be
improved. Hospitals have found it
increasingly challenging to provide
safe and high quality care to acutely
ill medical patients as the volume and
complexity of work have increased,
the report said.

“T

Need for culture change
The college welcomed the report’s
focus on these and other issues
such as rota gaps, staff shortages,
and changes in medical training,
which the report said had “affected
continuity of care and resulted in a
more fragmented and unsatisfactory
experience for junior doctors.”
The King’s Fund chief executive,
Chris Ham, who co-edited the report,
highlighted the particular problems
hospitals have in recruiting general
physicians and geriatricians.
Dacre said that cultural changes
were required to help tackle this issue.
“Over the past 20 years, we have
allowed our professional identity to
value the highly trained specialists
above the multifaceted generalist,”
said Dacre. “We need to change that
culture to recognise that to be a really
good generalist is probably more

difficult than to be awfully good at
doing something very small when
somebody asks you to do it.
“We really have got to ‘sex up’
general medicine in order to have
people working in it and valuing it.”
The report called for urgent action
to improve the lives of junior doctors.

Focus on rotas
Alongside this, the report added,
quality improvement should be taken
forward across the NHS, while the
government must provide “sufficient
and sustainable funding to enable
staff to meet rising patient demand
safely and effectively.”
It also called for action to make
it easier for consultants to contact
patients’ GPs or hospital colleagues,
and to share patients’ notes and test
results throughout the hospital.
Dacre acknowledged the need
to “break down the fiefdoms” in
some hospitals to achieve better
collaborative working.
“One of the things that would
really help is adequate resourcing.
There is one single thing that I would
ask, and that is [to] look at sorting
out the rota gaps, because those
are hugely destructive to doctors’
morale,” she said.
Gareth Iacobucci, The BMJ
Cite this as: BMJ 2017;357:j2207

Red meat increases risk of death

The dean of the Royal College of
Psychiatrists talks about improving
trainees’ morale and training
he report Supported and Valued
is our national review into
psychiatric trainees’ morale and
training. We had 750 responses
out of a population of 3500
trainees, and we ran focus groups.
“Trainees were keen to identify the good bits
about their training. Having the support of seniors
really makes a difference to junior doctors.
And good multidisciplinary team working was
something they appreciated.
“The other thing that they mentioned was
psychiatric supervision. It has been enshrined in
our curriculum for a long time that all trainees are
mandated to have an hour a week face-to-face
supervision with a consultant. It’s different from
clinical supervision and educational supervision,
as it’s a way of thinking carefully about the
dynamic aspects of relationships with patients,
processing distress,
building up resilience, and
developing leadership skills.
“Our online survey
showed that 23% of
respondents weren’t getting
their regular supervision,
and that really worries us: it’s
an important part of training.
“The other big theme
ALL TRAINEES
was support for the annual
ARE MANDATED
review of competence
TO HAVE AN HOUR
progression. This is
A WEEK FACE-TOFACE SUPERVISION
something that trainees
WITH A
in all medical specialties
CONSULTANT
have highlighted—that

Zosia Kmietowicz, The BMJ Cite this as: BMJ 2017;357:j2241

requirements around ARCPs can be unclear and
there can be regional variation.
“Trainees also had worries about the lack of
parity of esteem for mental health compared with
physical health, and the impact of low investment
in mental health and social care.
“The trainees identified some things that
shouldn’t be difficult to fix, such as having access
to hot drinks when they are on call. They also
wanted better administrative support, such as
expenses paid in a timely way and rotas produced
on time.
“This is a report for every psychiatrist to pay
attention to: there are things that supervisors can
do, and trainees can use the report to effect local
change. ”

ЖЖRESEARCH and COMMENTARY, p 262

Abi Rimmer , The BMJ Cite this as: BMJ 2017;357:j2211

Eating red meat increases the likelihood of dying from most major causes,
while eating white meat instead of red meat reduces the risk, a cohort study of
more than half a million people published in The BMJ indicates.
The chances of dying from cancer, heart disease, respiratory disease,
stroke, diabetes, infections, kidney disease, or liver disease all increased in
line with red meat consumption. The strongest association was death from
chronic liver disease.
In an editorial, John Potter, from Massey University
in New Zealand, said that contemporary meat
consumption is equally bad for the planet and for
human health. The destruction of rainforest for
farming animals, and greenhouse gases from
animals, contribute more to climate change
than fossil fuels for transport, he wrote.
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Conservatives and Labour
trade blows on NHS
The two main parties have stepped up their 2017 general
election campaigns with claims and counterclaims on NHS
numbers. Gareth Iacobucci considers the figures

T

he Labour Party has
sought to put the health
service at the forefront
of its campaign. This is
perhaps understandable,
given the government’s perceived
weakness on health and the huge
pressures facing the NHS. Jonathan
Ashworth, Labour’s shadow health
secretary, last week used the increase
in hospital waiting times as his key
line of attack. He also highlighted the
fact that the NHS’s target to see 95%
of patients in emergency departments
within four hours has not been met
since July 2015 and that the target for
cancer treatment waiting times to be
under two months has not been met
since December 2015.
Ashworth was also quick to seize on
leaked figures indicating that people
waiting more than four months for
non-emergency surgery could double
to 5.5 million by 2019.
Defending his record on the BBC’s
Andrew Marr Show on 7 May, the health
secretary for England, Jeremy Hunt,
said, “We are actually seeing more than
2000 people every single day within
the four hour standard [in emergency
departments].” But he admitted that
“demand has gone up faster than that.”

Here, Hunt may have meant to say
“seeing more than 2000 more people.”
Around 64 000 people are seen each
day by emergency departments in
England, and from 2015 to 2016 the
number of people seen in emergency
departments rose by 2047 a day.
However, official figures show that
the overall proportion of patients being
seen within four hours has fallen. Data
for the third quarter of 2016-17 show
that 87.9% of patients were seen in
emergency departments within four
hours, down from 91.5% in the same
period the previous year. Hunt moved
uncomfortably in his seat as Marr
pointed out that 370 000 NHS patients
were not being seen by a specialist
within 18 weeks, a figure that has risen
by 100 000 in the past year.

Labour’s shadow
business secretary,
Rebecca LongBailey, on Question
Time (left) and the
health secretary
for England,
Jeremy Hunt, on the
Andrew Marr Show
(right)

Hunt moved
uncomfortably
Privatisation claims
in his seat as
Labour has also tried to link
Andrew Marr
Conservative policies with attempts to
pointed out
“privatise” the NHS. This long running
that 370 000
claim surfaced again during last
NHS patients
week’s Question Time on BBC One. In
were not
the debate Labour’s shadow business
being seen by
secretary, Rebecca Long-Bailey,
accused the Tories of pushing the NHS a specialist
within 18
towards “an American style health
system that is privatised.” The Brexit
weeks

secretary, David Davis, also appearing
on the panel, said that the growth
of non-NHS healthcare was “much
higher” under the 1997-2010 Labour
government than under the coalition
and Conservative governments.
The increase in the proportion of
NHS services being provided by private
sector organisations does fit the World
Health Organization’s definition of
“privatisation.” But it is less clear that
this constitutes “an American style
health system” when care remains free
at the point of use.
The Conservatives’ claim that the
growth in private sector provision
was higher under Labour also has
some basis. It was Blair’s government
that first allowed private providers
to run NHS services in the 2000 NHS
Plan and that grew the proportion of
the NHS budget in England spent on
private providers to 4.4% by 2009-10.
Under the coalition government of
2010-15 and the current Conservative
government the proportion rose, to
7.6% in 2015-16.

Workforce and funding
The Conservatives were on less
comfortable ground when defending
their own record on the NHS. On the

NHS STAFF PAY: PAST, PRESENT, AND FUTURE
A report on UK health
spending from the
Institute for Fiscal
Studies looks at how pay
in the health service has
varied in recent years
and how staff costs may
change in the future
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1

Rising staff costs to 2011

From 1985-86 to 2010-11 overall costs
for the UK NHS rose by an average of
4.7% a year. This was faster than the
rate of inflation across the economy as a
whole over this period, which was 3.1%.
The reason NHS costs rose more quickly
was largely because staff costs rose
more sharply than other costs over
this period, and staff make up a
large part of healthcare costs.
Between 1985-86 and 2010-11
healthcare staff costs rose by an
average of 5.7% a year.

2

Staff costs since 2011

Between 2011-12 and 2014-15
spending on healthcare staff rose
by 0.6%, while inflation across the
economy as a whole was 1.7%. “This
represents an average annual fall
of 1.1%, relative to economy-wide
inflation, in NHS labour costs over
this three-year period,” the Institute
of Fiscal Studies’ George Stoye says in
the report. “Public sector pay restraint
has helped NHS inflation to stay below
economy-wide inflation since 201112,” he adds.

3

Future cost of pay rises

“Pay restraint may be hard to
continue going forward,” Stoye
argues. Increasing NHS pay in line
with the consumer price index from
2017-18 to 2019-20 would cost
around £2bn more in 2019-20 than
it would by increasing pay by 1% a
year in cash terms. “This funding
would require either additional
funding for the NHS or reductions in
other (non-staffing) parts of the NHS
or DH budget,” Stoye says.
13 May 2017 | the bmj

PERSONAL VIEW
Neena Modi

Brexit is bad
for health,
and doctors
should say so
Andrew Marr Show Hunt repeated
a claim he had made on BBC Radio
4’s Today programme a week earlier,
that the government had responded
to current workforce pressures by
spending “around £6.5bn more in the
NHS” over the past three years.
Hunt’s use of this “around £6.5bn”
figure is interesting and a marked
difference from his and the prime
minister’s previous claims that the
government had given an extra £10bn
to the NHS, a claim that has been
repeatedly challenged and widely
discredited by experts on health service
funding. Perhaps updated briefing
notes had been passed to Hunt before
his interview. If they had, those notes
clearly did not make it to the Brexit
department, given that David Davis
steadfastly stuck to the “we have put in
£10bn” line on Question Time.

Health outcomes
Hunt and Davis were at least on the
same page when trumpeting the
government’s record on improving
health outcomes. Hunt cited “an
independent NHS report” published
at the end of last March showing that
“outcomes in most major conditions
had dramatically improved in the last 3,

4

Research and training

Between now and 2020-21, funding
for NHS England is set to increase at a
quicker rate than overall Department
of Health spending. As a result, the
institute says, overall spending on
departmental activities that sit outside
the remit of NHS England will fall
between now and 2020-21. These
include administration, funding for
public health initiatives and medical
research, and training of medical staff.

5 and 10 years.” Davis, clearly reading
from the same script from head office,
referenced the same report almost word
for word. “The health service is actually
delivering, according to independent
reviews, better major care, better
outcomes, than 3 years ago, 5 years
ago, 10 years ago,” he said.
This report in question is NHS
England’s Next Steps on the NHS Five
Year Forward View. This provides some
evidence of some better outcomes
over the past few years, including the
highest ever cancer survival rates. But
describing a report from an arm’s length
government body as “independent
reviews” may stretch the definition of
“independent” and “reviews.”
Defending the Conservatives’ record
on health staffing, Davis said that there
had been “11 000 more doctors [and]
over 12 000 more nurses and midwives
since we’ve been in power.” But an
analysis by the charity Full Fact casts
doubt on these figures. Full Fact found
that, in September 2016, there were
the equivalent of 9000 more doctors
and 6000 more nurses and midwives
working full time than there were in
September 2010.
Gareth Iacobucci, senior reporter, The BMJ
Cite this as: BMJ 2017;357:j2246

5

“Spillover effect”

The fall in funding for health department
activities outside the remit of NHS
England may have “spillover effects” on
the NHS in England, the institute says.
This would happen if the reduction in
funding of public health initiatives led
to a need for more NHS services, for
example, or if hospitals found it harder
to recruit staff, it says.
Find the Institute for Fiscal Studies report at
www.ifs.org.uk/publications/9186.

There has been much rueing of the Brexit vote. The result was
too close by any stretch of the imagination to be called decisive and was predicated on many so called “alternative facts,”
foremost among which must be the shameful battle bus cry of
“£350 million more each week for the NHS.”
It could be said that for the large swathe of the populace that
voted “remain,” after the initial denial of the Brexit vote came
anger, the bargaining phase of grief, depression, and the
inevitability of acceptance to come. But this metaphor of the effect
of Brexit on the psyche of the UK populace is flawed, because
the end has not come, and the patient may yet be resuscitated.
Here are five reasons why Brexit is bad for health and why the
medical and scientific professions should be saying so.
Further erosion of NHS—The NHS is affordable, and it is
shabby to claim otherwise. But the projected £1bn “divorce
bill” for the UK to leave the European Union is likely to be used
as an excuse for an ever tighter financial squeeze. At 8%-9%
of gross domestic product, the UK’s spending on health is
about half that of the US and less than what our European
neighbours spend. The UK can afford more, and the public
has always indicated willingness to pay more. In addition, the
appalling waste of the marketisation of healthcare—with an
ever increasing proportion of public funds being diverted to
non-NHS providers—can still be addressed.
Putting health at risk—Brexit is placing at risk EU policies
that focus on the wider determinants of health by giving us
clean air, good food, and healthy living. Rising prices and
poor regulation will drive poorer people to depend even more
on cheap, low nutrition foods. Infants, children, and young
adults, who largely voted to remain, stand to lose most from
an abrogation of responsibility to safeguard their chances of
lifelong health.
Worsening workforce shortages—Brexit has meant that
the 55 000 NHS staff who are citizens of other EU countries
fear for their future. This has poured salt into the wounds
inflicted on the NHS by poor workforce planning, chronic
underinvestment, and the alienation of an entire generation
of young doctors and nurses.
Damaging UK’s research status—Brexit is compromising
the UK’s ability to sustain investment in research. Through
xenophobic rhetoric, it is presenting a cold shoulder to
researchers from around the world. This stance jeopardises
the international collaboration that is at the heart of scientific
endeavour, at a time when the UK has a major science and
technology skills gap.
Poor vision for the future—Brexit has placed the UK in danger
of becoming a country reliant on low taxes, low regulatory
standards, and low investment in public services, with a
damaging effect on health, and with the very young standing
to lose the most.
There’s still time to say “no.”
Neena Modi is president, Royal College of Paediatrics and Child Health
Cite this as: BMJ 2017;357:j2265
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THE BIG PICTURE

Joy at the end of life
“No matter how many times her cancer
returned, Mom found a way to live her life
and not take it too seriously.” This is how the
photographer Nancy Borowick captioned this
picture of her mother, Laurel, 17 years after she
received a diagnosis of breast cancer.
Borowick’s father, Howie, had also been
receiving chemotherapy at the same time, but
for stage IV pancreatic cancer, and he died
almost exactly a year before his wife.
Borowick has documented the story of
her parents’ illness, treatment, and death in
her book The Family Imprint: A Daughter’s
Portrait of Love and Loss. This collection of
photographs, journal entries, conversations,
and mementos comes four years after her
father’s death and three years after her
mother’s. Her work has received international
acclaim for its intimacy and rawness.
Richard Hurley, features and debates editor, The BMJ
Cite this as: BMJ 2017;357:j2282
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GENERAL ELECTION

Health
issues
that have
dominated
general
elections
1945
The public sees the NHS
as one of the top issues
in the 2017 general
election campaign.
Tom Moberly looks at
other elections in which
health issues were
important

1945

Formation of NHS
The Labour Party ran its 1945
general election campaign on
a promise to create a national
health service that would
be funded through general
taxation, available to everyone
who needed it and free at the
point of use. Labour won the
election, securing 48% of votes
and 61% of parliamentary
seats, and formed its first
majority government. The party
increased its share of the vote
by 12 percentage points in
comparison with its showing in
the previous election. This was,
and remains, the largest swing
in votes between leading parties
ever achieved in a British
general election.

Tom Moberly, UK editor,
The BMJ

1992
1992

War of Jennifer’s ear
In the 1992 general election
campaign the Labour Party
ran an election broadcast that
contrasted the care of two
young girls, one of whom could
afford private surgery for glue
ear and one who could not. A
Labour press officer said that
the story had been based on
an actual case, but the party
denied that the broadcast was
intended as a recreation of
the exact details of the case.
After the broadcast, conflicting
claims about the actual case,
and the appropriateness
of using it in a political
broadcast, dominated political
discussions. The name of the
girl in the real case was Jennifer,
and the incident became known
as the “war of Jennifer’s ear,” an
allusion to the war of Jenkins’s
ear, a conflict between Britain
and Spain that ran from 1739
to 1748.

1997
1997

24 hours to save the NHS
In the 1997 general election
campaign Labour promised to
reduce NHS waiting times and
improve service provision. The
party pledged to “put planning
on a longer-term, decentralised
and more co-operative basis.”
In its manifesto, Labour
said, “The key is to root out
unnecessary administrative
cost, and to spend money on
the right things—frontline
care.” In the run up to election
day, Labour leader Tony Blair
told voters they had “24 hours
to save the NHS.” Labour went
on to gain 43% of the vote
and won 63% of seats in the
House of Commons. This was
the highest proportion of seats
held by a single party since the
second world war.

2001

Sharon Storer
In the run up to the 2001
general election, in which the
prime minister and Labour
party leader Tony Blair secured
re-election, Blair was confronted
by the partner of a man who
had cancer. The impromptu
encounter contrasted with
the carefully orchestrated
events that had dominated
the Labour campaign. Sharon
Storer was upset about the
treatment her partner had
received, and she stood in the
way of Blair as he went to visit
the Queen Elizabeth Hospital
in Edgbaston, Birmingham.
Storer’s partner, who had nonHodgkin’s lymphatic cancer,
had been moved from the bone
marrow transplant ward to an
emergency admission unit. Blair
told Stoner, “I am sorry about
the situation.” She replied, “You
are not sorry, because if you
was, you would do something
about it.”

Cite this as: BMJ
2017;357:j2251
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2001

2005

2016
2016

2005

£350m for the NHS
Not an election as such, but during the 2016 EU referendum
campaign, a major claim of the Leave campaign was that “the
£350m the EU takes every week” from the UK could be used to
provide additional funding to the NHS. The slogan “We sent the
EU £350 million a week—let’s fund our NHS instead” was written
on the side of a bus that toured the country. The Conservatives
Boris Johnson and Liam Fox also both gave speeches next to a sign
declaring, “Let’s give our NHS the £350 million the EU takes every
week.” Once the Leave campaign had won the referendum, those
who had campaigned on the Leave side distanced themselves from
committing to delivering on this pledge.

Margaret Dixon
During the Conservatives’ unsuccessful 2005 general election
campaign, party leader Michael Howard sought to demonstrate that
under Labour the NHS was failing to provide patients with adequate
services. During prime minister’s questions in parliament, Howard
used the case of Margaret Dixon of Warrington to focus on a rise
in numbers of cancelled operations. He said that Dixon’s planned
shoulder operation had been cancelled seven times, and he went
on to invite Dixon to his home, where he held a press conference
highlighting the case. The hospital involved said that the operation
had been cancelled three times, and Labour’s health secretary, John
Reid, said that the Tories were using Dixon as a “human shield.”
80
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EDITORIAL

The patient’s dilemma: attending the
emergency department with a minor illness
For most, a last resort becomes a logical choice after an inadequate response from other sources of care

A

ll over the world, the
number of visits to
emergency departments
is rising, waits for care
are increasing, patients
lie on stretchers in hallways, staff are
stretched and stressed. Overcrowding
is often blamed on patients attending
for “minor illness.” We are outraged
that these people haven’t gone to
their GP, or used advice lines, walk-in
or minor injuries centres, or GP after
hours services. Perhaps it’s time we
ask the patients—why?
Actually, most patients with
minor illness prefer not to be in the
emergency department. Our Sheffield
patient representatives see it as a last
resort. But they find great difficulty
making same day appointments with
a GP. Some visit walk-in or minor
injuries units first, only to be referred
to the nearest emergency department.

Pillar to post
This is not a new problem, or
isolated to a single healthcare
system. One UK study found that
30% of patients visiting emergency
departments with a minor illness
had first sought care elsewhere.1 A
recent Canadian study found that
60% of patients with minor illness
had sought other sources of care
including visiting or calling their
own GP.2 Of those who tried to see
their GP, 67% were referred to the
emergency department. In a US
study, 69% of parents thought their
child’s emergency visit could have
been prevented had primary care
been available; for over a third of
these preventable visits, parents were
referred to the emergency department
by the paediatrician.3
Ellen J Weber, professor of emergency medicine,
Department of Emergency Medicine, University of
California, San Francisco, CA 94143, US
ellen.weber@ucsf.edu
Enid Hirst, patient representative
Margaret Marsh, patient representative, Sheffield
Emergency Care Forum, Sheffield, UK
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Patients
recognise
that
emergency
departments
are not the
best places
to seek care
for minor
ailments

Patients recognise that emergency
departments are not the best places
to seek care for minor ailments, but
many are unable to determine if their
condition is serious. A visit to an
emergency department will usually
result in faster diagnosis and earlier
treatment if they are really sick. A
virtual visit to “Dr Google” is likely
to encourage, rather than decrease,
non-urgent visits.4 Anxiety, the need
for reassurance, or believing their
problem needs the resources of a
hospital are common findings in
studies of patients with non-urgent
complaints visiting emergency
departments.1 5 In the UK study,
nearly half of such patients said they
needed to see a doctor “as soon as
possible.”
Patients aren’t alone in their
uncertainty. As emergency doctors
know, a problem isn’t minor until
you’ve proved it isn’t major: the
patient discharged with tension

headache potentially had an
intracranial haemorrhage; the
patient with musculoskeletal
chest pain was evaluated for a
pulmonary embolism. Patients given
“primary care treatable” diagnoses
when discharged from emergency
departments present with similar
complaints to those who need
immediate care, hospital admission,
or urgent surgery.6 Minor illness is a
diagnosis made in retrospect.
Difficulty identifying minor illness
without a clinical evaluation may
also explain why advice lines send
patients with minor illness to the
emergency department.7 If even those
triaging can’t determine whether
a caller has an emergency, can we
expect patients to be comfortable
staying home?
There is good evidence that
patients with minor illnesses do not
cause overcrowding.8 Emergency
departments are crowded largely
because beds are unavailable for
patients needing admission, and
an ageing population presents with
complex medical and social problems
that take time to sort out.

Time to re think
In medicine, when a treatment isn’t
working, we rethink the diagnosis.
Use of the emergency department for
minor ailments is a rational response
by patients to a health system that
is not meeting their needs. Small
changes in opening hours of walk-in
centres and minor injuries units, or
further public awareness campaigns
about alternatives are unlikely to
redirect traffic. Rather than blaming
patients, we should listen to them and
organise our healthcare systems to
provide safe, appropriate, timely, and
patient centred care in the community,
where patients prefer to be.
Cite this as: BMJ 2017;357:j1941
Find the full version with references at
http://dx.doi.org/10.1136/bmj.j1941
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EDITORIAL

Seven day access to routine
care in general practice
Disconnect between politics and evidence

F

ew would disagree that
good access to general
practice is important.
It is a prerequisite for
delivering safe, effective,
and equitable care and fundamental
to reducing pressure on hospitals.
But there is little agreement about
whether the current level of access
is acceptable, what are reasonable
public expectations, and how much
additional investment is required to
increase access.
Current government policy
guarantees evening and weekend
access to routine general practice
services for all patients by 2020.
Despite giving some ground in recent
policy announcements,1 politicians
are unlikely to back away from this
commitment; they see improving
access as a vote winner.
GPs disagree that improving access
is a top priority for patients, and the
data seem to support their view.
It appears, counterintuitively,
that reasonable access is being
provided despite an increase in the
number, duration, and complexity
of consultations over the past
decade.5 6 This has been achieved by
practices working both harder and
smarter. But professional leaders
point out that practice teams are
now experiencing unsustainable
pressure, and there is some evidence
that patient satisfaction with access
is starting to decline.7

Hard hitting findings
The Public Accounts Committee,
which provides cross party scrutiny
of public expenditure in the UK, has
now entered the fray with its second
report on general practice access in
12 months.8 The main findings are
typically hard hitting: the government
is rolling out extended hours in the
Martin Marshall vice chair, Royal College of
General Practitioners, London, UK
martin.marshall@ucl.ac.uk

absence of data about need, demand,
or resource requirements, with little
thought about value for money or the
effect on continuity of care, and in
particular without a credible plan to
develop a sustainable primary care
workforce.
The absence of data to support
extended opening is particularly
remarkable. The Department of
Health knows how long practices are
open but nothing about appointment
times, duration, or who is providing
care. This is in marked contrast to the
acute sector, where rich data sources
enable NHS England to know what is
happening in hospitals in near real
time.
Good access to services is largely
dependent on having an adequate
workforce, and the committee’s
report is highly critical of government
progress in this area too. It highlights
that the number of full time
equivalent GPs is dropping rather
than increasing as planned—there
were 97 fewer GPs in September
2016 than in 2015. The proportion
of GP training schemes filled was
slightly higher in 2017 than 2016
but remains below target. The same
is true for the expansion of the nonmedical primary care workforce,
where much is promised but
implementation has been slow.9 Few
doubt the commitment of workforce
planners, but GPs remain sceptical
that the plans are deliverable.
The Public Accounts Committee
highlights other challenges. It reports
that 46% of practices were closed
to patients during “core hours” (8
am to 6.30 pm, Monday to Friday)
and 18% of practices closed their
doors by 3 pm at least once a week.
The profession provided a possible
explanation10 but not before the
media had gone to town. And the
committee has a point because
practices that are open for less than
45 hours a week seem to have more

Practices
that are open
for less than
45 hours a
week seem
to have more
attendances
at hospital
emergency
departments
than practices
open for longer

attendances at hospital emergency
departments than practices open
for longer (an extra 22 attendances
per 1000 registered patients on
average).7 In addition, the report
describes a considerable overlap
between the various extended and
out-of-hours initiatives, and how the
new programmes cost on average
50% more than care during core
hours. The taxpayer seems to be
paying a high premium for better
access, and where initiatives overlap,
they are paying twice.

Fairy tale?
If seven day access to high quality
routine general practice is desirable,
it will be achieved only by expanding
the primary care workforce. Without
more clinicians the pressures in
general practice will increase still
further, with serious implications for
patients in primary care and other
parts of the NHS. Since a year’s worth
of care in general practice costs less
than two visits to an emergency
department,8 the economic
arguments for tackling the problem
at source are convincing.
In 2014 the then prime minister,
David Cameron, claimed that his
plans for seven day access to general
practice were “not some fairy tale
announcement.”11 In the absence
of a coherent delivery plan based on
good evidence and robust data, and
without additional resources, a fairy
tale is exactly what it looks like.
Cite this as: BMJ 2017;357:j2142
Find the full version with references at
http://dx.doi.org/10.1136/bmj.j2142
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Fig 1 | Consultant staff experiencing physical violence from patients, relatives, or the public
in 12 months preceding the survey according to type of trust1
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Fig 2 | Consultants reporting witnessing potentially harmful errors or near misses in the
month preceding the survey according to type of trust1
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What do NHS
doctors think
about their
working lives
John Appleby finds much
variation among trusts in the
latest NHS staff survey
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(or
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because of
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A

ll good
organisations
want to know
how their staff
feel about their
work. Disgruntled and unhappy
staff means poor service and
inefficiency, which for healthcare
businesses can have serious
consequences for patients and
their health. This is the reason
the NHS in England has been
carrying out a staff survey every
year since 2003, with the latest
survey results published earlier
this year.1
Given
the size of the NHS
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Fig 3 | Staff recommendation of their organisation as a place to work or receive treatment
(combined average score for three questions out of five)1
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Fig 4 | Proportion of respondents disagreeing with statement: “If a friend or relative needed treatment I would be happy with the standard of care provided by
this organisation” 1

questions about working patterns,
health and wellbeing, patient
care, and bullying and was large
enough to provide details at
organisational and occupation
levels. So what do the results look
like for the 2016 survey, and in
particular for one occupational
group: consultants?
From the 2016 survey we know
how committed consultants
are to their work and the care
of patients; 95% said that they
thought their role made a positive
difference to patients. And
dedication to the job is evident by
the fact that 92% worked more
than their contracted hours. But
the downside of this commitment
is the fact that 41% came to
work despite feeling ill because
of pressure from colleagues
(or themselves), and 32%
reported being unwell because
of work related stress in the year
preceding the survey.
Whether we should put the
word “only” in front of the
10% who experienced physical
violence in the preceding
year—from patients, relatives
of patients, or members of the
public—is questionable, but it
could be higher. Indeed, there is
considerable variation between
trusts and between types of

trust, with consultants in mental
health trusts reporting the highest
proportions of physical violence
(fig 1).

Standards of care
On the flip side, just over half of
all consultants surveyed reported
witnessing what they would
consider potentially harmful
errors or near misses in the
month before they were surveyed
(fig 2). Again, trusts varied
considerably, ranging from none
for a handful of organisations, to
one acute trust where 29 out of 36
consultants had concerns.
One set of the survey’s
questions deserve extra attention.
These tap into the insider
knowledge of staff about the
quality of patient care, the priority
given by trusts to the care of
patients, and the desirability of
organisations as places to work. In
terms of all three of these aspects
of their organisation, consultants
were generally less positive than
general managers and, to an
extent, nurses (fig 3).
In particular, when asked if a
friend or relative needed treatment
would they be happy with the
standard of care provided by
their organisation, about one in
10 consultants disagreed. On the

JUST
OVER
HALF
of all consultants
surveyed reported
witnessing what
they would consider
potentially harmful
errors or near misses
in the month before
they were surveyed

other hand, only 6% of general
managers disagreed with this
statement. Once again, at a trust
level and across all staff groups,
there is considerable variation,
with more than 27% of staff at
one mental health and learning
disabilities trust disagreeing with
this statement (fig 4).
If there’s one headline message
from the NHS staff survey it
is perhaps the variation in
responses among staff groups
and trusts. Some of this variation
would of course occur by chance,
but some would not, suggesting
improvements are needed to
NHS staff’s working experience.
Some of this variation relates to
the type of trust—consultants
in mental health trusts tend to
report higher levels of physical
violence, for example, while
those in specialist trusts tend to
be more positive about their work
and experience overall. And, in
general, responses to different
questions correlate—for example,
consultant staff reporting
more stress related illness also
tend to be less positive about
other aspects of their working
environment and experience.
John Appleby chief economist, Nuffield
Trust, London, UK
Cite this as: BMJ 2017;357:j2232

the bmj | 13 May 2017											

259

RESEARCH QUALITY

International heart drug trial opens “can of worms”
Dubious results raise questions about integrity of trials conducted in some countries

A

MALCOLM WILLETT

n international trial of a drug
for heart failure conducted by a
contract research organisation
was compromised by the
failure of many participants
to receive the drug being tested, the trial’s
investigators have found.
Blood tests taken from a sample of patients
in Russia and stored since the trial ended
showed that 30% of them had no sign of an
active metabolite of the drug spironolactone
that would have been present if they had
taken it. Among patients in Argentina, Brazil,
Canada, and the US, 3% showed no evidence
of the metabolite.
Marc Pfeffer, the trial’s prinicpal
investigator, and colleagues wrote a letter to
the New England Journal of Medicine, where
the trial was published, saying that the
evidence raised questions about how the trial
was conducted in Russia and, by implication,
in Georgia. Half the trial participants came
from these two countries, and a breakdown
of the original trial results showed significant
differences between them and those from the
Americas.

Can of worms
This is not the first time that Pfeffer has noted
shortcomings in the Russian and Georgian
arms of the trial. Last year he wrote in JAMA
Cardiology that the discrepancies in event
rates and outcomes between the two parts
of the TOPCAT trial (Treatment of Preserved
Cardiac Function Heart Failure with an
Aldosterone Antagonist) “raise the question

about whether patients randomised from
Russia and Georgia actually had heart failure
with preserved ejection fraction (HFpEF)
and even whether one half of them received
spironolactone.”
John Ioannidis of Stanford University, a
well known critic of the quality of medical
research, told the website Cardiobrief that the
finding “opens a can of worms on how much
we can trust clinical evidence from these
settings.”
The TOPCAT trial was funded by the US
National Institutes of Health to establish
whether adding a low cost generic drug,
spironolactone, to standard treatment could
benefit patients with heart failure and a
preserved ejection fraction. It was carried out
by the contract research organisation New
England Research Institutes (NERI), and it
reported in 2014 that the drug added nothing.
But discrepancies between the American
and the Russian and Georgian arms raised
suspicions. The implication is that patients
might have benefited from a cheap drug but
were denied the chance by a mismanaged
trial. “When you practice medicine you
use the best available data,” Pfeffer told
Cardiobrief, adding that he would like people
to be aware that spironolactone may be an
option for their patients.
The BMJ asked NERI for its reaction to
Pfeffer’s criticisms. Sonja McKinlay, its
president, said, “Our clinical colleagues on the
TOPCAT trial were committed to the efficacy of
spironolactone for HFpEF, especially given the
null results of earlier trials.

Patients might
have benefited
from a cheap drug
but were denied
the chance by a
mismanaged trial

“NERI, as the coordinating centre and
primary recipient of support from National
Heart, Lung, and Blood Institute, did not
have a dog in the hunt: we were appropriately
neutral and the trial was rigorously conducted
according to best practices for clinical
trials. As with so many clinical trials, the
results were unequivocally negative and the
disappointment of our clinical colleagues is
understandable.”

Similar suspicions
A second heart failure trial has fallen under
similar suspicions, this time because large
numbers of patients from eastern Europe
should never have been enrolled. The TRUEAHF trial (Trial of Ularitide’s Efficacy and
Safety in Acute Heart Failure), carried out
by a contract research organisation for the
Swiss drug company Cardiorentis, aimed to
find out if the vasodilator ularitide improved
long term outcomes in acute heart failure. The
conclusion was that it did not.
But since the trial reported, its lead author,
Milton Packer of Baylor University Medical
Center in Dallas, Texas, told a meeting in
Paris that the team had been surprised that,
despite the expected short term effects, no
improvements had been seen in patients’
longer term health or chances of dying. The
reason, he said, was that many of the patients
recruited did not meet the eligibility criteria.
Ineligible patients were much more likely
to come from the Czech Republic, Estonia,
Poland, or Serbia than from the US or western
European sites.
In this case, Packer said, the long term
conclusions were not changed by excluding
the ineligible patients, so nobody has been
denied a valuable treatment. But he went on
to raise questions about the role of contract
research organisations, which compete to win
contracts, aiming to quote the lowest price
and seeking to make a profit.
“If the budget for a trial is too low and
recruitment is slow, there is one easy way
to fulfil goals: encouraging recruitment of
ineligible patients and the loosening of audit
and corrective procedures,” Packer said. “The
procedures currently in place to maintain
quality control at investigative sites are not
adequate.”
Nigel Hawkes, London
Cite this as: BMJ 2017;357:j2218
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